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Occurrence

Class Calegnry‘ Report ID ‘ Actions Taken Risk Class | Status Recommendations

Organisation | Aircraft Headline Incident Overview ‘

1. The PFD and MFD checks before flight are crucial to ensure that all systems are functioning properly
5 . N before flight to prevent potential in-flight failures.
3‘;;?'?;“3:[“' c‘,’:‘eﬁgi':‘g: : hs'f‘gizce;;;g‘igﬁy‘:‘zﬂgés ZZ‘;";"IIQFBD 2. The temporary resolution by power cycling suggests a possible electrical issue or software glitch. It is
oxhiited req crosses, indicating a system alre. The issue was ACM FLEET | The avionics system was reset, restoring normal operation. recommended that the avionics system undergo a thorough inspection, including wiring and software
1 ACM PH-DHB | Avionics ion During Taxi resolved by cycling the avionics power during the run-up Technical SCF-NP MANAGEMENT | The issue was reported for further technical inspection: chronometer will be replaced and Low Follow-Up diagnostics.
phase, afor which no friher problems were encountered during the #001 Avionics performance will be monitored. 3. Pilots should recognise early signs of avionics malfunctions and be prepared to troubleshoot or revert to
fight.” backup instruments if necessa
N 4. If similar issues occur, make sure keeping avionics off until engine start to minimise potential
eleclrlcal overload.
After takeoff the pilot experienced excessive background noise on
the radio, making it difficult to receive transmission from EHLE Tower
(who was trying to warn the pilot about traffic ahead). As a result, The pilot noted the issue on the flight safety report system, which was forwarded to FSO.
Radio Communication Issue tower made multiple attempts (5-6 times) to establish contact. The OR-884732 The HoT was informed and will conduct a review of radio procedures with the pilot and other 1. Conduct a standardised 1est of headsets and squelch Semngs to ensure optimal performance.
2 ACM PH-DHB pilot took corrective measures to suppress the noise and was Incident ATM ECCAIRS members for training and root cause analysis. Medium Follow-Up 2. Reinforce radio and in flight training.
(Squelch Suppression) eventually able to re-establish communication, at which point they The pilot suspects that variations in squelch settings across different headsets may contribute 3. Reinforce pre-flight radio check protocol to delect potential issues before takeoff.
informed the tower of the issue and provided an apology. Upon to the problem and intends to test this on ground with an instructor.
returning to EHLE, the pilot was questioned about the incident and
explained that the problem had been resolved.
Shorty after switching from EHLE Tower to Dutch Mifrequency, the
pilot and a a sudden
vertical dlsplacemem inside the cockpit. The pilot was lifted from the . .. . . . . 1. The pilot concluded that the lap belt needed to be tightened further to prevent vertical movement.
s AGM | prHg Sudden Vertical Displacement in | seat and hit the canopy, while the passenger was also lied but did | |- o TuRB OR-884740 | [he Pilot conducted an in-flight canopy check and a post-landing inspection, finding no visible Medium-High Closed |2 Reiniorce pre-fight safety checks, pariularly seatbeltsecuriy, for allocoupants.
Flight not sustain contact with any aircraft surfaces. A storage box in the ECCAIRS The incident was reported to club members via WhatsApp and escalated to the FSO. 3. Provide guidance on expected and in-flight
rear of the aircraft was displaced, suggesting a sudden and : 4. Investigate potential meteorological causes for the sudden turbulence at the reported location.
significant pressure change or turbulence. Location: Biddinghuizen
Altitude: 1000 ft
1. Bird activity: a few birds observed east of the Oostvaardersplassen nature area.
2. Bird Status Alert: no warnings were issued on Atis at the time. However, there is a NOTAM for migrating
geese reported in the region during SR-SS.
Location: 2-3 NM outside airport, runway heading 230° The crew decided to return to the airport for an inspection. A low pass was conducted over the 3. Monitoring & Reporting: Pilots should remain vigilant for bird activity, particularly near bird sanctuary
Altitude: 900ft, IAS: ~100 kts, Flight phase: cruise CAVOK. After control tower to check for possible damage to the left main wheel fairing. After a safe landing, areas.
" " : climb-out approaching cruise, the aircraft sustained a bird strike on 0 OR-891567 a thorough inspection was performed by the crew, in consultation with our FM and AMO. " Pre-Flight Awareness: Always check for updated NOTAMs or ATIS advisories related to bird activity.
4 GO PH-DHA Bird Strike Incident the upper surface of I%e left wing, between the stall warning sensor litiais ELE ECCAIRS Observe% damage is minor with no reported impact on aircraft handling. Aircraft will be Medium Closed Posl-lr?cldenl Reporting: Pilots are encouraged to report all bird strike incidents, even minor ones,
and the stall inducer. The pilot and instructor both noticed the inspected by AMO this weekend. No bird remains were found except fo the bird strike imprint to improve tracking and mitigation efforts.
impact. over the wing of the aircraft between the root and the stall warning sensor. Itis recommended to:
v Ensure regular awareness updates for pilots regarding bird activity.
v Consider adjusting climb profiles in known bird-active areas.
v Continue to report and analyze all bird strike incidents to improve safety measures.
Upon landing, a large piece of gap-seal tape was found hanging under the aircraft (believed to
be from the wing root/fuselage area). The tape was subsequently removed following a phone Contributing Factors: environmental exposure (sunlight, rain, washing fluids) may have degraded the
consultation with FM. The incident was reported to AMO. The aircraft remains airworthy, and adhesive. Possibly aging tape or improper installation/adhesion. Lack of preflight visibility of underside areas
the tape will be replaced at the next opportunity in Texel by VOT. where tape was placed.
During a flight overhead Rotterdam, the pilot reported hearing a loud 1. Inspection Reminder: Include gap seal tape condition checks in preflight or post-flight inspection routines,
- - rattling noise, but not as loud as if there would be an undercarriage y OR-900138 As highlighted by the fleet manager following consultation with Aquila and the maintenance especially on underside/less visible areas.
5 Le PH-DHB | Gap-seal tape loose during flight issue.gThe pilot remembered a similar case reported by another gilo( hcdent P ECCAIRS compganyg, continued flight wilhou? the tape isgal\owed, but the manufacturer has noted a Low Closed 2. Maintenance Alert: Ask maintenance to inspect other Aquila in the fleet for similar tape wear/degradation.
involving loose tape, which helped reduce concern during the flight. theoretical small risk of exhaust gases entering the cockpit through unsealed gaps. 3. Replacement Guidelines: Consider defining a interval for tape it
Pilots are advlsed o consider this in their flight preparation and stay alert for unusual smells or (e.g.,every X flight hours or after washing).
(e If open ion, return to base, and 4. Pilot Awareness: Encourage sharing minor reports like this great example of pilot experience helping
report \mmed\alely reduce in-flight stress (recalling a similar past case).
Ongoing investigations have been conducted by the club, but the root cause is still
unidentified.
Since the Aeroclub’s recent relocation to Lelystad Airport, multiple Avvldeo recording has been made to illustrate the issue-useful for technical gnalysls.
pilots have reported persistent radio squelch issues specifically on Pilot reporting has established a clear pattern focused on Lelystad frequencies.
PH-DHB, which is equipped with a Garming GNS430 (single radio
::::ﬁéd[::f;ﬁghf :;I;gsasy"l‘légnl'::( on this aireraft, one pilot conducted a Possible Root Causes -Share the pilot report and video evidence. . .
1) Heavy static and lack of squelch were consistent present on: -Request a Iarg_eled test of the GNS430 receiver on affected frequencies.
*120.730 - Lelystad ATIS 1. Radio receiver sensitivity or shielding issue in the GNS430 causing poor reception on -Verify antenna integrity, coaxial connections, and grounding.
* 123.680 - Lelystad Delivery specific frequencies. " " .
6 ACM  PH-DHB| Persistent Radio Squelch Issues |* 135.180 - Lolystad Tower Observation | ATM QR 00T Medium | Follow-Up | Temporary Operational Mitigation:
fg,ff;::ﬂ :;‘;'223 1y ”“agg;’,;‘:A;’;E{i’;ﬁf‘:,f,;ff;‘;f:f 2. Interference or poor filtering on the Lelystad frequency ranges (possibly due to local RF - Use handheld backup radio (if available) for ATIS or Delivery in high-noise situations.
Amsterdam Info, Dutch Mi). noise, antenna tuning mismatch, or installation problem). - Alert all pilots about the issue via WhatsApp/group, including the safety impact. i o
3) When switching back and forth between Lelystad frequencies and - Ma_lntam asimple Iog_ of aﬂgmed frequencies, dates, and pilot reports to track resolution and identify whether
9 A q the issue may be terrain or aircraft-related.
others, the issue clearly appeared only on Lelystad. 3 Ant o blem i
The pilot experienced continuous headset noise throughout the - Antenna or cabling problem (loose corrosion,
circuit and approach. This causes notable distraction and reduces affecting only some frequency bands.
situational awareness.
4. Squelch threshold settings or degradation in the GNS430 receiver hardware.
The encounter with a large helium balloon at close range highlights a real and underestimated threat to
During a VFR fight shortly after departure via Bravo, the aircraft ge"\e/&a'ua";‘a“°"‘:"°’a" ‘dent and simil 115 with club members & { aitt .
untered a dhleLlumh balloug xmatoly 100 cm i ;\elghtago\d The mgmd in:lr\;‘mor sdiﬂi,\r;g on the right seat spotted the obljjem :‘irs(. and the PIC igsnmied and 'c oi porative hazards Ik :h“ehj;"'b:h;eo‘;z s with club members to increase awareness of airborne non
. - in color, shaped like the number “5”. The balloon was observe monitored the hazard. No evasive action was necessary, but the event warranted an " y " N "
7 ACMNO  PH-DHB Hellum Balloon XL sf'tze drifting east to west at approximately 1000 ft AGL, passing directly in | Observation |  MAC %Fggi%ssg immediate report to Dutch Mil via radio. The onboard crew maintained visual contact untilthe | Medium | Closed z:fs"i"‘ gl"e‘;e::“ hﬁﬂﬂdﬁéféiﬂ's'"feii :R:;‘I';gs';‘:f;ﬂz?;‘;f‘:;:f:&g:(fgg'g:‘izgz"e'a' public about the
Encounter at 1000 front of the aircraft at close range, close enough that the rope object was o longer a threat, The FSO conducted an interal safety analysis due to the 3. Encourage pilolg 10 repor sightings of aitoorne obstacles o ATC or relevant authoritis when operationaly
hanging from the balloon was clearly visible from the cockpit. The proximity of the object.
incident occurred abeam Nunspeet. safe to do so. This may help \denﬂfy patterns or Elusters gf activi . . . »
4. When operating on weekends, holidays, or near residential areas, remind pilots during briefings to be
especially vigilant for small airborne objects.
The aircraft was parked at Langeoog Airport (EDWL) at a location
assigned by airport authorities. While the crew was preparing for
departure to Lelystad (EHLE), the following sequence occurred: We recommend the following be reviewed and implemented by EDWL airport operator or appropriate
- The PIC was performing the engine start-up checklist. Engine shutdown was Damage and mechanic folowed authorities:
- With the engine running, and while checking flight controls and Sm?‘ dord eafoy rotoco Aot wag mgun o s e vonte Turihor mectaical isaus or - Establish clear procedures for the operation of robotic equipment near aircraft parking areas.
trim, the crew experienced a sudden and intense vibration lasting flight safety ris{sp N 9 P - Enforce NOTAMSs or advisories for all mamtenance activities that may |n|er!eve with aircraft operahons
1-2 seconds. X . Damage ‘Assessment - ion protocols or to ensure cannot enter
s &Y pH.OHA|  Propeller Strike by Robotic '“:';’;‘“3:‘:'r'g;f';(;‘;b;'r'grg‘:_’""“’wer was observed moving away Major ADRM/ OR-903622 | Propeller: A visible chip and deformation on blade’s tip, suggesnng malena\ loss and potential e e | Giosed - g‘;’jﬂ' cf‘;rr‘f;’rpo twide risk onuse of ground oqui on aprons and perking
Lawnmower - The pilot immediately shut down the engine and inspected the Incident GCOL ECCAIRS internal delamination. As per standard a propeller ooy
strike, requiring removal and full inspection of the propeller and possmly the engine due to .
aircraft, discovering damage to the propeller blade tip. potential shock load fransmission _I(E:nclusc:on. " ' " oy h ath an e
- Amechanic was consulted remotely and the aircraft was declared - - i incident reflects a critical ground operations safety hazard that could have led to more severe
unfit to fly and subsequently grounded for further inspection. ban‘ggz:z"(:gzﬁgreﬁ ?;f:;ﬁg’gs))' Impact damage to the shell, located in direct proximity consequences had the strike occurred during taxi or takeoff. Timely action and engine shutdown by the PIC
There was no NOTAM or ground advisory issued regarding lawn minimised risk. However, procedural shortcomings at the airfield level must be addressed to prevent
mowing or autonomous ground vehicle activity at the time. No airport recurrence.
personnel were present near the mower, and the robotic unit was
operating unsupervised in proximity to the parked aircraft.

Safety Brief #20 Incident Summaries - Q1
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Safety Brief #21 Carb Icing

Internal Safety Briefing Update - EHLE Mike Arrival/Departure Conflict - Pilot report not flying our aircrafts.

Safety Brief #22 Airborne Conflicts

During pre-flight runup checks at EHSE, the pilot noted irregular

The pilot, in line with safe operational procedure, did not proceed with the flight and
0. AMO i

Magneto Check Abnormality | CL il bl B0 inetable noise and RPM fluctuations) when ACM FLEET contacted Fleet with a
9 ACM PH-DHB| Reveals Disconnected Spark Plug | oo oo oo e e o ted synptoms doscribed | Technical | SCF-PP | MANAGEMENT | mechanic. The issue was traced to a defective spark plug cap (not fixed well), which was Medium | Closed
Cap b knocﬁing gr mugfru'nnmg g ymp! #002 subsequently replaced on location at Seppe. The spark plug caps are being tested every 50
hours.
Safety Brief #23 Rough Drop During Magnetos Checks Aquila 210
After refuelling at EHMZ (Midden-Zeeland Airport), the pilot in
10 ACM pH.DHA| Grounding Cable Incident After | command (PIC) forgot to remove the grounding cabe from the Incident RAMP FSR202503 | Thanks to this timely intervention, the pilot was able to abort the engine start-up procedure in Low Closed
Refuelling at EHMZ aircratft. This oversight was noticed and pointed out by bystanders on ACM INTERNAL | time and safely remove the grounding cable before proceeding.
the terrace and personnel in the control tower.
On approach to EHTX, PH-DHA joined the standard right-hand
visual circuit for RWY03 at mid-downwind, 1000ft, reporting position
via radio. While in the circuit, PH-VIV reported joining base via
BRAVO at 1500ft —a procedure reserved only for weekends and
holidays between 1 April and 1 October, and thus not applicable on PH-VIV executed a left-hand orbit to avoid conflict, and PH-DHA completed a safe
the incident date (Wednesday, 11 June). PH-DHA was aware of FSR202504 X - v
. . ! : Rl ° landing.13-06-2025: Ed de Bruin talked to the pilot of the PH-VIV.
Airprox at EHTX between Aquila | another aircraft, PH-DHB, already in the circuit at the beginning of 0 ACM INTERNAL o
1 ACM PH-DHA " Incident MAC The pilot apologised for his action on Wednesday. He realised he was 100% wrong. Medium-High |~ Closed
A210 and C172 from Tessel Air | downwind. PH-VIV made an additional call on base stating he had OR-993538 f ; .
] an " " Coming Monday Ed and the owner will have a meeting.
traffic in sight —a transmission the pilot of PH-DHA did not hear, ECCAIRS |/ ust be very clear that pilots flying in the normal pattem have the right of way!!
likely due to turning onto base at that moment. After PH-DHA turned Y P ing 3 9 Ve
final and made a corresponding radio call, PH-VIV reported he was
also on final. PH-DHA then noticed PH-VIV slightly below and to the
left at about 2 wingspans (about 20 meters) of horizontal separation,
converging on a similar final approach path.
The pilot has the mistake and the factors that led to it.
On 20 June 2025, during a recreational VFR flight from Lelystad
Airport to Middenmeer, the pilot inadvertently entered Lelystad CTR The pilot has committed to including a check of his headset battery status as part of his pre-
on two occasions shortly after departing via the Bravo departure flight checklist.
route.
The flight was planned using SkyDemon for navigation. According to The pilot reiterated his request to the club to address the headset connectivity issue,
the provided flight log, the pilot departed EHLE at 13:30 UTC, with a specifically the installation or repair of LEMO adapters that would allow the headset to charge
total logged flight time of 42 minutes over a distance of 71 NM. ’g'égz‘g's‘fg‘:?ff during flight.
. : The airspace infringement occurred because the pilot tured north . ' IS
A -
12/ ACM PH-DHB P in EHLE 20 seconds t0o early while still within the CTR Incident ATM OR-1019876 | The pilot has to improving situ by more actively monitoring his Medium | Closed
ECCAIRS | navigation display to ensure strict compliance with airspace boundaries.
boundaries, likely while distracted by the noise-canceling headset FSR202505
battery depleting during the initial phase of the flight. ACM INTERNAL | The club has conducted a full debrief with the pilot and reviewed proper procedures for exiting
The pilot admitted that the distraction of dealing with the headset controlled airspace, particularly the i of R even when
malfunction (battery low) was a contributing la_clorv departing via standard routes such as Bravo.
Review of the GPS track confirms that the infringement consisted of
briefly cutting the corner of the CTR boundary twice, with no The incident will be used for an anonymous safety briefing within the club to increase airspace
additional complicating factors such as weather, traffic avoidance, or awareness and prevent similar occurrences in the future.
technical issues with the aircraft tself
Safety Brief #24 Not so obvious- Airspace infringement - Airprox
Flight Safety Presentation ALV 2025
Following the event, the flight instructor was consulted and concluded that the system failure
During a training flight conducted under VFR, the Garmin navigation ACM FLEET | may have been triggered by high operating ambient temperatures and possibly a software/
13| ACMNO  PH-DHA| Garmin Avionics MFD Blackout | system experienced a sudden blackout. The issue was reported Technical | SCF-NP | MANAGEMENT | hardware glitch in the Garmin unit. Since the flight was conducted in VFR, there was no Low-Medium | Follow-Up
through the Flight safety Reporting System by a student pilot. #003 immediate safety risk, and the pilots continued the flight using visual navigation. This report
will be forwarded to FM.
14 ACM PH-DHA Right Wing Fuel Drain Buring pre-fight checks, the pilot reported that the right-wing fuel PRSI 1A =hT | T ssue was forwardsd o FM fo proper nspecton andlor replacemen, Low-Medium | Follow-Uj
Malfunction drain was not functioning and appeared to be stuck or blocked. 004 proper insp P - P
During approach, the aircraft experienced an overspeed of
105-110 kts in the base-to-final turn, while the flaps ACM FLEET
Base/Final Turn Overspeed with | were extended. This occurred due to a non-standard circuit 0 SCF-NP/ The PIC's report has made our flying safer by reporting this event. The aircraft was inspected
15 |[SENNECME PH-DHA Flaps approach (Bravo Arrival 1500 to a direct final RWY 23), which Technical |} 5, o) MAN’;SE;"'ENT by the AMO in EHLE and no damage was found and the aircraft was released for operation, | -0"-Medium | - Closed

resulted in a steep and tight turn to final. Thereafter, aircraft landed
at nominal values with no further anomalies reported.

Reviewed report with FM. Distribute an internal safety reminder Ic club pilots highlighting: Proper
|merpretahon of magnelo check behaviour. The of na light with
this scenario into club safety brlehngs to reinforce real tlme

lroub\eshoonng and decis\onrmaking.

Procedural deviation with high potential consequence.
Safety Impact: No damage or injury occurred. The incident highlights the importance of thorough pre-start
checks, including confirmation that all ground equipment such as grounding cables are removed before
engine start.

Safety Insights & Lessons Learned:
1. Use of Seasonal Procedures: Pilots must verify applicability of procedures (like BRAVO arrival) before
use. In this case, incorrect application created an uncoordinated traffic situation.
2. Circuit Integration Awareness: Even when other traffic is visually or audibly reported, pilots should
maintain constant scanning and conhrmahon —especially before turning final.
3. Importance of Complete Radio Clear, specific helps all pilots build an
accurate mental picture. Language or ambiguity can lead to misinterpretation.
4. Need for Visual Conflict Avoidance: When doubt exists or conflicting aircraft are seen, pilots should orbit,
extend downwind, or go around to ensure safe separation —as was correctly done by PH-VIV.
Recommendations:
* Brief all pilots on the limitations and applicability of seasonal procedures at Texel (e.g., direct Base via
BRAVO arrivals RWYO03 or direct Base via DELTA arrivals RWY21).
* Encourage standard radio calls in English, and reinforce importance of specific traffic references (e.g.,
callsigns, location).
* Re-emphasise right-of-way rules and circuit sequence discipline during club briefings.
* Suggest routine visual checks (left/right) before turning base/final —particularly when traffic has joined via
non-standard entry points.
* Encourage self-reporting of airproxes and clear communication when uncertain, to promote a safety-
oriented culture.

Pre-flight equipment checks: verify the battery status of essential equipment, including noise-cancelling
headsets, tablets, or navigation devices.

Recommend that pilots carry spare batteries or ensure proper use of charging adapters.

Reinforce during pilot meetings that following standard VFR departure routes does not constitute a clearance
beyond the CTR boundary and pilots remain responsible for ensuring full lateral and vertical separation from
controlled airspace.

Provide visual aids (charts with CTR boundaries and departure paths) to help pilots visualise expected routes
relative to airspace limits.

Recommend pilots to actively use their paper charts or in either case their moving map tools (e.g. SkyDemon)
with airspace alerts enable throughout the flight — not just for planning but for continuous monitoring.

Review the condition of aircraft-installed equipment that supports pilot workload management and include the
installation or repair of LEMO power connectors where applicable.

The fuel drain is critical for removing water or contaminants |r0m the fuel tank during pre- ﬂlgm inspections and
maintenance. A stuck drain could be caused by: g. dirt, debris) e drain
mechanism. Mechanical wear or corrosion of the drain valve. \mproper handling during prewous operations
(over-tightening or damage).

Safety Impact: a blocked drain prevents checking for water or debris in the fuel tanks, which could lead to fuel
goi This is a medium-priority issue as it affects fuel system integrity.

inspection and check for issues on other drains to rule

: carry outa
out a systemic problem (e.g. aging seals, corrosion)

Flap operating limits: the indicated airspeed during base/final turn exceeded the recommended flap extension
speed VFE, potentially placing structural stress on the flap system and increasing the risk of control issues,

The non-standard approach required tighter and power

Contributing factors: pilot's fatigue (arrival after a demanding flight), misjudgement of speed or rate of descent.
Possible external factors: ATC instruction, situational awareness)

Safety Impact
Operational risk: exceeding VFE can lead to flap (components) damage reducing controllability.
Safety risk: tight circuits increase workload and the likelihood of procedural deviations.

Incident Severity: Low to medium in this case (no reported damage or loss of control), but with the potential
for higher severity if not addressed.
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During a dual training flight from EHLE to EHHV, the student pilot
performed the preflight checks, including fuel calculations and W&B.
The flight instructor verified visually the fuel quantity prior to start-up.
After departure, the flight proceeded normally with several turns and

The AMO was informed. The fuel cap was replaced, and the aircraft was flown back to EHLE
without further issues. The instructor provided a self-assessment, highlighting the need for an
undistracted and through walk-around.

NOTAM was published on the ACM-chatgroup

The PIC executed immediate evasive manoeuvre (sharp left turn) upon visual identification of

the traffic. Langen Information was informed of the event. Maintained control of aircraft and

completed the flight safely. Additional i com/?
-31-11:008lat=51

Link: 2
2&zoom=13.3

The situation required immediate ATC intervention after PH-DHB reported that another aircraft
was “on top”. ATC instructed PH-EFR to avoid traffic below, turn right and maintain altitude.
PH-DHB landed safely. The conflict was resolved without damage or injury, but the situation
was described by the pilot of PH-DHB as “too close for comfort”.

The instructor took immediate control, declared an emergency, and landed on the
remaining runway length. No injuries or damage occurred. Post-incident inspection
revealed the right fuel tank was empty, the left tank was full, and the fuel selector was
set to the right tank at the time of the event.

Pilot initiated immediate go-around followed by a stabilised approach and executed a safe full-
stop landing

* Note: Not enough information was provided by PIC in this report in order to proceed
with safety analysis. A request was sent to PIC for more details.

No injuries or structural damage reported. Tire damage consistent with heavy braking.
Follow-up is recommended and FSO will use information to complete the final safety
report.

Occurrence not reproducible (no recurrence after frequency change or later in the
day). No operational impact after initial occurrence and no loss of communication
continuity.

cruise flight before landing at EHHV. Upon arrival at the fuel station OEH(;'CO:EFQZ
16 ACMNO PH-DHA Missing Right Wing Fuel Cap to refuel, the instructor noticed the fuel cap on the right wing tank Incident RAMP FSR202506
was missing. He immediately contacted our FM, who in turn notified AMGC INTERNAL
EHLE Operations. A runway inspection at EHLE was conducted, and
the missing fuel cap was located on the runway, showing some
damage-possibly from falling during take-off. The rubber seal of the
cap was missing.
ACM FLEET
17 ACM PH-DHA Garmin Avionics MFD Failure MFD screen failed. The PFD is still functional. Technical SCF-NP MANAGEMENT
#006
On a VFR flight from EDRK to EHLE at a cruising altitude of
2200 ft within Class G airspace, PH-DHB experienced a near
miss with another VFR aircraft, according to data retrieved by
the club's Flight Safety Officer from ADS-B Exchange the
conflicting aircraft with registration D-ITOL was a Cessna T303
Crusader. The incident occurred at location: N514123
E0065709. The conflicting aircraft crossed from west to east at
the same altitude, with an estimated horizontal separation of
100 meters. The PH-DHB executed an evasive manoeuvre, left
turn, upon visual identification of the traffic. No traffic
information was provided by Langen Information prior the
event. Conflicting aircraft was not in contact with Langen OR-1076783
. : " Information at the time of the event. After the incident PH-DHB 7 ECCAIRS
18 ACM PH-DHB | Airprox in Uncontrolled Airspace completed the flight safely. Incident MAC FSR202507
Contributing Factors: ACM INTERNAL
- ATC Limitations: radar coverage was degraded; Langen
Information lost-intermittent radar contact. Conflicting aircraft
not in contact with Langen Information and not visible or
accounted for by the controller.
- Situational Awareness: lack of traffic information led to late
visual acquisition. The proximity of the other aircraft was only
detected visually at the last moment.
- Airspace Usage: high concentration of VFR traffic operating
under similar constraints in uncontrolled airspace.
- Meteorological: lower than forecasted cloud base forced
multiple VFR aircraft to operate at similar altitudes.
During a traffic sequence while in the circuit, a loss of
" " separation occurred between PH-DHB and PH-EFR due to OR-1087716
ol aom |pHous du'r'i‘:‘ss:f izzi;“ﬂ;::’:x:;;_ traffic misidentification and a breakdown in sequencing. PH- Incident MAG ECCAIRS
L yetag Al EHLE, EFR, operating in the right-hand traffic circuit for RWY23, FSR202508
elystad Airport ( ) turned base and final without maintaining visual separation ACM INTERNAL
from PH-DHB, leading to a converging approach path.
Internal Safety Briefing Circuit Conflict at EHLE
OR-1090545
g Emergency Landing due to Fuel |During a local training session, the aircraft experienced engine y ECCAIRS
20 QEECKUORY FH-DHE Starvation power loss after a go-around following the fifth touch-and-go. | meident UL FSR202509
ACM INTERNAL
Safety Brief #25 Fuel Management
. S . . OR-1104385
; During training circuits at Texel, the pilot experienced
21| AcM  PH-oHA| EHTXTurbulence/Wind Shear | o, cied severe turbulence/wind shear on short final to Incident | TURB ECoARS
Encounter 03 FSR202510
. ACM INTERNAL
Emergency Response Plan Vers 1/ Issue 1
. Unintentional entry into EHWO | Pilot called by phone to Tower and apologised for this o FSR202511
2 acks PHDHA * infringement. Incident ATM ACM INTERNAL
Detailed Safety for of NVFR O with PH-DHB
During landing at EHTE, the student pilot applied excessive
" . braking. The pilot reports that this occurred following an FSR202512
23| ACMNO  PH-DHB Hard braking / Traffic incorrect estimation of spacing with other traffic. In hindsight, | Incident | AMAN | ACM INTERNAL
misjudgment the pilots states that a go-around would have been the OR-1247853
appropriate action.
Safety Brief #26 Airprox Occurrences
Fleet Notice Remmen Zijn Niet je Landingshulpmiddel
Christmas Tale: The Curious Case of the Icy Carburettor
During start-up on frequency 135.180 (EHLE Tower) there was
P significant noise/interference (squelch not active). When
24| ACM  PHoDHB| Temporary ;’_d“ interference/ | ¢\ it ching to Delivery, there was no problem, and also no issue | Observation | ATM Agjm’éﬁ“ﬁ“
audio noise when later switching back to EHLE Tower. Upon re-entering
the CTR later the same day, there was no issue either.
During a VFR arrival at EHSE, aircraft experienced a reduction
in vertical separation between reporting point ZULU and the
downwind leg for RWY06. The aircraft was sequencing behind FSR202514
25 ACM pH.DHB| Airprox during VFR arrival at | a solo student already established in the circuit. Another (0 MAC ACM INTERNAL
aircraft was transiting overhead and was not initially detected. OR-1280076

Pilot attention was focused on circuit traffic while descending
to circuit altitude. The resulting airprox was subsequently
mentioned on the radio by the overhead aircraft.

See report
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Preliminary Assessment:

- Probably cause: the fuel cap was likely not secured properly before departure, allowing it to detach during
take-off.

Contributing factors:

* Human factors: potential distraction during last fuel quantity i
fuel caps.

leading to

Material condition: was the fuel cap damaged before or after it went missing?
Safety Impact:

Fuel system integrity risk: a missing fuel cap can lead to fuel venting or contamination, increasing operational
risks.

FOD risk: a detached fuel cap on the runway is a hazard to other aircraft operations.

Severity: Medium in this event, as no fuel loss or contamination was reported, and the aircraft completed this
flight safely.

Recommendations:

- Reinforce the of free preflight
- Encourage student pilots to take a proactive role, building strong procedural habits.
- Review aircraft fuel cap condition.

- Consider incorporating a final external walk around and “wing clear” checks.

Contributing Factors:

1. Meteorological: lower than forecasted cloud base forced multiple VFR aircraft to operate at similar low
altitudes (below 2500 ft). Poor visibility reduced visual acquisition of traffic.

2. ATC Limitations: radar coverage was degraded due to weather; Langen Information lost intermittent radar
contact. VFR aircraft not in contact with Langen Information were not visible or accounted for by the
controller.

: lack of traffic i led to late visual

3. Situatic The proximity of the other
aircraft was only detected visually at the last moment.

4. Airspace Usage: high concentration of VFR traffic operating under similar constraints in uncontrolled
airspace.

Safety Recommendations:

1. Pilot Awareness: increased vigilance in marginal VMC, particularly when operating in environments when
ATC traffic information is unreliable. Maintain strategic visual scan and the use of see-and-avoid
techniques.

2. Preflight Planning: consider increased traffic concentration risks during marginal weather even if VFR is
technically legal. Adjust routing or timing if actual weather deviates significantly from TAF/METAR
predictions.

3. ATC Communication: encourage pilots to establish radio contact with Langen Information even in Class G
to enhance situational awareness. Promote the use of transponders and conspicuity devices.

See report

See report

See report

See report

The issue appears to have been a temporary or localised interference affecting the Tower frequency during
start-up only. Follow-up: monitor for recurrence.

See report


https://globe.adsbexchange.com/?replay=2025-07-31-11:00&lat=51.690&lon=6.972&zoom=13.3

