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Australia

. . . Date of Event

VH-0QA AIRBUS Singapore Aerodrome _
A380 144° M 33K 04/11/2010 Accident

Synopsis of the event:

On 4 November 2010, while climbing through 7,000 ft after departing from Changi Airport,
Singapore, the Airbus A380 registered VH-OQA, sustained an uncontained engine rotor
failure (UERF) of the No. 2 engine, a Rolls-Royce Trent 900. Debris from the UERF
impacted the aircraft, resulting in significant structural and systems damage.

The flight crew managed the situation and, after completing the required actions for the
multitude of system failures, safely returned to and landed at Changi Airport.

Safety Recommendation ASTL-2013-039 (ATSB):

The Australian Transport Safety Bureau recommends that the European Aviation Safety
Agency, in cooperation with the US Federal Aviation Administration, review the damage
sustained by Airbus A380-842, VH-OQA following the uncontained engine rotor failure
overhead Batam Island, Indonesia, to incorporate any lessons learned from this accident
into the advisory material.

Reply No 2 sent on 26/06/2018:

EASA is cooperating with the FAA to take into account the lessons learnt from this accident
and other uncontained engine rotor failures in revisions of FAA AC 20-128A and EASA AMC
20-128A.

An expansion of the compliance demonstration for small fragments is envisaged.

FAA is leading this activity with the drafting of the revision to their advisory circular, and
EASA will seek harmonisation.

The next step in the process is the public consultation by the FAA of a proposed revision to
AC 20-128A, currently estimated to take place in Q3/2018.

Status: Open
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Austria

. . . Date of Event

LD ELL Vienna Schwechat
|Ii)/lgggLAS Airport (LOWW) 31/07/2008

Serious
incident

Synopsis of the event:

The MD 88 aircraft took off from the Vienna Schwechat airport for Madrid on 31.07.2008
at 17:34 UTC. During the take-off run immediately before becoming airborne, the left
engine experienced loss of power and vibration, as well as a smell of burning, upon which
the pilots shut the engine off. The pilots returned to the airport and landed at 18:50. The
aircraft was able to leave the runway under its own power.

The incident did not cause any personal injury, but the aircraft was seriously damaged.

The investigations by the Aviation Safety Investigation Authority showed that the
unsecured valve stem on the rim of tyre 2 has worked loose and the O-ring underneath
was torn apart, which had the effect of deflating the tyre. As a result, during the take-off
run and past the point of decision, the tread of the tyre broke away, breaking off part of
the water deflector attached to the left engine. The landing gear well was damaged, and
then parts of the tread were thrown into the left engine, which caused loss of power and
vibration, after which the engine was shut down.

A further consequence of the damage in the landing gear well was that no locking
indication of the left-hand landing gear could be observed, and as a precaution the
subsequent landing was performed in accordance with the "Landing with unsafe landing
gear and possible evacuation of the aircraft" checklist.

Safety Recommendation AUST-2013-006 (VERSA):

EASA, FAA, aircraft manufacturer: SE/SUB/ZLF/6/2013: Include all observation and
inspection options in checklists for emergency procedures: In this aircraft the pilots had
the option of visually verifying the locking mechanism of both sets of main landing gear
when extended during flight from the floor of the passenger cabin with a periscope. The
pilots did this in this incident, because the company emergency procedure checklist for
"Abnormal Gear Indication with the Handle Down" listed this option. The aircraft
manufacturer's checklist did not list this option. The emergency checklists in commercial
aircraft should list all available options for observation and control of components during
flight

Reply No 2 sent on 08/02/2018:

Current Certification Specification (CS) 25.729 (e) requires that a position indicator and
warning device of the landing gear system are triggered when any landing gear
component is in an unintended position.

Moreover, (CS) 25.1585 (a)(3) demands that operating procedures be furnished for
“emergency procedures for foreseeable but unusual situations in which immediate and
precise action by the crew may be expected to substantially reduce the risk of
catastrophe”.

Also, (CS) 25.1585 (b) prescribes that “Information or procedures not directly related to
airworthiness or not under the control of the crew, must not be included, nor must any
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procedure that is accepted as basic airmanship”. In addition, in accordance with
Acceptable Means of Compliance (AMC) 25.1581, the primary purpose of the EASA
approved AFM is to provide an authoritative and concise source of information considered
to be necessary for safely operating the aeroplane.

The combination of applicable certification specifications and approved manufacturer
procedures should allow the flight crew to land the aeroplane safely with any or all of its
landing gear components retracted or damaged.

Considering that manufacturers’ checklists should be safe and concise, including “all
available options for observation and control of components” might introduce elements
which would unduly increase the flight crew workload without any clear beneficial effect.
In essence, the Agency considers that the flight crew should focus on their flight tasks.
Consequently, EASA considers that no further actions are necessary.

Status: Closed - Category: Disagreement
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Austria

CESSNA Ellbégen,Bezirk .
414 Innsbgruck Land, Tirol e
Synopsis of the event:

Am Unfalltag startete der Pilot mit sieben Passagieren vom Flughafen Innsbruck zu einem
Sichtflug nach Valencia. Am Flughafen Innsbruck herrschten Sichtflugwetterbedingungen.
Nach dem Start auf der Piste 26 flog der Pilot in einen linken Gegenabflug und
anschlieBend in das Wipptal Richtung Brennerpass ein. Im Gemeindegebiet von Ellbégen
kollidierte das Luftfahrzeug in dichtem Nebel mit ansteigendem Gelande. Es brach ein
Brand aus. Der Pilot und flinf Passagiere erlitten tédliche Verletzungen, zwei Passagiere
wurden schwer verletzt. Das Luftfahrzeug wurde zerstort.

Die Untersuchungen ergaben, dass der Pilot im Besitz eines giiltigen Privatpilotenscheines
ohne Instrumentenflugberechtigung war. Das Luftfahrzeug wurde nicht im Rahmen eines
Luftverkehrsbetreiberzeugnisses betrieben. Der Flug war entgeltlich und der Pilot war in
Instrumentenflugwetterbedingungen eingeflogen.

Trotz umfangreicher und detaillierter Untersuchungen wurden keinerlei Hinweise auf
vorbestandene unfallkausale technische Mdngel festgestellt.

Safety Recommendation AUST-2015-003 (VERSA):

[German] - SE/UUB/ZLF/04/2015, ergeht an die EASA.

Ergreifung von MaBnahmen die sicherstellen, dass Signale von Notsendern nach
unfallbedingten Aufschldgen von Luftfahrzeugen auch empfangen werden kénnen:

Beim gegensténdlichen Aufschlag des Luftfahrzeuges an der Unfallstelle wurde der
Notsender aktiviert und sendete bis zu seinem Abschalten (ber einen Zeitraum von 52
Stunden Notsignale. Da aber die beiden, links und rechts neben der Seitenflossenstrake
angebrachten Stabantennen unfallbedingt abbrachen, waren die ausgesendeten Signale so
schwach, dass sie nur im Umkreis von einigen Metern empfangen hatten werden kénnen.
Da jedoch dieser Unfall zufédlligerweise von Ohrenzeugen in alpinem Geldnde beobachtet
wurde, konnte derUnfallort lokalisiert und die schwer verletzten Uberlebenden gerettet
werden. Auf Grund der Wetterlage hétten Suchfliige das Wrack weder visuell und auf
Grund der abgebrochenen Notsenderantennen auch nicht elektronisch orten kénnen.

Bei unfallbedingten Aufschldgen von Luftfahrzeugen wird oftmals die Verbindung zwischen
Notsender und Notsenderantenne(n) unterbrochen oder brechen, wie im gegenstandlichen
Fall herkbmmliche Notsenderstabantennen ab. Damit kénnen die von den aber noch
intakten Notsendern ausgesendeten Signale von den daflir vorgesehenen Stellen nicht
mehr empfangen werden. Auf diesen Umstand weist die SUB/ZLF im Zuge der
Untersuchung von Flugunféllen seit Jahren hin. Da nach unfallbedingten Aufschldgen von
Luftfahrzeugen Signale von Notsendern von den dafiir vorgesehenen Stellen oftmals nicht
empfangen werden kénnen, soll die EASA geeignete MaBnahmen setzen die nach
Flugunféllen die Aussendung von brauchbaren Notsignalen von Notsendern verbessern,
(durch Verwendung von Antennen, die méglichen Unféllen besser standhalten kénnen;
durch Einfihrung von automatisch aktivierten Notsendern, die bereits vor dem Aufschlag
Notsignale senden; etc.). Durch die lange Lebensdauer von Luftfahrzeugen sollen dabei
auch MaBnahmen gesetzt werden, die nach Flugunféllen die Aussendung von brauchbaren
Notsignalen bereits zertifizierter und in Betrieb befindlicher Luftfahrzeuge verbessern,
(durch Verwendung von Antennen, die mdglichen Unféllen besser standhalten kénnen;
etc.)
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Reply No 2 sent on 28/09/2018:
Broken emergency locator transmitter (ELT) antennas are known to be one of the issues
preventing correct operation of ELT following an accident.

On 12th December 2016, EASA published the Certification Memorandum (CM) "Installation
of ELTs" (CM-AS-008), which provides guidance for the installation of ELTs and
recommendations for the maintenance procedures to improve the reliability of ELTs. This
CM deals with those issues related to the installation and maintenance of the system that
are out of the scope of the European Technical Standard Order ETSO-C126b “406 and
121.5 MHz Emergency Locator Transmitter” approval, and are specific to the installation
on the aircraft, mainly for helicopters and general aviation aeroplanes.

In addition, EASA is participating in and supporting the joint EUROCAE WG98/RTCA SC-
229, which aims at improving ED-62B/D0-204B “"Minimum Operational Performance
Specification for Aircraft Emergency Locator Transmitters 406 MHz and 121.5 MHz
(Optional 243 MHz)". Among the tasks of this joint working group is the improvement of
the robustness to crash, through more stringent testing, and improved installation
recommendations. This will trigger the amendment of ETSO-C126c, which is expected to
be published as part of Rulemaking Task RMT.0457 (regular update of CS-ETSO) by mid-
2019.

The same EUROCAE group produced ED-237 “Minimum Aviation System Performance
Specification For Criteria To Detect In-Flight Aircraft Distress Events To Trigger
Transmission Of Flight Information™, which was published on 1st February 2016 and
contains criteria for the automatic transmission when flight parameters permit to
anticipate an imminent crash. This will allow transmission of an alert before the crash
environment alters the beacon performance.

Status: Open
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Austria

. . . Date of Event

near Pertisau, approx.

BELL 25 kilometres north- )
47G east of the departure 10/05/2017 Accident
point

Synopsis of the event:

Der Pilot und sein Passagier flogen mit einem Helikopter der Type Westland-Bell 47G-3B-1
am 10.05.2017 um ca. 09:33 Uhr UTC vom Flughafen Innsbruck zu einem
Selbstkostenflug nach Sichtflugregeln (VFR) ab.

Der Flugweg fuhrte durch das Inntal, in das Gerntal danach in das Falzthurntal. Ungefahr
260 m nach dem Alpengasthof Gramaialm kollidierte der Helikopter in einer H6he von ca.
75 m AGL mit dem Zugseil der Materialseilbahn Gramaialm. Der Helikopter stlrzte zu
Boden und geriet in Brand. Beide Insassen wurden tédlich verletzt, am Helikopter entstand
Totalschaden.

Es entstand Flurschaden sowie Beschadigung am Zugseil der Materialseilbahn.

Safety Recommendation AUST-2018-004 (VERSA):

[German] - ergeht an: EASA

Um Unfélle aufgrund eines kontrollierten Fluges ins Gelédnde (CFIT) zu verhindern, missen
Piloten in der Lage sein, ihre Flugvorbereitungen und Routenentscheidungen richtig
durchzufihren.

Eine grindliche Geléndebewertung ist, unabhédngig davon, ob der Pilot mit dem Gebiet
nicht, wenig oder gut vertraut ist, unerladsslich.

Computer-Flugplanungsprogramme kénnen die Flugvorbereitung zusétzlich zu der
Verwendung von genehmigten Flugkarten unterstitzen.

Die topographische Analyse sollte den Abflugbereich, den Steigflugbereich, den
Reiseflugbereich, den Sinkflugbereich sowie den Ankunftsflughafen und seine Umgebung
berticksichtigen.

Darauf sollte in der Ausbildung und wiederkehrenden Uberpriifung von Piloten verstérkt
hingewiesen und wo notwendig, die Ausbildungs- bzw. Priifungsdokumentationen ergdnzt
werden.

Reply No 1 sent on 19/07/2018:
The Agency enables the use of software for flight planning and published Opinion 10/2017

to introduce proportionate requirements for the use of EFBs in general aviation (NCO),
non-commercial operations with complex motor-powered aircraft (NCC), and commercial
specialised operations (SPO)/SPO with complex motor-powered aircraft (CMPA) operators.

The Agency supports the proper use of software for flight preparation but emphasises that
the pilot shall still fly in accordance with the rules and check the Air Information
Publication and NOTAM to ensure the safety of the flight. Commission Implementing
Regulation (EU) No 923/2012 on the common rules of the air requires in "SERA.5005(f)(2)
- Visual flight rules” that, except when necessary for take-off or landing, or except by
permission from the competent authority, a VFR flight shall not be flown at a height less
than 150m (500ft) above the ground or water or 150m (500ft) above the highest obstacle
within a radius of 150m (500ft) from the aircraft.
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Flight preparation, navigation planning and decisions making are part of the training,
testing and checking for all licensed pilots in Annex I (Part-FCL) to Commission Regulation
(EU) No 1178/2011. The training requirements are proportionate to the risks and
complexity of the operation.

Flight preparation for non-commercial operation on other than complex motor-powered
aircrafts is described in NCO.0OP.135. When engaged in commercial operation, the
requirements are more stringent and the flight crew member designated to act as
commander should have adequate knowledge of the route or area to be flown and of the
aerodromes, including alternate aerodromes, facilities and procedures to be used
(ORO.FC.105).

Status: Closed - Category: Agreement
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Austria

. . . Date of Event

LET Gemeindegebiet .
L13 Glainach, Karnten e e e

Synopsis of the event:

Nach Absolvierung eines Segelkunstflugprogramms brach der Hauptholm der rechten
Tragflache des Segelflugzeugs nahe der Fliigelwurzel unter positiver Last. Die rechte
Tragflache I6ste sich vom Rumpf und die Besatzung verlor die Kontrolle Gber das
Luftfahrzeug. Die Besatzung erlitt tédliche Verletzungen. Das Luftfahrzeug wurde zerstort.
Dem Fligelbruch ging ein Versagen des Hauptholmuntergurts voraus, das auf
Festigkeitsverlust des Werkstoffs der Gurtbander und auf Ermidungsrisse in den
Nietbohrungen der Gurtbander mit rauen Bohrungsoberflachen und Bearbeitungsriefen
zurlckfihrbar war.

Zum Fliigelbruch haben Méngel bei der Instandhaltung und unzureichende Uberwachung
der Aufrechterhaltung der Lufttlichtigkeit (Continuing Airworthiness) beigetragen.

Safety Recommendation AUST-2018-007 (VERSA):

[German] - Ergeht an den Entwurfsstaat und an den Inhaber der Musterzulassung von L13
Blanik Segelflugzeugen:

Die Anforderungen an die zu flihrenden Aufzeichnungen (ber die Aufrechterhaltung der
Lufttichtigkeit (Continuing Airworthiness) von L13 Blanik Segelflugzeugen ist in Anhang I
(Teil-M) der Verordnung (EU) Nr. 1321/2014 idgF, Punkt M.A.305, geregelt, welche die
Flihrung eines Luftfahrzeug-Bordbuchs und von Aufzeichnungen Uber den aktuellen Stand
der Komponenten mit Lebensdauerbegrenzung vorsehen.

Die zu fiihrenden Aufzeichnungen (ber den aktuellen Stand der Komponenten mit
Lebensdauerbegrenzung von L13 Blanik Segelflugzeugen erfordern in Hinblick auf die fir
die sichere Lebensdauer von L 13 Blanik Segelflugzeugen maBgeblichen
Betriebsbedingungen (Average Operation Conditions) (iber jeden Flug vollstédndige
Angaben im Luftfahrzeug-Bordbuch (ber die relevanten Flugzeiten und -zyklen und
sonstige Angaben, die fir die Aufrechterhaltung der Lufttichtigkeit notwendig sind.

In den Betriebsanweisungen fir L13 Blanik Segelflugzeugen sollte ersichtlich sein, welche
Angaben (iber jeden Flug das Luftfahrzeug-Bordbuch zu enthalten hat, um die
Uberwachung und Einhaltung der fiir die sichere Lebensdauer von L13 Blanik
Segelflugzeugen maBgeblichen Betriebsbedingungen (Average Operation Conditions) seit
Herstellung des Segelflugzeugs sowie der allenfalls festgelegten Grenzwerte zu
gewdhrleisten, und wie im Falle fehlender bzw. unvollsténdiger Angaben (ber einen Flug
ersatzweise vorzugehen ist.

Reply No 1 sent on 22/03/2018:
The Agency, in consultation with the Type Certificate Holder (TCH), agrees with the aim of
the safety recommendation.

The necessary actions to improve the Aircraft Maintenance Manual (AMM) will be
implemented as part of a design change in response to the EASA Airworthiness Directive
(AD) 2011-0135R3.
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The action is expected from the TCH to be completed by the end of 2018. EASA will
monitor the process under the established Continued Airworthiness and Organisation
surveillance mechanisms.

Status: Open
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Safety Recommendation AUST-2018-008 (VERSA):

[German] - Ergeht an den Entwurfsstaat und an den Inhaber der Musterzulassung von L13
Blanik Segelflugzeugen:

L13 Blanik Segelflugzeuge erforderten eine Grundiberholung im Falle einer Beschéddigung
geméaB MB L13/059 vom 01.07.1985 (,Major Damage") bzw. einer Beschadigung geméaBi
OVERHAUL MANUAL FOR L13, L13A GLIDERS No. Do-L13-3031.3, edited 1960, revised
1997, Anderungsstand 10.10.1997 (,Bigger Glider Damage").

Die Instandhaltungsanweisungen MB L13/059 und OVERHAUL MANUAL FOR L13, L13A
GLIDERS No. Do-L13-3031.3 lieBen offen, welche Schidden an L13 Blanik Segelflugzeugen
als Beschadigung im Sinne der MB L13/059 (,Major Damage") zu klassifizieren waren, die
eine Grundiberholung erfordern.

Fir Schaden an L13 Blanik Segelflugzeugen, die eine Grundiiberholung erfordern, sollten
in den Instandhaltungsanweisungen Kriterien zur Klassifizierung dieser Schdden erfasst
werden.

Reply No 1 sent on 22/03/2018:
The Agency, in consultation with the Type Certificate Holder (TCH), agrees with the aim of
the safety recommendation.

The necessary actions to improve the Aircraft Maintenance Manual (AMM) (in relation to
the definition of "Major Damage” and instructions for the repairs of certain structure
elements) will be implemented through a revision of AMM.

The goal of this AMM revision will be to significantly limit the scope of what can be
repaired in line with the AMM and will clarify the list of life-limited parts.

The action is expected from the TCH to be completed by the end of 2018. EASA will
monitor the process under the established Continued Airworthiness and Organisation
surveillance mechanisms.

Status: Open
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Austria

. . . Date of Event

OTHER

Not mapped (HB

Aircraft Industries AG LOLH : Hofkirchen 08/11/2015 Accident
HB 23/2400

Scanliner))

Synopsis of the event:

Nach dem neuerlichen Anlassen des bereits warmen Motors rollte der Pilot zum Rollhalt
der Betriebspiste des Flugfeldes Hofkirchen. Wahrend der Uberpriifungen vor dem Abflug
gab der Pilot Vollgas, das Triebwerk erreichte beim Hochfahren jedoch nicht die
Solldrehzahl und er nahm ein ungewéhnlich raues Laufgerdausch wahr. Im Motorraum
entstand ein Brand, der weder vom Piloten noch von der Einsatzleitung des Flugfeldes
geléscht werden konnte. Alle Insassen konnten den Motorsegler selbsténdig verlassen und
blieben unverletzt. Der Motorsegler stand beim Eintreffen der Feuerwehr in Vollbrand und
wurde durch Brand zerstort.

Der Motorbrand wurde wahrscheinlich ausgeldst durch einen technischen Defekt im
Bereich des Einlassventils von Zylinder 3, welcher zum Eintritt heiBer

Verbrennungsgase in das Ansaugsystem flihrte. Nach dem Durchbrennen der

seitlichen Motorraumabdeckung konnte ein Ubergreifen des Brandes vom Motorraum

auf das in Holzbauweise gefertigte Tragwerk und die beiden im Flligelmittelstiick
untergebrachten Kraftstofftanks nicht verhindern werden.

Safety Recommendation AUST-2018-011 (VERSA):

[German] - Ergeht an den Entwurfsstaat und den Inhaber der Musterzulassung von HB
23/2400 Motorseglern:

Rauer Motorlauf, insbesondere nach dem Warmlaufen, weist auf einen Motorschaden hin,
der eine vollstindige Uberpriifung des Triebwerks erfordert. Wird im Falle rauen
Motorlaufs infolge eines nicht vollstdndig schlieBenden Einlassventils das Triebwerk nicht
sofort abgestellt, kann Uberhitzung des Triebwerks zu Feuer im Motorraum fiihren
(Vergaserbrand).

Das Flughandbuch gemé&B TCDS EASA.A.433, Issue 01, 07.01.2010, ,Flughandbuch HB
23/2400 Scanliner", Ausgabe November 1985, vom Bundesamt fiir Zivilluftfahrt (BAZ)
anerkannt am 06.05.1986, sollte einen Hinweis enthalten, dass rauer Motorlauf,
insbesondere nach dem Warmlaufen, auf einen Motorschaden hinweist, der ein sofortiges
Abstellen und eine vollsténdige Uberpriifung des Triebwerks erfordert.

Reply No 1 sent on 26/04/2018:

The Agency had discussed the issue with the TC Holder and agreed on the necessity to
update the Aircraft Flight and Maintenance Manuals (AFM and AMM).

An application has already been provided and the current planning is to finalise the change
by end of May 2018.

Status: Closed - Category: Agreement
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Belgium

. . . Date of Event

EIC'-GATUS GELBRESSEE 19/10/2013  Accident

Synopsis of the event:

The aeroplane was used for the dropping of parachutists from the parachute club of
Namurl. It was the 15th flight of the day. The aeroplane took off from the Namur/Suarlée
(EBNM) airfield at around 13:25 with 10 parachutists on board. After 10 minutes of flight,
when the aeroplane reached FL50, a withess noticed the aeroplane in a level flight, at a
lower altitude than normal. He returned to his occupation. Shortly after he heard the
sound he believed to be a propeller angle change and turned to look for the aeroplane.
The witness indicated that he saw the aeroplane diving followed by a steep climb (major
pitch up, above 45°), followed by the breaking of the wing. Subsequently, the aeroplane
went into a spin. Another witness standing closer to the aircraft reported seeing the
aeroplane flying in level flight with the wings going up and down several times and
hearing, at the same time an engine and propeller sound variation before seeing the
aeroplane disappearing from his view. The aeroplane crashed in a field in the territory of
Gelbressée, killing all occupants. The aeroplane caught fire. A big part of the left wing and
elements thereof were found at 2 km from the main wreckage.

Safety Recommendation BELG-2015-002 (AAIU-BE):

It is recommended that EASA conducts research to determine the most effective restraint
systems for parachutists reflecting the various aircraft and seating configurations used in
parachute operations.

Reply No 2 sent on 06/11/2018:

EASA has performed a study on the effectiveness of restraint systems provided for
parachutists, starting with the operating requirements (as defined in Commission
Regulation (EU) No 965/2012) and the technical requirements (as defined in the
Certification Specifications CS-23 and Special Condition ‘Use of aeroplanes for parachuting
activities’, doc. No. SC-023-div-01) for their selection and installation.

The study included:

o a review of the current regulatory framework;

o an analysis of occurrence data in the last 11.5 years covering parachute operations
with aircraft registered in EASA member states;

. a survey with a sample of European parachute associations;

o an assessment of different type of restraint systems including the advantages and
the disadvantages; and

o a review of the available research material for parachutists’ restraint systems;

The conclusions of the study are summarised as follows:

The restraint systems are primarily aimed to keep the parachutists in place during critical
phases of flight before jumping, in order to maintain the centre of gravity (CG) within the
envelope. It is highlighted that the CG envelope can also be protected with alternative

means (e.g. handles for parachutists using the aeroplane floor as a station). The restraint
systems also provide protection in case of an emergency landing with parachutists still on
board, or an aborted take-off or in-flight turbulence. However, there are disadvantages in

13| Page



the use of restraint systems, due to the potential for snagging and other interference with
the parachutist’s harness), depending on the aircraft model and configuration.

The available methods of restraint systems can be more or less effective depending on
factors, such as the parachutists’ positions (e.g. aft or forward facing) and aircraft size
etc. For example, the most effective method (from a crashworthiness protection point of
view) uses restraint systems with dual attachment points. On the other hand, such a
solution presents the disadvantage that it takes longer to unfasten, and it may create an
impediment on the aircraft floor during the jumping phase and in case of emergency
evacuation on the ground after landing. A single attachment point can provide, in some
cases (e.g. in light aircraft) a better solution, considering also the fact that it provides a
faster single point release.

EASA has concluded that the use of restraint systems for parachutists has advantages and
disadvantages, and the current regulatory framework, according to which the selection of
the most appropriate type of restraint systems (and the decision to install them or to use
a means to hold or strap on instead, for parachutists using the aeroplane floor as a station
) is part of the risk assessment by the operator (as required by SPO.0OP.230 of Part-SPO
(Specialised Operations) of Commission Regulation (EU) No 965/2012), is appropriate.

As a result of the study, EASA has taken the following actions:

EASA Safety Information Bulletin SIB 2018-18 has been issued providing guidance on
restraint systems for parachutists, and supporting operators and designers in the
installation and use of restraint systems, and in the selection of the most appropriate type
of restraint systems.

Special Condition SC-023-div-01 “Use of aeroplanes for parachuting activities” has been
revised to clarify the installation requirements for restraint systems.

The review of occurrence data and the service experience data from the parachute
associations does not warrant further actions. In particular the review has shown that in
the occurrences analysed (96 occurrences including accidents and serious incidents) in the
last 11.5 years, no fatality of parachutists has occurred in those accidents that are
classified as survivable, and that the use of restraint system would have increased the
survivability rate. An important aspect is that in 68% of the total humber of occurrences,
the parachutists had jumped out and avoided the consequence of the contact (or impact)
with the ground.

Status: Closed - Category: Agreement
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Safety Recommendation BELG-2015-003 (AAIU-BE):

It is recommended that EASA, at the end of the research about restraint systems for
parachutists (see recommendations BE-2015-002), clarifies the technical requirements
applicable to such restraint systems.

Reply No 2 sent on 06/11/2018:

EASA has performed a study on the effectiveness of restraint systems provided for
parachutists, starting with the operating requirements (as defined in Commission
Regulation (EU) No 965/2012) and the technical requirements (as defined in the
Certification Specifications CS-23 and Special Condition ‘Use of aeroplanes for parachuting
activities’, doc. No. SC-023-div-01) for their selection and installation.

The study included:

. a review of the current regulatory framework;

. an analysis of occurrence data in the last 11.5 years covering parachute operations
with aircraft registered in EASA member states;

. a survey with a sample of European parachute associations;

o an assessment of different type of restraint systems including the advantages and
the disadvantages; and

. a review of the available research material for parachutists’ restraint systems;

As a result of the study EASA has taken the following actions:

EASA Safety Information Bulletin SIB 2018-18 has been issued providing guidance on
restraint systems for parachutists, and supporting operators and designers in the
installation and use of restraint systems, and in the selection of the most appropriate type
of restraint systems.

Special Condition SC-023-div-01 “Use of aeroplanes for parachuting activities” has been
revised to clarify the installation requirements for restraint systems.

Status: Closed - Category: Agreement
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Safety Recommendation BELG-2015-004 (AAIU-BE):

It is recommended that EASA carries out a study to assess the need of a pilot’s back
protection for all airplanes used in parachute dropping activities. When assessed
necessary, it is recommended that EASA mandates the installation of such a system.

Reply No 2 sent on 06/11/2018:

EASA has performed a study on pilot back protection during parachute operations. The
study included:

o a review of the current regulatory framework;
o an analysis of occurrence data;
. a survey with a sample of European parachute associations;

The investigation revealed that there are advantages and disadvantages in the use of a
pilot back protection, also depending on the aircraft model and configuration, and the
specific operational procedures applied. For this reason, EASA considers that the decision
regarding its installation should be based on the results of the risk assessment which the
operator is required to conduct according to SPO.0OP.230 of Annex VIII (Part-SPO
Specialised Operations) to Commission Regulation (EU) No 965/2012).

As a result of the study, EASA has taken the following actions:

EASA Safety Information Bulletin SIB 2018-18 has been issued, explaining the advantages
and the disadvantages in the use of a pilot back protection, in order to guide the operator
when performing the assessment as per requirement SPO.0OP.230.

EASA has also revised the special condition “Use of aeroplanes for parachuting activities”
(Doc. No. SC-023-div-01) to clarify the requirements and the conditions for the installation
of a pilot back protection.

The review of the occurrence data and the results of the survey with the parachute
associations do not warrant further actions.

Status: Closed - Category: Agreement
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Belgium

. . . Date of Event

SOCATA Serious
TBM700 Aerodrome of Genk 17/12/2015 ncident

Synopsis of the event:

At the end of a short 12-minute flight from EBLG to EBZW the pilot checked the landing
gear position indication lights, confirmed he saw three greens and no red light and entered
the landing circuit.

In the final leg, after the flaps were extended to landing position, the pilot checked again
the landing gear position lights.

The touchdown and the first phase of the landing were uneventful, however the nose
landing gear collapsed as soon as it made contact with the runway.

Safety Recommendation BELG-2017-011 (AAIU-BE):

It is recommended that EASA mandates the improvement of the switch kinematics using
hydraulic pressure to help the plunger movement by the application of Part 4.2. of
MOD70-0334-32 to all landing gear actuators not already modified during application of
EASA AD 2013-0227. This would include the prohibition of the installation of unmodified
actuators, which is currently allowed by EASA AD 2013-0227.

Reply No 2 sent on 28/09/2018:

The recommendation has been reviewed with the type certificate holder DAHER Aerospace
GmbH. Based on continuing airworthiness data, occurrences linked to an erroneous
landing gear extension indication are remote (5.5 x 10-6 i.e. one incident every 181 766
flight hours) and the effect at aircraft level is MAJOR, therefore, the demonstrated
probability of a landing with the nose landing gear not fully locked is therefore acceptable,
in accordance with CS23.1309

Nevertheless, DAHER has approved modification MOD70-0334-32 of the landing gear
actuators to include the improvement of the switch kinematics using hydraulic pressure to
help the differential plunger movement. MOD70-0334-32 is a mandatory task of the
current approved instructions for continued airworthiness requiring overhaul of the
actuator with time between overhaul of 7 years or 10 years depending on the year of
manufacture.

Analysis of the historical deliveries of actuators shows that all actuators delivered after
end of 2015 are equipped with differential plungers. All the delivered actuators not
equipped with differential plungers will therefore be overhauled by 2025 t the latest. It can
therefore be stated that in 2025 at the latest, all the landing gear actuators (either
installed on an airplane, or in stock at service stations) will be equipped with the
differential plungers.

Status: Closed - Category: Agreement
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Belgium

. . . Date of Event

9,8 NM from EBZW
BEECH outside the residential
33 area of Bolderberg

Heusden Zolder

12/02/2018 Accident

Synopsis of the event:

After refuelling, the aircraft took off at 11:42 UTC at the aerodrome of Kortrijk/Wevelgem
for a VFR flight to Genk/Zwartberg where an appointment was made to install a.o. a new
communication the radar that the aircraft is starting a descent from 1000 ft QNH when still
maintaining its current heading. About 40 seconds later and descended to 400 ft, it starts
a sharp righthand turn overhead the residential area of Bolderberg (Heusden-Zolder). It
cuts some trees with its righthand wing when finally coming to rest and kept in a vertical
position by an overhead power cable. The 2 occupants died upon impact.

Safety Recommendation BELG-2018-002 (AAIU-BE):

It is recommended that EASA amends the Part-NCO regulation along the lines of Part-NCC
and others and requires the installation of a seat belt with upper torso restraint on each
flight crew seat and any seat alongside a pilot’s seat in order to protect the upper body
from the dashboard in the event of rapid decelerations.

Reply No 1 sent on 30/10/2018:

The objective of implementing rule NCO.IDE.A.140 of Part-NCO (non-commercial
operations with other than complex motor powered aircraft) of Commission Regulation
(EU) No 965/2012 (on air operations) is to raise, where deemed necessary, the level of
occupants’ protection provided by the certification basis for each aeroplane manufactured.

For example, as the initial airworthiness certification specifications did not require three-
point Upper Torso Restraints (UTRs) for front seats until 1969 (FAR/JAR/CS 23.785), point
(a)(4) of NCO.IDE.A.140 requires single-point release UTRs to be retrofitted for flight crew
seats for aeroplanes manufactured on or after 25 August 2016 and certified under the old
standards.

The above-mentioned alleviations in the air operations regulation for passenger seats at
the front of the aeroplane, and for flight crew seats for aeroplanes which were
manufactured before 25 August 2016 and certified under the old standards, take into
account the principles behind the General Aviation (GA) Road Map which is part of EASA
Vision 2020 as published on the EASA web site, which aims towards a proportional,
flexible and proactive regulatory system for GA in Europe.

However, there have been many new GA aeroplane designs which have been certified
since 1969 and many GA aeroplanes which have been manufactured under the
certification specifications which require three-point UTRs for front seats.

Nevertheless, the Agency is considering taking an action to promote, to NCO operators,
the safety benefits of installing a single-point release UTR on each flight crew seat and any
seat alongside a pilot’s seat, if they were not required when the aeroplane was
manufactured, depending on the certification basis. The Agency is currently finalising the
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Safety Promotion Plan for 2019, and is anticipating inclusion of this safety issue under the
safety promotion activities in the General Aviation domain.

Status: Open
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Safety Recommendation BELG-2018-003 (AAIU-BE):

It is recommended that EASA either amends the Part-NCO regulation or at least sensitizes
the pilot community to extend the requirement of having secured the passengers
restraints to any flight phase at low heights (below 2000 ft agl or even higher if deemed
more appropriate).

Reply No 1 sent on 30/10/2018:

According to implementing rule NCO.OP.150 of Part-NCO (non-commercial operations with
other than complex motor powered aircraft) of Commission Regulation (EU) No 965/2012
on air operations, the pilot-in-command shall ensure that, prior to and during taxiing,
take-off and landing, and whenever deemed necessary in the interest of safety, each
passenger on board occupies a seat or berth and has his/her safety belt or restraint device
properly secured. This should include flight phases at low heights if deemed necessary by
the pilot-in command. The Agency therefore considers that the safety issue is already
addressed appropriately through the existing regulatory framework. This is in line the
principles behind the General Aviation (GA) Road Map which is part of EASA Vision 2020
as published on the EASA web site, which aims towards a proportional, flexible and
proactive regulatory system for GA in Europe.

Nevertheless, the Agency is considering taking an action to promote, to the NCO pilot
community, the safety benefits of ensuring that all passenger’s restraints are secured
during all phases of flight, emphasising, in particular the heightened risk during any flight
phase at low heights (for example, below 2000 ft above ground level). The Agency is
currently finalising the Safety Promotion Plan for 2019, and is anticipating inclusion of this
safety issue under the safety promotion activities in the General Aviation domain.

Status: Open
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Safety Recommendation BELG-2018-004 (AAIU-BE):

It is recommended that EASA, in order to improve the survivability of aircraft type
certified to older specifications (only lap belt or 2-point restraint required), encourages the
general aviation community to improve the existing restraint systems to incorporate at
least a shoulder harness (3-point restraint). EASA should effectively support the owners
wishing to improve the restraint systems of their aircraft by publishing specific guidance,
including a database of existing shoulder harness kits and acceptable methods for
installation

Reply No 1 sent on 30/10/2018:

The objective of implementing rule NCO.IDE.A.140 of Part-NCO (non-commercial
operations with other than complex motor powered aircraft) of Commission Regulation
(EU) No 965/2012 (on air operations) is to raise, where deemed necessary, the level of
occupants’ protection provided by the certification basis for each aeroplane manufactured.

For example, as the initial airworthiness certification specifications did not require three-
point Upper Torso Restraints (UTRs) for front seats until 1969 (FAR/JAR/CS 23.785), point
(a)(4) of NCO.IDE.A.140 requires single-point release UTRs to be retrofitted for flight crew
seats for aeroplanes manufactured on or after 25 August 2016 and certified under the old
standards.

The above-mentioned alleviations in the air operations regulation for passenger seats at
the front of the aeroplane and for aeroplanes which were manufactured before 25 August
2016 and certified under the old standards, take into account the principles behind the
General Aviation (GA) Road Map which is part of EASA Vision 2020 as published on the
EASA web site, which aims towards a proportional, flexible and proactive regulatory
system for GA in Europe.

However, there have been many new GA aeroplane designs which have been certified
since 1969 and many GA aeroplanes which have been manufactured under the
certification specifications which require three-point UTRs for front seats.

Nevertheless, the Agency is considering taking an action to promote, to NCO operators,
the safety benefits of installing a single-point release UTR on each flight crew seat and any
seat alongside a pilot’s seat, if they were not required when the aeroplane was
manufactured, depending on the certification basis. The Agency is currently finalising the
Safety Promotion Plan for 2019, and is anticipating inclusion of this safety issue under the
safety promotion activities in the General Aviation domain. Consideration will also be given
to including, in the safety promotion material, information on existing shoulder harness
kits and acceptable methods for installation.

Status: Open
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Canada

. . . Date of Event

HB-IWF HUCSIDOININEEL Peggy's Cove, Nova

DOUGLAS g
MD11 Scotia 5 nm SW

02/09/1998 Accident

Synopsis of the event:

On 2 September 1998, Swissair Flight 111 departed New York, United States of America,
at 2018 eastern daylight savings time on a scheduled flight to Geneva, Switzerland, with
215 passengers and 14 crew members on board. About 53 minutes after departure, while
cruising at flight level 330, the flight crew smelled an abnormal odour in the cockpit. Their
attention was then drawn to an unspecified area behind and above them and they began
to investigate the source. Whatever they saw initially was shortly thereafter no longer
perceived to be visible. They agreed that the origin of the anomaly was the air
conditioning system. When they assessed that what they had seen or were now seeing
was definitely smoke, they decided to divert. They initially began a turn toward Boston;
however, when air traffic services mentioned Halifax, Nova Scotia, as an alternative
airport, they changed the destination to the Halifax International Airport. While the flight
crew was preparing for the landing in Halifax, they were unaware that a fire was spreading
above the ceiling in the front area of the aircraft. About 13 minutes after the abnormal
odour was detected, the aircraft’s flight data recorder began to record a rapid succession
of aircraft systems-related failures. The flight crew declared an emergency and indicated a
need to land immediately. About one minute later, radio communications and secondary
radar contact with the aircraft were lost, and the flight recorders stopped functioning.
About five and one-half minutes later, the aircraft crashed into the ocean about five
nautical miles southwest of Peggy’s Cove, Nova Scotia, Canada. The aircraft was destroyed
and there were no survivors.

Safety Recommendation CAND-1999-003 (TSB):

As of 01 January 2005, for all aircraft equipped with CVRs having a recording capacity of
at least two hours, a dedicated independent power supply be required to be installed
adjacent or integral to the CVR, to power the CVR and the cockpit area microphone for a
period of 10 minutes whenever normal aircraft power sources to the CVR are interrupted.
(A99-03)

Reply No 6 sent on 09/05/2018:

This safety recommendation has been taken into account within the framework of EASA
rulemaking task RMT.0249 entitled “"Recorders installation and maintenance thereof -
certification aspects”.

The Notice of Proposed Amendment (NPA) 2018-03 was published on 27 March 2018 and
it includes the following elements related to large aeroplanes’ CVR power supply.

Among others, it proposes to:

- amend Commission Regulation (EU) No 965/2012, Annex IV (Part-CAT), CAT.IDE.A.185
Cockpit voice recorder, to require that aeroplanes with an Maximum Certified Take-Off
Mass (MCTOM) of over 27 000 kg and first issued with an individual Certificate of
Airworthiness (CofA) on or after [date of publication + 3 years] shall be equipped with an
alternate power source to which the CVR and cockpit-mounted area microphone are
switched automatically in the event that all other power to the recorder is interrupted;
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- amend Acceptable Mans of Compliance (AMC) and Guidance Material (GM) to Part-CAT,
AMC1 CAT.IDE.A.185 Cockpit voice recorder, to mention that, if required to be installed,
the alternate power source should provide electrical power to operate both the CVR and
the cockpit area microphone for at least 9 minutes . If the cockpit voice recorder has a
recording duration of less than 25 hours, the alternate power source should not provide
electrical power for more than 30 minutes.

The Opinion to the European Commission proposing an amendment of Regulation (EU) No
965/2012 is planned to be issued by 4Q2018.

Status: Closed - Category: Partial agreement
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Canada

. . . Date of Event

St. John's,
RezAcl] g;KZORSKY Newfoundland and 12/03/2009 Accident

Labrador, 35 nm E

Synopsis of the event:

On 12 March 2009, at 0917 Newfoundland and Labrador daylight time, a Cougar
Helicopters’ Sikorsky S-92A (registration C-GZCH, serial number 920048), operated as
Cougar 91 (CHI91), departed St. John's International Airport, Newfoundland and Labrador,
with 16 passengers and 2 flight crew, to the Hibernia oil production platform. At
approximately 0945, 13 minutes after levelling off at a flight-planned altitude of 9000 feet
above sea level (asl), a main gearbox oil pressure warning light illuminated. The helicopter
was about 54 nautical miles from the St. John’s International Airport. The flight crew
declared an emergency, began a descent, and diverted back towards St. John’s. The crew
descended to, and levelled off at, 800 feet asl on a heading of 293° Magnetic with an
airspeed of 133 knots. At 0955, approximately 35 nautical miles from St. John's, the crew
reported that they were ditching. Less than 1 minute later, the helicopter struck the water
in a slight right-bank, nose-high attitude, with low speed and a high rate of descent. The
fuselage was severely compromised and sank quickly in 169 metres of water. One
passenger survived with serious injuries and was rescued approximately 1 hour and 20
minutes after the accident. The other 17 occupants of the helicopter died of drowning.
There were no signals detected from either the emergency locator transmitter or the
personal locator beacons worn by the occupants of the helicopter.

Safety Recommendation CAND-2011-001 (TSB):

The Board recommends that The Federal Aviation Administration, Transport Canada and
the European Aviation Safety Agency remove the "extremely remote" provision from the
rule requiring 30 minutes of safe operation following the loss of main gearbox lubricant for
all newly constructed Category A transport helicopters and, after a phase-in period, for all
existing ones.

Reply No 6 sent on 28/08/2018:

Rulemaking Task RMT.0608 ‘Rotorcraft gearbox loss of lubrication’ started on 22 May 2014
with the publication of its terms of reference (ToR) and group composition (which includes
TCCA and FAA) on the EASA website. A reference to this safety recommendation and the
accident that generated it are included in the ToR.

Notice of Proposed Amendment (NPA) 2017-07 was published on 31 May 2017 on the
EASA website to propose an amendment of CS-29.

Subsequently, CS-29 has been amended on 25 June 2018 by Executive Director Decision
2018/007/R.

The specific objective is to reduce the level of risk associated with loss of lubrication of
rotorcraft gearboxes and to implement recommendations arising from the Joint
Certification Team (JCT) review of rotorcraft gearbox certification specifications (CSs). This
aims to both reduce the potential for lubrication system failures from occurring and to
mitigate the consequences of any failure.
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This objective is achieved by improving the safety assessment of pressurised lubrication
systems, and by improving the certification and development testing specifications for the
‘loss of lubrication’ condition in order to substantiate a maximum period of continued
operation which can be included in the rotorcraft flight manual (RFM) emergency
procedures. More specifically, CS 29.917(a) has been amended to include the gearbox
lubrication systems and oil coolers in the definition of the rotor drive system. This means
that these systems will be considered to be within the scope of the design assessment of
CS 29.917(b). AMC 29.917(b) for design assessment has also been amended to consider
the risk of single hazardous and catastrophic failures in the domain of lubrication systems
to complement the Federal Aviation Administration (FAA) Advisory Circular (AC) 29-2C.

CS 29.927(c) on ‘lubrication system failure’ has been completely revised and replaced by a
more objective-based specification that requires substantiation of the gearbox ability to
continue safe operation (for at least 30 minutes) after a loss of lubrication to be followed
by a safe landing; the ‘unless such failures are extremely remote’ provision has been
removed. This is supported by substantial changes to the associated acceptable means of
compliance (AMC). Finally, CS 29.1585 has also been amended to require that the
Rotorcraft Flight Manual (RFM) furnishes the maximum duration of operation after a failure
resulting in a loss of lubrication of a rotor drive system gearbox and that it must not
exceed the maximum period substantiated in accordance with CS 29.927(c); an
associated oil pressure warning is also required.

Regarding existing Category A transport helicopters certified in accordance with the former
CS 29.927(c) specifications, a review has shown that most types complied without using
the ‘extremely remote’ rationale to exclude particular lubrication system failure modes.

For helicopter types where potential lubrication system failure modes were excluded from
the ‘loss of lubrication’ test on the basis of extremely remote likelihood of occurrence,
additional actions, as described above, have been taken to ensure that an acceptable
level of safety is maintained.

Status: Closed - Category: Partial agreement
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Czech Republic

. . . Date of Event

OE-FDN SHORT . Serious
SC7 LKKT : Klatovy 08/04/2015 ncident

Synopsis of the event:

On 8 April 2015, while the foreign operator’s Skyvan was flying from the Landsberg
aerodrome to the Klatovy aerodrome, approximately when crossing the national border of
the Czech Republic, the crew overheard a bang coming from the right side of the aircraft.
It was accompanied with RPM, torque and oil pressure drop in the right engine.
Simultaneously, smoke was blowing from the rear part of the right engine. Shortly
afterwards, the cockpit smelt of fuel and continuous depletion of the amount of fuel in the
right tank was observed. Upon emergence of the critical event, the instructor took over
control, applied single-engine flight procedures and completed the flight at LKKT. Landing
was successful. While the aircraft was taxiing to the stand, ground became contaminated
with leaking fuel.

Safety Recommendation CZCH-2018-001 (UZPLN):

It is recommended to the FAA and EASA in coordination with the engine manufacturer
consider the necessary actions in order to ensure the quality and timely detection of TPE
331 engine turbine wheel disks by a non-destructive FPI test.

Reply No 1 senton 11/09/2018:

In order to obtain the information necessary to support the Agency decision about the
safety recommendation, the EASA has contacted the Federal Aviation Administration
(FAA), the primary certification authority of the engine.

Status: Open
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Denmark

. . . Date of Event

Copenhagen Airport
OY-KFF BOMBARDIER ! .
CL600 2B19 Kastrup (EKCH), 09/10/2009 Incident

Runway 04R

Synopsis of the event:

The incident occurred during a flight from Copenhagen’s Kastrup Airport (EKCH) with
Aarhus Airport (AKAH) as the planned destination. Following initial take-off from Runway
04R, the pilots noticed a flock of birds in the beam of the aircraft's searchlights.
Immediately thereafter, at an altitude of 256 ft, the aircraft was hit by birds, which
resulted in powerful vibrations in the aircraft. The vibrations made it difficult for the pilots
to read the engine instruments, but they were nevertheless able to read the level of
vibrations in the right engine which were fluctuating around the maximum values. The
pilots were not able to tell whether the left engine had been hit which is why, in the first
instance, they were hesitant to stop the right engine. Since the vibrations in the right
engine only partially ceased when the pilots pulled the throttle grip back, they decided to
stop the engine. The left engine functioned normally throughout the flight. The incident
was observed from the ground and from the control tower (TWR). EKCH’s on-duty Bird
and Wildlife Control Unit warden was approximately 800 m east of the intersection
between Runway 04R and Taxiway I at the time of the incident. He heard a loud bang from
the starting aircraft and then saw shooting flames and sparks come from the right engine
as it passed Taxiway I above Runway 04R. The air traffic controller from TWR also saw
flames come from the right engine of the aircraft immediately after it was in the air. When
TWR was informed of the “bird strike” incident by the pilots, the air traffic controller gave
the pilots their free choice of landing runway. The pilots turned the aircraft round and flew
visually in a right tailwind to Runway 04R where they landed at 21.17 UTC without further
incident. The incident occurred in darkness under visual meteorological conditions (VMC).

Safety Recommendation DENM-2010-003 (AIB):

It is recommended that the authorities evaluate possible technical solutions for the
observation of and warning against migratory birds in darkness and in reduced visibility.
This includes the option of installing and using radar equipment for this purpose.

Reply No 5 senton 16/01/2018:

The Agency is considering this safety recommendation under RMT.0591 ‘Regular update of
aerodrome rules', which is expected to be finalised by the end of 2019. In the meantime,
EASA is planning to organise workshops related to wildlife strikes prevention, to raise
awareness and address the issue.

Status: Open
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Finland

. . . Date of Event

OH-OTL EE??NA at Oulu Airport 03/10/2016 Accident

Synopsis of the event:

A Reims F406 Caravan II aircraft (OH-OTL), operated by the Finnish company Lapin
Tilauslento Oy, departed for a routine cargo flight from Rovaniemi Airport to Oulu on 3
October 2016.

The aircraft had a two-pilot crew and carried 347 kg of mail. There were no other persons
on board besides the crew.

Flight preparation, aircraft loading and taxiing from the stand to take-off position were
uneventful.

Taxiing distance was about 800 m. The aircraft took off on runway 03 at 19:30 - all times
in this report are Finnish local time. The weather was good and it was starting to become
dark at that time in the evening. When the landing gear was retracted, the GEAR
UNLOCKED warning light and the HYD PRESS ON indicator for the hydraulic system
remained on. At the pilot- in-command’s request, the co-pilot selected gear back down,
and the three green lights indicating that the gear was down and locked illuminated
normally. The HYD PRESS ON indicator and GEAR UNLOCKED warning were also
extinguished as usual.

The pilot-in-command continued flying towards Oulu, and the co-pilot searched the
emergency checklists for suitable instructions for the situation. Any instructions directly
applicable to this malfunction were not found, but the pilots decided to follow the
instructions for cases where the HYD PRESS ON light remained on continuously. The
instructions helped to locate the fault in the landing gear system, but the exact nature of
the malfunction was not clear. The pilots took the actions as instructed, except that the
point “landing gear switch - rapidly recycle” was omitted, since the gear was already
extended and the indicator lights showed that it was down and locked.

The pilot-in-command decided to fly to Oulu with the gear down, as the instructions did
not call for landing as soon as possible and the weather was good. Approach and landing
at Oulu were performed in darkness at 20:05. The aircraft landed early on the runway,
and the landing run was normal at first. When the plane had decelerated to a speed of
about 60 kt1, the pilot-in-command started braking, at which time the right landing gear
collapsed and the aircraft tilted to the right. The pilot-in-command told that he had
managed to keep the plane on the runway using nose wheel steering, braking hard on the
left side and applying reverse thrust in the left engine. The aircraft stopped quickly after
the landing gear had collapsed, within a distance of about 80 m.

The aircraft came to a stop on the right edge of runway 30, remaining well on the paved
surface.

The engines were running until the plane stopped and were then turned off. The pilot-in-
command reported the incident to the ATC and asked for a tow vehicle. Power was
switched off. ATC alerted the rescue services, and the pilots exited the plane uninjured.
Rescue services moved the aircraft off the runway using pneumatic lifting pads and a
transport platform.

The runway was closed for about three hours, until 23:00. A NOTAM2 was issued at 20:42
to notify other aircraft of this. One airliner turned back to its departure airport, Helsinki,
and at least two scheduled flights were waiting in Helsinki for the runway to be opened
again. No other effects on air traffic have been reported.
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Safety Recommendation FINL-2017-026 (SIA):

The Safety Investigation Authority, Finland recommends that The European Aviation
Safety Agency (EASA) require the aircraft type certificate holder to review and update the
maintenance instructions for Reims F406 aircraft, so that any deficiencies in main landing
gear installation instructions are rectified. The landing gear installation instructions do not
cover all necessary phases of work, and the order of phases is impractical in some places.
The instructions provide no warning of the possibility of incorrect pivot pin installation.

Reply No 2 sent on 22/03/2018: The Type Certificate Holder (ASI Aviation) has issued
Temporary Revision n® D2536-5-13 TR5 (dated 5th February 2018) to their maintenance

instructions, including the improvements required to address the safety recommendation.

Status: Closed - Category: Agreement
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Finland

. . . Date of Event

OH-cov fggSNA Vampula Aerodrome 24/09/2016  Accident

Synopsis of the event:

The accident occurred on Saturday, 24 September 2016 to a Cessna 172N aircraft,
registration OH-COV. Prior to the accident flight the pilot flew the aircraft from Eura
aerodrome in Kauttua to Tuulikki-Vampula aerodrome in Huittinen. The pilot had to hand-
start the engine by swinging the propeller before departing from Kauttua. During the
engine start process the pilot took a 15 minute break and then took off for the flight at
11.47. The flight lasted approximately 15 minutes.

At 12.21 the pilot took off from Tuulikki-Vampula aerodrome for a local flight with two
passengers. During the flight the pilot reported that he would land earlier than planned
because he did not feel well. During the landing, a little before reaching runway 28, the
aircraft almost collided with a trench. The passenger warned the pilot of this and the pilot
quickly corrected the situation. Following this, the aircraft drifted to the right and off the
runway (Figure 1). The right wing collided with a light fixture at the side of the runway.
The pilot again steered the aircraft back towards the runway and applied the brakes. At
the taxiway intersection the pilot failed to sufficiently turn the aircraft; as a result the
aircraft went diagonally across the taxiway into a ditch at low speed. This happened at
12.36.

Almost immediately after deplaning the pilot collapsed to the ground. The passenger called
112 (the emergency number) at 12.38. The doctor that arrived in the ambulance
pronounced the pilot dead at 13.36.

Safety Recommendation FINL-2017-035 (SIA):

The European Aviation Safety Agency (EASA) improve AME risk assessment competency
through safety promotion, competency based recurrent training and specific training on

the national procedures for referral and consultation as well as for the use of limitations.
[2017-S35]

Reply No 2 sent on 08/02/2018:

EASA Opinion No 09/2016 updating PART-MED of Annex IV of Commission Regulation (EU)
No 1178/2011 published on 11 August 2016 proposes new requirements for Aeromedical
Examiners (AMEs) to demonstrate maintenance of aero-medical competency in order to
revalidate/renew their certificate.

The proposal reinforces the checking of fitness for applicants and come together with
guidance regarding the risk assessment for fithess. The Opinion mentioned above sets
new learning objectives to reinforce risk management and decision-making principles, and
the number of hours for training is increased to give more time for subjects related to risk
assessment, such as acceptable aero-medical risk of incapacitation, types of
incapacitati