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Investigations
Within the Aviation sector, the 
Dutch Safety Board is required 
by law to investigate occurrences 
involving aircraft on or above 
Dutch territory. In addition, the 
Board has a statutory duty to 
investigate occurrences involving 
Dutch aircraft over open sea. Its 
investigations are conducted in 
accordance with the Safety Board 
Kingdom Act and Regulation (EU) 
no. 996/2010 of the European 
Parliament and of the Council of 
20 October 2010 on the 
investigation and prevention of 
accidents and incidents in civil 
aviation. If a description of the 
events is sufficient to learn 
lessons, the Board does not 
conduct any further investigation. 

The Board’s activities are mainly 
aimed at preventing occurrences 
in the future or limiting their 
consequences. If any structural 
safety short-comings are revealed, 
the Board may formulate 
recommendations to remove 
these. The Board’s investigations 
explicitly exclude any culpability 
or liability aspects. 

In the third quarter of 2019, the Dutch Safety Board published the report 
on the fatal aircraft accident in the Gouda low-flying area, which took place 
on 22 May 2018. On board of the aircraft, a Reims Aviation F172N, were 
the pilot and one pilot examiner. The aircraft entered vertical flight at a 
low altitude. The pilots were unable to make a recovery manoeuvre that 
would have allowed the aircraft to return in a timely manner from vertical to 
horizontal flight. It could not be established what caused the aircraft to go 
into vertical flight.

During the investigation, investigators spoke to persons who had recently 
experienced unsafe situations during proficiency checks, but had failed to 
report these incidents to the Human Environment and Transport Inspectorate 
(ILT). The Inspectorate is the body responsible for using information from 
reports of this kind to improve aviation safety. The Safety Board therefore 
once again emphasises the importance of pilots who experience or witness 
unsafe situations reporting these incidents to the Human Environment and 
Transport Inspectorate. In this way, everyone can contribute to aviation 
safety.

Jeroen Dijsselbloem
Chairman of the Dutch Safety Board
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Occurrences into 
which an 
investigation has 
been launched

Precautionary landing, Aquila A211, 
Midden Zeeland airfield, 29 June 2019  

The pilot experienced engine problems and made a 
precautionary landing on the Midden Zeeland airfield. The 
landing was uneventful.   

Classification: Incident
Reference:  2019082

Collision on the ground, Airbus A320 and 
Boeing 737, Amsterdam Airport Schiphol, 
9 July 2019   

During the pushback of a Boeing 737 from a gate, a 
collision occurred with an Airbus A320 which at that time 
was also in the process of pushback from a gate. The 
Boeing 737 suffered damage to the left horizontal 
stabiliser and the Airbus 320 to the left wing tip. No one 
was injured.

Classification: Accident
Reference:  2019059

The wingtip and the left horizontal stabiliser. (Source: AAS)

Left main landing gear collapsed during 
landing, Supermarine Spitfire PR Mk XI, 
Midden Zeeland airfield, 22 August 2019  

During the ground roll, the left main landing gear 
collapsed. The propeller and spinner were damaged. The 
pilot remained unharmed. 

Classification: Serious incident
Reference:  2019071

The Spitfire following the incident. (Source: K. Struik)
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Landing in trees, Schroeder Fire Balloons 
G34/24, near Swalmen, 31 August 2019 

The captain of a hot-air balloon with three passengers on 
board, was forced to make an emergency landing due to 
rapidly changing weather conditions. He made various 
landing attempts, and during one of these attempts, the 
passengers fell out of the basket. During the landing the 
balloon captain also half fell out of the basket, but was 
able to grasp hold of a rope. Following a drag landing, the 
balloon eventually came to a standstill, with the envelope 
in the trees. The occupants suffered minor injuries.

Classification: Accident
Reference:  2019073

The hot-air balloon with the envelope in the trees. (Source: Dutch 
Aviation Police)

Take-off from taxiway, Boeing 737, 
Amsterdam Airport Schiphol,  
6 September 2019  

The aircraft was taxiing in a northerly direction on taxiway 
Charlie to runway 18C when it received take-off clearance 
for that runway. The flight crew then drove on taxiway 
Delta in a southerly direction and commenced the take-
off. Air traffic control noticed this and instructed the crew 
to stop immediately. The crew aborted the take-off run 
and taxied back to the start of runway 18C, after which the 
aircraft took off uneventfully.

Classification: Serious incident
Reference:  2019074

Taxiway 
Charlie

Runway 
18C

Taxiway 
Delta

Taxiways Charlie and Delta and runway 18C. (Source: AAS)

Loss of control during go-around, Piper 
PA-28-181, Breda International Airport,  
7 September 2019  

The aircraft, with an instructor, a student pilot and a 
passenger on board, crashed during a go-around just 
outside the airport. The occupants remained unharmed. 
The aircraft was severely damaged.

Classification: Accident
Reference:  2019075

The crashed Piper.
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Occurrences abroad 
with Dutch 
involvement into 
which an 
investigation was 
launched by a 
foreign authority

Loss of part of flap, Boeing 747-406F ER, 
Harare (Zimbabwe), 8 July 2019  

During the final approach to Harare International Airport, 
the Dutch-registered aircraft of a Dutch airline lost a part 
of the right-hand inboard fowler flap. The pilots were able 
to keep the aircraft under control, and subsequently 
landed safely.  

The Civil Aviation Authority of Zimbabwe has launched an 
investigation into this incident. The Dutch Safety Board has 
offered its assistance.

Classification: Serious incident
Reference:  2019060

Parts of the broken-off flap.

Engine failure, Fokker F28 Mk 0100, near 
Geraldton airfield (Australia), 9 July 2019  

During climb, engine number 1 of the Fokker 100 suffered 
problems.

The Australian Transport Safety Bureau has launched an 
investigation into this incident. The Dutch Safety Board has 
offered its assistance.

Classification: Serious incident
Reference:  2019061

Hard landing, CZAW SportCruiser, 
Helgoland Dune airfield (Germany),  
21 August 2019 

The Dutch-registered aircraft made a hard landing which 
resulted in damage to the nose wheel, the engine and the 
propeller. Both occupants remained unharmed.

The German Federal Bureau of Aircraft Accident 
Investigation has launched an investigation into this 
incident. The Dutch Safety Board has offered its assistance.

Classification: Accident
Reference:  2019072
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Detached air brake control rod, Rolladen-
Schneider LS 4-b, PH-974, Larserveld 
airfield, 23 April 2018 

The Rolladen-Schneider LS 4-b, a single seat glider, made 
a local flight. At an altitude of approximately 1,100 metres 
the air brake control rod in the cockpit of the glider 
detached. From that moment on the pilot had little to no 
control of the air brakes and he decided to return to the 
airfield. The pilot used his right hand to hold the remaining 
part of the control rod and used his left hand to steer the 
aircraft. The landing was without any further problems. 

In 2017 several events had already taken place with this 
type of glider where a junction in the air brake control rod 
was about to fail. To address this potential unsafe 
condition, the aircraft manufacturer published a technical 
note, providing inspection of and modification instructions 
for the junction in the air brake control rod. The European 
Aviation Safety Agency (EASA) assessed the problems 
with the air brake control rod junction in LS 4-b gliders as a 
safety risk and made the technical note mandatory by 
issuing Airworthiness Directive AD 2018-0032 with an 
effective date 1 March 2018.

The involved glider was modified on 7 April 2018 in the 
flying club workshop as a result of the Airworthiness 
Directive. During the subsequent analysis by investigators 
of the Dutch Safety Board it was concluded that the wrong 
type of Loctite was used and the Loctite had expired 2 
years ago. Furthermore, the weld in the air brake control 
rod was not removed using a 13.5 mm drill as required by 
the technical note of the manufacturer, but with another 
drill. Subsequently this led to a complete detachment of 
the swivel, as a result of which the air brakes could not be 
retracted completely anymore. The effect of 
non-functioning air brakes is that the descent angle on 
final can no longer be controlled with these brakes and it 
becomes impossible to land the glider in the usual way at 
the intended landing site.

The Dutch Safety Board published its report on 16 July 
2019. 

The detached air brake control rod. (Source: G.A. Metz)

Published  
reports

https://www.onderzoeksraad.nl/en/page/12338/detached-air-brake-control-rod-rolladen-schneider-ls-4-b-glider
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Published 
reports

Fatal aircraft accident in low flying area 
Gouda, Reims Aviation S.A. F172N,  
PH-SBM, near Stolwijk, 22 May 2018  

The Reims F172N had taken off from Rotterdam The 
Hague Airport at 11.17 hours for a proficiency check. On 
board were the pilot and one pilot examiner. After the 
aircraft had left the control zone of Rotterdam The Hague 
Airport on a northeastern heading, it set course for the 
Gouda low flying area. In the low flying area to the 
southwest of Stolwijk, the aircraft made a maneuver that 
caused it to lose altitude very quickly. In the course of this 
maneuver, the aircraft came into contact with several trees, 
causing the left wing to detach. After some 200 metres, 

the aircraft hit the ground. Both occupants died in the 
accident. The aircraft was completely destroyed.

The accident was caused by the aircraft entering vertical 
flight at a low altitude and the pilots not being able to 
make a recovery maneuver that would have allowed the 
aircraft to return timely from vertical to horizontal flight. It 
could not be established with certainty what caused the 
aircraft to go into vertical flight. Whilst executing the 
recovery maneuver, the aircraft’s left wing struck a number 
of trees. A crash could not be avoided at this point. 

The Dutch Safety Board published its report on 21 August 
2019. 

Archive photo PH-SBM. (Source: E. van Hassel)

https://www.onderzoeksraad.nl/en/page/4976/fatal-aircraft-accident-in-low-flying-area-gouda-22-may-2018
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Occurrences that 
have not been 
investigated 
extensively

Non-stabilised approach and EGPWS 
warning, Embraer ERJ 190-100 STD, 
PH-EZR, Amsterdam Airport Schiphol,  
7 February 2018   

The Embraer 190 was conducting a flight from Kraków 
Airport in Poland to Amsterdam Airport Schiphol. The 
aircraft had departed on time and was due to land on 
schedule. The captain was pilot flying. This incident took 
place in visual meteorological conditions (VMC). At the 
request of air traffic control, the aircraft made a turn to 
final at a shorter distance from the runway threshold to 
runway 18R than usual. When questioned, the crew 
indicated to air traffic control that this was not a concern. 
At a distance of 3 NM from the landing runway, the aircraft 
was approximately 1,000 feet above the specified flight 
profile. Despite measures to correct this situation, at 500 
feet altitude, the flight was not in compliance with the 
documented criteria for a stabilised approach. The 
approach was continued, and at 300 feet the Enhanced 
Ground Proximity Warning System (EGPWS) issued a ‘SINK 
RATE’ warning. The crew continued the approach, and the 
aircraft made a safe landing in the landing zone of runway 
18R.

Both pilots realised during the approach that the aircraft 
was not descending as quickly as planned. Attempts to 
correct this situation did not have the desired result. The 
situation was not discussed between the pilots. The 
captain was able to take control of the situation and 
continued the approach to landing. The first officer 
expected the captain to be able to correct the situation. 
Despite the announcement by the first officer at 500 feet 
that the aircraft was not stabilised and the EGPWS ‘SINK 
RATE’ warning, the approach was not aborted, although 
this should have been done according to the airline’s 
procedures. Although the first officer continued at all 
times to consider the possibility of a go-around, at no 
point did he explicitly mention this.

During Crew Resource Management (CRM) training, crew 
members are taught to discuss unusual or undesirable 
situations during the flight, irrespective of position or rank. 
The airline in question carried out a human factors analysis. 
This revealed that the incident was able to occur because 
although the situation in which the aircraft found itself was 
recognised, the captain remained convinced throughout 
the entire approach that a safe landing was still possible. 
His experience, knowledge of Amsterdam Airport Schiphol 
and the length of runway 18R may have played a role in 
this decision. The perception of commercial pressure (a 
go-around always results in delay) could have also been an 
influencing factor. The absence of communication 
between the crew members allowed the situation that had 
arisen to continue. This incident emphasises the 
importance of the correct application of CRM principles.

Classification: Serious incident
Reference:  2018008

The flight profile of the approach of the Embraer ERJ 190-100 STD.
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Diversion to Phuket (Thailand) following 
smoke in the cabin, Boeing 777-200,  
PH-BQB, above the Andaman Sea (near 
Malaysia), 9 May 2018 

The Boeing 777 was en route from Amsterdam Airport 
Schiphol to Kuala Lumpur International Airport in Malaysia. 
En route, above the Andaman Sea, to the west of 
continental Southeast Asia, a sleeping passenger in a 
business class seat dropped his mobile telephone. When 
the passenger woke up, and placed the seat in the upright 
position, the telephone shattered. This caused overheating 
leading to what is known as thermal runaway of the lithium-
ion battery in the telephone. A considerable volume of 
smoke was released, which was concentrated in a small 
section of the cabin sealed off by curtains. 

The cabin crew used halon fire extinguishers and 10 to 20 
litres of water to control the smoke development and to 
reduce the risk of fire. Initial attempts by the crew to 
remove the burning telephone from the seat failed. They 
eventually succeeded by using the fire axe, and by 
changing the seat position. The crew then cooled the 
removed telephone in a container filled with water. 
Following the incident, the mobile telephone was handled 
as dangerous goods by the crew, and stored in the rear 
toilet. None of the crew members wore an oxygen mask or 
protective gloves. Following the incident, two crew 
members reported irritation of the airways and eyes. Two 
other crew members suffered minor injuries to their hands.

The captain decided to divert to Phuket International 
Airport in Thailand. The reason for this decision was the 
large volume of extinguishing water used and the 
possibility that the seat was still smouldering. The aircraft 
made a safe landing.

The airline in question is considering reviewing the 
protective equipment and the equipment available on 
board to fight fires caused by lithium-iron batteries. The 
airline is also investigating the effectiveness of existing 
passenger instructions for the adjustment of seats in 
relation to electronic devices that may end up trapped in 
the seat. 

Classification: Serious incident
Reference:  2018027

The damaged mobile telephone. (Source: Airline)

Occurrences that  
have not been 
investigated  
extensively
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Runway excursion, Yak-52, PH-DTX, 
Oostwold Airport, 3 April 2019  

A formation of four Yak-52s took off from Oostwold Airport 
for a training flight in the airspace close to the airfield. The 
formation was headed by PH-DTX, with the pilot and a 
passenger on board. 

Following the flight, the formation returned to Oostwold 
Airport to land. PH-DTX was at the front of the formation. 
The pilot placed the aircraft in landing configuration. The 
aircraft subsequently landed 200 metres past the threshold 
of the 800 metre-long grass runway 25. During the ground 
roll and while operating the brakes, the pilot observed 
that the reduction in the aircraft speed was slower than 
expected. He applied the brakes more powerfully, with a 
pumping action, but this too failed to achieve the intended 
result. As the pilot approached the end of the runway, he 
realised that  insufficient runway was left to bring the 
aircraft to a standstill. The aircraft then crossed a ditch, 

coming to a standstill against the opposite bank. The pilot 
and passenger were able to leave the aircraft unharmed. 
The aircraft suffered severe damage.

During the landing phase, the pilot always allowed the 
pilot of the second aircraft extra space by landing further 
down the runway. During the ground roll, the pilot of 
PH-DTX did briefly consider making a go-around. 
However, in his mind, it was too late by that stage to safely 
make a go-around. 

The pilot had a valid pilot’s licence including the 
classification aerobatic, and a valid medical certificate. He 
had extensive flight experience, including 450 hours on 
the type involved. The day before the incident, the pilot 
had completed two flights with the aircraft in question 
from Oostwold Airport. 

The investigation indicated that the following factors 
contributed to the runway excursion: a forward projected 
landing point which resulted in a shorter distance to bring 
the aircraft to a standstill; a landing runway with short and 
wet grass, which made the aircraft brakes less effective; 
and a tailwind component during landing as a result of 
which a ground speed was reached that increased the 
landing distance.

Classification: Accident
Reference:  2019023

The side of the ditch against which PH-DTX came to a standstill. 
(Source: Dutch Aviation Police)
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Hard landing, Lindstrand Balloons Ltd., 
LBL 120A, PH-GPI, near Twente Airport,  
6 April 2019  

The pilot, two passengers, and the balloon’s owner were 
on board the hot-air balloon, which was participating in an 
event at Twente Airport. Prior to the flight, the pilot had 
consulted the regional weather forecasts for the balloon 
flight over the central Netherlands. A general briefing for 
participants in the event was held at 18.00 hours. The 
weather conditions were suitable for a hot-air balloon 
flight. The pilot had made all preparations for the flight.

The pilot and the owner had planned this flight as a test 
flight. The owner had recently acquired the used envelope, 
and this was the first flight with this envelope for both of 
them. However, they deviated from their intention to 
conduct the test flight together due to a request on the 
event organisation’s part to take on two passengers. 

After the envelope had been filled with hot air, the balloon 
took off at 19.02 hours. It took a long time for the balloon 
to gain altitude. During the flight two burners were 
required to retain the balloon’s altitude of 500 feet. After 
around 30 minutes, the gas consumption was found to be 
such that the pilot decided to cut the flight short and make 
an early landing. 

The pilot selected a landing site in a meadow and 
prepared for landing. The passengers were instructed on 
the approaching landing and the position they should take 
(knees bent, hands inside the gondola). Shortly thereafter, 
as the pilot initiated the landing, the balloon started to 
lose altitude rapidly and slowing its descent proved 
impossible. A treetop was hit in the course of the descent. 
The balloon then made a hard landing, in the course of 
which one of the passengers suffered a double leg fracture 
and the other sprained his ankle. After the accident, one 
passenger stated that the gondola was small for taking a 
position with knees properly bent. 

The pilot possessed a commercial pilot’s licence, which 
included a free balloon rating. He also had a valid medical 
certificate. He had a total flight experience of 
approximately 89 hours, 10 hours of which on the model in 
question. The pilot’s last balloon flight prior to the accident 
had been on 17 October 2018. 

The balloon had completed approximately 255 flight hours 
and 219 flights. Its last flight before the accident had 
occurred on 17 February 2018; this was also its only flight 
in 2018. The last inspection of the balloon had been 
conducted on 21 August 2018; no irregularities or defects 
were found at the time. 

The pilot was not familiar with the flight and landing 
properties of PH-GPI since it was his first flight with this 
envelope. The pilot and the owner are of the opinion that 
the balloon’s deviating flight properties were caused by 
high porosity of the envelope. It meant that the balloon 
was difficult to control during the approach and landing, 
stated the pilot. It should be noted that a test has 
demonstrated that the envelope’s fabric complied with the 
tensile strength properties of its manufacturer. The 
porosity of the balloon fabric has not been investigated. 
The carrying capacity (the weight of the crew plus 
passengers) was not exceeded during the flight.

Finally, the pilot and the owner intended this flight to be a 
test flight. They diverged from their intention because 
they acceded to the request to take on two passengers. 
However, it is recommended to conduct the first flight with 
a balloon, with which no flight experience has been 
gained, without passengers to get familiarised with its 
flight properties.

Classification: Accident
Reference:  2019024

 

Occurrences that  
have not been 
investigated  
extensively
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Loss of control during engine start, 
CASA 1.131-E Series 2000, PH-MSV, 
Lelystad Airport, 23 July 2019  

Shortly before the flight, the pilot carried out the pre-flight 
inspection in the hangar. After completing the pre-flight 
checks, he pushed the aircraft outside. To start the engine, 
he placed the main wheels of the aircraft in a small ditch, 
on the platform. The aircraft is not equipped with a 
handbrake and starter motor, so the propeller has to be 
turned manually to start the engine. The aircraft manual 
does not require a person to be in the cockpit at that 
moment.

When the pilot turned the propeller, and the engine 
started, it turned out that more than idle thrust was set, at 
which point the aircraft started moving unintentionally. 
The pilot tried to stop the aircraft by holding a wingtip, but 
was unable to maintain his hold and tripped. After he let 
go of the aircraft, it spun about uncontrolledly on the 
taxiway, before coming to a halt on its nose. The pilot 
remained unharmed. The aircraft was damaged.

The incident occurred because no chocks were placed in 
front of the wheels. In addition, the throttle handle was not 
set to idle speed, as specified in the aircraft manual. 

Classification: Accident
Reference:  2019066

The aircraft following the accident. (Source: Lelystad Airport)
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Runway excursion, Piper PA-46-350P 
Malibu Mirage, N111DV, Texel 
International Airport, 30 July 2019 

As sole occupant of the Piper Malibu, the pilot was making 
a flight under visual flight rules, from Lelystad Airport to 
Texel International Airport. He approached the island of 
Texel from the east, and once on the final approach to 
runway 22, he had to abort because the runway was not 
visible. The airport operations manager announced that 
the wind on the ground was blowing from a direction of 
260 degrees, at a maximum speed of 10 to 14 knots. 
According to the pilot, the touchdown on the grass runway 
was completed normally. This was confirmed by the airport 
operations manager, who had observed the landing 
through binoculars. The pilot stated that following 
touchdown, the aircraft had started to slide and failed to 
respond to his adjustments of the foot pedals and control 
column to remain on the centreline of the grass runway. 
After approximately 100 metres, the aircraft left the 
runway on the left-hand side, completed a turn of 
approximately 90 degrees, and came to a standstill on its 
nose. The pilot remained unharmed. The aircraft suffered 
damage to the nose section, the leg of the nose wheel, the 
wheel housing and the propeller. At the time of the 
incident, the grass runway was dry.

An aircraft mechanic carried out a technical examination of 
the aircraft which revealed no irregularity which could have 
influenced or led to the incident. On 5 July 2019, more 
than 3 weeks prior to the incident, a 100-hour inspection 
had been carried out on the aircraft; at that time, no 
irregularities were noted. 

The pilot had an American private pilot’s licence and a 
medical certificate. He had a total of 1,628 hours flying 
time, 205 hours of which on the type in question. In the 3 
months prior to the incident, he had flown the Piper Malibu 
for 17 hours.

During the ground roll, the pilot lost control of the aircraft, 
which may have partially been caused by crosswind. A 
technical cause of the runway excursion can be excluded.

Classification: Accident
Reference:  2019068

Occurrences that  
have not been 
investigated  
extensively



Quarterly Aviation Report 3rd quarter 2019  - 13 

The Piper Malibu following the runway excursion. (Source: Texel 
International Airport)



14 - Dutch Safety Board

Occurrences that  
have not been 
investigated  
extensively

Control difficulties, Rolladen-Schneider 
LS4-a, PH-936, Terlet glider airfield,  
15 September 2019  

During the aerotow, the pilot of the glider noticed that his 
aircraft showed unusual steering behaviour. The pilot 
observed that the right aileron was raised and was not 
responding to movements of the stick. The pilot then 
disconnected the tow rope at an altitude of approximately 
600 metres and evaluated the situation. He was forced to 
constantly push the control column to the left, in order to 
maintain the wings in horizontal position. After flying an 
adapted circuit, the pilot made a safe landing.

The glider had been assembled at the airfield, in the 
morning; the incident flight was the fourth flight of the 
aircraft on that day. Following the incident, the glider was 
disassembled and inspected by glider engineers. They 
observed no technical defects. 

The control difficulties were caused by the connector for 
an aileron breaking free. The LS-4a has no automatic 
connections for the ailerons and airbrakes. This means that 
when assembling the glider, the connections - the ball 
snap joints - must be made manually. They must then be 
secured by rotating a sleeve over the joint. During 
assembly that morning, one of the ball snap joints was 
likely not correctly connected and/or secured, and came 
free during the fourth flight.

This incident emphasises the importance of checking the 
connections during the daily inspection. The inspection is 
carried out prior to the first flight of the day, or after the 
glider has been assembled. It is also good practice, during 
cockpit checks, to also actually ensure during the ‘control 
surfaces’ check that the ailerons are moving as the stick is 
moved to the left and right.

Classification: Serious incident
Reference:  2019080
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Aileron connections. (Source: Flight Manual LS4-a, Rolladen Schneider Flugzeugbau GmbH)
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Colofon

This is a publication of the Dutch Safety 
Board. This report is published in the Dutch 
and English languages. If there is a 
difference in interpretation between the 
Dutch and English versions, the Dutch text 
will prevail.

December 2019 
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source, are owned by the Dutch Safety 
Board.
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SAFETY BOARD

What does the Dutch Safety 
Board do?

Living safely, working safely, safety. It 
seems obvious, but safety cannot be 
guaranteed. Despite all knowledge 
and technology, serious accidents 
happen and disasters sometimes 
occur. By carrying out investigations 
and drawing lessons from them, 
safety can be improved. In the 
Netherlands the Dutch Safety Board 
investigates incidents, safety issues 
and unsafe situations which develop 
gradually. The objective of these 
investigations is to improve safety, to 
learn and to issue recommendations 
to parties involved. 

 
 
What is the Dutch Safety 
Board?
The Dutch Safety Board is 
independent of the Dutch government 
and other parties and decides for itself 
which occurences and topics will be 
investigated. 

The Dutch Safety Board is entitled to 
carry out investigations in virtually all 
areas. In addition to incidents in 
aviation, on the railways, in shipping 
and in the (petro-)chemical industry, 
the Board also investigates 
occurrences in the construction sector 
and healthcare, for example, as wel as 
military incidents involving the armed 
forces.  

Who works at the Dutch 
Safety Board?

The Board consists of three 
permanent board members under the 
chairmanship of Jeroen Dijsselbloem. 
The board members are the public 
face of the Dutch Safety Board. They 
have extensive knowledge of safety 
issues. They also have extensive 
administrative and social experience 
in various roles. 

The Safety Board’s bureau has 
around 70 staff, two-thirds of whom 
are investigators. 

Visit the website for more information
www.safetyboard.nl.

The Dutch 
Safety Board
in three 
questions


