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Readers are advised that the Australian Transport Safety Bureau investigates for the sole purpose of
enhancing transport safety. Consequently, Bureau reports are confined to matters of safety significance and
may be misleading if used for any other purposes.

Investigations commenced on or before 30 June 2003, including the publication of reports as a result of those
investigations, are authorised by the Executive Director of the Bureau in accordance with Part 2A of the Air
Navigation Act 1920.

Investigations commenced after 1 July 2003, including the publication of reports as aresult of those
investigations, are authorised by the Executive Director of the Bureau in accordance with the Transport
Safety Investigation Act 2003 (TSI Act). Reports released under the TSI Act are not admissible as evidence
inany civil or criminal proceedings.

NOTE: All air safety occurrencesreported tothe ATSB are categorised and recorded. For adetailed
explanation on Category definitions please refer to the AT SB website at www.atsb.gov.au.
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The Bureau did not conduct an on scene investigation of this occurrence. The information presented below was
obtained from information supplied to the Bureau.

Occurrence Number: 199604050 Occurrence Type: Incident
L ocation: Perth, Aerodrome
State: WA Inv Category: 4
Date: Wednesday 20 November 1996
Time: 1300 hours TimeZone WST
Highest Injury Level: None
Aircraft Airbus
Manufacturer:
Aircraft Mode: A320-211
Aircraft Registration: VH-HYA Serial 022
Number:
Type of Operation: Air Transport Domestic High Capacity Passenger
Scheduled
Damageto Aircraft: Nil
Departure Point: Perth WA
Departure Time:
Destination: Adelaide SA

Approved for Release: Friday, February 14, 1997

Over aperiod of four days the aircraft operated twenty sectors with a high pitch squeal emanating from the L2 door.
The squeal reportedly occurred at the top of climb and during cruise, and stopped when power was reduced and
descent commenced. On some sectors the squeal was not reported. On other sectors it was controlled by lowering
the cabin differential pressure. At times the squeal was so loud that ear muffs were worn by the cabin crew, and
passengers were seated away from the area. The investigation was unable to determine who issued the verbal
instruction which resulted in the ear muffs being issued.

After many attempts at rectification the aircraft was removed from service and ferried to Melbourne. During the
flight alicensed aircraft maintenance engineer was able to remove some trim and closely inspect the door. He found
that above certain pressure differentials and airspeeds the lower door seal was able to flutter. The door was
examined and found to be rigged to the upper limit allowed by the maintenance manual.The door assembly was
rerigged to the lower limit. During a subsequent verification flight, the seal was found to be secure. The adjustment
required was small, the door being lowered less than four mm.

The investigation disclosed that many factors had inhibited the early detection and rectification of the problem.
These included;

- an inadequate system of recording cabin defects,
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- flight crews did not always record that the defect existed,

- flight attendants gave incompl ete reports to flight crews,

- alack of timely advice to maintenance management, and

- the difficulty in visually identifying the seal flutter.
The investigation also found there had been inadequate communication links between:
- flight attendants and the company's cabin safety management,

- the flight attendants union and the company cabin safety management,

- cabin safety management and maintenance, and

- flying operations, cabin safety management and maintenance.

Whileit is undesirable to have a defect existing for so many sectors, this particular defect was difficult to detect in
normal service and was not found until after the door trim was removed and the seal closely inspected in flight. The
major safety concern was that on some sectors the cabin crew wore ear muffs which could have prevented them
from immediately responding to some other problem, should one have occurred.

Safety actions taken.

The operator isintroducing a system of recording cabin defects that will stand alone from the technical report used
by flight crews. Thiswill require appropriate certification to transfer technical items into the maintenance log, and
will also enable cabin crews to have access to arunning history of cabin reports.

The operator has aso instituted an enhanced communications structure that will alow pilot reportsto be rapidly
conveyed to maintenance management, ensuring direct contact between operations, maintenance and cabin safety
management. The operator's cabin safety management has advised cabin crews to make immediate tel ephone
contact with them in the event of similar problems occurring.
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