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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 shortcomings are revealed,
the
Board
may
formulate
recommendations. The Board’s
investigations explicitly exclude
any culpability or liability aspects.

April - June 2022
In order to learn from accidents and serious incidents, it is crucial to be
able to gather investigation information completely and in good time. The
Dutch Safety Board is available 24 hours a day to receive notifications of
occurrences. Once a notification has been submitted, the Safety Board
decides whether investigators should be dispatched to the location to
gather information. It is of vital importance that accidents and serious
incidents be reported without delay. To ensure that information is obtained
as completely as possible and in good time, accidents and serious incidents
must be reported to the Dutch Safety Board. This obligation applies to the
captain, the aircraft operator and the air traffic control service involved. On
an airfield, the airport operations manager is subject to the same obligation.
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This quarterly report describes two completed investigations into
occurrences involving commercial aircraft. In both cases, the captain
was of the opinion that the incident in question was not serious, and
as a consequence did not report the incident to the Dutch Safety Board
immediately. The cockpit voice recorder recordings which may have
contained information essential for the investigation, were not secured.
Having access to such information as quickly and as completely as possible
contributes to conducting a thorough investigation, and as a consequence
helps improve aviation safety. The Dutch Safety Board is and remains alert
to the failure by the affected parties to report occurrences.
Jeroen Dijsselbloem
Chairman Dutch Safety Board
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Occurrences into
which an
investigation has
been launched

Airprox, Alexander Schleicher ASK 21
and Cessna 180J, near Malden glider
airfield, 20 April 2022

Hard landing, Hélicoptères Guimbal
Cabri G2, Lelystad CTR,
29 April 2022

The glider, an ASK 21, was in a thermal bubble when the
FLARM system generated an alert. Both occupants stated
that an aeroplane then passed their glider at a short
distance overhead.

The helicopter made a hard landing after practicing
autorotation. The crew of the helicopter remained
unharmed.

Classification: Serious incident
Reference:
2022029

Airprox, Reims Aviation S.A. F172P and
"Sportine Aviacija" LAK-17A, near Wijhe,
26 April 2022
The aeroplane, a Reims F172P, and the glider, a LAK-17A,
came into close proximity, after which both pilots made
an evasive maneuver to avoid a collision.
The Cabri G2 after the landing.

Classification: Serious incident
Reference:
2022027

Classification: Accident
Reference:
2022028
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Occurrences into
which an investigation
has been launched

Loss of control after interrupted winch
launch, Alexander Schleicher ASW 28,
Terlet glider airfield, 5 May 2022

Runway excursion, Cessna 172S Skyhawk
SP, Rotterdam The Hague Airport,
14 May 2022

During the winch launch, the pilot released the cable
at low height due to a low airspeed. Then a wing drop
occurred and the glider crashed. The pilot was injured
and the glider was severely damaged.

During landing, the pilot lost control of the aircraft which
then came to a stop in the grass next to the runway. The
aircraft sustained damage to the left wing. The pilot was
unharmed.

The crashed ASW 28.

Damage to the left wing. (Source: Airport operations, Rotterdam The
Hague Airport)

Classification: Accident
Reference:
2022032
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Classification: Accident
Reference:
2022043

Fence passed at a short distance, PZLBielsko SZD-51-1 "Junior", International
Airport Teuge, 17 May 2022
During the winch launch, the glider moved to the right,
passing a fence at a short distance. The further course of
the winch launch went without any particularities.
Classification: Serious incident
Reference:
2022046

Airprox, Rolladen-Schneider LS 3 and
Socata TB-20, Soesterberg glider airfield,
22 May 2022
The aeroplane, a TB-20, passed below two gliders,
which were in a thermal bubble. One of the glider pilots
estimated that the vertical distance between his glider
and the aeroplane was less than 40 metres.
Classification: Serious incident
Reference:
2022052

Lost trim weights, DG-1000S, BurghHaamstede, 28 May 2022
During a recovery exercise from a spin, five of the six
trim weights, which were in the fin of the glider, came
loose and fell on a parked car and a camping path.
Classification: Serious incident
Reference:
2022055

Pushback tractor hit, Boeing 787-9,
Amsterdam Airport Schiphol,
11 June 2022
After the pushback, the Boeing 787 started to taxi and
collided with the pushback tractor that was still in front of
the aircraft. The driver of the tractor was unharmed. The
tractor was damaged. The aircraft sustained damage to,
among other things, the tires of the nose landing gear.

Crashed, Dyn’Aéro MCR01,
Calandkanaal, near Hoek van Holland,
5 June 2022
The aircraft had taken off in Germany and was en
route to France. The aircraft crashed near Hoek van
Holland, the Netherlands. Both occupants were fatally
injured. Some wreckage parts have been found in the
Calandkanaal.
Classification: Accident
Reference:
2022061

The damaged pushback tractor. (Source: Dutch aviation police)

Classification: Incident
Reference:
2022066
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Occurrences into
which an investigation
has been launched

Airprox, Cessna 172S and Cessna 172P,
Rotterdam CTR, 15 june 2022

Porpoise landing, Van's Aircraft, Inc.
RV-9A, Hoogeveen Airport, 17 June 2022

The pilot of the Cessna 172S flew the ROMEO arrival
route, saw an aircraft approaching at the same height and
then descended to avoid a collision. Both aircraft passed
each other with a small vertical distance.

During landing, the aircraft sustained damage to the nose
leg, propeller and right wing. The pilot and passenger
were uninjured.

Classification: Serious incident
Reference:
2022070

The damaged aircraft. (Source: aircraft owner)

Classification: Accident
Reference:
2022073
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Crashed, Blackshape S.p.A. BS 115,
Zwarte Meer, 28 June 2022

Crashed, Rolladen-Schneider LS1-d,
Terlet glider airfield, 29 June 2022

During a training flight, the aircraft crashed in the lake
Zwarte Meer, the Netherlands. The instructor and student
pilot were fatally injured.

Shortly after the start of the winch launch, the glider
crashed. The pilot was fatally injured. The glider was
severely damaged.

Classification: Accident
Reference:
2022077

The crashed LS1-d.

Classification: Accident
Reference:
2022079
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Occurrences abroad
with Dutch
involvement into
which an
investigation has
been launched by
a foreign authority

Failure of motor boom, UAS Avy Aera,
Lamlash, Isle of Arran (United Kingdom),
6 May 2022

Damage during off-field landing, GlaserDirks DG-200/17 C, Mátranovák
(Hungary), 14 May 2022

During flight, the Dutch-manufactured unmanned aircraft
system (UAS) sustained structural damage to the motor
boom.

The pilot of the Dutch-registered glider made an
off-airfield landing, whereby the final part of the approach
took place over a downward slope, followed by a section
of land with a steep upward incline. The empennage
broke during landing. The pilot was unharmed.

The Air Accidents Investigation Branch launched an
investigation following this occurrence. The Dutch Safety
Board offered its assistance.
Classification: Serious incident
Reference:
2022039

The DG-200. (Bron: Transportation Safety Bureau of Hungary)

The Transportation Safety Bureau of Hungary launched an
investigation following this occurrence. The Dutch Safety
Board offered its assistance.
Classification: Accident
Reference:
2022048
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Hard landing, Theo Schroeder Fire
Balloons GmbH Fire Balloons G, Juprelle
(Belgium), 4 June 2022

Accident during takeoff, Fokker F27 Mk
0050, Juba Airport (South Sudan),
24 June 2022

Damage after spin exercise, Neukom
Elfe S-4a, Landau Airport (Germany),
30 June 2022

During a hard landing by a Dutch-registered hot-air
balloon, one passenger suffered a compound ankle
fracture.

During takeoff from Runway 13 at Juba International
Airport, the Fokker 50 cargo aircraft came to a standstill
at the end of the runway, with the landing gear raised. The
three crew members were unharmed.

The Dutch pilot was practicing a spin. At the end of the
spin practice, he felt vibrations in the glider. Because the
pilot observed no further inconsistencies, he continued
his flight. During final approach, around 50 minutes later,
the pilot experienced problems with rudder operation.
The aircraft made a safe landing. After the landing, it
became clear that the glider had suffered damage to the
rear section of the fuselage and the vertical stabilizer, and
the rudder had broken off.

The Belgium Air Accident Investigation Unit launched an
investigation following this occurrence. The Dutch Safety
Board offered its assistance.

Fokker Services and the Dutch Safety Board have
unsuccessfully tried to contact the airline and the
authorities in South Sudan to offer assistance.1

Classification: Accident
Reference:
2022065

Classification: Accident
Reference:
2022076

The German Bundesstelle für Flugunfalluntersuchung
launched an investigation following this occurrence. The
Dutch Safety Board offered its assistance.

Runway excursion, Schempp-Hirth Duo
Discus T, Würzburg-Schenkenturm
Airport (Germany), 22 June 2022
While landing on Runway 11 at Würzburg-Schenkenturm
Airport, it became clear that the brake of the Dutchregistered glider had malfunctioned. After travelling
around two-thirds of the length of the runway, the pilot
initiated a right-hand turn, and tilted the right wing tip
towards the ground, because the ground speed was still
too high. After completing a ground loop, the glider
slipped sideways, down a slope approximately three
meters high. The glider suffered damage to the left wing
tip and the fuselage.
The German Bundesstelle für Flugunfalluntersuchung
launched an investigation following this occurrence. The
Dutch Safety Board offered its assistance.
Classification: Accident
Reference:
2022083

Position of the rudder that is no longer present. (Source: Pilot)

Classification: Accident
Reference:
2022082
1

Situation end of July 2022.
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Published reports

Takeoff with erroneous takeoff data,
Boeing 737-800, PH-BXG, Amsterdam
Airport Schiphol, 10 June 2018
On 10 June 2018 a Boeing 737-800 was scheduled for a
passenger flight from Amsterdam Airport Schiphol in The
Netherlands to Munich Airport in Germany. On board
the aircraft were three flight crew members, four cabin
crew members and 182 passengers. According to the Air
Traffic Control (ATC) clearance, the aircraft was scheduled
to depart from Runway 09. When ATC asked whether a
takeoff from Intersection N4 was possible, the crew
answered negatively. Due to the wind conditions and
the takeoff weight being close to the maximum takeoff
weight, the aircraft had to depart from the beginning of
the runway, using Intersection N5. The corresponding
takeoff data were entered into the Flight Management
Computer (FMC). During taxi-out to the runway, it turned
out that the wind conditions had sufficiently changed and
that a takeoff from Intersection N4 was possible. Using
Intersection N4 enabled the crew to reduce the delay as
the aircraft was already behind schedule.
After ATC instructed the aircraft to taxi to Intersection N4,
new takeoff data had to be calculated with the actual wind
conditions for this intersection. This was done just before
the plane lined up on the runway. The investigation
revealed that only the new wind data was entered into the
FMC, whereas the intersection remained N5 instead of
N4. The newly entered takeoff data were not checked by
the other crew members. Because the new data were not
checked, the computation of the takeoff parameters was
based on an available runway length that was 3,494 metres
instead of the actual 2,460 metres. After the takeoff roll,
the aircraft became airborne 176 metres before the end of
the runway and passed the runway threshold at a height
of 28 feet. Although the crew noticed that the takeoff roll
did not develop as expected, no full thrust was selected
The available runway length was actually 1,034 metres
shorter than the runway length used by the auto thrust
system to calculate the required thrust setting. As a result,
the available thrust was insufficient to take off safely.
In this investigation, it turned out that operational
pressure caused the crew to choose for an unplanned, last
minute change of the runway intersection.
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As other cases of this operator and multiple industry
occurrences show, it was not an isolated event, nor a new
phenomenon.
The serious incident was not reported by the crew to
the operator nor were the flight recorders secured after
landing. Although the lack of reporting was mentioned in
the internal report of the operator, it was not labelled as
a safety hazard. The internal report did not mention at all
that the flight recorders were not secured.
The investigation focused on the use of erroneous takeoff
data and factors that played a role in this. Other subjects,
such as safety culture, crew resource management and air
traffic control were not the focus of this investigation.
Takeoff accidents and serious incidents as a result of
the use of erroneous takeoff data take place with some
regularity. Last minute changes, time pressure, rushing
and failure to cross-check are the factors most frequently
contributing to takeoff performance incidents. Despite
continuous developments, there are currently no
technical solutions that completely prevent erroneous
takeoffs. Therefore prevention must currently be sought
in operational solutions. To allow the crew more time
to independently check and enter the changed data in
case of a last minute change, it is advisable to stop the
aircraft to perform these actions. This stationary moment
should be considered as one of the key practices against
preventing erroneous take data entry. Furthermore, it has
been found that flight crew usually hold on to a derated
takeoff and do not select full thrust if there is a suspicion
that the takeoff roll does not develop as expected.
In addition to previous recommendations, the Dutch
Safety Board makes recommendations to the European
Union Aviation Safety Agency (EASA) and the airline
concerned.
The Dutch Safety Board published the report on 19 May
2022.

Aborted takeoff from taxiway, Boeing
737-800, PH-HSJ, Amsterdam Airport
Schiphol, 6 September 2019

Air traffic control used Taxiway C for the aeroplane to
taxi to the holding point of Runway 18C, because the
inner parallel Taxiway D was used for incoming traffic that
had crossed Runway 18C/36C. The use of outer Taxiway
C in combination with the early issuance of the takeoff
clearance, introduced a risk of taxiing the wrong route.

On 6 September 2019, the Boeing 737-800 was scheduled
for a passenger flight from Amsterdam Airport Schiphol to
Chania, Greece. It taxied in the dark at Amsterdam Airport
Schiphol in northerly direction on Taxiway C to Runway
18C when it received takeoff clearance for Runway 18C.
The flight crew then turned left twice, lined up on Taxiway
D in a southerly direction and commenced the takeoff.
Air traffic control noticed that the aeroplane started to
accelerate on a taxiway and instructed the crew to stop
immediately. At the moment the Boeing 737 initiated the
takeoff, no other aeroplanes or vehicles were present
on Taxiway D. The crew rejected the takeoff and taxied
back to the beginning of Runway 18C, after which the
aeroplane took off uneventfully. The flight crew continued
the flight to Chania and contact with the company about
the occurrence was established after landing.

After the runway controller had issued the takeoff
clearance, he shifted his attention to other traffic and
did not observe the line-up of the aeroplane on Taxiway
D. Based upon the operational situation and his expert
judgement, the runway controller did not perceive his
reduced focus on the Boeing 737 as a risk, especially
because it concerned a home based carrier.
While taxiing on Taxiway C, the crew was not fully aware
of their exact position. The yellow taxi line at C1, which
is uninterrupted towards Taxiway D and interrupted
towards Runway 18C, became clearly visible when the
crew switched on the landing lights. So following the only
taxiway guidance that was clearly visible to them, i.e. the
yellow line from C1, the crew were led onto Taxiway D.

This type of occurrence is hazardous, because the
aeroplane initiates the takeoff from a location that is
not intended to be used for takeoff. There is a danger
of collision with other aeroplanes, vehicles or obstacles.
Also the aeroplane could overrun the end of the taxiway
if it is not long enough to get airborne or if the takeoff is
rejected.

Consequences of continuing the flight after rejected
takeoff
The flight crew’s decision to continue the flight after
the occurrence had several consequences regarding
communication and the investigation process. First,
because the decision was made to depart soon after
the occurrence, no contact was made with the company
for consultation about the occurrence before departure;
such a dialogue may increase understanding of the safety
implications of the event and may provide sound options
for follow-up actions. After a serious incident, the Dutch
Safety Board expects the captain to consult the company
for further actions, even though s/he has the final
responsibility to ensure the safe execution of the flight.

Cause of the serious incident
Cues such as the yellow, thin and continuous centre line
marking and green centre line lights, were not recognised
by the flight crew as cues of being on a taxiway.
Environmental cues, such as signs indicating Runway 18C,
enhanced the perception of the crew that they were lined
up on Runway 18C, instead of on Taxiway D. The taxiway
centre line markings did not provide continuous guidance
to the holding position of Runway 18C, as the design
of these markings was focused on preventing runway
incursions during low visibility operations. The lining on
the taxiway lead the aeroplane to taxi onto the taxiway
instead of the runway.

Furthermore, the decision to continue the flight led to a
situation in which it was not possible to secure the cockpit
voice recorder data.

The taxi route and rejected takeoff of the aeroplane. (Source:
Amsterdam Airport Schiphol, modified by the Dutch Safety Board)
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Published reports

Upon arrival at the destination airport, the recording of
the cockpit voice recorder was overwritten and therefore
the cockpit voice recorder data covering the event was not
available for the investigation. This investigation revealed
that the airline’s procedures were not effective to have
flight crews timely notify the airline about the occurrence
and preserve the recordings of the cockpit voice recorder.
Cockpit voice recorder data is crucial to support
investigations into the decision making processes of flight
crews and to reconstruct the sequence of events. In the
present case, to understand why the flight crew believed
they were entering the runway. Further, to understand
how the decision was made to continue the flight without
reporting the serious incident to the company first.
Not having the cockpit voice recorder data available,
hampered the Dutch Safety Board in its investigation and
restricted learning from this occurrence for all parties
involved.
The Dutch Safety Board previously investigated an
occurrence that took place at Amsterdam Airport
Schiphol on 10 February 2010, when a Boeing 737 took
off from a taxiway. Corresponding causal factors, as in the
present occurrence, played a role in the 2010 occurrence.
The actions taken by Air Traffic Control the Netherlands
and Amsterdam Airport Schiphol in response to the
recommendations of the Dutch Safety Board regarding
this investigation did not prevent reoccurrence.
Measures taken by sector parties at Schiphol
The three sector parties involved in the present occurrence
conducted a joint investigation into this serious incident
within the framework of the Integral Safety Management
System in 2019. The findings of this investigation led to
measures being implemented, such as designating the
standard taxi routing for outbound traffic to Runway 18C
via Taxiway D outside the uniform daylight period and
applying continuous taxi way centre line markings from
Taxiway C to Runway 18C.
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Shared risk management at Schiphol Airport
During abnormal situations, like a rejected takeoff from
a taxiway, all involved parties should be in a position to
directly address each other about deviations that affect
safety. Challenging each other may improve safety in
a broader sense. Therefore, the Dutch Safety Board
appeals to the relevant parties at Schiphol to foster a
work environment where challenging each other about
safety decisions in abnormal situations is accepted. This
fits well within the thought of broader risk identification
and mitigation of Schiphol’s Integral Safety Management
System as the overarching system that complements risk
management of the individual companies.
The Dutch Safety Board has made recommendations
to the airline concerned, the other Dutch airlines, the
International Air Transport Association, the European
Union Aviation Safety Agency and the Integral Safety
Management System Schiphol.
The Dutch Safety Board published the report on 25 May
2022.

Reports with Dutch
involvement
published by foreign
investigation
authorities

Airspeed management event, Fokker F28
Mk 0100, VH-UQN, Rockhampton
Airport (Australia), 10 November 2019

Cabin crew incapacitation, Fokker F28
Mk 0100, VH-FNU, near Mount Magnet
Aerodrome (Australia), 27 December 2021

At about 400 feet above ground level, the Fokker 100,
with 97 passengers and 4 crew members on board,
encountered moderate turbulence affecting the aircraft’s
approach profile. At about 300 feet, the airspeed reduced
below the minimum approach speed and the pilot flying
encountered increased resistance in the thrust levers
while trying to recover airspeed. After a short period,
the pilot forced the thrust levers to the desired setting.
The aircraft’s engines responded, airspeed increased
accordingly, and the aircraft landed safely.

The Fokker F100 was being operated on a scheduled
passenger flight between Newman and Perth, Western
Australia. There were five crew members and seven
passengers on board. During cruise at flight level (FL)
340, a cabin crew member began to feel unwell and was
treated with portable oxygen by the other cabin crew
members. Suspecting air sickness due to light turbulence,
the flight crew climbed to FL350. A few minutes later
the other two cabin crew members also began feeling
unwell and reported to the flight crew that they suspected
possible hypoxia.

The Australian Transport Safety Bureau (ATSB) found that
the operator’s initial type qualification training for the
Fokker 100 aircraft and cyclic training did not adequately
prepare the operator’s pilots to identify and respond to
alpha mode activations during critical phases of flight.
The ATSB published the report on 7 June 2022.

The first officer later reported that they also felt lightheaded and experienced slight nausea. As a precaution,
the flight crew donned oxygen masks, manually deployed
the passenger oxygen masks and conducted an
emergency descent to 10,000 feet. The aircraft landed at
Perth Airport and one cabin crew member was taken to
hospital for assessment. The passengers did not report
any symptoms to the crew.
ATSB comment
The available evidence indicates that the aircraft’s cabin
altitude remained below 10,000 ft. The reasons for
the cabin crew and flight crew symptoms could not be
established.
The decision by the flight crew to don oxygen masks
and descend to a safe altitude was sound. If there is any
doubt as to whether the flight crew’s ability to operate
the aircraft may be affected by a possible oxygen supply
problem, the safest course of action is to go onto oxygen
as soon as possible.
Based on a review of the available evidence, the ATSB
considered it was unlikely that further investigation would
identify any systemic safety issues or important safety
lessons. Consequently, the ATSB has discontinued this
investigation.
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One part of the training was to practice an intermediate
full stop landing (stop and go) with full flaps configuration,
which is rarely used in daily Coastguard operations and
cannot be trained on a flight simulator. The second full
flaps ‘stop and go’ was performed on Runway 03, which
has a length of 3,000 metres.
The Royal Netherlands Meteorological Institute
determined that at the time of the event the wind was
coming from direction 230° with a speed of 5 knots and
gusts of 11 knots. According to a statement recorded on
the Cockpit Voice Recorder (CVR), the yaw damper was
turned off before landing. The aircraft touched the runway
on the operator’s target airspeed (85 knots on Flight Data
Recorder (FDR)) and close to the centerline. FDR data
demonstrates that the pilot flying retarded the throttles
from flight idle into the ground range. This data also
shows that during the next couple of seconds, the right
engine produced approximately 2- 4 % more negative
torque than the left engine (both engines generated drag
due to wind milling ). In this first part of the roll out, the
aircraft subsequently deviated to the right under a shallow
angle with respect to the centerline. CVR information
reveals that the pilot flying had his feet on the brakes.
The FDR does not record brake pressure. As the runway
controller observed smoke, he asked whether a tire had
burst. The crew had no indication what caused the smoke.
About three second after touch down, traces down
the runway and aircraft heading (FDR data) showed
a correction from the right towards the centerline.
During the next 8 seconds torque further increased to
approximately 10-14% (positive torque), where the left
engine continuously produced 3-4 % more torque than
the right engine.
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History of Flight
PH-CGN is a Dornier 228 turboprop twin engine aircraft
which is used for Coastguard operations under the
command of the Dutch Ministry of Defense. The two
crew members took off from their home base Amsterdam
Airport Schiphol and flew to Eindhoven Airport for a
biannual training flight. Under the supervision of an
instructor, being the commander, the other pilot got the
opportunity to maintain his flying skills.

As shown in the figure, in the period 4 till 8 seconds after
touch down, the main landing gear came left of the runway
centerline and another correction towards the centerline –
now from the left - had been initiated. In this part of the
roll out, the aircraft crossed the centerline for the second
time whereupon the right main landing gear lost contact
with the runway. Subsequently, the aircraft veered off to
the right side of the runway (curving movement), where
the aircraft rotated over the right.

Final position
aircraft
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Right hand moment
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Runway excursion, Dornier 228-212,
PH-CGN, Eindhoven Airport, 8 June 2020
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Skid mark nose gear
indicating nose gear was
more out of line of the
aircraft displacement.
Causes right hand moment.
No right hand main
landing gear skid
marks indicating that
it came off the runway
due to centrifugal
force.
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touchdown point.

Aircraft movement and skid marks analysis, based on aerial photos
(Dutch aviation police), traces and FDR data.

The aircraft came to a stop at 620 metres from the
threshold, partly off the runway and with its nose almost
180 degrees rotated opposite to the direction of flight.
The left wingtip, the left main landing gear and both main
wheel tires were heavily damaged. Both crew members
remained unharmed.
The investigation and analysis
Since 2,380 metres runway length remained, the landing
performance (with some tailwind) was not investigated.
Considering the wind, it is unlikely that the crosswind (at
max 4 knots) was a significant factor. The investigation
focused on loss of directional control only.
Technical and operational conditions
No technical evidence was found that any anomaly had
occurred in the brake system, nose wheel steering
system, flight control system or that there had been any
flap asymmetry that could have produced any adverse
effect on the directional controllability. When landing with
full flaps, with as a consequence relatively low load on
the wheels, and not equipped with anti-skid and blocked
wheel protection systems, PH-CGN was sensitive for
blocked wheels and skidding when brakes are applied.
This sensitivity was further increased, as the operator used
a 15 knots higher touch down speed than recommended
by the manufacturer (70 knots at touchdown) for a full
flaps landing.
Fusible plugs of the wheels had not melted and both tires
revealed no evidence of under inflation or overload. Tire
damage demonstrated that - once blocked – both wheels
remained in that condition. FDR and skid marks analysis
indicated the right wheel was blocked upon touchdown or
shortly after. The first skid mark of the left wheel started
40 till 45 metres farther (less than a second later after
touchdown right wheel), but it could not be established
whether it was blocked upon its first touchdown or
blocked when braking. As no anomaly in the brake system
was found, this meant that the pilot most likely applied the
brakes without releasing them. This eliminated the option
for differential braking for additional directional control.
Once sanded through, the tires deflated (no tire blow out)
and further degraded the directional controllability, also
because differences in drag likely occurred.

FDR analysis has indicated asymmetry in engine torque
during the entire flight and 10 - 12% torque differences
were seen during the previous circuits (with landings)
and the last circuit with the event landing. In the aircraft
operation records (tech log) no entries were found
relating to engine asymmetry or throttle stagger. When
tested for investigation, the engines test run confirmed
roughly half a knob throttle lever stagger/split when equal
torque values were set.
No requirements for maximum allowed engine torque
difference or throttle stagger asymmetry exist, but in daily
practice half a throttle knob is a common maximum for
cruise condition. Taking into account some difference in
torque (thrust) recorded on the FDR, during the first 4
seconds after touch down, this caused a resulting moment
to the right under the effect of wind milling but decreased
to almost zero. However, FDR data shows that after these
4 seconds – when positive torque (re)appeared – the
resulting moment to the right returned for the remaining
part of the landing roll out.
Oscillating landing roll out
During the first 4 seconds of the landing roll out, the
skid marks showed that the pilot steered to the left to
counteract the first deviation from the centerline. As
shown by data, a change of engine torque asymmetry
(to the left) contributed to this movement, as it acted
around the top-axis in the same direction. Skid marks
further showed that the aircraft overshot the centerline
with a greater deviation than the first one. Consequently,
the pilot started a second correction – now to the right –
towards the centerline. As from this moment, the engine
torque asymmetry changed back (now to the right) and
remained, where it coincided again with the direction of
the pilot’s steering correction. Though the effect of engine
torque asymmetry is not considered as a major factor,
the change of the torque asymmetry effect nevertheless
contributed to an oscillating movement around the
runway centerline. Other effects, resulting from deflated
main wheel tires, contributed too. However, they could
not be identified in the FDR data and skid marks.

The movement to the right towards the centerline
occurred such a way that the right hand main landing
gear came off the runway due to the centrifugal force of
the centre of gravity (CG), showing an instable condition.
Additionally, once the nose wheel got more out of line of
the aircraft (CG) displacement, the drag caused by nose
wheel skidding further contributed to the rotation to the
right whilst the opposite effect to the left by the left main
wheel further decreased. As directional control was being
lost, a sideward runway excursion was inevitable. During
the previous landings, the effects of torque asymmetry
were easily counteracted with steering inputs that were
not disturbed by blocked wheels. This allowed better
rudder effectiveness and more stable main gear effect.
Identified factors
The condition of blocked wheels was the main factor that
limited to easily maintain, or regain, directional control.
As no technical evidence was found of any anomaly in the
brake system, the wheels blocked as a result of braking
action by the pilot.
Contributing factors were:
•
Higher sensitivity for blocked wheels and skidding as:
•
the aircraft was not equipped with anti-skid and
blocked wheels protection, combined with
•
the operator’s practice to use a higher airspeed
at touchdown with full flaps
•
A change in engine torque asymmetry that – in
combination with pilot steering corrections - likely
amplified an oscillation. This could happen due
throttle stagger.
Classification: Accident
Reference:
2020034
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Airprox during night VFR training in the
circuit, Socata TB 10, PH-MLQ and
Socata TB 10, PH-MLU, Groningen
Airport Eelde, 24 March 2021
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On right-hand downwind, PH-MLQ was instructed by the
controller to make an orbit (360 degree turn) or to extend
downwind to ensure spacing later on with traffic coming
from the left-hand circuit. The pilot of PH-MLQ chose
to fly an orbit. When PH-MLQ re-joined the downwind
leg again, the controller informed the pilot that he was
number 3 with aircraft number 2 on base leg (PH-MLU).
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Four Socata TB-10 aircraft from the same flying school
T
performed night VFR training in the visual traffic
circuit
of Groningen Airport Eelde. Runway 23 was in use. The
E
T
VFR traffic circuits at the airport are depicted in the figure
G
below.
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The pilot saw an aircraft that appeared to be coming from
the standard left-hand base leg. As he did not see other
aircraft, the pilot started to turn in behind this aircraft
which he thought was the number 2. As he turned to
base leg, the controller called “PLQ, immediate left turn,
immediate left turn” and “PLU go-around”. The pilot of
PH-MLQ turned left and noticed PH-MLU, which was the
actual number 2, passing him closely.
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VFR traffic circuits for Runway 05/23. (Source: AIP The Netherlands)
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Three aircraft were flying the standard left-hand circuit.
After a fourth aircraft joined the circuit, the solo pilot of
PH-MLQ, which was one of the three aircraft, requested
a right-hand circuit to the tower controller, which was
approved. After a touch and go, the pilot of PH-MLQ
decided, after communication with the tower controller,
to fly a right-hand circuit again.

The Eelde control zone is controlled airspace with airspace
classification C. Both IFR and VFR flights are provided with
air traffic control service and continuous radio contact is
mandatory. VFR flights are separated from IFR flights and
receive traffic information in respect of other VFR flights
and traffic avoidance advice on request.2

2
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LVNL, Aeronautical Information Publication the
Netherlands, 2021

Pilots of VFR flights are responsible for maintaining
separation with other VFR flights (see-and-avoid). All
aircraft performing VFR flights in the Eelde control zone
must show their landing lights.
The weather limitations for night VFR were met.3 At the
time of the occurrence, visibility was more than 10 km and
there were no significant clouds below 5,000 feet. The
wind came from the direction 230 degrees with a speed
of 4 knots.

Airprox. (Source: Radar data LVNL)

It is not uncommon at Groningen Airport Eelde that both
the left- and right-hand circuit are used simultaneously
in case of intensive traffic, also during night VFR. The
maximum allowable number of aircraft in the circuit is at
the discretion of the tower controller, depending amongst
others on weather conditions and the amount of IFR/VFR
traffic and taxi/ground movements. The tower controller
issues sequence numbers to establish the landing order.
For separation or traffic pattern spacing in the circuit,
the controller may provide instructions to the pilot, for
example to extend the downwind leg.

3

See the Standardised European Rules of the Air
SERA.5005(c): flight visibility 5 km; distance from cloud
1,500 metres horizontally and 300 metres (1,000 feet)
vertically; ceiling not less than 450 metres (1,500 feet);
pilot shall maintain continuous sight of the surface.

The pilot of PH-MLQ stated that he lost sight of the other
traffic during the 360 degree turn. Both PH-MLS and
PH-MLU had flown an extended left-hand downwind with
base leg northeast of Glimmen. After PH-MLQ returned
on downwind and received the sequence number from
the controller, the pilot incorrectly identified PH-MLS as
the number 2 aircraft that he should follow. When the pilot
of PH-MLQ identified PH-MLS, it was flying on final abeam
the base leg of the standard left-hand circuit, for which
the base leg is situated southwest of Glimmen (see Figure
1). As a result of the misidentification, the pilot of MLQ
turned to base leg too soon and positioned himself in
front of PH-MLU. Apart from PH-MLS, the pilot of PH-MLQ
did not see any other aircraft. The pilot stated that he
had not expected other aircraft on base northeast of
Glimmen and that probably the landing lights of PH-MLU
had blended into the environment. The tower controller
detected the conflict and timely action was taken by
ATC and the pilots. However, the night conditions also
contributed to a limited visual depth perception from the
tower.
Following a series of airproxes in the circuit of Groningen
airport Eelde during March and April 2021, the flying
school conducted an investigation in consultation with
LVNL.4 In total, six airproxes were investigated, including
the airprox during night VFR on 24 March 2021. The other
occurrences, which were classified as incidents, happened
during daylight. The report concludes the following:
•
A relative quiet traffic situation for a few months
(where skills may decline) followed by a busy traffic
situation in March and April 2021 may have resulted
in a high workload for both pilots and ATC staff;
•
Overall in the occurrences, visibility did not affect
whether or not other aircraft were seen. However,
during the night VFR occurrence, the 360 degree
turn in combination with the darkness may have
contributed to the loss of situational awareness and
positions of other aircraft;

4

The occurrences happened following a period (from
Mid-December 2020 to February 2021) no training
flights were allowed due to COVID-19 measures.

•

•

A variety in circuit patterns can be flown and pilots
are not always aware of the position of aircraft in
front. The lack of visual reference points during night,
may lead to reduced predictability of positions of
other aircraft;
Both the ATC’s and flying school’s theoretical
documentation, scenario’s and examples regarding
traffic numbering in the circuit of Groningen airport
Eelde are limited.

The flying school and LVNL have implemented actions
on increasing awareness regarding circuit flying, both
amongst the (student)pilots and air traffic controllers,
by sharing the results of the investigation. LVNL intends
to implement a simulator training in 2022 addressing
specifically a night VFR scenario.
This occurrence shows that the variety in traffic circuits
introduces additional complexity at Groningen airport
Eelde, especially for night VFR operations. Even though
air traffic control is not responsible for the separation
between VFR flights, it has the responsibility to contribute
to a safe conduct of flight by providing advice and
information.5 The procedures in place should reduce
possibilities for errors where possible. During night VFR
operations, there are both from a pilot and controller
perspective increased risks compared to day VFR, for
example due to reduced visual cues and an increased
likelihood of perceptual illusions.6
The implemented measures by LVNL and the flying school
focus on improvement of awareness and thereby address
aspects on the individual level of pilots and controllers.
However, to make the procedures for night VFR flying
more robust and less dependent on visual cues and
awareness of other aircraft’s positions, additional steps
are needed.

5

6

Standardised European Rules of the Air (SERA):
SERA.7001 General – Objectives of the air traffic
services.
Safety leaflet AOPA, in Dutch: VFR vliegen buiten UDP
(VFR Flying outside UDP), October 2019.
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The Dutch Safety Board therefore encourages LVNL
to determine supplementary conditions for night VFR
operations for Groningen airport Eelde, and where
relevant, also for other airports. These conditions may
include establishing criteria for the amount of VFR training
flights allowed in the circuit and enhancing the traffic
information provided by the tower controller by including
- in addition to the sequence number - more details on
the location of aircraft (e.g. the position in relation to
geographical references such as the villages). Also, it
should be considered to limit the simultaneous use of the
left- and right-hand circuit only to those situations where
the tower controller considers it necessary for the safe
management of traffic, for example because of separation
issues or large speed differences between aircraft.
Classification: Serious incident
Reference:
2021023

Collision with tree during final,
Alexander Schleicher ASK 21, PH-1378,
Venlo glider airfield, 1 April 2021
On 1 April 2021, the pilot was conducting a check flight
with an instructor in the ASK 21. It was his first flying day of
the glider season; he had not flown for five months. Takeoff
on that day was in a northwesterly direction. The check
flight went smoothly. Subsequently, as sole occupant, the
pilot completed two flights in the ASK 21. These flights
were conducted without reported incidents. The pilot
then made a third flight in the ASK 21 as sole occupant. At
that time, the wind was blowing (approximately) from the
direction 010 degrees at a speed of 11 knots with gusts
up to 18 knots. There was a 90 degree crosswind from the
right.

The damaged glider. (Source: Gliding club)

This final flight was of a shorter duration because the pilot
was unable to locate a thermal. The flight data shows that
during this flight, on the downwind leg adjacent to the
landing field, the glider flew slightly higher than during
the previous three flights on that day.

18 - Dutch Safety Board

On the base leg, the pilot opened the airbrakes and
closed them again, before completing the turn to the final
approach leg. After completing this turn, the glider was
at ‘normal’ altitude and position. During final, the pilot
once again opened the airbrakes. At a certain point, the
pilot was startled by the trees over which he had to fly
during final, because he was flying very low. The ASK 21
maintained a high pitch attitude with partially opened
airbrakes, and the nose of the glider hit a tree. The pilot
then pointed the nose of the ASK 21 downwards and the
glider hit the ground hard, nose first. The ASK 21 bounced
and made a second hard landing, before coming to a
standstill. The pilot was unharmed. The ASK 21 suffered
damage to the nose, fuselage and canopy.
The pilot’s gliding experience was 167 take-offs (47 flying
hours) of which 28 solo take-offs (9 flying hours). As a
solo pilot he was not yet in possession of a glider pilot
licence and was flying under the responsibility of the duty
instructor.

Emergency landing after flight control
problems, Piper J3C-65, NC50601, Epse,
15 April 2021
During a local flight from Teuge Airport at approximately
3,000 feet, the aileron flight control cable came loose,
resulting in loss of aileron control. The pilot noticed that
the left aileron was in a downward position, causing a
continuous roll tendency to the right. The pilot maintained
directional control by rudder input. During reducing
speed on final for an emergency landing in a meadow,
the pilot could no longer maintain directional control. The
aircraft changed course to the right, its right wing hit a
tree and subsequently crashed in an arable field, near the
village Epse. The pilot suffered no injuries but his clothing
was soaked with fuel. The aircraft was heavily damaged,
the right wing was destroyed and broke off during the
collision with the tree.

Because of the broken cable, the downward position of
the left aileron could not be counteracted by a left aileron
input. The cause of the downward position of the aileron
could not be determined. Most probably it was caused by
the broken aileron cable that got stuck.
The aircraft has two aileron cables, one for the right and
one for the left aileron. The cables run via guides and
cable pulleys along the wings struts into the fuselage and
are connected to the torque tube, which holds the control
sticks. The ailerons are interconnected by a cable through
the wings, making the aileron control system a closed
loop.
Investigation of the left aileron cable revealed that the
thimble-eye (cable eye) at the torque tube position came
loose, as a result of slipping of the cable through the
sleeve. The sleeves used for the aileron cables where not
of the prescribed type. The other flight control cables in
the aircraft were fitted with the correct sleeves.

The affected gliding club investigated the immediate and
underlying causes of this accident. The findings of this
investigation were made available to the Dutch Safety
Board.
Location cable failure

Classification: Accident
Reference:
2021017

Location of cable failure (blue arrow) in aileron flight control system.
(Source: Piper Aircraft Corporation)

The Piper with its right wing broken off after collision with a tree.

The aircraft wreckage and in particular the flight control
system have been inspected and the aircraft maintenance
history has been reviewed.
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Top: correct thimble eye. Bottom: incorrect thimble eye
on the other end of the broken cable.

Cable eye

Typical thimble-eye splice with pressing
sequence. (Source: FAA AC43.13-1B)

Cable eye without cable.

Federal Aviation Administration (FAA) document
AC43.13-1B7 describes in detail the control cables and its
connections, including the tooling to be used. The aileron
cable had the correct diameter (1/8 inch) The aileron cable
sleeves used did not have the correct dimensions, were
not installed correctly and the prescribed tooling was
not used. The correct sleeve (type: 28-3-M) is longer and
has a bigger outer diameter. It must have three presses
applied with the prescribed tooling.

7
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https://www.faa.gov/documentLibrary/media/
Advisory_Circular/AC_43.13-1B_w-chg1.pdf

Test aileron cable connection
The cable eye at the other end of the left aileron cable
was still connected to the left aileron after the accident.
The cable eye and cable were put under tension in a
test bench. At a force of 7,100 Newton the cable broke.
The cable did not slide through the sleeve, as occurred
on the other side of the cable during the accident flight.
According to AC43.13-1B 8 the tested strength should be
2,300 Pounds, which is approximately 10,230 Newton.

8

Table 7-6.

Based on the test it is concluded that the cable strength
did not meet the prescribed value and that it is possible
to obtain sufficient restraint with the incorrect sleeve to
keep the cable eye in place at a value of 7,100 Newton,
which is about 70 % of 2,300 Pounds. As the sleeve of
the aileron cable came loose during flight, it is concluded
that the (incorrect) sleeve was incorrectly fitted with, as a
result, not enough restraint tension. As a result the cable
could slide through the sleeve, resulting in loss of aileron
control.

Airprox, ASK 21 B, PH-688 and
ASH25Mi, D-KIGH, Venlo glider airfield,
23 May 2021

Takeoff from taxiway, Reims Aviation
S.A. F172P, PH-VSS, Midden Zeeland
Airport, 13 June 2021

PH-688, an ASK 21 B, with an instructor and trainee pilot
on board, was ready for a winch launch from the Venlo
glider airfield. The airfield is in class G airspace, and as a
result is not subject to compulsory radio use or permission
for flying in this airspace.

Maintenance history
The pilot bought the aircraft from a company outside of
the Netherlands in June 2020. Till the day of the accident
the aircraft had flown 60 hours and 35 minutes after the
last 100 hours inspection9, during which the incorrect
sleeves were not detected. Till the accident, 6 hours and
10 minutes were flown since the last 50 hourrs inspection
on 19 March 2021.

The trainee pilot had completed around 40 takeoffs. He
was positioned in the front of the cockpit, and was due to
perform the takeoff. The instructor was in the back seat,
and having completed the cockpit checks, he determined
that they were ready for departure. Because another
glider (ASH25Mi) was flying above the southern half of
the airfield, the instructor delayed the takeoff moment.
Via the radio frequency of Venlo glider airfield he called
the ASH25Mi with the request to clear the airspace above
the winch path. The instructor received no reply, but
observed the glider flying away in a southerly direction.
This cleared the airspace above the winch path.

PH-VSS, a Reims F172P, had taxied to Runway 27 at
Midden Zeeland Airport at around 12.50 hours, for a
local flight under visual flight rules (VFR). On board were
a pilot and two passengers. Shortly afterwards, PH-JAS,
a Cessna 208, also taxied to Runway 27 for a parachute
dropping flight. On board this aircraft were the pilot and
ten parachutists.

Classification: Accident
Reference:
2021026

During the winch launch, the instructor observed the
ASH25Mi turning in a northerly direction, and adopting
an increasingly convergent course with his glider. The ASK
21 was still ascending on the winch. Initially, the instructor
judged that his glider would pass laterally below the
ASH25Mi, but subsequently determined that this would
not be possible because the ASH25Mi was steadily
approaching. The instructor disconnected the winch
cable after which the trainee pilot performed the standard
(BOKS) procedure following uncoupling. The FLARM
system subsequently issued a warning. According to the
instructor’s rough estimate, his glider passed beneath
the ASH25Mi with a vertical separation of approximately
50 to 30 metres. The other glider was participating in a
competition, and had taken off from Emmerich glider
airfield in Germany.

9

After the 100 hrs inspection, which includes a check of
the aileron cable system, the N50601 was released to
service on 9 July 2020 in the Netherlands. Checking the
aileron cable system is not required for the 50 hours
inspection.

Midden Zeeland Airport is uncontrolled. The airfield grass
runway is marked with white cones. On 13 June 2021,
Midden Zeeland Airport organised an event which meant
that there were numerous flight movements both on the
ground and in the air, during the course of the day. Surface
wind was blowing from a direction of 320 degrees, at 20
knots, and visibility was more than 30 kilometres. There
was no cloud.
After the pilot of the Reims F172P had finished taxiing, he
carried out the run-up. He then continued on his way to
the beginning of Runway 27. The pilot stated that he made
a radio call, announcing his intention to start takeoff. Via
the radio frequency, he heard a ‘roger’ which he assumed
to indicate some kind of clearance.
It is generally known that on uncontrolled airfields,
airport operations does not issue any clearances.
Airport operations only issues airport information
such as: information about the current use and
restrictions at the airfield, the wind direction and
strength, air traffic activities in the vicinity of the
airfield and information about taxiing procedures.
The captain is responsible for ensuring that every
flight is conducted safely, from and to uncontrolled
airfields.

Although not in contravention of the rules for class G
airspace, the incident could have occurred because the
ASH25Mi was without coordination at a low height above
and near Venlo glider airfield.
Classification: Serious incident
Reference:
2021045

Quarterly Aviation Report 2nd quarter 2022 - 21

Investigated
occurrences

Midden Zeeland Airport with the Cessna 208 and the Reims F172P on the taxiway (the positions of the aircraft are indicative).

The pilot then completed a right-hand turn through 180
degrees on the taxiway, and immediately started his
takeoff run. Just previously, the Cessna 208 had turned
onto the taxiway, and was travelling towards the beginning
of Runway 27. The pilot of the Cessna 208 saw the Reims
F172P make its turn. He saw that the landing lights were
switched on and he saw the aircraft approaching him
directly. According to his statement, the Reims F172P
flew over his aircraft, with a separation of around 5 to 10
metres.
The pilot of the Reims F172P declared that he was not
aware of the fact that he had taken off from the taxiway,
and that in the process he had overflown the Cessna
208. In his mind, the Cessna 208 was taxiing close to the
runway; this meant that during his takeoff roll he steered
slightly to the left. The pilot of the Reims F172P also
indicated that the radio frequency of Midden Zeeland
Radio was heavily occupied with transmissions from
airport operations to allocate parking positions for taxiing
traffic.

22 - Dutch Safety Board

PH-VSS during the takeoff from the taxiway at Midden Zeeland
airfield. (Source: R. Vermeulen)

The takeoff from the taxiway resulted in a near collision,
whereby the safety of fourteen people was put at serious
risk. It was not possible to determine with certainty
why the pilot of the Reims took off from the taxiway. A
combination of the assumption that the word ‘roger’
indicated a takeoff clearance and the distraction due to
the heavy radio traffic may have played a role. Assuming
that clearance has been issued on the basis of the word
‘roger’ and subsequently initiating takeoff engenders
serious risks, especially if not taking off from the runway
that is in use. This serious incident demonstrates
that irrespective of potential unusual and distracting
environmental factors, a pilot must always be certain of
his position on the airfield, and must ensure that he is
taking off from the runway in use.
Classification: Serious incident
Reference:
2021065

Collision with obstacle during off-airfield
landing, Rolladen-Schneider LS8-a, PH1332, near Nijmegen, 20 July 2021
The pilot had taken off from Venlo glider airfield, and was
undertaking a cross-country flight. At a certain point, the
glider had lost so much altitude that the pilot was forced
to make an off-airfield landing. He selected a long grass
field (viewed from the intended landing direction) with
clear glider approach. After the pilot had flown a circuit
and aligned the glider for final, just prior to making his
landing he saw a post in the field. He then initiated a turn
to the right to avoid the post. The right wing made contact
with the ground causing the glider to make a ground loop.
During this manoeuvre, the tail of the aircraft still collided
with the post. The pilot was unharmed. The fuselage of
the aircraft broke in several places.

Although at first glance the field had appeared suitable
for an off-airfield landing, it subsequently emerged that
it contained an obstacle, a scratching post for cows. The
pilot had failed to see this post when making his choice
of landing field. This occurrence shows that obstacles in a
field are often difficult to observe from the air.
In the theory of advance flying training for glider pilots, it
is reported under the heading ‘field choice and off-airfield
landings’ that it is important when selecting a field for an
off-field landing that a field be chosen that is sufficiently
long in the wind direction, and with a clear glide approach.
If several long fields are within gliding range, pasture
fields (free from cattle) are not the first choice, partly due
to the possible presence of obstacles. Better alternatives
proposed are a mowed cornfield (with no straw bales),
mowed grassland, unplanted arable land or arable land
with short crops.
Classification: Accident
Reference:
2021079

The pasture field with the scratching post. (Source: pilot)
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Emergency landing after engine failure,
Stampe SV-4, G-AIYG, Westerschelde,
8 October 2021
The pilot conducted a flight from Antwerp (Belgium) to
Midden Zeeland airport (the Netherlands). The aircraft
was refuelled before the flight with 44 liters of Avgas.
Above the Westerschelde, after 25 minutes in flight at an
altitude of approximately 1,000 feet, the engine failed.
The pilot made a forced landing on the water, where the
aircraft overturned. The pilot was unharmed and was
rescued shortly after the emergency landing by a ship
of the Ministry of Infrastructure and Water Management.
The aircraft was salvaged by the Aviation Police, with
assistance from the Ministry of Infrastructure and Water
Management.
The aircraft is equipped with a Bristol-Siddeley Gipsy
Major 10 MK I engine. A ground engineer from the
Aviation Police carried out a technical investigation of
the engine. During the investigation, investigators of the
Dutch Safety Board were present. No defects were found
on the fuel system and fuel was present in the carburettor.
The engine could be rotated and the cylinders had
compression. The magneto ignition system was largely in
good condition, however the left magneto did not rotate
when the engine was turned.
The Dutch Safety Board has conducted a further
investigation assisted by a ground engineer who has
detailed knowledge of the engine type and magneto
concerned. The flexible coupling of the left magnet was
damaged and the material appeared softer than a new
coupling. It was found that the left magneto was hard to
turn. The left magneto was then disassembled and it was
found that the insulation of the rotor had touched the pole
shoes housing. The rotor insulation has most probably
been swollen due to aging and centrifugal forces, causing
an increase of the rotor diameter. The swollen insulation
resulted in rotational resistance which damaged the
flexible coupling of the magneto.The rotational resistance
in combination with the damaged teeth of the flexible
coupling, created the possibility that the left magneto in
relation to the drive could change position.
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During flight, the damaged flexible coupling most likely
resulted in a change of the ignition timing of the left
magneto. Due to the difference in ignition timing of the
two magnetos, the engine will malfunction. The severity
of the malfunction depends on the magnitude of the
difference in ignition timing between the two magnetos.
By switching off the magneto whose ignition time is
no longer correct, the engine will in principle function
normally again, albeit with slightly less power. To make
the diagnosis, the magnets must be turned off alternately.
There is a chance that the properly functioning magnet
will be switched off first. It must then be switched on again
and the faulty magnet switched off. The pilot indicated
that he was concentrating on the water landing and did
not have enough time available for the diagnosis process.
During a maintenance inspection in June 2021, the
ignition timing was checked. The magneto itself was
inspected in May 2018.After this inspection, the aircraft
had accumulated approximately 80 hours. The inspection
scheme of the magneto is every 500 hours or 10 years.

The Stampe after the salvage. (Source: Dutch Aviation Police)

Classification: Accident
Reference:
2021111

Caburettor fire during engine start,
Reims Aviation S.A. F172M, PH-EFA,
Lelystad Airport, 26 November 2021
The Reims Aviation F172M with registration PH-EFA had
been parked outside all night in front of the hangar at
Lelystad Airport. Around 10.00 hours, the pilot wanted
to start the aircraft for a flight to Breda International
Airport. Starting the engine was difficult. During the
fourth attempt, the pilot saw smoke coming from
beneath the engine cowl and immediately stopped the
start attempt. The pilot then stepped out of the aircraft.
Meanwhile, flames were visible at the engine air inlet.
The pilot called for help and an employee came from the
hangar with a portable fire extinguisher. The safeguard
of the extinguisher was however difficult to remove,
which led to delayed extinguishing. After emptying the
fire extinguisher, the flames were not yet extinguished.
The fire brigade of Lelystad Airport extinguished the fire
shortly after. The outside temperature at Lelystad Airport
at 10.:00 hours was 4.5° C.

The possibility of an engine backfire increases at low
temperature, because the starting capacity of a cold
battery is lower, which reduces the rotational speed of
the starter motor (and therefore of the engine). After a few
start attempts, the starting speed further decreases.
No further investigation was conducted by the Dutch
Safety Board. Procedures for priming of the engine
are included in the pilot operating handbook. It also
describes how to act in the event of an overprimed engine
or a fire during engine start. When using the primer, a
pilot should be alert to the possibility of a carburettor fire.
If a fire is detected, it is recommended continuing to start
until the engine is running so that the flame is drawn back
into the engine and the excess fuel consumed. The Dutch
Safety Board also points out the importance of having
fire extinguishers within reach and knowing the correct
handling.
Classification: Accident
Reference:
2021135

The aircraft is equipped with a Lycoming engine with
carburettor and manual primer. This primer injects
vapourized fuel near the inlet of each cylinder at the inlet
manifold, to aid in starting of the (cold) engine. The pilot
stated to have used the primer in total approximately
ten times during the first three starting attempts. He
indicated that he also used the throttle during the third
starting attempt, because the engine almost seemed to
start. At the fourth, and last, starting attempt, the pilot
indicated he primed another two or three times, without
the use of the throttle.
After the occurrence, the maintenance organisation did
not notice any abnormalities or leakages in the engine,
the fuel system and ignition apart from the fire damage
incurred. The fire damage indicates that the engine has
caught fire under the engine cowl. The most probable
cause of the engine fire is overpriming of the engine,
whereby excess fuel accumulates in the inlet manifold
and around the air intake. If the engine backfires (brief
reversal of the engine), the ignited fuel in the cylinder
can - through the intake valve - reach the inlet manifold,
igniting the fuel present there.
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Hard landing, Comco Ikarus GmbH C 42
B, PH-4G9, Stadskanaal airfield,
2 March 2022
Following a local flight of approximately one hour, the
pilot of the Comco Ikarus C 42 B, a microlight aeroplane,
with his passenger, returned to Stadskanaal airfield.
The pilot reported at point ECHO on the frequency of
Stadskanaal Radio, announcing his intention to complete
a touch-and-go. The airport operations manager replied
that Runway 06 was in use, and wind was blowing from
the direction 070-080 degrees, at a speed of 5 to 6 knots.
Once in the circuit, the pilot selected flaps in setting 1.
During final approach, at an altitude of approx. 300
feet, he selected more power, because his airspeed was
slightly too low. Once the aircraft was positioned above
the airfield, the pilot reduced power and looked outside.
According to his statement, everything appeared normal.

Video recordings show that during short final to the
runway threshold, the aircraft was flying pitch attitude
high. As the aircraft passed the runway threshold, speed
of descent increased, at which point the aircraft made a
hard landing, in a horizontal position. The aircraft then
tilted forward and slid on its nose, making a movement
to the right. The tip of the left wing came into contact
with the ground. The aircraft came to a standstill on its
nose. During the landing, the nosewheel broke off, the
underside of the fuselage was torn open, and the propeller
was damaged. Both occupants remained unharmed.
The safety committee of Stadskanaal airfield investigated
the occurrence, and shared their findings with the Dutch
Safety Board. The conclusion of the safety commission
investigation is that during final, the aircraft stalled due
to too low speed in combination with a too high pitch
attitude during flaring.
Classification: Accident
Reference:
2022010

Archive photo PH-4G9. (Source: Vliegclub Westerwolde)

26 - Dutch Safety Board

Runway excursion, Piper PA-28-161
Warrior II, N611JP, Hilversum airfield,
23 March 2022
N611JP, a Piper Warrior, returned to Hilversum airfield at
around 12.50 hours, from a local flight under visual flight
rules (VFR). The pilot was its only occupant. Surface wind
at the airfield was blowing from a direction of 020 degrees
at 9 knots, and visibility was more than 10 kilometres.
There was no cloud. Grass Runway 13 was in use.
When the pilot started to brake during the ground roll, with
the aim of reducing speed, the aircraft gradually pulled
to the right. The pilot was unable to halt this movement.
As the aircraft continued to lose speed, it turned even
further to the right, until it found itself approaching a
ditch approximately 90 degrees perpendicular to the
landing direction. However, the pilot was unable to halt
the aircraft, as a result of which it rolled into the ditch, at
low speed. The pilot was unharmed. The aircraft suffered
no damage.
The pilot declared that during the ground roll, the lefthand brake had malfunctioned and that the left-hand
rudder correction was insufficiently effective to halt the
movement to the right. The initial technical examination
of the braking system revealed that the left-hand brake
cylinder was faulty. A further investigation will be
conducted into the underlying cause.

The crashed Piper. (Source: Dutch Aviation Police)

Classification: Incident
Reference:
2022019
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The Dutch
Safety Board
in three
questions

What does the Dutch
Safety Board do?

Who works at the Dutch
Safety Board?

Living safely, working safely, safety. It
seems obvious, but safety cannot be
guaranteed. Despite allknowledge
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.

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.

DUTCH
SAFETY BOARD

The Safety Board’s bureau has
around 70 staff, two-thirds of whom
are investigators.
Visit the website for more information
www.safetyboard.nl.

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.
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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.
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