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Greetings Everyone                                Newsletter April 2014 

 

So the golden weather is now but a memory. In this edition you can read about: 

 

• Lessons from the last newsletter 

• Engineers in focus 

• A rescue gone wrong 

• Conference 

• Tail Rotor 

 

Lessons from the last newsletter 

 

We got some really great comment back from the last newsletter when we discussed the 

similarity in the two CFIT fatal accidents. We also quoted the IHST article on visibility last 

month and with his permission we’d like to quote what RNZAF’s Scott McKenzie had to say 

because he has some valuable comments on the CFIT accidents and he puts a truly Kiwi 

slant on the otherwise American article on visibility. Over to you Scott. 

• How is vis determined - I know it is a cut and paste from IHST but the vis reporting 

has changed over the last few years in NZ from 10km (not miles) to meters (5km 

shown as 5000) with vis greater than 10km being shown as 9999. The difference 

between 10km & 10nm is another 80% of the distance. One other thing that always 

takes me time and mental gymnastics to get right is the height of cloud in forecasts, 

i.e. the AGL vs AMSL differences between aerodrome reporting and area forecasts 

(respectively). 

• I read the CFIT accident report and one of the key points that was not discussed was 

the use or presence of an Artificial Horizon (AH) or Attitude Indicator (AI). 

Anecdotally, I believe this was an issue in the first accident too (The pilot had fitted 

one but not really practiced with it and lost visual reference in fog). Discussion on 

having one fitted, or not fitted, and practicing using it for spatial disorientation and 

inadvertent IMC (IIMC) is worthwhile. I guarantee that if you don’t regularly practice 

it then it is an absolute mind overload (or insert other choice word!). If you are flying 

at night or in bad weather it is a great tool if you get yourself into trouble … if you 

are in recent practice. Having it fitted and not practicing with it is, I think, more 

dangerous. You might cover instrument flying off on a competency check (maybe) 

but you can think to yourself the AI/AH is there as a backup if you get yourself into 

trouble (but of course I won’t … because I haven’t in the past and I back myself …!). 

Then when you need to use it you don’t have the capacity to use it properly. The 

ANZAC Day Huey crash was a CFIT due IIMC but they hadn’t recently practiced IIMC. 

They did have a current Instrument Rating on the Huey though, so they were used to 

interpreting the instruments. Having been in similar circumstances it uses ALL of 

your capacity to keep the aircraft upright and heading in a safe direction as you 

transition to instruments. 

• Glare –getting into a routine to keep the windows clean was ruthlessly beaten into 

me by Dad. Always cleaning up and down, not round and round, means that minor 



scratches are always in one direction and gives you better vis as the window 

degrades and you are flying into the sun. Carrying a rag and cleaner to clean the bugs 

off if flying at sunset or when there is some down time also formed part of the 

beatings. Incidentally, cleaning the aircraft is the best way to get to know it and find 

any little issues. Paid dividends in Canada one time but that is another story.  

• Flying over glassy water or low cloud over water – a note to always turn towards 

land if possible, because that always gives you a visual reference, and therefore 

always keep that option open i.e. don’t hug the cliff if you are flying at speed. Also an 

option is to ask a passenger to tell you if they see the ALT needle go below a certain 

number (or VSI if one is fitted). Passengers can be a great help if you are big enough 

to use them. 

• Whiteout/Brownout – I thought this was a bit light on detail as ‘maintain SA’ is easy 

to say but HOW do you do that? Some operators would encounter this rarely and 

others all the time. Maintaining yourself ahead of the ground cushion and 

conducting a zero speed landing is easy until you are out of wind (or until you are 

flying an 11 tonne NH90). Approaching to a reference feature i.e. rock directly beside 

or in front of you, or throwing a pack out to approach to are good techniques. Being 

prepared to abort the approach sooner rather than later is also important (and goes 

without saying?). Departure - rolling vs vertical? It is going to depend on wind, 

weight, obstacles etc. At times you are almost into IIMC if you stuff it up or the 

conditions are really bad. Then you are back to the conversation above about AH/AI.  

Thanks Scott. There’s a cheque in the post (Ed) 

Engineers in Focus 

It’s usually pilots who get picked on but here’s an article that may well be worth passing on 

to your engineer. 

 

Helicopter Safety Starts in the Hangar 
Proper helicopter maintenance is critical to flight safety. 

The problem 

• Appropriate maintenance procedures and post maintenance inspections are 

particularly critical for helicopters because of their mechanical and operational 

complexity and the potentially adverse environments they operate in. 

• A lack of vigilance in performing maintenance tasks or in verifying that the work was 

done correctly can lead to accidents. One improperly torqued or degraded piece of 

hardware may result in an uncontrollable helicopter. 



• Fatigue and other human performance issues (such as stress, complacency, 

distraction, pressure to complete work, and not adhering to standard operating 

procedures) can increase the risk of errors, even when performing the simplest 

tasks. 

Related accidents 

The NTSB has investigated several accidents in which maintenance personnel installed worn 

hardware, performed inadequate installations, or omitted important maintenance steps. 

• A pilot and four passengers died when a Eurocopter AS350B2 crashed in 

mountainous terrain after the fore/aft control servo of the helicopter disconnected 

during flight. Maintenance errors identified during the investigation included the 

improper reuse of hardware (degraded self-locking nuts), the improper or lack of 

installation of a split pin, and inadequate post maintenance inspections. Contributing 

to the errors were the maintenance inspector’s fatigue and the lack of clearly 

delineated inspection steps. (DCA12MA020) 

• A commercial pilot and two medical flight crewmembers died when a Eurocopter 

AS350B3 descended rapidly and collided with terrain following a loss of engine 

power. The engine lost power because a fuel line fitting was improperly installed 

during maintenance. Further, the postmaintenance inspection was inadequate, and 

the post maintenance check flight was too brief to comply with the manufacturer’s 

specified  checks. If the appropriate checks had been completed, the loss of engine 

power would have likely occurred during the check flight. (WPR10FA371) 

• A student pilot sustained serious injuries during a solo cross-country flight when a 

Schweizer 296C-1 lost engine power and collided with a building. Postaccident 

examination found that the right magneto was installed incorrectly. Additionally, 

maintenance personnel failed to ensure the correct magneto hardware was 

installed, thus missing an important step. (ERA09FA355) 

What can mechanics do? 

• Ensure that you receive adequate training so that you have the skills necessary to 

complete specific maintenance tasks. 

• Use work cards, if available, to document completed maintenance steps. Doing so 

will help ensure the safety and security of items that have undergone maintenance 

and of any surrounding components that may have been disconnected. If work cards 

are not available, consider developing them from available maintenance manuals. 

• Obtain independent inspections of critical items that have undergone maintenance. 

• Verify that all work was performed in accordance with manufacturers’ procedures 

and work with flight check pilots to ensure that all appropriate checks are 

completed. 

• Review available guidance and training materials regarding human performance 

errors associated with aviation maintenance. These can include pressures to 

complete the work, missed steps due to fatigue, and company procedures that are 

contrary to the manufacturer’s guidance. Even experienced aviation maintenance 

technicians can make mistakes. 

Interested in more information? 

The reports for the accidents referenced in this safety alert are accessible by NTSB accident 

number from the Accident Database and Synopses web page at 

www.ntsb.gov/aviationquery/index.aspx.1 



The Federal Aviation Administration (FAA) Safety Team (FAASTeam) provides access to 

online training courses, seminars, and webinars. The courses Aircraft Maintenance 

Documentation for AMTs, Dirty Dozen—Human Error in Aircraft Maintenance, Fatigue 

Countermeasure Training, and many others can be accessed from www.faasafety.gov. 

The FAASTeam’s “GA Maintenance Alert: Safety and Security of Components” provides an 

overview of helicopter maintenance errors and suggestions for preventing similar errors and 

can be accessed from www.faasafety.gov. 

The International Helicopter Safety Team’s “Helicopter Maintenance Toolkit” provides 

guidance for safely maintaining helicopters and can be accessed from www.ihst.org. 

The FAA’s Human Factors in Aviation Maintenance web page provides educational resources 

for preventing human performance-related maintenance errors at 

www.faa.gov/about/initiatives/maintenance_hf/. 

This NTSB safety alert and others can be accessed from the NTSB’s Safety Alerts web page 

at www.ntsb.gov/safety/safety_alerts.html. 

SA-032 February 2014 
1 The dockets for the first two cases are accessible from the NTSB’s Docket Management System web page at 

www.ntsb.gov/investigations/dms.html, and the docket for the third case is accessible from the Record 

Management Division web page at www.ntsb.gov/pubmail/SendPubMaill.aspx?sendto=infoprod. 

 

A rescue goes wrong 

 

The following comes from Qwilton Biel. One item that may be worth a mention is a bit away 

from helicopters but may be a trigger for helicopter crews attending aircraft accidents.  A 

recent occurrence at Ardmore involved a microlight aircraft carrying out a priority return to 

the airport with engine problems and subsequently catching fire as it taxied off the 

runway.  This was all fine and the two people on board vacated the aircraft, but when some 

well-intentioned bystanders (with aviation knowledge) attempted to use hand held fire 

extinguishers on the fire they were unaware that the aircraft was equipped with a ballistic 

parachute system.  When the fire reached the parachute system they became very aware of 

its presence and it was pure luck that nobody was injured.  I guess this goes in the category 

of being a downside of modern technology.  Advice from the fire service at the incident 

debrief was that once people have been evacuated from a burning aircraft it should not be 

approached by anyone other than trained and appropriately equipped emergency services 

personnel. Thanks Q. 

 

Conference 

 

Our Leadership Summit will be held 21 and 22
nd

 July 2014 at the Wellington Stadium. 

 

Tail Rotor 

 

From Benjamin Franklin: 

 

• Wine is constant proof that God loves us and wants us to be happy. 

• By failing to prepare you are preparing to fail 

• An investment in knowledge pays the best interest 

  



The next meeting of NZHA is at Level 1, Aviation House, Johnston Street, Wellington 

Wednesday 14
th

 May at 1000. 

 

Keep it safe out there and as usual, send any feedback to sinclairjg@gmail.com and please 

support our sponsors.  
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Silver Sponsor 

 

Watch this Space 

 

Bronze Sponsors 

 
 

 

 


