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Introduction 

Hazards, occurrences and minor incidents are pre-cursors to serious incidents and ac-
cidents. It is said that “Forewarned is Forearmed”. An occurrence may be tip of an 
iceberg. Only when an occurrence is identified, reported and corrected upon , we can 
hope to prevent accidents. 

Aim 

This article is aimed to re-iterate the process of occurrence reporting and to reassure 
the staff on “No Blame Culture ´of the Company. 

Occurrence/Hazard Reporting Procedure 
It is a Regulatory requirement, as per CASA PNG Rule Part 12.51, 12.53, 12.57 and 12.59, 
that all accidents and serious incidents or immediate hazard to safety of the aircraft 
are reported to the Authority without delay by quickest means. This is done through 
Safety Department. This forms part of mandatory reporting. Further, any occur-
rences/hazards which occurred or have potential to cause accidents/incidents are in-
vited to be reported to Safety Department by means of OOR/Hazard Report, or by any 
other suitable means like phone call, email to safetyoffice@airniugini.com.pg. This 
forms part of voluntary reporting. An option of confidentiality is also available, se-
lection of which makes sure that the details of the reporter are de-identified. However, 
anonymous reporting is not generally accepted since no useful purpose could be 
achieved if some relevant details in the OOR/hazard report are missing and the same 
cannot be verified from an anonymous reporter. An OOR is raised in case of an occur-
rence having taken place whereas a hazard report is raised in cases of potential hazard 
to safety. Notwithstanding the difference, Safety Office encourages to report in any 
form available. After receiving suggestions from various Departments and after review 
of the same,  the OOR form has now been revised to make it more user-friendly and 
less time-consuming. This new form is effectively of one page while providing the ob-
verse page to fill any other relevant information. In  the current form, it was observed 
that the reporters were filling the details of PIC, leading to misunderstanding that the 
OOR is reported by PIC. Hence, an additional column is now added to furnish the de-
tails of the reporter including his/her email id so that acknowledgement of the report 
and closure actions could be communicated to the reporter.  This new form comes in-
to effect from 01 June 2019. A copy of the same is attached.   
 

Note: Please furnish all relevant information to effectively address the report.  
For example, quoting the name or seat number of a PAX who was a first time 
traveller (FTT) or a  Person in Custody (PIC) or a person who was over-carried or 
a technical defect to accompany AJTL reference. 

mailto:safetyoffice@airniugini.com.pg
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List of Reportable Incidents to CASA PNG 

The incidents listed are typical examples of incidents that are likely to be serious incidents. 

The list is not exhaustive and serves only as guidance to the definition of a serious incident as 

follows–  

(1) near collisions requiring an avoidance manoeuvre to avoid a collision or an unsafe situation 

or when an avoidance action would have been appropriate. (TCAS RA)  

(2)  controlled flight into terrain only marginally avoided.  

(3)  aborted take-off on a closed or engaged runway.  

(4)  take-off from a closed or engaged runway with marginal separation from obstacles.  

(5)  landing or attempted landings on a closed or engaged runway.  

(6)  gross failures to achieve predicted performance during take-off or climb.  

(7)  fires and smoke in the passenger compartment, in cargo compartments, or engine fires, 

even though the fires were extinguished by the use of extinguishing agents.  

(8)  events requiring the emergency use of oxygen by the flight crew.  

(9) aircraft structural failures or engine disintegrations not classified as an accident.  

(10) multiple malfunctions of one or more aircraft systems seriously affecting the operation of 

the aircraft.  

(11) flight crew incapacitation inflight.  

(12) fuel quantity requiring the declaration of an emergency by the pilot.  

(13) take-off or landing incidents such as undershooting, overrunning, or running off the edg-

es of runways.  

(14) system failures, weather phenomena, operations outside the approved envelope or other 

occurrences which could have caused difficulties controlling the aircraft.  

(15) failures of more than one system, in a redundant system mandatory for flight guidance 

and navigation. 

Note:  A bird hit or a bird miss is also a reportable incident to Authority. AJTL entry to accom-

pany. 
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A hazard may be:  
A non-compliance or non-conformance immediately threatening the safety of the company's op-

erations.  
A potential risk that needs corrective action before it combines with other potential risks (and/or 

with human errors) to result in an accident or serious incident.  
A general safety concern the staff member wants investigated in case corrective action is re-

quired.  
Any hazard that involves human factors affecting the safety of the company’s operation.  
Those hazards associated with organizational change in circumstances of the organization under-

going rapid growth, introducing new services, new equipment or new personnel  
 

No Blame Culture (Just Culture). Relevant extract of the Policy from Corporate SMS Manual 

is reproduced below: 

 Air Niugini’s “No Blame Culture” Policy is a non-punitive policy based on the principles of 
‘good faith’ and ‘reasonable care’. Under these principles, if an employee’s actions cause or 
contribute to an accident or incident, no blame is placed on that person provided all of the 
following conditions are met:  

 The employee’s actions were not intentionally designed to cause or contribute to the creation 
of a risk or actual injury to a person or damage to property (i.e. the employee was acting in 
‘good faith’).  

 The standard of care that the employee took while performing their actions was at least 
equal to that which a reasonable person would observe in the same situation (i.e. the em-
ployee took ‘reasonable care’).  

 The employee readily admits that he or she made a mistake, after first having had explained 
the reasons that his or her actions contributed to the accident or incident.  

 The intent of this requirement is that the employee freely admits to having made a mistake 
when first asked about the accident or incident. Employees who initially refuse to admit to 
making a mistake, after first having had explained the reasons why their actions contributed 
to an accident or incident, are not covered by the “No Blame” provisions of this Policy.  

 There is no history in the person’s file of serious negligence, insubordination or incompe-
tence causing or contributing to the creation of risk or of injury to a person or damage to 
property.  

The above conditions define the line between acceptable and unacceptable actions or activities. 

Safety Awards. Company also recognises the contribution to safety by staff/contractors and pe-

riodically presents safety recognition award along with cash or kind. 

Conclusion. Let us join hands to promote safety by timely reporting of occurrences and haz-

ards. 
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NOTE: The revised OOR below can either be filled using a black pen or electronically 

using the fill and sign feature on Adobe Acrobat Reader.  This will come into effect 1st 

June 2019 


