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Aviation continues to be hard hit by COVID-19. Sadly, even in this period, 
aviation incidents and accidents still occur. In the second quarter, for 
example, there was one fatality as a result of an accident near Didam. A pilot 
lost control of his paramotor which then entered a spin and crashed. An 
investigation was launched into this occurrence. 

The Dutch Safety Board also for the first time launched an investigation 
into a single aircraft accident involving only a drone, in the Netherlands. 
Technology in the field of unmanned aircraft has developed rapidly over 
the past few years. Increasingly, drones are deployed for a variety of 
purposes, both recreational and commercial. As a consequence, the number 
of drones in the airspace is rising rapidly, and the same applies for the 
number of occurrences reported to the Safety Board involving drones. In 
the occurrence investigated here, a professionally operated drone became 
uncontrollable while flying above The Hague, which resulted in a crash. 

In addition to information about these newly launched investigations, 
this quarterly report also contains details of the results of investigations 
completed during the course of the last quarter.

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

Landings on unavailable runway,  
Amsterdam Airport Schiphol,  
18 January 2020
Because Runway 27 was temporarily unavailable due to an 
incident, Air Traffic Control (ATC) decided to use Runway 
36C for landing traffic. After ATC discovered that Runway 
36C had not been made available (for use as a landing 
runway) by the airport authorities, the runway controller 
then cleared an approaching aeroplane to go around. 
It then turned out that sixteen aeroplanes had already 
landed on Runway 36C, which was formally not made 
available by the airport. 

Classification:  Incident
Reference:   2020005

ATC tower Schiphol. (Source: Air Traffic Control the Netherlands)

Runway excursion, Blackshape Prime 
BS100, Middenmeer airfield, 7 April 2020 

 
The pilot made a local flight with a passenger from 
Middenmeer aifield. During landing, the microlight 
aeroplane came to a stop in a field next to the runway. 
The two occupants were unharmed. The aeroplane was 
damaged.

Classification:  Accident
Reference:   2020018

The Blackshape in the field. (Source: Dutch Aviation Police)
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Fly-away after loss of connection,  
DJI Inspire 2, The Hague, 11 April 2020 

The operator had the drone take off to a height of about 2 
metres for a flight controls check. Shortly after, the drone 
stopped responding to instructions. This resulted in a 
fly-away. The drone was found damaged at a distance of 
over 1 kilometre.

Classification:  Serious incident
Reference:   2020020

Archive photo DJI Inspire 2.
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Follow-up investigation Flying over 
conflict zones 

On 14 April 2020 the Dutch Safety Board has started a 
concised follow-up investigation into flying over conflict 
zones. This is partly in response to a request from the 
Dutch minister of Infrastructure and Water Management. 
With the investigation, the Safety Board wants to gain 
insight into what the aviation sector and states are doing to 
manage risks. The aim of the Safety Board in carrying out 
this investigation is to once again contribute to improving 
risk management. The investigation report concerning 
the flight MH17 crash contains eleven recommendations 
for improving the management of risks while overflying 
conflict areas. In 2019, the Safety Board published a report 
regarding the follow-up to these recommendations.

 
 
 
 
 

Ground loop during winch launch, 
Schempp-Hirth Ventus 2cxT,  
Twente Airport, 23 May 2020 
During the winch launch the left wing of the glider  
dropped, which was followed by a groundloop. The pilot 
was unharmed. The glider suffered from damage to, 
among other things, the fuselage. 

Classification:  Accident
Referentie:   2020027

Damage to the fuselage. (Source: Pilot Ventus)

Occurrences into  
which an investigation 
has been launched
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Hard landing followed by ground loop, 
Discus Bt, Midden Zeeland Airport,  
23 May 2020
The pilot returned to the airport with the engine extended 
and off. After the turn to final, the left wing of the glider hit 
the ground. The glider made a hard landing, followed by 
a ground loop. The pilot remained unharmed. The glider 
was damaged.

Classification:  Accident
Reference:   2020033

Crashed, paramotor Condor, Didam,  
2 June 2020

During a local flight, the paramotor spun out of control and 
crashed. The pilot was killed. The trike (the undercarriage 
of the paramotor, normally fitted with three wheels, with 
one or two seats) was severely damaged while the canopy 
suffered only minor damage. 

Classification:  Accident
Reference:   2020030

The paramotor during technical investigation after the accident.

Runway excursion, Dornier 228-212, 
Eindhoven Airport, 8 June 2020

The aeroplane had taken off from Amsterdam Airport 
Schiphol with the intention of practising circuits, landings, 
and stop and goes, on Runway 03 at Eindhoven Airport 
(Eindhoven Airbase). The Dornier then intended to return 
to Schiphol. During one stop and go, the flight crew 
suddenly lost control during the landing rollout. The 
aeroplane pulled sharply to the right after which it made a 
ground loop and ended up next to the runway. The flight 
crew remained unharmed. The left main landing gear and 
the left wing tip suffered serious damage and the left 
aileron was also damaged. Both tyres of the main wheels 
were punctured.

The Dornier after the runway excursion. (Source: CLSK)

Classification:  Accident
Reference:   2020034

 
 
 
 
 
 

Runway excursion, Van’s Aircraft,  
Inc. RV-8, Budel Airport, 12 June 2020 

During landing the pilot lost control of the aeroplane, 
whereupon it came to a standstill next to the runway. The 
left main landing gear broke off. The pilot was unharmed.

The aeroplane after the runway excursion. (Source: Kempen Airport 
Airside Operations)

Classification:  Accident
Reference:   2020037



6 - Dutch Safety Board

Occurrences into  
which an investigation 
has been launched

Collapsed main landing gear,  
Blackshape S.p.A. BS 115, Lelystad 
Airport, 18 June 2020 
After landing, when the aeroplane had vacated the runway, 
the main landing gear of the Blackshape collapsed. The 
aeroplane suffered damage to the flaps and landing gear 
mechanisms. The two occupants were unharmed.

The collapsed main landing gear. (Source: Lelystad Airport)

Classification:  Incident
Reference:   2020038
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Hard landing, Glasflugel Club Libelle, 
Volkel Air Base, 20 June 2020 

Just prior landing, the pilot noticed a vehicle crossing from 
left to right on the airfield. To prevent a collision, he pulled 
up the nose of the glider. This resulted in a slow airspeed 
situation and a hard landing. The glider was damaged. The 
pilot suffered minor injuries.

Damage to the cockpit of the glider. (Source: Pilot Libelle)

Classification:  Accident
Reference:   2020039

Airprox, Airbus EC135 P3H, Reims 
Aviation S.A. F172N, Rotterdam CTR,  
24 June 2020
The trauma helicopter was on its return from the city of 
Arnhem to Rotterdam The Hague Airport under visual flight 
rules. In the Rotterdam control zone the helicopter and 
another aeroplane came within close vicinity of each other. 
The helicopter made an evasive manoeuvre. Afterwards 
both aircraft continued their flights uneventfully.

Classification:  Serious incident 
Reference:   2020040

Damaged during off field landing, 
Alexander Schleicher ASW 27-18 E, Elst, 
26 June 2020 
During an off field landing, the glider could not be stopped 
before the end of the field. Therefore the pilot initiated a 
ground loop. The glider sustained damage to the fuselage 
and horizontal stabiliser. The pilot was unharmed.

The glider after the ground loop. (Source: Dutch Aviation Police)

Classification:  Accident
Reference:   2020041
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Reports published 
by foreign 
investigation 
authorities

Airprox between Boeing 747-400 
(N919CA), Boeing 777-300ER (PH-BVB) 
and Boeing 777-300ER (B-16716),  
Delhi Area (India), 22 December 2018 

The Boeing 747-400 (N919CA, hereinafter: B747) was flying 
en route on Flight Level (FL) 310. A Boeing 777-300ER 
(PH-BVB, hereinafter: B777(1)) was on the same route flying 
above the B747 at FL330. Another Boeing 777-300ER 
(B-16716, hereinafter: B777(2)) was flying at FL320 on the 
same route but on the reciprocal track. Following a request 
from the crew of the B747 to Air Traffic Control (ATC) for 
permission to climb to FL390, the air traffic controller 
replied about the availability of FL350 using non-standard 
phraseology, without any call for action. The crew of the 
B747 misunderstood the controller’s call as a clearance for 
climb and started a climb. They did not take into account 
that B777(1) was flying above them. As the B747 started 
the climb, the controller received a system warning 
between the B747 and B777(2) and instructed the B747 to 
turn left. Also the approaching traffic B777(2) was issued 
an instruction for a left turn. B777(1) continued their flight 
path and was not issued any instructions. The separation 
minima between the aeroplanes were breached and 
reduced respectively to 5.87 NM and 600 feet between 
the B747 and B777(2) and 1.84 NM and zero feet between 
the B747 and B777(1). None of the aeroplanes reported to 
ATC getting an advisory from the onboard Traffic Collision 
Avoidance System (TCAS).

The investigation by the Aircraft Accident Investigation 
Bureau Government of India (AAIB) concluded that the 
probable cause of the serious incident was the incorrect 
use of plain language by ATC while passing information to 
the aeroplane, which led to confirmation bias and incorrect 
understanding of the advisory. The AAIB issued three 
safety recommendations, of which two recommendations 
were addressed to the Airport Authority of India and one 
to the operator of the B747.

The Aircraft Accident Investigation Bureau Government of 
India published the final report, dated 18 January 2020, on 
its website.
 

https://aaib.gov.in/Reports/2018/Serious%20Incident/NCR840_KLM875_and_EVA061_at_Delhi_on_22_Dec_2018.pdf
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Precautionary landing after several 
occupants experience sickness, Boeing 
767-300ER, N644UA, Amsterdam Airport 
Schiphol, 19 January 2018 

At 10:37 hours local time (09:37 UTC), the aeroplane 
departed Amsterdam Airport Schiphol on a scheduled 
commercial flight to Newark Liberty International Airport, 
United States. On board were 199 passengers, three 
flight crew and eight cabin crew. An hour into the flight, 
while flying straight and level at FL320 over Scotland, a 
growing number of the aeroplane’s occupants indicated 
they were not feeling well. Eventually all cabin crew and 
fifteen passengers (most of them from rows 27 through 30) 
were reporting similar symptoms. These included blurred 
vision, sensations of the aeroplane banking to the right 
and climbing, nausea and a general feeling of drowsiness. 

While cabin pressure altitude was confirmed to be normal 
at around 8,000 feet, pulse oximeter readings with the 
cabin crew indicated low blood oxygen saturation levels. 
Administering oxygen and medication against motion 
sickness did not lead to structural improvements. Two 
hours into the flight, the captain instructed the cabin crew 
to stop their duties and decided to return to Schiphol for a 
precautionary landing.

The aeroplane made an overweight landing as a result of 
the smaller-than-planned amount of fuel used, and was 
directed to a remote parking position. There, one of the 
main wheel brakes overheated and the tyre thermal fuse 
plug blew, allowing the tyre to deflate to prevent a tire 
burst. The aeroplane did not sustain any further damage. 
No one got injured.

After the brakes had cooled, fourteen sick passengers 
were taken off the aeroplane for tests by airport medical 
services. These tests (anamnesis, blood pressure, oxygen 
saturation, ECG) did not yield any abnormal results. All 
passengers indicated that their symptoms disappeared 
as the doors were opened and fresh air entered the 
cabin. The cabin crew members were taken to a mobile 
medical facility set up near the aeroplane. Three of them 
were still showing some symptoms, most notably high 
blood pressure. One person showed high blood carbon 
monoxide levels, but the measuring equipment used was 
later suspected to be unreliable. All three were given extra 

oxygen after which all symptoms disappeared. No blood 
or urine samples were collected. The flight crew never 
suffered any symptoms. There was no need for any of the 
occupants to go to hospital.

The investigation focused on probable causes of the cabin 
crew members’ and passengers’ symptoms, rather than on 
flight crew crisis management, the overweight landing, or 
the emergency services at the airport. Flight data recorder 
(FDR) data from the event flight, as well as the three 
previous (nominal) flights, were downloaded and analysed. 
The analysis did not indicate an increased likelihood of 
motion sickness on this flight, relative to the preceding 
nominal flights. Furthermore, Significant Weather Charts 
of 0600 and 1200 UTC on 19 January 2018 mentioned no 
significant weather on the route between Amsterdam and 
Ireland.

The aeroplane’s environmental control system (ECS) uses 
bleed air from the compressor of its Pratt & Whitney 
PW4000 turbofan engines for pressurized cabin air supply 
and controls cabin temperature and humidity. 50% of 
this conditioned cabin air is filtered and recirculated. 
Inspection of the aeroplane on the day after the event 
revealed a small puddle of synthetic motor oil at the 6 
o’clock position in the fan cowling of the right-hand engine 
(#2). According to the aeroplane’s maintenance manual this 
is not unusual and may occur during wind milling or engine 
shutdown. Engine maintenance records demonstrated 
that both engines’ oil consumption had been within limits 
during the previous ten flights. 

At the right-hand inner tube that connects the ECS 
bleed air inlet to the ozone converter outlet, a powdery 
black substance was found. This material contained 
small amounts of pentaerythritol triesters and tricresyl 
phosphate (TCP) isomers also found in the oil in the #2 
engine cowling, very small amounts of some triglycerides 
used in lubricants, and paraffin. At the intake of the 
right-hand air recycling fan, an oily substance was found 
containing dioctyl sebacate (DOS), which is used in 
plastics, lubricants and flame retardant.

While the crew had not noticed any abnormal smells 
during the flight, it was decided to measure cabin air 
levels of oxygen, and of carbon monoxide and other 
intoxicating gasses or fumes which may originate from 
oil or de-icing fluid leaking into the ECS. Concentrations 

Occurrences that 
have not been 
investigated 
extensively 
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Occurrences that  
have not been 
investigated  
extensively

of toxic substances like volatile organic compounds 
(including organophosphate esters/TCP and aldehydes) 
were also measured. Nothing out of the ordinary was 
found during either high and low power engine test runs 
at Schiphol, or a flight test performed by the operator in 
the United States a week after the event. However, as all 
measurements were carried out after the cabin had been 
ventilated, cabin air contamination during the event flight 
could not be ruled out. 

Based on the data available and previous occurrences on 
this type of aeroplane, the manufacturer concluded that 
the events were likely caused by degraded and uneven 
airflow and/or temperature control issues in the cabin. 
Local blockage of airflow in the conditioned air distribution 
system may be caused by ambient air contamination, 
internal lining from ground conditioned air hoses, 
wrappers of papers or debris from degraded recirculation 
air filters. The manufacturer therefore issued a service 
letter to operators, suggesting the implementation of a 
maintenance program to clean the air distribution system 
on a regular basis. 

The Dutch Safety Board was able to exclude a number 
of other factors (including intoxication from food or 
beverages, infectious diseases, and leakage from oxygen 
bottles, pantry ovens or fire extinguishers in the cabin) that 
might contribute to the experienced symptoms. However, 
conclusive evidence regarding their probable cause was 
not found. 

Classification:  Serious incident 
Reference:   2018004

Archive photo of the aeroplane in question. (Source: B. Suskind)
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Airprox, SOCATA TB-10 Tobago,  
PH-MLR en Sequoia Aircraft Corporation 
F.8L Falco, PH-IAO, International Airport 
Teuge, 15 February 2019

PH-IAO, a Sequoia F.8L Falco, was in the process of flying 
short final for Runway 08 when PH-MLR, a Socata TB-10 
Tobago, flew over PH-IAO, at a separation of around 10 
metres, and landed just in front of PH-IAO. PH-MLR then 
executed a go-around, after which PH-IAO completed its 
landing.

On board PH-MLR, a trainee pilot was completing his 
first solo cross-country flight from Lelystad Airport to 
International Airport Teuge before flying on to Texel 
International Airport and subsequently flying back to 
Lelystad. 

At Teuge, Runway 08 was in use with a right-hand circuit. 
When the pilot contacted airport operations at Teuge via 
the radio, he believed that he had heard that Runway 26 
was in use. Although he had not fully understood the radio 
message, the pilot confirmed receipt of the message to 
airport operations but himself received no response. The 
pilot also heard that other aeroplane were flying in the 
circuit area, together with the notification of a right hand 
circuit direction. Before the pilot completed and reported 
a turn that brought him downwind of Runway 26, airport 
operations also specified a right hand direction. Despite 
the instructions that another runway was in use, the pilot 
continued to follow the circuit for Runway 26. When the 
pilot made a left turn towards the base leg, upon reaching 
the end of the downwind leg of Runway 26, he saw 
another aeroplane ready to take off from Runway 08. At 
this point the pilot understood that he was flying in the 
wrong direction and subsequently decided to maintain his 
straight heading. 

Because a northerly circuit is also marked on the airport 
map for Runway 08, and because to the right of the runway 
there is a ‘no overflying zone’, the pilot decided to continue 
following this northerly circuit. He was unaware that this 
circuit is not in use. There was also no information recorded 
on the map that the northerly circuit is not in use.

During the approach to Runway 08, the pilot heard 
via the radio that two aeroplanes were flying on final 
approach. The pilot assumed that another aeroplane 
was flying behind his aeroplane, whereupon he decided 
to execute a go-around. The pilot therefore flew a new 
circuit before eventually completing a landing on Runway 
08. It subsequently emerged that the second aeroplane, 
PH-IAO, was not flying behind but approximately 10 
metres beneath PH-MLR. Because PH-MLR is a low-wing 
aeroplane, the pilot had no downward visibility, which 
explains why he failed to see the other aeroplane.

Independently of this report, the pilot of G-BJSV reported 
that he too had experienced an airprox with PH-MLR. He 
had taken off from Runway 08 and was executing a right-
hand turn to the crosswind leg, when he saw PH-MLR 
flying contrary to the circuit direction. The aeroplane 
approached him and passed by a short distance away, on 
his left-hand side. The pilot of G-BJSV then observed the 
aeroplane flying over PH-IAO on final approach to Runway 
08, which was also flying on its final approach. The pilot of 
G-BJSV reported the incident via the radio.

Weather conditions played no role in this occurrence; skies 
were clear and visibility was more than 10 kilometres.

The Safety Board would emphasise that in the event of 
doubt about a runway and/or circuit direction, the circuit 
may only be entered if the pilot is certain that he is carrying 
out the circuit procedure correctly. This confirmation can 
be obtained by verification with airport operations or by 
taking note of the ground markings in the signal area.

Classification:  Serious incident  
Reference:   2019013
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Occurrences that  
have not been 
investigated  
extensively

Gear collapse during landing roll, 
Vickers-Supermarine Spitfire PR.XI, 
G-PRXI, Midden Zeeland Airport,  
22 August 2019

G-PRXI, a Supermarine Spitfire with one pilot on board 
was en route from Duxford Airfield in the United Kingdom 
to Ede in the Netherlands for a memorial fly-past. The pilot 
made a stop-over to refuel at Midden Zeeland Airport. 
A normal touch down and roll out was made, but after 
approximately 250 metres, the left gear started to fold in. 
Before the aeroplane came to a stop, it tipped on its nose. 
The wooden propeller was destroyed and the spinner was 
dented. The pilot was unharmed.

G-PRXI after the gear collapse. (Source: K. Struik) 

The conditions for landing were wind from 270 degrees at 
10 knots gusting up to 15, with visibility more than 10 km. 

The technical investigation, performed by the company 
that owned the aeroplane, revealed no defects that could 
have caused the collapse of the gear. It is noteworthy 
that this type of Spitfire has a retractable tail wheel with 
a separate green light indication. After selecting the gear 
down, the pilot most likely mistook the tail wheel green 
light for the gear down indication of the main gear. 

Classification:  Accident
Reference:   2019071
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Flipped over during landing,  
TL Ultralight s.r.o. TL-3000 Sirius, PH-4S1, 
Middenmeer airfield, 30 december 2019 
The TL-3000 Sirius, a microlight aeroplane (MLA) had taken 
off from Middenmeer airport, for a local flight. On board 
were the pilot and one passenger. Following a flight lasting 
around 1 hour and 20 minutes, the pilot entered the left-
hand circuit for (grass) Runway 23. The wind direction was 
220 at a speed of 20 knots. On the radio, the pilot heard 
that a pilot flying in front of him in the circuit reported that 
final approach was ‘bumpy’. In response, the pilot firmly 
tightened his seat restraints and those of his passenger. 
On the downwind leg, the aeroplane approached at an 
altitude of 700 feet, the standard altitude at this location 
and the pilot selected half flaps before initiating the 
base leg descent. On final approach, he maintained a 
speed of 60 knots because of the expected turbulence, 
and selected full flaps. The pilot experienced turbulence 
during final approach. The aeroplane first touched down 
with the nosewheel, causing the aeroplane to rebound. 
During the second bounce, the pilot heard a crunching 
noise. The noise led the pilot to decide not to execute a 
go-around, and to continue with the landing. Following 
the subsequent ground contact, the nosewheel broke 
off, whereupon the aeroplane flipped over and came 
to a halt upside down. Neither occupant was harmed. 
The nosewheel leg and propeller blades broke off. The 
aeroplane also suffered damage to the underside of the 
nose section and the right wing support. 

 

The Sirius after the landing. (Source: Dutch Aviation Police)

The pilot was in possession of a valid RPL(A) with MLA 
rating, and a valid medical certificate (class 2/LAPL). He 
had 131 flight hours, of which 67 hours on the aeroplane 
type in question. 
 
The Dutch Safety Board concludes that unstable weather 
conditions which led to increased workload on the pilot, 
and a correction to a slightly too flat final approach 
resulted in a lower than normal nose position during 
flaring. This resulted in a bumpy landing, and subsequently 
the breaking off of the nosewheel.

The Middenmeer Safety Committee investigated the 
occurrence and shared its results with the Dutch Safety 
Board. Lessons learned from the investigation by the 
committee are to increase levels of knowledge within 
the flying school and flying club concerning rough and 
unstable weather during the approach and landing phase, 
and to discuss the effects of selecting and using half or full 
flaps during final approach, in particular at Middenmeer 
airport, because of the short final approach. The safety 
committee also recommended discussing with pilots 
the possible response after hearing an unusual noise or 
suspected damage. The Dutch Safety Board supports the 
lessons learned and recommendations.

Classification:  Accident
Reference:   2019106
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Occurrences that  
have not been 
investigated  
extensively

Emergency landing following loss of 
power, Reims Aviation S.A. F150M, 
PH-TGA, Vreeland, 10 April 2020 
During a local flight from Hilversum airport, the pilot, who 
was the only occupant, experienced engine problems 
shortly before the planned landing at Hilversum airport. 
The aeroplane was flying at an altitude of approximately 
1,000 feet. Both fuel gauges showed slightly less than 
quarter full. The pilot completed a 180 degree turn, to 
investigate the surrounding area for possibilities for an 
emergency landing. In the meantime, the engine shut 
down. Two attempts to restart the engine failed, and 
the pilot decided to make an emergency landing in a 
meadow. The emergency landing was completed without 
problems. The pilot stated that following the landing, 
both fuel gauges indicated almost empty tanks, which 
was confirmed by a visual check. A photograph of the fuel 
gauges, which was taken later, revealed that the needle 
of the right-hand gauge shows a maximum reading. The 
cause has not been determined.

 

The fuel gauges, sometime after the emergency landing. (Source: 

Dutch Aviation Police)

The pilot had rented an aeroplane for a one-hour flight. 
Following flight preparations and aeroplane checks, it 
became clear during test running that the engine was 
not functioning correctly; one of the magnetos was not 
working. The pilot taxied back to the rental company 
and was then issued with PH-TGA, an aeroplane of the 
same type. The pilot then inspected this aeroplane, 
and noted that both fuel gauges indicated that both 
tanks were slightly less than half full. For this aeroplane, 
according to the pilot, half tanks represent an endurance 
of approximately 2 hours.1 The visual inspection he carried 
out by looking into both tanks confirmed the reading on 
the gauges.

The reliability of fuel gauges in light aeroplane is limited. 
It is therefore essential to also visually determine as 
precisely as possible how much fuel is in the tanks, before 
departure, for example using a dipstick, and deciding 
whether this is sufficient for the intended flight. Once in 
the cockpit, it is possible to check whether the indication 
on the fuel gauges matches the visual observation. 

Classification:  Incident 
Reference:   2020019

 
 
 
 
 
 
 
 
 

1 The maximum usable fuel in the tanks for a standard 
wing is 85 litres.
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Collapsed nose landing gear, Mooney 
M20K, N11999, Ameland Airport,  
3 May 2020

The aeroplane had departed from Midden Zeeland Airport 
for a recreational VFR flight to Ameland Airport. On board 
were the pilot in command (the owner of the aeroplane) 
and another pilot. The pilot in command, who was flying 
the aeroplane, had asked the other pilot to accompany 
him as a safety pilot, because he himself had not flown for 
4.5 months. At Ameland, the wind came from the north 
at a speed of 4 knots. Ameland Airport has one unpaved 
runway (grass) in the direction 09-27. The pilot first made 
a touch-and-go on Runway 09, during which the nose 
landing gear did not touch the ground. After the airport 
operations manager had advised that Runway 27 could 
be used as well, the pilot joined a right-hand downwind 
for Runway 27. He extended the landing gear and verified 
that the green down-and-locked light was on and that 
the visual landing gear position indicator showed the 

landing gear to be in the extended position. After flying 
an uneventful circuit the aeroplane was on short final at 
80 knots. The pilot had selected partial (takeoff) flaps for 
landing and landed the aeroplane on the main wheels. At 
this moment, before bearing any weight, the nose wheel 
hit some bumps on the grass. The pilot maintained back 
pressure on the steering wheel, but subsequently the 
nose landing gear touched and then collapsed and the 
propeller struck the ground.

The gear warning horn had not sounded. The aeroplane 
slid along the runway centreline on its lower fuselage 
before coming to rest on its nose. The two occupants were 
unharmed. The propeller blades broke off.

The pilot’s total flying experience was 756 hours, of which 
239 were on type. He held a valid commercial pilot licence 
and a valid medical certificate, class 1.

On-site investigation revealed that the nose landing 
gear downlock mechanism had disengaged from its full 

overcentre position. A technical cause for the collapse 
of the nose landing gear mechanism was not found, and 
after lifting the nose of the aeroplane the nose gear could 
be returned to its locked position. Two days before the 
occurrence took place, the aeroplane had undergone its 
annual 100 hours inspection, were no particularities were 
found. An unevenness in the runway surface may have 
caused the nose landing gear to collapse. The Dutch 
Safety Board did not further investigate the nose landing 
gear.

Classification  Serious incident 
Referentie:  2020021

The Mooney with the collapsed nose landing gear. (Source: Dutch Aviation Police)
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DUTCH
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.

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.

September 2020 
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The Dutch 
Safety Board
in three 
questions


