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AIRCRAFT ACCIDENT REPORT No 1/2007

This report was published on 10 January 2007 and is available on the AAIB Web site www.aaib.gov.uk

REPORT ON THE SERIOUS INCIDENT TO
BRITISH AEROSPACE ATP, G-JEMC

10 NM SOUTHEAST OF ISLE OF MAN (RONALDSWAY) AIRPORT
ON 23 MAY 2005

Registered Owner and Operator Emerald A�rways

Aircraft Type  Br�t�sh Aerospace ATP

Nationality  Br�t�sh

Registration G-JEMC

Place of Accident �0 nm southeast of Isle of Man (Ronaldsway) A�rport

Date and Time 23 May 2005 at �740 hrs

Synopsis
  

This serious incident was notified to the Air Accidents 

Invest�gat�on Branch (AAIB) by ATC at the Isle of Man 

(Ronaldsway) A�rport, at �855 hrs on 23 May 2005.  The 

follow�ng Inspectors part�c�pated �n the �nvest�gat�on:

Mr P T Cla�den  Invest�gator �n Charge
Mr T Atk�nson  Operat�ons
Mr A H Rob�nson Eng�neer�ng
Mr P W�vell  Fl�ght Recorders

Under the Isle of Man Civil Aviation (Subordinate 

Legislation) (Application) Order 1992, the United 

Kingdom Civil Aviation (Investigation of Air Accidents) 

Regulations 1989 are appl�cable �n the Isle of Man.  

Accord�ngly, Inspectors of A�r Acc�dent from the AAIB 

carr�ed out an �nvest�gat�on �nto th�s occurrence.

The aircraft was configured with 64 seats; 33 passengers 

were on board.  Shortly after takeoff, a seal assoc�ated 

w�th the retract�on l�ne for the hydraul�cally operated 

�ntegral a�rsta�rs at the front left cab�n door, fa�led.  

This allowed hydraulic fluid to escape in the form of a 

fine mist, depleting the contents of the main hydraulic 

system.  Th�s m�st�ng was perce�ved by the cab�n crew 

as smoke, and they informed the flight crew accordingly.  

In flight, this line is normally de-pressurised but, owing 

to a jammed a�rsta�rs UP select�on sw�tch and a stuck 

door safety m�crosw�tch, �t had rema�ned pressur�sed.

The �ntens�ty of the m�st�ng �n the forward sect�on of 

the cab�n led the cab�n crew to repos�t�on the passengers 

towards the rear of the cab�n.  As a result, the a�rcraft’s 

centre of grav�ty (CG) pos�t�on moved beyond the 

operator’s specified aft limit.

An emergency was declared to ATC and the a�rcraft 

returned to Ronaldsway.  Dur�ng the approach, the 

EGPWS system alerted the crew to an incorrect flap 

sett�ng for land�ng.
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After land�ng, the a�rcraft was tax�ed clear of the runway 
but difficulties encountered with the nosewheel steering 
system forced the commander to stop the a�rcraft short 
of the term�nal bu�ld�ngs.  One passenger, who was 
asthmat�c, was taken to a local hosp�tal but later d�scharged 
as med�cal treatment was not cons�dered necessary.

The investigation identified the following causal 
factors: 

�. A comb�nat�on of a stuck door safety 
m�crosw�tch plunger and a jammed-on 
a�rsta�rs UP sw�tch caused hydraul�c 
pressure to rema�n appl�ed to the a�rsta�rs 
retraction actuators in-flight.

2. The fa�lure of the hydraul�c seal assoc�ated 
w�th the a�rsta�rs operat�ng mechan�sm 
occurred in-flight; this resulted in the fluid 
contents of the ma�n hydraul�c system be�ng 
discharged as a fine mist into the passenger 
cab�n.

3. At the t�me of the �nc�dent, there were no 
per�od�c �nspect�on or ma�ntenance checks 
requ�red on the a�rsta�rs operat�ng system.

4. The rearward movement of the a�rcraft’s 
CG position beyond the aft limit as specified 
by the operator, was caused by the cab�n 
crew mov�ng passengers towards the rear 
of the cab�n �n an attempt to m�n�m�se the�r 
exposure to the ‘smoke’.

5. There was no requ�rement for cab�n crews 
to obta�n agreement from the commander 
pr�or to mov�ng passengers towards the rear 
of the cab�n although, on th�s occas�on, the 
commander was �nformed of the�r act�ons.

6 The flight crew’s non-adherence to SOPs� 
and assoc�ated checkl�sts put the a�rcraft 
and �ts occupants at unnecessary �ncreased 
r�sk from potent�al handl�ng problems as 
well as risk of fire and prolonged exposure 
to hydraulic fluid mist.

One safety recommendat�on was made.

Findings

�. The crew was properly l�censed and 
qualified to conduct the flight, and the flight 
crew held valid medical certificates.

2. The crew had rested adequately before 
commenc�ng duty.

3. The a�rcraft’s documentat�on was �n order 
and there were no outstand�ng defects 
recorded �n the log.

4. Shortly after takeoff, a hydraul�c connect�on 
assoc�ated w�th the forward left door a�rsta�rs 
sprang a leak and caused the forward part 
of the passenger cabin to fill with hydraulic 
fluid mist.

5. The cab�n crew d�agnosed the m�st as 
‘smoke’.

6. The m�st mostly affected the forward part of 
the cabin, but also entered the flight deck.

7. The cab�n crew reported the ‘smoke’ 
promptly and clearly to the commander v�a 
the �nterphone.

8. Immed�ately after the report of ‘smoke’ had 
been passed to the commander, the a�rcraft’s 

Footnote

� Standard Operat�ng Procedures.
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warning system alerted the flight crew to a 
HYDRAULIC LOW LEVEL cond�t�on.

9. The commander elected to return to 
Ronaldsway, wh�ch was the nearest 
ava�lable a�rport.

10. The flight crew did not comply with 
Standard Operat�ng Procedures regard�ng 
checkl�st use and crew co-ord�nat�on.

��. The commander d�d not act�on the 
HYDRAULIC LOW LEVEL checkl�st 
correctly, and d�d not comply w�th �ts 
�nstruct�ons.

�2. The commander declared to ATC a state 
of urgency (PAN) and, later, emergency 

(MAYDAY), but d�d not use the standard 
rad�otelephony phrases.

�3. Follow�ng deplet�on of the hydraul�c 
system’s contents, flight crew did not 
follow correctly the ‘EMERGENCY AND 
ABNORMAL LOWERING OF LANDING 
GEAR CHECKLIST’.

�4. The crew d�d not assoc�ate the near-
simultaneous low hydraulic fluid quantity 
warn�ng w�th reports of smoke from the 
cab�n.

�5. No rev�ew of ava�lable �nformat�on was 
carried out by the flight crew, and they 
d�d not endeavour to establ�sh whether the 
hydraul�c system problem and the onset of 
‘smoke’ were related.

16. The flight crew did not follow the actions 
proscr�bed �n the company’s Operat�ng 
Manual w�th regard to smoke on board the 
a�rcraft.

17. The flight crew did not action any checklists 
referr�ng to smoke on board the a�rcraft.

�8. After the onset of the ‘smoke’, the cab�n 
crew moved a number of passengers to 
seats towards the rear of the cab�n.

�9. At takeoff, the a�rcraft’s loadsheet �nd�cated 
that the a�rcraft’s CG pos�t�on was at about 
24% MAC; the l�m�ts were 2�% to 29%.

20. The cab�n crew could not recall w�th 
prec�s�on where the passengers were seated 
after they had been moved.

2�. The best est�mate of the new CG pos�t�on 
suggested that �t had moved to between 
30% and 3�% MAC, beyond the company’s 
specified aft limit.

22. The cab�n crew d�d not �nform the 
commander that most of the passengers 
had been re-located �n the rear sect�on of 
the cab�n.

23. The commander did not seek amplification 
of the �nformat�on regard�ng the movement 
of the passengers nor take act�on to 
address the �mpl�cat�ons assoc�ated w�th 
the rearward movement of the a�rcraft’s 
CG pos�t�on.

24. The commander selected the 
Env�ronmental Cond�t�on�ng System packs 
to OFF, w�thout reference to a checkl�st, 
and contrary to the �nstruct�on conta�ned 
�n the ‘FIRE, SMOKE AND FUMES 
WITHIN FUSELAGE CHECKLIST’.

25. An alert from the EGPWS drew the flight 
crew’s attention to the incorrect flap 
sett�ng as the a�rcraft passed below the 
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Decision Height; the flaps were then set 
correctly.

26. Prior to landing, the flight crew were not 
aware that the nose wheel steer�ng system 
was �noperat�ve.

27. The flight crew experienced difficulty 
�n controll�ng the a�rcraft on the ground 
wh�lst manoeuvr�ng the a�rcraft by us�ng 
d�fferent�al thrust and brakes.

28. The commander’s dec�s�on to cont�nue to 
tax� the a�rcraft after land�ng was not �n 
accordance w�th the checkl�st requ�rement 
to keep tax��ng to a m�n�mum.

29. The commander’s dec�s�on to attempt 
to cont�nue to tax� the a�rcraft to the 
stand after land�ng d�d not m�n�m�se the 
occupants’ exposure to the ‘smoke’ or the 
risk of a serious fire.

30. The operator had not brought to the attent�on 
of their flight crews the information 
conta�ned w�th�n the CAA FODCOMs on 
the topic of fire and smoke.

3�. The cause of the hydraul�c leak was not 
identified by the investigation; the seal 
appeared to be undamaged but had been 
�nstalled for a cons�derable per�od of t�me.

32. Pr�or to th�s �nc�dent, there were no per�od�c 
�nspect�ons or ma�ntenance requ�rements 
cover�ng the forward left door safety 
m�crosw�tch.

Safety Recommendations

Safety Recommendation 2006-069

It �s recommended that the C�v�l Av�at�on Author�ty 
adv�ses all operators of Commerc�al A�r Transport 
a�rcraft on the UK reg�ster of the need to ensure 
that the tra�n�ng of cab�n crew members �ncludes 
an awareness that handl�ng problems may result 
from the movement of the a�rcraft’s CG pos�t�on, 
should a significant redistribution of passengers 
be required in flight.  This awareness training 
should �nclude the necess�ty to both �nform and 
seek the approval of the flight crew prior to such a 
redistribution taking place and should be reflected 
�n the appropr�ate Cab�n Crew Safety Manuals.

Safety actions

On 4 May 2006, the CAA suspended the operator’s 
Air Operator’s Certificate (AOC).  The company has 
effect�vely ceased trad�ng and, therefore, no further 
safety recommendat�ons are made to the C�v�l Av�at�on 
Author�ty or Emerald A�rways.


