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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 CEO 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 a result of those
investigations, are authorised by the CEO 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 in any
civil or criminal proceedings.

NOTE: All air safety occurrences reported to the ATSB are categorised and recorded. For a detailed
explanation on Category definitions please refer to the ATSB website at www.atsb.gov.au.



http://www.atsb.gov.au/�
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Occurrence Number: 198903621 Occurrence Type: Incident
Location: Sydney Airport NSW
Date: 12 July 1989 Time: 1130
Highest Injury Level: Nil
Injuries:
Fatal Serious Minor  None

Crew 0 0 0 0

Ground O 0 0 -

Passenger 0 0 0 0

Total 0 0 0 0

Aircraft Details: Bell 206B
Registration: VH-PHW

Serial Number: 2565

Operation Type: N/A

Damage Level: Nil

Departure Point: Sydney Airport NSW
Departure Time: N/A

Destination: N/A

Approved for Release: 6th November 1989
Circumstances:

Following an early morning flight to Bankstown and return to Sydney, the helicopter was being prepared for a
further flight. The preflight inspection had proceeded to the point where one of the crew had untied the main rotor
from the stowed fore and aft position and was rotating it to the abeam position. During this procedure a restriction
was noticed in the main rotor travel. Investigation revealed the restriction was caused by a partial disconnection of
the tail rotor drive shaft which allowed the drive shaft to foul the drive shaft cover assembly. One nut connecting the
forward disc of the drive shaft was missing from its bolt, the other nut was only finger tight. One nut at the rear disc
was only finger tight, the other nut/bolt assembly was completely detached. The self locking capability of the four
nuts was found to be serviceable. The helicopter had only operated 12.5 hours since extensive maintenance had
been carried out on the tail rotor drive assembly.

Significant Factors:

The following factor was considered relevant to the development of the incident
1. Inadequate maintenance.

Reccomendations:

Because of the potentially serious consequence of an undetected maintenance error involving covered tail rotor
drive systems, it is recommended that all maintenance on covered tail rotor drive systems be made the subject of a
duplicate maintenance certification before flight. It is therefore recommended that the Civil Aviation Authority
consider the following amendment to CAO 100.5.0 paragraph 4.1 (1). "A certification for maintenance of an aircraft
involving the adjustment, repair, modification or replacement of any part of the primary flying control system or tail



4
Aviation Safety Investigation Report
198903621

rotor drive system of the aircraft shall not be made unless the person certifying has carried out an inspection for
correct assembly of the part of the system affected."



