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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: 1049223 (1 of50)

Synopsis
Helicopter pilot reports a NMAC with a large kite at 900 feet AGL in rural eastern
Pennsylvania.

ACN: 1045090 (2 of 50)

Synopsis
Two fixed wing aircraft in formation on a photo mission in the New York City SFRA
had a near miss with a sightseeing helicopter at about 1,400 FT over the Hudson
River.

ACN: 1044401 (zof50)

Synopsis
A Helicopter departed MJD and after passing R-4403 at 750 FT had a near miss
with a UAV painted white and very difficult to detect against the background.

ACN: 1043584 4 ofs0)

Synopsis
Army helicopter pilot, in lead helicopter of flight of five and pilot not flying,
describes a last minute change to landing instructions by the Tower that result in
out of ground effect air taxi in a strong cross wind.

ACN: 1043112 50f50)

Synopsis
The pilot of a single engine aircraft departed 1N1 Runway 27 after making CTAF
traffic calls and took evasive action from a small helicopter taking off on Runway 9
but not making traffic calls.

ACN: 1041688 (6 of 50)

Synopsis
Bell 206 pilot attributed failure to recognize a hot start to Temperature and Torque
gauge similarity, poor cockpit lighting, limited experience in the aircraft,
requirement to monitor rotor RPM, failure to use the checklist, minimal training and
time pressure.

ACN: 1039347 (7 of50)

Synopsis
AS-350 pilot on a post maintenance test flight heard a clicking noise and onboard
Mechanic detected vibration in cruise flight. Pilot returned to base and a depression
in the blade and a deformation in the trim tab of the main rotor was discovered.



ACN: 1038187 (8ofs0)

Synopsis
The Captain of an air ambulance helicopter flight, overflying a military installation,
received a Tail Rotor Gearbox Chip Detector warning, declared an emergency and
successfully requested and completed an emergency landing on the military ramp
directly beneath them.

ACN: 1037925 (9 of50)

Synopsis
MYF Controller described a NMAC involving a helicopter climbing eastbound and an
air carrier arrival into SAN. The reporter listed coordination failures with SCT as
contributing to the event.

ACN: 1036401 @10 of50)

Synopsis
PHX Controller described a IFR/VFR conflict between an Air Carrier arrival and a
VFR helicopter departure on a prescribed VFR route claiming unfamiliarity with the
new "Electronic Flight Strips" contributed to the event, adding that the subject VFR
route should be re-designed to increase procedural separation.

ACN: 1036163 @1 0f50)

Synopsis
Enroute Controller described a loss of separation event when a adjacent TRACON
lost RADAR, declared ATC ZERO, and resulted in an IFR arrival and IFR departure
not being separated. The reporter suggested additional training on unusual events.

ACN: 1036145 @2 o0f50)

Synopsis
A landing helicopter passed within 50 FT above a taxiing PA-32 causing the pilot of
the aircraft to have trouble maintaining control in the rotor wash.

ACN: 1036135 30f50)

Synopsis
Helicopter pilot reported that a newly installed white strobe light on a tower near
KLEW airport is so bright that it has an adverse affect on Night Vision Goggle (NVG)
operations in the area.

ACN: 1035875 (4 of50)

Synopsis



S-76B helicopter Second in Command (SIC) reported that the PIC, pilot flying,
continued flight after experiencing brief engine power rollback in an aircraft that
had a previous history of this problem. SIC advised against continuing the flight
and later resigned rather than continue to fly with this PIC.

ACN: 1035416 @5 o0f50)

Synopsis
A Line Mechanic found a Magnetic Chip Detector plug housing sheared-off flush with
the Main Gearbox (MGB) transmission housing on a Bell 206L-1 helicopter. He had
previously found two other Bell 206L-1 MGBs with the same condition.

ACN: 1035415 @6 of50)

Synopsis
Several maintenance discrepancies including an unsecured bolt on the top deck of a
Bell 206 were missed during a final inspection. A Mechanic noticed the unsecured
bolt after a check flight.

ACN: 1035176 @7 ofs0)

Synopsis
AS-350 pilot experienced a hot start, saw no adverse indications, and continued the
flight. After landing, concluded that the flight should have been aborted.

ACN: 1033583 @8 of50)

Synopsis
A B206 helicopter may have flown with the snow baffles installed during early
summer months causing a temperature exceedence.

ACN: 1033059 (19 0f50)

Synopsis
An EC135 transmission chip light illuminated so the pilot declared an emergency
and diverted to a nearby Army Air Field where it was later determined that a failed
air conditioning shaft caused metal in the oil.

ACN: 1032642 (20 of 50)

Synopsis
The student and instructor pilots aboard a Citabria suffered an NMAC while in the
traffic pattern of uncontrolled airport X49 with an orbiting helicopter pilot who
elected not to identify and declare his intentions on CTAF. The helo pilot was,
however, monitoring the Tower frequency of a nearby LAL airport but was
unapolgetic for his behavior and refused to identify his aircraft when he overheard
the reporter's inquiry to the Tower.



ACN: 1030849 (21 0f50)

Synopsis
AS-350 helicopter, climbing through the airspace of an airport whose tower was
closed, had a near miss with a Beech aircraft in the landing pattern. The helicopter
pilot had called his position on CTAF, but the other aircraft had not transmitted his
intentions.

ACN: 1030138 (22 0f50)

Synopsis
TRACON Controller described a conflict where a VFR traffic failed to adhere to
assigned VFR altitude/s.

ACN: 1029713 (230f50)

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: 1029549 (24 of 50)

Synopsis
Local Controller described a conflict event between a VFR helicopter arrival and an
unknown target suddenly appearing to the side of the helicopter.

ACN: 1028230 (25 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: 1028013 (26 of 50)

Synopsis
Tower Controller described a conflict event when failing to insure the planned
sequence was provided to pattern traffic.

ACN: 1025133 (27 0f50)

Synopsis
A helicopter pilot took evasive action from a light twin near LBX Runway 17 while
both aircraft were on short final and no prior CTAF communications were heard.



ACN: 1024585 (28 of50)

Synopsis
C172 Instructor reported NMAC with a helicopter in the traffic pattern at MYF, citing
Tower Controller workload as contributing.

ACN: 1024533 (29 of 50)

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 (30 of50)

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

ACN: 1023249 (31 0f50)

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: 1021449 (32 0f50)

Synopsis
A helicopter departed a DPA ramp and had near miss with an aircraft landing on
Runway 28 after ATC cleared him for takeoff "at his own risk" but did not report the
approaching traffic.

ACN: 1020751 330f50)

Synopsis
Cessna 152 pilot transiting CNO airspace reported an NMAC with a helicopter
climbing out of CNO. Reporter contends that more maneuverable helicopter should
have maintained separation from the reported Cessna traffic.

ACN: 1019537 (34 0f50)

Synopsis



EC135 Check Airman reports an inadvertent engine shut down while on the runway
of an uncontrolled airport at night. A complete electrical shut down is determined to
be necessary to restart the engine but is deemed to risky on the runway. The
helicopter is single engine air taxied to clear the runway and perform the shut down
and restart.

ACN: 1016169 350f50)

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: 1015999 (36 of 50)

Synopsis
Bell-206 pilot monitoring transmissions related to a medical mission, missed an
ATC advisory regarding range activity in a Restricted Area through which the pilot
had previously been cleared.

ACN: 1015764 37 0f50)

Synopsis
R44 helicopter flight crew experiences engine failure on lift off and completes a
forced landing.

ACN: 1015699 (38of50)

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: 998390 (39 of 50)

Synopsis
TRACON Controller providing OJT described a NMAC event when IFR military traffic
took evasive action to avoid a VFR helicopter conducting practice maneuvers.
Traffic had been issued by the developmental.

ACN: 997328 (40 of 50)

Synopsis
A Helicopter operating in the vicinity of the Santa Monica pier in contact with SMO
ATCT experienced a NMAC with another helicopter on two occasions.



ACN: 996128 @41 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 (42 of 50)

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: 995260 43 of50)

Synopsis
A LifePort medical cabinet was improperly installed and without correct
documentation in a Sikorskey S-76B helicopter.

ACN: 994040 @4 of50)

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 5 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 (46 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 47 of50)



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: 991460 @sofs0)

Synopsis
An aircraft on approach to SBA Runway 33R circled to provide distance from an
aircraft landing Runway 15L. Then when the trainee Controller cleared them to land
33R they had near miss with another aircraft departing 15L.

ACN: 990164 49 of50)

Synopsis
An SR22 pilot reported a rogue helicopter pilot had been hovering at low altitude
over the active runway without monitoring or responding to UNICOM transmissions
from other operators. On his landing flare the reporter's aircraft was buffeted by
downwash from the helicopter. A confrontation between the two pilots, including
threats of recrimination by the helo pilot, ensued.

ACN: 989394 (50 of 50)

Synopsis
A helicopter pilot was notified by a Homeland Security Officer after landing that he
had violated a ZLA TFR but after discussing the issue with FSS it was confirmed
that the TFR was not broadcast to pilots via preflight briefings or NOTAMS.



Report Narratives



Time / Day

Date : 201210
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : OQN.Airport

State Reference : PA

Relative Position.Angle.Radial : 332

Relative Position.Distance.Nautical Miles : 5.8
Altitude.MSL.Single Value : 1300

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 10
Light : Daylight

Ceiling.Single Value : 3000

Aircraft

Reference : X

Aircraft Operator : Air Carrier

Make Model Name : EC135

Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Flight Plan : VFR

Mission : Passenger

Flight Phase : Cruise

Route In Use : Direct
Airspace.Class E : ZNY

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
Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Instrument
Experience.Flight Crew.Total : 7034
Experience.Flight Crew.Last 90 Days : 32
Experience.Flight Crew.Type : 921

ASRS Report Number.Accession Number : 1049223
Analyst Callback : Completed

Events



Anomaly.Conflict : NMAC

Anomaly.Inflight Event / Encounter : Object
Detector.Person : Flight Crew

Miss Distance.Horizontal : 20

Miss Distance.Vertical : 40

When Detected : In-flight

Assessments

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

Narrative: 1

The following incident was reported to my company in October. During cruise flight
at 1300' MSL (900" AGL) to sending hospital, paramedic called out another aircraft,
"no, a kite at nearly our altitude". The pilot turned left to make visual contact while
the paramedic maintained visual contact and guided the pilot to avoid collision.
Sure enough, a kite with a span of approximately 10 feet was flying at nearly 900'
AGL. With the overcast conditions, the tether could not be seen but based on wind
conditions it appeared to be based out of a farmers field or the back yard of a home
just northeast of the town of Ewchland, PA. No one could be seen in the area. Pilot
marked the position for reporting purposes and continued with the flight. The kite
had passed within 50 feet below and to the left of the aircraft in the pilot's blind
spot. I have seen many kites while flying during my career usually during approach
at less than 200'. | believe this kite was large enough to pose a significant collision
hazard and far too large to be held down by a single human being. I am guessing
that it is tethered by a reel system that we could not readily see and could not
spend the time searching for. | could easily have flown through the tether if | had
been any lower than | was.

Since this report was filed | have had the opportunity to drive to the area and have
located the kite. It was still flying days later and from the ground appeared to be
between 600 to 1000 feet high. The kite appears to be on an automated
weathervaning reel system mounted on the roof of a home. | took several photos.
No one was home at the time | was there. It is apparent that this kite is flown for
days at a time, 24 hours a day and at an altitude that poses significant hazard to
manned aircraft flight. It is unlit though brightly colored and does not stand out
when the sky is overcast. The tether is virtually invisible. Note, the reel system can
be seen on Google Earth.

Callback: 1

The reporter states that he is aware of helicopters being brought down by cotton
kite string. This kite was likely tethered by a wire.

Synopsis

Helicopter pilot reports a NMAC with a large kite at 900 feet AGL in rural eastern
Pennsylvania.



Time / Day

Date : 201210
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : LGA.Airport
State Reference : NY

Relative Position.Angle.Radial : 270
Relative Position.Distance.Nautical Miles : 7
Altitude.MSL.Single Value : 1200

Environment

Flight Conditions : VMC

Weather Elements / Visibility : Turbulence
Weather Elements / Visibility : Windshear

Weather Elements / Visibility.Visibility : 10
Light : Dusk

Ceiling.Single Value : 7500

Aircraft : 1

Reference : X

ATC / Advisory.Tower : LGA
Aircraft Operator : Personal

Make Model Name : Small Aircraft, Low Wing, 1 Eng, Retractable Gear
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Flight Plan : None

Mission : Photo Shoot

Flight Phase : Cruise
Airspace.Class B : LGA
Airspace.Special Use : SFRA

Aircraft : 2

Reference : X

Aircraft Operator : Personal

Make Model Name : Small Aircraft, Low Wing, 1 Eng, Retractable Gear
Crew Size.Number Of Crew : 1

Operating Under FAR Part : Part 91

Flight Plan : None

Mission : Photo Shoot

Flight Phase : Cruise

Route In Use.Other

Airspace.Class B : LGA

Aircraft : 3



Reference : Y

Aircraft Operator : Air Taxi

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

Flight Phase : Cruise

Route In Use.Other

Airspace.Class B : LGA
Airspace.Special Use : SFRA

Person : 1

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Personal

Function.Flight Crew : Pilot Flying

Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Rotorcraft
Qualification.Flight Crew : Air Transport Pilot (ATP)
Experience.Flight Crew.Total : 13590
Experience.Flight Crew.Last 90 Days : 87
Experience.Flight Crew.Type : 4000

ASRS Report Number.Accession Number : 1045090
Human Factors : Distraction

Human Factors : Confusion

Human Factors : Situational Awareness

Person : 2

Reference : 2

Location Of Person.Aircraft : X

Location In Aircraft : General Seating Area
Reporter Organization : Personal
Function.Flight Crew : Other / Unknown
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Commercial
Experience.Flight Crew.Total : 2892.9
Experience.Flight Crew.Last 90 Days : 73.7
Experience.Flight Crew.Type : 177.6

ASRS Report Number.Accession Number : 1042876
Human Factors : Situational Awareness

Person : 3

Reference : 3

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



Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Instrument
Experience.Flight Crew.Total : 2000
Experience.Flight Crew.Last 90 Days : 225
Experience.Flight Crew.Type : 2000

ASRS Report Number.Accession Number : 1042819
Human Factors : Time Pressure

Human Factors : Situational Awareness
Human Factors : Distraction

Human Factors : Workload

Events

Anomaly.Airspace Violation : All Types
Anomaly.Conflict : NMAC

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

Detector.Person : Air Traffic Control

Miss Distance.Horizontal : 350

Miss Distance.Vertical : 100

When Detected : In-flight

Result.Flight Crew : Took Evasive Action
Result.Air Traffic Control : Issued Advisory / Alert

Assessments

Contributing Factors / Situations : Airspace Structure

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

Contributing Factors / Situations : Procedure

Primary Problem : Ambiguous

Narrative: 1

I flew the Hudson River VFR corridor in moderate turbulence and windshear in two
ship formation for an aerial photo shoot. Altitude was to be between 1,200 and
1,300 FT. All mandatory reporting radio calls were made. As we gained on a
helicopter going our same direction but higher, we passed abeam of it, but then the
helicopter turned into us. I maneuvered left since the helicopter began to descend
in its turn a slight climb was initiated by me. ATC informed there was a possible
pilot deviation in going above 1,300 FT.

Narrative: 2

I am an instrument rated commercial pilot and hold a second class medical
certificate. I am also the owner of this aircraft. | was a passenger sitting in the
back of my aircraft doing aerial video of another aircraft. | was sitting in the seat
behind the pilot of the aircraft and my seat was in the club seating position facing
the rear of the aircraft. Sitting next to me was a still photographer who was also
facing the rear of the aircraft and doing photography of the same aircraft. The pilot
of my aircraft was an ATP rated pilot. The passenger in the front right seat of the
aircraft was not a pilot.



We taxied out and departed from a New York Area airport mid afternoon as a flight
of two aircraft. The pilot of my aircraft was doing all the communication with ATC.
After flying northwest of our departure airport for a while doing aerial photography
both aircraft proceeded to the Hudson River for some aerial photography of the
second aircraft with the Statue of Liberty and New York City skyline as a
background. During a preflight briefing the pilots of both aircraft discussed staying
between 1,100 FT and 1,300 FT and flying below 140 KTS in the transient flight
area to avoid the flow of local helicopter traffic and comply with rules for flying in
the NYC SFRA.

During our flight in the Hudson River area | heard the pilot of my aircraft making
position reports on the radio. During the second run northbound along the Hudson
River | heard the pilot of my aircraft alert the pilot of the second aircraft we were
photographing to helicopter traffic. | then heard the pilot of my aircraft say
something along the lines of "What the hell is he doing - he's turning toward us".
The pilot of my aircraft and the pilot of the aircraft we were photographing then
took evasive action. | then saw what appeared to be a helicopter pass by.

Narrative: 3

Late afternoon | was piloting a helicopter on a sightseeing tour of New York City.
My route of flight was: depart a New York Area airport, fly south and east of
Governors Island, west toward the Statue of Liberty, south past the Verrazano (VZ)
Bridge to Coney Island, course reversal at Coney Island then north re-crossing the
VZ Bridge, north along the Hudson River to the 79th Street boat basin, course
reversal at 79th Street boat basin then south on the New Jersey side of the Hudson
to my home airport.

Prior to taking off | had heard a pilot making position reports at 1,300 FT as a flight
of 2 on the Hudson River frequency 123.05, some of the position reports included
the George Washington Bridge, which is inside the Yankee TFR that went into effect
at about a half hour prior. During my flight and after crossing the VZ Bridge
northbound en route to the 79th Street boat basin | received a Class B clearance
for a tour Alpha, | was given an altimeter of 30.27 which | put in both the digital
display and the altimeter. As | began climbing to 1,500 I noticed the flight of 2
heading southbound at approximately the Bayonne Piers, 2 miles south of the
Statue of Liberty. At this point | was abeam the Bayonne Piers northbound on the
Brooklyn side of the river. | leveled at 1,500 and maintained an airspeed of 125-
130 KTS. I was handed from one Tower to another and cleared to proceed on the
tour Alpha at or below 1,500 FT. Upon reaching the boat basin for the course
reversal and descent into the Hudson River Exclusion, | called Tower and asked for
the checkout. Tower responded by informing me of an unidentified northbound
target at 1,100 FT beneath me or at my 6. Tower instructed me to stay with them
until I had the target in sight, | maintained 1,500 FT as | reversed course turning
from east to west from the New York City side of the river to the New Jersey side of
the Hudson River. | quickly looked at the TCAS screen and saw the target was -01,
or 100 FT below my altitude of 1,500. | immediately looked to my left again and
then saw the 2 fixed wing aircraft cross the nose of my aircraft at no more than 50
FT; they nearly slammed into each other trying to avoid hitting me. | informed
Tower of the close call, reported the altitude of the 2 aircraft, informed them of the
previous radio calls they had made reporting an altitude of 1,300 FT and that |
intended to call the Tower upon landing.

I spoke to the Tower and relayed all of the above and that the speed of the 2



aircraft had to be in excess of 140 KTS since | maintained 125-130 KTS and they
caught me after passing me southbound while | was going northbound in the
Hudson River Harbor.

The violations | believe the 2 aircraft are guilty of are as follows;

1. Entering Class B airspace without a clearance, they reported themselves being at
1300 feet, the Class B begins at 1,300 FT above the Hudson River Exclusion

2. Violating a Yankee TFR at least twice.

3. Violating the 140 KTS maximum airspeed in the Hudson River Exclusion,
although technically they were in the Bravo so this may or may not apply.

4. Flying northbound on the Hudson River on the New Jersey Side.

Synopsis

Two fixed wing aircraft in formation on a photo mission in the New York City SFRA
had a near miss with a sightseeing helicopter at about 1,400 FT over the Hudson
River.



Time / Day

Date : 201210
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : MJD.Airport

State Reference : MS

Relative Position.Angle.Radial : 160

Relative Position.Distance.Nautical Miles : 13
Altitude.MSL.Single Value : 750

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 10
Light : Daylight

Ceiling.Single Value : 10000

Aircraft : 1

Reference : X

ATC / Advisory.CTAF : MJD

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

Operating Under FAR Part : Part 91

Flight Plan : None

Mission : Ferry

Flight Phase : Cruise

Route In Use : Direct

Airspace.Class E : ZHU

Aircraft : 2

Reference : Y

Make Model Name : UAV - Unpiloted Aerial Vehicle
Flight Phase : Cruise

Airspace.Class E : ZHU

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Commercial
Experience.Flight Crew.Total : 3375
Experience.Flight Crew.Last 90 Days : 90
Experience.Flight Crew.Type : 190

ASRS Report Number.Accession Number : 1044401
Human Factors : Distraction



Human Factors : Situational Awareness
Human Factors : Physiological - Other

Events

Anomaly.Conflict : NMAC
Detector.Person : Flight Crew

Miss Distance.Horizontal : 25

Miss Distance.Vertical : 10

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

Assessments

Contributing Factors / Situations : Airspace Structure

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

Primary Problem : Ambiguous

Narrative: 1

Leaving MJD, | departed parallel Runway 18 and stayed out of and to the west of R-
4403. Upon passing R-4403 | turned to a 160 heading and was flying at
approximately 750 FT to abide by recommended altitudes as well as stay below a
20 KT headwind that was prevalent at higher altitudes. Shortly after passing R-
4403, | noticed two boats maneuvering in a waterway below me. | looked down
and then looked back up. As | looked up, I noticed a small drone aircraft with a
wingspan of about 5 FT, painted white, flying at about 30 KTS and in the same
direction at the same altitude as | was just off to my right and slightly above me. |
did not have time to take evasive action since | was traveling at approximately 120
KTS ground speed and overtook it very quickly. There was no transponder on the
drone, as it was not showing on the traffic alert system installed in my aircraft.

Human Factors: The drone was very small and painted white, blending into the
background of the mid morning sky. Where the drone was in my line of sight
presented an extremely small to almost non-existent cross section with which to
visibly locate and identify it. The lack of a transponder gave no advance warning
that there was traffic in my vicinity.

Prevention: The drone activity was taking place within 15 miles of three airports
and using very small aircraft with no transponder. Equipping the drone with a
transponder would present the plane on traffic avoidance equipment. The drone
was operating at altitudes where private and commercial aircraft regularly fly.
Possibly operating at lower altitudes would lessen the exposure to manned aircraft.
The drone was painted white and blended in with the background of the morning
sky. A potentially more "unnatural” paint color or scheme would serve to help
visually identify it if there is no transponder on board.

Synopsis

A Helicopter departed MJD and after passing R-4403 at 750 FT had a near miss
with a UAV painted white and very difficult to detect against the background.



Time / Day

Date : 201210
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ABI.Airport
State Reference : TX
Altitude.AGL.Single Value : 75

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 9999
Light : Daylight

Ceiling.Single Value : 9999

RVR.Single Value : 9999

Aircraft : 1

Reference : X

ATC / Advisory.Tower : ABI
Aircraft Operator : Military

Make Model Name : AH-64 Apache
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Plan : VFR

Mission : Ferry

Flight Phase : Final Approach
Route In Use : Direct
Airspace.Class C : ABI

Aircraft : 2

Reference : Y

ATC / Advisory.Tower : ABI

Aircraft Operator : Military

Make Model Name : S-70/UH-60 Blackhawk/Seahawk/Pavehawk/Knighthawk
Crew Size.Number Of Crew : 1

Operating Under FAR Part : Part 91

Airspace.Class C : ABI

Person

Reference : 1

Location Of Person.Aircraft : X
Location In Aircraft : Flight Deck
Reporter Organization : Military
Function.Flight Crew : First Officer
Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Multiengine



Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Instrument
Experience.Flight Crew.Total : 615
Experience.Flight Crew.Last 90 Days : 74
Experience.Flight Crew.Type : 236

ASRS Report Number.Accession Number : 1043584
Human Factors : Communication Breakdown
Human Factors : Confusion

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

Events

Anomaly.ATC Issue : All Types

Anomaly.Conflict : Ground Conflict, Critical
Anomaly.Inflight Event / Encounter : Other / Unknown
Detector.Person : Flight Crew

Miss Distance.Horizontal : 150

Miss Distance.Vertical : 75

When Detected : In-flight

Result.Flight Crew : Became Reoriented

Result.Flight Crew : Took Evasive Action

Result.Air Traffic Control : Issued New Clearance

Assessments

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

Narrative: 1

Flight of five (05) AH-64D helicopters, weather at the time of incident was:
Ceiling/Visibility Unlimited. The formation for final approach was straight trail with
greater than 250 FT (approximately 5-10 rotor disks) of spacing between
helicopters. While northwest of and outside ABI Class C, flight requested, and was
cleared, to land on C Taxiway between C2 and intersection of C and N Taxiways.
The stop was for Fuel. While on short final, at an altitude of approximately 75 FT,
and a location above C3, Tower issued instructions to the flight to "land on east
side of Tower on D Taxiway prior to intersection of D and N Taxiways". Tower then,
immediately after, cleared a UH-60 on to C Taxiway at C1. This location was in the
middle of the flight's intended landing area. The altitude of the flight was
insufficient for a safe crossing from C to D taxiways, due to obstacles, not to
mention the late timing of the instructions. The flight was unable to react quickly
enough to the instructions as the tower controller was rushing. In addition, the
clearance to, and subsequent presence of, a UH-60 on to the intended point of
landing was a cause for concern.

The flight was then given a third set of instructions that called for an Out-of-Ground
Effect hover from over C Taxiway to a landing on N Taxiway. The flight was then
required to hover turn with a 20 plus KT wind from 180 degrees. This hover turn,
within limited taxiway confines, and with the strong wind was dangerous. The flight
then proceeded to ground taxi via N and C to the fuel ramp. The primary cause for
this situation was the issuance of different landing instructions while on short final,



at low altitude, and low airspeed. The immediate presence of a UH-60 on the
intended point of landing was an additional cause for concern. It is now clear that
Tower wanted the flight to land on D and then proceeds to the fuel ramp via N and

C Taxiways. If these instructions had been issued earlier, this incident would not
have occurred.

Synopsis

Army helicopter pilot, in lead helicopter of flight of five and pilot not flying,
describes a last minute change to landing instructions by the Tower that result in
out of ground effect air taxi in a strong cross wind.



Time / Day

Date : 201210
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : 1IN1.Airport
State Reference : NM

Relative Position.Distance.Nautical Miles : O
Altitude.AGL.Single Value : 0

Environment

Flight Conditions : VMC
Weather Elements / Visibility.Visibility : 50
Light : Daylight

Aircraft : 1

Reference : X

ATC / Advisory.CTAF : 1N1

Aircraft Operator : Personal

Make Model Name : Small Aircraft, Low Wing, 1 Eng, Fixed Gear
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Flight Plan : None

Mission : Personal

Flight Phase : Takeoff

Route In Use : None
Airspace.Class G : ZAB

Aircraft : 2

Reference : Y

ATC / Advisory.CTAF : 1N1

Aircraft Operator : Personal

Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Flight Phase : Takeoff
Airspace.Class G : ZAB

Person

Reference : 1

Location Of Person.Aircraft : X
Location In Aircraft : Flight Deck
Reporter Organization : Personal
Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Private
Experience.Flight Crew.Total : 150



Experience.Flight Crew.Last 90 Days : 25
Experience.Flight Crew.Type : 15

ASRS Report Number.Accession Number : 1043112
Human Factors : Communication Breakdown
Human Factors : Confusion

Human Factors : Time Pressure

Human Factors : Situational Awareness
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party?2 : Flight Crew

Events

Anomaly.Conflict : Airborne Conflict

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

Miss Distance.Horizontal : 750

Miss Distance.Vertical : O

When Detected : In-flight

Result.Flight Crew : Took Evasive Action

Assessments

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

Contributing Factors / Situations : Procedure

Primary Problem : Human Factors

Narrative: 1

I was taking off from an uncontrolled airport with a 30 foot wide runway, length
4,800 FT, density altitude about 8,000. The (unpublished) preferred calm wind
runway is 27. There is a 1% upward slope on 27, and there was a slight wind from
the east, so taking off on 9 would have been plausible. | had just flown with a
resident of the airpark about a half hour earlier (under similar wind), and he said
he recommended 27 with such a light wind. The RV-9A | was flying has enough
performance to take off in about a third of the runway length in these
circumstances, but other, lower performance aircraft might well elect Runway 9. |
monitored CTAF while taxiing and don't recall hearing any calls. | announced before
entering 27 that | was departing 27: "XXX traffic, YYY departing Runway 27,
northbound departure XXX." I didn't hear any radio calls, and | didn't see anyone in
the pattern or on the runway. On takeoff roll, with nose wheel off the runway,
maybe 50 KTS, | thought | saw something in the distance in front of me - a
silhouette, no lights. Two or three seconds later, | discerned the aircraft heading
toward me on Runway 9, maybe 20 FT AGL. I couldn't tell if it was landing or taking
off. | lifted off and made an immediate right turn to get away from the centerline -
while | was in the turn, maybe two to three seconds after lifting off, the opposing
aircraft passed me opposite direction and made a radio call: "Copter XXXX [didn't
catch the number] - traffic now in sight.” With such a narrow runway, not knowing
whether the oncoming aircraft was landing or taking off, and not familiar with
copters, | felt that aborting my takeoff was not a good option. | don't know if he
made a call that | missed (either due to the geography, or | just didn't hear it), or if
he just turned his radio on after my call. I'm not sure how to interpret the other
aircraft's call, "now in sight.” It is possible the other pilot interpreted my radio call
to mean | had already taken off and was in the process of leaving the area to the
north - if this is how my call was interpreted, the pilot could have concluded the



runway was unoccupied. My radio call could have been clearer: "XXX traffic, YYY
departing 27, planning right turnout, north departure XXX." The use of "planning"
in the call might have kept the other pilot, if he was on frequency, from assuming |
was already clear to the north.

Synopsis

The pilot of a single engine aircraft departed 1N1 Runway 27 after making CTAF
traffic calls and took evasive action from a small helicopter taking off on Runway 9
but not making traffic calls.



Time / Day

Date : 201210
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ . Airport

State Reference : US

Relative Position.Distance.Nautical Miles : 45
Altitude.MSL.Single Value : 1800

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 10
Work Environment Factor : Poor Lighting
Light : Night

Ceiling.Single Value : 9000

Aircraft

Reference : X

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 : Ferry

Flight Phase : Parked

Route In Use : Direct

Component

Aircraft Component : Turbine Engine
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 : Captain
Function.Flight Crew : Pilot Flying
Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Rotorcraft
Experience.Flight Crew.Total : 14200



Experience.Flight Crew.Last 90 Days : 12
Experience.Flight Crew.Type : 54

ASRS Report Number.Accession Number : 1041688
Human Factors : Workload

Human Factors : Training / Qualification

Human Factors : Distraction

Human Factors : Confusion

Human Factors : Time Pressure

Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Deviation - Procedural : Published Material / Policy
Were Passengers Involved In Event : N

When Detected.Other

Result.General : Maintenance Action

Assessments

Contributing Factors / Situations : Aircraft

Contributing Factors / Situations : Procedure

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

Primary Problem : Procedure

Narrative: 1

Pilot exceeded TOT limits during engine start. The aircraft was then flown with an
unknown mechanical irregularity. The first start attempt was made with the main
fuel switch in the OFF position. The engine started but did not reach operating RPM
before flaming-out. The pilot reconfigured the aircraft and restarted the engine. The
TOT indication began flashing after engine start. The pilot mistakenly thought the
aircraft had not experienced a hot start because of similarities between the TOT
gage and the torque gage. The pilot interpreted the TOT flashing display as an
impending hot start and only discovered the actual hot start after consulting with
Maintenance Control upon landing. The engine required a hot section inspection,
but there was no damage found.

Contributing Factors: 1) TOT and Torque both flash. One indicates an actual
exceedance; the other an impending exceedance. Each has a different action
required. 2) Night conditions with poor cockpit lighting. 3) Limited experience in the
aircraft. 4) Minimal flight training during indoctrination. 5) VERY minimal systems
training. 6) Attention was diverted from the TOT during start to ensure the main
rotor was turning at 25%. 7) Failure to use the checklist. The company's expected
standard is to be in the air within seven minutes of receiving an EMS flight request.
That includes getting the aircraft out of the hangar, checklist completion, and
engine start.

Corrective Action: 1) The Bell 206L3 being flown has no over torque or over temp
protection. More time should be spent during training to ensure the pilot has a
COMPLETE understanding of the TOT indications and their significance. 2) Less
emphasis on getting in the air in seven minutes and more emphasis on using the
checklist.

Synopsis

Bell 206 pilot attributed failure to recognize a hot start to Temperature and Torque
gauge similarity, poor cockpit lighting, limited experience in the aircraft,



requirement to monitor rotor RPM, failure to use the checklist, minimal training and
time pressure.



Time / Day

Date : 201209
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZ7ZZ7 .Airport
State Reference : FO

Relative Position.Angle.Radial : 355
Relative Position.Distance.Nautical Miles : 6
Altitude.MSL.Single Value : 4000

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 10
Light : Daylight

Ceiling.Single Value : 10000

Aircraft

Reference : X

Aircraft Operator : Air Carrier

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

Operating Under FAR Part : Part 91

Flight Plan : None

Mission : Test Flight

Flight Phase : Takeoff

Route In Use : None

Maintenance Status.Maintenance Items Involved : Testing
Passengers On Board.Number : 1

Component

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

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 : Captain
Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Instrument



Experience.Flight Crew.Total : 3151
Experience.Flight Crew.Last 90 Days : 75
Experience.Flight Crew.Type : 544

ASRS Report Number.Accession Number : 1039347

Events

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

Were Passengers Involved In Event : Y

When Detected : In-flight

Result.General : Flight Cancelled / Delayed

Result.Flight Crew : Returned To Departure Airport
Result.Flight Crew : Landed As Precaution

Assessments

Contributing Factors / Situations : Aircraft
Primary Problem : Aircraft

Narrative: 1

I was assigned as the pilot (Captain) to conduct a maintenance test flight for the
purpose of tracking and balancing a rotor system on an AS-350B2. The aircraft was
recently (within the last 24 hours) fitted with a new main rotor system. Before the
aircraft could be returned to service, it was required that a track and balance be
performed. | conducted a thorough preflight of the aircraft to include systems,
structural and components. Multiple starts hover and flight checks ensued. A flight
was conducted and the equipment used by the Mechanic to determine accuracy of
the track and balance indicated a required adjustment to the rotor system. The
Mechanic stepped out of the aircraft after shutdown and made his adjustments to
the pitch change links. After he was completed, he informed me we were ready for
the next test run and he placed his tools inside the aircraft. The aircraft was
subsequently started and the procedures commenced. As | advanced the Fuel Flow
Control Lever (throttle) from idle to flight idle, a "clinking" sound was observed by
me. Thinking it was a tool rattling in the tool kit and not observing any indications
to the contrary, | commenced flight to a hover of approximately 5 FT while the first
test was completed. After about 20 seconds the Mechanic asked to depart and set a
cruise speed of 80 KTS for the next segment of the test. A standard departure from
the location was used as we took flight. At approximately 60 KTS the Mechanic
instructed me to return as the Micro-Vib Il indicated the need for an additional
adjustment. | returned to the landing zone safely. While the mechanic was making
the necessary adjustments it was observed that one of the main rotor blades had a
depression 2/3 of the way down the blade from the root on the leading edge and a
deformed trim tab on the trailing edge.

Synopsis

AS-350 pilot on a post maintenance test flight heard a clicking noise and onboard
Mechanic detected vibration in cruise flight. Pilot returned to base and a depression
in the blade and a deformation in the trim tab of the main rotor was discovered.



Time / Day

Date : 201209
Local Time Of Day : 1201-1800

Place

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

Environment

Flight Conditions : VMC
Light : Daylight

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
Flight Plan : VFR

Mission : Ambulance

Flight Phase : Cruise

Airspace.Class C : ZZZ

Component

Aircraft Component : Tail Rotor Drive Gearbox
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 : 1038187

Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Airspace Violation : All Types
Detector.Automation : Aircraft Other Automation
Detector.Person : Flight Crew

Were Passengers Involved In Event : Y

When Detected : In-flight



Result.General : Police / Security Involved

Result.General : Declared Emergency

Result.General : Flight Cancelled / Delayed

Result.General : Maintenance Action

Result.Flight Crew : Requested ATC Assistance / Clarification
Result.Flight Crew : Landed in Emergency Condition
Result.Flight Crew : Diverted

Result.Air Traffic Control : Provided Assistance

Assessments

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

Narrative: 1

I was flying a patient to the hospital with our base nurse and a medic on board.
The Tower had cleared me across the large airport located on the direct route to
the hospital. While | was over the military portion of the airport ramp, the Tail
Rotor Gear Box Chip Light illuminated. | declared an emergency with Tower and
requested to land on the ramp immediately under the aircraft; which happened to
be a restricted area on the ramp. They gave me permission to land and asked if |
needed any assistance. | landed the aircraft without further incident. CFR and
Security Forces responded after we landed. We coordinated with a surface
Ambulance Company to pick up the patient and they did so with half an hour. |
coordinated with the Security Forces for the arrival of our Maintenance crew to
repair the aircraft.

Synopsis

The Captain of an air ambulance helicopter flight, overflying a military installation,
received a Tail Rotor Gearbox Chip Detector warning, declared an emergency and
successfully requested and completed an emergency landing on the military ramp
directly beneath them.



Time / Day

Date : 201209
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : MYF.Airport
State Reference : CA
Altitude.MSL.Single Value : 2200

Aircraft : 1

Reference : X

ATC / Advisory.Tower : MYF
Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Flight Plan : VFR

Flight Phase : Climb

Route In Use : None
Airspace.Class D : MYF

Aircraft : 2

Reference : Y

ATC / Advisory. TRACON : SCT
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

Flight Phase : Final Approach
Route In Use : Visual Approach
Airspace.Class D : MYF
Airspace.Class E : SCT

Person

Reference : 1

Location Of Person.Facility : MYF.Tower

Reporter Organization : Government

Function.Air Traffic Control : Local

Qualification.Air Traffic Control : Fully Certified
ASRS Report Number.Accession Number : 1037925
Human Factors : Communication Breakdown
Human Factors : Situational Awareness
Communication Breakdown.Partyl : ATC
Communication Breakdown.Party2 : ATC

Events



Anomaly.Conflict : NMAC
Detector.Person : Air Traffic Control
Result.Air Traffic Control : Issued Advisory / Alert

Assessments

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

Narrative: 1

A helicopter was climbing eastbound. | was issuing traffic ahead when | noticed the
Data Block of an A320 rapidly descending through the Class Echo in close proximity
to the helicopter. | had almost no time to issue traffic before the A320 passed 200
FT over the top of the helicopter. | gave a wake turbulence warning and asked if he
saw the A320. I called the RADAR Controller and asked if the A320 saw the
helicopter. All he/she said was that the A320 was past him, which was non-
responsive. | don't know who caused this NMAC, but it developed so fast there was
barely any time to react and issue a warning. | advised our Supervisor of the
situation. Earlier today, another airliner flew through the Class D without
coordination. | don't know if it was the pilot or the Controller. There seems to be no
way that the A320 could not have received a RA. Someone screwed up. There
needs to be more coordination from SCT.

Synopsis

MYF Controller described a NMAC involving a helicopter climbing eastbound and an
air carrier arrival into SAN. The reporter listed coordination failures with SCT as
contributing to the event.



Time / Day

Date : 201209
Local Time Of Day : 0001-0600

Place

Locale Reference.Airport : PHX.Airport
State Reference : AZ

Aircraft

Reference : X

ATC / Advisory.Tower : PHX

Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Flight Phase : Cruise
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 : 1036401
Human Factors : Situational Awareness

Human Factors : Confusion

Events

Anomaly.ATC Issue : All Types

Anomaly.Conflict : Airborne Conflict

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

Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : ATC Equipment / Nav Facility / Buildings
Contributing Factors / Situations : Human Factors

Contributing Factors / Situations : Procedure

Primary Problem : ATC Equipment / Nav Facility / Buildings

Narrative: 1

We are testing electronic flight strips at PHX Tower. For the past month or two we
have been on again and off again with the electronic flight strips due to
malfunctions with the system. We have gone back and forth from testing the
system to going back to the paper strips. The process has not allowed for
consistent experience on the electronic flight strips. Between days off and vacation



and the system being down | don't feel like | have had adequate time to use the
system and get used to it. Others perhaps have had more time and therefore
perhaps it is assumed that everyone should be at the same level with the system. |
feel like my routine and scan has been thrown off and | am trying to develop a new
routine and scan with this electronic flight strip system. | find myself having to
think more about every little thing and what was once routine and automatic is not
so much anymore. | am trying to figure out the system in a real life situation which
is different than in a classroom setting. | had a few things going on at Local
Control. At the time, a helicopter called, | allowed him to depart, then | had an
unfamiliar King Air land and | was trying to give him progressive along the taxiways
and the King Air was making it difficult and took my attention away from other
things. | believe someone plugged in and wanted a relief briefing during all this. |
forgot about the helicopter until another Controller mentioned it. The helicopter was
on a standard procedure VFR route that is supposed to keep it away latitudinal and
altitudinal from the arrival path of aircraft. But | have had other aircraft on final in
the past complain about a helicopter on this route. If this procedure is not naturally
keeping the helicopters separate from the arrivals and pilots are complaining about
helicopter traffic then why is the VFR route not moved further out? Why have a
procedure that doesn't naturally separate the aircraft? An Air Carrier on final was
not happy about the helicopter crossing his final for Runway 8. The helicopter said
he had Air Carrier in sight and that it was no factor but the pilot said he was going
to call the Tower. Staff the hand off position more frequently while we are getting
used to the new electronic flight strip system. Move "Sharp A" VFR helicopter
routes further east and west to keep them more comfortably away from the aircraft
on final so the aircraft don't get Conflict Alerts and complain. Understanding that it
takes time to get used to a new system and don't assume that everyone has the
same amount of time and experience on every position. In the weeks we have been
testing the new system one might have had only one slow session on position.

Synopsis

PHX Controller described a IFR/VFR conflict between an Air Carrier arrival and a
VFR helicopter departure on a prescribed VFR route claiming unfamiliarity with the
new "Electronic Flight Strips" contributed to the event, adding that the subject VFR
route should be re-designed to increase procedural separation.



Time / Day

Date : 201209
Local Time Of Day : 1801-2400

Place

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

Aircraft : 1

Reference : X

ATC / Advisory.Center : ZZZ

Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Flight Plan : IFR

Flight Phase : Final Approach
Airspace.Class E : ZZZ

Aircraft : 2

Reference : Y

ATC / Advisory.Center : ZZZ

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

Operating Under FAR Part : Part 91

Flight Plan : IFR

Flight Phase : Initial Climb

Route In Use : None

Airspace.Class E : 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 : 1036163
Human Factors : Confusion

Events

Anomaly.ATC Issue : All Types

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

Result.Air Traffic Control : Issued New Clearance

Assessments



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

Narrative: 1

TRACON lost all RADAR and declared ATC ZERO. | was called to the Sector to be
the D-Side. | called ZZZ1 TRACON for an airspace briefing and we took all of their
traffic and airspace. The helicopter checked in requesting an ILS approach into
ZZZ. The R-Side vectored him for the approach and cleared him in. Shortly after,
we were notified by the Supervisor that a Challenger had been cleared out of ZZZ,
IFR. No separation was provided between the two aircraft. The helicopter was still
on frequency, so he was issued a clearance to climb and turn in hopes of avoiding
the departing aircraft. The helicopter cancelled IFR. There were several causes of
this event. First, both the R-Side and | were unaware that there was a VFR Tower
at ZZZ airport. We did not know we had to APREQ inbounds. Second, | don't know
who approved the clearance for the Challenger, the ZZZ1 Approach Controller did
not say anything about it to me during the briefing, so when my Supervisor came
over and told me that he had been cleared off, that was the first | had heard of it.
There was a lot of confusion due to the transfer of airspace. Normally, when we
work ZZZ1 airspace on the midnight shift, the Towers at ZZZ1 and ZZZ are closed.
We did not have communications in place for ZZZ Tower. Also, | have basically no
experience transferring airspace from a facility that has gone ATC zero. They were
unable to initiate automated handoffs, so | basically had to "wing it" and have the
ZzZZ1 Controller transfer communications for all aircraft he was working, so that we
could RADAR identify them. Also, according to the LOA with ZZZ1 TRACON, if they
do lose RADAR, they are supposed to continue working aircraft NON-RADAR below
070. For some reason, we took the whole airspace. I am unclear about how the
Challenger received a clearance to depart ZZZ, so | cannot comment about that. |
think that lack of training in transitioning from a loss of RADAR capability is the
largest contributing factor that I can identify in this scenario. We have periodic
training in the simulator that is intended to cover less common events such as this.
A scenatrio like this should be added to that training. Also, had LOA procedures
been followed, confusion about communication and procedures with ZZZ and Zzzz1
Towers would not have been a factor.

Synopsis

Enroute Controller described a loss of separation event when a adjacent TRACON
lost RADAR, declared ATC ZERO, and resulted in an IFR arrival and IFR departure
not being separated. The reporter suggested additional training on unusual events.



Time / Day

Date : 201209
Local Time Of Day : 1201-1800

Place

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

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft : 1

Reference : X

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 : None

Mission : Personal

Flight Phase : Taxi

Route In Use : Direct

Aircraft : 2

Reference : Y

Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Flight Phase : Landing

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck
Reporter Organization : Personal
Function.Flight Crew : Pilot Flying
Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Private
Experience.Flight Crew.Total : 800
Experience.Flight Crew.Last 90 Days : 15
Experience.Flight Crew.Type : 650

ASRS Report Number.Accession Number : 1036145

Narrative: 1



I was told to taxi to Runway 28 from ramp. A helicopter was inbound and hovered
over the taxiway. The helicopter went over me at about 50 FT, at which time |
thought | was going airborne with rotor wash from the helicopter. | had to be
aggressive with the controls to keep my plane from being lifted and moved. | think
the helicopter should not fly over taxiways and they should be made to fly an offset
approach over the runway. The Controller should have been more alert on this

matter.
Synopsis

A landing helicopter passed within 50 FT above a taxiing PA-32 causing the pilot of
the aircraft to have trouble maintaining control in the rotor wash.



Time / Day

Date : 201209
Local Time Of Day : 0001-0600

Place

Locale Reference.Airport : LEW.Airport
State Reference : ME
Altitude.AGL.Single Value : 500

Environment

Flight Conditions : VMC
Light : Night

Aircraft

Reference : X

Aircraft Operator : Corporate

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

Mission : Passenger

Flight Phase : Initial Climb

Route In Use : Direct
Airspace.Class G : LEW

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Contracted Service
Function.Flight Crew : Pilot Flying
Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Multiengine
Experience.Flight Crew.Total : 5000
Experience.Flight Crew.Last 90 Days : 25
Experience.Flight Crew.Type : 1800

ASRS Report Number.Accession Number : 1036135
Human Factors : Distraction

Analyst Callback : Completed

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 : Environment - Non Weather Related
Primary Problem : Environment - Non Weather Related

Narrative: 1

I fly single pilot NVG Helicopter.... A new white strobe has been installed on a tower
that is a problem to our NVG operations. The strobe is so bright it causes
distraction during all phases of flight in the area. It is located one mile east of LEW
on the hilltop next to a normal red light antenna. When it is bad weather with high
moisture, our NVG will really be adversely affected. Can this be changed for us or
put on a day time only sensor?

Callback: 1

Reporter stated that he contacted the persons responsible for the tower and found
that the day/night sensor on the strobe had been malfunctioning and was repaired.
The white strobe no longer operates at night.

Synopsis

Helicopter pilot reported that a newly installed white strobe light on a tower near
KLEW airport is so bright that it has an adverse affect on Night Vision Goggle (NVG)
operations in the area.



Time / Day

Date : 201209
Local Time Of Day : 1201-1800

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 : S-76/S-76 Mark 11
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 135
Flight Plan : None

Mission : Passenger

Flight Phase : Taxi

Component

Aircraft Component : Turbine Engine
Aircraft Reference : X
Problem : Malfunctioning

Person : 1

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : First Officer

Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Rotorcraft
Qualification.Flight Crew : Air Transport Pilot (ATP)
Experience.Flight Crew.Total : 4100
Experience.Flight Crew.Last 90 Days : 220
Experience.Flight Crew.Type : 1800

ASRS Report Number.Accession Number : 1035875
Human Factors : Communication Breakdown



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

Person : 2

Reference : 2

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

ASRS Report Number.Accession Number : 1035875
Human Factors : Communication Breakdown
Human Factors : Training / Qualification
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : Flight Crew

Events

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

When Detected : In-flight

Result.General : None Reported / Taken

Assessments

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

Narrative: 1

S-76B with a recent history of brief power roll-backs on Engine 1. PIC (Part 135
Chief of Operations, boss of SIC) hover-taxis wheeled helicopter as per his personal
procedure to determine if power reduction would occur. Passengers on board. First
flight of the day. Power reduction occurred, along with engine out lights and audio,
slight yaw, change in engine and rotor noise. Within 2-4 seconds full power
resumed. PIC landed and ground taxied aircraft to departure intersection. After a
pause of about 10 seconds, PIC asked SIC's opinion. SIC expressed that with all his
prior 12 years experience, and current personal opinion, indicated to abort the
flight, shut down and summon Maintenance. PIC instructed SIC to obtain takeoff
clearance to continue the flight. No further words came from PIC, other than
perhaps ‘gear up' or similar. No discussion of precautionary procedures upon
departure, enroute, landing at heliport, departure from heliport or return to base.
SIC later resigned from employment under this boss and explained to company
CEO the professional and safety concerns of continued employment under this
PIC/boss. Issued report verbally to company safety officer and FAA FSDO POI.

Synopsis

S-76B helicopter Second in Command (SIC) reported that the PIC, pilot flying,
continued flight after experiencing brief engine power rollback in an aircraft that
had a previous history of this problem. SIC advised against continuing the flight
and later resigned rather than continue to fly with this PIC.



Time / Day

Date : 201209
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 : Jet/Long Ranger/206

Operating Under FAR Part : Part 135

Mission : Passenger

Flight Phase : Parked

Maintenance Status.Maintenance Deferred : N

Maintenance Status.Released For Service : Y

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

Component : 1

Aircraft Component : Gearbox
Manufacturer : Bell Helicopters
Aircraft Reference : X

Component : 2

Aircraft Component : Chip Detector
Manufacturer : Rolls Royce (Allison)
Aircraft Reference : X

Person

Reference : 1

Location Of Person : Gate / Ramp / Line
Reporter Organization : Air Carrier
Function.Maintenance : Lead Technician
Qualification.Maintenance : Powerplant
Qualification.Maintenance : Airframe
Experience.Maintenance.Lead Technician : 5
Experience.Maintenance.Technician : 38
ASRS Report Number.Accession Number : 1035416
Human Factors : Situational Awareness
Human Factors : Communication Breakdown



Communication Breakdown.Partyl : Maintenance
Communication Breakdown.Party2 : Maintenance
Communication Breakdown.Party?2 : Other
Analyst Callback : Completed

Events

Anomaly.Aircraft Equipment Problem : Critical
Detector.Person : Maintenance

Were Passengers Involved In Event : N

When Detected : Routine Inspection
Result.General : Maintenance Action

Assessments

Contributing Factors / Situations : Chart Or Publication
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Manuals
Contributing Factors / Situations : Procedure

Primary Problem : Manuals

Narrative: 1

Aircraft was on a public relations [demonstration] assignment. Pilot reported slight
transmission oil seepage on the transmission deck. Aircraft departed the event,
arrived at home base. On inspection, | found that the Magnetic Chip Plug was
sheered off at its base. The internal check valve was still in place, preventing
further transmission oil seepage. The part that sheered is installed at overhaul with
a low torque of 75"- 125" inch-pounds and is not removed at any inspection. It
appears to me that it was installed without a torque wrench. It requires a 3/4"
socket to install. | had to use an adapter to get my 1/4" inch torque wrench on this
socket. This torque is in the Bell Maintenance Overhaul Manuals. But it needs to be
highlighted for emphasis because it is such low torque.

Callback: 1

Reporter stated he is a Field Mechanic and has found two other helicopters with
their Magnetic Chip Detector plug housing sheared-off flush with the Main Gearbox
(MGB) transmission housing. The Chip Detector housing is threaded into the MGB;
that's why the detector did not fall out. He found the sheared-off part still hanging
from the lanyard that was attached to the MGB.

Reporter stated their Rolls Royce (R/R) Overhaul and Line Maintenance Manuals
(M/M) are all electronic. The Engine Manufacturer (MFG) had revised the reduced
torque requirements in their R/R Overhaul Shop Manuals for the Chip Detector plug
on the R/R 206L-3, but had not done the same for their 206L-1 model engines.
Currently, their Overhaul Shop has been using a letter from the MFG allowing
mechanics to deviate from the R/R 206L-1 Overhaul Manual to apply reduced
torque when installing the Chip Detector housing.

Synopsis

A Line Mechanic found a Magnetic Chip Detector plug housing sheared-off flush with
the Main Gearbox (MGB) transmission housing on a Bell 206L-1 helicopter. He had
previously found two other Bell 206L-1 MGBs with the same condition.



Time / Day

Date : 201208
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : 50MO.Airport
State Reference : MO
Altitude.AGL.Single Value : O

Aircraft

Reference : X

Aircraft Operator : Air Carrier

Make Model Name : Jet/Long Ranger/206

Mission : Ambulance

Flight Phase : Parked

Maintenance Status.Maintenance Deferred : N

Maintenance Status.Records Complete : Y

Maintenance Status.Released For Service : Y

Maintenance Status.Required / Correct Doc On Board : Y
Maintenance Status.Maintenance Type : Scheduled Maintenance
Maintenance Status.Maintenance Items Involved : Inspection
Maintenance Status.Maintenance Items Involved : Testing
Maintenance Status.Maintenance Items Involved : Work Cards
Maintenance Status.Maintenance Items Involved : Repair
Maintenance Status.Maintenance Items Involved : Installation

Component
Aircraft Component : Oxygen System/General
Person : 1

Reference : 1

Location Of Person : Hangar / Base

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

ASRS Report Number.Accession Number : 1035415
Human Factors : Communication Breakdown
Human Factors : Troubleshooting
Communication Breakdown.Partyl : Maintenance
Communication Breakdown.Party2 : Maintenance

Person : 2

Reference : 2
Location Of Person : Hangar / Base
Reporter Organization : Air Taxi



Function.Maintenance : Lead Technician
Qualification.Maintenance : Airframe
Quallification.Maintenance : Powerplant
Experience.Maintenance.Lead Technician : 12
Experience.Maintenance.Technician : 10

ASRS Report Number.Accession Number : 1035424
Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Maintenance
Communication Breakdown.Party2 : Maintenance

Person : 3

Reference : 3

Location Of Person : Hangar / Base

Reporter Organization : Air Taxi
Function.Maintenance : Inspector
Qualification.Maintenance : Airframe
Qualification.Maintenance : Powerplant
Qualification.Maintenance : Inspection Authority
Experience.Maintenance.Inspector : 10

ASRS Report Number.Accession Number : 1034491

Events

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

When Detected : Pre-flight

Result.General : Maintenance Action

Assessments

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

Narrative: 1

The aircraft was released for service. The mechanic had found the collective bolt did
not have a nut on the bolt it had been looked at several times was missed by
several people. The next thing was the chin bubble had exited the aircraft. When
looked at, there was no sealant holding the seal in. The instructions ask to do this.
The oxygen system line was installed on the wrong valve. The lines were not
tagged. If the lines were tagged this would not have happened.

Narrative: 2

The aircraft came into the shop for a complete rollover inspection into the FAA
Approved Aircraft Inspection Program (AAIP) Chapter 5A and a main rotor mast
change for mast inspection. There were four technicians involved working
staggered 12 hour shifts. | believe the aircraft was in the Shop for four days getting
this work completed and waiting for the weather to clear for return to service at the
base. During the night shift, the mast had been removed for Tear-Down Inspection
and a serviceable replacement was to be installed. Most of the inspections had been
completed. When | came on duty to relieve the first night Technician, the mast was
ready to install. There was a two hour overlap before the next day Technician came
on duty to relieve the other night Mechanic and | continued to work on getting the
inspections completed as the remaining night Technician completed the installation



of the serviceable mast. | did not inspect his installation as | generally try to do as
a safety measure. The oncoming day Technician also did not inspect the
installation. Later that day | was inspecting the Top Deck for FOD when |
discovered a nut and washer laying up under a hose on the deck. | began looking
at everything to try to determine where they might have been missed and could
not see anything missing. | showed them to the other Technician and he looked
around the deck area and couldn't see anything missing either. | then took the nut
and washer and laid them on the workbench next to the aircraft on a white rag
until we could see where they came from. The night shift came on again and |
forgot to tell them about the hardware | had discovered. The maintenance on that
aircraft was completed and another aircraft came in for engine work in that same
day. | didn't know what happened to the hardware. The base pilot came in to pick
up the aircraft and as he was preparing for the Operational Check Flight | briefed
him on the maintenance that had been performed. | did not remain with him during
the preflight. | left the shop for a trip to a base. The operations check flight and
return to service were conducted in my absence. After the aircraft had returned to
base, the base Mechanic was cleaning up some residual oil on the deck when he
discovered the hardware missing from the lower Collective lever bolt on the
swashplate. At least 3 people were working and looking in that specific area and did
not see the hardware missing either during maintenance, or preflight. In all of my
years of maintenance | have never seen such an extensive chain of events leading
to such a "near miss." | have no idea how to definitively prevent this from
happening again. The work shifts and location have recently been changed and the
technicians have not worked together as a team before. The technicians attempting
to adapt to the new conditions and venue may have played a part. There was no
implied pressure whatsoever from Management concerning a time frame for this
project and integrity of the aircraft is always our primary focus.

Narrative: 3

I was a participating Mechanic on some inspections on a BHT 206 L series
helicopter that after was returned to service had issues. | helped another Mechanic
remove the swashplate and mastpole for replacement of the mastpole,

we removed a bolt on the swashplate to facilitate in removing of the swashplate
mounting hardware as it was trying to strip. Once the components were removed
we placed them on the work table and proceeded to get ready for installation of
new mastpole, My 12 hour shift was fixing to end for the day, so | gave a pass
down of events to my replacement, while the other Mechanic continued getting
components ready for installation. His shift was ending 2 hours later, He continued
to work and | told them both | would see them that night. Apparently the bolt we
took out was only slid back into place and was not fastened with a nut and cotter
pin, I returned back to work and the aircraft was finished and ready to leave, then
the aircraft left to its destination and the bolt issue was later found after it had
flown when the base Mechanic took the cowling off to clean up oil residue.

Synopsis

Several maintenance discrepancies including an unsecured bolt on the top deck of a
Bell 206 were missed during a final inspection. A Mechanic noticed the unsecured
bolt after a check flight.



Time / Day

Date : 201209
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

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 : Taxi

Component

Aircraft Component : Turbine Engine
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 : Pilot Flying

Function.Flight Crew : Captain

ASRS Report Number.Accession Number : 1035176
Human Factors : Human-Machine Interface

Human Factors : Other / Unknown

Human Factors : Time Pressure

Events

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

Were Passengers Involved In Event : N

When Detected : Taxi

Result.General : None Reported / Taken



Assessments

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

Narrative: 1

[1] accepted a scene flight request. Aircraft had not flown in two days and
conditions were humid so | began cold-start procedure. Engine lit off quite suddenly
with a detonation and T4 spiked instantly. | immediately brought fuel flow control
lever back and T4 indicator dropped just as quickly. | did not bring Fuel Flow
Control Lever (FFCL) all the way back to the stop - just enough to bring the
temperature down and continue with the start-up. At flight position, | noticed the
Vehicle and Engine Multifunction Display (VEMD) indicated "overlimit detected”. |
knew the spike had been less than one second, and temperature, Tq, NG, pressure,
and NR all indicated optimal function. | informed the flight crew what had occurred
and that in my estimation we were ok to proceed. They concurred. At hover |
checked power and pressures/temperature, and all systems were as expected. We
flew to the scene which was about 10 minutes away, landed and shut down. Patient
was loaded onto the aircraft and | started up again. Start-up was normal, and
patient was flown to [a hospital]. Lead Mechanic performed the prescribed
Turbomeca check procedure and determined that no damage had occurred.
Although | felt certain that no damage had occurred, and that the "overlimit
detected" indication was benign, | should have shut down the engine, aborted the
mission, called the Mechanic immediately, and written the event up. As | look back,
I realize what factors affected my decision to disregard this sensible course of
action, and to proceed with the flight. | made the wrong call. | was eager to fly. |
logged less then 3 hours the last month - weather, mechanical issues, staffing, and
being at a generally "slow" base got me chomping at the bit. Safety is the prime
directive. My crews trust me to keep them safe and to make good decisions, and
not to push capabilities or bend rules so that we can go flying. When | was an
instructor 1 would tell my students "It is only a mistake the second time you do it.
The first time it's a learning experience.” The second time, well, I'm going to
remind myself of that.

Synopsis

AS-350 pilot experienced a hot start, saw no adverse indications, and continued the
flight. After landing, concluded that the flight should have been aborted.



Time / Day
Date : 201206

Place

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

Environment

Flight Conditions : VMC
Light : Night

Aircraft

Reference : X

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

Flight Phase : Parked

Component

Aircraft Component : Cowling
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 : Instrument
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Flight Instructor
Experience.Flight Crew.Total : 3050
Experience.Flight Crew.Last 90 Days : 40

ASRS Report Number.Accession Number : 1033583
Human Factors : Confusion

Human Factors : Training / Qualification

Events

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



Detector.Person : Other Person
Detector.Person : Ground Personnel
When Detected : Routine Inspection
Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Incorrect / Not Installed / Unavailable Part
Contributing Factors / Situations : Procedure
Primary Problem : Ambiguous

Narrative: 1

I flew this aircraft at night. | do not believe the OAT exceeded 86 degrees. To
memory, | have only flown this aircraft at night which leads me to believe | did not
violate the temperature exceedence for flying with snow baffles. | brought up the
issue with base supervisors and was told they kept the snow baffles on to prevent
bird strike or other FOD into the compressor.

Synopsis

A B206 helicopter may have flown with the snow baffles installed during early
summer months causing a temperature exceedence.



Time / Day

Date : 201208
Local Time Of Day : 1801-2400

Place

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

Environment

Flight Conditions : VMC
Light : Night

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 : Ferry

Flight Phase : Cruise

Airspace.Class D : ZZZ

Component

Aircraft Component : Air Conditioning Compressor
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 : 1033059
Human Factors : Situational Awareness

Events

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

When Detected : In-flight

Result.General : Declared Emergency



Result.General : Maintenance Action
Result.Flight Crew : Returned To Departure Airport

Assessments

Contributing Factors / Situations : Aircraft
Primary Problem : Aircraft

Narrative: 1

During return trip to home base, after dropping off patient, transmission chip light
came on. Power was immediately reduced and a landing area was selected. The
only suitable landing area was an Army Airfield (AAF). | informed Approach | had a
mechanical problem and requested to divert into the AAF. | was told to change over
to the AAF Tower. | informed them | had a mechanical problem, and was told |
could not land without a Prior Permission Request (PPR), or declaring an
emergency. | choose to declare an emergency. During the descent into the airfield |
monitored the transmission temperatures and pressures, both seemed to hold
steady during the descent. After landing aircraft was shutdown and mechanic was
notified. No further incident occurred. After further inspection of the aircraft the
mechanic noticed that the compressor shaft on the air conditioning unit had
sheared off. The oil sample taken showed that the metal on the chip detector was
consistent with the metal on the sheared shaft, and not the transmission gears.

Synopsis

An EC135 transmission chip light illuminated so the pilot declared an emergency
and diverted to a nearby Army Air Field where it was later determined that a failed
air conditioning shaft caused metal in the oil.



Time / Day

Date : 201208
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : X49.Airport
State Reference : FL
Altitude.MSL.Single Value : 1000

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft : 1

Reference : X

ATC / Advisory.UNICOM : X49
Aircraft Operator : Personal

Make Model Name : Champion Citabria Undifferentiated
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Flight Plan : None

Mission : Training

Flight Phase : Initial Approach
Route In Use : Visual Approach
Airspace.Class E : ZMA

Aircraft : 2

Reference : Y

Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Flight Phase : Cruise
Airspace.Class E : ZMA

Person

Reference : 1

Location Of Person.Aircraft @ X

Location In Aircraft : Flight Deck

Reporter Organization : Personal
Function.Flight Crew : Instructor
Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Flight Engineer
Experience.Flight Crew.Total : 25000
Experience.Flight Crew.Last 90 Days : 30.6



Experience.Flight Crew.Type : 225

ASRS Report Number.Accession Number : 1032642
Human Factors : Communication Breakdown
Human Factors : Situational Awareness
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : Flight Crew

Events

Anomaly.Airspace Violation : All Types

Anomaly.Conflict : NMAC

Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : FAR

Detector.Person : Flight Crew

Miss Distance.Horizontal : 150

Miss Distance.Vertical : O

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

Turning left toward downwind at approximately 1,000 MSL, front seat trainee
observed helicopter nearly head-on that had been blocked by lower wing in turn.
[1]1 performed steep right turn to avoid collision. During a total of 5 landings at this
airport, we observed helicopter in apparent orbit overlapping the airport's flight
pattern while maintaining approximately pattern altitude. The track of the
helicopter's orbit placed it potentially head-on to downwind traffic when turning
from east to west.

We were unable to contact the helicopter on CTAF. We switched to an adjacent
airport's Tower frequency and inquired if they had contact with him. They did not
but the helicopter pilot came on without an identifier and stated that "you have to
maintain clearance from me", to which I replied "Helicopters are to avoid flow of
fixed-wing traffic." He responded "I can't help it if | received a call in this area."

I do not believe the helicopters' right of way over fixed wing traffic includes the
right to intentionally interfere with an established traffic pattern at an airport. In
this case, we cut our intended training short by at least 2 patterns to avoid further
conflict.

Synopsis

The student and instructor pilots aboard a Citabria suffered an NMAC while in the
traffic pattern of uncontrolled airport X49 with an orbiting helicopter pilot who
elected not to identify and declare his intentions on CTAF. The helo pilot was,
however, monitoring the Tower frequency of a nearby LAL airport but was
unapolgetic for his behavior and refused to identify his aircraft when he overheard
the reporter's inquiry to the Tower.



Time / Day

Date : 201208
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : 500

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 7
Light : Dusk

Ceiling.Single Value : 12000

Aircraft : 1

Reference : X

ATC / Advisory.CTAF : 2ZZ

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 : Climb

Airspace.Class G : Z2ZZ

Aircraft : 2

Reference : Y

ATC / Advisory.CTAF : ZZZ

Make Model Name : Beechcraft / Beech Aircraft Corp Undifferentiated or Other
Model

Crew Size.Number Of Crew : 2

Flight Phase : Final Approach

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 : Rotorcraft
Qualification.Flight Crew : Commercial

ASRS Report Number.Accession Number : 1030849
Human Factors : Training / Qualification



Human Factors : Communication Breakdown
Human Factors : Situational Awareness
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : Flight Crew

Events

Anomaly.Conflict : NMAC

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

When Detected : In-flight

Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Airspace Structure
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Contributing Factors / Situations : Staffing

Primary Problem : Procedure

Narrative: 1

While departing the hospital on a patient flight, I made two radio calls, one on the
helicopter air to air frequency and one on the CTAF for ZZZ Airfield. At
approximately 500 FT, | made another radio report on CTAF advising my location
three miles southeast of the approach end of Runway 25 and my intended route
and altitude climbing to. No other traffic on the radio was heard. The Tower was
closed and Class D was not in effect. | crossed ZZZ on a course to the medical
center, approximately 315-320 degrees. | was climbing approximately through
5,500 FT for 6,500 FT when | saw a Beech type airplane at my ten o'clock position
closing rapidly, co-altitude. | immediately banked right but stopped the turn as |
observed it passing to my 6 o'clock, and it passed behind my aircraft at
approximately 200 FT or less. The airplane made no observed evasive maneuver
and appeared to be straight and level. His course was approximately 080 degrees. |
called on the radio for traffic at ZZZ and the pilot answered...stating he was
downwind for Runway 26 at ZZZ. | asked him if he had reported downwind; he
stated, "No" and that Tower was closed. | asked him if he had heard my report; he
stated no. He then stated his co-pilot did not hear it either. No further
communication was exchanged. The remainder of the flight was uneventful.

Synopsis

AS-350 helicopter, climbing through the airspace of an airport whose tower was
closed, had a near miss with a Beech aircraft in the landing pattern. The helicopter
pilot had called his position on CTAF, but the other aircraft had not transmitted his
intentions.



Time / Day

Date : 201208
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.MSL.Single Value : 6000

Aircraft : 1

Reference : X

ATC / Advisory. TRACON : ZZZ
Make Model Name : Robinson R22
Crew Size.Number Of Crew : 1
Flight Plan : IFR

Flight Phase : Final Approach
Route In Use : Vectors
Airspace.Class E : ZZZ

Aircraft : 2

Reference : Y

ATC / Advisory. TRACON : ZZZ

Make Model Name : PA-23-250 Aztec
Crew Size.Number Of Crew : 1

Flight Plan : VFR

Flight Phase : Climb

Airspace.Class E : ZZZ

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 : 1030138
Human Factors : Communication Breakdown
Communication Breakdown.Partyl : ATC
Communication Breakdown.Party?2 : Flight Crew

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 : Human Factors
Primary Problem : Human Factors

Narrative: 1

A helicopter was on an IFR flight plan. He was at 6,000 and on a heading to join
the ILS27 at his destination. A Piper was eastbound along the coastline to the east.
He had been told to maintain at or above 3,500. | observed him at 4,400 FT and a
short time later | saw him climbing through 5,300. I told him to stop at 5,500 and
called the traffic. He then continued to climb, reaching 5,900 FT when the targets
merged. My trainee was calling traffic when | took over and turned the helicopter to
the south. The pilot should have told us if he couldn't maintain his assigned
altitude.

Synopsis

TRACON Controller described a conflict where a VFR traffic failed to adhere to
assigned VFR altitude/s.



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 : ZZZ
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 : 201208
Local Time Of Day : 0001-0600

Place

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

Aircraft : 1

Reference : X

ATC / Advisory.Tower : ZZZ
Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Flight Plan : VFR

Flight Phase : Cruise
Airspace.Class C : ZzZZ

Aircraft : 2

Reference : Y

ATC / Advisory.Tower : ZZZ

Make Model Name : Any Unknown or Unlisted Aircraft Manufacturer
Flight Phase : Cruise

Route In Use : None

Airspace.Class C : 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 : 1029549
Human Factors : Other / Unknown

Events

Anomaly.Conflict : NMAC

Detector.Person : Air Traffic Control

When Detected : In-flight

Result.Air Traffic Control : Issued Advisory / Alert

Assessments

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

Narrative: 1



VFR helicopter inbound to from northwest at 1,500 FT. Unknown target appeared
off his left side approximately same altitude. | called traffic who took evasive action
and descended immediately to about 1,200 FT.

Synopsis

Local Controller described a conflict event between a VFR helicopter arrival and an
unknown target suddenly appearing to the side of the helicopter.



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

Relative Position.Distance.Nautical Miles : 5
Altitude.MSL.Single Value : 2500

Aircraft : 1

Reference : X

ATC / Advisory.Tower : ZZZ
Aircraft Operator : Personal
Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Flight Plan : VFR

Flight Phase : Descent

Route In Use : None
Airspace.Class D : ZzZZ

Aircraft : 2

Reference : Y

ATC / Advisory.Tower : ZZZ
Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Flight Plan : VFR

Flight Phase : Descent

Route In Use : None
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 : 1028013
Human Factors : Situational Awareness

Human Factors : Communication Breakdown

Events

Anomaly.ATC lIssue : All Types
Detector.Person : Air Traffic Control
Result.General : None Reported / Taken

Assessments



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

Narrative: 1

Helicopter X was 5 miles west of the field and requested a northwest arrival to the
terminal. | approved the arrival and restricted a helicopter at or above 2,500 for
traffic 10 miles north inbound to Runway 8, the B717 descending though 2,500.
Helicopter Y was also 5 west of the field requesting a northwest arrival. | told him
to follow his company and gave him the same restriction; he said he had his
company in sight. Helicopter Y then asked to change to a west arrival and |
approved that. Then Helicopter X asked to also change to a west arrival and |
approved that. At this point Helicopter Y was number 1 to the field and Helicopter X
was number 2. | failed to tell them this. From out the window it didn't look like a
factor. Helicopter Y later said that his company passed right overhead and asked if
there was a sequence. | should have let everybody know the sequence instead of
just assuming that Helicopter X had his company in sight and knew what the plan
was.

Synopsis

Tower Controller described a conflict event when failing to insure the planned
sequence was provided to pattern traffic.



Time / Day

Date : 201207
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : LBX.Airport
State Reference : TX
Altitude.AGL.Single Value : 80

Environment

Flight Conditions : VMC
Weather Elements / Visibility.Visibility : 10
Light : Daylight

Aircraft : 1

Reference : X

ATC / Advisory.CTAF : LBX

Aircraft Operator : Air Taxi

Make Model Name : Bell Helicopter 222
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 135
Flight Plan : VFR

Mission : Training

Flight Phase : Final Approach

Route In Use : Visual Approach
Airspace.Class G : LBX

Aircraft : 2

Reference : Y

ATC / Advisory.CTAF : LBX

Make Model Name : Small Aircraft, Low Wing, 2 Eng, Retractable Gear
Crew Size.Number Of Crew : 1

Operating Under FAR Part : Part 91

Flight Phase : Final Approach

Airspace.Class G : LBX

Person

Reference : 1

Location Of Person.Aircraft @ X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Flight Instructor
Experience.Flight Crew.Total : 10000
Experience.Flight Crew.Last 90 Days : 100



Experience.Flight Crew.Type : 10000

ASRS Report Number.Accession Number : 1025133
Human Factors : Distraction

Human Factors : Workload

Human Factors : Communication Breakdown
Human Factors : Situational Awareness
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : Flight Crew

Events

Anomaly.Conflict : NMAC
Detector.Person : Flight Crew

Miss Distance.Horizontal : 200

Miss Distance.Vertical : O

When Detected : In-flight

Result.Flight Crew : Took Evasive Action
Result.Flight Crew : Became Reoriented

Assessments

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

Narrative: 1

During a helicopter training exercise (2 pilots) on a 45 degree to runway short final
Runway 17. Landing with a simulated hydraulic system failure. We made a last
minute check to make sure no one was landing on the runway. Upon looking to the
north saw a light twin on very short final for Runway 17. Both aircraft were closing
in on the approach end of the runway at the same height and distance for landing.
The twin was to our right and slightly behind our field of vision about 200 FT and
closing. Once the other aircraft was spotted we terminated the approach to a high
hover and the Twin continued with its landing. There was no further incident.
Communications would be the main contributing factor. The airport was very quiet
and we had been monitoring Approach Control and the local CTAF frequency as well
as making our own traffic calls. We never heard any radio calls from the twin until
just before he departed the airfield. | also believe TCAS in either aircraft would
have been helpful in preventing this. The fact that Texas Gulf Coast Regional LBX
and Houston Southwest AXH share the same frequency and are very close to each
other and the high amount of radio calls at Houston Southwest may have
contributed to the confusion.

Synopsis

A helicopter pilot took evasive action from a light twin near LBX Runway 17 while
both aircraft were on short final and no prior CTAF communications were heard.



Time / Day

Date : 201207
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : MYF.Airport
State Reference : CA
Altitude.MSL.Single Value : 1250

Environment

Flight Conditions : VMC
Weather Elements / Visibility.Visibility : 10
Light : Daylight

Aircraft : 1

Reference : X

ATC / Advisory.Tower : MYF

Aircraft Operator : FBO

Make Model Name : Skyhawk 172/Cutlass 172
Operating Under FAR Part : Part 91

Flight Plan : None

Mission : Training

Flight Phase.Other

Airspace.Class D : MYF

Aircraft : 2

Reference : Y

ATC / Advisory.Tower : MYF
Make Model Name : Helicopter
Flight Phase.Other
Airspace.Class D : MYF

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : FBO
Function.Flight Crew : Instructor
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Flight Instructor
Experience.Flight Crew.Total : 375
Experience.Flight Crew.Last 90 Days : 75
Experience.Flight Crew.Type : 75

ASRS Report Number.Accession Number : 1024585



Human Factors : Situational Awareness

Human Factors : Training / Qualification

Human Factors : Workload

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

Events

Anomaly.Conflict : NMAC
Detector.Person : Flight Crew

Miss Distance.Horizontal : 200

Miss Distance.Vertical : 15

When Detected : In-flight

Result.Flight Crew : Took Evasive Action

Assessments

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

Narrative: 1

My student and | were in the traffic pattern at Montgomery Field Airport. Weather
was clear and visibility was great, it was a typical San Diego morning with visual
conditions everywhere. The Tower Controller was getting loaded with aircraft, and
at the time of the incident there were 6 or 7 aircraft waiting to take off from our
runway. There were also a number of aircraft coming in from the East to land or
enter the traffic pattern. Congestion was apparent on the radio. The Controller's
voice did not sound panicked, but it seemed the controller was struggling to handle
the number of aircraft on frequency.

Montgomery Field has a crossing Runway 5/23 in addition to the 10/28 parallels.
Two helicopters were doing touch and go practice from the numbers of 23,
remaining north of Runway 28R at all times. Their pattern is below and well within
the fixed wing pattern of 1,227 FT MSL for Runway 28R.The incident helicopter is
black or dark colored, difficult to see against the shadowed mountainous terrain in
the local area. While on the crosswind with wings level, | had seen the incident
helicopter and announced its position to my student. We then banked into the turn
to downwind and | lost visual with the helicopter which was at low altitude. The
Tower Controller came on frequency to announce the position of a helicopter at
unknown altitude (due to a faulty Mode C transponder signal) at our 12 or 1 o'clock
position, estimating their altitude to be 1,000 FT MSL. I knew where to look based
on my previous sighting of the traffic and located it at our altitude and in our 12
o'clock position. The helicopter also called us in sight to the Tower. Immediately |
realized that we needed to take evasive action because the helicopter had turned
around and was now heading the wrong way on the downwind leg at our altitude
and was on a direct collision course. We banked the airplane steeply to the left
(north) and distanced ourselves from the runway.

During this time the helicopter passed roughly 15 feet above us and off our right
wing at a distance of less than 200 feet horizontally. | elected to end the lesson as
both myself and my student were shaken by the event. After landing, | spoke with



the Tower chief and we discussed the situation. | believe there are a number of
factors which led to the incident, including but not limited to: 1) Poor
communication between the Tower and the incident helicopter regarding the
helicopter's departure from the airport 2) Poor communication between the Tower
and myself alerting me to the helicopter's planned departure from the airport 3)
The faulty Mode C information the Tower received from the incident helicopter's
transponder 4) The Tower Controller being stressed by a large volume of traffic at
the time 5) Temporary loss of situational awareness on the part of the incident
helicopter pilot.

Given the early morning light, it would have been difficult to locate the incident
helicopter if I had not made visual contact with it before entering the downwind leg
of the traffic pattern. Had we not made the immediate decision to turn north away
from the airport, the risk of mid-air collision would have been extremely high.
Together, the actions of my student, myself, and the incident helicopter resulted in
increased separation between the aircraft involved and everyone is alive to learn
from the experience. Proper rest, proper attention, and proper reaction time on the
part of myself and my student definitely contributed to the positive outcome of the
situation.

Synopsis

C172 Instructor reported NMAC with a helicopter in the traffic pattern at MYF, citing
Tower Controller workload as contributing.



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 : 201207
Local Time Of Day : 1201-1800

Place

Locale Reference.ATC Facility : DPA.Tower
State Reference : IL
Altitude.AGL.Single Value : 100

Environment

Flight Conditions : VMC
Light : Daylight
Ceiling.Single Value : 14000

Aircraft : 1

Reference : X

ATC / Advisory.Tower : DPA
Aircraft Operator : Air Carrier
Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Flight Plan : None

Mission : Passenger

Flight Phase : Takeoff

Route In Use : None
Airspace.Class D : DPA

Aircraft : 2

Reference : Y

ATC / Advisory.Tower : DPA
Aircraft Operator : Air Carrier
Make Model Name : Small Aircraft
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Mission : Training

Flight Phase : Final Approach
Airspace.Class D : DPA

Person

Reference : 1

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



Qualification.Flight Crew : Commercial
Experience.Flight Crew.Total : 12000
Experience.Flight Crew.Last 90 Days : 120
Experience.Flight Crew.Type : 3000

ASRS Report Number.Accession Number : 1021449
Human Factors : Communication Breakdown
Human Factors : Distraction

Human Factors : Situational Awareness

Human Factors : Time Pressure

Human Factors : Confusion

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

Events

Anomaly.ATC Issue : All Types
Anomaly.Conflict : NMAC
Detector.Person : Flight Crew

Miss Distance.Horizontal : 20

Miss Distance.Vertical : 50

When Detected : In-flight

Result.Flight Crew : Took Evasive Action

Assessments

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

Narrative: 1

I was departing my helicopter with a request for a northeast departure. | began my
departure after the Tower gave me clearance to depart at my own risk with no
restrictions. | began my lift off from the ramp with initial departure into the wind to
the southwest with a turn to the northeast. On initial climbout at about 100', | just
happened to look down out my door window and noticed a shadow of a small
aircraft. | immediately dove the helicopter with a left turn and looked up to see the
aircraft above me seemingly on final approach to Runway 28. | completed my left
turn to see the aircraft continue it's flight to the west and | contacted the Tower
and stated that | did not know of the aircraft landing on said runway. The
Controller replied with "roger" and "continue flight to the northeast™ with no other
mention of the incident. On initial contact, the Controller made no mention to me to
remain clear of any runway which is about 200 yards from my departure ramp. |
also had no idea that runway was in use since the main Runway 20 was in use by
other aircraft which was an training aircraft | believe. The Controller also made no
mention of another aircraft landing on Runway 28 to me and | heard no mention of
me taking off from the ramp. | have no doubt in my mind without seeing the
shadow and taking evasive action | would have continued my assent into the
landing airplane.

Synopsis

A helicopter departed a DPA ramp and had near miss with an aircraft landing on
Runway 28 after ATC cleared him for takeoff "at his own risk" but did not report the
approaching traffic.



Time / Day

Date : 201206
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : CNO.Airport
State Reference : CA

Relative Position.Angle.Radial : 270
Relative Position.Distance.Nautical Miles : 4
Altitude.MSL.Single Value : 2000

Environment

Flight Conditions : VMC
Weather Elements / Visibility.Visibility : 10
Light : Daylight

Aircraft : 1

Reference : X

ATC / Advisory.Tower : CNO
Aircraft Operator : Personal
Make Model Name : Cessna 152
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Flight Plan : None

Mission : Personal

Flight Phase : Cruise

Route In Use : Direct
Airspace.Class D : CNO

Aircraft : 2

Reference : Y

ATC / Advisory.Tower : CNO
Make Model Name : Helicopter
Flight Phase : Initial Climb
Airspace.Class D : CNO

Person

Reference : 1

Location Of Person.Aircraft @ X
Location In Aircraft : Flight Deck
Reporter Organization : Personal
Function.Flight Crew : Pilot Flying
Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Multiengine



Experience.Flight Crew.Total : 1400
Experience.Flight Crew.Last 90 Days : 25
Experience.Flight Crew.Type : 500

ASRS Report Number.Accession Number : 1020751
Human Factors : Situational Awareness

Events

Anomaly.Conflict : NMAC
Detector.Automation : Aircraft TA
Miss Distance.Horizontal : 400
Miss Distance.Vertical : 200

Assessments

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

Narrative: 1

I was in cruise flight at 2,000 FT MSL northwest bound along Highway 71 at 4 NM
west of Chino Airport. I was on an approved transition through Chino's Class D
airspace. A departing...twin turbine helicopter departed Chino airport and was
provided with my position, altitude, and direction of flight. | spotted the helicopter
as it rapidly accelerated and climbed directly toward my aircraft. As | evaluated the
helicopter's flight path (it looked like it was still accelerating and climbing toward
me), | began a turn to maneuver away from the helicopter when it turned to the
north and then I lost sight of it. | scanned from right to left when | saw the
helicopter passing just beneath me to my left side. The helicopter continued its
climb. It is bewildering why the helicopter which has the ability to hover and is
unconstrained by minimum altitudes required of airplanes would continue to
accelerate and climb toward called out traffic. In my opinion, the helicopter should
have slowed down and maintained 1,500 FT MSL until positively identifying my
aircraft or crossing the highway. The helicopter has excellent visibility both above
and below with a windscreen that extends from the pilot's feet to over their head.
With such excellent visibility, climbing up and toward a blue sky, the pilot should
have been in an excellent position to spot my aircraft without getting so close. They
should have slowed down and leveled off to mitigate collision hazard and lower
flight risk. Most general aviation airplanes have fairly poor visibility especially to the
right side from the left seat; the pilot's perspective is limited. In addition, when a
pilot is looking down, as | was, it is easy to lose traffic targets as those targets can
easily blend into the industrial landscape. Further, while the regulations do not
specify helicopters in the right away rules, practice is that more maneuverable
aircraft gives the right-of-way to the less maneuverable aircraft.

Synopsis

Cessna 152 pilot transiting CNO airspace reported an NMAC with a helicopter
climbing out of CNO. Reporter contends that more maneuverable helicopter should
have maintained separation from the reported Cessna traffic.



Time / Day

Date : 201206
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

ATC / Advisory.CTAF : 2ZZ

Make Model Name : EC135

Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Mission : Training

Flight Phase : Landing
Airspace.Class E : ZZZ

Component

Aircraft Component : Turbine Engine
Problem : Improperly Operated

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Function.Flight Crew : Check Pilot

Function.Flight Crew : Captain

Qualification.Flight Crew : Commercial

ASRS Report Number.Accession Number : 1019537
Human Factors : Training / Qualification

Events

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

When Detected.Other

Result.Flight Crew : Took Evasive Action

Assessments



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

Contributing Factors / Situations : Aircraft

Primary Problem : Ambiguous

Narrative: 1

While conducting aircraft recurrent training/evaluation, at completion of 'FADEC
Failure' maneuver evaluation on ground prior to reducing collective to flat pitch,
rolled the #2 engine (affected engine) to ground idle. This action reduces the
opportunity for the affected engine to drive the affected N2 and NR (rotor RPM) to
an overspeed condition. Aviator continued to roll the affected engine twist
grip/throttle, bypassing the idle stop and the engine was inadvertently shut down.
We went through a complete shutdown of the affected engine in preparation for a
restart. Switchology was all reset and an engine restart was attempted. Because of
the resetting of switches which included the affected engine 'FADEC' switch, the
CAD (Caution Advisory Display) indicated a 'DEGRADE' caution light on the
operating engine (#1 Engine). Because of this, | believe, we could not restart the
affected engine (#2 engine). We continued to sit on the runway and took our time
evaluating the situation and switches to ensure we were acting correctly. After a
second try at starting the engine without success, | determined that | needed to
shut the aircraft down completely to allow the 'FADEC' system logic to completely
reset. Because of our decision to completely shut down the aircraft for a restart and
our location on the primary runway, | decided to move the aircraft under single
engine power to the adjoining ramp approximately 50 FT away from our location on
the primary and only runway. Additional circumstances affecting my decision to fly
this aircraft under single engine power were; the airport is an uncontrolled airfield,
there had been other aircraft in the vicinity using the runway during our training
period, we were in DARK/NIGHT conditions with little ilumination from the moon or
other lighting, and shutting down the aircraft would have meant being completely
dark with battery off; thus no radio or aircraft lighting available to identify
ourselves on the runway. The aircraft was down to less than 60 gallons of fuel in
the main tank and the feeder tanks had their respective 15 gallons each, thus the
aircraft operating weight at time of incident was well within the capability of the
aircraft to operate single engine without exceeding any limitations.

Synopsis

EC135 Check Airman reports an inadvertent engine shut down while on the runway
of an uncontrolled airport at night. A complete electrical shut down is determined to
be necessary to restart the engine but is deemed to risky on the runway. The
helicopter is single engine air taxied to clear the runway and perform the shut down
and restart.



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 : 1201-1800

Place
Altitude.MSL.Single Value : 1400

Environment

Flight Conditions : VMC

Weather Elements / Visibility : Rain

Weather Elements / Visibility : Thunderstorm
Weather Elements / Visibility.Visibility : 10
Light : Daylight

Ceiling.Single Value : 12000

Aircraft

Reference : X

ATC / Advisory.Military Facility : ZzZZ
Aircraft Operator : Air Taxi

Make Model Name : Jet/Long Ranger/206
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Flight Plan : VFR

Mission : Passenger

Flight Phase : Cruise

Route In Use : Direct
Airspace.Special Use : ZZZ

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi
Function.Flight Crew : Single Pilot
Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Instrument
Experience.Flight Crew.Total : 4700
Experience.Flight Crew.Last 90 Days : 50
Experience.Flight Crew.Type : 2600

ASRS Report Number.Accession Number : 1015999
Human Factors : Confusion

Human Factors : Distraction

Human Factors : Situational Awareness



Human Factors : Workload

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

Events

Anomaly.Airspace Violation : All Types

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

When Detected : In-flight

Result.Air Traffic Control : Issued Advisory / Alert

Assessments

Contributing Factors / Situations : Airspace Structure

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

Contributing Factors / Situations : Procedure

Primary Problem : Environment - Non Weather Related

Narrative: 1

While on an ambulance flight, | requested and was granted a clearance for
transition though an active restricted area. A squawk code was assigned and placed
in the transponder with requested on-course heading provided to the Controlling
Agency. | continued monitoring the required frequency. After a short time it was
clear that neither the crew nor | had dealt with the local Fire and EMS handling the
call of which we were heading. In addition, the radio frequencies for ground contact
were not in our aircraft. After asking the requesting agency to use a common
frequency. We were told they were unable. At this time | had a phone patch
established with the County Dispatch and had landing zone and patient information
relayed to us from the scene. This required quite a few transmissions on other
radios in the aircraft with all the chatter that comes with these actions. As we
approached Class D airspace next to the special use, | informed the Controlling
Agency that | needed to change frequencies to Tower. At this time, | was told that
they had tried to call me and | did not respond. | informed them | did not hear a
transmission and if there was an issue. The operator stated | had flown over or
near ranges that had not confirmed "checked fire". | apologized for any problems,
but it was my understanding that | had received clearance though the airspace and
if there was going to be a problem, | would have just flown around the restricted
area. | phoned the Controlling Agency the next day to clear up the issue and
learned that a clearance may require some time for the agency to make the
necessary radio and phone contact to shut ranges down. An aircraft can rapidly
approach those areas faster than they can go cold. In essence, a clearance in itself
is not the same as a normal clearance in aviation and may be evolving only as fast
as separate ranges are contacted. Although | rarely ever ask to pass though these
areas, it is important to remember events on the ground often do not occur at the
same rate as events in the air... Radio discipline to anticipate the potential time
needed to shut down activity along the flight path needs to be taken into account.
Although a clearance in normal aviation is just that, Special Use Airspace has
special events that need to be taken into account even with a clearance.

Synopsis



Bell-206 pilot monitoring transmissions related to a medical mission, missed an
ATC advisory regarding range activity in a Restricted Area through which the pilot
had previously been cleared.



Time / Day

Date : 201206
Local Time Of Day : 1801-2400

Place

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

Environment

Flight Conditions : VMC
Weather Elements / Visibility.Visibility : 50

Aircraft

Reference : X

Aircraft Operator : Personal

Make Model Name : Robinson R44
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Plan : None

Mission : Personal

Flight Phase : Initial Climb

Route In Use : Direct
Airspace.Class G : ZZZ

Component

Aircraft Component : Engine
Aircraft Reference : X
Problem : Failed

Person : 1

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck
Reporter Organization : Personal
Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Private
Qualification.Flight Crew : Rotorcraft
Experience.Flight Crew.Total : 236
Experience.Flight Crew.Last 90 Days : 51
Experience.Flight Crew.Type : 236

ASRS Report Number.Accession Number : 1015764
Analyst Callback : Attempted

Person : 2

Reference : 2
Location Of Person.Aircraft : X



Location In Aircraft : Flight Deck

Reporter Organization : Personal

Function.Flight Crew : Instructor
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Rotorcraft
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Flight Instructor
Experience.Flight Crew.Total : 30000
Experience.Flight Crew.Last 90 Days : 100
Experience.Flight Crew.Type : 1500

ASRS Report Number.Accession Number : 1015767

Events

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

Were Passengers Involved In Event : N

When Detected : In-flight

Result.Flight Crew : Landed in Emergency Condition

Assessments

Contributing Factors / Situations : Aircraft
Primary Problem : Aircraft

Narrative: 1

During initial climbout after takeoff experienced a loss of main rotor RPM and power
resulting in a forced landing.

Narrative: 2
[Narrative #2 contains no additional information.]
Synopsis

R44 helicopter flight crew experiences engine failure on lift off and completes a
forced landing.



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 : 201203
Local Time Of Day : 1801-2400

Place

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

Aircraft : 1

Reference : X

ATC / Advisory. TRACON : ZZZ

Aircraft Operator : Military

Make Model Name : Stratolifter (C-135)/Stratotanker (KC-135)
Crew Size.Number Of Crew : 3

Operating Under FAR Part : Part 91

Flight Plan : IFR

Flight Phase : Cruise

Route In Use : Vectors

Airspace.Class D : ZzZZ

Aircraft : 2

Reference : Y

ATC / Advisory. TRACON : ZZZ

Make Model Name : Iroquois 212/214
Crew Size.Number Of Crew : 1

Flight Plan : VFR

Flight Phase : Cruise

Airspace.Class D : ZZZ

Person : 1

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 : 998390

Person : 2

Reference : 2

Location Of Person.Facility : ZZZ. TRACON
Reporter Organization : Government
Function.Air Traffic Control : Approach
Function.Air Traffic Control : Departure
Qualification.Air Traffic Control : Developmental



ASRS Report Number.Accession Number : 998564
Human Factors : Situational Awareness
Human Factors : Training / Qualification

Events

Anomaly.ATC Issue : All Types

Anomaly.Conflict : NMAC

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

Result.Flight Crew : Took Evasive Action

Assessments

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

Narrative: 1

A KC135 was handed off from East RADAR to West RADAR on a heading of 210;
inbound for the airport requesting ILS approach to Runway XXL. | was training a
developmental who accepted the hand off and turned the aircraft to a heading of
220. At that same time there was a B212 helicopter maneuvering in the southeast
practice area. The developmental instructed the B212 to fly no further west than
their present position. There was no response from the helicopter. The KC135
advised that he had traffic at his 12 o'clock and five miles same altitude. The
developmental told the KC135 that the aircraft was a helicopter and would
maneuver no further west then his present position. The KC135 advised that he
was climbing for traffic. The helicopter reported the KC135 in sight when the
aircraft were 2 miles and 700 FT apart. The helicopter was told to maintain visual
separation from the KC135. The helicopter did not respond.

Narrative: 2

I was training in West RADAR. A KC135 was IFR and level at 030 on a 210 vector
for an ILS Runway XXL. A VFR helicopter was maneuvering approximately 10 miles
southeast of the airport. The altitude was approximately 029. The KC135 reported
traffic at 12 O'clock and 5 miles at same altitude. | tried to reach the helicopter and
instruct him to maneuver no further west than his current position anticipating that
with a slight turn, the KC135 would pass by him with sufficient lateral separation.
The helicopter did not respond to my transmission. | turned the KC135 10 degrees
to a 220 heading and informed him that the helicopter would remain southeast of
him. | said this to the KC135, because | was confident that | would be able to reach
the helicopter. Instead, it took two additional transmissions for the helicopter to
respond with the traffic insight and | instructed him to maintain visual
separation/caution wake turbulence. During my attempt to regain communication
with the helicopter, the KC135 advised that he was climbing to avoid traffic. He
leveled at 040 and then descended back to 030 once he knew the traffic was
maintaining visual separation. The KC135 stated on frequency that if he would not
have climbed, he would have "hit that guy" Later investigations showed that the
KC135 passed 700 FT above and 2 miles laterally from the helicopter. |1 should have
taken more positive control and turned the KC135 farther away. | should not have
been so fixated on regaining communication with a helicopter, when | could have
easily turned the aircraft | had direct communication with. | recommend more
monitor time with CPC's to gain more perspective and professional knowledge of
the position.



Synopsis

TRACON Controller providing OJT described a NMAC event when IFR military traffic
took evasive action to avoid a VFR helicopter conducting practice maneuvers.
Traffic had been issued by the developmental.



Time / Day

Date : 201202
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : SMO.Airport
State Reference : CA
Altitude.AGL.Single Value : 500

Environment

Light : Daylight
Ceiling : CLR

Aircraft

Reference : X

ATC / Advisory.Tower : SMO
Aircraft Operator : Personal

Make Model Name : Robinson R44
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Flight Plan : None

Mission : Personal

Flight Phase : Cruise

Route In Use : Direct
Airspace.Class D : SMO

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Personal
Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Flight Instructor
Experience.Flight Crew.Total : 7500
Experience.Flight Crew.Last 90 Days : 75

ASRS Report Number.Accession Number : 997328
Human Factors : Situational Awareness

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

Events

Anomaly.ATC Issue : All Types
Anomaly.Conflict : NMAC
Detector.Person : Flight Crew



Miss Distance.Horizontal : 100
Miss Distance.Vertical : O
Result.Flight Crew : Took Evasive Action

Assessments

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

Narrative: 1

I have had two near misses in the Santa Monica, CA (SMO) Airspace within a two
week period. | have contacted the appropriate Air Traffic Control managers and
have not been satisfied that appropriate steps have been taken in the interest of
safety. In the first near miss the Controller was asked by myself if he was aware
that there was another helicopter northbound along the shore after | had been
cleared for my southbound shoreline transition and the reply was no. According to
the tapes not only should the Controller have been aware, he had just previously
cleared the other aircraft for a northbound transition. This happened several weeks
later again with a different Controller in the same airspace at the same location
when the Controller did not respond to me when | asked if he was aware there was
another helicopter at the pier after a near miss. | asked, several minutes later, to
please clarify if he was aware of the other aircraft. The Controller then apologized
and told me he had cleared another helicopter to work the pier and forgot to advise
me. Both the Supervisor and the Manager of SMO Tower are now claiming that the
Santa Monica Pier is not even in their Class D airspace. After reviewing charts the
Santa Monica Pier now and has always resided well within the Class D. | believe we
have a very dangerous situation when the SMO Tower Manager and the Supervisor
don't even know the boundaries of the airspace that they are controlling. After 25
years of flying in this area, the Air Traffic Control System is not getting better but is
degrading at an exponential rate and | feel the need for intervention.

Synopsis

A Helicopter operating in the vicinity of the Santa Monica pier in contact with SMO
ATCT experienced a NMAC with another helicopter on two occasions.



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
Light : Daylight
Aircraft

Reference : X

Aircraft Operator : Air Taxi

Make Model Name : S-76/S-76 Mark 11

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 : Testing
Maintenance Status.Maintenance Items Involved : Inspection

Component : 1

Aircraft Component : Cabin Furnishing
Manufacturer : LifePort Inc

Aircraft Reference : X

Problem : Malfunctioning

Component : 2

Manufacturer : LifePort Inc
Aircraft Reference : X
Problem : Malfunctioning

Component : 3

Aircraft Component : Aircraft Documentation
Manufacturer : Sikorsky
Aircraft Reference : X

Person

Reference : 1
Location Of Person : Hangar / Base
Location In Aircraft : General Seating Area



Reporter Organization : Air Taxi
Function.Maintenance : Inspector
Quallification.Maintenance : Inspection Authority
Experience.Maintenance.lnspector : 20

ASRS Report Number.Accession Number : 995260
Human Factors : Situational Awareness

Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Maintenance
Communication Breakdown.Party2 : Other
Communication Breakdown.Party?2 : Flight Crew

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 : Aircraft In Service At Gate

Result.General : Maintenance Action

Assessments

Contributing Factors / Situations : Manuals

Contributing Factors / Situations : Procedure

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

Contributing Factors / Situations : Aircraft

Contributing Factors / Situations : Company Policy

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

Primary Problem : Human Factors

Narrative: 1

During aircraft maintenance on the flight line, the installed ‘LifePort' cabinet was
found improperly installed. The LifePort cabinet is used to support patient litters
[stretchers] and infant 'Isolettes' during airborne patient transfer. This system was
originally installed by Supplemental Type Certificate (STC) in the Sikorsky S-76B
[helicopter] approximately several years ago. There are two additional Patient Air
and Suction fittings installed on the aft aircraft cabin wall as back-up systems.
These are powered by the LifePort cabinet and connected by color coded hoses.

The two control valves on the aft wall had blue masking tape across them with the
words ‘'Inop’ [Inoperative] written in black marker. The supply hoses for these
valves were found loose and not connected to the supply fittings on the LifePort.
The supply ports were open to the atmosphere and not capped off. In operation of
the LifePort, these uncapped fittings would have allowed the cabinet 'Air' and
'Suction’ to be vented to the atmosphere, thereby disabling the system on the
LifePort. The potential for having a patient aboard and these systems not
functioning properly could result in a more severe medical emergency. The LifePort
cabinet was removed and replaced with a second cabinet and the 'Air' and 'Suction’
lines were properly connected.



Failure to properly install the [LifePort] cabinet in accordance with the STC
instructions, no testing of the systems after installation and a 'Return to Service' of
a medical unit not functioning properly was not done to the Repair Station
standards and Part 135 [Operations] Manual requirements. This situation was
brought to the Director of Operation's (DOP) attention, who also was the pilot on
the aircraft. His response was "those systems were not needed over the week-end".
It was not documented when, or who, installed the LifePort [cabinet], as there was
no Work Order (W/0) or logbook entry generated.

Synopsis

A LifePort medical cabinet was improperly installed and without correct
documentation in a Sikorskey S-76B helicopter.



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 : 201201
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : SBA.Airport

State Reference : CA

Relative Position.Distance.Nautical Miles : 0.5
Altitude.MSL.Single Value : 300

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft : 1

Reference : X

ATC / Advisory.Tower : SBA
Aircraft Operator : Air Taxi
Make Model Name : Helicopter
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 135
Flight Plan : None

Mission : Passenger

Flight Phase : Final Approach
Route In Use : Visual Approach
Airspace.Class C : SBA

Aircraft : 2

Reference : Y

ATC / Advisory.Tower : SBA
Aircraft Operator : FBO

Make Model Name : Small Aircraft, High Wing, 1 Eng, Fixed Gear
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Flight Plan : None

Mission : Training

Flight Phase : Initial Climb

Route In Use : None
Airspace.Class C : SBA

Person

Reference : 1

Location Of Person.Aircraft : X
Location In Aircraft : Flight Deck
Reporter Organization : Air Taxi
Function.Flight Crew : Pilot Not Flying



Function.Flight Crew : First Officer
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Instrument
Experience.Flight Crew.Total : 8000
Experience.Flight Crew.Last 90 Days : 25
Experience.Flight Crew.Type : 300

ASRS Report Number.Accession Number : 991460
Human Factors : Confusion

Human Factors : Situational Awareness

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

Events

Anomaly.ATC Issue : All Types
Anomaly.Conflict : NMAC
Detector.Person : Flight Crew

Miss Distance.Horizontal : 125

Miss Distance.Vertical : 125

When Detected : In-flight

Result.Flight Crew : Took Evasive Action

Assessments

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

Narrative: 1

Approaching SBA along the shoreline from the north for landing, Tower instructed
us to make a right circle off College Point for spacing from a small aircraft turning
short final on Runway 15L. We were to land on the same runway from the opposite
direction, Runway 33R. | informed Tower | had the small aircraft on final in sight
before we began the circle, but lost it while making the orbit. After the circle, Tower
did not provide instruction, so | asked if we should continue to circle and Tower
responded with, "Clear to Land 33R, remain south of Runway 25." We continued
toward the airport. Shortly thereafter | saw a small aircraft taxiing on the airport
near we were going to be parking, thinking it was the plane Tower just cleared to
land and | informed Tower | had the aircraft down there, to which he responded
Roger. | then heard Tower instruct an aircraft to make an early left crosswind and
became concerned, since we were on short final and was not told about a departing
aircraft. | looked up ahead and saw the departing aircraft on the upwind on a
collision course with us and showed the pilot flying, in order to take evasive action,
putting us less than 150 FT from the traffic. We made a quick descent and left turn
to avoid the plane and the plane made a sharp climb. As this was happening, the
Tower Controller told the plane, the traffic was no factor. The Tower should never
have cleared us to land on the same runway as the plane was departing. It seems
the Tower Controller, after the clearance was issued, may have thought my
reference to the taxiing aircraft pertained to the upwind traffic, but the clearance
should never have been issued in the first place. A subsequent call to the Tower
revealed the Controller was a Trainee.

Synopsis



An aircraft on approach to SBA Runway 33R circled to provide distance from an
aircraft landing Runway 15L. Then when the trainee Controller cleared them to land
33R they had near miss with another aircraft departing 15L.



Time / Day

Date : 201201
Local Time Of Day : 0601-1200

Place

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

Relative Position.Distance.Nautical Miles : O
Altitude.AGL.Single Value : 10

Environment

Flight Conditions : VMC
Weather Elements / Visibility.Visibility : 10
Light : Daylight

Aircraft : 1

Reference : X

ATC / Advisory.CTAF : 2ZZ
Aircraft Operator : Personal
Make Model Name : SR22
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Flight Plan : None

Mission : Personal

Flight Phase : Landing

Route In Use : None
Airspace.Class G : ZZZ

Aircraft : 2

Reference : Y

Aircraft Operator : Personal

Make Model Name : Hiller Helicopter, Undifferentiated or Other Model
Operating Under FAR Part : Part 91

Mission : Training

Flight Phase : Takeoff

Route In Use : None

Airspace.Class G : ZZZ

Person

Reference : 1

Location Of Person.Aircraft : X
Location In Aircraft : Flight Deck
Reporter Organization : Personal
Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Private
Qualification.Flight Crew : Instrument



Experience.Flight Crew.Total : 900
Experience.Flight Crew.Last 90 Days : 40
Experience.Flight Crew.Type : 120

ASRS Report Number.Accession Number : 990164
Human Factors : Communication Breakdown
Human Factors : Other / Unknown

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 : Flight Crew

Miss Distance.Horizontal : O

Miss Distance.Vertical : 100

Were Passengers Involved In Event : N

When Detected : In-flight

Result.General : None Reported / Taken

Assessments

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

Narrative: 1

We were inbound to the airport. | canceled IFR about 30 miles out after clearing
nearby Bravo Airspace and started reporting position and requesting field advisories
at 20, 15, eight and 4 NM on UNICOM. The airport AWOS was reporting winds 190
at 8 KTS so | broadcast my intentions to make left traffic for Runway 11. The only
broadcasting traffic at the airport was a helicopter doing a practice instrument
approach to 11 (not the offending helicopter). | headed south of the airport and
announced my intentions to cross to the northeast over the field to enter left
downwind for 11. | made radio calls at each step...sometimes more than once.

Apparently (according to a witness at the FBO - available for comment if
necessary), at about the time | was on downwind, a helicopter lifted off from his
hangar area and made a slow straight climbing track to the runway at an angle to,
but in the direction of, Runway 11 (looking east-southeast). The helicopter
proceeded to hover over the mid-portion of the runway. He never used the radio
and never responded to my calls. | didn't see him until after being blown around by
his rotor wash while flaring to land. On roll-out I looked up and saw him overhead.
He then departed the runway area to the north east and circled to the left to land
back at his hangar.

When | reported the event to folks at the FBO, a bystander was able to
immediately and [ultimately] correctly identify the helicopter's owner based on his
expectation of this sort of event. Another local pilot suggested that the helicopter
pilot had a reputation for "making his own rules." After the helicopter circled
around and landed, | had the FBO bring me to the helicopter's hangar to see if the
pilot understood what had happened.



The helicopter pilot suggested that | was to blame for using the 'wrong' runway. He
insisted that Runway 29 was the active runway. | explained that no one had
responded to my many calls and no one was in the pattern when | arrived other
than a helicopter doing a practice approach to Runway 11. To which he suggested
that most pilots circle to land on 29 after approaches to 11. | asked if he was
listening to his radio. He said that he was busy focusing on something else because
the helicopter was new to him.

He also ordered me to not take pictures of his helicopter and threatened to file
some kind of complaint against me and that he was on the airport board, etc. |
believe that the helicopter pilot showed blatant disregard for recommended safe
operating procedures involving uncontrolled airports, radios and helicopters. He
was not using his radio or monitoring it while operating near and over an active
runway at an uncontrolled field.

Synopsis

An SR22 pilot reported a rogue helicopter pilot had been hovering at low altitude
over the active runway without monitoring or responding to UNICOM transmissions
from other operators. On his landing flare the reporter's aircraft was buffeted by
downwash from the helicopter. A confrontation between the two pilots, including
threats of recrimination by the helo pilot, ensued.



Time / Day

Date : 201201
Local Time Of Day : 1201-1800

Place

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

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft

Reference : X

ATC / Advisory. TRACON : ZZZ
Aircraft Operator : Personal
Make Model Name : Helicopter
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Flight Plan : None

Mission : Personal

Flight Phase : Cruise

Route In Use : None
Airspace.Class E : ZZZ

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 : Rotorcraft
Experience.Flight Crew.Total : 5000
Experience.Flight Crew.Last 90 Days : 60
Experience.Flight Crew.Type : 2500

ASRS Report Number.Accession Number : 989394
Human Factors : Communication Breakdown
Human Factors : Situational Awareness

Human Factors : Confusion

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

Events



Anomaly.Airspace Violation : All Types
Anomaly.ATC Issue : All Types
Detector.Person : Other Person

When Detected : In-flight

Result.General : Police / Security Involved

Assessments

Contributing Factors / Situations : Airspace Structure
Contributing Factors / Situations : Chart Or Publication
Contributing Factors / Situations : Procedure

Primary Problem : Procedure

Narrative: 1

In early January, | was planning a sightseeing flight in my helicopter to the East
Basin area. Before takeoff | checked with FSS for any NOTAMS or TFR's in the area,
to find out there were none. | took off mid afternoon and departed to the east.
After approximately 45 minutes of flying the area | returned for landing at my
departure airport. At this point a Homeland Security helicopter landed behind me
and the Officers reported to me that they observed me penetrating the 3-mile TFR
over a football game. When 1 told them that FSS did not mention any TFR's in the
area and they refused to believe it. We called FSS via my cell phone in their
presence and the Briefer again confirmed that there were no TFR's in the system
for this area. The HSS Officer was surprised and asked the FSS Briefer for his ID
Number. As a veteran helicopter pilot flying the area for many years, | am aware of
the fact that sport event TFR's are not published by FSS. If the FAA cannot inform
pilots of an existing TFR how does the FAA expect us to avoid one?

Synopsis

A helicopter pilot was notified by a Homeland Security Officer after landing that he
had violated a ZLA TFR but after discussing the issue with FSS it was confirmed
that the TFR was not broadcast to pilots via preflight briefings or NOTAMS.





