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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: 199402191 Occurrence Type: Incident
L ocation: Cudal

State: NSW Inv Category: 4

Date: Friday 05 August 1994

Time: 0700 hours TimeZone EST

Highest Injury Level: None

Aircraft Manufacturer: Saab Aircraft AB

Aircraft Mode: SF-340B

Aircraft Registration: VH-TCH Serial Number: 362
Type of Operation: Air Transport Domestic Low Capacity Passenger

Damageto Aircraft: Nil

Departure Point: Cudal NSW

Departure Time: 0700 EST

Destination: Orange NSW

Approved for Release: Monday, May 8, 1995

During take off the crew noticed a small surge on the right engine torque indicator, with no noticeable power
change. Shortly after lift off, as the landing gear was retracting, the right engine torque suddenly increased to 107%.
The power lever, athough extremely stiff to move, was eventually retarded until the torque was reduced to 85%. By
this time the auto coarsen system had commanded the propeller RPM to zero and the engine was shut down. The
flight continued to Orange where an uneventful single engine landing was carried out.

Subsequent investigation revealed the right engine Beta tube had failed where it entered the Propeller Control Unit
(PCU). The remains of the tube were jammed in the PCU, which was stiff to operate at the power lever input shaft.

Investigation by the manufacturer attributed the failure to localised pick up and seizure of the PCU Beta Sleeve to
the Beta Tube Unit Sleeve, resulting from a reduction below the minimum diametrical clearance between the two
components. Thiswas due to an incorrectly formed undercut in the Beta Rack during manufacture, which prevented
satisfactory location between the two components, and subsequent distortion of the sleeve.

The manufacturer has instigated an inspection requirement for Beta Racks from the same batch number and advised
that future batches will be examined prior to assembly.
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