ASRS Database Report Set

Emergency Medical Service Incidents

Report Set DesCription..........cccceovvereninienieeenns A sampling of reports concerning Emergency Medical
Service (EMS) incidents.

Update NUMDEN ........ccovevieeieeece e 9.0

Date of Update.......cccccvevvvveiiiniiiieniee e November 27, 2012

Number of Records in Report Set...........cccceeneee. 50

Number of New Records in Report Set................ 21

Type of Records in Report Set........cccccevevevvenenne. For each update, new records received at ASRS will

displace a like number of the oldest records in the
Report Set, with the objective of providing the fifty
most recent relevant ASRS Database records. Records
within this Report Set have been screened to assure
their relevance to the topic.



National Aeronautics and
Space Administration

Ames Research Center
Moffett Field, CA 94035-1000

TH: 262-7

MEMORANDUM FOR: Recipients of Aviation Safety Reporting System Data
SUBJECT: Data Derived from ASRS Reports

The attached material is furnished pursuant to a request for data from the NASA Aviation Safety
Reporting System (ASRS). Recipients of this material are reminded when evaluating these data
of the following points.

ASRS reports are submitted voluntarily. The existence in the ASRS database of reports
concerning a specific topic cannot, therefore, be used to infer the prevalence of that problem
within the National Airspace System.

Information contained in reports submitted to ASRS may be amplified by further contact with
the individual who submitted them, but the information provided by the reporter is not
investigated further. Such information represents the perspective of the specific individual who is
describing their experience and perception of a safety related event.

After preliminary processing, all ASRS reports are de-identified and the identity of the individual
who submitted the report is permanently eliminated. All ASRS report processing systems are
designed to protect identifying information submitted by reporters; including names, company
affiliations, and specific times of incident occurrence. After a report has been de-identified, any
verification of information submitted to ASRS would be limited.

The National Aeronautics and Space Administration and its ASRS current contractor, Booz
Allen Hamilton, specifically disclaim any responsibility for any interpretation which may be
made by others of any material or data furnished by NASA in response to queries of the ASRS
database and related materials.

Feneln ) Countd

Linda J. Connell, Director
NASA Aviation Safety Reporting System



CAVEAT REGARDING USE OF ASRS DATA

Certain caveats apply to the use of ASRS data. All ASRS reports are voluntarily submitted, and
thus cannot be considered a measured random sample of the full population of like events. For
example, we receive several thousand altitude deviation reports each year. This number may
comprise over half of all the altitude deviations that occur, or it may be just a small fraction of
total occurrences.

Moreover, not all pilots, controllers, mechanics, flight attendants, dispatchers or other
participants in the aviation system are equally aware of the ASRS or may be equally willing to
report. Thus, the data can reflect reporting biases. These biases, which are not fully known or
measurable, may influence ASRS information. A safety problem such as near midair collisions
(NMACs) may appear to be more highly concentrated in area “A” than area “B” simply because
the airmen who operate in area “A” are more aware of the ASRS program and more inclined to
report should an NMAC occur. Any type of subjective, voluntary reporting will have these
limitations related to quantitative statistical analysis.

One thing that can be known from ASRS data is that the number of reports received
concerning specific event types represents the lower measure of the true number of such
events that are occurring. For example, if ASRS receives 881 reports of track deviations in
2010 (this number is purely hypothetical), then it can be known with some certainty that at
least 881 such events have occurred in 2010. With these statistical limitations in mind, we
believe that the real power of ASRS data is the qualitative information contained in report
narratives. The pilots, controllers, and others who report tell us about aviation safety
incidents and situations in detail — explaining what happened, and more importantly, why it
happened. Using report narratives effectively requires an extra measure of study, but the
knowledge derived is well worth the added effort.



Report Synopses



ACN: 1029713 @ of50)

Synopsis
EC-135 pilot on night flight took evasive action to avoid another helicopter that was
reported by ATC and detected by helicopter's TCAD.

ACN: 1028230 (2 of 50)

Synopsis
After transiting through a Towered Airport's airspace at night, a BH206 pilot
subsequently found that the radio in use was inoperative. Pilot noted that the red
light gun signal used by the Tower would appear as green when using Night Vision
Goggles (NVG).

ACN: 1026714 (zof50)

Synopsis
Tower Controller described a near ground conflict event when, relying on input from
the Ground Controller, the reporter issued a "line and wait" clearance.

ACN: 1024957 (4 ofs0)

Synopsis
TRACON Controller trying to accommodate an emergency and Lifeguard aircraft,
allowed an inbound to momentarily descend below the MVA during sequencing into
the same airport.

ACN: 1024533 (5 of50)

Synopsis
An air ambulance helicopter Mechanic describes a deteriorating work environment
where Maintenance Management increasingly scrutinizes defects found by
mechanics. Comments have also been made that mechanics should not be looking
for problems even during regular checks. Intimidation towards mechanics and
apathy within the mechanics ranks continues to grow.

ACN: 1024216 (s of 50)

Synopsis
EC135 pilot climbed 1,000 feet above assigned altitude before being alerted by
ATC.

ACN: 1023249 (7 of 50)

Synopsis
EMS helicopter pilot described landing and departure at an in-town clinic with no
staff available for security, traffic or crowd control. Although no anomalies



occurred, reporter recommended no operations at the facility without security and
crowd control present.

ACN: 1019896 (s of 50)

Synopsis
Pilot on a patient transport flight noted a loss of the air conditioning system
followed by a burning smell, so performed a precautionary landing and transfer of
the patient to another EMS unit.

ACN: 1016169 (9 of 50)

Synopsis
Bell-407 Pilot initially missed sighting the destination hospital while utilizing GPS
and night vision goggles in a well-lit city environment. Pilot may have also
inadvertantly infringed on nearby Class D airspace.

ACN: 1015699 o0 of50)

Synopsis
BHT-430 pilot inadvertantly entered IMC on a VFR approach and declared an
emergency due to the fact that the helicopter was restricted to VFR flight because
of an autopilot malfunction. While on an ILS approach coordinated by ATC, pilot
broke out into VMC and landed VFR.

ACN: 1014971 @1of50)

Synopsis
CRW Controller voiced concern regarding the handling of medical helicopter
operations to local hospitals during the seldom used Runway 5 configuration. The
reporter noted the LOA provision does not cover these operations adequately.

ACN: 1014797 @2 o0f50)

Synopsis
Contracted EMS helicopter pilot was questioned by the customer regarding a
delayed takeoff for trauma patient pickup and delivery to a hospital. Pilot maintains
that he acted in accordance with FAR's and the company Operating Manual in
making his decision based upon safety of flight considerations affected by weather
and fuel requirements.

ACN: 1013263 (130f50)

Synopsis
A PHX Controller expressed some doubt as to whether or not appropriate required
wake turbulence procedures were utilized during parallel runway arrival operations.



ACN: 1012656 4 of50)

Synopsis
An air ambulance helicopter pilot had to take evasive action to avoid a conflict with
a Bonanza inbound to an airport for which it had been cleared for a visual
approach. The reporter believed he had the right of way through the arrival path
due to his flight's Lifeguard status.

ACN: 1010678 @5 of50)

Synopsis
ZNY Controllers described the complications of handling a lifeguard aircraft with
regards to interfacility coordination and procedures. The aircraft eventually received
direct routing.

ACN: 1008376 (6 of 50)

Synopsis
A medical helicopter pilot reported aborting a flight when he got a transmission chip
light.

ACN: 1007945 17 of50)

Synopsis
A medical helicopter flew a severely injured accident victim to the hospital where,
upon removing the victim from the helicopter, they discovered he was carrying a
handgun in his back pocket.

ACN: 1002689 s of50)

Synopsis
Bell 412, recently out of maintenance, started counterclockwise spin on startup as
soon as pilot rolled RPM up toward 100%. Full right pedal, full down collective, and
RPM roll back stopped spin at 270 degrees. Minor injury to ground assistant and
minor damage to aircraft.

ACN: 1000184 (19 of50)

Synopsis
A PA32 pilot, mistakenly flying a left hand vice the published right hand pattern at
an non-towered airport experienced an NMAC with a helicopter on short final.

ACN: 998676 (20 of 50)

Synopsis
Medical helicopter pilot reported encountering vibration and elevated noise level
after rooftop liftoff and during descent to lower level landing area. After landing,



pilot discovered left cabin door had come open inflight and a loose crew helmet had
departed the aircraft.

ACN: 996128 (21 0f50)

Synopsis
Medical transport helicopter pilot completed a published approach procedure and
missed approach at destination airport in night VMC before noticing that the
procedure was not authorized at night. Pilot attributed the error to inadequate
cockpit lighting.

ACN: 995961 (2 of50)

Synopsis
A Maintenance employee reported that the company's Air Ambulance Operations
staff do not disinfect cabin interiors or medical equipment on their helicopters after
each patient transfer, even though the requirement is in their Part 135 Manual.
That practice puts Maintenance personnel at risk for contamination while working
the aircraft.

ACN: 994040 (230f50)

Synopsis
A Helicopter Mechanic has a work environment that included high workload
saturation, excessive work hours, fatigue. A Medical Power Inverter access panel
was not reinstalled on a BK-117 air ambulance helicopter and the Maintenance
Base was in disarray after a tornado struck.

ACN: 992450 (24 of 50)

Synopsis
Three mechanics report a required spacer was not installed at the aft cap position
on the aft side of a Bell 206L-3 helicopter's engine gearbox case during an engine
change, outside, at night, in cold temperatures with limited lighting and
communication terminology issues.

ACN: 992436 (25 of 50)

Synopsis
Helicopter pilot reports that the hazard beacons on the new wind turbine farms in
the vicinity of Rumford and Berlin, NH are not visible with Night Vision Goggles.

ACN: 992038 (26 of 50)

Synopsis



TRACON Controller described a TCAS RA and filed NMAC involving landing Air
Carrier traffic and an EMS helicopter passing behind to land at a near by hospital,
the reporter indicated the helicopter had the landing traffic in sight.

ACN: 984904 (27 of50)

Synopsis
EC145 helicopter pilot noted what appears to be a company policy to delay
documentation of certain aircraft discrepancies until parts become available to
conduct necessary repairs.

ACN: 983163 (2s8of50)

Synopsis
Bell 222 pilot briefly utilized Night Vision Goggles in an aircraft which was not
modified and certified for NVG use.

ACN: 982838 (29 of 50)

Synopsis
Helicopter pilot arriving at a hospital heliport, describes a conflict with another
helicopter departing. The other helicopter was not visually acquired and the
reporter executed a go-around.

ACN: 982435 (300f50)

Synopsis
BHT-222 Medevac helicopter pilot approaching to land at night behind another
helicopter near an interstate highway, struck a mound of dirt causing damage to
the tail rotor.

ACN: 982260 (31 0f50)

Synopsis
Bell 407 pilot reported that a company helicopter was apparently not in compliance
with requirements for use of Night Vision Goggles although it had previously been
inspected and listed by the FAA as compliant.

ACN: 981762 320f50)

Synopsis
A Citation Il flight crew lost several Nav and Autoflight capabilities when they
suffered a loss of AC power shortly after takeoff in inclement weather. The opted to
declare an emergency and return to their departure airport for maintenance.

ACN: 980381 330f50)



Synopsis
EC135 pilot struck in the face by birds after raising visor to lower NVG. Birds
penetrated through windscreen while helicopter was on approach to land at a
hospital.

ACN: 976846 (34 0f50)

Synopsis
First Officer departing GMU VFR to the north as a Lifeguard flight is admonished for
turning east by a ZTL Controller.

ACN: 972197 350f50)

Synopsis
Two BK-117 pilots failed to notice on preflight inspection that a mechanic had
installed the left dual cyclic control backwards. The error was noted prior to flight.

ACN: 967078 (36 0f 50)

Synopsis
An EMS helicopter pilot addressed his concerns about the use of non certified
medical equipment aboard EMS aircraft while in flight.

ACN: 960711 (37 of50)

Synopsis
A Base Mechanic reports finding a 13mm wrench on the left-hand side of the Main
Transmission Deck of an EC135 Eurocopter during a daily Maintenance Check.

ACN: 958687 (380f50)

Synopsis
Tower Controller described a loss of legal separation when a helicopter departed a
hospital within Class D airspace during IFR conditions without clearance, conflicting
with a previously cleared IFR departure.

ACN: 954870 39 of50)

Synopsis
After takeoff on the fifth flight during a 12 hours shift, an Agusta 109E helicopter
pilot inadvertently moved the Engine Control Switch to the Idle position. He caught
the error quickly when the engine sound changed.

ACN: 949343 (40 of 50)

Synopsis



A Lead Mechanic reported a chronic intercom failure between the front seat pilots
and the back seat Medic and Flight Nurse on a Eurocopter AS-350. He also noted
the lack of support from his Management to perform proper troubleshooting and

pressure to continue deferring the intercom discrepancy.

ACN: 947974 (4101 50)

Synopsis
EMS helicopter pilot reports NMAC with another helicopter apparently rubber
necking an accident scene.

ACN: 946490 42 of50)

Synopsis
Enroute Controller described a TCAS RA event when he/she failed to note an
incorrect read back on an altitude assignment, indicating required coordination
distraction/s contributed to this event.

ACN: 946265 (43 of 50)

Synopsis
Medevac helicopter pilot reports airborne conflict with another opposite direction
helicopter at 5500 feet.

ACN: 946202 (44 of 50)

Synopsis
A BK-117 Pilot elected to land at the nearest suitable airport when a tail rotor chip
light illuminated and would not fuzz burn off, only to learn the selected airport was
closed due to an earlier runway excursion. The Local Controller opted to clear the
helo for the landing at the helipad for safety of flight concerns.

ACN: 939468 s of 50)

Synopsis
An EMS helicopter pilot reported an NMAC with two T-45s at low altitude and high
speed over a Naval Air Station.

ACN: 937556 (46 of 50)

Synopsis
LR35 Captain hears an unusual amount of engine noise after stowing the reverser's
during rollout and is informed by a nurse that the emergency exit has fallen open.
The right engine is shut down and the aircraft continues to parking.

ACN: 933859 @470f50)



Synopsis
A LR35 had a double generator failure while at cruise and so diverted to a nearby
airport.

ACN: 925350 s ofs0)

Synopsis
A Maintenance Inspector reports finding main transmission bolts on their BK-117-
C2 swash plate balance weight and oil cooler blower fan retention nuts safetied
with zero torque applied. At initial post installation ground run, the main
transmission tail rotor output quill leaked approximately two quarts of oil.
Manufacturer changes overhaul procedures.

ACN: 922638 (49 of 50)

Synopsis
A LR35's right engine Fire Warning alerted during climb out. When thrust was
reduced the warning ceased so the flight continued normally and later a weak heat
sensing unit was found to have caused the warning.

ACN: 922492 (50 0f50)

Synopsis
An AG-CAT pilot returned to his privately owned airport following a mission and
executed a go around because a Life Flight helicoper and ambulance were on the
runway loading a patient.



Report Narratives



Time / Day

Date : 201208
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US
Altitude.MSL.Single Value : 1500

Environment

Flight Conditions : VMC
Light : Night
Ceiling : CLR

Aircraft : 1

Reference : X

ATC / Advisory. TRACON : Z2ZZ
Aircraft Operator : Air Taxi

Make Model Name : EC135

Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Mission : Ambulance

Flight Phase : Initial Approach
Airspace.Class E : ZZZ

Aircraft : 2

Reference : Y

Aircraft Operator : Air Taxi

Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Mission : Ambulance

Airspace.Class E : ZZZ

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Pilot Flying

Function.Flight Crew : Captain

Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Rotorcraft

ASRS Report Number.Accession Number : 1029713
Human Factors : Situational Awareness

Events



Anomaly.Conflict : Airborne Conflict
Detector.Automation : Aircraft TA
Detector.Person : Flight Crew
Detector.Person : Air Traffic Control
Were Passengers Involved In Event : Y
When Detected : In-flight

Result.Flight Crew : Took Evasive Action

Assessments

Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

During our return trip to our base from the Medical Center we had a near mid-air
collision that required evasive action on our part... Approach Control warned us of
an unidentified aircraft, but before she could say more, the TCAD went off showing
aircraft just off our 9 o'clock position, 100 plus feet above us. Simultaneously, |
looked and saw two white lights at what looked like less than a mile abeam heading
right for us. | started a descending right turn and told Approach Control what | was
doing and what just happened. She said she had no idea of who the aircraft was.
The aircraft appeared to make no course change or altitude change.

My nurse thought it was a helicopter. My medic up front thought he heard the
TCAD say, "Traffic less than one mile.” 1 thanked the Controller for the heads up,
returned to my altitude and landed uneventfully.

I...contacted [the State] and there were no State Police aircraft in the area but
[they said] it might have been a [Company] Air Ambulance [helicopter]... |
[contacted the Company] pilot and asked him if it was him. He stated that it was
and his TCAD was fed from ATC and stated he was no closer than two miles
according to his TCAD. | ended the conversation at that point.

There was no doubt this was less than one mile to me and my entire crew. My crew
remained very professional and reacted appropriately to the ATC warning and the
TCAD warning with immediate visual scanning in the appropriate direction. ATC did
an incredible job looking out for us like always and that is why | prefer to flight
follow when ever possible. It seemed the other aircraft was not looking out the
window at all. 1 had all my night lights on plus my high visibility strobe lights, which
makes [the aircraft] difficult to miss. Not sure what the other aircraft was doing,
but see and avoid was not one of the tasks.

Synopsis

EC-135 pilot on night flight took evasive action to avoid another helicopter that was
reported by ATC and detected by helicopter's TCAD.



Time / Day

Date : 201207
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.MSL.Single Value : 1500

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 15
Light : Night

Ceiling.Single Value : 12000

Aircraft

Reference : X

ATC / Advisory.Tower : ZZZ

Aircraft Operator : Air Taxi

Make Model Name : Jet/Long Ranger/206
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Flight Plan : VFR

Mission : Ambulance

Flight Phase : Cruise

Route In Use : Direct
Airspace.Class D : ZzZZ

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Pilot Flying
Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Instrument
Experience.Flight Crew.Total : 21000
Experience.Flight Crew.Last 90 Days : 75
Experience.Flight Crew.Type : 7000

ASRS Report Number.Accession Number : 1028230
Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : ATC

Events



Anomaly.Aircraft Equipment Problem : Less Severe
Anomaly.Deviation - Procedural : FAR
Detector.Person : Air Traffic Control

Were Passengers Involved In Event : N

When Detected : In-flight

Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : ATC Equipment / Nav Facility / Buildings
Contributing Factors / Situations : Equipment / Tooling
Primary Problem : Equipment / Tooling

Narrative: 1

I made a call to ZZZ Tower approximately 6.5 miles southwest of the field; no
answer. With the Tower appearing to be closed and the runway lights either off or
extremely dim, | made a call in the blind for transition northeast bound. | made
another call midfield at 1,500 FT. I called clear at 5 NM northeast. Next call was on
my #2 radio to a Tower at a field located to the north. He advised me to call ZZzZ
Tower on the phone. | did, upon landing, and he asked me if | came across the
airport. | said yes and made several calls with no response. He asked if | saw a red
light gun signal from the Tower. | said no, | didn't. He said OK, no problem, | just
have to log it, and there was no traffic at the field anyway so no problem.

This was a Night Vision Goggle (NVG) flight and "Red Lights" are seen as green,
just like all the other lights on the ground. | advised ZZZ Tower | thought I may
have a radio problem on the #1 radio and | would be coming back his way in about
45 minutes and would give him another call. If | received no response, 1 would
avoid his airspace. Upon my return flight | attempted to call ZZZ Tower on my #1
radio; no response. | switched to #2 radio to call and he answered loud and clear. |
advised my Mechanic upon landing and he replaced the antenna on the #1 radio.
Subsequent radio test proved the #1 radio to be operational again.

I might suggest not using NVG's over Airports. As all lights are green through the
NVG's and in the event of radio failure, light gun signals can not be seen.

Synopsis

After transiting through a Towered Airport's airspace at night, a BH206 pilot
subsequently found that the radio in use was inoperative. Pilot noted that the red
light gun signal used by the Tower would appear as green when using Night Vision
Goggles (NVG).



Time / Day

Date : 201208
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Aircraft : 1

Reference : X

ATC / Advisory.Tower : ZZZ

Aircraft Operator : Personal

Make Model Name : PA-31 Navajo/Chieftan/Mojave/T1040
Crew Size.Number Of Crew : 1

Operating Under FAR Part : Part 91

Flight Plan : VFR

Flight Phase : Landing

Airspace.Class D : ZZZ

Aircraft : 2

Reference : Y

ATC / Advisory.Tower : ZZZ

Aircraft Operator : Air Taxi

Make Model Name : Super King Air 200
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 135
Flight Plan : IFR

Mission : Ambulance

Flight Phase : Takeoff

Airspace.Class D : ZZZ

Person

Reference : 1

Location Of Person.Facility : ZZZ.Tower
Reporter Organization : Government
Function.Air Traffic Control : Local
Qualification.Air Traffic Control : Fully Certified
ASRS Report Number.Accession Number : 1026714
Human Factors : Communication Breakdown
Human Factors : Situational Awareness
Human Factors : Confusion

Communication Breakdown.Partyl : ATC
Communication Breakdown.Party2 : ATC

Events



Anomaly.ATC Issue : All Types

Anomaly.Conflict : Ground Conflict, Less Severe
Detector.Person : Air Traffic Control

Result.Air Traffic Control : Issued New Clearance

Assessments

Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Primary Problem : Human Factors

Narrative: 1

I was working Local Control and a Navajo was landing Runway 2L. A King Air called
ready to go on Runway 2L. Since | had traffic on short final, | really didn't scan to
see where the aircraft was, | just issued the appropriate "hold short" instructions
and the pilot of the King Air correctly read back the "hold short" instructions and
then said "I see the aircraft landing”. When the Navajo was in the flare, | started
scanning near the approach end of the runway for the Lifeguard King Air, but could
not see him. | even said to Ground that | could not see the King Air, she said "right
there between Golf and Hotel" and since my Navajo was approaching Hotel
Taxiway, | told the King Air "Runway 2 left, line up and wait.” Well, the King Air
was at Bravo Taxiway and the Ground Controller thought | could not see my Navajo
that was landing. | immediately saw the King Air at Bravo Taxiway and he started
to move towards the runway. At the same time, | observed the Navajo at what |
would estimate as a taxi speed and | immediately told the Navajo to "hold short of
Bravo Taxiway" (got acknowledgement) and then cleared the King Air for take off
on Runway 2L. The flight progress strip that Ground Controller put on my strip-
board had marked Bravo Intersection on the strip, but not in the place | was
expecting. | shouldn't trust the Ground Controller to point out my aircraft, if 1 do
not physically see the departure waiting, don't clear them. | relied on the Ground
Controller's understanding of what | was asking too much.

Synopsis

Tower Controller described a near ground conflict event when, relying on input from
the Ground Controller, the reporter issued a "line and wait" clearance.



Time / Day

Date : 201207
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.MSL.Single Value : 4000

Aircraft : 1

Reference : X

ATC / Advisory. TRACON : ZZZ

Aircraft Operator : Air Carrier

Make Model Name : B737 Undifferentiated or Other Model
Crew Size.Number Of Crew : 2

Operating Under FAR Part : Part 121

Flight Plan : IFR

Mission : Passenger

Flight Phase : Descent

Airspace.Class C : zZZ

Aircraft : 2

Reference : Y

ATC / Advisory. TRACON : ZZZ

Aircraft Operator : Air Taxi

Make Model Name : Any Unknown or Unlisted Aircraft Manufacturer
Operating Under FAR Part : Part 135

Mission : Ambulance

Flight Phase : Final Approach

Flight Phase : Initial Approach

Airspace.Class E : 277

Person

Reference : 1

Location Of Person.Facility : ZZZ. TRACON
Reporter Organization : Government
Function.Air Traffic Control : Departure
Function.Air Traffic Control : Approach
Qualification.Air Traffic Control : Fully Certified
ASRS Report Number.Accession Number : 1024957
Human Factors : Communication Breakdown
Human Factors : Situational Awareness
Communication Breakdown.Partyl : ATC
Communication Breakdown.Party?2 : Flight Crew

Events



Anomaly.ATC Issue : All Types

Anomaly.Deviation - Procedural : Published Material / Policy
Detector.Automation : Air Traffic Control

Detector.Person : Air Traffic Control

Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

During an emergency situation | was vectoring a Lifeguard for a Class D airport
adjacent to a Class C Airport. The Lifeguard said that he could take a small delay
for the Emergency Aircraft. | anticipated the decent of a B737 going into the Class
C also. After working out the sequence with the emergency and the Lifeguard |
recognized that the B737 had descended more rapidly than anticipated and went
thru the 4,700 FT MVA. The next lowest MVA is 3,000 and | did not say anything
because he would be in the MVA in less then a mile. During the complex situation |
should not have anticipated the decent of the aircraft.

Synopsis

TRACON Controller trying to accommodate an emergency and Lifeguard aircraft,
allowed an inbound to momentarily descend below the MVA during sequencing into
the same airport.



Time / Day

Date : 201207
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Environment
Light : Daylight
Aircraft

Reference : X

Aircraft Operator : Air Taxi

Make Model Name : Jet/Long Ranger/206

Operating Under FAR Part : Part 135

Mission : Ambulance

Flight Phase : Parked

Maintenance Status.Released For Service : Y

Maintenance Status.Maintenance Type : Scheduled Maintenance

Component : 1

Aircraft Component : Helicopter Control Systems
Manufacturer : Bell Helicopters
Aircraft Reference : X

Component : 2

Aircraft Component : Cyclic Control
Manufacturer : Bell Helicopters
Aircraft Reference : X

Problem : Malfunctioning

Component : 3

Aircraft Component : Collective Control
Manufacturer : Bell Helicopters
Aircraft Reference : X

Problem : Malfunctioning

Person

Reference : 1

Location Of Person : Hangar / Base
Location In Aircraft : Flight Deck
Reporter Organization : Air Taxi
Function.Maintenance : Technician
Qualification.Maintenance : Powerplant



Qualification.Maintenance : Airframe
Experience.Maintenance.lInspector : 3
Experience.Maintenance.Lead Technician : 5
Experience.Maintenance.Technician : 19

ASRS Report Number.Accession Number : 1024533
Human Factors : Workload

Human Factors : Time Pressure

Analyst Callback : Completed

Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Deviation - Procedural : FAR

Anomaly.Deviation - Procedural : Published Material / Policy
Detector.Person : Maintenance

Were Passengers Involved In Event : N

When Detected : Routine Inspection

Result.General : Maintenance Action

Assessments

Contributing Factors / Situations : Aircraft

Contributing Factors / Situations : Company Policy

Contributing Factors / Situations : Environment - Non Weather Related
Contributing Factors / Situations : Human Factors

Primary Problem : Company Policy

Narrative: 1

Recently our [maintenance] program has been scrutinized for finding problems and
defects in the aircraft while performing routine maintenance. Company
Management has called and questioned our rationalization for finding aircraft
defects, especially if it involved taking the aircraft out of service once the defect
had been found. The aircraft are looked at daily to make certain that it is mission
ready and safe to operate. We have been asked on numerous occasions why we
looked at a particular area of the aircraft if it might end up grounding it for a
defect. Just recently we were called "uncooperative" for not modifying a critical
flight control when a part that had been delivered to us did not fit. There is no
approved procedure to modify this component.

While we are required to perform an aircraft maintenance check regularly, it is
almost certain that defects or safety related issues will be found and sometimes
with other aircraft [already] out of service. It is the nature of mechanics to look
into areas that are typically problem areas, paying particular attention to those that
may be safety related. When Management scrutinizes or comments that we should
not be looking for problems, it tends to create an attitude that "if we are going to
be told we are wrong then we just won't report the issue". Unfortunately that lack
of integrity just might be the cause of an accident. | see the problem as a lack of
support to the field level and too much pressure to keep the aircraft flying and to
"close one eye" when performing maintenance. This constant "waiting to be
clubbed" [environment] has caused a high degree of degradation of moral, and |
fear has, and may lead to, more apathy within the mechanics ranks.

Callback: 1



Reporter stated he works for an air ambulance helicopter operator. They operate
several helicopters including Bell 407's, Eurocopters, BK-117 and others. Company
Management has not changed their attitude towards mechanics since he filed his
report and Management continues to ignore their own maintenance safety policies.
He believes the trend of intimidating mechanics who find defects, even when
performing required checks, will continue to increase as the pressure to keep their
helicopters flying increases. The critical flight control item he was referring to
involved the push tube for the cyclic and collective controls on one of their Bell-
407's.

Synopsis

An air ambulance helicopter Mechanic describes a deteriorating work environment
where Maintenance Management increasingly scrutinizes defects found by
mechanics. Comments have also been made that mechanics should not be looking
for problems even during regular checks. Intimidation towards mechanics and
apathy within the mechanics ranks continues to grow.



Time / Day

Date : 201207
Local Time Of Day : 0001-0600

Place

Locale Reference.ATC Facility : ZZZ.ARTCC
State Reference : NY
Altitude.MSL.Single Value : 6100

Environment

Flight Conditions : IMC
Light : Daylight

Aircraft

Reference : X

ATC / Advisory.Center : ZZZ
Aircraft Operator : Air Taxi
Make Model Name : EC135
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Flight Plan : IFR

Mission : Ambulance

Nav In Use : GPS

Flight Phase : Climb
Airspace.Class E : ZZZ

Component

Aircraft Component : Autopilot
Aircraft Reference : X
Problem : Improperly Operated

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Pilot Flying

Function.Flight Crew : Captain

ASRS Report Number.Accession Number : 1024216
Human Factors : Distraction

Human Factors : Training / Qualification

Events

Anomaly.Deviation - Altitude : Excursion From Assigned Altitude
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : Clearance



Detector.Person : Air Traffic Control

Were Passengers Involved In Event : N

When Detected : In-flight

Result.Flight Crew : Became Reoriented
Result.Air Traffic Control : Issued Advisory / Alert

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Procedure
Primary Problem : Procedure

Narrative: 1

An IFR flight was conducted to a General Hospital without incident. The patient was
delivered and accepted for care at that time. An IFR flight plan was filed for the
return flight. Approach was called and | received a clearance to the airport. The IFR
departure was flown as depicted with the autopilot armed to maintain 70 KTS
airspeed. | broke out on top, clear, at approximately 3,300 feet MSL and completed
the departure climb to 4,000 feet as charted. Approach handed me over to Center
and they were advised of my altitude at that time. Also, a request for direct IAF, for
the GPS 30 approach was made. Request was granted and at that time | had 5,000
feet entered into the ALT A. | pushed the ALT A button to activate a level out at
5,000 feet then started to arm the approach in the GPS. Shortly after... Approach
requested my altitude. | checked the altimeter as it passed through 6,000 feet
MSL. | advised Center | was at 6,000 feet, assigned altitude was 5000, and
descending to 5,000 now. The autopilot was disengaged and the aircraft was hand
flown down to 5,000. The autopilot was reengaged and the flight was terminated at
[destination] after completing the GPS approach.

Event occurred due to failing to unarm the IAS on the autopilot after reaching
departure altitude [and] assuming the aircraft would level out at 5,000 feet.

Upon return to the base, the Training Manual was reviewed to determine why the
aircraft didn't level off at 5,000 feet. The manual does state that, "IAS will be held
at the cost of holding altitude." Incident occurred as a result of pilot error and | will
review the AFCS Training Manual.

Synopsis

EC135 pilot climbed 1,000 feet above assigned altitude before being alerted by
ATC.



Time / Day

Date : 201207
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft

Reference : X

Aircraft Operator : Air Carrier

Make Model Name : EC135

Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 135
Mission : Ambulance

Flight Phase : Landing
Airspace.Class E : ZZZ

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Commercial

ASRS Report Number.Accession Number : 1023249

Events

Anomaly.No Specific Anomaly Occurred : All Types
Detector.Person : Flight Crew

Were Passengers Involved In Event : N

When Detected : In-flight

Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Staffing
Contributing Factors / Situations : Airport
Contributing Factors / Situations : Procedure
Primary Problem : Staffing



Narrative: 1

We repositioned for day basing to [an island] clinic helipad. The unfenced helipad is
between the clinic and the main road in the small town. Usually, when we operate
from this pad, the local EMS folks provide security and block traffic on the road
during our arrival and departure. Yesterday, there were no EMS folks, police, or
other security, and the local farmer's market was going on directly across the
street. It was as if no one knew we were coming. We observed cars parked along
both sides of the street and several people in the vicinity. We briefed how we would
abort the approach if there was any incursion into our safety zone or any doubt
about the safety of the situation. | altered our normal approach path so as not to
overfly the tents and landed without incident. Upon touchdown, both nurses
immediately exited the aircraft to provide crowd control as people started to
wander in our direction. A couple of hours later we received a flight request from
another nearby island. | firmly instructed the current crowd of folks to please keep
a safe distance, across the street, while we started and told the med crew to stand
outside the aircraft until | was ready for takeoff. Start, takeoff, and departure were
uneventful.

In hindsight, | don't feel the situation was within my normal rather broad safety
margin and sincerely wish | had made a more conservative decision. | don't believe
I violated anything, and don't believe we were unsafe, but the potential for
something to go wrong was real. | won't be returning to that helipad again without
some sort of security/crowd control.

Synopsis

EMS helicopter pilot described landing and departure at an in-town clinic with no
staff available for security, traffic or crowd control. Although no anomalies
occurred, reporter recommended no operations at the facility without security and
crowd control present.



Time / Day
Date : 201206

Environment

Light : Daylight
Ceiling : CLR

Aircraft

Reference : X

Make Model Name : Any Unknown or Unlisted Aircraft Manufacturer
Mission : Ambulance

Flight Phase : Cruise

Component

Aircraft Component : Air Conditioning and Pressurization Pack
Aircraft Reference : X
Problem : Failed

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Captain

ASRS Report Number.Accession Number : 1019896

Events

Anomaly.Aircraft Equipment Problem : Less Severe

Anomaly.Flight Deck / Cabin / Aircraft Event : Smoke / Fire / Fumes / Odor
Detector.Person : Flight Crew

Were Passengers Involved In Event : Y

When Detected : In-flight

Result.Flight Crew : Landed As Precaution

Result.Flight Crew : Diverted

Assessments

Contributing Factors / Situations : Aircraft
Primary Problem : Aircraft

Narrative: 1

On flight to hospital with patient on board, crew and | noticed that the air
conditioning stopped operating and then there was a strong smell of something
burning. After turning off the air conditioning unit, | performed an "S" turn to check
for a visible smoke trail. With no visible smoke showing, [I] performed a
precautionary landing in a safe and accessible location so that the responding EMS
service could access the patient and crew to continue to the hospital. After landing,



we checked the aircraft to make sure it was safe for the crew and patient to remain
in the area and then contacted Maintenance Dispatch to update the events as they
were progressing. Assisted crew and patient loading into EMS unit on scene and
waited for Maintenance.

Synopsis

Pilot on a patient transport flight noted a loss of the air conditioning system
followed by a burning smell, so performed a precautionary landing and transfer of
the patient to another EMS unit.



Time / Day

Date : 201206
Local Time Of Day : 0001-0600

Place

Locale Reference.ATC Facility : ZZZ.Tower
State Reference : US

Environment

Flight Conditions : VMC
Light : Night

Aircraft

Reference : X

ATC / Advisory.Tower : ZZZ

Aircraft Operator : Air Taxi

Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Mission : Ambulance

Flight Phase : Cruise

Airspace.Class C : ZZZ

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Contracted Service
Function.Flight Crew : Pilot Flying

ASRS Report Number.Accession Number : 1016169
Human Factors : Communication Breakdown
Human Factors : Human-Machine Interface
Human Factors : Situational Awareness

Human Factors : Training / Qualification

Human Factors : Confusion

Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : ATC

Events

Anomaly.Airspace Violation : All Types
Anomaly.Deviation - Track / Heading : All Types
Anomaly.Inflight Event / Encounter : Other / Unknown
Detector.Person : Flight Crew

Were Passengers Involved In Event : Y

When Detected : In-flight



Result.Flight Crew : Became Reoriented
Result.Flight Crew : Exited Penetrated Airspace

Assessments

Contributing Factors / Situations : Procedure

Contributing Factors / Situations : Equipment / Tooling

Contributing Factors / Situations : Environment - Non Weather Related
Contributing Factors / Situations : Human Factors

Primary Problem : Human Factors

Narrative: 1

I was completing the patient leg of the flight, delivering the patient to University
Hospital under night vision goggles. | was following the GPS guidance information
and didn't identify the hospital; subsequently flying past the hospital on the left
side of the aircraft by one mile (airspeed approximately 90 knots). | asked the med
crew if they had the hospital in sight and the left side crew member said he had it
behind the aircraft. | made a right hand turn to return to the hospital and in the
process, | may have flown into the class D airspace for ZZZ International Airport. |
had the tower frequency in the VHF radio but my pin selector switch was down
inadvertently so I am not aware if ZZZ tower tried to make contact. | placed my pin
switch up at that moment, but didn't hear any traffic pertaining to my flight. I had
the appropriate squawk code assigned to my aircraft in the transponder. |
continued the flight to the University Hospital with the intent to contact ATC once
on the ground, but was unable to find a good telephone number.

In the future when flying night vision goggles over a highly lit up congested area, it
may be easier to identify a hospital unaided. I have flown into this hospital using
night vision goggles in the past, but in this circumstance, it was from a direction
that 1 was not familiar with. Better crew coordination between the experienced
medical crew and myself could have helped greatly. Medical crew thought | had the
hospital in site and that | was making an orbit to align myself with prevailing winds,
but did not state that we overflew the hospital until | asked if they had the hospital
in site. Even though | had no intention of flying into Class D airspace, an advisory
call to tower while inbound would have made this situation nonexistent as they
would have known of my intentions.

Synopsis

Bell-407 Pilot initially missed sighting the destination hospital while utilizing GPS
and night vision goggles in a well-lit city environment. Pilot may have also
inadvertantly infringed on nearby Class D airspace.



Time / Day

Date : 201206
Local Time Of Day : 0001-0600

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : 700

Environment

Flight Conditions : Marginal
Light : Night

Aircraft

Reference : X

ATC / Advisory. TRACON : ZZZ

Aircraft Operator : Air Taxi

Make Model Name : Bell Helicopter Textron Undifferentiated or Other Model
Crew Size.Number Of Crew : 1

Operating Under FAR Part : Part 135

Mission : Ambulance

Flight Phase : Cruise

Route In Use : VFR Route

Airspace.Class E : ZZZ

Component

Aircraft Component : Autopilot
Aircraft Reference : X
Problem : Failed

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Commercial

ASRS Report Number.Accession Number : 1015699

Events

Anomaly.Aircraft Equipment Problem : Less Severe
Anomaly.Deviation - Procedural : FAR

Anomaly.Inflight Event / Encounter : Weather / Turbulence
Detector.Person : Flight Crew

Were Passengers Involved In Event : N



When Detected : In-flight

Result.General : Declared Emergency

Result.Flight Crew : Requested ATC Assistance / Clarification
Result.Air Traffic Control : Issued New Clearance

Result.Air Traffic Control : Provided Assistance
Result.Aircraft : Equipment Problem Dissipated

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Weather
Primary Problem : Weather

Narrative: 1

During a night time IFR flight in VFR conditions autopilot # 1 stopped working; at
the destination hospital deferred and MEL'd the autopilot. Aircraft restricted to VFR
only. In cruise flight returning with patient | received weather of 1,300 FT on the
AWOS at ZZ71 and clear at ZZZ2. The weather between the two facilities appeared
lower. At 700 AGL the flight became inadvertent IMC. | started a climb; declared an
emergency with Approach. Approach gave radar vectors to the ILS 12R at ZzZZ1. It
appeared no other traffic was around at this hour of the morning. | flew the
approach comfortably using the autopilot that was now working but MEL'd. Broke
out from the approach and flew VFR to the hospital with out incident. | declared an
emergency due to the aircraft was restricted to VFR, and inadvertent IMC. Don't fly
the aircraft with a MEL'd autopilot. | don't know what | could have done differently
with the weather. All indications were 1,300 FT and clear. Forecast was for 1,500
FT broken. | followed company procedures for deteriorating weather.

Synopsis

BHT-430 pilot inadvertantly entered IMC on a VFR approach and declared an
emergency due to the fact that the helicopter was restricted to VFR flight because
of an autopilot malfunction. While on an ILS approach coordinated by ATC, pilot
broke out into VMC and landed VFR.



Time / Day

Date : 201206
Local Time Of Day : 0001-0600

Place

Locale Reference.Airport : CRW.Airport
State Reference : WV
Altitude.MSL.Single Value : 1700

Aircraft : 1

Reference : X

ATC / Advisory. TRACON : CRW
Aircraft Operator : Air Carrier

Make Model Name : Regional Jet 200 ER/LR (CRJ200)
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Passenger

Flight Phase : Final Approach

Route In Use : Visual Approach
Airspace.Class C : CRW

Aircraft : 2

Reference : Y

ATC / Advisory. TRACON : CRW
Aircraft Operator : Air Taxi
Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Flight Plan : VFR

Mission : Ambulance

Flight Phase : Climb

Route In Use : None
Airspace.Class C : CRW

Person

Reference : 1

Location Of Person.Facility : CRW.TRACON
Reporter Organization : Government

Function.Air Traffic Control : Departure
Function.Air Traffic Control : Approach
Qualification.Air Traffic Control : Fully Certified
ASRS Report Number.Accession Number : 1014971
Human Factors : Communication Breakdown
Human Factors : Confusion



Communication Breakdown.Partyl : ATC
Communication Breakdown.Party?2 : Flight Crew

Events

Anomaly.ATC lIssue : All Types

Anomaly.Deviation - Procedural : Published Material / Policy
Detector.Person : Air Traffic Control

Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Primary Problem : Procedure

Narrative: 1

Helicopter departed general hospital and advised approach that they were inbound
to CRW. General is located just South of final to Runway 5 at CRW. The helicopter
violated our LOA by departing on his own and came very close to the CRJ-200. We
have had this problem before with multiple reports and other complaints being
filed. It is rare that we are on Runway 5, so it doesn't come up very often, but
when it does it is quite ugly. There are two hospitals just under final. Our airport is
located on top of a mountain, so it is hard for pilots to communicate to the Tower
using the current LOA. There is talk of a new LOA being in the works, but this has
been a rumor for over a year and nothing has been signed. Maintenance has
relocated a receiver for 128.5, but that isn't Tower's frequency nor is it mentioned
in the current LOA with these helicopters. Until procedures are updated we will
continue to have unsafe situations here when we are using Runway 5. Some
controllers tell these helicopters to advise on 128.5 when lifting off and some say
before lifting off. Yet some controllers tell them nothing at all and expect them to
follow the LOA. This varied idea of a procedure is causing more confusion to
controllers and pilots. The new LOA with the helicopters landing at the local
hospitals needs to be put into effect. All helicopters landing at the hospitals need to
be cosigners of this LOA or not be allowed to land there.

Synopsis

CRW Controller voiced concern regarding the handling of medical helicopter
operations to local hospitals during the seldom used Runway 5 configuration. The
reporter noted the LOA provision does not cover these operations adequately.



Time / Day

Date : 201205
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Environment

Flight Conditions : Marginal
Weather Elements / Visibility : Thunderstorm
Light : Night

Aircraft

Reference : X

Aircraft Operator : Air Taxi

Make Model Name : Eurocopter AS 350/355/EC130 - Astar/Twinstar/Ecureuil
Crew Size.Number Of Crew : 1

Operating Under FAR Part : Part 135

Mission : Ambulance

Flight Phase : Parked

Person

Reference : 1

Location Of Person : Hangar / Base

Reporter Organization : Contracted Service
Function.Flight Crew : Pilot Flying
Function.Flight Crew : Captain

ASRS Report Number.Accession Number : 1014797
Human Factors : Time Pressure

Human Factors : Workload

Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : Other

Events

Anomaly.Deviation - Procedural : Published Material / Policy
Detector.Person : Flight Crew

Were Passengers Involved In Event : Y

When Detected.Other

Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Company Policy



Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Manuals
Contributing Factors / Situations : Procedure
Contributing Factors / Situations : Weather
Primary Problem : Procedure

Narrative: 1

We met in the hangar and prepared to launch. Mission parameters, including
possible destination hospitals, were discussed. [X] County protocol dictates that
trauma patients with burns are flown to the nearest trauma center. Patients with
burns only, are flown to Hospital [X]. At the time the initial call came in, the
patient's actual condition was yet to be determined. The first responders had not
yet arrived. When | checked the weather, the radar showed a huge thunderstorm
[near] the potential LZ. This storm was part of a large system, moving from the
southwest. At the time the call came in, [the area] was covered in a large level 3 to
4 thunderstorm. Hospital [Y] was open. It was also the alternate hospital if
[Hospital X] was weathered out. Medics indicated that they wanted to adhere to the
protocol and preferred [Hospital X]. At this point, and up until launch, the PIC had
neither rejected nor accepted the flight. 1 had only outlined options and solicited
medic preferences. None of the medical crew indicated that | should "just launch
and Go to [Hospital Y]." More information was required. It is important to note that
the PIC is not directly involved in communications with the [X] County Dispatcher.
This is handled exclusively by the medics. The PIC can simply advise the medics, on
Go, No-GO, or GO with conditional options. The PIC does not accept a flight. He can
only reject a flight if, in his judgement, [Operating Manual] & FAR parameters are
not met. Based on the facts available, | decided that we would need 30 gallons of
additional fuel to proceed. Contingency fuel would be prudent in case we
encountered airspace clearance problems, had to circumnavigate weather, or hold
near the hospital, waiting for the weather to clear. Additionally, I wanted extra fuel
to go back to the alternate hospital or hold nearby if the storm near the scene LZ
delayed initial landing. Fuel = options. Since the patient report lacked detail and,
statistically, we only fly about 30% of the Alert-1 calls received, | decided to wait
for more facts before pumping an additional 30 gallons. If the call canceled, or the
patient had trauma, the additional fuel would not be necessary and would seriously
reduce the useful load we could fly from the base on a subsequent call. De-fueling
would require nearly an hour's flight to burn off at significant cost. Just in case, |
readied the fuel truck and laid the hose next to the helicopter to expedite the
fueling process. As | asked the medics to request a first responder ETA, someone
on the net requested that we pre-launch. | repeated the request for their ETA and
was told about four minutes. Since the fuel decision was important, if not critical, |
elected to wait for first responder arrival before launching. My priorities are crew
safety, patient welfare, customer support and cost in that order. Transporting the
patient to the preferred hospital outweighed the negatives of a short delay. | felt
that proceeding to the intended destination without contingency fuel was
imprudent, unwise, compromised safety and was possibly in violation of 135.69,
and the [Operating Manual]. Based on my considered experience, | thought my
decision was the best balance of safety concerns, regulatory requirements, patient
outcome, and costs. When the word came in that the passenger was a burn only, |
quickly fueled the helicopter and launched within a few minutes. After the
passenger was loaded, we proceeded south and watched the thunderstorms
dissipate on the radar allowing us to get into Hospital [X]. The mission was
completed without further incident.



AFTERMATH: The base coordinator asked that [I] respond to an inquiry from the
EMS Chief who was concerned about the fact that | had delayed a launch after
being told to do so. | responded that the customer merely makes transportation
requests, they do not have the ultimate authority to order a launch. That authority
rests solely with the PIC under FAR 135.67 and the [Operating Manual]. | explained
my decision, informed him that | stood by my decision and told him that the Chief
was welcome to discuss it with me if he had any further concerns or questions. |
was later told that the Chief disagreed with my assessment. | expressed my
displeasure, informing the coordinator that neither the Chief, [ X] County Dispatch
or anyone other than the Certificate Holder, may exercise operational control over
the [flight] program. (See FAR 119.9, 119.43, 135.79 and Operating Manual) To
wit: "Only a PIC who is a direct employee of [Corporation] may exercise this second
tier Operational Control over any [Corporation] flight." "At no time shall any non-
certified entity attempt to exercise Operational Control nor hinder in any way,
[Corporation] oversight and/or exercising of Operational Control..." "The...call
center (County Dispatch or Command) has no authority to override the authority of
[Corporation], or the pilot's authority to refuse any mission, or other flight safety
issues. At no time during a response to a medical flight will speed into action
criteria be allowed to compromise safety. Failure to adhere to the certificate
holder's directions and instructions may be subject to legal enforcement action by
the FAA." My actions also complied with FAR 135.23, 135.25, 135.65, 135.71,
135.209. [Corporation] Risk Assessment Program was also utilized. Operating
Manual Condition for patient leg was indicated to be "C." [Operating Manual
Requests for Service states: "No attempts should be made by the Communications
Specialist (in this case County Command) to question the pilot's judgment in
denying a flight request.”

Suggestions: Since | am now being "questioned" about my decision(s) by the
customer and my supervisors contrary to the [Operating Manual], the issue of
operational control needs to be addressed. If this isn't an operational control issue,
then | don't know what is. Being questioned and second-guessed about
conservative, pro-safety PIC decisions constitutes pressure to fly. Therefore it is a
serious (indeed mayjor) safety of flight issue which needs to be addressed at the
highest level of management.

Synopsis

Contracted EMS helicopter pilot was questioned by the customer regarding a
delayed takeoff for trauma patient pickup and delivery to a hospital. Pilot maintains
that he acted in accordance with FAR's and the company Operating Manual in
making his decision based upon safety of flight considerations affected by weather
and fuel requirements.



Time / Day

Date : 201205
Local Time Of Day : 0001-0600

Place

Locale Reference.Airport : PHX.Airport
State Reference : AZ
Altitude.AGL.Single Value : 500

Aircraft : 1

Reference : X

ATC / Advisory.Tower : PHX

Aircraft Operator : Air Taxi

Make Model Name : King Air 100 A/B
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Flight Plan : IFR

Mission : Ambulance

Flight Phase : Final Approach

Route In Use : Visual Approach
Airspace.Class B : PHX

Aircraft : 2

Reference : Y

ATC / Advisory.Tower : PHX

Aircraft Operator : Air Carrier

Make Model Name : B767 Undifferentiated or Other Model
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Cargo / Freight

Flight Phase : Final Approach

Route In Use : Visual Approach
Airspace.Class B : PHX

Aircraft : 3

Reference : Z

ATC / Advisory.Tower : PHX

Aircraft Operator : Air Carrier

Make Model Name : B737 Undifferentiated or Other Model
Crew Size.Number Of Crew : 2

Operating Under FAR Part : Part 121

Mission : Passenger

Flight Phase : Final Approach

Airspace.Class B : PHX

Person



Reference : 1

Location Of Person.Facility : PHX.Tower

Reporter Organization : Government

Function.Air Traffic Control : Local

Qualification.Air Traffic Control : Fully Certified
ASRS Report Number.Accession Number : 1013263
Human Factors : Situational Awareness

Events

Anomaly.ATC Issue : All Types

Anomaly.Deviation - Procedural : Published Material / Policy
Detector.Person : Air Traffic Control

Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Primary Problem : Procedure

Narrative: 1

I was working Local South at the time; | had a few departures for Runway 25R, and
constant arrivals for 25L. A heavy B767 checked on frequency, and | cleared the
B767 to land 25L. A B737 checked on frequency and | issued Wake Turbulence
advisory, position of traffic, wind, and cleared to land Runway 25L. It is standard
practice between PHX and P50, that if P50 is responsible for separation within four
miles of the threshold, and that P50 already issued Visual Separation due to wake
turbulence to put in the Flight Data block, a "V" then the runway before switching
the aircraft to Tower. This B737 had a "VL" in the Data Block, so he was
maintaining visual with the B767. The third aircraft was the King Air and he
checked in on frequency, with a "VL" for the traffic they were following, the B737. |
again issued wake turbulence, position of aircraft, wind, and cleared to land
Runway 25L. | asked the B737 if he would like to land on 25R, issued a new landing
clearance. | then told the King Air that the B737 was moving, and again issued
wake turbulence advisory. The spacing between the three arrivals began to
decrease slightly, but for a wake turbulence application the two trailing aircraft had
visual on the preceding aircraft for wake turbulence and was maintaining visual
from the TRACON. As | was departing aircraft and issuing hold instructions, |
noticed the King Air was inside six miles with the heavy B767 about to cross the
threshold but with the B737 in between the two. The King Air was visual with the
B737, but | was unsure if they aircraft had visual on the heavy as well. | was
unable to ask the King Air if he had the heavy in sight, because the heavy had
already crossed the threshold. The runways are less than 2,500 FT apart; 25L and
25R are considered a single runway because of the possible effects of wake
turbulence. With the B737 moved to the parallel runway, the King Air still had wake
turbulence on the B737, and possibly the heavy. | am unsure if the small King Air
had to also have visual on the heavy if there was a large in between the two of
them? | would recommend to always apply visual separation if in your judgment
less than standard separation may exist, and to not wait and see if it will work out.
In this scenario | assumed the TRACON would issue the traffic to the King Air on
the large and heavy.

Synopsis



A PHX Controller expressed some doubt as to whether or not appropriate required
wake turbulence procedures were utilized during parallel runway arrival operations.



Time / Day

Date : 201205
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US

Relative Position.Angle.Radial : 030
Relative Position.Distance.Nautical Miles : 1
Altitude.MSL.Single Value : 2300

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 10
Light : Daylight

Ceiling.Single Value : 12000

Aircraft : 1

Reference : X

ATC / Advisory. TRACON : Z2ZZ
Aircraft Operator : Air Carrier
Make Model Name : EC145
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Flight Plan : None

Mission : Ambulance

Flight Phase : Cruise

Route In Use : Direct
Airspace.Class D : ZzZZ

Aircraft : 2

Reference : Y

ATC / Advisory.TRACON : ZzzZZ

Make Model Name : Beechcraft Single Piston Undifferentiated or Other Model
Crew Size.Number Of Crew : 1

Flight Plan : VFR

Flight Phase : Descent

Route In Use : Visual Approach

Airspace.Class D : ZzZZ

Person

Reference : 1

Location Of Person.Aircraft : X
Location In Aircraft : Flight Deck
Reporter Organization : Air Carrier
Function.Flight Crew : Pilot Flying



Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Rotorcraft
Experience.Flight Crew.Total : 3200
Experience.Flight Crew.Last 90 Days : 65
Experience.Flight Crew.Type : 3200

ASRS Report Number.Accession Number : 1012656
Human Factors : Situational Awareness

Human Factors : Time Pressure

Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : Flight Crew
Communication Breakdown.Party2 : ATC

Events

Anomaly.ATC Issue : All Types

Anomaly.Conflict : Airborne Conflict

Anomaly.Deviation - Procedural : Published Material / Policy
Detector.Automation : Aircraft TA

Miss Distance.Horizontal : 2000

Miss Distance.Vertical : 100

Were Passengers Involved In Event : N

When Detected : In-flight

Result.Flight Crew : Took Evasive Action

Assessments

Contributing Factors / Situations : Airport
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Primary Problem : Human Factors

Narrative: 1

We had a close call with a Bonanza airplane about 1 mile off the approach end of
Runway 21 in Tower controlled airspace. We were on the return leg of a medical
flight with a patient on board. Approximately 20 miles out | contacted Approach
Control and advised them of our position, destination, and that | had the current
ATIS information. | was using our designated transponder code and designated call
sign to signify that we were a Lifeguard aircraft. The Approach Controller directed
us to proceed direct to the hospital which is 3 miles South of ZzZZ.

A few minutes later | heard a VFR Bonanza contact Approach. He was 30 NM
Northeast and wanted to land at ZZZ. Approach directed him to make straight in
for Runway 21. | looked at the TCAS and saw that the Bonanza was a couple
thousand feet above and behind our aircraft in about the seven o'clock position at
that time. Closer in the Bonanza and | were advised of each other's position by
Approach Control. At the time he could not see us and | could not see him due to
his position being above and behind our aircraft.

About a minute after that | was requested by Approach to turn left to a heading of
170 to pass behind the Bonanza which 1 still did not have in sight, but was on the



TCAS off to my left and slightly above. My current heading was approximately 190,
and this would have created a hazard in my opinion. | politely asked the Approach
controller if he was aware that we were a Lifeguard aircraft. After a short pause we
were told to proceed direct to the hospital and contact the Tower.

I contacted the ZZZ Tower with our Lifeguard callsign and advised them again of
our hospital destination. Tower told me to report short final to the hospital. A
couple seconds after that | heard the Bonanza contact the Tower. The Controller
alerted the Bonanza to our position and then alerted me to his position. At this time
I visually acquired the Bonanza at our ten to eleven o'clock and a couple hundred
feet above us, | also received an audio TCAS warning alerting me to its close
proximity (Less than 1 mile).

The Bonanza continued his descent to Runway 21 across our flight path which |
believe created a collision hazard as the Bonanza was less than 1 mile away,
descending through our altitude and converging with our course. | immediately
started a right turn to parallel Runway 21 and advised the Tower of our heading
change due to the traffic. | received a "Roger" from the Tower. After the traffic
descended over the runway to land and no longer created a hazard | turned back
on course, reported our final approach and landed at the hospital. At the closest
point, as | turned to parallel the runway, our aircraft were probably less than 1/2
mile apart, at the same altitude and on a course that would have resulted in a
collision--or at the very least a near miss--with less than 100 FT of separation.

Pertinent regulations require that ATC provide priority to civilian air ambulance
flights under a "LIFEGUARD" call sign. The order also states that heavy traffic flow
may affect the controller's ability to provide priority handling, but as we were the
only two aircraft currently talking to Approach and Tower this should not have been
a problem. | believe this situation could have best been avoided by the controllers
to have the other aircraft that was VFR in VMC on a VISUAL approach slow down or
alter course.

Synopsis

An air ambulance helicopter pilot had to take evasive action to avoid a conflict with
a Bonanza inbound to an airport for which it had been cleared for a visual
approach. The reporter believed he had the right of way through the arrival path
due to his flight's Lifeguard status.



Time / Day

Date : 201205
Local Time Of Day : 1201-1800

Place

Locale Reference.ATC Facility : ZNY.ARTCC
State Reference : NY
Altitude.MSL.Single Value : 23000

Aircraft

Reference : X

ATC / Advisory.Center : ZNY

Aircraft Operator : Air Taxi

Make Model Name : Any Unknown or Unlisted Aircraft Manufacturer
Operating Under FAR Part : Part 135

Flight Plan : IFR

Mission : Ambulance

Flight Phase : Descent

Airspace.Class A : ZNY

Person : 1

Reference : 1

Location Of Person.Facility : ZNY.ARTCC

Reporter Organization : Government

Function.Air Traffic Control : Enroute
Qualification.Air Traffic Control : Fully Certified
ASRS Report Number.Accession Number : 1010678
Human Factors : Communication Breakdown
Communication Breakdown.Partyl : ATC
Communication Breakdown.Party2 : ATC

Person : 2

Reference : 2

Location Of Person.Facility : ZNY.ARTCC

Reporter Organization : Government

Function.Air Traffic Control : Enroute
Qualification.Air Traffic Control : Fully Certified
ASRS Report Number.Accession Number : 1010681
Human Factors : Situational Awareness

Human Factors : Communication Breakdown
Communication Breakdown.Partyl : ATC
Communication Breakdown.Party2 : ATC

Events

Anomaly.ATC Issue : All Types
Anomaly.Deviation - Procedural : Published Material / Policy



Detector.Person : Air Traffic Control
Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Contributing Factors / Situations : Airspace Structure
Primary Problem : Procedure

Narrative: 1

I was giving RADAR training at Sector 39 (PARKE). The majority of our traffic is one
way. Most aircraft are departures out of the NY metro area over 3 west fixes,
PARKE, ZIMMZ and NEWEL, which we climb to FL280. We also work IAD arrivals
from ZBW and the NY TRACON which we descend and hand off to Area A (Sector
26) at FL200. This accounts for about 98% of our traffic. Once in awhile we will
work a low aircraft (FL180 to FL280) opposite direction, Northeast bound, landing
in ZBW airspace. We do not handle NY Metro aircraft for several reasons: 1. The
sector in the NY TRACON that feeds us is designed as a departure sector and they
will not take arrivals. 2. The arrivals going to the NY Metro area are already in trail
and below my sector (130) and being worked by the arrival sectors in the NY
TRACON. Sector 26 was trying to hand off a Lifeguard flight to us at FL230 against
our traffic flow. The Controller never APREQed the aircraft with us and did not flash
the aircraft until the boundary just as he was calling for a handoff. Their Supervisor
never called our Supervisor to give a heads up that this aircraft was coming. This
Area has been advised numerous times about doing this. | understand that
Lifeguards do require priority, but this procedure by them to leave aircraft high and
direct destination is a dangerous situation. The ZNY Facility is aware of the
situation and has had a LIFEGUARD Letter of Agreement with the N9O (NY
TRACON) for several years which clearly spells out procedures for them. They are
to be cleared to an arrival fix and at the appropriate altitude, so that they can be
safely handled with other arrivals by an arrival sector. This AREA thinks they are
doing a great job by providing direct routing and no descent to the aircraft, but in
reality they are causing mass chaos and a very bad safety situation for the
Lifeguard and the departures climbing in their face. The aircraft was already
approved by the supervisors (not ours) to be worked by the low sector (92) at a
lower altitude along with the other arrival aircraft. The Controller at Sector 26 did
not follow direction and decided to do his own thing. | advised the Controller that |
was not going to take the aircraft and that per the LOA he needs to be over an
arrival fix. | recommend that All the controllers in Area A be verbally briefed on the
Lifeguard LOA. | do realize that there are times when we may not be busy (late
hours or mid shifts) when we may be able to work something out with NY TRACON
with more direct routing but this must all be coordinated prior to the aircraft
flashing at the boundary. With enough warning and time anything can be worked
out with coordination. This area almost loves the confrontation and intimidation
they create with their actions.

Narrative: 2

Lifeguard aircraft was direct to destination at FL230 going through my sector.
Handoff was flashing to Sector 39 for a couple of minutes. | called Sector 39 for a
handoff when aircraft was nearing the boundary, the response | got from R39 was
"why didn't I call him about the lifeguard? | then issued a right turn to heading 280
to Lifeguard aircraft, so | could avoid Sector 39 airspace and figure out a route for



the aircraft. Pilot responded with unable, we are not turning. | then asked [Sector
9] if they would take a point out while I descended him. They said point out
approve but the aircraft was already in Sector 39 airspace. The flight was worked
out with Sector 92 direct and descending to 170. | recommend taking a handoff on
a lifeguard and giving them priority. Also, if you know you can't work an aircraft
call the previous sector and let them know in a timely manner so a new route can
be worked out without delaying a high priority flight.

Synopsis

ZNY Controllers described the complications of handling a lifeguard aircraft with

regards to interfacility coordination and procedures. The aircraft eventually received
direct routing.



Time / Day

Date : 201205
Local Time Of Day : 0001-0600

Place

Locale Reference.ATC Facility : ZZZ. TRACON
State Reference : US

Environment

Flight Conditions : VMC
Light : Night

Aircraft

Reference : X

ATC / Advisory.TRACON : ZzzZZ
Aircraft Operator : Air Taxi

Make Model Name : EC135

Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Mission : Ambulance

Flight Phase : Descent
Airspace.Class E : ZZZ

Component

Aircraft Component : Helicopter Gearbox and Drive
Aircraft Reference : X
Problem : Malfunctioning

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 1008376

Events

Anomaly.Aircraft Equipment Problem : Critical
Detector.Person : Flight Crew

When Detected : In-flight

Result.Flight Crew : Returned To Departure Airport

Assessments



Contributing Factors / Situations : Aircraft
Primary Problem : Aircraft

Narrative: 1

Had a patient flight request to [local] hospital. Flew to partner hospital, picked up
the flight nurse and departed for [local] hospital. While enroute we encountered
light turbulence. Within a few seconds from the encounter | noticed the "Master
Caution" light. Checked the CAD panel to find we had a transmission chip caution
light. Aborted flight and returned to base with no further incidents.

Synopsis

A medical helicopter pilot reported aborting a flight when he got a transmission chip
light.



Time / Day

Date : 201205
Local Time Of Day : 0001-0600

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft

Reference : X

ATC / Advisory.Tower : ZZZ

Aircraft Operator : Air Taxi

Make Model Name : Eurocopter AS 350/355/EC130 - Astar/Twinstar/Ecureuil
Crew Size.Number Of Crew : 1

Operating Under FAR Part : Part 135

Mission : Ambulance

Flight Phase : Parked

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Pilot Flying

Function.Flight Crew : Captain

Qualification.Flight Crew : Rotorcraft
Qualification.Flight Crew : Commercial

ASRS Report Number.Accession Number : 1007945

Events

Anomaly.Deviation - Procedural : Security
Detector.Person : Other Person

Were Passengers Involved In Event : Y
When Detected.Other

Result.General : Police / Security Involved

Assessments

Contributing Factors / Situations : Procedure
Primary Problem : Procedure

Narrative: 1



We arrived on scene of a MVA [Motor Vehicle Accident]. Upon arrival the helicopter
medical crew approached the patient who was still in the ambulance and had
already been packaged and immobilized by the first responders. They proceeded to
move the patient from the ambulance onto the aircraft. Due to the condition of the
patient we decided to execute a rapid offload at the hospital. While doing so a

Hospital Medical employee found a small semi-automatic pistol in the patient's back
pocket. Hospital security was called.

I suggest that during shift briefings we talk about being more vigilant in ensuring
crew safety and preventing weapons from being carried onboard.
Synopsis

A medical helicopter flew a severely injured accident victim to the hospital where,

upon removing the victim from the helicopter, they discovered he was carrying a
handgun in his back pocket.



Time / Day

Date : 201204
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 10
Light : Daylight

Ceiling.Single Value : 10000

Aircraft

Reference : X

ATC / Advisory.Tower : ZZZ

Aircraft Operator : Government

Make Model Name : Bell Helicopter 412
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Plan : None

Mission : Ambulance

Flight Phase : Parked

Route In Use : None

Component

Aircraft Component : Tail Rotor
Aircraft Reference : X
Problem : Malfunctioning

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Government
Function.Flight Crew : Captain
Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Flight Instructor
Experience.Flight Crew.Total : 3500
Experience.Flight Crew.Last 90 Days : 35
Experience.Flight Crew.Type : 300



ASRS Report Number.Accession Number : 1002689
Human Factors : Situational Awareness

Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Ground Event / Encounter : Person / Animal / Bird
Anomaly.Ground Event / Encounter : Object
Anomaly.Ground Event / Encounter : Loss Of Aircraft Control
Detector.Person : Flight Crew

Were Passengers Involved In Event : N

When Detected : In-flight

Result.General : Maintenance Action

Result.General : Physical Injury / Incapacitation
Result.Flight Crew : Regained Aircraft Control
Result.Aircraft : Aircraft Damaged

Assessments

Contributing Factors / Situations : Aircraft
Primary Problem : Aircraft

Narrative: 1

Both engines of aircraft were started and medical staff member disconnected GPU.
Co-pilot engaged generators. 1 (PIC) began to roll up the throttles to 100 percent
when aircraft began to spin counter-clockwise. | added right pedal and made sure
collective was full down. [I] continued to add pedal until at full stops and spin
continued. [I] rolled off the throttles. Medic was knocked to the ground by aircraft;
no injuries other than scraped knee. Aircraft came to rest after spinning 270
degrees. Aircraft was 0.8 hours out of major maintenance. Aircraft struck a plastic
pillar on side of pad with tail boom and co-pilot's chin bubble; minimal damage.
Aircraft was trucked to a maintenance facility for further inspection. Both co-pilot
and PIC were in agreement that no left pedal was in due to prestart check and that
the collective was full down. Aircraft left deep scars in the concrete through whole
spin.

Synopsis

Bell 412, recently out of maintenance, started counterclockwise spin on startup as
soon as pilot rolled RPM up toward 100%. Full right pedal, full down collective, and
RPM roll back stopped spin at 270 degrees. Minor injury to ground assistant and
minor damage to aircraft.



Time / Day

Date : 201203
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US

Relative Position.Distance.Nautical Miles : 2
Altitude.AGL.Single Value : 300

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft : 1

Reference : X

ATC / Advisory.CTAF : ZZZ

Aircraft Operator : Personal

Make Model Name : PA-32 Cherokee Six/Lance/Saratoga/6X
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Flight Plan : VFR

Mission : Personal

Flight Phase : Final Approach
Route In Use : Visual Approach
Airspace.Class G : ZZZ

Aircraft : 2

Reference : Y

ATC / Advisory.UNICOM : ZZZ
Aircraft Operator : Air Taxi

Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Mission : Ambulance

Airspace.Class G : ZzZZ

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Personal

Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Flight Instructor



Qualification.Flight Crew : Multiengine
Experience.Flight Crew.Total : 22000
Experience.Flight Crew.Last 90 Days : 240
Experience.Flight Crew.Type : 300

ASRS Report Number.Accession Number : 1000184
Human Factors : Communication Breakdown
Human Factors : Situational Awareness
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party?2 : Flight Crew

Events

Anomaly.Conflict : NMAC

Anomaly.Deviation - Procedural : Published Material / Policy
Detector.Person : Passenger

Miss Distance.Horizontal : O

Miss Distance.Vertical : 150

Were Passengers Involved In Event : Y

When Detected : In-flight

Result.Flight Crew : Took Evasive Action

Assessments

Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Contributing Factors / Situations : Airport
Primary Problem : Ambiguous

Narrative: 1

I changed my squawk to VFR and changed to CTAF, reporting 10 miles out and
then reporting left downwind for Runway 20. There was a Lear jet on the frequency
approaching from the west, subsequently reporting right base for Runway 20. A
helicopter, not landing at the airport, reported west of the airport and transiting the
area. | picked up the Lear visually and extended my downwind slightly in order to
follow it to the runway. | reported such over the UNICOM frequency. | thought that
the helicopter had reported both the Lear and myself in sight and wrongly assumed
that he would cross the airport clear of the traffic pattern. Although | was searching
for the helicopter, | did not see it.

When | was about 300-400 AGL and established on final my passenger saw the
helicopter low and to our right and pointed it out to me at which time | pulled up
hard to go above the helicopter. Without the evasive action we would have passed
very close. | made a radio call announcing that I was maneuvering to avoid the
helicopter. The helicopter announced on the radio that he had me in sight. The
helicopter pilot had chosen a very bad location to cross the final approach course.
He was aware of the runway in use and that there were at least two airplanes, the
Lear jet and myself, approaching the airport.

Although I had flight planned for this flight and realized that there was right traffic
for Runway 20, by the time | entered the traffic pattern | had forgotten and
entered the left downwind. Only three days later when | was wondering why the
Lear had made a "non-standard” right base did I remember that | was the one who
was non-standard when flying a "standard" left hand pattern.

Synopsis



A PA32 pilot, mistakenly flying a left hand vice the published right hand pattern at
an non-towered airport experienced an NMAC with a helicopter on short final.



Time / Day

Date : 201203
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US

Environment

Flight Conditions : VMC
Light : Night
Ceiling : CLR

Aircraft

Reference : X

Aircraft Operator : Air Taxi

Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Mission : Ambulance

Flight Phase : Initial Climb
Airspace.Class E : ZZZ

Component

Aircraft Component : Door
Aircraft Reference : X
Problem : Malfunctioning

Person

Reference : 1

Location Of Person.Aircraft : X
Location In Aircraft : Flight Deck
Reporter Organization : Air Taxi
Function.Flight Crew : Captain
Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Rotorcraft
ASRS Report Number.Accession Number : 998676
Human Factors : Other / Unknown
Human Factors : Situational Awareness

Events

Anomaly.Aircraft Equipment Problem : Less Severe
Detector.Person : Flight Crew

When Detected : In-flight

Result.Flight Crew : Overcame Equipment Problem



Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Primary Problem : Aircraft

Narrative: 1

Enroute and [accident scene] landing zone (LZ) arrival conducted in daylight and
return flight was completed in dusk light conditions. Medical crew had requested
rooftop shutdown for offload of intoxicated patient and shutdown on rooftop LZ was
uneventful. Shift supervisor and additional security personnel were present and
pilot assisted medical crew with offload. Pilot secured and physically checked all
doors starting on left side around to pilot door on right side and visually inspected
all panel latches during a concurrent walk-around inspection. Pilot entered cabin on
aircraft right side (behind pilot seat) to shutoff cabin lights left on by medical crew
and observed both flight helmets, one located on forward-facing right seat and the
other on aft facing left seat. Pilot door remained open during normal startup and
was closed after checklist completed for reposition to lower parking LZ. Pilot
observed DOOR annunciator light go out with yellow VAR NR and green LANDING
LT indications remain on (normal for aircraft takeoff condition). No abnormal noise
or other indications were noted. Pilot executed normal takeoff and VAR NR light out
upon application of power. Shortly after transition to forward flight and airspeed
increase pilot noted minor abnormal vibrations with excessive rotor noise. Pilot had
already initiated right turn for reposition to parking LZ and noted vibrations
worsened with increased airspeed, however pilot observed no warning or system
indications of a problem. Pilot then analyzed vibrations to possibly be a result of a
cabin window left open by aircrew and opened pilot door window in an attempt to
equalize pressure. Problem persisted and worsened with continued acceleration,
pilot reacted with power and airspeed reductions and continued to monitor system
status and annunciator lights for any abnormal indication. LANDING LT and no
others were on and pilot made a normal landing to parking LZ.

Upon landing pilot exited aircraft for walk-around and noticed left cabin door had
opened and slid full aft. Normal shutdown completed and further inspection
revealed flight helmet on aft-facing left side was missing. Pilot completed post-
flight and walk-around and immediately notified [appropriate authorities]. Hospital
shift supervisor notified campus police who indicated they would notify local police.
Area Manager arrived and received a verbal report from incident pilot. Shift
supervisor elected to take aircraft and aircrew out of service for remainder of shift
(1 hour early) and accompanied pilot for brief ground search in vicinity of flight
path. Helmet was found in close proximity to departure point and at same
approximate point pilot initiated right turn for downwind.

The lesson is that if something doesn't feel right despite absence of any system or
annunciator indication, believe what you feel and what your gut instinct tells you.
Be prepared for anything and above all stay focused while you FLY THE AIRCRAFT.

Synopsis

Medical helicopter pilot reported encountering vibration and elevated noise level
after rooftop liftoff and during descent to lower level landing area. After landing,
pilot discovered left cabin door had come open inflight and a loose crew helmet had
departed the aircraft.



Time / Day

Date : 201202
Local Time Of Day : 0001-0600

Place

Locale Reference.ATC Facility : ZZZ.ARTCC
State Reference : US
Altitude.MSL.Single Value : 2000

Environment

Flight Conditions : Mixed

Weather Elements / Visibility : Haze / Smoke
Weather Elements / Visibility : Fog

Light : Night

Ceiling.Single Value : 10000

Aircraft

Reference : X

ATC / Advisory.Center : ZZZ
Aircraft Operator : Air Taxi
Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Flight Plan : IFR

Mission : Ambulance

Flight Phase : Initial Approach
Route In Use : Direct
Airspace.Class E : ZZZ

Component

Aircraft Reference : X

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Rotorcraft
Qualification.Flight Crew : Air Transport Pilot (ATP)
Experience.Flight Crew.Total : 7300
Experience.Flight Crew.Last 90 Days : 75
Experience.Flight Crew.Type : 1750

ASRS Report Number.Accession Number : 996128
Human Factors : Situational Awareness



Human Factors : Training / Qualification
Human Factors : Human-Machine Interface

Events

Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Inflight Event / Encounter : Weather / Turbulence

Assessments

Contributing Factors / Situations : Aircraft

Contributing Factors / Situations : Chart Or Publication

Contributing Factors / Situations : Environment - Non Weather Related
Contributing Factors / Situations : Human Factors

Contributing Factors / Situations : Procedure

Primary Problem : Aircraft

Narrative: 1

Departed IFR from the airport and climbed through a layer at about 800 FT AGL
and transitioned to VMC conditions on top at about 2,000 MSL with 20+ miles of
visibility. Conditions were VFR along the route. | maintained my IFR clearance as
an additional safety mechanism, in case there was a need to abort the flight for
weather.... | began to see a layer of some type of obscuration in the general area
of our destination. | could see the local airport; however the hospital was obscured
by this low layer of obscuration. Although, | could have made a VFR descent into
the airport, | did request a clearance for the approach into the airport. This
provided an opportunity for currency reasons, and it would allow me to better
position myself in relation to the hospital. This area is very dark at night....
Numerous oil derricks have been erected in the area and | wanted to make sure |
was clear of any obstructions during the letdown. Once we were cleared for the
approach, | executed the holding pattern maneuver and established myself inbound
on the procedure. Around this time we decided it was best to cancel the flight and
return home. | initiated a go around and notified Center | was going missed and
wanted to return home. | executed the initial portion of the missed approach
procedure for practice. As | was reviewing the procedure again, | noticed the small
note on the approach plate stating the procedure was NA at night. | had previously
noticed the remark regarding the visibility reduction for helicopters; however, |
missed the note regarding the night time restriction. The entire portion of the
procedure | did fly was executed in VMC conditions.

The aircraft interior lighting design is not the greatest, and is further complicated
by the NVG modification. You have to scan documents across the lighting in order
to read something at times. | decided it was time to re-invest in a new lip light to
greater increase the lighting in the cockpit at night, and to better scrutinize the
plates regarding the small notes.

Synopsis

Medical transport helicopter pilot completed a published approach procedure and
missed approach at destination airport in night VMC before noticing that the
procedure was not authorized at night. Pilot attributed the error to inadequate
cockpit lighting.



Time / Day

Date : 201202
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Environment
Light : Dusk

Aircraft

Reference : X

Aircraft Operator : Air Taxi

Make Model Name : Helicopter

Operating Under FAR Part : Part 135

Mission : Ambulance

Flight Phase : Parked

Maintenance Status.Maintenance Deferred : N

Maintenance Status.Records Complete : N

Maintenance Status.Released For Service : Y

Maintenance Status.Maintenance Type : Unscheduled Maintenance
Maintenance Status.Maintenance Items Involved : Work Cards

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : General Seating Area
Reporter Organization : Contracted Service
Qualification.Maintenance : Inspection Authority
Experience.Maintenance.lnspector : 20

ASRS Report Number.Accession Number : 995961
Human Factors : Situational Awareness

Human Factors : Other / Unknown

Analyst Callback : Attempted

Events

Anomaly.Flight Deck / Cabin / Aircraft Event : Other / Unknown
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : Hazardous Material Violation
Detector.Person : Maintenance

Were Passengers Involved In Event : N

When Detected : Aircraft In Service At Gate

Result.General : None Reported / Taken

Assessments



Contributing Factors / Situations : Company Policy
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Primary Problem : Company Policy

Narrative: 1

After performing maintenance on a helicopter Air Ambulance, | noticed an outbreak
of a skin rash on my arms. Consequently, this was found to be caused by a shop
issue. But, | inquired to the flight crew as to what cleaning agents are used to
disinfect the interior after a patient transfer flight. The crew member responded by
stating, they do not have any supplied cleaning agents and seldom will wipe down
the medical interior. If they do, they will use the window cleaner or aircraft exterior
cleaning soap.

This practice puts the Maintenance personnel at risk for contamination. After
researching general guidelines and several state requirements for Air Ambulance
Operations, all were strongly in agreement as to post flight decontamination. Not
so much from the actual patient, but the medical equipment such as gurneys, bags,
attendants' shoes/garments as possible sources for biological contamination. Our
Part 135 Manual states it is the medical team's responsibility to decontaminate the
aircraft after use, but the team is usually busy with off-loading the patient while the
aircraft remains running. The aircraft will depart with no medical interior cleaning
performed. Recommendations: the cleaning should be part of the post flight
operation and written into the operations specifications as such.

Synopsis

A Maintenance employee reported that the company's Air Ambulance Operations
staff do not disinfect cabin interiors or medical equipment on their helicopters after
each patient transfer, even though the requirement is in their Part 135 Manual.
That practice puts Maintenance personnel at risk for contamination while working
the aircraft.



Time / Day

Date : 201202
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Environment

Work Environment Factor : Temperature - Extreme
Light : Daylight

Aircraft

Reference : X

Aircraft Operator : Air Taxi

Make Model Name : MBB-BK 117 All Series

Operating Under FAR Part : Part 135

Mission : Ambulance

Flight Phase : Parked

Maintenance Status.Released For Service : Y

Maintenance Status.Maintenance Type : Unscheduled Maintenance
Maintenance Status.Maintenance Items Involved : Installation
Maintenance Status.Maintenance Items Involved : Repair
Maintenance Status.Maintenance Items Involved : Testing
Maintenance Status.Maintenance Items Involved : Work Cards
Maintenance Status.Maintenance Items Involved : Inspection

Component : 1

Aircraft Component : Electrical/Electronic Panel & Parts
Manufacturer : Eurocopter / Kawasaki
Aircraft Reference : X

Component : 2

Aircraft Component : Inverter
Aircraft Reference : X
Problem : Malfunctioning

Person

Reference : 1

Location Of Person : Gate / Ramp / Line
Location In Aircraft : General Seating Area
Reporter Organization : Air Taxi
Function.Maintenance : Technician
Qualification.Maintenance : Airframe
Qualification.Maintenance : Powerplant



ASRS Report Number.Accession Number : 994040
Human Factors : Confusion

Human Factors : Distraction

Human Factors : Fatigue

Human Factors : Situational Awareness

Human Factors : Time Pressure

Human Factors : Troubleshooting

Human Factors : Workload

Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Deviation - Procedural : Published Material / Policy
Detector.Person : Maintenance

Were Passengers Involved In Event : N

When Detected : In-flight

Result.General : Maintenance Action

Result.Flight Crew : Landed As Precaution

Assessments

Contributing Factors / Situations : Human Factors

Contributing Factors / Situations : Incorrect / Not Installed / Unavailable Part
Contributing Factors / Situations : Logbook Entry

Contributing Factors / Situations : Manuals

Contributing Factors / Situations : Procedure

Contributing Factors / Situations : Equipment / Tooling

Contributing Factors / Situations : Environment - Non Weather Related
Contributing Factors / Situations : Aircraft

Contributing Factors / Situations : Company Policy

Primary Problem : Human Factors

Narrative: 1

We had been working 80+ hours a week for two weeks prior to the event. | also
had 60+ hours the two weeks prior to that. My [Operations] Base had been taken
out by a tornado that went through ZZZ, which has left everything in disarray. |
have been working on spare helicopters as our primary helicopter since | was hired
three months ago. | have not had a helicopter that has been in good working order
until Aircraft X, a BK-117 helicopter arrived. We have been feverishly working on
Aircraft Y for over a month, to try to figure out all the wiring and electrical
problems [found while] troubleshooting a Medical Power Inverter and [electrical]
outlets. We found extensive wiring damage that required major disassembly of
Aircraft Y to fix. We then discovered that the wiring did not match the Wiring
Diagram, so we had to re-wire back to original configuration. All systems were
checking "good" on the Ground Checks and there was pressure to get Aircraft Y
back in service so the other aircraft could be flown to ZZZ1 for training.

When Aircraft Y was brought back to the pad, the medical crew wanted to test the
electrical system to make sure it was going to hold up and it immediately failed. We
began troubleshooting which meant we had to remove the access panel. We
decided to remove the inverter and install the old inverter to see if that fixed the
problem, and it did, that night. The next morning the medical crew wanted to run it
again, because they were told they would have one week to make sure it was going
to be reliable. They plugged everything in again and it immediately failed again. We



were in the process of troubleshooting the problem when the decision was made to
take the aircraft with the bad Medical Inverter System to ZZZ1 for training. | was
then told to get Aircraft Y ready to go. We were then told to swap back into Aircraft
X, because we were going to put it back in service. At that point | needed to catch
up on all the maintenance tracking program paperwork and clear some MEL
paperwork, then do the aircraft Spare Transfer Log, and make sure that everything
that was supposed to be with that aircraft was in it and accounted for.

The pilot started loading the boxes of logbooks and General Operations Manuals
(GOM) and Flight Manuals for [Aircraft Y] before | had gone through them, so |
started going through them to make sure they were accounted for. In all of the
rush to get all the paperwork done and stuff loaded and ready to go, | forgot about
putting the access panel back on. The pilot did his pre-flight and did not say
anything so | figured everything was OK. Aircraft had left base when | was in the
office doing paperwork and | turned around and noticed the panel sitting there; |
immediately notified my Supervisor and the Duty Pilot. The Duty Pilot called ZzZz2
to notify the pilot of the Aircraft Y and have him call back. The pilot of the aircraft
then notified his Supervisor who in turn grounded Aircraft Y until the access panel
was put back on. | then drove 200 miles to ZZZ3 to install the panel back on
Aircraft Y and by that time the weather had made it impossible to continue the
flight that day. Aircraft Y was hangared and | drove back to ZZZ to hangar my
other aircraft.

I then drove back to ZZZ3 to pull Aircraft Y out of the hangar, to be ready to launch
when the weather permitted. | then drove back to ZZZ to check on my primary
aircraft. By this time it was daybreak and | was dead tired and starting to get sick,
which is why it has taken me this long to submit this report. The possibility of
incoming bad weather was also a factor in all of this. The workload of Aircraft Y,
along with the rush to get it in service, and then the numerous changes of plans at
the last minute was the biggest factors involved.

Suggest that if an aircraft needs the amount of work that Aircraft Y needs, it should
go to a FAR 145 Repair Station to be worked until it is in correct working order. It
should not be dumped on the Base Mechanic to basically refurbish an aircraft in the
field, while taking care of another aircraft at the same time. There should be better
planning involved in situations like this. Furthermore the technicians working on
spare aircraft should treat any spare as if it were their personal aircraft, not neglect
it like the two aircraft that | have had previous to Aircraft X. Aircraft Y and Z were
both neglected and it showed up while it was here. Aircraft should not be assigned
a mission until it is flight ready and mission capable.

Synopsis

A Helicopter Mechanic has a work environment that included high workload
saturation, excessive work hours, fatigue. A Medical Power Inverter access panel
was not reinstalled on a BK-117 air ambulance helicopter and the Maintenance
Base was in disarray after a tornado struck.



Time / Day

Date : 201201
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Environment

Weather Elements / Visibility.Other

Work Environment Factor : Poor Lighting

Work Environment Factor : Temperature - Extreme
Light : Night

Aircraft

Reference : X

Aircraft Operator : Air Taxi

Make Model Name : Jet/Long Ranger/206

Operating Under FAR Part : Part 135

Mission : Ambulance

Flight Phase : Parked

Maintenance Status.Maintenance Deferred : N

Maintenance Status.Released For Service : Y

Maintenance Status.Maintenance Type : Scheduled Maintenance
Maintenance Status.Maintenance Items Involved : Installation
Maintenance Status.Maintenance Items Involved : Work Cards
Maintenance Status.Maintenance Items Involved : Inspection

Component : 1

Aircraft Component : Gearbox
Manufacturer : Rolls Royce (Allison)
Aircraft Reference : X

Component : 2

Aircraft Component : Power Drive System
Manufacturer : Rolls Royce (Allison)
Aircraft Reference : X

Person : 1

Reference : 1

Location Of Person : Gate / Ramp / Line
Reporter Organization : Air Taxi
Function.Maintenance : Technician
Qualification.Maintenance : Airframe
Experience.Maintenance.Technician : 11.5



ASRS Report Number.Accession Number : 992450
Human Factors : Workload

Human Factors : Situational Awareness

Human Factors : Communication Breakdown
Human Factors : Confusion

Communication Breakdown.Partyl : Maintenance
Communication Breakdown.Party2 : Maintenance

Person : 2

Reference : 2

Location Of Person : Gate / Ramp / Line
Reporter Organization : Air Taxi
Function.Maintenance : Technician
Qualification.Maintenance : Airframe
Experience.Maintenance.Technician : 5

ASRS Report Number.Accession Number : 992453
Human Factors : Training / Qualification

Human Factors : Situational Awareness

Human Factors : Confusion

Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Maintenance
Communication Breakdown.Party?2 : Maintenance
Analyst Callback : Attempted

Person : 3

Reference : 3

Location Of Person : Gate / Ramp / Line
Reporter Organization : Air Taxi
Function.Maintenance : Technician
Qualification.Maintenance : Airframe
Experience.Maintenance.Technician : 8.5

ASRS Report Number.Accession Number : 995964
Human Factors : Workload

Human Factors : Situational Awareness

Human Factors : Confusion

Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Maintenance
Communication Breakdown.Party2 : Maintenance
Analyst Callback : Completed

Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Deviation - Procedural : Published Material / Policy
Detector.Person : Maintenance

Were Passengers Involved In Event : N

When Detected : Routine Inspection

Result.General : Maintenance Action

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Company Policy
Contributing Factors / Situations : Human Factors



Contributing Factors / Situations : Incorrect / Not Installed / Unavailable Part
Contributing Factors / Situations : Weather
Primary Problem : Human Factors

Narrative: 1

During an engine replacement the freewheeling unit's aft cap was installed without
the proper spacer. | believe this was missed due to weather conditions, the remote
location, and being at night (worked with flashlights and plug-in lamps). The
question of if the spacer was installed or not was even asked, with the Mechanic
installing the aft cap stating "yes, it's there". However | was working on another
part of the engine and was not involved with the assembly of the freewheeling unit.
I do know from now on, any time there is a question, everyone working on the task
at hand will stop and double check each other.

Narrative: 2

During an engine change on a Bell 206L-3 helicopter, Aircraft X, while installing the
freewheeling unit, a spacer was not installed. The purpose of the spacer is to hold
the split cones and provide proper seal placement on the adapter and aft cap. The
problem occurred when myself and another Mechanic were installing the
freewheeling unit. The [Electronic] Manual was up and | was reading it step by step
and when | asked it the split cones and spacer were installed the other Mechanic
confirmed the split cones but was looking at what he called the spacer, which was
actually the sleeve over the adapter. | did not confirm the cones and spacer, | did
not ensure that we were both looking at the same item and did not communicate
the part location, only the name.

The temperature was around 35 degrees Fahrenheit. We were not located in a
hangar and were using shop lights and head lamps to illuminate the area. With only
a wireless card as a source of accessing the Internet, it was very slow to load
Maintenance Manuals. | feel that these were not necessarily the causes but are
factors worth mentioning that were present during the engine change. | tried to
mitigate these risks by limiting time a Mechanic spent in the elements, printing
references off in advance, and using every possible light available to us. The
problem was discovered when we performed a Visual Inspection (V/1) after
questioning if the spacer was installed.

I was performing another engine change on Aircraft Y and while installing the
freewheeling unit and placing the spacer over the split cones, | began to question
whether or not the spacer was installed [on] Aircraft X during that engine change. |
immediately contacted the Mechanic that installed the aft cap and asked if he
remembered installing the spacer. After discussing it with him, neither of us were
sure that we had ever seen the spacer that night. | then called the third Mechanic
that had been working with us on the engine change to confirm if he had seen the
spacer. He could not recall ever seeing it either. At this point | called the base to
determine if the adapter was riding farther in than normal. The Pilot stated that the
adapter and aft cap looked correct. There was an 1/8" inch showing on the aft side
of the seal, the adapter had no play, and there were no leaks of any sort on the aft
cap. After a few minutes | determined that the aircraft should be removed from
service until verification of the spacer was confirmed or denied. The aircraft was
removed from service, and the Base Mechanic pulled the aft cap and confirmed that
the spacer was not installed.



At this time | contacted the helicopter's Technical Representative and explained the
situation. His recommendation was to inspect all components, and if no damage
was found, to order and install the spacer and return the aircraft to service. The
correct part number was located and the spacer was ordered and at this time is in
transit to the aircraft. The aircraft will not be returned to service until the spacer is
installed and an Operational Check is completed. At that point all corrective actions
will be completed.

In looking back at this situation, | believe that the factors causing the problem
were a lack of training and miscommunication which led to the spacer not being
installed. The Bell 206L+ aircraft are new to some of our bases that have been
operating only "L" model aircraft. There are quite a few things different and training
needs to be conducted for mechanics moving into an "L+" airframe. Using the
appropriate nomenclature for components would have eliminated the error of two
mechanics referring to one component by two different names. All appropriate
references were used and procedures followed.

The spacer is not used on a [base model] 206 part number freewheeling unit. So,
better training would allow each Mechanic to have a working knowledge of the
systems and components on their airframe that they may not be able to see or
touch everyday. Using standard terminology and confirming that all mechanics
working together are calling the component the same name can reduce confusion. |
think that the issue was not due to poor judgment or decisions, but due to lack of
training and knowledge of the systems being worked. This allowed the spacer to be
overlooked and not installed.

Narrative: 3

Freewheeling installation, aft cap installed without spacer. When removed from old
engine, never saw the spacer in question. In fact, | believe there was a possible
misunderstanding of what the spacer was. We were working in a field environment
late at night, cold weather and cord lights with flashlights. The question was even
asked as to whether the spacer was installed. The adapter flange was also removed
a second time due to trying to get the cotter pin hole to align.

I believe, now looking back on this and with the questioning of [whether the
spacer] was installed and also with having to remove the adapter flange to align
the cotter pin, we should have stopped right there and verified that the spacer was
in place. But due to the circumstances we were working in we just were not putting
it all together. | believe with more training and if there is any doubt on something
in the future, that we take the time to verify that it is correct no matter what the
situation.

Callback: 3

Reporter stated the aft cap spacer helps keep oil in the Rolls Royce (Allison) 206L-4
engine gearbox case which is mounted to the engine between the compressor and
turbine. The freewheeling unit is forward of the gearbox and has a shaft to the
engine transmission which drives the main rotor blades and another shaft from the
freewheeling unit that goes through the aft side of the gearbox to drive the aft
rotor blades. The design of the freewheeling unit allows the main and aft rotor
blades to continue to rotate if the engine quits or lock-up.

Reporter stated the Bell 206L-3 helicopter they had changed the engine on had



been modified and beefed-up from an L-3 model to a L-4 platform that required a
spacer be installed at the aft cap position on the aft side of the gearbox case. The
L-1, L-2 and L-3 series do not require the spacer. Training, adequate maintenance
information and adequate facilities would have been helpful. The engine change
was accomplished outside at one of their previous maintenance stations where a
hangar used to be available. The company previously closed the Maintenance
operation at that station, so they had been sent on a field trip to the same location.

Synopsis

Three mechanics report a required spacer was not installed at the aft cap position
on the aft side of a Bell 206L-3 helicopter's engine gearbox case during an engine
change, outside, at night, in cold temperatures with limited lighting and
communication terminology issues.



Time / Day

Date : 201202
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : BML.Airport
State Reference : ME
Altitude.AGL.Single Value : 1500

Environment

Flight Conditions : VMC

Weather Elements / Visibility : Snow
Weather Elements / Visibility.Visibility : 10
Light : Night

Ceiling.Single Value : 4200

Aircraft

Reference : X

ATC / Advisory.CTAF : BML

Aircraft Operator : Air Taxi

Make Model Name : A109 All Series
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Flight Plan : VFR

Mission : Ambulance

Flight Phase : Cruise

Route In Use : Direct
Airspace.Class E : ZBW

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck
Reporter Organization : Air Taxi
Function.Flight Crew : Captain
Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Multiengine
Experience.Flight Crew.Total : 4470
Experience.Flight Crew.Last 90 Days : 30
Experience.Flight Crew.Type : 600

ASRS Report Number.Accession Number : 992436
Human Factors : Situational Awareness
Analyst Callback : Completed

Events



Anomaly.No Specific Anomaly Occurred : All Types
Detector.Person : Flight Crew

When Detected : In-flight

Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Environment - Non Weather Related
Primary Problem : Environment - Non Weather Related

Narrative: 1

The new wind turbine farms in the vicinity of Rumford and Berlin NH are not able to
be seen with Night Vision Goggles. Apparently these beacons are of a spectrum not
visible with the night vision devices and could cause problems for Military or Scene

Call ops for HEMS aircraft. They are only able to be seen with the naked eye.

Callback: 1

The reporter states that red tower and obstacle beacons are normally very bright in
his night vision goggles but for some reason, unknown to him, the hazard beacons
on these new wind turbines are completely invisible.

Synopsis

Helicopter pilot reports that the hazard beacons on the new wind turbine farms in
the vicinity of Rumford and Berlin, NH are not visible with Night Vision Goggles.



Time / Day

Date : 201202
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : 1000

Aircraft : 1

Reference : X

ATC / Advisory.Tower : ZZZ
Aircraft Operator : Air Taxi
Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Flight Plan : VFR

Mission : Ambulance

Flight Phase : Cruise

Route In Use : None
Airspace.Class D : ZzZZ

Aircraft : 2

Reference : Y

ATC / Advisory.Tower : ZZZ

Aircraft Operator : Air Carrier

Make Model Name : A320

Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Passenger

Nav In Use.Localizer/Glideslope/ILS : Runway 9R
Flight Phase : Final Approach
Airspace.Class D : ZZZ

Person

Reference : 1

Location Of Person.Facility : ZZZ.Tower

Reporter Organization : Government

Function.Air Traffic Control : Local
Qualification.Air Traffic Control : Fully Certified
ASRS Report Number.Accession Number : 992038
Human Factors : Communication Breakdown
Communication Breakdown.Partyl : ATC
Communication Breakdown.Party2 : ATC

Events



Anomaly.ATC Issue : All Types

Anomaly.Conflict : Airborne Conflict
Detector.Person : Air Traffic Control

Result.Air Traffic Control : Issued New Clearance

Assessments

Contributing Factors / Situations : Environment - Non Weather Related
Contributing Factors / Situations : Human Factors

Contributing Factors / Situations : Procedure

Primary Problem : Procedure

Narrative: 1

I was doing OJT on Local South position. | was the instructor. A helicopter called 2
miles south at 1,500 FT wanting to land at a nearby hospital which is 2 miles north.
The helicopter was flying at 160 KTS. The trainee instructed the helicopter to go
northbound 1 mile west at or below 500 FT, which is the helicopter preferred
routing per our LOA. The helicopter said they were unable and asked to go over the
top of the airport at 1,000 FT. So the trainee said unable over the top of the airport
continue northbound from present position and remain south of the final for traffic.
The helicopter said they could not hold that they were on a lifeguard mission and
they need to go direct to the hospital. So | keyed up and instructed the helicopter
to go northbound from their present position and suggested a heading of 360
degrees at or below 1,000 FT and that | would put them through the final. The
trainee issued traffic calls to the helicopter and a B190 that was on about a 5 mile
final for Runway 9R. The helicopter had traffic in sight and was passing behind. In
the meantime, an aircraft was in position on Runway 9R to depart VFR to the
northeast. | instructed the trainee to clear the aircraft for take off. The trainee
proceeded to issue traffic to the helicopter on the aircraft that was on final for
Runway 9L. The helicopter stated that they had traffic in sight and would pass
behind. The final traffic was at 1,200 FT and the helicopter was at 900 FT. | had
both an A320 and the helicopter in sight. | informed the Tower Cab that the
helicopter was passing behind the landing traffic. The landing traffic informed the
Tower that he was responding to an RA, but was still able to land. | was later
informed that the landing aircraft was going to file this incident as a NMAC.
Recommendation, all helicopters, regardless of type of flight lifeguard or not, follow
airport procedures.

Synopsis

TRACON Controller described a TCAS RA and filed NMAC involving landing Air
Carrier traffic and an EMS helicopter passing behind to land at a near by hospital,
the reporter indicated the helicopter had the landing traffic in sight.



Time / Day

Date : 201111
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Environment
Weather Elements / Visibility.Visibility : 8
Aircraft

Reference : X

Aircraft Operator : Air Taxi

Make Model Name : EC145

Crew Size.Number Of Crew : 1

Operating Under FAR Part : Part 135

Mission : Ambulance

Flight Phase : Parked

Maintenance Status.Maintenance Deferred : N
Maintenance Status.Records Complete : N

Maintenance Status.Released For Service : Y

Maintenance Status.Required / Correct Doc On Board : N
Maintenance Status.Maintenance Type : Unscheduled Maintenance
Maintenance Status.Maintenance Items Involved : Testing
Maintenance Status.Maintenance Items Involved : Repair

Component : 1

Aircraft Component : Main Rotor Brake
Aircraft Reference : X
Problem : Malfunctioning

Component : 2

Aircraft Component : Main Rotor Indication
Aircraft Reference : X
Problem : Malfunctioning

Person

Reference : 1

Location Of Person : Company
Reporter Organization : Air Taxi
Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Instrument
Experience.Flight Crew.Total : 3900



Experience.Flight Crew.Last 90 Days : 60
Experience.Flight Crew.Type : 3000

ASRS Report Number.Accession Number : 984904
Human Factors : Other / Unknown

Human Factors : Training / Qualification

Events

Anomaly.Aircraft Equipment Problem : Less Severe
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : Maintenance
Detector.Person : Flight Crew

When Detected : In-flight

Assessments

Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Company Policy
Primary Problem : Procedure

Narrative: 1

Two maintenance items were identified with a medical helicopter. First, the Mast
Moment Indicator (MMI) started to lag behind the actual cyclic inputs. Second, the
rotor brake was losing its effectiveness.... | noted the same problems with the MMI
and the rotor brake | had observed during my previous duty week. When we
returned to our base, | asked about both the peculiar indications on the MMI and
the effectiveness of the rotor brake.... | then asked how it was possible that
[Maintenance] could know about the MMI and the rotor brake and that no one had
made note of the discrepancies in the Daily Maintenance Record. [Maintenance]
replied something to the effect that we can't write up everything.... The
discrepancies were noted and corrective actions were performed on [a certain date]
so that tells us that something was, in fact, deficient with both items. The Daily
Maintenance Record does not reflect reality because it indicates the discrepancies
were identified for the first time on that date, when every pilot and mechanic
knows that is not the case.... There is a safety culture problem at some bases
where the front line mechanics tend to postpone and/or improperly defer
maintenance issues until such time as the parts and/or tools required for the repair
are on hand. In most cases, the discrepancies/irregularities are not documented in
the Daily Maintenance Record until such time as the mechanics make the repair.

Synopsis

EC145 helicopter pilot noted what appears to be a company policy to delay
documentation of certain aircraft discrepancies until parts become available to
conduct necessary repairs.



Time / Day

Date : 201112
Local Time Of Day : 0001-0600

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : 2000

Environment

Flight Conditions : VMC
Light : Night

Aircraft

Reference : X

ATC / Advisory.Tower : ZZZ

Aircraft Operator : Air Taxi

Make Model Name : Bell Helicopter 222
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Flight Plan : VFR

Mission : Ambulance

Flight Phase : Initial Approach

Route In Use : Visual Approach
Route In Use : Direct

Airspace.Class B : ZZZ

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck
Reporter Organization : Air Taxi
Function.Flight Crew : Pilot Flying
Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Commercial
Experience.Flight Crew.Total : 3700
Experience.Flight Crew.Last 90 Days : 20
Experience.Flight Crew.Type : 110

ASRS Report Number.Accession Number : 983163
Human Factors : Training / Qualification

Events

Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : FAR
Detector.Person : Flight Crew



When Detected : In-flight
Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Primary Problem : Procedure

Narrative: 1

While flying on an inter-facility flight in a NON NVG [Night Vision Goggles] modified
aircraft, | had NVGs mounted on my helmet and used them momentarily to ensure
terrain clearance and to identify known obstacles on my approach paths. | did not
fly an NVG profile or use them in the entirety of the flight. | used them only
momentarily to ensure terrain clearance and to quickly ID obstacles on my
approach path. 99% of the profile was unaided with my using standard night flying
techniques such as appropriate altitudes, known land marks, and supplemental
lighting (Searchlight & Night Sun). To ensure a safe flight route, | maintained the
appropriate altitudes until I arrived at known landmarks that ensured terrain
clearance prior to any descents and used outside visual references with a good scan
without using the NVGs. | used them strictly momentarily and my intent was to
enhance safety and not to flagrantly violate any regulations, instructions or
directives. If | did so it was purely unintentional. | used poor judgment and should
not have utilized the NVG's in an un-modified aircraft. | accept responsibility for my
actions and realize | acted incorrectly. While my intentions were safety related, my
actions were incorrect. 1 will ensure this will not occur again by not taking NVGs on
board a non-NVG maodified aircraft and flying unaided when conditions are
appropriate and not accepting the flight if the conditions are not appropriate for
unaided flight.

Synopsis

Bell 222 pilot briefly utilized Night Vision Goggles in an aircraft which was not
modified and certified for NVG use.



Time / Day

Date : 201112
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US

Aircraft : 1

Reference : X

ATC / Advisory.UNICOM : ZzzZ
Aircraft Operator : Air Taxi

Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Mission : Ambulance

Flight Phase : Initial Approach
Airspace.Class G : Z2ZZ

Aircraft : 2

Reference : Y

ATC / Advisory.CTAF : ZZZ

Aircraft Operator : Air Taxi

Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Mission : Ambulance

Flight Phase : Takeoff
Airspace.Class G : ZzZZ

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Commercial

ASRS Report Number.Accession Number : 982838
Human Factors : Communication Breakdown
Human Factors : Confusion

Human Factors : Time Pressure

Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party?2 : Flight Crew

Events



Anomaly.Conflict : Airborne Conflict

Detector.Automation : Aircraft TA

Detector.Person : Flight Crew

Miss Distance.Horizontal : 1000

Were Passengers Involved In Event : Y

When Detected : In-flight

Result.Flight Crew : Executed Go Around / Missed Approach
Result.Air Traffic Control : Issued Advisory / Alert

Assessments

Contributing Factors / Situations : Airport

Contributing Factors / Situations : Environment - Non Weather Related
Contributing Factors / Situations : Human Factors

Primary Problem : Human Factors

Narrative: 1

Inbound to the hospital heliport notified Flight Control of 5 Minute ETE. [I] was
advised that another helicopter (helicopter Y) was turning up to depart. Self
announced setting up for approach on the common frequency. Heard helicopter Y
advise Control departing to the south. Was in a position to observe the approach
corridor (primary approach) and the pads at the hospital but was unable to see
helicopter Y. Received TCAD alerts and assumed helicopter Y was clear of the pad
and enroute to the south because of the time delay since his departure call. [I]
heard Control advise helicopter Y that | was inbound. Heard helicopter Y advise
Control they were monitoring "other frequency" and would coordinate with us. [I]
called final for the Primary Pad over the River. [I] was advised by Control to hold
approach due to helicopter Y departure. Still unable to locate helicopter Y, |
executed a go-around straight ahead then climbing right turn. Finally observed
helicopter Y hovering over the trees just off the landing pad over the approach
path. [I] circled to the right on a normal pattern after wave-off to uneventful
landing.

It's hard to believe that helicopter Y and Control attempted to depart their aircraft
from that pad into the approach corridor given my ETA bearing a trauma patient.
Since | was in a position to observe the approach corridor and the landing area it's
amazing to me that | still could not see the aircraft; but our aircraft are painted
drab colors and apparently blended into the scenery around the hospital (low and
slow). I incorrectly assumed that because of the TCAD alerts and time lapse and
the fact that | could not locate that aircraft in my intended flight path that there
was no danger to rolling in on final approach. | had hoped to receive feedback from
helicopter Y on the common frequency when | announced my intentions but failing
that; | incorrectly assumed that his silence meant they were clear. I'll proceed
more cautiously in the future around this hospital as it doesn't seem they're used to
operating at the tempo that I'd expect.

Synopsis

Helicopter pilot arriving at a hospital heliport, describes a conflict with another
helicopter departing. The other helicopter was not visually acquired and the
reporter executed a go-around.



Time / Day

Date : 201112
Place

Altitude.AGL.Single Value : 2
Environment

Flight Conditions : VMC
Light : Night

Aircraft

Reference : X

Aircraft Operator : Air Taxi

Make Model Name : Bell Helicopter 222
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Mission : Ambulance

Flight Phase : Landing

Route In Use : Visual Approach

Component

Aircraft Component : Tail Rotor Blade
Aircraft Reference : X

Person

Reference : 1

Location Of Person.Aircraft : X
Location In Aircraft : Flight Deck
Reporter Organization : Air Taxi
Function.Flight Crew : Captain
Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Rotorcraft
Qualification.Flight Crew : Commercial
ASRS Report Number.Accession Number : 982435
Human Factors : Distraction

Human Factors : Situational Awareness
Human Factors : Workload

Events

Anomaly.Ground Event / Encounter : Ground Strike - Aircraft
Anomaly.Inflight Event / Encounter : CFTT / CFIT
Detector.Person : Flight Crew

Were Passengers Involved In Event : N

When Detected : In-flight

Result.Flight Crew : Returned To Departure Airport
Result.Aircraft : Aircraft Damaged



Assessments

Contributing Factors / Situations : Environment - Non Weather Related
Contributing Factors / Situations : Procedure
Primary Problem : Environment - Non Weather Related

Narrative: 1

The event took place at a Landing Zone (LZ) which was off of the Interstate. This
accident required two helicopters to be simultaneously launched to the scene. My
crew and | had established radio contact with each other mid-flight and it was
determined that [the other helicopter] would be on scene first, and [I] would be
approximately two to three minutes in trail. After [the other helicopter]
communicated that he had landed | was informed to land directly behind his
helicopter on the road turnout. After my reconnaissance of the LZ | was informed
by the Ground Units (Fire Department) that | had "as much room as | needed"
behind the helicopter on the ground which was at idle. | intended to land 75 FT
behind the other helicopter as | made my final approach to the LZ at a 45 degree
angle. | had NVG goggles on from the in-flight phase to the approach phase and to
the ground. The Nurse in the co-pilot's seat had the goggles on as well during all
phases of flight to the ground. The event occurred approximately two to three feet
off of the ground in an approach hover to the ground. As | was reaching my point
of intended landing | felt a high frequency shudder in the pedals and immediately
landed about three to five feet short of my intended touch down zone.

After landing | began the shutdown phase of the helicopter while communicating to
the crew what had happened till the rotors came to a complete stop. Once the
rotors had stopped | checked with the crew to see if everyone was alright and
stepped out of the aircraft, assuming a tail rotor strike, to visually inspect the tail
rotor and the rest of the aircraft. Upon reaching the tail rotor I noticed the tips of
the tail rotor blades to be damaged and dirty as well as the mound of dirt to the aft
and left of the tail. | assumed that | struck the tail rotor on the mound of dirt
during the final approach hover to the ground. Neither | nor either crew member
saw the mound during any phase of flight.

After careful reconsideration of the events, | would have continued circling the LZ
and waited for the first aircraft to load the passenger and take-off, procede to
his/her original LZ and then load the second patient. | also would have suggested
the Fire Rescue Crew illuminate my LZ from behind, giving them an opportunity to
scout the LZ again and providing more information regarding potential ground
hazards, as well as a better view for the pilot from a low-recon altitude. | would
also recommend that the Fire Rescue first responders set up an LZ on solid asphalt
when it is available.

Synopsis

BHT-222 Medevac helicopter pilot approaching to land at night behind another
helicopter near an interstate highway, struck a mound of dirt causing damage to
the tail rotor.



Time / Day
Date : 201112

Place
Altitude.AGL.Single Value : O
Aircraft

Make Model Name : Jet Ranger All Series Undifferentiated or Other Model
Operating Under FAR Part : Part 135

Mission : Ambulance

Flight Phase : Parked

Person : 1

Reference : 1

Location Of Person : Company

Reporter Organization : Air Taxi

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying

ASRS Report Number.Accession Number : 982260
Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : Other

Person : 2

Reference : 2

Location Of Person : Company

Reporter Organization : Air Taxi

Function.Flight Crew : Captain

Qualification.Flight Crew : Commercial

ASRS Report Number.Accession Number : 982343
Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : Other

Events

Anomaly.Aircraft Equipment Problem : Less Severe
Anomaly.Deviation - Procedural : FAR
Detector.Person : Other Person

When Detected.Other

Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Company Policy
Contributing Factors / Situations : Equipment / Tooling
Primary Problem : Ambiguous



Narrative: 1

I was informed that we can no longer conduct Night Vision Goggles (NVG)
operations. [Maintenance] received this notification from [the company] Chief Pilot.
The reason is due to our aircraft being on a list of non-conformity aircraft, and thus
un-airworthy for NVG operations. | was told today by our Base Mechanic, that in
June, 2011, a list of non-compliant aircraft came out and our aircraft was not on
that list. It appears now, that it has been placed on that list although I have never
seen such list nor has any of the other pilots at this base. Also, approximately two
months ago, this aircraft was inspected by an FAA representative for Ahlers
compliance and he said that everything was fine with the aircraft. There are no
write-ups in the maintenance book referring to this matter. Until today, | have not
received any calls, texts, emails or any other correspondence that our aircraft has
been in non-compliance since June 2011.

Synopsis

Bell 407 pilot reported that a company helicopter was apparently not in compliance
with requirements for use of Night Vision Goggles although it had previously been
inspected and listed by the FAA as compliant.



Time / Day

Date : 201111
Local Time Of Day : 0001-0600

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.MSL.Single Value : 3000

Environment

Flight Conditions : IMC

Weather Elements / Visibility : Rain
Weather Elements / Visibility.Visibility : 2.5
Light : Daylight

Ceiling.Single Value : 2500

Aircraft

Reference : X

ATC / Advisory. TRACON : ZZZ
Aircraft Operator : Air Taxi

Make Model Name : Citation Il S2/Bravo (C550)
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 135
Flight Plan : IFR

Mission : Ambulance

Flight Phase : Climb

Route In Use : Vectors
Airspace.Class B : ZzzZ

Component

Aircraft Component : AC Generation
Aircraft Reference : X
Problem : Failed

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Captain

Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Multiengine
Experience.Flight Crew.Total : 4200
Experience.Flight Crew.Last 90 Days : 60



Experience.Flight Crew.Type : 350
ASRS Report Number.Accession Number : 981762

Events

Anomaly.Aircraft Equipment Problem : Critical
Detector.Automation : Aircraft Other Automation
Detector.Person : Flight Crew

Were Passengers Involved In Event : N

When Detected : In-flight

Result.General : Declared Emergency
Result.General : Maintenance Action

Result.Flight Crew : Returned To Departure Airport

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Weather
Primary Problem : Aircraft

Narrative: 1

After a normal start we departed Runway 35 with an initial heading of 350 and
began a climb to 5,000 FT. Between 3,000 and 4,000 FT in the climb in IMC and
heavy rain the RED AC Fail light illuminated on the cockpit annunciator panel
causing a MASTER CAUTION WARNING as well. At this time the autopilot
disengaged, the altitude pre-selector went blank, the flight director disappeared
and the #1 ADI tumbled. Within seconds the Number 1 Inverter Fail AMBER Light
illuminated on the Annunciator panel.

As the SIC was retrieving the abnormal procedure checklist for the AC Fail
Annunciation, the #1 ADI came back up and stayed erect for about 15 seconds,
during which time | cleared the MASTER CAUTION WARNING. During this time we
were leveling at 5,000 FT in IMC when Departure cleared us to 16,000 FT and a
heading of 340, and to expedite through 7,000 FT. | initiated a climb and within
seconds, the MASTER CAUTION WARNING returned followed by a second tumble of
the #1 ADI.

While the SIC was running the AC Failure checklist, and we were passing through
7,000 | elected to return to the airport. | advised Departure we were having an
electrical problem and it to standby. Departure asked "are you declaring an
Emergency?” to which | replied "No, not at this time, however, we would like to
return to the airport."” Departure replied "we will go ahead and declare an
Emergency for you at this time." Departure then stated "If able turn to a heading of
180 and descend at pilot's discretion to 6,000 FT."

We received several step down altitudes and vectors to intercept the ILS approach,
were cleared to land, broke out of the bottom of the cloud layer, executed a normal
landing and cleared the runway at Taxiway F where we were given a different
Ground frequency in order to communicate with fire and rescue. CFR inquired if we
had an onboard fire, or a smell of smoke? The First Officer replied no, that we had
returned due to an electrical issue. They followed us to the ramp where a normal
shut down was conducted. The discrepancy was written up and the aircraft turned
over to Maintenance.

Synopsis



A Citation 11 flight crew lost several Nav and Autoflight capabilities when they
suffered a loss of AC power shortly after takeoff in inclement weather. The opted to
declare an emergency and return to their departure airport for maintenance.



Time / Day

Date : 201111
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : 900

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 10
Light : Night

Ceiling.Single Value : 10000

Aircraft

Reference : X

ATC / Advisory.Tower : ZZZ
Aircraft Operator : Air Taxi
Make Model Name : EC135
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Flight Plan : VFR

Mission : Ambulance

Flight Phase : Descent

Route In Use : Visual Approach
Route In Use : Direct
Airspace.Class C : zZZ

Component

Aircraft Reference : X

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi
Function.Flight Crew : Pilot Flying
Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Commercial
Experience.Flight Crew.Total : 6000
Experience.Flight Crew.Last 90 Days : 150
Experience.Flight Crew.Type : 2500

ASRS Report Number.Accession Number : 980381



Human Factors : Distraction
Human Factors : Workload

Events

Anomaly.Inflight Event / Encounter : Bird / Animal
Detector.Person : Flight Crew

Miss Distance.Horizontal : O

Miss Distance.Vertical : O

Were Passengers Involved In Event : N

When Detected : In-flight

Result.General : Physical Injury / Incapacitation
Result.Flight Crew : Landed in Emergency Condition
Result.Flight Crew : Became Reoriented
Result.Aircraft : Aircraft Damaged

Assessments

Contributing Factors / Situations : Environment - Non Weather Related
Primary Problem : Environment - Non Weather Related

Narrative: 1

Descending to a hospital, two birds came through the windshield and hit the pilot in
the face. | had just lifted my visor to lower my goggles and look for wires around
the hospital. I got hit without my facemask being down. Airspeed was about 90
KTS. I don't believe | passed out but there was certainly a time that | was not
controlling the helicopter due to being stunned and clearing my eyes and throat.
There is that time while switching to goggles where my eyes are not protected and
also when wearing goggles. These goggles could easily get pushed into your eye
sockets. | don't know of a way to protect the pilots face during this phase of flight.
All lights were on; landing light, search light and even the DeVore lights. I do not
have a solution; just thought it should be brought up.

Synopsis

EC135 pilot struck in the face by birds after raising visor to lower NVG. Birds
penetrated through windscreen while helicopter was on approach to land at a
hospital.



Time / Day

Date : 201108
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : GMU.Airport
State Reference : GA
Altitude.MSL.Single Value : 2500

Environment

Flight Conditions : VMC
Light : Dawn

Aircraft

Reference : X

ATC / Advisory.Center : ZTL

Aircraft Operator : Corporate

Make Model Name : Light Transport, Low Wing, 2 Turbojet Eng
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 135
Flight Plan : IFR

Mission : Ambulance

Flight Phase : Initial Climb

Route In Use : Vectors
Airspace.Class C : GSP

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Corporate

Function.Flight Crew : First Officer
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Multiengine
Experience.Flight Crew.Total : 3900
Experience.Flight Crew.Last 90 Days : 30
Experience.Flight Crew.Type : 1100

ASRS Report Number.Accession Number : 976846
Human Factors : Situational Awareness

Human Factors : Other / Unknown

Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : ATC

Events



Anomaly.ATC Issue : All Types

Anomaly.Deviation - Track / Heading : All Types
Anomaly.Deviation - Procedural : Other / Unknown
Detector.Person : Air Traffic Control

When Detected : In-flight

Result.Air Traffic Control : Issued New Clearance
Result.Air Traffic Control : Issued Advisory / Alert

Assessments

Contributing Factors / Situations : Airport
Contributing Factors / Situations : Airspace Structure
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Primary Problem : Human Factors

Narrative: 1

We arrived GMU with the medical team leaving shortly thereafter. The medical
team returned and we planned for our departure. We attempted to obtain our
clearance with Atlanta Center on the frequency we left in the radio during our
arrival before we left the ramp. We were unable to raise them. [We] performed
normal start and taxi. Prior to our taking Runway 01 we tried to obtain our
clearance again; still no reply. We announced our departure intentions on the CTAF
frequency and departed Runway 01 in VMC conditions heading north. Immediately
after cleaning up the aircraft we contacted Atlanta Center to obtain our clearance
again. At this time we were issued a Squawk code and continued our climb to 2,500
FT and 250 KTS and also continuing a turn toward destination. We were very
quickly handed off to another Atlanta Center Controller and given an immediate
turn to a heading of 160 degrees. The Controller then began to scold us stating we
should never, never make a turn toward the east when departing GMU; shortly
there after we were given a phone number to call for a possible pilot deviation. The
entire flight was conducted as a Life Guard Flight and the leg from GMU being
conducted as a Time Critical Life Guard Flight as we had a Human Heart and
medical team on board.

Synopsis

First Officer departing GMU VFR to the north as a Lifeguard flight is admonished for
turning east by a ZTL Controller.



Time / Day

Date : 201109
Local Time Of Day : 1801-2400

Place
Altitude.AGL.Single Value : O
Aircraft

Reference : X

Make Model Name : Helicopter
Mission : Ambulance

Flight Phase : Parked

Component

Aircraft Component : Cyclic Control
Aircraft Reference : X

Person

Reference : 1

Location Of Person : Gate / Ramp / Line

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Captain

ASRS Report Number.Accession Number : 972197
Human Factors : Confusion

Human Factors : Workload

Human Factors : Training / Qualification

Analyst Callback : Completed

Events

Anomaly.Aircraft Equipment Problem : Critical

Anomaly.Flight Deck / Cabin / Aircraft Event : Other / Unknown
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : Maintenance

Detector.Person : Flight Crew

When Detected : Pre-flight

Result.General : Maintenance Action

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Equipment / Tooling
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure

Primary Problem : Procedure

Narrative: 1



I arrived at work for night shift. Upon completion of signing in, checking the aircraft
logbook, getting a flight release, checking NOTAMs and TFRs, checking weather,
performing the pilot brief, briefing the communications staff, and briefing the
medical crew, | drove to the Helipad and performed what | thought to be a
thorough preflight. It was dark due to the time of day and misting due to an
approaching thunderstorm. | used a flashlight and | paid particular attention to the
maintenance that had been done that day involving the #2 Engine Fuel Pump
replacement. | was aware that the Dual Controls had also been installed that day
per the logbook entry and that both the Fuel Pump and Dual Controls Installation
had been checked by the day shift pilot. | completed the preflight noting nothing
out of the ordinary. | did not fly during my shift as weather was below my
minimums. After leaving work the following morning | drove home and later that
day received a call from the day shift pilot informing me that the mechanic had
installed the cyclic backwards and that we had all missed this error during the
installation phase and during my and his preflights. The day pilot found the error
prior to any damage or injuries while preparing to depart on a patient flight. The
mechanic was notified; he installed the cyclic correctly. The flight was delayed
approximately 20 minutes for this error.

Suggestions: 1. Each pilot should sit at each pilot station that has a set of controls
during preflight to ensure that the controls are mounted correctly and a full flight
control function check (at each station) should be performed each time the duals
are removed or installed. 2. To completely avoid this error it may be appropriate
for the manufacturer to re-engineer the way flight controls are mounted so that
they can only be installed the correct way. The adage "Change is written in blood"
certainly could have applied had this error not been detected prior to takeoff.

Callback: 1

Reporter stated that the left cyclic control was installed backwards and that if the
left seat was moved forward, movement of the cyclic could be hindered by contact
with the seat.

Synopsis

Two BK-117 pilots failed to notice on preflight inspection that a mechanic had
installed the left dual cyclic control backwards. The error was noted prior to flight.



Time / Day
Date : 201108

Place
Altitude.AGL.Single Value : O
Aircraft

Reference : X

Aircraft Operator : Air Taxi

Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Mission : Ambulance

Flight Phase : Parked

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 967078
Human Factors : Communication Breakdown
Human Factors : Confusion

Human Factors : Training / Qualification
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party?2 : Flight Attendant
Analyst Callback : Completed

Events

Anomaly.Aircraft EqQuipment Problem : Less Severe
Anomaly.Flight Deck / Cabin / Aircraft Event : Other / Unknown
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : FAR

Detector.Person : Flight Crew

Were Passengers Involved In Event : Y

When Detected : Pre-flight

Result.General : Work Refused

Assessments

Contributing Factors / Situations : Aircraft

Contributing Factors / Situations : Company Policy

Contributing Factors / Situations : Human Factors

Contributing Factors / Situations : Incorrect / Not Installed / Unavailable Part



Contributing Factors / Situations : Procedure
Primary Problem : Human Factors

Narrative: 1

This is a safety awareness issue, not a report of an event that occurred, but rather
one that was averted: On a flight assignment sometime last week, | noticed a new
"device" being used by the "hospital employed”, [our] company trained FAA
medical aircrew members that | had not seen before. | was told "we just got it" the
previous week. The equipment in question is the Ferno Oxy-Clip, and it is a device
designed to carry portable oxygen bottles clipped to the handrails of various
gurney/litter systems.

We were on a hospital transfer assignment. After we landed, the medical crew
departed to retrieve the patient from the hospital while | continued to shut down
and postflight the aircraft. When the medical crew returned with the patient |
noticed this new device clipped to the side rail with D sized oxygen bottle cradled in
it that 1 had not seen before, nor was | aware they had it with them in their
medical equipment baggage.

After they loaded the patient and had situated their medical equipment the Medic
asked the nurse if she was "OK" if he left the device attached to the handrail, as
the flight was short? | had to intervene, as | had never seen one of these things
before, and noticed that it was not TSO'd [Technical Service Order(ed)] for aviation
use, nor part of the STC [Supplemental Type Certificate] for the litter system on
the aircraft. | told the Medic that we'd have to remove it from the stretcher and
secure the D bottle in the aircraft's approved bracket. The Medic complied with my
order without debate.

I've since labeled the device with a sticker that reads: NOT APPROVED FOR USE IN
FLIGHT. There is no issue using the device on the ground, but it will have to be
removed and stowed before we operate the aircraft. | mention this because | got
the impression that they felt | was simply a cog in the wheels for their convenience
and that since they have seen the equipment used elsewhere it was OK for them to
use here. | notified my Base Lead to ensure | am not the only one telling the
medical crew to not use this equipment for in-flight use.

One of the big problems I see in this industry as a whole is that medical
crewmembers often try to use equipment on aircraft that they have become
accustomed to using in other non-aviation EMS jobs. Our company does not
provide much training for medical aircrew members or pilots about what is and is
not acceptable in aircraft. None of these regulations are clearly explained or defined
in our GOM [General Operations Manual]. Pilots often find themselves dealing with
such things for the first time when the medical crew arrives with the patient and
they don't wish to "rock the boat", especially at Company Base locations where
customer satisfaction becomes the primary focus.

Pilots are simply not aware of the regulations because there is not much in the way
of training by the air carrier. It should be part of the air carrier's medical
crewmember training that they cannot simply procure and use equipment not
approved first by the FAA.

Callback: 1



The reporter advised that medical crews aboard his company aircraft can be either
employees of the air carrier or, more often, employees of the hospital that
contracts for their services. He believed that air carrier trained medical crews are
"somewhat" more aware of the need for proper approval of devices used in flight
but that company training for both flight and medical crews was still deficient in
this area. Because only the flight crews are always employees of the air carrier the
reporter believes it is essential that they be properly trained in identifying and
insuring the use of only properly certified equipment while in flight.

Synopsis

An EMS helicopter pilot addressed his concerns about the use of non certified
medical equipment aboard EMS aircraft while in flight.



Time / Day
Date : 201107

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US
Altitude.AGL.Single Value : O

Aircraft

Reference : X

Aircraft Operator : Air Taxi

Make Model Name : EC135

Operating Under FAR Part : Part 135

Mission : Ambulance

Flight Phase : Parked

Maintenance Status.Maintenance Type : Scheduled Maintenance
Maintenance Status.Maintenance Items Involved : Work Cards
Maintenance Status.Maintenance Items Involved : Inspection

Person

Reference : 1

Location Of Person : Hangar / Base

Reporter Organization : Air Taxi
Function.Maintenance : Technician
Qualification.Maintenance : Powerplant
Qualification.Maintenance : Airframe

ASRS Report Number.Accession Number : 960711
Human Factors : Situational Awareness

Analyst Callback : Completed

Events

Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : Maintenance
Detector.Person : Maintenance

Were Passengers Involved In Event : N

When Detected : Routine Inspection

Result.General : Maintenance Action

Assessments

Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

I am a Base Mechanic for an Air Taxi company. Was preforming a routine daily
Check on a Eurocopter EC- 135T2 aircraft, when | discovered a 13mm wrench on



the left-hand side of the Main Transmission Deck. | then notified the Director of
Maintenance. He then directed me to file a report. Lack of tool control.

Callback: 1

Reporter stated they were unable to determine who owned the 13mm wrench, or
the Maintenance station the wrench could have come from. Most of the equipment
on Eurocopter helicopters requires tooling sized in millimeters, not American
Standard inches. He also noted that if there was a safe place to leave a wrench, the
top of the Main Transmission Deck, where he found the wrench, wasn't less serious.

Synopsis
A Base Mechanic reports finding a 13mm wrench on the left-hand side of the Main
Transmission Deck of an EC135 Eurocopter during a daily Maintenance Check.



Time / Day

Date : 201107
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.MSL.Single Value : 6100

Environment
Flight Conditions : IMC

Aircraft : 1

Reference : X

ATC / Advisory.Tower : ZZZ

Make Model Name : Skyhawk 172/Cutlass 172
Crew Size.Number Of Crew : 1

Flight Plan : IFR

Flight Phase : Initial Climb

Airspace.Class D : ZZZ

Aircraft : 2

Reference : Y

Aircraft Operator : Air Taxi

Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Flight Plan : SVFR

Mission : Ambulance

Flight Phase : Initial Climb
Airspace.Class D : ZzZZ

Person

Reference : 1

Location Of Person.Facility : ZZZ.Tower

Reporter Organization : Government

Function.Air Traffic Control : Local
Qualification.Air Traffic Control : Fully Certified
ASRS Report Number.Accession Number : 958687
Human Factors : Other / Unknown

Events

Anomaly.ATC Issue : All Types

Anomaly.Conflict : Airborne Conflict

Anomaly.Deviation - Procedural : Published Material / Policy
Detector.Person : Air Traffic Control



When Detected : In-flight
Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Contributing Factors / Situations : Weather
Contributing Factors / Situations : Airspace Structure
Primary Problem : Procedure

Narrative: 1

A C172 was cleared for take off on Runway 29R, departing IFR and turning to a 350
assigned heading. At the time, the field was below basic VFR minimums. A
helicopter called and reported airborne off a nearby hospital, approximately 3 miles
northwest of the airport, requesting transition southeast bound towards downtown.
I advised the helicopter that the field was "below basic VFR minimums, say
intentions.” The helicopter requested SVFR clearance, and | advised "unable due to
IFR traffic in the airspace." | believe the pilot responded that he would exit the
airspace to the north. | then began exchanging traffic between the helicopter and
the C172, and if | recall the C172 was about 3 miles south of the helicopter
climbing through 6,100 MSL. The helicopter, | believe, appeared at 5,800 MSL
indicated, airborne off the hospital and may have started heading south then east.
Both the C172 and the helicopter responded to their traffic advisories and
mentioned having either TCAS or traffic advisory equipment of some kind on both
their respective aircraft. Additionally, the C172 was already above the helicopter
and climbing while | expected the helicopter to remain low level due to the low
ceiling and visibility - thus, though | could not ensure separation between the
aircraft, | did not fear there was imminent danger of a collision. Since the reported
weather was below basic VFR minimums, | could not visually observe the aircraft
and did not have a means to ensure separation as required per 7110.65 Ch. 7, and
its associated references. When | determined the helicopter was no a factor, |
switched the C172 to Departure.

Once the C172 was climbing out of 7,500 and clearing the Class D airspace, |
determined | could then provide the separation required and issued a SVFR
clearance (per our LOA and SOP) to the helicopter, approving his request to
continue southeast bound towards downtown. This was the first time | encountered
this kind of situation, with an Air Ambulance helicopter reporting already airborne
at a location off-airport while the field was below basic VFR minimums. Because the
pilot was already airborne in the airspace, with conflicting IFR traffic nearby, | felt
my duty priority at the time was to ensure that both pilots were aware of each
other, so that they could take action to ensure that they did not become a conflict
for each other. The presence of traffic advisory equipment in both aircraft was a
definite benefit to safety. | also felt it was inappropriate to issue control instructions
to the helicopter, since | was unable to issue an appropriate SVFR clearance. In this
situation, | felt that the pilot in command of the helicopter was in the best position
to determine whether it would be safest to continue flying (especially if a critical
patient was aboard or needed transport), or return to the hospital until an
appropriate SVFR clearance could be issued. To prevent this kind of occurrence in
the future, | believe it is critical for flight crews operating from the hospitals within
our airspace to ensure they have current weather information prior to departing. In
this instance, | believe the ATIS message was current for at least 15 minutes prior,



reflecting that the field was below basic VFR. However, | understand that it may be
difficult to receive the ATIS transmission while sitting on the pad, and it may also
not be possible to establish communications on Tower frequency while off-airport,
prior to becoming airborne. However, using a cell phone to receive our ATIS may
be an option when weather is near/below basic VFR minimums, as well as calling
the Tower Cab on the phone immediately prior to departure to coordinate if SVFR
operations are possible.

Synopsis

Tower Controller described a loss of legal separation when a helicopter departed a
hospital within Class D airspace during IFR conditions without clearance, conflicting

with a previously cleared IFR departure.



Time / Day

Date : 201106
Local Time Of Day : 1201-1800

Place
Altitude.AGL.Single Value : 300

Environment

Flight Conditions : VMC
Light : Daylight
Ceiling : CLR

Aircraft

Reference : X

Aircraft Operator : Air Taxi

Make Model Name : A109 All Series
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Flight Plan : VFR

Mission : Ambulance

Flight Phase : Initial Climb

Route In Use : Direct
Airspace.Class G : ZZZ

Component

Aircraft Component : Engine Control
Aircraft Reference : X
Problem : Improperly Operated

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Pilot Flying

Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Rotorcraft
Experience.Flight Crew.Total : 6000
Experience.Flight Crew.Last 90 Days : 40
Experience.Flight Crew.Type : 6000

ASRS Report Number.Accession Number : 954870
Human Factors : Fatigue

Human Factors : Situational Awareness

Human Factors : Time Pressure

Human Factors : Confusion



Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Deviation - Procedural : Published Material / Policy
Detector.Person : Flight Crew

When Detected : In-flight

Result.Flight Crew : Became Reoriented

Result.Flight Crew : Took Evasive Action

Assessments

Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

After lift off from a field site on a medical transport for the flight to the receiving
hospital, | was configuring the aircraft for cruise flight to include landing gear,
parking brake off, and rotor rpm. | was about to make the radio call to the flight
dispatch when there was a change in engine noise. A quick check of instruments
showed that an engine had gone into idle. I check the engine control switch and
saw that it was in the idle position. | immediately returned it to flight. The engine
power was restored and the mission was completed. This was the fifth flight of the
12 hour shift and the second consecutive medical scene flight before returning to
the base hospital. | do not recall how and when | moved the engine control switch.

I reported this serious incident to the Chief Pilot, and notified the company Safety
Officer.

Synopsis

After takeoff on the fifth flight during a 12 hours shift, an Agusta 109E helicopter
pilot inadvertently moved the Engine Control Switch to the Idle position. He caught
the error quickly when the engine sound changed.



Time / Day

Date : 201105
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Environment
Light : Daylight
Aircraft

Reference : X

Aircraft Operator : Air Taxi

Make Model Name : Eurocopter AS 350/355/EC130 - Astar/Twinstar/Ecureuil
Operating Under FAR Part : Part 135

Mission : Ambulance

Flight Phase : Parked

Maintenance Status.Released For Service : Y

Maintenance Status.Maintenance Type : Unscheduled Maintenance
Maintenance Status.Maintenance Items Involved : Repair
Maintenance Status.Maintenance Items Involved : Testing
Maintenance Status.Maintenance Items Involved : Inspection

Component : 1

Aircraft Component : Cockpit/Cabin Communication
Manufacturer : Eurocopter / Ecureuil

Aircraft Reference : X

Problem : Malfunctioning

Component : 2

Aircraft Component : Interphone System
Manufacturer : Eurocopter / Ecureuil
Aircraft Reference : X

Problem : Malfunctioning

Person

Reference : 1

Location Of Person : Hangar / Base

Reporter Organization : Air Taxi
Function.Maintenance : Lead Technician
Qualification.Maintenance : Powerplant
Qualification.Maintenance : Inspection Authority
Qualification.Maintenance : Airframe
Experience.Maintenance.Technician : 20



ASRS Report Number.Accession Number : 949343
Human Factors : Distraction

Human Factors : Situational Awareness

Human Factors : Time Pressure

Human Factors : Troubleshooting

Human Factors : Workload

Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Maintenance
Communication Breakdown.Party2 : Other
Communication Breakdown.Party2 : Maintenance
Analyst Callback : Completed

Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : FAR

Detector.Person : Flight Crew

Were Passengers Involved In Event : Y

When Detected : In-flight

Result.General : Maintenance Action

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Chart Or Publication
Contributing Factors / Situations : Company Policy
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : MEL

Contributing Factors / Situations : Procedure

Primary Problem : Company Policy

Narrative: 1

After putting a new aircraft into service we developed an intermittent Intercom
Communication System (ICS) issue between the front [pilots] and back seats. The
ICS was MEL'd on this date. Troubleshooting was accomplished two days later with
the aircraft in-service. Problem could not be duplicated and MEL was removed. ICS
failed again five days later and was again MEL'd. Aircraft was taken out of service
to troubleshoot the aircraft. Forward ICS panel was replaced the following day, as
well as rang-out [electrical] wiring with the assistance of company Avionics
support. All wires rang out correctly and issue could not be duplicated during a
ground run or flight check. MEL was again cleared.

During troubleshooting on the same day, | was asked to defer the maintenance till
the next day. | do realize we need to keep our aircraft in service as much as
possible to keep our customer happy and keep generating revenue. I am being
pressured to put off unscheduled maintenance to a later date. Not only is this just
plain wrong, it puts my crew in an unsafe situation. | will NOT compromise the
safety of my crew to schedule unforeseen/intermittent problems with the aircraft. |
cannot resolve intermittent issues at a convenient time; | have no choice but to
troubleshoot the system when it occurs. This system can only be MEL'd for three
days and for good reason, it is a system that needs to function correctly to keep
communication between the Pilot and Crew open and safety at its highest. The
customer must understand that | am doing my best to provide a safe and fully



functional aircraft and not dictate when | perform unscheduled maintenance. This
will potentially and eventually cause an accident in the future if all maintenance has
to be scheduled.

I need support to be able to maintain my aircraft in the safest way | can and to not
be pressured by the customer to defer maintenance. | have always done my best to
keep my aircraft in service as much as possible and to be available at all times. My
unscheduled 'Out of Service' time speaks for itself. | maintain my aircraft at the
highest level possible and | will not compromise safety for anyone. My crews' lives
depend on me doing my job the best | can. If | am being pressured to put
maintenance off this is a safety of flight issue and needs to be resolved and soon.

Callback: 1

The Reporter stated this was a new Eurocopter AS-350 helicopter with less than
fiftty hours of operation that developed an intermittent intercom problem that was
difficult to duplicate on the ground. The two front seats (pilots) could not talk with
the back seat Medic and Flight Nurse. The pilots could talk with each other and the
Medic and Nurse could communicate with each other, but not front to back or back
to front.

Reporter stated the only way for the Medic or Nurse to communicate with the pilots
would be for one of them (Medic or Nurse) to stretch their individual headset cord
forward to the cockpit and plug into the co-pilot's radio com #2 jack which would
then allow one of the back seats to communicate directly with the pilots. But, in
that condition, the Medic and Nurse could not communicate with each other.

Reporter stated his company installs their own interiors for their air ambulances.
Because the problem was intermittent, troubleshooting was difficult. Finally the
communication problem became a hard fault. He could not continue to defer the
discrepancy again, even though he was heavily pressured to do so. That's when he
took the helicopter out of service. Even though he and an Avionics Mechanic had
previously "Rung-Out" the intercom electrical wiring without finding any problems,
he (Reporter) went back and started checking for loose connections in the aircraft's
belly at the same J-Box connections. There are hundreds of wires with terminal pins
at the J-Box area, but since then, after he physically checked the security of those
connections, the intercom communication problem has not returned.

Reporter also stated that one of his concerns about continuing to defer the
communication failure between the pilots and back seat occupants was the
importance of all onboard to help the pilot be aware of traffic around the helicopter.
During the time the back seat communication was deferred, a Nurse saw an aircraft
approach the AS-350 from the aft side and was unable to notify the pilot who had
not seen the aircraft.

Synopsis

A Lead Mechanic reported a chronic intercom failure between the front seat pilots
and the back seat Medic and Flight Nurse on a Eurocopter AS-350. He also noted
the lack of support from his Management to perform proper troubleshooting and

pressure to continue deferring the intercom discrepancy.



Time / Day

Date : 201105
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : ZZZ . Airport

State Reference : US

Relative Position.Angle.Radial : 180

Relative Position.Distance.Nautical Miles : 15
Altitude.AGL.Single Value : 500

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 10
Light : Daylight

Ceiling.Single Value : 12000

Aircraft : 1

Reference : X

Aircraft Operator : Air Taxi

Make Model Name : MBB-BK 117 All Series
Crew Size.Number Of Crew : 1

Operating Under FAR Part : Part 135

Flight Plan : VFR

Mission : Ambulance

Flight Phase : Initial Approach

Route In Use : Direct

Airspace.Class G : Z2ZZ

Aircraft : 2

Reference : Y

Aircraft Operator : Government
Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Mission : Utility

Flight Phase : Cruise
Airspace.Class G : ZZZ

Person

Reference : 1

Location Of Person.Aircraft : X
Location In Aircraft : Flight Deck
Reporter Organization : Air Taxi
Function.Flight Crew : Pilot Flying
Function.Flight Crew : Single Pilot



Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Flight Instructor
Experience.Flight Crew.Total : 3090
Experience.Flight Crew.Last 90 Days : 32
Experience.Flight Crew.Type : 310

ASRS Report Number.Accession Number : 947974

Events

Anomaly.Conflict : NMAC
Detector.Person : Other Person

Miss Distance.Horizontal : O

Miss Distance.Vertical : 100

When Detected : In-flight
Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

We were heading east bound to a motor vehicle accident on the highway, all
standard position calls made. Overhead the scene in a right hand turn at
approximately 500 FT AGL heading roughly west to south east, | was looking and
clearing to the right when the nurse in the rear called out that a helicopter had
passed right beneath us by less than 100 FT heading south to north (from our right
side). The nurse said he could see the aircraft was a [helicopter]. Even though |
was looking in that direction | did not see the aircraft. Neither aircraft made any
kind of avoiding climb descent or turn. The crew when they were on the ground
questioned the local fire and police department and they said the aircraft was the
county aircraft and that it had been in the local area just prior to our arrival. We
think the pilot may have been 'rubber necking' the scene unaware of the possibility
of EMS, news or police helicopters as it was fairly major event with multiple
vehicles and EMS units on scene.

Synopsis

EMS helicopter pilot reports NMAC with another helicopter apparently rubber
necking an accident scene.



Time / Day

Date : 201105
Local Time Of Day : 1201-1800

Place

Locale Reference.ATC Facility : ZZZ.ARTCC
State Reference : US
Altitude.MSL.Single Value : 21800

Aircraft : 1

Reference : X

ATC / Advisory.Center : ZZZ
Aircraft Operator : Air Carrier

Make Model Name : A319

Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Passenger

Flight Phase : Climb

Airspace.Class A : ZZZ

Aircraft : 2

Reference : Y

ATC / Advisory.Center : ZZZ

Make Model Name : Citation V/Ultra/Encore (C560)
Crew Size.Number Of Crew : 2

Flight Plan : IFR

Mission : Ambulance

Flight Phase : Descent

Airspace.Class A : ZZZ

Person

Reference : 1

Location Of Person.Facility : ZZZ.ARTCC

Reporter Organization : Government

Function.Air Traffic Control : Enroute
Qualification.Air Traffic Control : Fully Certified
ASRS Report Number.Accession Number : 946490
Human Factors : Communication Breakdown
Human Factors : Confusion

Communication Breakdown.Partyl : ATC
Communication Breakdown.Party2 : Flight Crew

Events

Anomaly.ATC Issue : All Types
Anomaly.Conflict : Airborne Conflict



Anomaly.Deviation - Procedural : Published Material / Policy
Detector.Person : Air Traffic Control

Result.Flight Crew : Took Evasive Action

Result.Air Traffic Control : Issued New Clearance

Assessments

Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

An A319 was originally climbed to FL230 by me. A Citation was level at FL250
needing to start his descent. The Controller working the Citation was sitting next to
me and pointed out the Citation descending to FL220. | amended the A319's
altitude to FL210 and missed his read back. Listening to the audio, another aircraft
checked on immediately after | issued FL210 to the A319. Then the A319 said
"Center, Flight XXX?" | only heard this in the audio; | was off line approving a point
out when he said this. | then issued traffic to the A319, "Traffic 1 - 2 o' clock, 10
miles eastbound, Lifeguard Citation descending to FL220, higher when clear. After a
minute passed | noticed the A319's altitude readout was 211. | should have said
something immediately but figured he went slightly above leveling off. The next hit
was 216 and | immediately keyed up to stop him, but he started talking a split
second before | did and said he was responding to an RA. | immediately told the
Controller next to me to stop the Citation. The Citation leveled off at 230, and the
A319 never went above 218. | gave the A319 a safety alert for the same traffic |
had told him about; "Safety Alert, 3 o' clock 2-3 miles eastbound Citation
descending to FL220". He said they were finishing the maneuver. | told him to
maintain his present altitude at that time which was 217. It is easy to see why this
happened, the whole time the A319 thought he was cleared to FL230. | missed a
crucial read back because | got distracted and didn't realize the A319 never got the
clearance. When | issued traffic descending to FL220 "higher when clear"”, the pilots
of the aircraft should have questioned their clearance to 230. It's possible they
questioned it and didn't say anything, or because there were a few miles between
them and the Citation they didn't think twice about it. Recommendation, | need to
be more diligent about crucial read backs. Possibly pilots should question traffic
calls like that more often, or the altitude should be reinstated to maintain after a
traffic call.

Synopsis

Enroute Controller described a TCAS RA event when he/she failed to note an
incorrect read back on an altitude assignment, indicating required coordination
distraction/s contributed to this event.



Time / Day

Date : 201104
Local Time Of Day : 1201-1800

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft : 1

Reference : X

Make Model Name : Helicopter
Crew Size.Number Of Crew : 2
Mission : Ambulance

Flight Phase : Cruise

Aircraft : 2

Reference : Y

Make Model Name : Bell Helicopter Textron Undifferentiated or Other Model
Mission : Ambulance

Flight Phase : Cruise

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 946265
Human Factors : Other / Unknown

Events

Anomaly.Conflict : Airborne Conflict
Detector.Person : Flight Crew

When Detected : In-flight
Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Primary Problem : Human Factors

Narrative: 1

This report concerns an incident involving our helicopter and another passing too
close to one another. I am reluctant to call this a near miss since we were never in



any danger of colliding. However, we did pass too close for comfort! This happened
while we were in level cruise flight at 5500 MSL enroute back to base. We had just
completed a patient transport, having dropped off our patient at the Medical
Center. We were on a southeasterly course back to base. | was actively scanning
for aircraft, looking forward when someone announced on [the frequency], "Hello,
there!” In that instant, an aircraft flashed by our left side, approximately one
quarter mile away, on a parallel but opposite direction course, a few hundred feet
below our altitude. The bright red and white Bell 407 immediately caught my
attention as our competitor. The 407 was just barely visible to me above the lower
edge of the windows out the left side of our aircraft. Shocked by the sudden
encounter, | acknowledged the radio transmission by saying, "Nice paint job!" My
impression was that the other pilot failed to see us, as well, until only a moment
before our passing by. If he had seen us any earlier, | believe they would have
turned away to increase separation and made some sort of position report to us. It
was evident by their comment that they were also taken by surprise. We did not
get a TCAS alert since we were outside a radar environment in this remote area.

As | processed what happened, | tried to understand why | had failed to see the
other aircraft in time to avoid this encounter. While I cannot excuse myself from
responsibility, | identified several factors that made the other aircraft difficult to
spot:

1. The nearly head on approach angle meant that there was very little change in
relative position, of the other aircraft, in my field of view. The other aircraft was
probably nearly stationary, from my vantage point, until the actual passing.

2. The closure rate was very fast: approximately 260 knots, allowing little time to
see and avoid.

3. The other aircraft was lower, difficult to spot against the ground clutter. From my
position, in the right seat, my view looking ahead, to the left and lower is partially
blocked by the instrument panel.

4. Smoke from a large wildfire reduced visibility somewhat to approximately 10
miles. After landing, | discussed what happened with my crew. The medic was
sitting on the left side of the aircraft [and] reports that she was actively scanning
for aircraft but also failed to see the other aircraft until our passing. The nurse, was
sitting behind me was scanning out the right side of the aircraft and did not see the
aircraft on our left. We were not talking in the minute or so before the incident;
there were no distractions from the task of scanning. | shared my observations
about the contributing factors, as listed above, with my crew. We felt better after
our discussion but we were all still a little unnerved by thoughts of what could have
happened.

For my part, I'm considering making periodic radio calls while enroute; position
reports in the blind, similar to what we now do near landing zones. This might help
to prevent a re occurrence of this problem during the non ATC enroute phase of
flight.

Synopsis

Medevac helicopter pilot reports airborne conflict with another opposite direction
helicopter at 5500 feet.



Time / Day

Date : 201104
Local Time Of Day : 0001-0600

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US
Altitude.AGL.Single Value : O

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft : 1

Reference : X

ATC / Advisory.Tower : ZZZ

Make Model Name : MBB-BK 117 All Series
Crew Size.Number Of Crew : 1

Mission : Ambulance

Flight Phase : Cruise

Aircraft : 2

Reference : Y
Make Model Name : Cessna 150

Component

Aircraft Component : DC Rectifier
Aircraft Reference : X
Problem : Malfunctioning

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 946202

Events

Anomaly.Aircraft Equipment Problem : Critical
Detector.Person : Flight Crew

When Detected : In-flight

Result.Flight Crew : Diverted

Result.Flight Crew : Landed As Precaution
Result.Air Traffic Control : Provided Assistance



Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Airport
Primary Problem : Aircraft

Narrative: 1

While enroute to pick up a passenger the T/R chip light illuminated. | tried to fuzz
burn the chip but was unsuccessful. | elected to land at the nearest airport. About
one hour prior to my flight a small Cessna ran off the runway closing the whole
airport. When | contacted the Tower to see if I could land on the helipad area of the
ramp the controller told me the whole airport was closed and | could only land if |
was having an emergency. | told him that | didn't necessarily need to declare an
emergency for a chip light but I didn't want to overfly a suitable landing area. The
Controller then cleared me to land on the ramp. Once | landed | asked the Tower
Controller if I needed to call him or fill out any paperwork and he stated that | did
not have to do anything at all. | think this event was handled well by the controller.

Synopsis

A BK-117 Pilot elected to land at the nearest suitable airport when a tail rotor chip
light illuminated and would not fuzz burn off, only to learn the selected airport was
closed due to an earlier runway excursion. The Local Controller opted to clear the
helo for the landing at the helipad for safety of flight concerns.



Time / Day

Date : 201103
Local Time Of Day : 0001-0600

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US
Altitude.AGL.Single Value : 800

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 10
Light : Daylight

Ceiling.Single Value : 12000

Aircraft : 1

Reference : X

ATC / Advisory.Tower : ZZZ

Aircraft Operator : Air Taxi

Make Model Name : Jet/Long Ranger/206
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Flight Plan : VFR

Mission : Ambulance

Flight Phase : Cruise

Route In Use : Direct
Airspace.Class D : ZzZZ

Aircraft : 2

Reference : Y

ATC / Advisory.Tower : ZZZ
Aircraft Operator : Military

Make Model Name : T45 (or T2C) Goshawk
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Plan : VFR

Mission : Training

Flight Phase : Initial Approach
Route In Use : Vectors
Airspace.Class D : ZzZZ

Person

Reference : 1

Location Of Person.Aircraft : X
Location In Aircraft : Flight Deck
Reporter Organization : Air Taxi



Function.Flight Crew : Pilot Flying

Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Air Transport Pilot (ATP)
Experience.Flight Crew.Total : 9000
Experience.Flight Crew.Last 90 Days : 75
Experience.Flight Crew.Type : 1000

ASRS Report Number.Accession Number : 939468

Events

Anomaly.Conflict : NMAC
Detector.Person : Flight Crew

Miss Distance.Horizontal : 500

Miss Distance.Vertical : 50

When Detected : In-flight
Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Contributing Factors / Situations : Airspace Structure
Primary Problem : Ambiguous

Narrative: 1

After departure from a hospital pad | contacted Tower for clearance through the
airspace. Tower cleared me through the airspace at 800 FT or above and notified
me of inbound traffic 8 miles out. | was less than 3 miles from the airfield at the
time of receiving the clearance and continued my climb to 800 FT for a midfield
crossing on a heading of 060. As | approached the north east side of the airfield a
pair of T-45s in formation passed from left to right less than 500 FT in front of and
100 FT above my aircraft. No alerts were given to me by Tower, [and] TCAS did not
activate until the T-45s were already past me. | estimate the speed of the T-45s to
have been in excess of 300 KTS.

Synopsis

An EMS helicopter pilot reported an NMAC with two T-45s at low altitude and high
speed over a Naval Air Station.



Time / Day

Date : 201102
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US
Altitude.AGL.Single Value : O

Aircraft

Reference : X

ATC / Advisory.Tower : ZZZ

Aircraft Operator : Air Taxi

Make Model Name : Learjet 35
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 135
Mission : Ambulance

Flight Phase : Taxi

Component

Aircraft Component : Emergency Exit
Aircraft Reference : X
Problem : Malfunctioning

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 937556
Human Factors : Other / Unknown

Events

Anomaly.Aircraft EQuipment Problem : Less Severe
Detector.Person : Other Person

When Detected : In-flight

Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Human Factors
Primary Problem : Aircraft

Narrative: 1



During landing rollout as | stowed the thrust reverser's, | heard an unusual amount
of engine noise. One of the nurses called to the pilot not flying to point out that the
emergency exit had fallen open. I shut down the right engine and continued to taxi
back to parking as there were no other indications of anything affecting safety of
passengers or aircraft. During the incident debrief, the nurses indicated that the
exit had actually opened while we were airborne and that there was a significant
pressure change at that time. | didn't hear or feel anything unusual during the
flight or on approach. My first indication that there was a problem was during the
landing rollout. Since the occurrence of a similar incident many years ago, it has
been my habit to check the security of the emergency exit during my preflight walk
around. The only other thing I might add as a result of this is to check the condition
of the safety wire that is normally in place to hold the emergency exit window
handle in the closed position.

Synopsis

LR35 Captain hears an unusual amount of engine noise after stowing the reverser's
during rollout and is informed by a nurse that the emergency exit has fallen open.
The right engine is shut down and the aircraft continues to parking.



Time / Day

Date : 201102
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : ZZZ.Airport

State Reference : US

Relative Position.Angle.Radial : 120

Relative Position.Distance.Nautical Miles : 68
Altitude.MSL.Single Value : 38000

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft

Reference : X

ATC / Advisory.Center : ZZZ
Aircraft Operator : Air Taxi
Make Model Name : Learjet 35
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 135
Flight Plan : IFR

Mission : Ambulance

Flight Phase : Cruise

Route In Use : Direct
Airspace.Class A : ZZZ

Component

Aircraft Component : AC Generation
Aircraft Reference : X
Problem : Failed

Person

Reference : 1

Location Of Person.Aircraft : X
Location In Aircraft : Flight Deck
Reporter Organization : Air Taxi
Function.Flight Crew : Captain
Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Multiengine
Experience.Flight Crew.Total : 9000
Experience.Flight Crew.Last 90 Days : 150
Experience.Flight Crew.Type : 3000



ASRS Report Number.Accession Number : 933859
Human Factors : Time Pressure

Events

Anomaly.Aircraft Equipment Problem : Critical
Detector.Automation : Aircraft Other Automation
Detector.Person : Flight Crew

When Detected : In-flight

Result.Flight Crew : Diverted

Assessments

Contributing Factors / Situations : Aircraft
Primary Problem : Aircraft

Narrative: 1

During cruise flight the LGEN and RGEN lights illuminated. The generator failure
(dual) check list was performed. We elected to divert. The flight completed without
further incident

Synopsis

A LR35 had a double generator failure while at cruise and so diverted to a nearby
airport.



Time / Day

Date : 201012
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US
Altitude.AGL.Single Value : O

Environment
Light : Daylight
Aircraft

Reference : X

Aircraft Operator : Air Taxi

Make Model Name : MBB-BK 117 All Series

Operating Under FAR Part : Part 135

Mission : Ambulance

Flight Phase : Parked

Maintenance Status.Maintenance Deferred : N

Maintenance Status.Maintenance Items Involved : Inspection
Maintenance Status.Maintenance Items Involved : Installation
Maintenance Status.Maintenance Items Involved : Testing
Maintenance Status.Maintenance Items Involved : Work Cards
Maintenance Status.Maintenance Items Involved : Repair

Component : 1

Aircraft Component : Main Rotor Hub
Manufacturer : Eurocopter / Kawasaki
Aircraft Reference : X

Component : 2

Aircraft Component : Tail Rotor Drive System
Manufacturer : Eurocopter / Kawasaki
Aircraft Reference : X

Problem : Malfunctioning

Person

Reference : 1

Location Of Person : Hangar / Base

Reporter Organization : Air Taxi
Function.Maintenance : Inspector
Qualification.Maintenance : Powerplant
Qualification.Maintenance : Airframe

ASRS Report Number.Accession Number : 925350
Human Factors : Situational Awareness



Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Maintenance
Communication Breakdown.Partyl : Other
Communication Breakdown.Party2 : Maintenance

Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : Maintenance
Anomaly.Deviation - Procedural : FAR

Detector.Person : Maintenance

Were Passengers Involved In Event : N

When Detected : Routine Inspection

Result.General : Maintenance Action

Assessments

Contributing Factors / Situations : Incorrect / Not Installed / Unavailable Part
Contributing Factors / Situations : Procedure

Contributing Factors / Situations : Company Policy

Contributing Factors / Situations : Human Factors

Primary Problem : Company Policy

Narrative: 1

Main transmission received from [domestic manufacturer] in a Time Since
Overhaul: 0.0 condition. Operator found two bolts safetied with zero torque on
swash plate balance weight. Torque recommended 35.4-53.1 inch pounds as per
BK117C2 REM.

Both oil cooler blower fan retention nuts found safetied with zero torque applied.
Torque recommended 425-513 inch pounds as per BK117C2 AMM.

At initial post installation ground run, approximately two quarts of oil leaked from
tail rotor output flange seal in the first minute of operation. Aircraft was shut down
immediately. Further investigation revealed that the tail rotor output flange
connecting part did not have the required seal sleeve installed at overhaul. After
consultation with domestic Manufacturer Representatives, it was determined that
load testing is performed with a slave tail rotor output flange installed. After testing
the production flange is installed.

Apparently when the production flange was installed after load cell testing, it was
installed without the sleeve that the output seal normally seats on. Our air
ambulance company has been assured that [domestic manufacturer] is changing
overhaul procedures to ensure that this discrepancy does not occur again.
Discrepancies were corrected in accordance with manufacturer’'s recommendations.
Suggest a follow-up with [domestic manufacturer], ensuring change of procedures
when overhauling main transmissions.

Synopsis

A Maintenance Inspector reports finding main transmission bolts on their BK-117-
C2 swash plate balance weight and oil cooler blower fan retention nuts safetied
with zero torque applied. At initial post installation ground run, the main



transmission tail rotor output quill leaked approximately two quarts of oil.
Manufacturer changes overhaul procedures.



Time / Day

Date : 201012
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US

Environment

Flight Conditions : IMC

Weather Elements / Visibility : Icing
Weather Elements / Visibility : Turbulence
Light : Night

Aircraft

Reference : X

ATC / Advisory.Center : ZZZ
Aircraft Operator : Air Taxi

Make Model Name : Learjet 35
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 135
Flight Plan : IFR

Mission : Ambulance

Flight Phase : Climb

Airspace.Class A : Z2ZZ

Component

Aircraft Component : APU Fire/Overheat Warning
Aircraft Reference : X
Problem : Malfunctioning

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Captain

Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 922638
Human Factors : Human-Machine Interface
Human Factors : Situational Awareness

Human Factors : Training / Qualification

Human Factors : Troubleshooting

Human Factors : Workload

Human Factors : Distraction

Analyst Callback : Completed



Events

Anomaly.Aircraft Equipment Problem : Less Severe
Anomaly.Deviation - Procedural : Published Material / Policy
Detector.Automation : Aircraft Other Automation
Detector.Person : Flight Crew

When Detected : In-flight

Result.General : Maintenance Action

Result.Aircraft : Equipment Problem Dissipated

Assessments

Contributing Factors / Situations : Aircraft
Primary Problem : Aircraft

Narrative: 1

In the evening after takeoff with 2 nurses and one patient on board, in the climb,
the right hand engine fire warning light came on. Confirmed it was right engine
with SIC (Second in Command), | pulled back power on the engine as the memory
items require. As the ITT on the right-hand engine got below 800 degrees, the fire
light extinguished. It was not on for more than ten seconds from noticing it until it
went out. The checklist suggests bringing the engine to idle and flying on the other
engine and land as soon as practical. However all engine indications were normal.
After conferring with the SIC we decided to continue to our destination if the fire
light stayed out with the engine at 795 ITT. The light did not come on again for the
rest of the flight. We continued without incident for the rest of the flight. We had
two good engines, and one malfunctioning indication system which malfunctioned
once and did not reoccur. Two pilots made the decision to continue flight safely.
The checklist can not cover every situation. In this case idling a perfectly good
engine would have made the situation more difficult to deal with.

Callback: 1

The Reporter stated that Maintenance thought the first warning was caused by a
slight bleed air leak in the pylon. But after a second warning event they discovered
that a weak heat sensing loop near the hot section was incorrectly alerting at too
low a temperature. The loop was replaced and the system is operating normally
again.

Synopsis

A LR35's right engine Fire Warning alerted during climb out. When thrust was
reduced the warning ceased so the flight continued normally and later a weak heat
sensing unit was found to have caused the warning.



Time / Day

Date : 201012
Local Time Of Day : 1201-1800

Place
Altitude.AGL.Single Value : 30

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 5
Light : Daylight

Ceiling.Single Value : 3000

Aircraft : 1

Reference : X

Aircraft Operator.Other

Make Model Name : AG-CAT Turbo
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 137
Flight Plan : VFR

Mission : Agriculture

Flight Phase : Final Approach
Airspace.Class G : ZzZZ

Aircraft : 2

Reference : Y

ATC / Advisory.UNICOM : ZzZZ
Aircraft Operator : Air Taxi

Make Model Name : Helicopter
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 135
Mission : Ambulance

Flight Phase : Parked

Airspace.Class G : Z2ZZ

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization.Other

Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Commercial
Experience.Flight Crew.Total : 16000
Experience.Flight Crew.Last 90 Days : 300
Experience.Flight Crew.Type : 8000

ASRS Report Number.Accession Number : 922492



Human Factors : Communication Breakdown
Human Factors : Distraction

Human Factors : Situational Awareness

Human Factors : Confusion

Communication Breakdown.Partyl : Flight Crew

Events

Anomaly.Conflict : Ground Conflict, Critical

Detector.Person : Flight Crew

When Detected : In-flight

Result.Flight Crew : Took Evasive Action

Result.Flight Crew : Executed Go Around / Missed Approach

Assessments

Contributing Factors / Situations : Airport
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Primary Problem : Ambiguous

Narrative: 1

I was flying fertilizer on a wheat field about 5 miles from my own personal airport.
When | came back to my airport to land, | came in on final was just over the south
end of the runway when | noticed vehicles and a helicopter right in the middle of
my runway. | added power and went around, flew over the top of them by about 30
FT and circled while I called my people on the ground to drive down and have them
move. After they moved | landed, taxied down to where they had moved to the
north end of the runway and got out of my airplane to wait for them to finish
loading their patient into the helicopter. As | was waiting an ambulance driver
approached me, verbally assaulted me and said they were going to turn me into
the FAA for reckless flying. The airport is owned and operated by me, they did not
call to tell me they were coming, they just moved in and took over.

Synopsis

An AG-CAT pilot returned to his privately owned airport following a mission and
executed a go around because a Life Flight helicoper and ambulance were on the
runway loading a patient.





