ASRS Database Report Set

Commuter and Corporate Flight Crew Fatigue Reports

Report Set DesCription............ccocvvvvereieneienennns A sampling of reports referencing Commuter and
Corporate flight crew fatigue issues and duty periods.

Update NUMDEN ........ccovevieeieeece e 22.0

Date of Update.......cccccvevvvveiiiniiiieniee e November 27, 2012

Number of Records in Report Set...........cccceeneee. 50

Number of New Records in Report Set................ 7

Type of Records in Report Set.........ccccccvvevvvennnne. For each update, new records received at ASRS will

displace a like number of the oldest records in the
Report Set, with the objective of providing the fifty
most recent relevant ASRS Database records. Records
within this Report Set have been screened to assure
their relevance to the topic.



National Aeronautics and
Space Administration

Ames Research Center
Moffett Field, CA 94035-1000

TH: 262-7

MEMORANDUM FOR: Recipients of Aviation Safety Reporting System Data
SUBJECT: Data Derived from ASRS Reports

The attached material is furnished pursuant to a request for data from the NASA Aviation Safety
Reporting System (ASRS). Recipients of this material are reminded when evaluating these data
of the following points.

ASRS reports are submitted voluntarily. The existence in the ASRS database of reports
concerning a specific topic cannot, therefore, be used to infer the prevalence of that problem
within the National Airspace System.

Information contained in reports submitted to ASRS may be amplified by further contact with
the individual who submitted them, but the information provided by the reporter is not
investigated further. Such information represents the perspective of the specific individual who is
describing their experience and perception of a safety related event.

After preliminary processing, all ASRS reports are de-identified and the identity of the individual
who submitted the report is permanently eliminated. All ASRS report processing systems are
designed to protect identifying information submitted by reporters; including names, company
affiliations, and specific times of incident occurrence. After a report has been de-identified, any
verification of information submitted to ASRS would be limited.

The National Aeronautics and Space Administration and its ASRS current contractor, Booz
Allen Hamilton, specifically disclaim any responsibility for any interpretation which may be
made by others of any material or data furnished by NASA in response to queries of the ASRS
database and related materials.

Feneln ) Countd

Linda J. Connell, Director
NASA Aviation Safety Reporting System



CAVEAT REGARDING USE OF ASRS DATA

Certain caveats apply to the use of ASRS data. All ASRS reports are voluntarily submitted, and
thus cannot be considered a measured random sample of the full population of like events. For
example, we receive several thousand altitude deviation reports each year. This number may
comprise over half of all the altitude deviations that occur, or it may be just a small fraction of
total occurrences.

Moreover, not all pilots, controllers, mechanics, flight attendants, dispatchers or other
participants in the aviation system are equally aware of the ASRS or may be equally willing to
report. Thus, the data can reflect reporting biases. These biases, which are not fully known or
measurable, may influence ASRS information. A safety problem such as near midair collisions
(NMACs) may appear to be more highly concentrated in area “A” than area “B” simply because
the airmen who operate in area “A” are more aware of the ASRS program and more inclined to
report should an NMAC occur. Any type of subjective, voluntary reporting will have these
limitations related to quantitative statistical analysis.

One thing that can be known from ASRS data is that the number of reports received
concerning specific event types represents the lower measure of the true number of such
events that are occurring. For example, if ASRS receives 881 reports of track deviations in
2010 (this number is purely hypothetical), then it can be known with some certainty that at
least 881 such events have occurred in 2010. With these statistical limitations in mind, we
believe that the real power of ASRS data is the qualitative information contained in report
narratives. The pilots, controllers, and others who report tell us about aviation safety
incidents and situations in detail — explaining what happened, and more importantly, why it
happened. Using report narratives effectively requires an extra measure of study, but the
knowledge derived is well worth the added effort.



Report Synopses



ACN: 1023730 @ of 50)

Synopsis
Citation Captain reports a fatigue call to scheduling when the schedule is shifted
from late check ins to very early check ins.

ACN: 1021883 (2 of 50)

Synopsis
A Fractional Captain reported an assignment that he felt was unrealistically
fatiguing, so he refused the trip.

ACN: 1015350 @ofs0)

Synopsis
A Fractional Captain laments schedule changes that result in fatigued flying due to
preparing for night flying then suddenly changed back to morning flying.

ACN: 1013893 4 of 50)

Synopsis
An Aircraft Mechanic describes the events that led to an air turnback of a
Gulfstream G-V aircraft. He and another Mechanic had just completed a # 4 brake
change on the right-hand Main Landing Gear (MLG), but failed to reconnect the
outboard MLG door.

ACN: 1007581 (5 of50)

Synopsis
A C560XL Captain for a fractional operator addressed debilitating scheduling
practices that force flight crew members to refuse flights due to fatigue or to
accede to them and risk violation of regulations requiring they fly only when fit for
duty.

ACN: 1007269 6 of 50)

Synopsis
Falcon 2000 flight crew reported deviating from the TEB departure track because of
fatigue and distractions.

ACN: 998940 (7 of50)

Synopsis
A Metroliner pilot was told he needed 10 hours rest but that was changed back to 9
hours so he flew the assigned trip and was told after arrival that 10 hours was
legally required. The Company wanted to move the freight at any cost to satisfy the
customer.



ACN: 998731 (8ofs0)

Synopsis
A CE560XL departed on the TEB RUUDY 4 SID and failed to level at 1,500 FT
because of confusion, fatigue and the First Officer not calling the aircraft
approaching the level altitude.

ACN: 994040 (9of50)

Synopsis
A Helicopter Mechanic has a work environment that included high workload
saturation, excessive work hours, fatigue. A Medical Power Inverter access panel
was not reinstalled on a BK-117 air ambulance helicopter and the Maintenance
Base was in disarray after a tornado struck.

ACN: 992723 (100f50)

Synopsis
An HS-125 Captain for a fractional operator alleged coercion of some pilots to fly
fatiguing schedules and preferential treatment for others to avoid the same,
resulting in flight crews being compelled to fly when not fit to do so.

ACN: 990118 @11 0f50)

Synopsis
An apparent failure to turn off the pitot heat system on the fractional CE-560XL
after ramp arrival resulted in the destruction of the pitot tube covers when the
battery was turned on for cabin service thus reheating the tubes and melting the
covers.

ACN: 989705 @12 0f50)

Synopsis
A CL604 Captain failed to note a MEL item that he entered in the maintenance log

at the end of a sixteen hour day required maintenance attention before the next
flight.

ACN: 987446 @3ofs0)

Synopsis
A fatigued CE750 Captain reported responding to an EGPWS Terrain Warning at
2,200 FT after mistakenly taking an other aircraft's clearance when they should
have been at 3,000 FT.

ACN: 980747 @4 of50)

Synopsis



G150 Captain reports being assigned 11,000 FT by Departure Control but setting
12,000 FT in the altitude select window. This is detected passing 11,400 FT but
12,000 FT is reached before the climb is stopped. Fatigue and a very high climb
rate were cited as factors.

ACN: 979070 @5 of50)

Synopsis
A CE560 crew detected a burning odor in the cabin so an emergency was declared.
The flight diverted and evacuated after landing. Later maintenance found a
disconnected heating duct. Fatigue on this trip was major factor.

ACN: 976008 (16 of 50)

Synopsis
An SA227 Pilot suffered an altitude excursion when the autopilot failed to maintain
his assigned altitude. The Pilot's immersion in a book prevented earlier detection of
the autopilot's failure to do his job.

ACN: 975758 @17 0f50)

Synopsis
A fatigued LR40 crew accidentally changed frequency from TRACON to Tower and
consequently upset the TRACON Controller and received a late descent clearance to
their destination.

ACN: 972548 @sofs0)

Synopsis
A fractional crew removed themselves from a series of flights because during the
previous night, the morning's report time was changed. They had poor sleep and
no time for food between taxi trips and flights.

ACN: 967986 (19 of 50)

Synopsis
Falcon 900 First Officer describes the factors surrounding an altitude overshoot at
WENTZ during the RUUDY 2 departure from TEB.

ACN: 959477 (0 of 50)

Synopsis
SMO Tower issued a Low Altitude Alert to a corporate jet crew after their aircraft
descended below the VOR/GPS A altitude restraint prior to BEVEY Intersection. The
new First Officer had not set the altitude alerter per SOP.

ACN: 954870 (21 of 50)



Synopsis
After takeoff on the fifth flight during a 12 hours shift, an Agusta 109E helicopter
pilot inadvertently moved the Engine Control Switch to the Idle position. He caught
the error quickly when the engine sound changed.

ACN: 949134 22 0f50)

Synopsis
A crew flew the VGC RNAV Z Runway 17 LPV approach, descended below the
vertical path and received a terrain warning because they did not realize the
approach was not a RNAV GPS LNAV approach.

ACN: 948154 (23050

Synopsis
Air Taxi Captain describes fatiguing back to back four day trips that result in a
fatigue.

ACN: 946867 (24 of 50)

Synopsis
A fatigued and hungry E50P (Embraer Phantom) crew descended toward the MDA
one fix before the FAF and received an ATC low altitude alert which caused them to
regain situational awareness on the night approach in weather. Both pilots had less
than 100 hours in type.

ACN: 945549 (25 of 50)

Synopsis
A fraction airline crew departed on the TEB 6 SID from Runway 24 with an incorrect
altimeter which made them 1,000 FT high. After ATC corrected the error, the
distracted crew then they exceeded 200 KTS while climbing to a new assigned
altitude.

ACN: 929720 (6 of 50)

Synopsis
PA31 pilot forgot to replace the dipstick after adding oil to one engine. Fifty miles
from destination a dramatic power loss is noted along with falling oil pressure, the
engine was subsequently shut down. An uneventful landing ensued at the
destination.

ACN: 925210 7 0f50)

Synopsis



A C208 autopilot failed to capture the 1,500 FT altitude select. As the aircraft
approached 1,000 FT ATC asked the mildly fatigued and distracted pilot about his
altitude reorienting him and possibly preventing an accident.

ACN: 921444 (s ofs0)

Synopsis
A FA900 Captain flying the TEB Runway 24 RNAV engaged LNAV but failed to
engage VNAV and the aircraft leveled at 2,000 FT before being descended back to
1,500 FT. Fatigue was cited as an issue.

ACN: 921121 29 ofs0)

Synopsis
P180 First Officer describes a missed approach at SLC after being vectored across
the LOC by ATC and experiencing avionics anomalies. Crew descended early after
being cleared for the approach and did not comply with a step down altitude.

ACN: 910445 3o of50)

Synopsis
CE560XL Flight Crew reports landing without clearance due to the distractions of an
actual IMC back course Localizer approach and fatigue.

ACN: 909708 (31 0f50)

Synopsis
A fatigued BE350 Captain reported coaching an inexperienced First Officer into a
safe landing position and becoming task saturated while preparing for a night
landing.

ACN: 901758 32 0f50)

Synopsis
A corporate jet Captain reported missing a crossing restriction on a SID out of LAS
after encountering distracting wake turbulence from a preceding B737. Fatigue was
also mentioned as a factor.

ACN: 890799 330f50)

Synopsis
A pilot at ACK reported that on his approach to Runway 24 a C414 made a turning
descending approach to Runway 30 passing about 300" over his aircraft and then
after landing crossed his taxiway after being told to hold short.

ACN: 889922 (340f50)



Synopsis
A Captain's conscious and unapologetic refusal to attempt to comply with a
demanding crossing restriction provided his First Officer the opportunity to address
shortcomings in their employer's management style.

ACN: 885926 (35 0f50)

Synopsis
SR22 pilot reports three missed approaches while attempting to land at LFT in IMC.
Reporter believes lack of solo IMC experience and fatigue to be contributory factors
to the missed approaches.

ACN: 885922 (36 0f50)

Synopsis
King Air pilot reports propeller contact with a vehicle during a low pass while
conducting spray droplet research. A down draft caused the aircraft to sink slightly
from the planned altitude of 15 to 25 FT striking the vehicle which was marking the
pass.

ACN: 885661 370f50)

Synopsis
Confusion regarding runway assignments, malfunctioning aircraft systems,
questionable ATC handling and flight crew fatigue contributed to an unstabilized
approach and go-around for an air carrier flight crew.

ACN: 875830 (380f50)

Synopsis
A CL30 First Officer reported that the Captain did not follow the prescribed ground
track into a foreign airport, even after being reminded by ATC that a precise track
was required. CRM and fatigue were issues.

ACN: 865442 39 0f50)

Synopsis
A C560 First Officer reported an EGPWS "obstacle" alert just outside the JQF
Runway 02 FAF ECEGA at 2,500 FT.

ACN: 856395 (40 0f50)

Synopsis
A light twin pilot described his radio and navaid anomalies while flying airways after
the aircraft had been parked with the aircraft's circuit breakers exposed to rain and
weather elements.



ACN: 856219 @41 0f50)

Synopsis
A fatigued C172 pilot reported a near miss with a stationary tower as he was
conducting a photo shoot of nearby property.

ACN: 852697 @42 o0f50)

Synopsis
A Part 135 Captain reported abuses of flight crew scheduling.

ACN: 852498 43 0f50)

Synopsis
A charter company Flight Attendant describes her Company's use of pilots to fly
long trips not in compliance with FAR flight time limitations.

ACN: 851008 44 of 50)

Synopsis
A B747-200 encountered a stick shaker while configuring on a visual approach.

ACN: 850938 s of50)

Synopsis
An air carrier Captain reported feeling fatigued flying the return on a continuous
duty overnight assignment after flying a four-day sequence.

ACN: 850698 (46 of 50)

Synopsis
A B777 crew on approach to ORD executed a go-around after an incorrect approach
was selected in the FMC so that the aircraft did not descend on the approach. The
aircraft was high and the approach unstable so the Captain executed a missed
approach and overshot the missed approach altitude.

ACN: 850287 @47 ofs0)

Synopsis
A regional jet flight crew failed to comply with multiple runway changes appended
to a visual approach clearance.

ACN: 850172 4sofs0)

Synopsis



After long duty night freighter crew is cleared direct to DEBAR then the DEBAR1
arrival to CVG, but failed to intercept the inbound track to RID. Error is pointed out
by ATC and the crew corrected.

ACN: 849966 (49 of 50)

Synopsis
First Officer reports leveling off 3000 FT above assigned altitude during an
unrestricted descent from FL300 on a test flight. An unspecified emergency
situation existed at the time, along with distractions from the test crew and fatigue
were cited as causal factors.

ACN: 849354 (50 0f50)

Synopsis
A B777 Captain called for Flaps 30 at 180 KTS before landing causing the FLAP
LOAD RELIEF to activate. The flap handle was returned to 25 until the aircraft
slowed to 170 KTS. Fatigue and time pressure were factors.



Report Narratives



Time / Day

Date : 201207
Local Time Of Day : 0001-0600

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US
Altitude.AGL.Single Value : O

Aircraft

Reference : X

Aircraft Operator : Fractional

Make Model Name : Small Transport, Low Wing, 2 Turbojet Eng
Crew Size.Number Of Crew : 2

Operating Under FAR Part : Part 91

Flight Phase : Parked

Person

Reference : 1

Location Of Person : Hangar / Base

Reporter Organization : Fractional

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 1023730
Human Factors : Fatigue

Events

Anomaly.Other
Detector.Person : Flight Crew
When Detected : Pre-flight
Result.General : Work Refused

Assessments

Contributing Factors / Situations : Company Policy
Contributing Factors / Situations : Human Factors
Primary Problem : Ambiguous

Narrative: 1

Our schedule had us starting duty 1315 and we were off duty at 2330. Day two,
had us starting at 1400 with a planned off time of 0030. The airplane had a
mechanical issue which required maintenance and we were off duty at 2055. We
were then given a 10 hour turn to sit on hotel duty with a broken airplane. We were
off duty on day 3, at 1530. Our day 4 brief showed a 0200 show for a 0630 go.
Both pilots had been falling asleep at 0000 or later for the past few nights due to
the late evening schedule we were on. There was no way to safely get adequate



rest for a 0200 show. | got 2 3/4 hours of sleep and my partner reported that he
had "about 90 minutes." We called the company at report time and declared that
we were unsafe to fly due to fatigue. Implement the fatigue awareness software
that would clearly show this amount of schedule shift is unsafe. It is only a matter
of time before some pilot feels pressured to take an assignment like this one and
has an accident or incident with catastrophic repercussions.

Synopsis
Citation Captain reports a fatigue call to scheduling when the schedule is shifted
from late check ins to very early check ins.



Time / Day

Date : 201207
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Aircraft

Reference : X

Aircraft Operator : Fractional

Make Model Name : Citation X (C750)
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Phase : Parked

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Fractional

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 1021883
Human Factors : Fatigue

Events

Anomaly.Other

Detector.Person : Flight Crew

When Detected : Pre-flight

Result.General : Flight Cancelled / Delayed
Result.General : Work Refused

Assessments

Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

My crew was briefed for a 0430 show for a 0600 go for [3-leqg] flight. In preparation
for this early show and relatively long day, | went to bed at approximately 1915
and slept reasonably well awakening at 0330 for the 0430 show. Upon meeting my
First Officer in the lobby, he stated that he was tired and wasn't sure if he could do
the flight. We went to the airport discussing his condition and ability to perhaps
complete the [first] leg at which time he could consider calling in fatigued. During



my pre-flight, he stated that he was truly exhausted having gotten only a couple of
hours of sleep the night before for a number of reasons including a noisy hotel on a
weekend night. He called in fatigued.

We were kept on duty until 0900 at which time we received a brief to report at
2345 that night to ferry [to position aircraft] for a 0500 flight arriving at about
0730. | explained to the ACP on duty at about 0700 that | was good to go for the
day having gotten decent sleep and perhaps they could find me someone else to fly
with in time to complete flight(s) on what was scheduled to be a busy. It was also a
start day for the X, so | thought there might be other pilots available. This
opportunity was not answered by Scheduling. In order for me to get at least 8
hours of sleep prior to the 2345 show and anticipating flying until about 0730, |
would have had to gotten to sleep no later than 1445 at the hotel and slept through
until 2245 giving myself an hour to get ready and report. This is simply not realistic
under virtually any circumstance let alone having gotten up less than 12 hours
before. Sleeping on demand is not human nature. As a result, | was forced to call in
fatigued not being in any condition to safely fly an aircraft during the middle of the
night when | had awoken around the time the day before that | was now supposed
to fly.

This, to me, is a clear example of punitive, unsafe scheduling and one that could
have been avoided by either, 1) Finding me someone to fly with during the day
during that time | was available (0430 to 1830) or, 2) by Scheduling us not
according to the 14 hours off parameter but by having us report at a time more in
line with what we were doing the next morning. Expecting a crew to report at 0430
and then again at 2345 the same day is simply unsafe.

Synopsis

A Fractional Captain reported an assignment that he felt was unrealistically
fatiguing, so he refused the trip.



Time / Day

Date : 201206
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Aircraft

Reference : X

Aircraft Operator : Corporate

Make Model Name : Light Transport, Low Wing, 2 Turbojet Eng
Crew Size.Number Of Crew : 2

Operating Under FAR Part : Part 91

Flight Phase.Other

Component

Aircraft Component : Fan Blade
Aircraft Reference : X

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Fractional

Function.Flight Crew : Pilot Flying

Function.Flight Crew : Captain

Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 1015350
Human Factors : Fatigue

Human Factors : Situational Awareness

Events

Anomaly.Other

Detector.Person : Flight Crew

When Detected : Routine Inspection
Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Company Policy
Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1



My crew was briefed to do "ready spare" beginning at 2100E ending at 0400E.
(Interestingly enough, the evening before the tentative brief was "ready spare”
from 1900E to 0200E, but after | fatigued the night before the brief changed to
2100E to 0400E "ready spare." There is no doubt in my mind that this was changed
as "punishment” for having called in fatigued. Confirming evidence to this was that
upon arrival at the airport that evening, there were no scheduled flights out after
our arrival. While I understand that we may have been covering flights for other
airports, it was obvious that it was a slow night. Additionally, the other crew sitting
"ready spare” was on from 1900L to 0100L.) While I do better during the morning
shifts, | did my best to prepare for the late night "ready spare" duty by exercising
heavily in the morning and attempting to sleep in the afternoon which | was
reasonably successful at doing from about 1500E to about 1800E. That afternoon
we received an email from the Asst. Director of Operations regarding notification
that we would be assigned "ready spare” for the next night, from 1900E to 0200E
and that we should adjust our rest accordingly, so as not to disrupt possible
recovery flights assigned to us. As mentioned above, | had already attempted to
"adjust my rest accordingly" in anticipation of this night's assignment.

Upon arrival at the airport we were informed that our aircraft would not be arriving
until after 2100E. At its arrival, we met the aircraft and | proceeded to do a pre-
flight. During the pre-flight I noticed a "ding" in one of the fan blades on the
Number 2 engine. | called for a Mechanic to look at it and he said that it needed to
be addressed as it was significant. | wrote the fan blade up which grounded the
aircraft. Once Maintenance declared the aircraft to be out of service, we received a
brief around 2230E for a show at 0845E in the morning to limo for a one hour
show/go for a transcontinental. This meant trying to get to sleep less than six
hours after | had attempted to "adjust my rest" by sleeping in the afternoon in
anticipation of being on duty until 0400E, only to be told to show at legal in the
morning for the assignment. | called the ACP on duty and explained that we had
prepared ourselves for our duty 2100E to 0400E and now were told to "shut down"
immediately so as to make the radical shift from anticipating going to bed at 0500E
or later to having to awaken at 0700E to do the assigned flying. | asked that he see
if this could be changed. He attempted to do so, but scheduling would not even
consider making any changes to our schedule. We could only accept the duty as
assigned.

I find it ironic that we received the standard memo from Operations advising us of
our assignment to "ready spare" and to prepare accordingly for the next night when
we were already anticipating a very late night, which we did, only to have
scheduling make a radical shift in our schedule from a late night shift to a morning
shift in a matter of minutes. How can the company send us memos advising us to
adjust our rest in anticipation of a late night "hot spare" assignment and then have
Scheduling whipsaw us completely in the other direction? This is absurd. We were
put in a no-win situation caused by Scheduling's lack of willingness to be aware of
the fact that we are not machines that can be turned off and on like robots and
being completely unwilling to even consider what they were asking us to do. Asking
us to try and prepare ourselves for duty well outside normal sleep patterns is
unrealistic enough, let alone asking us to do that and THEN shifting us the other
way in a manner of minutes. This goes against all sleep and fatigue research
published by NASA on pilot fatigue issues. Relying solely on the "fatigue call” is
insane in that it fails to apply any reasonable common sense to pilot scheduling. |
would like to see management and schedulers attempt to work at their desks the
constantly shifting hours that they expect us to fly multi-million dollar jets.



Synopsis

A Fractional Captain laments schedule changes that result in fatigued flying due to
preparing for night flying then suddenly changed back to morning flying.



Time / Day

Date : 201205
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Environment
Light : Daylight
Aircraft

Reference : X

Aircraft Operator : Fractional

Make Model Name : Gulfstream V / G500 / G550

Flight Phase : Parked

Maintenance Status.Maintenance Deferred : N

Maintenance Status.Released For Service : Y

Maintenance Status.Maintenance Type : Unscheduled Maintenance
Maintenance Status.Maintenance Items Involved : Installation
Maintenance Status.Maintenance Items Involved : Inspection
Maintenance Status.Maintenance Items Involved : Work Cards

Component

Aircraft Component : Main Gear Door
Manufacturer : Gulfstream

Aircraft Reference : X

Problem : Malfunctioning

Person

Reference : 1

Location Of Person : Gate / Ramp / Line
Reporter Organization : Fractional
Function.Maintenance : Technician
Qualification.Maintenance : Airframe
Qualification.Maintenance : Powerplant
ASRS Report Number.Accession Number : 1013893
Human Factors : Distraction

Human Factors : Fatigue

Human Factors : Situational Awareness
Human Factors : Workload

Human Factors : Communication Breakdown

Events



Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : FAR

Detector.Person : Flight Crew

Were Passengers Involved In Event : N

When Detected : In-flight

Result.Flight Crew : Returned To Departure Airport

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Primary Problem : Human Factors

Narrative: 1

May 2012 evening, | was dispatched to go to ZZZ1 to work on a Gulfstream G-V
aircraft. | was told it had a # 4 Brake Assembly that was worn to limits and that |
would need to make arrangements to go to our Repair Station at ZZZ to acquire
the proper tooling. | left my house at XA:00 am the next morning to fly to ZZZ2.
My flight was delayed one hour, so | didn't arrive until noon. | then drove to our
Repair Station facility in ZZZ to pickup equipment; | left there approximately two
and a half hours later. | then drove to ZZZ1 (139 miles). It took me six hours in
rush hour/holiday traffic to make the trip. | met up with Mechanic Y. We got to the
aircraft and started to work on the aircraft. | disconnected the right outboard Main
Landing Gear (MLG) door rod end from the outboard MLG door and I reinstalled the
hardware into rod end so we wouldn't lose it. 1 then used a rubber chock to prop
the Main Gear door outward so we could get the # 4 Tire/Wheel Assembly off, to
gain access to the # 4 brake. When we went to pull the wheel off, Mechanic Y
bumped the door and the chock fell down, so Mechanic Y used the rod assembly
and placed it against the gear door to keep it out of our way. We got the wheel
assembly off and started removing the brake. [An] air-turn back [occurred later.]

Synopsis

An Aircraft Mechanic describes the events that led to an air turnback of a
Gulfstream G-V aircraft. He and another Mechanic had just completed a # 4 brake
change on the right-hand Main Landing Gear (MLG), but failed to reconnect the
outboard MLG door.



Time / Day

Date : 201204
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Aircraft

Reference : X

Aircraft Operator : Fractional

Make Model Name : Cessna Citation Undifferentiated or Other Model
Crew Size.Number Of Crew : 2

Operating Under FAR Part : Part 91

Flight Phase : Parked

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Fractional

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 1007581
Human Factors : Communication Breakdown
Human Factors : Fatigue

Human Factors : Time Pressure

Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party?2 : Ground Personnel

Events

Anomaly.Other
Detector.Person : Flight Crew
When Detected.Other
Result.General : Work Refused

Assessments

Contributing Factors / Situations : Company Policy
Contributing Factors / Situations : Human Factors
Primary Problem : Company Policy

Narrative: 1

On [Day 1], we had a 1215 EDT show and eventually finished up our day with an
owner flight. Our duty off time was 0056 EDT with a total duty day of 12 hours and



41 minutes. We had delayed transportation to the hotel and eventually entered rest
at 0120 EDT on [Day 2]. | had been up since 0700 EDT on [Day 1] for a total
awake time of 17 hours and 56 minutes at shutdown. While | felt fit to fly the night
flight, 1 did consume a couple of cups of coffee during the evening to help with my
attentiveness. Our brief for [Day 2] was for an 1138 EDT show, 3 legs and a
planned duty day of 9 hours. Prior to our shut-down on [Day 1], | notified the
company that | felt the chances of accomplishing that brief were not good due to
the fact that | was going to have a hard time getting to sleep immediately due to
the caffeine | had in my system. | told them a ten hour turn after a late night
arrival wasn't the safest plan they could come up with. They said they would notify
Scheduling of my concerns and to "do my best." | eventually fell asleep around
0345-0400 EDT and woke up at 0845 EDT due to noise in the hotel hall. | tried to
fall back asleep for another hour or so but was unable to do so. | knew | hadn't
gotten adequate rest to safely accomplish my flight duties and | notified the
company of that fact at 1138 EDT when | checked in for duty. I was placed back in
rest at 1230 EDT with a show of 0700 EDT on [Day 3].

10 hour turns are difficult enough to get adequate rest in the best of cases - i.e.
when you know they are coming and you are on a normal wake/sleep schedule. We
never know what our show times are going to be on Day 1 of a trip, so adequately
preparing for a trip is almost impossible. Also, when flight operation requirements
dictate deviating from normal wake/sleep cycles, increased rest and shorter duty
times should be the norm. On [Day 1 and 2], the company took the alternate path
of planning long duty days with minimum turns from late night operations. The only
safety mechanism left at that point was my crew calling in fatigued.

Specific recommendations: 1) use available fatigue abatement software to force
Scheduling into a safer operation. Build in constraints for duty time and rest periods
based on normal wake/sleep cycles. 2) When crews advise that the planned
rest/duty cycle doesn't look doable, require an immediate review of the situation by
a flight operations supervisor to determine if this is the best available plan. Lip
service of "do your best" isn't adequate. 3) Give a greater heads up on planned
duty times for Day 1. Getting a brief at 1800L the night prior doesn’'t allow any
[necessary sleep/rest cycle] modifications to be made for early or late operations.

Synopsis

A C560XL Captain for a fractional operator addressed debilitating scheduling
practices that force flight crew members to refuse flights due to fatigue or to
accede to them and risk violation of regulations requiring they fly only when fit for
duty.



Time / Day

Date : 201204
Local Time Of Day : 1201-1800

Place

Locale Reference.ATC Facility : N90.TRACON
State Reference : NY

Relative Position.Angle.Radial : 010
Altitude.MSL.Single Value : 2000

Environment

Weather Elements / Visibility.Visibility : 10
Light : Dusk
Ceiling.Single Value : 15000

Aircraft

Reference : X

ATC / Advisory. TRACON : N9O
Aircraft Operator : Corporate
Make Model Name : Falcon 2000
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Plan : IFR

Mission : Passenger

Flight Phase : Initial Climb
Route In Use.SID : Teterboro 8
Airspace.Class B : EWR
Airspace.Class D : TEB

Person : 1

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Corporate

Function.Flight Crew : First Officer

Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Air Transport Pilot (ATP)
Experience.Flight Crew.Total : 3800
Experience.Flight Crew.Last 90 Days : 100
Experience.Flight Crew.Type : 200

ASRS Report Number.Accession Number : 1007269
Human Factors : Distraction

Human Factors : Fatigue



Person : 2

Reference : 2

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Corporate

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Multiengine
Experience.Flight Crew.Total : 7100
Experience.Flight Crew.Last 90 Days : 75
Experience.Flight Crew.Type : 875

ASRS Report Number.Accession Number : 1007256
Human Factors : Fatigue

Human Factors : Distraction

Events

Anomaly.Deviation - Track / Heading : All Types
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : Clearance
Detector.Person : Flight Crew

When Detected : In-flight

Result.Flight Crew : Returned To Clearance

Result.Flight Crew : Became Reoriented

Assessments

Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

Departing Rwy 01, Teterboro 8 Departure. Climbed to 2000' MSL, Turned right to
040 until 2.3 DME from TEB; overshot turn to hdg 280 until 3.5 DME from TEB.
Upon discovery took immediate corrective action and turned to hdg 280 and
continued the Teterboro 8 dep. procedure. Once at cruise altitude the error was
discussed by crew. Contributing factors were determined to be crew fatigue, not
having armed the LNAV function and a becoming distracted due to a radio
frequency hand off issue, i.e no response after three initial calls to Departure
Control and choosing to return to TEB Tower frequency.In the future the flight crew
will conduct a more thorough departure briefing to include the use of LNAV and
VNAV functions to be used during the departure and will aviate, navigate and then
communicate with ATC as appropriate.

Narrative: 2
[Narrative 2 contained no additional information]
Synopsis

Falcon 2000 flight crew reported deviating from the TEB departure track because of
fatigue and distractions.



Time / Day

Date : 201203
Local Time Of Day : 0001-0600

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Environment

Flight Conditions : VMC
Weather Elements / Visibility.Visibility : 10
Light : Night

Aircraft

Reference : X

ATC / Advisory.Ramp : ZZZ

Aircraft Operator : Air Carrier

Make Model Name : Merlin 111

Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Flight Plan : IFR

Mission : Cargo / Freight

Flight Phase : Taxi

Route In Use : None

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Multiengine
Experience.Flight Crew.Total : 5012
Experience.Flight Crew.Last 90 Days : 180
Experience.Flight Crew.Type : 180

ASRS Report Number.Accession Number : 998940
Human Factors : Fatigue

Human Factors : Time Pressure

Human Factors : Communication Breakdown
Human Factors : Confusion

Human Factors : Situational Awareness



Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : Ground Personnel

Events

Anomaly.Deviation - Procedural : FAR
Detector.Person : Ground Personnel

When Detected : Aircraft In Service At Gate
Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Company Policy

Contributing Factors / Situations : Environment - Non Weather Related
Contributing Factors / Situations : Human Factors

Primary Problem : Company Policy

Narrative: 1

I was instructed by my air carrier that | required an extended rest period of 10
hours. The following morning | was told by my air carrier that the decision to
extend my rest time from 9 to 10 hours was a company made error. | was told our
customer was upset by the company's decision to delay the flight, and the
extended rest period was not necessary. Though | questioned this statement,
Operations carefully explained the reasoning of why | only needed 9 hours off duty
instead of the extended 10 hours off duty. | was instructed by the AM Operations
Manager for my air carrier to fly the aircraft at the scheduled departure time, and |
was assured that | was within duty time limitations. After arriving to the outstation
and unloading all the cargo, | was informed by my air carrier that | should have
received an extended rest period of 10 hours. I have been a pilot for nearly
fourteen years, and | have never fallen into a situation of this nature. | feel the
company used me to move the cargo, with total disregard to safety and
regulations. | realize |1 should have had a better handle on whether | needed nine
or ten hours of rest prior to the flight, but I put my trust in my air carrier. Factors
that contributed to this were lack of sleep, pressure from my air carrier, and
pressure from our freight customer. In order to correct potential duty time
violations, | would recommend the Part 135 airlines take a larger responsibility.

Synopsis

A Metroliner pilot was told he needed 10 hours rest but that was changed back to 9
hours so he flew the assigned trip and was told after arrival that 10 hours was
legally required. The Company wanted to move the freight at any cost to satisfy the
customer.



Time / Day

Date : 201203
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : TEB.Airport
State Reference : NJ

Relative Position.Distance.Nautical Miles : 1
Altitude.MSL.Single Value : 1800

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 10
Light : Night

Ceiling : CLR

Aircraft

Reference : X

ATC / Advisory. TRACON : N90O
Aircraft Operator : Fractional

Make Model Name : Citation Excel (C560XL)
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Plan : IFR

Mission : Passenger

Flight Phase : Initial Climb

Route In Use.SID : RUUDY 4
Airspace.Class B : EWR
Airspace.Class D : TEB

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Fractional

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Multiengine
Experience.Flight Crew.Total : 5200
Experience.Flight Crew.Last 90 Days : 250
Experience.Flight Crew.Type : 200

ASRS Report Number.Accession Number : 998731
Human Factors : Confusion

Human Factors : Fatigue



Human Factors : Training / Qualification

Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : Flight Crew

Events

Anomaly.Deviation - Altitude : Overshoot
Anomaly.Deviation - Altitude : Crossing Restriction Not Met
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : Clearance
Detector.Person : Flight Crew

When Detected : In-flight

Result.Flight Crew : Returned To Clearance

Result.Flight Crew : Became Reoriented

Assessments

Contributing Factors / Situations : Chart Or Publication
Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

Initial altitude was 1,500 FT. Aircraft climbed to 2,000 FT before being brought
back to 1,500 FT and rejoining the departure. Pilot failed to properly understand
SID and set proper altitude due to not following published procedure. Cockpit
procedures were not followed as copilot failed to acknowledge proper altitude and
did not call out prior to reaching assigned altitude. Factors causing incident
included crew fatigue due to long delay departing earlier in the evening.

Synopsis

A CE560XL departed on the TEB RUUDY 4 SID and failed to level at 1,500 FT
because of confusion, fatigue and the First Officer not calling the aircraft
approaching the level altitude.



Time / Day

Date : 201202
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Environment

Work Environment Factor : Temperature - Extreme
Light : Daylight

Aircraft

Reference : X

Aircraft Operator : Air Taxi

Make Model Name : MBB-BK 117 All Series

Operating Under FAR Part : Part 135

Mission : Ambulance

Flight Phase : Parked

Maintenance Status.Released For Service : Y

Maintenance Status.Maintenance Type : Unscheduled Maintenance
Maintenance Status.Maintenance Items Involved : Installation
Maintenance Status.Maintenance Items Involved : Repair
Maintenance Status.Maintenance Items Involved : Testing
Maintenance Status.Maintenance Items Involved : Work Cards
Maintenance Status.Maintenance Items Involved : Inspection

Component : 1

Aircraft Component : Electrical/Electronic Panel & Parts
Manufacturer : Eurocopter / Kawasaki
Aircraft Reference : X

Component : 2

Aircraft Component : Inverter
Aircraft Reference : X
Problem : Malfunctioning

Person

Reference : 1

Location Of Person : Gate / Ramp / Line
Location In Aircraft : General Seating Area
Reporter Organization : Air Taxi
Function.Maintenance : Technician
Qualification.Maintenance : Airframe
Qualification.Maintenance : Powerplant



ASRS Report Number.Accession Number : 994040
Human Factors : Confusion

Human Factors : Distraction

Human Factors : Fatigue

Human Factors : Situational Awareness

Human Factors : Time Pressure

Human Factors : Troubleshooting

Human Factors : Workload

Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Deviation - Procedural : Published Material / Policy
Detector.Person : Maintenance

Were Passengers Involved In Event : N

When Detected : In-flight

Result.General : Maintenance Action

Result.Flight Crew : Landed As Precaution

Assessments

Contributing Factors / Situations : Human Factors

Contributing Factors / Situations : Incorrect / Not Installed / Unavailable Part
Contributing Factors / Situations : Logbook Entry

Contributing Factors / Situations : Manuals

Contributing Factors / Situations : Procedure

Contributing Factors / Situations : Equipment / Tooling

Contributing Factors / Situations : Environment - Non Weather Related
Contributing Factors / Situations : Aircraft

Contributing Factors / Situations : Company Policy

Primary Problem : Human Factors

Narrative: 1

We had been working 80+ hours a week for two weeks prior to the event. | also
had 60+ hours the two weeks prior to that. My [Operations] Base had been taken
out by a tornado that went through ZZZ, which has left everything in disarray. |
have been working on spare helicopters as our primary helicopter since | was hired
three months ago. | have not had a helicopter that has been in good working order
until Aircraft X, a BK-117 helicopter arrived. We have been feverishly working on
Aircraft Y for over a month, to try to figure out all the wiring and electrical
problems [found while] troubleshooting a Medical Power Inverter and [electrical]
outlets. We found extensive wiring damage that required major disassembly of
Aircraft Y to fix. We then discovered that the wiring did not match the Wiring
Diagram, so we had to re-wire back to original configuration. All systems were
checking "good" on the Ground Checks and there was pressure to get Aircraft Y
back in service so the other aircraft could be flown to ZZZ1 for training.

When Aircraft Y was brought back to the pad, the medical crew wanted to test the
electrical system to make sure it was going to hold up and it immediately failed. We
began troubleshooting which meant we had to remove the access panel. We
decided to remove the inverter and install the old inverter to see if that fixed the
problem, and it did, that night. The next morning the medical crew wanted to run it
again, because they were told they would have one week to make sure it was going
to be reliable. They plugged everything in again and it immediately failed again. We



were in the process of troubleshooting the problem when the decision was made to
take the aircraft with the bad Medical Inverter System to ZZZ1 for training. | was
then told to get Aircraft Y ready to go. We were then told to swap back into Aircraft
X, because we were going to put it back in service. At that point | needed to catch
up on all the maintenance tracking program paperwork and clear some MEL
paperwork, then do the aircraft Spare Transfer Log, and make sure that everything
that was supposed to be with that aircraft was in it and accounted for.

The pilot started loading the boxes of logbooks and General Operations Manuals
(GOM) and Flight Manuals for [Aircraft Y] before | had gone through them, so |
started going through them to make sure they were accounted for. In all of the
rush to get all the paperwork done and stuff loaded and ready to go, | forgot about
putting the access panel back on. The pilot did his pre-flight and did not say
anything so | figured everything was OK. Aircraft had left base when | was in the
office doing paperwork and | turned around and noticed the panel sitting there; |
immediately notified my Supervisor and the Duty Pilot. The Duty Pilot called ZzZz2
to notify the pilot of the Aircraft Y and have him call back. The pilot of the aircraft
then notified his Supervisor who in turn grounded Aircraft Y until the access panel
was put back on. | then drove 200 miles to ZZZ3 to install the panel back on
Aircraft Y and by that time the weather had made it impossible to continue the
flight that day. Aircraft Y was hangared and | drove back to ZZZ to hangar my
other aircraft.

I then drove back to ZZZ3 to pull Aircraft Y out of the hangar, to be ready to launch
when the weather permitted. | then drove back to ZZZ to check on my primary
aircraft. By this time it was daybreak and | was dead tired and starting to get sick,
which is why it has taken me this long to submit this report. The possibility of
incoming bad weather was also a factor in all of this. The workload of Aircraft Y,
along with the rush to get it in service, and then the numerous changes of plans at
the last minute was the biggest factors involved.

Suggest that if an aircraft needs the amount of work that Aircraft Y needs, it should
go to a FAR 145 Repair Station to be worked until it is in correct working order. It
should not be dumped on the Base Mechanic to basically refurbish an aircraft in the
field, while taking care of another aircraft at the same time. There should be better
planning involved in situations like this. Furthermore the technicians working on
spare aircraft should treat any spare as if it were their personal aircraft, not neglect
it like the two aircraft that | have had previous to Aircraft X. Aircraft Y and Z were
both neglected and it showed up while it was here. Aircraft should not be assigned
a mission until it is flight ready and mission capable.

Synopsis

A Helicopter Mechanic has a work environment that included high workload
saturation, excessive work hours, fatigue. A Medical Power Inverter access panel
was not reinstalled on a BK-117 air ambulance helicopter and the Maintenance
Base was in disarray after a tornado struck.



Time / Day

Date : 201202
Local Time Of Day : 1801-2400

Place
Altitude.AGL.Single Value : O
Aircraft

Aircraft Operator : Fractional

Make Model Name : BAe 125 Series 800
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91

Person

Reference : 1

Location Of Person : Company

Reporter Organization : Fractional

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 992723
Human Factors : Communication Breakdown
Human Factors : Fatigue

Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : Other

Events

Anomaly.Other

Detector.Person : Flight Crew

Were Passengers Involved In Event : N
When Detected.Other

Result.General : Work Refused

Assessments

Contributing Factors / Situations : Company Policy
Contributing Factors / Situations : Human Factors
Primary Problem : Company Policy

Narrative: 1

I am a pilot for a large unscheduled fractional operator. The [company’s] fatigue
inducing schedules are almost impossible to manage. | was forced to call in
fatigued this time because two days in a row my scheduled duty start time forced
me to wake up at 0300 one day and 0200 the next. These times reflect the time
zone where | live.

The workload is not the issue. The problem is that | am constantly being shifted



back and forth on duty start times and it creates a constant state of fatigue while |
am on the road. There are no controls or safeguards for this at the scheduling level
and it is up to the pilot to call in fatigued. The company fatigue policy is supposed
to be a no questions asked policy, yet | have been called into Headquarters and
asked why | have so many fatigue calls. This causes me to be uneasy about calling
in fatigued and to push myself when | should not. Another issue | see a lot are very
early duty start times--often between the 0300-0500 hour--with six to eight hours
of sitting at the airport. After these very early wake ups and extensive sits | am
often expected to fly another five or six hours. This causes fatigue.

Management's practice of calling people into Headquarters about fatigue calls has
also created a social stigma among the pilot group where, if one deviates from the
statistical average of fatigue calls, he/she is deemed an "abuser" of the policy.
Because our company is an unscheduled operation and pilots cannot bid trips ahead
of time, Schedulers often give certain pilots "preferential treatment” with their
schedules thereby skewing the fatigue numbers. This helps the company justify
that only a few "abuse" the fatigue policy by giving just a few the most "fatiguing"
schedules.

Synopsis

An HS-125 Captain for a fractional operator alleged coercion of some pilots to fly
fatiguing schedules and preferential treatment for others to avoid the same,
resulting in flight crews being compelled to fly when not fit to do so.



Time / Day

Date : 201201
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Environment

Flight Conditions : VMC
Weather Elements / Visibility : Turbulence
Light : Night

Aircraft

Reference : X

Aircraft Operator : Fractional

Make Model Name : Citation Excel (C560XL)
Crew Size.Number Of Crew : 2

Operating Under FAR Part : Part 121

Flight Plan : IFR

Mission : Passenger

Flight Phase : Parked

Component

Aircraft Component : Pitot/Static Ice System
Aircraft Reference : X
Problem : Improperly Operated

Person : 1

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Fractional

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 990118
Human Factors : Distraction

Human Factors : Fatigue

Person : 2

Reference : 2

Location Of Person.Aircraft : X
Location In Aircraft : Flight Deck
Reporter Organization : Fractional



Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 990119

Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Deviation - Procedural : Published Material / Policy
Detector.Person : Flight Crew

Were Passengers Involved In Event : N

When Detected : Aircraft In Service At Gate

Result.Aircraft : Aircraft Damaged

Assessments

Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

After landing the pitot heat switch may have been left in the on position. After
deplaning the passengers | put covers on the aircraft while PIC was inside doing the
post-flight paperwork. While he was inside | turned on aircraft power and
vacuumed the cabin. When the Captain returned he noticed the pitot covers had
melted to the pitot tubes.

We all need to slow down, adhere to checklist and check to make sure switches are
the correct positions. Take extra time if necessary when tired to ensure nothing is
overlooked.

Narrative: 2
[No substantive additional information was provided by the secondary narrative.]
Synopsis

An apparent failure to turn off the pitot heat system on the fractional CE-560XL
after ramp arrival resulted in the destruction of the pitot tube covers when the
battery was turned on for cabin service thus reheating the tubes and melting the
covers.



Time / Day

Date : 201201
Local Time Of Day : 0001-0600

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Environment

Flight Conditions : VMC
Light : Night

Aircraft

Reference : X

ATC / Advisory.Ramp : ZZZ

Aircraft Operator : Fractional

Make Model Name : Challenger CL604
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Plan : IFR

Mission : Ferry

Flight Phase : Parked

Component

Aircraft Component : Aircraft Logbook(s)
Aircraft Reference : X
Problem : Improperly Operated

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Fractional

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 989705
Human Factors : Fatigue

Human Factors : Situational Awareness

Human Factors : Workload

Events

Anomaly.Aircraft Equipment Problem : Less Severe
Anomaly.Flight Deck / Cabin / Aircraft Event : Other / Unknown
Anomaly.Deviation - Procedural : Published Material / Policy



Anomaly.Deviation - Procedural : MEL
Detector.Person : Other Person

When Detected : Aircraft In Service At Gate
Result.General : Maintenance Action
Result.Flight Crew : Became Reoriented

Assessments

Contributing Factors / Situations : Human Factors

Contributing Factors / Situations : Manuals

Contributing Factors / Situations : Procedure

Contributing Factors / Situations : Company Policy

Contributing Factors / Situations : Environment - Non Weather Related
Primary Problem : Human Factors

Narrative: 1

Near the end of a five leg, sixteen hour duty day that ended at shortly before dawn,
I MEL'ed four cabin items. Three of the items were passenger convenience items
covered by MEL 25-60-3. Item number three of four was covered by MEL 25-20-1-
2. Leg three was supposed to be our last. Prior to leg two | was notified that
operations was unable to contact the FBO at our final destination where we were to
arrive around midnight with passengers. Prior to leg three we still did not know if
the FBO at our destination was going to be open. We contacted Operations while in
flight on our way to that destination and was told that the FBO would be closed and
would we be willing to reposition the airplane to help in the recovery of an
international flight later that morning. It would put us right at sixteen hours duty
time. | conferred with the rest of the crew and we decided to position the plane.
Because the FBO was closed we did not have enough fuel to make a flight non-stop
to the reposition destination so operations had us stop for fuel.

| felt somewhat tired on the last leg into our final destination but a cup of coffee
helped maintain my alertness at a satisfactory level. After landing my mind and
body started relaxing and I filled out the flight log and was made aware of some
items in the cabin that were broken/inoperative so | wrote them up and contacted
Maintenance with the MEL book on the dash of the airplane. Maintenance gave me
the information needed to fill out the sheet at the front of the MEL book and I did
not have my MEL copy opened to the offending MEL as | had another MEL to fill in
after it. My plan was to review the MEL book when 1 finished filling in the MEL sheet
and | did look at 25-60-3, but failed to look at 25-20-1-2. | am not sure why |
missed this very important step, but I did. It may have been the unwinding effect
of finishing up a sixteen hour day. It might have been the time of day. It might
have been the pressure to close out our duty day before our normal one hour duty
on the ground. It probably was a bit of the three.

I believe | have a reputation for striving to be as compliant with the SOP's, FAR's,
and Operation Spec's as any pilot at this carrier and the one time | missed looking
at one single MEL it was the one that | needed to really look at as it was a (M)
maintenance required item. | would not have allowed the aircraft to remain in a "B"
status had | done what | always had done previously. | flew home the next day. To
avoid a recurrence of this event | will never again accept any duty over fourteen
hours and when | find myself getting tired | will greatly slow my "Professional Pace"
to accommodate any possible reduced alertness. | have always looked at each MEL



that is open on an aircraft that | accept and each that | write up so | will redouble
my efforts to continue to do so.

Synopsis

A CL604 Captain failed to note a MEL item that he entered in the maintenance log
at the end of a sixteen hour day required maintenance attention before the next
flight.



Time / Day

Date : 201201
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : MMU.Airport
State Reference : NJ
Altitude.MSL.Single Value : 2200

Environment

Flight Conditions : VMC
Light : Night
Ceiling : CLR

Aircraft

Reference : X

ATC / Advisory. TRACON : N90
Aircraft Operator : Fractional

Make Model Name : Citation X (C750)
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Plan : IFR

Mission : Passenger

Flight Phase : Initial Approach
Airspace.Class B : EWR

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Fractional

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 987446
Human Factors : Distraction

Human Factors : Fatigue

Human Factors : Situational Awareness

Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : ATC

Events

Anomaly.Deviation - Altitude : Excursion From Assigned Altitude
Anomaly.Deviation - Procedural : Clearance
Anomaly.Inflight Event / Encounter : CFTT / CFIT



Detector.Person : Flight Crew

When Detected : In-flight

Result.Flight Crew : Took Evasive Action

Result.Flight Crew : Returned To Clearance

Result.Flight Crew : Requested ATC Assistance / Clarification
Result.Air Traffic Control : Provided Assistance

Assessments

Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

During the arrival phase we were descending from 3,000 FT to 2,000 FT when we
received a terrain warning on the GPWS at 2,200 FT. We responded to the warning
by climbing and the warning quickly ceased at about 2,500 FT. | asked Approach
Control about our altitude assignment and he instructed us to return to 3,000 FT.
He was very calm and pleasant throughout. | believe we mistakenly accepted a
clearance issued to another aircraft which was descending into TEB. It is likely that
my readback was blocked and the Controller was unaware of our descent. My lack
of attentiveness may have been due to the onset of fatigue. We were delayed
almost 3 hours leaving our departure airport because of heavy holiday departure
traffic, resulting in a longer day than anticipated.

Synopsis

A fatigued CE750 Captain reported responding to an EGPWS Terrain Warning at
2,200 FT after mistakenly taking an other aircraft's clearance when they should
have been at 3,000 FT.



Time / Day

Date : 201111
Local Time Of Day : 0001-0600

Place

Locale Reference.Airport : ZZZ . Airport

State Reference : US

Relative Position.Angle.Radial : 150

Relative Position.Distance.Nautical Miles : 20
Altitude.MSL.Single Value : 11000

Environment

Flight Conditions : VMC
Weather Elements / Visibility.Visibility : 10
Ceiling.Single Value : 1500

Aircraft

Reference : X

ATC / Advisory. TRACON : ZZZ

Aircraft Operator : Corporate

Make Model Name : Gulfstream G100/G150 (1Al 1125 Astra)
Crew Size.Number Of Crew : 2

Operating Under FAR Part : Part 91

Flight Plan : IFR

Mission : Passenger

Flight Phase : Initial Climb

Airspace.Class E : ZZZ

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Corporate

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Instrument
Experience.Flight Crew.Total : 5800
Experience.Flight Crew.Last 90 Days : 90
Experience.Flight Crew.Type : 600

ASRS Report Number.Accession Number : 980747
Human Factors : Training / Qualification

Human Factors : Human-Machine Interface
Human Factors : Fatigue

Events



Anomaly.Deviation - Altitude : Overshoot
Anomaly.Deviation - Procedural : Clearance
Detector.Person : Flight Crew

When Detected : In-flight

Result.Flight Crew : Returned To Clearance

Assessments

Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

We were given an altitude of 11,000 FT, but we put 12,000 FT in the altitude select
without noticing. We noticed this climbing through about 11,400 FT and
immediately corrected back down to 11,000 FT. Due to our high climb rate we
reached nearly 12,000 FT before getting the airplane descending. | do not believe
there were any aircraft conflicts and nothing was said to us by Departure. | believe
there were 3 factors that contributed to this event, beside just a failure of verifying
the altitude selected.

1. Our duty time: 13 hours into our duty day. So | believe fatigue played a factor.
2. This was a short 20 minute flight. Due to the short flight time it makes for a
busy cockpit environment.

3. Our climb rate was around 4,000 FPM because we were light (weight). If we had
slowed our climb rate we may have noticed and corrected sooner. | believe our
Flight Department should address slowing our climb rate as we near level-off
altitude.

Synopsis

G150 Captain reports being assigned 11,000 FT by Departure Control but setting
12,000 FT in the altitude select window. This is detected passing 11,400 FT but
12,000 FT is reached before the climb is stopped. Fatigue and a very high climb
rate were cited as factors.



Time / Day

Date : 201111
Local Time Of Day : 1201-1800

Place

Locale Reference.ATC Facility : ZZZ.ARTCC
State Reference : US
Altitude.MSL.Single Value : 40000

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft

Reference : X

ATC / Advisory.Center : ZZZ

Aircraft Operator : Fractional

Make Model Name : Citation Excel (C560XL)
Crew Size.Number Of Crew : 2

Operating Under FAR Part : Part 91

Flight Plan : IFR

Mission : Ferry

Flight Phase : Cruise

Airspace.Class A : ZZZ

Person : 1

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Fractional

Function.Flight Crew : First Officer

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 979070
Human Factors : Training / Qualification

Human Factors : Time Pressure

Human Factors : Situational Awareness

Human Factors : Communication Breakdown
Human Factors : Fatigue

Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party?2 : Other
Analyst Callback : Completed

Person : 2

Reference : 2
Location Of Person.Aircraft : X



Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Captain

Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 979140
Human Factors : Workload

Human Factors : Fatigue

Human Factors : Communication Breakdown
Human Factors : Situational Awareness
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : Other

Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Flight Deck / Cabin / Aircraft Event : Smoke / Fire / Fumes / Odor
Anomaly.Deviation - Procedural : Published Material / Policy
Detector.Person : Flight Crew

When Detected : In-flight

When Detected : Pre-flight

Result.General : Physical Injury / Incapacitation
Result.General : Declared Emergency

Result.General : Evacuated

Result.General : Maintenance Action

Result.Flight Crew : Landed in Emergency Condition
Result.Flight Crew : Took Evasive Action

Result.Flight Crew : Diverted

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Company Policy
Contributing Factors / Situations : Human Factors
Primary Problem : Ambiguous

Narrative: 1

After a normal climb and level off, I got up to place some charts in the cabin. At
this time | detected an odor of, what seemed like an electrical burning smell. |
returned to the cockpit and alerted the Captain. The Captain then got up and went
to the cabin, he returned to the cockpit and agreed that he too could smell an
electrical burning odor. We then alerted ATC, declared an emergency, and were
given vectors to a nearby airport. We landed, cleared the runway on the high
speed, and evacuated the aircraft. Airport Rescue and Fire Fighter personnel
checked the aircraft, they also noticed an electrical smell in the cabin and a light
visible haze. At this time the Captain notified the company. The aircraft was the
towed to the FBO. The outcome of this event was very positive with respect to the
aircraft, but as you can well imagine these situations are some what stressful. |
was amazed that the company quickly rescheduled us, with a rental car to a nearby
major airport, along with standby duty at the airport until very early morning local.
Under the circumstances, we had no choice but to request and unscheduled rest
period.

Callback: 1



The Reporter stated that he submitted his report for two purposes. One was the
fatigue factor caused by this trips schedule and the second was the emergency. He
has determined that the odor he and the Captain detected was the result of hot air
entering the aft cabin after a heating duct became disconnected. He is uncertain
why it smelled so hot, but he still believes the crew's actions were most prudent.

Narrative: 2

This report is about the most dangerous thing at the air carrier: absurd, unsafe,
and unsupervised schedulers pushing pilots too far and causing serious fatigue
issues. This report is the culmination of five days of unsafe scheduling practices
with no regard for safety, human factors or human sleep rest cycles. Day 1: Mid
morning local show, airline deadhead, rental car to another airport, then ferry to a
midwest airport. We were delayed because no crew food arrived and we ended up
landing several hours before midnight, already tired from the first day, which I
awoke before sunrise local from my regular sleep/rest cycle. Day 2: scheduled early
evening local show for two hour preflight go, ferry passenger pickup, depart there
shortly before midnight with passengers to the east coast, thirty minute quick turn,
took passengers to the Northeast arriving in the middle of the night. Awakened
around five hours after arrival in a noisy hotel, toilets flushing, doors slamming and
vacuums running. Since | can't command myself to sleep, no additional sleep was
had. We left for the FBO late that afternoon. Having already been awake for 10.5
hours, and looking at the planned schedule, my partner and | called in fatigued and
returned to the hotel. If we had completed the trip, we would have been awake for
19 hours upon landing!! Day 3: One of the worst safety related schedules | have
ever encountered. | awoke again around mid morning again from another noisy
hotel. Scheduled for a mid afternoon go, ferry to get passengers, and then fly
passengers to the west coast. Another late night with two time zone shifts. Our
scheduled arrival would have been early evening west coast or late evening central:
or 16 hours 33 minutes awake upon landing. As fate would have it, we had a
serious aircraft emergency and diverted. After a stressful landing and evacuation,
scheduling sent us a brief for a rental car, then sit on as needed reserve until well
after midnight. All this after our emergency. | think a night to decompress and
debrief would have been appropriate. Day 4: Deadhead to the east coast. Mid
afternoon local show, ground transportation to another airport then as needed
reserve until well after midnight. Again with a wake up time shortly after sunrise.
We arrived at the airport late evening and realized we were both tired and called in
fatigued again. If we would have completed day four, we would have been up for
twenty hours. First aviation is a busy place, and getting sleep in the pilot lounge is
almost impossible. It's also hard to waken and immediately need to perform flight
related duties. On the bus to the hotel we received the most absurd briefing yet;
late evening show, as needed reserve duty until near sunrise the following morning.
This prompted a call to the steward on duty who called the Assistant Chief Pilot: as
now we are into punitive scheduling and a hostile work environment that goes
unsupervised and un-checked. The Assistant Chief Pilot (ACP) called scheduling to
tell them we could accept a noon show to complete our next day trip. Scheduling
replied that they needed crews at night and we would be staying with a late
evening show, but with a release time several hours after midnight. As | write this,
it is mid afternoon at the our hotel. | was awakened by a loud hotel shortly after
sunrise with many groups staying there. Despite a workout and attempts to nap, |
cannot get any more rest. The ACP directed us to do our best tonight and but to
stop immediately if we get tired tonight and call in fatigued if needed. | also
explained to the ACP that tonight's mission was doubtful due to the late hours, so
no one can say we did not give the company adequate notice. We now have a



round trip scheduled to pick up a passenger with a one hour slide to return several
hours after midnight this morning. Again, we have been up since shortly after
sunrise. IS THIS SAFE? Why are pilots using the fatigue policy the only safety
valve? WILL THIS ISSUE CONTRIBUTE OR CAUSE OUR NEXT CRASH? Time will tell!
Supervise the schedulers! This is also a case study of failed leadership! It is obvious
management refuses to make changes to unsafe scheduling practices. Pilots are
called in to explain their actions or are subjected to punitive scheduling for calling
in fatigued. Where is our leadership? The safety culture spoken of at this carrier is
nothing more that lip service. If not for pilots calling in fatigue, no one else would
do anything!!!

Synopsis

A CE560 crew detected a burning odor in the cabin so an emergency was declared.
The flight diverted and evacuated after landing. Later maintenance found a
disconnected heating duct. Fatigue on this trip was major factor.



Time / Day

Date : 201110
Local Time Of Day : 1801-2400

Place

Locale Reference.ATC Facility : ZSU.ARTCC
State Reference : PR
Altitude.MSL.Single Value : 16500

Environment

Flight Conditions : VMC
Light : Dusk

Aircraft

Reference : X

ATC / Advisory.Center : ZSU
Aircraft Operator : Air Taxi

Make Model Name : SA-227 AC Metro Il1
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Flight Plan : IFR

Mission : Cargo / Freight

Flight Phase : Cruise

Route In Use : Direct
Airspace.Class E : ZSU

Component

Aircraft Component : Altitude Hold/Capture
Aircraft Reference : X
Problem : Failed

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Multiengine
Experience.Flight Crew.Total : 3000
Experience.Flight Crew.Last 90 Days : 600
Experience.Flight Crew.Type : 600

ASRS Report Number.Accession Number : 976008
Human Factors : Situational Awareness



Human Factors : Distraction
Human Factors : Fatigue
Human Factors : Human-Machine Interface

Events

Anomaly.Aircraft Equipment Problem : Less Severe
Anomaly.Deviation - Altitude : Excursion From Assigned Altitude
Anomaly.Deviation - Procedural : Clearance

Detector.Person : Air Traffic Control

Were Passengers Involved In Event : N

When Detected : In-flight

Result.Flight Crew : Became Reoriented

Result.Flight Crew : Returned To Clearance

Result.Air Traffic Control : Issued New Clearance

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Human Factors
Primary Problem : Aircraft

Narrative: 1

In cruise with the autopilot set to follow a direct course to BQN and maintain my
assigned altitude of FL180 the autopilot malfunctioned and entered a ~100fpm
descent resulting in an altitude deviation. On the previous 2 legs, as well as the
previous hour of flight on the current leg, the autopilot had been observed to be
maintaining altitude and track without any anomalies noted.

As it was a long flight | had pulled out a book to read during cruise but maintained
a watch for traffic as well as observance of engine instruments and verifying the
autopilot was maintaining course. ATC called and queried me as to my altitude,
looking at the altimeter | realized that the aircraft was no longer at FL180 but now
at FL165. | responded with "correcting” and the controller simply stated, "actually,
maintain FL160 now".

Upon reflection | realized that, while 1 was maintaining vigilance for traffic and the
overall condition of the aircraft, | had failed to include the altimeter in my scan for
approximately 10-15 minutes. The very slow descent that the autopilot had
entered, and the dusk condition masking the horizon had failed to alert me to the
descent as there was very little airspeed increase and no other subtle clues. This
combined with the inherent fatigue of a 13 hour duty day and 5.5 hours of single
pilot international flying in a very busy aircraft, as well as the natural boredom that
comes with flying 2-3 hour flights over water alone, led to my distraction and
subsequent failure to realize the deviation.

I fully understand the gravity of the situation. Had there been traffic or any other
number of things the results could have been bad. Going forward | have realized
the need to eliminate distractions in the cockpit. I had only recently started to read
in the cockpit in an effort to help keep my brain active so as to avoid being overly
drowsy or tired during the long cruise, something that naturally occurs with such
long overwater flights with little external stimuli.

Synopsis



An SA227 Pilot suffered an altitude excursion when the autopilot failed to maintain
his assigned altitude. The Pilot's immersion in a book prevented earlier detection of
the autopilot's failure to do his job.



Time / Day

Date : 201110
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ . Airport

State Reference : US

Relative Position.Distance.Nautical Miles : 15
Altitude.MSL.Single Value : 3000

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 10
Light : Dusk

Ceiling.Single Value : 4500

Aircraft

Reference : X

ATC / Advisory. TRACON : ZZZ
Aircraft Operator : Corporate
Make Model Name : Learjet 40
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Plan : IFR

Mission : Passenger

Flight Phase : Initial Approach
Route In Use : Visual Approach
Airspace.Class C : ZZZ

Component

Aircraft Component : Air/Ground Communication
Aircraft Reference : X
Problem : Improperly Operated

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck
Reporter Organization : Corporate
Function.Flight Crew : First Officer
Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Multiengine
Experience.Flight Crew.Total : 7850
Experience.Flight Crew.Last 90 Days : 60



Experience.Flight Crew.Type : 120

ASRS Report Number.Accession Number : 975758
Human Factors : Communication Breakdown
Human Factors : Human-Machine Interface
Human Factors : Situational Awareness

Human Factors : Workload

Human Factors : Fatigue

Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : ATC

Events

Anomaly.ATC Issue : All Types

Anomaly.Deviation - Procedural : Clearance

Detector.Person : Flight Crew

Detector.Person : Air Traffic Control

When Detected : In-flight

Result.Flight Crew : Returned To Clearance

Result.Flight Crew : Requested ATC Assistance / Clarification
Result.Flight Crew : Became Reoriented

Assessments

Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

After a very long day of flying, we were being vectored onto the ILS for 26L. We
were talking to Approach and knew that the next frequency would be the tower. |
dialed in the frequency into the back up and | must have hit the button to transfer
it to the active frequency. The pilot and | realized that something was not right
when we were not getting a lower altitude and then heard the tower giving a
clearance. | called in and confirmed that we were on the wrong frequency. Called
back to Approach and the Controller was not happy. Said that he was trying to get
us for the previous 10 miles and wanted to know where we had gone. The bottom
line is that both pilots in the cockpit were overly tired and that you make stupid
mistakes when you get into that condition. Need to be more observant when we
get into that condition.

Synopsis

A fatigued LR40 crew accidentally changed frequency from TRACON to Tower and
consequently upset the TRACON Controller and received a late descent clearance to
their destination.



Time / Day

Date : 201109
Local Time Of Day : 0001-0600

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Environment
Light : Dawn

Aircraft

Reference : X

Aircraft Operator : Fractional

Make Model Name : Light Transport, Low Wing, 2 Turbojet Eng
Crew Size.Number Of Crew : 2

Operating Under FAR Part : Part 91

Flight Plan : IFR

Mission : Passenger

Flight Phase : Parked

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Fractional

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 972548
Human Factors : Fatigue

Human Factors : Situational Awareness

Human Factors : Time Pressure

Human Factors : Workload

Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party?2 : Dispatch

Events

Anomaly.Other

Detector.Person : Flight Crew

When Detected : In-flight
Result.General : Work Refused
Result.Flight Crew : Became Reoriented

Assessments



Contributing Factors / Situations : Company Policy
Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

The night before our scheduled duty, the crew was assigned a predawn standby
next morning at TEB with no trips. While we were out to dinner we missed a few
calls by Dispatch and were notified that our next day had changed and now we had
trips with minimum rest. We had been put to rest at early evening and when |
pointed out the current time it was changed. We were to show up [before dawn]
with a reduced preflight and departure [time] to MVY. Then [we had] a reduced
turn time to depart to BOS. Weather was low ceilings with poor visibility and wet
runway conditions. Once we landed at BOS, we informed Dispatch that we had two
mechanical items (standby flight display malfunction and failed FMS). A short time
later, we were notified to post-flight that aircraft and then take a taxi to a nearby
airport, pre-flight a new aircraft and position it, then [fly] a live leg with passengers
on a short flight (which was our original plan). Because of the time constrains, we
had to try and get sleep and get to the airport by a predawn time. We were not
able to plan for food for the next day. Hotel is located in a busy urban area that is
prone to lots of noise. | was woken up at 2:30 AM with a police siren and the First
Officer had issues with a bad bed and poor air conditioning in his room that affected
his sleep. Overall, [we] were both starting the first flying day with sleep
deprivation. Add to the fact our last meal was early evening on the previous night
and we did not even have a chance to try arrange for food. With the change in
aircraft, we had to post-flight one aircraft then endure a one hour taxi ride in
metropolitan morning traffic to preflight a new airplane. All the while, we would
have rushed to complete four flight legs without the standard turn time of one
hour. Weather conditions were poor at all of our airports. The crew was sleep
deprived. Lots of pressure to perform already task saturated crew. SOPs were not
being adhered to concerning giving adequate time to preflight and post-flight an
aircraft; that puts time pressure on the crew. Crew was showing signs of sleep
deprivation and lack of nutrition. Time pressure was added, having to take a taxi in
a congested metropolitan traffic. We conducted a risk analysis chart and it showed
54 out of 75 and was in the red. Crew was concerned about the safety aspect of
finishing a duty day that is 10 hours in bad weather, sleep deprivation, and having
to rush to meet expected results by the company and the passengers. Mechanical
issues had deviated from SOP. By the time the duty day would have ended in mid
afternoon, the crew would not have had any nutrition for the past 21 hours. It was
decided that as a crew we could not guarantee a safe outcome. We decided to call
in fatigued to remove ourselves from flying duty for the rest of the day. Dispatch
Supervisor and the Flight Duty Officer were notified. We were removed from flying
duty and placed in a hotel for the rest of the day. Next day we flew a
transcontinental flight and swapped into a new airplane. This type of situation is
hard to predict and hard to avoid in advance. However, once the ball starts rolling
down hill, someone should work really hard to make sure it does not cascade down
to the pilots. Pilots will try very hard to achieve a goal once assigned. Best way to
avoid a situation is to remove the situation before it gets to the pilots.

Synopsis

A fractional crew removed themselves from a series of flights because during the
previous night, the morning's report time was changed. They had poor sleep and
no time for food between taxi trips and flights.



Time / Day

Date : 201109
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : TEB.Airport

State Reference : NJ

Relative Position.Angle.Radial : 240

Relative Position.Distance.Nautical Miles : 2.5
Altitude.MSL.Single Value : 1500

Environment

Flight Conditions : VMC
Light : Night

Aircraft

Reference : X

Aircraft Operator : Corporate
Make Model Name : Falcon 900
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Plan : IFR

Mission : Passenger

Flight Phase : Initial Climb
Route In Use.SID : RUUDY 2
Airspace.Class B : EWR
Airspace.Class D : TEB

Person : 1

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Corporate

Function.Flight Crew : First Officer

Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Multiengine
Experience.Flight Crew.Total : 9500
Experience.Flight Crew.Last 90 Days : 55
Experience.Flight Crew.Type : 600

ASRS Report Number.Accession Number : 967986
Human Factors : Fatigue

Human Factors : Confusion

Human Factors : Situational Awareness



Person : 2

Reference : 2

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Corporate

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Flight Instructor
Experience.Flight Crew.Total : 9800
Experience.Flight Crew.Last 90 Days : 80
Experience.Flight Crew.Type : 300

ASRS Report Number.Accession Number : 968646
Human Factors : Fatigue

Human Factors : Confusion

Human Factors : Situational Awareness

Events

Anomaly.Deviation - Altitude : Overshoot
Anomaly.Deviation - Altitude : Crossing Restriction Not Met
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : Clearance
Detector.Person : Flight Crew

Detector.Person : Air Traffic Control

When Detected : In-flight

Result.Flight Crew : Returned To Clearance

Result.Flight Crew : Became Reoriented

Result.Air Traffic Control : Issued Advisory / Alert

Assessments

Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Primary Problem : Human Factors

Narrative: 1

On initial departure from TEB on the RUUDY 2 SID, the pilot flying had in his mind
that the initial altitude at WENTZ intersection was "at or above" 1,500 FT MSL and
the climb to and maintain hard altitude was 2,000 FT MSL. Prior to reaching WENTZ
intersection, 1,500 FT was reached and passed by a few hundred feet climbing to
2,000 FT. It was realized upon check-in with New York Departure Control that
1,500 FT was the hard altitude until passing WENTZ intersection, then a climb to
2,000 FT is authorized. Traffic was then called out by ATC. The traffic was in sight
with no conflict or TCAS TA, etc. An immediate altitude correction was made with a
descent back down to 1,500 FT. Then, due to this increased workload, the next
altitude assigned was in question and a late climb to 2,000 FT was initiated. After
these events the remainder of the SID was completed successfully. Upon further
evaluation after landing at the destination airport, it was determined that due to
the complexity and unfamiliarity of the SID, most of the focus was placed on
briefing the fixes, the various turns to headings and courses, and the
misinterpretation of the previously described "at or above"” 1,500 FT vs. the hard
climb to and maintain 1,500 FT. The pilot flying was mentally determined to meet
1,500 FT before WENTZ intersection on the way to 2,000 FT. The non-flying pilot



was too busy with aircraft configuration changes, radio frequency changes, etc. to
catch the error until after it occurred. In addition, this all occurred after a long duty
day with multiple legs. To prevent this occurrence the RUUDY TWO SID could be
simplified, but more importantly, emphasis could be placed on the use of the
vertical navigation (VNAV) function of the FMS as well as the lateral navigation
(LNAV). A more complete briefing could also have been accomplished to include
more detailed explanation of vertical limits, etc. so there was no ambiguity. ATC
could also remind aircraft of initial "climb to and maintain 1,500 FT until crossing
WENTZ intersection” altitudes upon issue of the takeoff clearance. This would be a
rather large clue-in to discrepancies.

Narrative: 2

Departed TEB Runway 24 on RUUDY2. Approximately 3 miles prior to WENTZ,
failed to level off at 1,500 FT MSL and temporarily climbed to an altitude between
1,700 FT and 1,800 FT MSL. Upon realizing this, immediately descended back to
1,500 FT MSL and flew the remainder of the departure procedure as depicted. Am
not aware of any conflicts.

In retrospect, | focused more on flying the depicted course while maintaining
airspeed below 190 KTS (as required for Runway 24) and temporarily missed the
initial level off altitude.

In the future, | plan on utilizing the autopilot for this procedure as well as any
others that contain such stringent requirements.
Synopsis

Falcon 900 First Officer describes the factors surrounding an altitude overshoot at
WENTZ during the RUUDY 2 departure from TEB.



Time / Day

Date : 201107
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : SMO.Airport
State Reference : CA

Relative Position.Angle.Radial : 212
Altitude.MSL.Single Value : 1200

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 10
Light : Daylight

Ceiling.Single Value : 2000

Aircraft

Reference : X

ATC / Advisory.Tower : SMO
Aircraft Operator : Corporate

Make Model Name : Medium Transport, Low Wing, 2 Turbojet Eng
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Plan : IFR

Mission : Passenger

Nav In Use : GPS

Flight Phase : Final Approach
Airspace.Class B : LAX

Component

Aircraft Component : Altitude Alert
Aircraft Reference : X
Problem : Improperly Operated

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Corporate
Function.Flight Crew : Pilot Flying
Function.Flight Crew : Captain
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Multiengine
Experience.Flight Crew.Total : 6800
Experience.Flight Crew.Last 90 Days : 100
Experience.Flight Crew.Type : 1300



ASRS Report Number.Accession Number : 959477
Human Factors : Communication Breakdown
Human Factors : Human-Machine Interface
Human Factors : Situational Awareness

Human Factors : Training / Qualification

Human Factors : Fatigue

Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : Flight Crew

Events

Anomaly.Deviation - Altitude : Excursion From Assigned Altitude
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Inflight Event / Encounter : CFTT / CFIT
Detector.Person : Air Traffic Control

Miss Distance.Vertical : 1200

When Detected : In-flight

Result.Flight Crew : Took Evasive Action

Result.Flight Crew : Returned To Clearance

Result.Air Traffic Control : Issued Advisory / Alert

Assessments

Contributing Factors / Situations : Company Policy

Contributing Factors / Situations : Environment - Non Weather Related
Contributing Factors / Situations : Human Factors

Contributing Factors / Situations : Procedure

Primary Problem : Procedure

Narrative: 1

During the VOR/GPS A approach to Runway 21 at SMO, we received a call from the
SMO Tower stating an altitude alert had been triggered for us. | immediately
leveled off at approximately 1,200 MSL as my co-pilot and | worked to determine if
we had a problem. We were in VMC conditions at that time and descending to the
Circling MDA of 1,120. We called the runway in sight and were cleared to land on
Runway 21 at SMO. In reflection after landing, my co-pilot and | reached the
conclusion that we must have mis-identified the BEVEY Intersection (6.7 DME fix)
and begun the descent to MDA prematurely. Company SOP is to fly non-precision
approaches with a constant descent angle whenever possible. We normally use the
aircraft's VNAV function to accomplish this. The co-pilot with me that day is
relatively new in the aircraft and new to our company. While we had accomplished
training in the aircraft and Company SOP's were distributed to him along with
ground school concerning Company procedures and aircraft SOPs, he is still
becoming comfortable with procedures that are substantially different from those of
his former company. The result being that the VNAYV did not capture because the
AAS was not reset from our assigned initial altitude of 4,000 FT. | was attempting
to recapture the VNAV angle and thought | was inside BEVEY Intersection and could
continue the descent to 1,120 FT at CULVE. Company SOP is designed with strict
procedures for resetting the AAS and callouts for 1APs. | can only speculate that |
became fixated on recapturing the VNAV descent angle and lost situational
awareness as to the aircraft position on the approach. ATC had vectored us inside
the Initial Approach Fix (DARTS) and at our altitude of 4,000 FT any delay in
beginning our descent quickly put us well above the descent path. The SOPs our
company uses being so different from the co-pilot's former company contributed to



his confusion during a time compressed situation and is a contributing factor to the
breakdown of crew coordination during the approach. We had been flying a
demanding schedule in adverse weather during the week prior to this event, and
fatigue may have also been a contributing factor. Because the co-pilot was new, |
should have been more thorough during my briefing of the approach and reviewing
SOP, callouts and the co-pilot duties. If the AAS had been set to the MDA when we
intercepted the final approach course, we would not have missed the top of descent
point, which prompted me to try to recapture the VNAV angle.

Synopsis

SMO Tower issued a Low Altitude Alert to a corporate jet crew after their aircraft
descended below the VOR/GPS A altitude restraint prior to BEVEY Intersection. The
new First Officer had not set the altitude alerter per SOP.



Time / Day

Date : 201106
Local Time Of Day : 1201-1800

Place
Altitude.AGL.Single Value : 300

Environment

Flight Conditions : VMC
Light : Daylight
Ceiling : CLR

Aircraft

Reference : X

Aircraft Operator : Air Taxi

Make Model Name : A109 All Series
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Flight Plan : VFR

Mission : Ambulance

Flight Phase : Initial Climb

Route In Use : Direct
Airspace.Class G : ZZZ

Component

Aircraft Component : Engine Control
Aircraft Reference : X
Problem : Improperly Operated

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Pilot Flying

Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Rotorcraft
Experience.Flight Crew.Total : 6000
Experience.Flight Crew.Last 90 Days : 40
Experience.Flight Crew.Type : 6000

ASRS Report Number.Accession Number : 954870
Human Factors : Fatigue

Human Factors : Situational Awareness

Human Factors : Time Pressure

Human Factors : Confusion



Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Deviation - Procedural : Published Material / Policy
Detector.Person : Flight Crew

When Detected : In-flight

Result.Flight Crew : Became Reoriented

Result.Flight Crew : Took Evasive Action

Assessments

Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

After lift off from a field site on a medical transport for the flight to the receiving
hospital, | was configuring the aircraft for cruise flight to include landing gear,
parking brake off, and rotor rpm. | was about to make the radio call to the flight
dispatch when there was a change in engine noise. A quick check of instruments
showed that an engine had gone into idle. I check the engine control switch and
saw that it was in the idle position. | immediately returned it to flight. The engine
power was restored and the mission was completed. This was the fifth flight of the
12 hour shift and the second consecutive medical scene flight before returning to
the base hospital. | do not recall how and when | moved the engine control switch.

I reported this serious incident to the Chief Pilot, and notified the company Safety
Officer.

Synopsis

After takeoff on the fifth flight during a 12 hours shift, an Agusta 109E helicopter
pilot inadvertently moved the Engine Control Switch to the Idle position. He caught
the error quickly when the engine sound changed.



Time / Day

Date : 201105
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : VGC.Airport
State Reference : NY
Altitude.MSL.Single Value : 2200

Environment

Flight Conditions : VMC

Weather Elements / Visibility : Rain
Weather Elements / Visibility.Visibility : 6
Light : Daylight

Ceiling.Single Value : 1100

Aircraft

Reference : X

ATC / Advisory.CTAF : VGC

Aircraft Operator : Fractional

Make Model Name : Medium Transport, Low Wing, 2 Turbojet Eng
Crew Size.Number Of Crew : 2

Operating Under FAR Part : Part 91

Flight Plan : IFR

Mission : Ferry

Nav In Use : GPS

Nav In Use.Localizer/Glideslope/ILS : Runway 17
Flight Phase : Initial Approach

Airspace.Class G : ZBW

Person : 1

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Fractional

Function.Flight Crew : Pilot Flying

Function.Flight Crew : First Officer
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 949134
Human Factors : Workload

Human Factors : Training / Qualification

Human Factors : Fatigue

Human Factors : Confusion

Human Factors : Situational Awareness

Analyst Callback : Completed

Person : 2



Reference : 2

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Fractional

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 949135
Human Factors : Workload

Human Factors : Situational Awareness

Human Factors : Fatigue

Human Factors : Confusion

Human Factors : Training / Qualification

Events

Anomaly.Deviation - Altitude : Excursion From Assigned Altitude
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : Clearance

Anomaly.Inflight Event / Encounter : CFTT / CFIT
Detector.Person : Flight Crew

When Detected : In-flight

Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Chart Or Publication
Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

My Captain and | were scheduled to fly to VGC. The preparation for this ferry flight
was a little more detailed than most. Both of us were unfamiliar with VGC and
spent some time reviewing the charts and climb performance before we left. One of
our main concerns was the length of the runway being only 5,300 FT in VGC and
the fact that performance would be tight for the subsequent takeoff on our second
leg of the trip. We also knew that the weather was marginal for landing and we
would need the lowest approach available considering the winds. We received our
clearance, taxied out and determined that the entire flight would be IFR. Some
discussion was made between the two of us that Runway 17 would be in use at
VGC. The en-route portion of our trip was relatively short and busy trying to get the
updated weather, and setting up for the approach. Again we both thought that
Runway 17 was our best bet and we wanted the lowest approach available. We
were queried by the Controller what approach we wanted to shoot, and we stated
we wanted the RNAV Z 17, He queried us if we did not mean the RNAV Y approach
to 35, but when we restated our request, he cleared us for the RNAV GPS Z
Runway 17 approach. We had already set up and briefed this RNAV GPS Z Runway
17 approach. While reviewing the chart | failed to realize or state that this approach
was an RNAV GPS LPV approach and not the normal RNAV GPS LNAV. Evidently the
Captain also missed this fact.

We flew the approach as if it were LNAV only, using the fixes on the chart and the
minimums listed. The ceiling at the time was 1,100 overcast and good visibility, so
we broke out nearly 4 miles from the field and were in visual conditions. It was at



this point that we received a GPWS warning of "terrain, terrain”, that led to a pull
up warning. Both the Captain and | confirmed that we were in good visual
conditions having both the airport and all terrain in sight. We continued with the
approach and landed safely on Runway 17. A discussion between the crew and the
Assistant Chief Pilot (ACP) on duty later that evening revealed our mistake. We had
mistakenly shot the RNAV GPS Z LPV approach to Runway 17 instead of the GPS
RNAV Y approach to Runway 35. | feel there were several things that led to this
error. First, | personally was concerned about the performance issues for the next
leg and spent too much time worried about whether we would meet it or not. |
should have given a more detailed look at the approach chart during the briefing
and realized that there was no final approach fix for this approach, or LNAV only
minimums. We had talked about Runway 17 as the favored runway several times
and this led to its selection as the best option for our approach. (It was the only
approach for that runway). The days preceding this trip were filled with multiple
delays, storms and bad weather leading to the possibility of some fatigue, though 1|
did not feel particularly fatigued at the time of this trip. From now on, | will be sure
that there is a final approach fix (X) listed and published on the chart, and insure
that there are LNAV minimums for the approach with step downs listed. We also
should have questioned our actions when the controller questioned our initial
intentions. | also think that a different NAME or Wording for the RNAV GPS LPV
approach identification could be used to accentuate the difference of this approach
from its LNAV counterpart. (Example being RNAV GLIDESLOPE ONLY). By both
charts having the same beginning title as RNAV GPS leads to confusion. More
diligence on our part should have prompted us to review it again.

Callback: 1

The reporter stated that because of the weather the crew was determined to fly a
south landing approach. They became confused because the short flight segment
they had flown did not allow them time to re brief the approach and see that it was
an LPV with vertical guidance. They set the approach up as an LNAV/VNAV,
selected the minimum LPV DA 325 FT in the altitude set window and after the Final
Approach Fix descended to that altitude which put them below the theoretical glide
path resulting in a TERRAIN alert. The Reporter also commented that the chart
titles RNAV (GPS) Y, RNAV (GPS) Z, and so on, are not descriptive enough to allow
some preview alerting the crew to expect various type(s) of RNAV GPS approaches
on that chart.

Narrative: 2

Once on the ground, we thought something was erroneous with either the software
or the GPWS system. | called Dispatch to have them notify the appropriate
departments. It wasn't until that evening when the Assistant Chief Pilot called and
left me a message wanting the details of the approach did | discover our error. |
called Dispatch and had them email me the approach plate. Once | reviewed it, it
was clear as day, the mistake was ours. Both of us missed the minimums stating
LPV. I believe this oversight on our part could have been avoided if we would have
taken the time to do a full approach brief. As mentioned earlier, it was a short flight
with a high task load due to the weather and airspace, to an unfamiliar airport. |
should have thoroughly reviewed all of the approaches available to us prior to
commencing the approach.

Synopsis



A crew flew the VGC RNAV Z Runway 17 LPV approach, descended below the
vertical path and received a terrain warning because they did not realize the
approach was not a RNAV GPS LNAV approach.



Time / Day

Date : 201105
Local Time Of Day : 1201-1800

Place
Altitude.AGL.Single Value : O

Aircraft

Reference : X

Aircraft Operator : Air Taxi

Make Model Name : Any Unknown or Unlisted Aircraft Manufacturer
Crew Size.Number Of Crew : 1

Operating Under FAR Part : Part 135

Mission : Passenger

Flight Phase : Parked

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Pilot Flying

Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Air Transport Pilot (ATP)
Experience.Flight Crew.Total : 10000
Experience.Flight Crew.Last 90 Days : 150
Experience.Flight Crew.Type : 2000

ASRS Report Number.Accession Number : 948154
Human Factors : Fatigue

Events

Anomaly.No Specific Anomaly Occurred : All Types
Detector.Person : Flight Crew

When Detected : Pre-flight

Result.General : Work Refused

Assessments

Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

Flew a 4 day trip blocked for 22.5 hours and were assigned subsequent 23.5 hour 4
day trip scheduled less than 24 hours at home. No protection from 30 in 7 FAR as
hard time in the seat was less than 30 hours (29). No consideration given for
deadhead flying (trips included credit time for 3 scheduled transcons/15 hours of



riding around in the back of full airplanes). Not rested enough to do back to back 4
day trips (44+ hours)--just couldn't sign the release in good conscience.

Synopsis

Air Taxi Captain describes fatiguing back to back four day trips that result in a
fatigue.



Time / Day

Date : 201105
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US
Altitude.MSL.Single Value : 1400

Environment

Flight Conditions : Mixed

Weather Elements / Visibility : Rain
Weather Elements / Visibility.Visibility : 10
Light : Night

Ceiling.Single Value : 2200

Aircraft

Reference : X

ATC / Advisory.Tower : ZZZ

Aircraft Operator : Air Taxi

Make Model Name : Embraer Phenom 100
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 135
Flight Plan : IFR

Mission : Passenger

Nav In Use : GPS

Flight Phase : Final Approach
Airspace.Class D : ZZZ

Person : 1

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : First Officer

Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Air Transport Pilot (ATP)
Experience.Flight Crew.Total : 3500
Experience.Flight Crew.Last 90 Days : 30
Experience.Flight Crew.Type : 70

ASRS Report Number.Accession Number : 946867
Human Factors : Workload

Human Factors : Time Pressure

Human Factors : Situational Awareness



Human Factors : Fatigue

Human Factors : Communication Breakdown
Human Factors : Physiological - Other
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : Flight Crew

Person : 2

Reference : 2

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi
Function.Flight Crew : Captain
Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Flight Engineer
Qualification.Flight Crew : Multiengine
Experience.Flight Crew.Total : 5500
Experience.Flight Crew.Last 90 Days : 50
Experience.Flight Crew.Type : 25

ASRS Report Number.Accession Number : 946867
Human Factors : Time Pressure

Human Factors : Situational Awareness
Human Factors : Fatigue

Human Factors : Distraction

Human Factors : Workload

Events

Anomaly.Deviation - Altitude : Excursion From Assigned Altitude
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : Clearance

Anomaly.Inflight Event / Encounter : CFTT / CFIT
Detector.Person : Air Traffic Control

When Detected : In-flight

Result.Flight Crew : Took Evasive Action

Result.Flight Crew : Returned To Clearance

Result.Flight Crew : Became Reoriented

Result.Air Traffic Control : Issued Advisory / Alert

Assessments

Contributing Factors / Situations : Environment - Non Weather Related
Contributing Factors / Situations : Human Factors

Contributing Factors / Situations : Weather

Primary Problem : Human Factors

Narrative: 1

While on a RNAV GPS Runway 33 approach at night, the Captain and | became
disoriented and started to descend to the MDA prior to the FAF. We thought we had
already passed the FAF but in reality had only passed the intersection before. Four
miles from the FAF, Tower notifies us of a low altitude alert and to immediately
climb to the published altitude. We acknowledged the instruction and immediately
corrected our altitude. The published altitude for that segment of the approach was



2,000 FT and we had descended to 1,400 FT. There were several causal factors for
this event.

1. The first was a long duty day. We had already flown roughly eight hours during
the course of the day and this was our fourth leg and last leg home. It was dark,
and we were tired for sure.

2. During the final leg to our destination, ATC gave us multiple route changes,
speed assignments, vectors and a last minute change to the arrival. There was
insufficient time to properly configure and brief the approach and corresponding
altitudes.

3. Night time. There was some anxiety about getting below the clouds because
there are some unique runway conditions currently at this airport. The first 2,000
FT of the runway were unusable do to routine maintenance and we wanted to make
sure we identified the runway early so we could visually verify the new touchdown
point.

4. The morning and afternoon thunderstorms in the vicinity challenged us during
the course of the day, and they left behind pockets of moderate precipitation and
turbulence for the arrival. We were tasked to keep clear of the weather cells and
keep up with rapidly changing ATC instructions.

5. Nourishment. We had each eaten a scant breakfast, taken a late lunch, and
completely skipped dinner due to flight requirements. | made several comments
that 1 was ready to get down so | could find a place to get something to eat.

Looking back at this event, I am most grateful to the safeguards placed within the
ATC system. Had we not received the low altitude alert, the history of this
particular flight could have been much worse. As the day progressed during long
flight legs in rough weather | began to slowly lose my focus and attention to fine
detail. Admittedly | was spent. | was safe within legal duty and rest limits, but the
anxiety of the trip the night before coupled with the long duty day, dulled my
senses and allowed me to slip into a near-lethal combination of get-home-itis and
complacency. | can see now a few variables | could change to prevent this from
happening again in the future. First, advise ATC that we need delay vectors to
prepare properly for the approach. I know that is a wildly unpopular choice in a
very crowded and busy airspace, however it could have afforded us the opportunity
to brief and prepare for the approach. Secondly, make sure that | take a moment
to get some nourishment before | embark on a full day of flying. Third, make sure |
confirm with the other pilot is fully briefed and ready to commence the approach.
Finally, make sure that | get proper rest the night before | embark on a long day of

flying.
Narrative: 2

This event has a well defined error chain. The event was a descent to the final
approach MDA before reaching the final approach segment. An altitude alert was
sounded by ATC and relayed to the aircraft. Immediate action was taken to re-
establish the correct altitude on the approach segment. The factors leading up to
the event are also not new. They include a fifteen day on and three day off
schedule, long leg length with quick turns in between without catering or time to
eat. Other factors include "legal” duty period but work load out side the aircraft
allowing five to six hours of sleep. | this case | had five hours of sleep because
there was inadequate time to prepare for the trip. This trip was in a new airplane
departing from a new facility with a contract pilot | had never met. Other factors
are | have low time in the aircraft (less than 30 hour). The route of flight for the
trip the day before was four short legs which left very little time for planning. The
route of flight on the day of the event was two long and two short legs. The trip



started with heavy rain and thunderstorms in the vicinity. There was time for lunch
on the West Coast but no catering was ordered through the dinner hours. The last
leg required an instrument approach at night. The approach was rushed and not
briefed well. | was tired and descended too soon but, made an immediate
correction to the proper altitude. The solution to the problem may very well be to
find a new job with a sane work rotation.

Synopsis

A fatigued and hungry E50P (Embraer Phantom) crew descended toward the MDA
one fix before the FAF and received an ATC low altitude alert which caused them to
regain situational awareness on the night approach in weather. Both pilots had less
than 100 hours in type.



Time / Day

Date : 201104
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : TEB.Airport
State Reference : NJ
Altitude.MSL.Single Value : 2500

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft

Reference : X

ATC / Advisory. TRACON : N90O
Aircraft Operator : Fractional

Make Model Name : Light Transport, Low Wing, 2 Turbojet Eng
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Plan : IFR

Mission : Ferry

Flight Phase : Initial Climb

Route In Use.SID : TEB6
Airspace.Class B : EWR

Component

Aircraft Component : Altimeter
Aircraft Reference : X
Problem : Improperly Operated

Person : 1

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Fractional

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 945549
Human Factors : Workload

Human Factors : Fatigue

Human Factors : Distraction

Human Factors : Situational Awareness

Person : 2



Reference : 2

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Fractional

Function.Flight Crew : Pilot Not Flying
Function.Flight Crew : First Officer
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 945012
Human Factors : Distraction

Human Factors : Confusion

Human Factors : Workload

Events

Anomaly.Deviation - Altitude : Overshoot
Anomaly.Deviation - Altitude : Crossing Restriction Not Met
Anomaly.Deviation - Speed : All Types

Anomaly.Deviation - Procedural : Clearance
Anomaly.Deviation - Procedural : Published Material / Policy
Detector.Person : Air Traffic Control

When Detected : In-flight

Result.Flight Crew : Returned To Clearance

Result.Air Traffic Control : Issued New Clearance

Result.Air Traffic Control : Issued Advisory / Alert

Assessments

Contributing Factors / Situations : ATC Equipment / Nav Facility / Buildings
Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

I was the PIC flying with a PIC qualified Co-captain. This was day 6 of 7, but our
first day on this tail number. Previous night | didn't sleep well because of loud
traffic noise at the hotel. | wasn't concerned about the noise or fatigue, [because]
the previous brief had us traveling home by airline [and] it was my last scheduled
work day. When | woke up, | saw the brief had us ferrying the airplane, then
airlining home. Although | was a bit tired, the weather was good and it was only
one leg. We arrived at the plane at XA:00. During the preflight | found three
discrepancies that were MEL'ed: the airplane needed a few stock items, [chart]
updates and the oxygen needed service. The Co-captain acquired the stock items
and the latest [charts]. After the aircraft was fueled, | arranged for oxygen service
and sent the MELs to Maintenance. By the time | got the MELs faxed to us and in
the book we were 10 minutes past scheduled take off time. | sent in a late message
on the [phone]. | got in the cockpit and we briefed departure, weather, route of
flight, NOTAMs, anticipated taxi plan, etc. The initial plan was to takeoff on Runway
6 and fly the RUUDY 2 Departure. Just after we started our taxi, the Ground
Controller informed us of a runway change and a new ETD. The new ETD was for
XA:56, 30 minutes in the future. The Ground Controller told us to taxi via Q, right
on G, left on L, left on C, hold short of Q. New departure [for] Runway 24 and the
TEB 6 Departure. When we got to [Taxiway] Q, | asked the Controller if we could
shut an engine down to preserve fuel. He said that would be fine [and] would call
us back 5 minutes prior to taxi. At this point I felt I finally had a minute to relax
[and] | started reviewing everything that had happened and remembered that we



needed a re-release from Dispatch because of the MELs. | called the Dispatcher and
was on hold for about 5 minutes. We got our new release and reviewed it. At about
this time a new Controller came on and gave us taxi instructions. | told him it
would be about 5 minutes as we had an engine shut down. After getting the engine
started and a new taxi clearance we taxied to Runway 24. We got our takeoff
clearance and flew the TEB 6 Departure as described. When | checked on with New
York Departure | gave our indicated altitude, he said roger, gave us an aircraft
advisory and said check altitude. Our altitude appeared to be correct. The
Controller then asked me my assigned altitude, | said 1,500 FT. He then gave me
the current altimeter setting. It was only then that | recognized that we had the
wrong altimeter setting. We had 29.48 [and] the correct altimeter was 30.48. We
were 1,000 FT feet high. The Controller then gave us a climb and nothing was ever
said. During our ascent we inadvertently exceeded the 200 KT [restriction] below
class B airspace. The airspeed went as high as 250 KTS. The rest of the flight | was
pre-occupied with how this had happened. | obviously hadn't a good look at the
altimeter the entire 30 minutes we were taxiing. If so | would have recognized that
the altimeter indicated we were below sea level. | have read of humerous accidents
that happened on approaches with the wrong altimeter setting and | normally cross
check the final approach fix altitude against the planes indicated altitude. I will now
check the aircrafts indicated altitude against field elevation during the flight
instruments check on the before-taxi checklist. 1 evaluated my fatigue level prior to
flying and thought | was good, but after the Maintenance actions, [getting the
latest charts], taxiing, and altitude deviation | realize | was too tired to fly safely.

Narrative: 2

There were multiple distractions that hindered us; MEL items, [charts] out of date,
airplane not stocked, a dirty airplane that we knew we were turning over to another
crew at our destination. I'm sure some "get-home-itis" was in there too. The
automated ATIS voice at TEB is somewhat hard to understand. If | had gotten our
clearance via PDC, 1 would have been required to verify my squawk and altimeter
setting with Clearance prior to departure; that didn't happen. The changing of
runways and departures didn't help. However, it boils down to diligence. | should
have compared the altimeter setting to the airfield. 1 had at least a couple of
opportunities to hear the correct altimeter setting over the radio, but | heard what |
expected to hear other than the truth. Lastly, my partner could have caught the
mistake. For whatever reason, none of this happened. Lesson learned. | will never
block out without checking the altimeters against the field elevation again.
Thankfully, there was no other traffic that we conflicted with and VMC conditions
existed at the time.

Synopsis

A fraction airline crew departed on the TEB 6 SID from Runway 24 with an incorrect
altimeter which made them 1,000 FT high. After ATC corrected the error, the
distracted crew then they exceeded 200 KTS while climbing to a new assigned
altitude.



Time / Day

Date : 201101
Local Time Of Day : 1801-2400

Place

Locale Reference.ATC Facility : ZZZ.ARTCC
State Reference : US
Altitude.MSL.Single Value : 6000

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 10
Light : Night

Ceiling.Single Value : 12000

Aircraft

Reference : X

ATC / Advisory.Center : ZZZ
Aircraft Operator : Corporate

Make Model Name : PA-31 Navajo/Chieftan/Mojave/T1040
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Flight Plan : IFR

Mission : Cargo / Freight

Flight Phase : Cruise

Route In Use : Direct
Airspace.Class E : ZZZ

Component

Aircraft Component : Qil Filler Cap
Aircraft Reference : X
Problem : Improperly Operated

Person

Reference : 1

Location Of Person.Aircraft @ X
Location In Aircraft : Flight Deck
Reporter Organization : Corporate
Function.Flight Crew : Captain
Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Instrument
Experience.Flight Crew.Total : 6200
Experience.Flight Crew.Last 90 Days : 300
Experience.Flight Crew.Type : 2100



ASRS Report Number.Accession Number : 929720
Human Factors : Situational Awareness

Human Factors : Fatigue

Human Factors : Distraction

Events

Anomaly.Aircraft Equipment Problem : Critical
Detector.Person : Flight Crew

When Detected : In-flight

Result.General : Maintenance Action

Result.Flight Crew : Landed in Emergency Condition
Result.Flight Crew : Inflight Shutdown

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Primary Problem : Human Factors

Narrative: 1

During my preflight | left the oil dipstick between the propeller and the engine
cowling while I placed oil into the aircraft. Another plane on the ramp started up
next to mine and | became distracted. After the oil finished draining from the
container, | threw away the empty bottle and left the oil access door open. While |
was away, apparently the dipstick fell onto the ground. When | returned | thought |
had replaced the dipstick into the engine so | shut the open door. The flight
seemed normal until | was fifty miles out. | noticed at this time that my left engine
had a dramatic loss of power. | immediately checked my oil pressure gauge and
noted falling oil pressure on the left engine. | verified that it was my left engine
losing power and shut it down and secured it. | notified ATC of my problem. |
continued to destination and performed an uneventful single-engine landing. Once
in the ramp area, | noted that the entire left engine cowling was covered in a thick
film of oil. I checked under the access door for the oil dipstick and discovered that
the oil dipstick was missing. | called the FBO at the departure airport and a line guy
informed me that they had found an oil dipstick on the ramp after | left.

After a complete inspection by a qualified A&P Maintenance Technician, the engine
was not damaged in any way due to the quickness of the shutdown. Because of the
26 hours (including eight hours in actual instrument conditions with multiple
approaches) of flying in the previous four days, and a rough commute to work, |
was very tired on the day that the incident occurred. | believe that the amount of
stress and work mitigated my abilities to function as competently as | normally do.
The way that | can prevent similar situations from arising in the future is to find a
way to get more rest in between flights and force myself to notice smaller details
that can easily be overlooked. Also, when | place oil into the engine, | hold onto the
dipstick in order to verify that | replace it properly into the engine before | fly.

Synopsis

PA31 pilot forgot to replace the dipstick after adding oil to one engine. Fifty miles
from destination a dramatic power loss is noted along with falling oil pressure, the
engine was subsequently shut down. An uneventful landing ensued at the
destination.



Time / Day

Date : 201012
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : ZZZ.Airport

State Reference : US

Relative Position.Distance.Nautical Miles : 15
Altitude.MSL.Single Value : 1000

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 30
Light : Daylight

Ceiling.Single Value : 12000

Aircraft

Reference : X

ATC / Advisory. TRACON : ZZZ
Aircraft Operator : Air Taxi

Make Model Name : Caravan Undifferentiated
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Flight Plan : IFR

Mission : Cargo / Freight

Flight Phase : Initial Approach

Flight Phase : Descent

Route In Use : Vectors
Airspace.Class B : ZZZ

Component

Aircraft Component : Altitude Hold/Capture
Aircraft Reference : X
Problem : Malfunctioning

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Pilot Flying

Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Instrument
Experience.Flight Crew.Total : 3597



Experience.Flight Crew.Last 90 Days : 156
Experience.Flight Crew.Type : 979

ASRS Report Number.Accession Number : 925210
Human Factors : Situational Awareness

Human Factors : Fatigue

Human Factors : Distraction

Events

Anomaly.Aircraft Equipment Problem : Less Severe
Anomaly.Deviation - Altitude : Overshoot
Anomaly.Deviation - Procedural : Clearance
Anomaly.Inflight Event / Encounter : CFTT / CFIT
Detector.Person : Air Traffic Control

When Detected : In-flight

Result.Flight Crew : Became Reoriented
Result.Flight Crew : Returned To Clearance

Assessments

Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

I had just completed a long night of cargo flights. It was in the morning on my last
leg into my home base. ATC was vectoring me in for a visual approach. They had
told me to descend to 1,500 FT. | had 1,500 FT put into the autopilot and it should
have leveled off at that altitude. For some reason it did not and | continued down
to almost 1,000 FT without noticing. At that point ATC said, "Say altitude.” |
noticed my mistake, started a climb, and responded, "Correcting to 1,500 FT." As |
was climbing through 1,400 FT on [the] way back to 1,500 FT ATC gave me the
altimeter setting and asked what my altitude was. | responded, "Showing 1,400 FT
now." | had become distracted with something on my phone. In combination with
mild fatigue this caused me to descend through my altitude without noticing. |
would like to think I would have noticed before I hit the water, but maybe not. If it
were not for ATC asking about my altitude this could have been a deadly situation.
This was a forceful lesson for me to keep unnecessary distractions in check while
flying, especially during the non-cruise phases, and especially when fatigue may be
a factor. This also was a good reminder to not become too reliant on the autopilot.

Synopsis

A C208 autopilot failed to capture the 1,500 FT altitude select. As the aircraft
approached 1,000 FT ATC asked the mildly fatigued and distracted pilot about his
altitude reorienting him and possibly preventing an accident.



Time / Day

Date : 201011
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : TEB.Airport
State Reference : NJ
Altitude.MSL.Single Value : 2000

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 10
Light : Night

Ceiling.Single Value : 5000

Aircraft

Reference : X

ATC / Advisory. TRACON : N9O
Aircraft Operator : Corporate
Make Model Name : Falcon 900
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Plan : IFR

Mission : Passenger

Flight Phase : Initial Climb
Route In Use.SID : TEB
Airspace.Class B : EWR

Component

Aircraft Component : Altitude Hold/Capture
Aircraft Reference : X
Problem : Improperly Operated

Person

Reference : 1

Location Of Person.Aircraft @ X

Location In Aircraft : Flight Deck

Reporter Organization : Corporate

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
Experience.Flight Crew.Total : 13000
Experience.Flight Crew.Last 90 Days : 75
Experience.Flight Crew.Type : 800

ASRS Report Number.Accession Number : 921444
Human Factors : Human-Machine Interface



Human Factors : Situational Awareness
Human Factors : Workload
Human Factors : Fatigue

Events

Anomaly.Deviation - Altitude : Overshoot
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : Clearance
Detector.Person : Flight Crew

When Detected : In-flight

Result.Flight Crew : Returned To Clearance

Result.Flight Crew : Became Reoriented

Assessments

Contributing Factors / Situations : Airport
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Primary Problem : Human Factors

Narrative: 1

Departing TEB Runway 24. Cleared to fly the RNAV departure which requires a level
off at 1,500 for a short distance and then a climb to 2,000. I normally manually fly
and navigate this procedure, but the pilot not flying said that | should engage the
FMS NAYV for guidance. | did this but failed to also engage the vertical guidance. |
expected the Flight Director to command a level-off at 1,500 FT, but it instead
climbed to the altitude set in the altitude select. | realized what had happened, and
returned to 1,500 FT. Factors: Fatigue - | had been up all day and was getting
tired. Change of procedure - | was used to hand flying the old SID. In addition to
the new type of procedure (RNAV), | also tried to use a seldom used procedure.
Cause: Failed to properly program the flight guidance system.

Synopsis

A FA900 Captain flying the TEB Runway 24 RNAV engaged LNAV but failed to
engage VNAV and the aircraft leveled at 2,000 FT before being descended back to
1,500 FT. Fatigue was cited as an issue.



Time / Day

Date : 201010
Local Time Of Day : 0001-0600

Place

Locale Reference.Airport : SLC.Airport
State Reference : UT

Relative Position.Angle.Radial : 161
Altitude.MSL.Single Value : 10000

Environment

Flight Conditions : VMC
Weather Elements / Visibility.Visibility : 10
Light : Daylight

Aircraft

Reference : X

ATC / Advisory.TRACON : S56
Aircraft Operator : Corporate
Make Model Name : P180 Avanti
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Plan : IFR

Mission : Passenger

Flight Phase : Initial Approach
Route In Use : Vectors
Airspace.Class B : SLC

Component

Aircraft Component : Navigational Equipment and Processing
Aircraft Reference : X
Problem : Malfunctioning

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Corporate
Function.Flight Crew : First Officer
Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Multiengine
Experience.Flight Crew.Total : 5650
Experience.Flight Crew.Last 90 Days : 175
Experience.Flight Crew.Type : 175



ASRS Report Number.Accession Number : 921121
Human Factors : Workload

Human Factors : Situational Awareness

Human Factors : Fatigue

Events

Anomaly.Aircraft EqQuipment Problem : Less Severe
Anomaly.Deviation - Altitude : Excursion From Assigned Altitude
Anomaly.Deviation - Track / Heading : All Types
Anomaly.Deviation - Procedural : Clearance

Detector.Person : Flight Crew

When Detected : In-flight

Result.Flight Crew : Executed Go Around / Missed Approach
Result.Air Traffic Control : Issued New Clearance

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Primary Problem : Ambiguous

Narrative: 1

Aircraft was set up for a visual approach backed up by the ILS 34R into SLC with an
expected sidestep to Runway 35. ILS 34R was loaded into FMS as per company
policy for a backup. Checklist was completed and weather was VFR at airport and
an expected visual approach to Runway 35. On or near IAF crew was taken off the
FFU transition and radar vectored across localizer then turned back to 310 degrees
to rejoin localizer and cleared for the approach. FMS was "cleaned up" and an
extended centerline was introduced in the FMS as per company procedures. This
"cleanup™ process de-clutters approaches by eliminating unnecessary waypoints,
usually retaining 1 or 2 waypoints prior to FAF. So we had SCOER and ATANE in
FMS. Aircraft was joining up inbound course and descent began for ATANE at
10,000 FT. Subsequently, we were instructed to cross PLAGE at 10,200 FT, which
we complied using DME. Simultaneously to joining up for inbound course avionics
anomalies began and PF disconnected autopilot and hand flew rest of approach.
Crew felt they did not have reliable navigational information and elected to obtain
radar vectors for another approach. This was given and a successful approach and
landing was made to ILS 34L. Approaching ramp ground control advised us to
contact local FSDO with a telephone number, which we did. Human Performance
Considerations: Crew workload was high with numerous airspeed, altitude, and
heading changes coupled with a 14 hour duty day, 9 hours of flying with minimum
rest previous day. | believe pilot fatigue was a factor. Crew feels they broke the
chain of events that could have led to a more serious event.

Synopsis

P180 First Officer describes a missed approach at SLC after being vectored across
the LOC by ATC and experiencing avionics anomalies. Crew descended early after
being cleared for the approach and did not comply with a step down altitude.



Time / Day

Date : 201009
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US
Altitude.AGL.Single Value : O

Environment

Flight Conditions : IMC

Weather Elements / Visibility.Visibility : 5
Light : Daylight

Ceiling.Single Value : 900

Aircraft

Reference : X

ATC / Advisory.Tower : ZZZ

Aircraft Operator : Fractional

Make Model Name : Citation Excel (C560XL)
Crew Size.Number Of Crew : 2

Operating Under FAR Part : Part 91

Mission : Passenger

Flight Phase : Landing

Person : 1

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Fractional

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 910445
Human Factors : Workload

Human Factors : Fatigue

Human Factors : Distraction

Human Factors : Situational Awareness

Person : 2

Reference : 2

Location Of Person.Aircraft : X
Location In Aircraft : Flight Deck
Reporter Organization : Fractional
Function.Flight Crew : First Officer
Function.Flight Crew : Pilot Not Flying



Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 910742
Human Factors : Distraction

Human Factors : Fatigue

Events

Anomaly.ATC Issue : All Types

Anomaly.Deviation - Procedural : Landing Without Clearance
Anomaly.Deviation - Procedural : FAR

Detector.Person : Flight Crew

Detector.Person : Air Traffic Control

When Detected : In-flight

Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Company Policy
Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

Day four of seven, leg three of five for today. Being slightly tired and after not
seeing a cloud in the sky for the last two months. We somehow failed to get landing
clearance from Tower when landing today while doing the Back Course to 27L. |
was Pilot Flying; | and my copilot never recall getting passed on to Tower from
Approach Control. We never caught it. | believe we got caught up in the unusual
situation of shooting an approach let alone a back course, which we rarely do. Upon
landing roll all sesamed normal until we never received taxi clearance off the active
from Tower. After turning off at a normal/safe taxiway we noticed we were not on
Tower frequency nor were both landing lights in the normal landing position. We
were still on approach frequency. We then contacted Ground Control and taxied to
the FBO and deplaned our passenger in a normal fashion. Maybe ten minutes later,
after discussing with my flying partner, | called Tower on the phone and spoke with
him on our situation. The Tower was glad we called, and said no further action was
required.

Narrative: 2

We were attempting an IFR approach which happened to be a localizer back course.
We were on day 4 and were getting tired. They, as usual, try to wring as much
duty time as they possibly can out of the crew. | noted during an extended left
base that the FMS was set up wrong. The extended centerline was front course.
This was cleared up and we were turned onto final. | was focusing on my duties
and call outs. Upon landing, | went to dial in Ground Control, when it struck me.
We had just landed without a clearance.

I have not flown since June [and] have not flown IFR for even longer. | wasn't
mentally prepared for an IFR approach. It just kind of popped up on us. | was
attempting to make sure | configured a back course properly, and my partner had
set up the front course and not back course. This distracted me. The Tower had
given us a green light and assumed we were having radio problems. We told him
what happened. It is so easy to simply blame the pilots. After all, the buck does
stop here. The company MUST take fatigue issues seriously and quit paying it lip
service. We try so hard to take care of our customers and fatigue is so insidious,



that sometimes we push ourselves just a little farther until a mistake is made.
Unfortunately when you take a west coast pilot and make him get up at early hour
eastern time, this is a HUGE time shift; that alone causes tired pilots. Then make
him work 12-14 hours, with 10-12 hours of rest... As sad as it is, | am afraid it will
take a fatality in our company before they finally get serious about it. Then it will
be too late; very sad. Had | not had a 2 hour break to sleep after this landing, |
would have called in fatigued. As it turns out, | should have called before this last
leg. Stop the insanity, and do reasonable schedules before someone gets killed.

Synopsis

CE560XL Flight Crew reports landing without clearance due to the distractions of an
actual IMC back course Localizer approach and fatigue.



Time / Day

Date : 201009
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US

Relative Position.Distance.Nautical Miles : 5
Altitude.MSL.Single Value : 2500

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 10
Light : Night

Ceiling.Single Value : 20000

Aircraft

Reference : X

ATC / Advisory.Tower : ZZZ
Aircraft Operator : Corporate

Make Model Name : Super King Air 350
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Plan : IFR

Mission : Passenger

Flight Phase : Final Approach
Route In Use : Visual Approach
Airspace.Class B : ZZZ

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Corporate

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Multiengine
Experience.Flight Crew.Total : 9000
Experience.Flight Crew.Last 90 Days : 95
Experience.Flight Crew.Type : 758

ASRS Report Number.Accession Number : 909708
Human Factors : Communication Breakdown
Human Factors : Distraction

Human Factors : Situational Awareness



Human Factors : Time Pressure

Human Factors : Training / Qualification

Human Factors : Workload

Human Factors : Fatigue

Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : Flight Crew
Communication Breakdown.Party2 : ATC

Events

Anomaly.Deviation - Procedural : Landing Without Clearance
Detector.Person : Flight Crew

When Detected : Taxi

Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Airport

Contributing Factors / Situations : Environment - Non Weather Related
Contributing Factors / Situations : Human Factors

Primary Problem : Human Factors

Narrative: 1

The last leg of a long duty day, | decided to allow our Contract Co-pilot to fly the
leg home from the right seat. 1 assumed the role of non-flying pilot and ran the
checklist, worked radios, ASEL and programmed the FMS etc. During the final
phases of arrival late at night, my cockpit workload increased substantially. This
was due to a last minute runway closure, switching to a different runway and an
ATC request to proceed direct to the airport due to traffic. After switching from
Approach Control to the Final Controller we were cleared for a visual approach to
the right runway. The Contract Pilot had a very difficult time this night getting the
landing runway in sight even though he had the airport visually, with the myriad of
runway, taxiway, terminal, ramp and city lighting around the airport so | began
vectoring and "coaching" him toward the runway with altitude, airspeed and
configuration recommendations. This further contributed to my excessive workload.
At this time | was handed off to Tower. | switched frequencies and continued
"coaching" the Contract Pilot toward our runway for which we were a bit high and
tight. My focus became getting the aircraft positioned properly for a safe landing,
and configured properly for the landing, and not on communication, contacting the
Tower and obtaining a landing clearance. Since | was so busy, | am not sure
whether--or not--1 contacted the Tower and obtained a landing clearance. The
airport was not busy and | knew the runway was clear of traffic as | always verify
this before landing. The touchdown and landing was normal, and upon roll-out the
Controller contacted us (I was tuned to the Tower frequency) and told us to "turn
right at Taxiway Tango, right onto Kilo and hold short of Kilo 4. | replied with the
readback etc. and at that point realized that this may have been the first
communication with the Tower -- but still wasn't sure due to my excessive
workload. The Controller did not try to contact us at all during the final phases of
the approach and landing to indicate we weren't in contact either. We would have
heard this as we were indeed tuned to the Tower frequency. To prevent this
unintentional mistake, | think there should be a standard method to insure
pilot/controller communication actually occurs (especially if a pilot gets too busy
and forgets to call) where a controller would contact a pilot inside of 5 miles from
the airport if the pilot hasn't yet established communication with the Tower. ATC



does this at altitude all the time asking if a certain aircraft is on the frequency. |
also don't think an airport should advertise a runway as being available on the ATIS
when it's actually being closed causing last minute re-programming of the FMS,
new approach briefings etc. A new ATIS should be made.

Synopsis

A fatigued BE350 Captain reported coaching an inexperienced First Officer into a
safe landing position and becoming task saturated while preparing for a night
landing.



Time / Day

Date : 201007
Local Time Of Day : 1201-1800

Place

Locale Reference.ATC Facility : L30.TRACON
State Reference : NV
Altitude.MSL.Single Value : 7000

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft

Reference : X

ATC / Advisory. TRACON : L30
Aircraft Operator : Fractional

Make Model Name : Citation V/UIltra/Encore (C560)
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Plan : IFR

Mission : Passenger

Flight Phase : Climb

Airspace.Class B : LAS
Airspace.Class E : L30

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Fractional

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Multiengine
Experience.Flight Crew.Total : 8500
Experience.Flight Crew.Last 90 Days : 35
Experience.Flight Crew.Type : 1000

ASRS Report Number.Accession Number : 901758
Human Factors : Fatigue

Human Factors : Distraction

Events



Anomaly.Deviation - Altitude : Crossing Restriction Not Met
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : Clearance
Anomaly.Inflight Event / Encounter : Wake Vortex Encounter
Detector.Person : Flight Crew

When Detected : In-flight

Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Environment - Non Weather Related
Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

Upon climbout from LAS on the SID we encountered wake turbulence from a 737
ahead. We were told to maintain visual separation from them. | was fixated on
staying above/at the climb path of the 737 ahead to avoid further wake issues and
subsequently realized, after being cleared to climb to 19000 FT, that | had missed
the 7000 FT climb restriction over the fix on the SID by approximately +300 FT.
Nothing was said by ATC and we continued on our climb path to the cleared
altitude. | do believe that fatigue played a role in this as well, as my partner and |
were on a second day of very early show schedule.

Synopsis

A corporate jet Captain reported missing a crossing restriction on a SID out of LAS
after encountering distracting wake turbulence from a preceding B737. Fatigue was
also mentioned as a factor.



Time / Day

Date : 201005
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ACK.Airport
State Reference : MA
Altitude.AGL.Single Value : 500

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft : 1

Reference : X

ATC / Advisory.Tower : ACK
Aircraft Operator : Fractional

Make Model Name : Light Transport, Low Wing, 2 Turbojet Eng
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Plan : IFR

Mission : Passenger

Flight Phase : Initial Approach
Route In Use : Visual Approach
Airspace.Class D : ACK

Aircraft : 2

Reference : Y

ATC / Advisory.Tower : ACK

Aircraft Operator : Air Taxi

Make Model Name : Chancellor 414A & C414
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 135
Flight Plan : IFR

Mission : Passenger

Flight Phase : Landing

Flight Phase : Final Approach

Flight Phase : Taxi

Route In Use : Visual Approach
Airspace.Class D : ACK

Person

Reference : 1

Location Of Person.Aircraft : X
Location In Aircraft : Flight Deck
Reporter Organization : Fractional



Function.Flight Crew : Captain

Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 890799
Human Factors : Distraction

Human Factors : Fatigue

Human Factors : Situational Awareness

Human Factors : Workload

Human Factors : Communication Breakdown
Communication Breakdown.Partyl : ATC
Communication Breakdown.Party2 : Flight Crew

Events

Anomaly.Conflict : Ground Conflict, Critical
Anomaly.Conflict : Airborne Conflict
Detector.Person : Flight Crew

When Detected : In-flight

When Detected : Taxi

Result.Flight Crew : Took Evasive Action

Assessments

Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Primary Problem : Human Factors

Narrative: 1

During final approach to Runway 24 at ACK at approximately 500 ft AGL a Cessna
414 flew over our approach path in a turning descent toward us. The TCAS showed
that he was 300 ft above our current altitude. He was on downwind to Runway 30.
We landed Runway 24 and cleared the runway at Taxiway D and were instructed to
turn right on E and enter the ramp at C. The 414 crossed Runway 24 at a high rate
of speed. He was instructed to hold short of Taxiway E on Taxiway C. He was
unable to stop short of Taxiway E and turned right onto E and continued to taxi to
the ramp. We had to apply our brakes briskly as to not create a conflict with the
414. We continued to the ramp once the 414 was clear.

Synopsis

A pilot at ACK reported that on his approach to Runway 24 a C414 made a turning
descending approach to Runway 30 passing about 300" over his aircraft and then
after landing crossed his taxiway after being told to hold short.



Time / Day

Date : 201005
Local Time Of Day : 0601-1200

Place

Locale Reference.ATC Facility : ZME.ARTCC
State Reference : TN

Relative Position.Distance.Nautical Miles : 30
Altitude.MSL.Single Value : 11000

Environment

Flight Conditions : VMC
Weather Elements / Visibility : Thunderstorm
Light : Daylight

Aircraft

Reference : X

ATC / Advisory.Center : ZME
Aircraft Operator : Air Taxi

Make Model Name : HS 125 Series
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 135
Flight Plan : IFR

Mission : Passenger

Flight Phase : Descent

Route In Use : Direct
Airspace.Class E : ZME

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : First Officer

Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Instrument
Experience.Flight Crew.Total : 5100
Experience.Flight Crew.Last 90 Days : 75
Experience.Flight Crew.Type : 1000

ASRS Report Number.Accession Number : 889922
Human Factors : Communication Breakdown
Human Factors : Human-Machine Interface
Human Factors : Situational Awareness

Human Factors : Workload



Human Factors : Fatigue

Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party?2 : Flight Crew
Communication Breakdown.Party2 : ATC

Events

Anomaly.ATC Issue : All Types

Anomaly.Flight Deck / Cabin / Aircraft Event : Other / Unknown
Anomaly.Deviation - Altitude : Crossing Restriction Not Met
Anomaly.Deviation - Procedural : Clearance

Detector.Person : Flight Crew

Were Passengers Involved In Event : N

When Detected : In-flight

Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Human Factors

Contributing Factors / Situations : Procedure

Contributing Factors / Situations : Weather

Contributing Factors / Situations : Company Policy

Contributing Factors / Situations : Environment - Non Weather Related
Primary Problem : Human Factors

Narrative: 1

Descending steeper than normal on the back side of a large weather system. ATC
issues a crossing restriction of 10000 MSL at an intersection. The Captain is flying.
I put the new altitude in the autopilot and inform the Captain. It will require an
increase in our rate of descent but well within our capabilities. Over the next few
minutes | call attention to the fact that we are not going to make the crossing
restriction approximately five different ways, and am finally answered with the
Captain responding "F*&% ATC" shortly before we cross the fix at 11600 MSL in a
descent.

I'm not sure what I can do to remedy this type of situation. | could have told ATC
we weren't going to make the crossing restriction but I assumed up till the last
second that he was going to increase the descent rate.

The morale at our flight department is terrible. The leadership is incompetent and
management, regularly and willfully busts regulations (unsecured cargo, for
example) and pushes the line pilots to fly to the absolute duty time limits on a
regular basis, without regard to natural sleep cycles. | could go on and detail 50
more major problems with this department, the recession's effect on pilot job
opportunities is the only reason they have any pilots at all. Before the recession
they had about a 50% attrition rate per year of line pilots.

I bring up the morale situation to show what | believe are the underlying causes of
this Captain’'s unacceptable attitude. | believe better qualification of airmen and
working conditions on the part of the FAA are the most likely remedy for this type
of problem.

Synopsis



A Captain's conscious and unapologetic refusal to attempt to comply with a
demanding crossing restriction provided his First Officer the opportunity to address
shortcomings in their employer's management style.



Time / Day

Date : 201004
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : LFT.Airport
State Reference : LA
Altitude.MSL.Single Value : 2100

Environment

Flight Conditions : Mixed
Weather Elements / Visibility : Rain

Aircraft

Reference : X

ATC / Advisory. TRACON : LFT
Aircraft Operator : Corporate
Make Model Name : SR22
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Flight Plan : None

Mission : Personal

Flight Phase : Descent

Route In Use : Vectors
Airspace.Class C : LFT

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck
Reporter Organization : Corporate
Function.Flight Crew : Pilot Flying
Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Private
Qualification.Flight Crew : Sea
Experience.Flight Crew.Total : 800
Experience.Flight Crew.Last 90 Days : 15
Experience.Flight Crew.Type : 250

ASRS Report Number.Accession Number : 885926
Human Factors : Workload

Human Factors : Training / Qualification
Human Factors : Fatigue

Events



Anomaly.ATC Issue : All Types

Anomaly.Deviation - Procedural : Other / Unknown
Anomaly.Inflight Event / Encounter : Weather / Turbulence
Detector.Person : Flight Crew

When Detected : In-flight

Result.Flight Crew : Executed Go Around / Missed Approach
Result.Air Traffic Control : Provided Assistance

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Weather
Primary Problem : Human Factors

Narrative: 1

VER flight no flight plan to LFT. Reasonable VFR conditions until arriving northwest
Louisiana when VFR became marginal. Lowering ceilings and a clearer patch above
led to a climb to approximately 5500 FT approximately 50 miles from destination.
There did not appear to be clear VFR in any direction. An IFR clearance to LFT was
requested and received from Lafayette Approach. Vectors to ILS 22L were given
and there were no difficulties to that point. [I was] vectored to ILS 22L but
inadvertently canceled approach. When autopilot did not track localizer as
expected, tried to reset approach unsuccessfully. Workload/stress increased
remarkably at this point and missed approach ensued. Proceeded with vectors by
Approach Control to try ILS 22L again. Problem repeated with another missed
approach. Radar surveillance approach attempted however, | did not begin descent
soon enough or descend quickly enough to get below ceilings and see runway
environment. At this point Controller asked if we wanted to go elsewhere and |
replied we did not and had approximately 30 minutes of fuel remaining. Requested
and received RNAV (GPS) 22L. Last approach successfully concluded.

The chain began with a planned long flight with IFR clearance as a back-up plan for
a forecast marginal VFR conditions at destination. Contributing factors to the
difficulty were weather related in that 1) forecast VFR (though marginal) conditions
became IFR shortly before arrival and 2) flight was longer than anticipated due to
deviation of route to the west caused by large area of thunderstorms over central
Arkansas. Asked for and received a less demanding approach (in terms of the
aircraft systems) and successfully concluded flight. Human Performance
considerations: A better way to have conducted this flight from the start would
have been with an IFR flight plan. Though legally IFR current by way of the
minimum number of approaches/procedures required in the previous 6 months this
was not sufficient (in retrospect) for this pilot who had never experienced solid IFR
conditions solo. Previous solid IMC flights (few in number) occurred with either
another pilot or instructor in the right seat. Essentially this was this pilot's first solo
IMC experience. | was not prepared for how overloaded | would feel when the
navigator/autopilot did not behave as | thought they should in IMC conditions. After
nearly 4.5 hours in the aircraft fatigue was almost certainly a factor. Corrective
actions: in the short run, as noted above, asking for the approach | felt most
comfortable with helped. In the longer term | plan to train to a higher standard for
IFR operations so that if something goes awry | am not overwhelmed. All IFR
practice approaches will include ATC communications because that is an important



part of the workload. Until obtaining more training | will adjust my personal
minimums accordingly.

Synopsis

SR22 pilot reports three missed approaches while attempting to land at LFT in IMC.
Reporter believes lack of solo IMC experience and fatigue to be contributory factors
to the missed approaches.



Time / Day

Date : 201004
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US

Relative Position.Distance.Nautical Miles : O
Altitude.AGL.Single Value : 15

Environment

Flight Conditions : VMC
Weather Elements / Visibility : Turbulence
Light : Daylight

Aircraft

Reference : X

ATC / Advisory.UNICOM : ZzzZ
Aircraft Operator : Corporate

Make Model Name : King Air C90 E90
Operating Under FAR Part : Part 91
Mission : Agriculture

Flight Phase : Descent
Airspace.Class G : ZzZZ

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Corporate

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
Experience.Flight Crew.Total : 6300
Experience.Flight Crew.Last 90 Days : 140
Experience.Flight Crew.Type : 4000

ASRS Report Number.Accession Number : 885922
Human Factors : Human-Machine Interface
Human Factors : Situational Awareness

Human Factors : Fatigue

Events

Anomaly.Ground Event / Encounter : Vehicle
Anomaly.Inflight Event / Encounter : CFTT / CFIT
Detector.Person : Flight Crew

Miss Distance.Horizontal : O



Miss Distance.Vertical : O
When Detected : In-flight
Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Company Policy
Contributing Factors / Situations : Procedure
Contributing Factors / Situations : Weather
Primary Problem : Ambiguous

Narrative: 1

Aircraft operation involved low passes over slide spinner to collect spray droplets of
pesticides for measurements. Passes were at 15-25 FT AGL at 150 KTS. On one
pass, the aircraft encountered a down draft that resulted in lower than normal
altitude. The left propeller tip struck the cab roof of vehicle that was marking the
placement of the spinners for the flight pass. No abnormal propeller or engine
indications were noted and aircraft landed safely without further incident.
Corrective action involves maintaining a higher altitude (now 25 FT minimum) and
using flat ground markers instead of vehicles. Human factors involved reduced
reaction abilities due to pilot fatigue. This will be corrected by shortening daily work
hours.

Synopsis

King Air pilot reports propeller contact with a vehicle during a low pass while
conducting spray droplet research. A down draft caused the aircraft to sink slightly
from the planned altitude of 15 to 25 FT striking the vehicle which was marking the
pass.



Time / Day

Date : 201004
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US
Altitude.MSL.Single Value : 3000

Environment

Flight Conditions : VMC

Weather Elements / Visibility : Thunderstorm
Weather Elements / Visibility : Turbulence
Light : Night

Aircraft

Reference : X

ATC / Advisory.TRACON : ZzzZZ

Aircraft Operator : Air Carrier

Make Model Name : Commercial Fixed Wing
Crew Size.Number Of Crew : 2

Operating Under FAR Part : Part 121

Flight Plan : IFR

Mission : Passenger

Flight Phase : Initial Approach
Airspace.Class B : ZZZ

Component : 1

Aircraft Component : APU
Aircraft Reference : X
Problem : Malfunctioning

Component : 2

Aircraft Component : Approach Coupler
Aircraft Reference : X
Problem : Malfunctioning

Person : 1

Reference : 1

Location Of Person.Aircraft @ X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Pilot Flying

Function.Flight Crew : Captain

Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 885661



Human Factors

: Situational Awareness

Human Factors : Physiological - Other
Human Factors : Human-Machine Interface
Human Factors : Distraction

Human Factors : Confusion

Human Factors : Communication Breakdown
Human Factors : Fatigue

Communication Breakdown.Partyl : Flight Crew

Communication Breakdown.Party2 : ATC

Person : 2

Reference : 2

Location Of Person.Aircraft : X
Location In Aircraft : Flight Deck
Reporter Organization : Air Carrier
Function.Flight Crew : First Officer
Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Commercial

ASRS Report Number.Accession Number : 885859

Human Factors :

: Situational Awareness
Human Factors :
Human Factors :
Human Factors :
Human Factors :

Fatigue

Distraction

Confusion
Human-Machine Interface

Events

Anomaly.Aircraft Equipment Problem : Less Severe
Anomaly.ATC Issue : All Types

Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Inflight Event / Encounter : Weather / Turbulence
Anomaly.Inflight Event / Encounter : Unstabilized Approach
Detector.Person : Flight Crew

Detector.Person : Air Traffic Control

Were Passengers Involved In Event : N

When Detected : In-flight

Result.Flight Crew : Executed Go Around / Missed Approach
Result.Flight Crew : Overcame Equipment Problem

Assessments
Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Contributing Factors / Situations : Weather

Primary Problem : Ambiguous
Narrative: 1

On arrival, planned and briefed for the XXL approach. On descent and approach
check below the line the pilot not flying started the APU because we knew we would
need power on the ground. The start was normal but approximately 4 to 5 minutes
later when switching the bleeds the APU over temped, received APU OVERTEMP
warning message for about 20-30 seconds. Temperature returned to normal range.
Completed the QRH for the event and it asked whether or not we needed the APU.



When the pilot not flying asked me this question he had to do it twice because it
didn't register with me. | was thinking "shut it down", | asked "what?" and he said
it says if we need it to keep it running and we kind of needed because we were
going to a gate with no ground power. It was a fair question, but confused me for
some unknown reason. The next thing | remember of this event is me trying to
read the QRH in his lap while we were descending on the arrival. All | saw on the
check list from my seat, looking across center pedestal was a "YES"...Line going
down and "Land at nearest suitable airport"”. | thought about it for a second and
then told him to just shut it down. | knew we were not going to be operating in
icing, we had both engines and there would be ground support equipment of some
type and | just didn't want to think about it. He shut it down. This festered with me
for a while wondering if it would come back as an APU fire. This was completely
unfounded but it was bugging me anyway. | believe we were at 6,000 FT at the
moment. Approach tells us to expect the ILS XXR. We were both rather happy with
this change of events knowing that it was a shorter taxi. The pilot not flying loaded
the XXR approach and set up the radios, etc... Received a descent to 3,000 FT and
began turning to the airport. We were looking at the weather which was closing on
the field and | was hoping we would get in and not have to divert now that we had
a bad APU, | didn't want to time out and get stuck somewhere. All the wrong things
to be thinking about and then probably the worst that could happen, happens. We
receive a turn to intercept the ILS XXL at 3,000 FT between the final fix and IAF.
The GS intercept was 1,900 FT. The pilot not flying first switches the NAV
frequencies and then reloads the approach and asks me if I want a lower alt. The
aircraft immediately starts capturing the LOC. I told him to set 3,100 FT just so |
could start down because we were way high. Then out of nhowhere the GS jumps
from off the scale high to low and the autopilot captures the glide slope. The
aircraft dives to chase it and the speed increases substantially exceeding 230
almost instantaneously, | deployed the spoilers to slow the aircraft down. We both
immediately determined that this was obviously not going to work. | kicked off the
autopilot and started to climb back up and returned to the LOC because the aircraft
overshot it by about a dot and half (it was correcting back) which was expected
giving the close intercept. We advised ATC that we were going around. If |
remember correctly the Controller said "what?" We asked him if he had an altitude
and he said 3,000 FT heading of 330. Pilot not flying sets altimeter to 3,000 from
the MAA. We were climbing through 2,500 FT at this point and | turned the
autopilot on. We then received the spoilers deploy caution the pilot not flying stows
them immediately. The aircraft pitches up due to the now horribly incorrect pitch
trim and | attempt to pitch the nose down (autopilot is on) because our excessive
climb rate was going to put us through 3,000 FT. Unfortunately, due to just bad
timing | hit the pitch wheel at the same time as ALTSCAP and the aircraft reverted
to pitch and then back to ALTSCAP. The ALT alerter flashes climb is not stopping so
I click the autopilot back off and arrest the climb and descend back to the assigned
altitude. | do not believe we exceeded 250 FT but it was definitely close. Leveled
the aircraft slowed to 210 and re-engaged the autopilot. This is when | realized |
was getting way behind the plane. We were handed to the next Controller who had
no idea of who we were or what we need at first then began to vector us now
reassigning us XXL. The pilot not flying again resets the approach in the FMS and
the radios. We re-brief and continue our vectors. On what was crosswind the FMS
cycled through and distracted again | asked him to reload the approach on the
downwind. We were flying at 210 KTS as assigned by ATC. When we were given
the approach clearance and the vector to join final we were assigned 180 KTS, or
better to the marker and | flew 210 KTS to the marker. | wasn't thinking ahead
anymore and was stuck on essentially one thing at a time. While intercepting final



the aircraft overshot again and then the glide slope jumped up a dot and a half and
the aircraft captures and chased it again. | kicked off the autopilot and began to fly
the approach visually in MVFR. We were fast because | failed to think to slow down
the aircraft by the marker. | was too busy trying to figure out why the GS was so
erratic. The pilot not flying recognized that | was fast and asked if | wanted the
gear down to help slow the aircraft. Called for gear down, leveled off to slow and
added flaps to 20 began descent at 180 asked for flaps 30, landing check to the
line, momentarily got the clacker as always for being near 185 and finally flaps 45
landing check below the line. | believe we were finally stable by 300 FT. | didn't
want to go around because at this point as | sincerely believed there was
something wrong with the aircraft and | knew | could visually fly the approach. |
was worried that if we did go around the weather would close the field and | was
not confident that we would be able to fly an ILS to get back in. By the point in the
trip when this started to happen | was on my 13th hour of duty from a report time
of 0720. | received the call for the change to my trip at 2103 the night before and
giving that it takes nearly an hour to get from the parking lot to Operations, | had
to arrive at the airport at 0620 in the morning. Got up at 0520, and was probably
asleep by 2300. | got to bed at about 2230 after packing my bags etc... | got a
phone call from my fiance at 0223 waking me up, | got back to sleep shortly
thereafter but I still was up two hours later. | got to work and looked at the
weather. It was not going to be an easy day. Got a bagel and went to the aircraft
for the first departure to ZZZ. Flew the first round trip and deadheaded back. |
received a new First Officer and flight attendant for the ZZZ2 round-trip. Got back
and got some lunch. | tried to take a nap but by the time got back to the aircraft
after getting lunch |1 would have had about 20 minutes to sleep before | had to go
and get the release. So sitting in the cockpit nodding off before my last round trip,
why didn't I call in fatigued? Fear of a trip failure. This is from prior experience.
About a year ago, | spoke to a Chief Pilot about fatigue because of how we kept
getting pushed back due to weather in the ZZZ3 area. | contacted scheduling when
I found out that our aircraft had not left ZZZ3 yet and asked if we could wait at the
airport. They said sure and pushed our duty-in back two hours to about 1600. We
started our trip and two ground stops later we were about to leave for our
overnight at 0130. We were supposed to be done around 2200. After speaking to
the crew 1 told scheduling we were too tired for the trip. They told me to contact a
Chief Pilot. | did and was told by him that we are expected to be rested for a 16
hour duty day and that if | refused the trip it was all on me. We flew the flight and
got in around 0445. Recently, there has been a new practice utilized by crew
scheduling. For the 0900 reserve period they will call you around 1200 and put you
to rest and then give you a nap that night. About the third time they did this |
asked them which reserve period they wanted me rested for, 0900 or 1800. They
said both. | brought this up with Management about three weeks ago who gave me
essentially the same answer and added that it was to keep us on a consistent
schedule. Really? What good is it to teaching us about the importance of sleep and
the circadian rhythm if we are scheduled for multiple duty periods throughout the
day? How are we supposed to be rested for 16 hour work periods twice a day?
Thank you for your time.

Narrative: 2

On the arrival, once turning downwind, the Controller advised, "if not already, slow
to 210". We immediately slowed from 250 to 210. Not long after we received a
base turn. | immediately cleaned up the approach and switched to green needles.
The Controller then gave a heading of "040 to join the XXL localizer". At this point
we realized that Approach initially assigned us the wrong runway. | immediately



changed the NAV frequencies to the ILS XXL.

The event occurred due to very high workload along with aircraft malfunctions and
incorrect ATC instructions. It was also brought to my attention after the flight that
the Captain was probably fatigued. Captain asked what | was thinking on the
approach after we landed and | stated that | thought we were a little fast. Captain
then stated that he didn't think 210 to the marker was that big of a deal and that
you could easily do 250 to the marker. | then said that | didn't think that you could
do 250 as the plane wouldn't slow enough and the most I'd ever done was about
200 in VFR and it was a struggle to slow it enough. Captain was previously on
another aircraft type and said he must have been confusing aircraft. Captain had
previously stated that he was tired and scheduling had called him the previous
evening late for an early duty-in and that he'd only had 5 or so hours of sleep. All
that said the entire event would have been averted if we had been issued to correct
runway initially. 1 am 100% confident that we would have landed without any
problems if that had occurred.

Synopsis

Confusion regarding runway assignments, malfunctioning aircraft systems,
questionable ATC handling and flight crew fatigue contributed to an unstabilized
approach and go-around for an air carrier flight crew.



Time / Day

Date : 201002
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZ7ZZ7 .Airport
State Reference : FO

Relative Position.Distance.Nautical Miles : 2
Altitude.MSL.Single Value : 1500

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft

Reference : X

ATC / Advisory.Tower : ZZZZ
Aircraft Operator : Corporate

Make Model Name : Challenger 300
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Plan : IFR

Mission : Passenger

Flight Phase : Final Approach

Route In Use : Visual Approach

Component

Aircraft Component : Electronic FIt Bag (EFB)
Aircraft Reference : X
Problem : Improperly Operated

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Corporate

Function.Flight Crew : Pilot Not Flying
Function.Flight Crew : First Officer
Qualification.Flight Crew : Air Transport Pilot (ATP)
Experience.Flight Crew.Total : 17500
Experience.Flight Crew.Last 90 Days : 10
Experience.Flight Crew.Type : 250

ASRS Report Number.Accession Number : 875830
Human Factors : Human-Machine Interface
Human Factors : Situational Awareness

Human Factors : Training / Qualification



Human Factors : Workload

Human Factors : Confusion

Human Factors : Distraction

Human Factors : Fatigue

Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party?2 : Flight Crew
Communication Breakdown.Party2 : ATC

Events

Anomaly.Flight Deck / Cabin / Aircraft Event : Other / Unknown
Anomaly.Deviation - Track / Heading : All Types
Anomaly.Deviation - Procedural : Clearance

Anomaly.Deviation - Procedural : Published Material / Policy
Detector.Person : Air Traffic Control

When Detected : In-flight

Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Airport
Contributing Factors / Situations : Chart Or Publication
Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

During a visual approach, we were asked to report over a designated geographical
point for that runway. Following this clearance, there was confusion in the cockpit
as this was not a point displayed on our MFD. At this time we were somewhat
blindly flying a visual approach, which had a prescribed track but it would not have
been prudent to look again for it in our database, as we were already on downwind
for landing on Runway 17. The Tower stated that we must fly the prescribed track.
We then proceeded to turn base leg for the runway and then turned final. The
landing was uneventful and all checklists were followed. After the landing, the
Ground Control stated that next time we must have the proper procedure available.
She stated that we were 1/2 mile inside the procedure route for the visual to
Runway 17. Once we got to the ramp and our passengers were off, we looked for
the procedure and found it after a more thorough search. The flight lasted for 2
hours and 19 minutes. There was plenty of time enroute to study this procedure
and be more prepared. The flying pilot had stated at the beginning of the flight that
he was familiar with the procedures into this airport. | have very little experience
with the electronic charts and no experience flying into this airport. 1 let my guard
down by allowing him to convince me he was familiar and that he had stored all of
the needed procedures to conduct the approach. Had | looked through all the
available approaches, | would have found this second part to the visual for Runway
17. Among other factors leading up to this oversight is fatigue. | learned of this trip
very late in the night and had less than 3 hours of rest before the trip. The other
factor is an overly confident Captain who was the flying pilot. | am trying to learn
how to deal with his ego. Even after the event, | was looking for the procedure
while he was saying that it's no big deal. It was a big deal to me because | knew
that there was a procedure out there that we were expected to follow but did not
have it in front of us. | am a highly experienced pilot with an air carrier back
ground. He is younger, with extensive experience in business aviation. He likes to



teach me things and is not a very good CRM pilot. Perhaps the worst that happened
from this situation was extra noise over the neighboring community. Any time an
aircraft is expected to be somewhere that it is not, there is a reason.

Synopsis

A CL30 First Officer reported that the Captain did not follow the prescribed ground
track into a foreign airport, even after being reminded by ATC that a precise track
was required. CRM and fatigue were issues.



Time / Day

Date : 200912
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : JQF.Airport
State Reference : NC

Relative Position.Angle.Radial : 196
Relative Position.Distance.Nautical Miles : 7
Altitude.MSL.Single Value : 2500

Environment

Flight Conditions : IMC
Light : Night

Aircraft

Reference : X

ATC / Advisory.Tower : JQF

Aircraft Operator : Fractional

Make Model Name : Citation Excel (C560XL)
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 135
Flight Plan : IFR

Mission : Passenger

Nav In Use : GPS

Flight Phase : Initial Approach
Airspace.Class D : JQF

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Fractional

Function.Flight Crew : First Officer
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 865442
Human Factors : Distraction

Human Factors : Fatigue

Human Factors : Workload

Human Factors : Situational Awareness

Human Factors : Training / Qualification

Human Factors : Confusion

Analyst Callback : Attempted

Events



Anomaly.Deviation - Altitude : Excursion From Assigned Altitude
Anomaly.Inflight Event / Encounter : Unstabilized Approach
Detector.Person : Flight Crew

When Detected : In-flight

Result.Flight Crew : Took Evasive Action

Result.Flight Crew : Requested ATC Assistance / Clarification

Assessments

Contributing Factors / Situations : Airspace Structure

Contributing Factors / Situations : Chart Or Publication

Contributing Factors / Situations : Environment - Non Weather Related
Contributing Factors / Situations : Human Factors

Contributing Factors / Situations : Procedure

Primary Problem : Ambiguous

Narrative: 1

Flight to JQF was normal until about 1.5 miles outside of ECEGA on GPS RWY 2
approach. Aircraft was on autopilot, LNAV and altitude hold at 2500 FT. The aircraft
was configured except flaps were still 15, pilot flying was just about to call for Flaps
35 when the warning, "OBSTACLE, OBSTACLE" sounded. Pilot flying disconnected
the autopilot and began climbing without changing aircraft configuration (flaps still
at 15). The Captain (pilot monitoring) asked the tower to confirm the altimeter
setting (it was correct). The warning stopped after climbing to 2700, or 2800 FT
MSL and the pilot flying continued the approach. When the Captain advised the
tower that we were climbing in response to an obstacle warning, we were told, "Oh,
yeah, there are some towers out there by the FAF." We are not sure if this is a
common occurrence, or not. The degree of confusion caused to the flight crew by
this unexpected event was significant. The pilot flying had to call for the landing
checklist multiple times, the pilot monitoring was extremely busy trying to figure
out what caused us to get the warning and trying to ensure that we were, in fact,
where we were supposed to be on the approach. We have no idea why we got the
"OBSTACLE, OBSTACLE" warning since the aircraft was on the centerline and at the
specified altitude. Is it possible that the towers referred to by the Tower have been
erected since the approach was approved? The next morning, the flight crew
observed a series of tall towers in the area of the approach corridor for Runway 2.
After the pilot flying climbed to 2700-2800 FT, he inadvertently descended below
2500 FT prior to the actual crossing of ECEGA in response to the VNAV indications
which were commanding a descent below 2500 FT. The VNAYV indication returned to
normal after ECEGA was crossed. This altitude deviation was a direct result of the
confusion caused by this warning and the VNAV indications. There was never a
"Terrain Warning"”, or any indication of further deviation, but it was a significant
deviation from the approach mandated altitudes. The aircraft broke out below the
overcast shortly after passing ECEGA and proceeded for a normal landing.

Two questions: 1. Why did the "OBSTACLE" warning occur. 2. What was the
appropriate response to the warning? While we practice maneuvers in response to
terrain warnings, the pilot flying was confused as to the required response to the
obstacle warning. Is the obstacle warning merely advisory, or does it require an
immediate full performance climb like a terrain warning? Due to the "surprise
factor,” the havoc wreaked on the crew coordination by this warning was probably
as significant as the warning itself. The approach needs to be reviewed to explain
why the warning was issued. Perhaps the 2500 FT inbound altitude needs to be
raised. If this warning occurs frequently, there needs to be a crew-note, or NOTAM



issued to warn the crews of the phenomenon. This event occurred after the crew
had been on duty about 12 hours dealing with weather associated with the snow
storm moving up the east coast. I'm not sure if crew fatigue was a causal factor,
but it certainly didn't help.

Synopsis

A C560 First Officer reported an EGPWS "obstacle™ alert just outside the JQF
Runway 02 FAF ECEGA at 2,500 FT.



Time / Day

Date : 200910
Local Time Of Day : 1801-2400

Place

Locale Reference.ATC Facility : ZOA.ARTCC
State Reference : CA
Altitude.MSL.Single Value : 6000

Environment

Flight Conditions : IMC

Weather Elements / Visibility : Rain
Weather Elements / Visibility : Turbulence
Weather Elements / Visibility.Visibility : 3
Light : Night

Ceiling.Single Value : 3000

Aircraft

Reference : X

ATC / Advisory.Center : ZOA
Aircraft Operator : Air Taxi

Make Model Name : Small Aircraft, Low Wing, 2 Eng, Retractable Gear
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Flight Plan : IFR

Mission : Cargo / Freight

Nav In Use.VOR / VORTAC : SGD
Flight Phase : Cruise

Route In Use.Airway : V195
Airspace.Class B : SFO

Component : 1

Aircraft Component : Air/Ground Communication
Aircraft Reference : X
Problem : Malfunctioning

Component : 2

Aircraft Component : ILS/VOR
Aircraft Reference : X
Problem : Malfunctioning

Person

Reference : 1

Location Of Person.Aircraft : X
Location In Aircraft : Flight Deck
Reporter Organization : Air Taxi



Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Instrument
Experience.Flight Crew.Total : 3500
Experience.Flight Crew.Last 90 Days : 100
Experience.Flight Crew.Type : 600

ASRS Report Number.Accession Number : 856395
Human Factors : Communication Breakdown
Human Factors : Distraction

Human Factors : Human-Machine Interface
Human Factors : Situational Awareness

Human Factors : Troubleshooting

Human Factors : Workload

Human Factors : Fatigue

Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : ATC

Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Deviation - Track / Heading : All Types
Anomaly.Inflight Event / Encounter : Weather / Turbulence
Detector.Person : Flight Crew

When Detected : In-flight

Result.General : Maintenance Action

Result.Flight Crew : Overcame Equipment Problem

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Equipment / Tooling
Contributing Factors / Situations : Weather

Primary Problem : Ambiguous

Narrative: 1

Departing SAC for an end of the day flight to OAK. Flight delayed due to weather
into SAC then delayed into OAK due to surface check of the runways. Departed at
XAO09. Uneventful, except the handoff from Travis Approach to Oakland Center was
not successful. | contacted Oakland Center several times with no response. |
contacted Travis and they gave another frequency to try. Attempts on that
frequency got a ‘transmission broken' message from OAK. Arrived at POPES
intersection (V494/V87) and made the turn onto the appropriate radial (167
heading) at the appropriate DME and centered the needle. Since no other VOR until
vectors, NAV 1 and 2 were set to SGD and centered. Needles began to fluctuate 4
degrees left, then 4 degrees right, taking about 3 seconds to complete a cycle.
Since OAK VOR is known to do this when coming in from the North, | accepted this
as simply a VOR issue. Approximately 17 nm from SGD, the needle suddenly went
full deflection right. I assumed it would deflect back to the left, but realized it was
not doing so. Began to diagnose the issue when Oakland Center informed me | was
not following my assigned route of flight and should immediately turn 30-40
degrees left and to acknowledge with an identification on frequency. | immediately
complied and once back on the airway, now 12 nm from SGD, | contacted Oakland
again and they were able to receive my transmission. However, continued to have



transmission issues and utilized ident to acknowledge several times until handed off
to Norcal where again | had no issues with communications. Thoughts: the plane
had been parked in a heavy downpour for the entire day, resulting in the breaker
panel being soaked in water and a breaker popping as soon as power was applied
to the panel (Master on). Plane performed acceptably on the leg to SAC with
marginal, but acceptable, performance of the VOR system until within about 60 nm
of SAC. Possible that the antenna housing allowed water to penetrate which then
quickly froze (14000 FT enroute) then that thawed once | was on the ground in
SAC awaiting OAK to confirm no damage to runways. My Carrier was notified of
erroneous readings on the VOR system via Company procedure, | have not
received a response as to the results of their testing procedures. While the problem
was discovered about when ATC notified me | was off course, a contributing factor
was my continued attempts to raise ATC on the assigned frequencies. This
distraction of hard IMC, hand flying, and attempting to establish radio
communications with ATC probably delayed diagnosis of the problem until later. In
addition, due to weather, the flight extended duty day to 15.5 hours. The unusual
east plan (e.g. approaches via SGD, 90% of OAK approaches are on the west plan
via SUNOL intersection and an ILS), long day and lack of recent flight time (60ish
days) in model added to the stress and diagnosis delay. My estimate based on time
to re-intercept airway would be 4-5 nm off centerline. Possible solutions: My
Company is in the process of equipping its planes with IFR GPS's. Use of such
device would have brought the VOR issue into focus and eliminated the off course
issue. It may have also resulted in notifying ATC of an issue related to the SGD
VOR and the 347 degree radial. Unfortunately, due to the panel configuration, |
cannot say if this was an aircraft issue or a VOR issue.

Synopsis

A light twin pilot described his radio and navaid anomalies while flying airways after
the aircraft had been parked with the aircraft's circuit breakers exposed to rain and
weather elements.



Time / Day

Date : 200910
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : EZS.Airport
State Reference : WI

Relative Position.Angle.Radial : 120
Relative Position.Distance.Nautical Miles : 8
Altitude.AGL.Single Value : 550

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 15
Light : Daylight

Ceiling : CLR

Aircraft

Reference : X

Aircraft Operator : Corporate

Make Model Name : Skyhawk 172/Cutlass 172
Crew Size.Number Of Crew : 1

Operating Under FAR Part : Part 91

Flight Plan : None

Mission : Photo Shoot

Flight Phase : Cruise

Route In Use : None

Airspace.Class G : EZS

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Corporate
Function.Flight Crew : Single Pilot
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Commercial
Experience.Flight Crew.Total : 15000
Experience.Flight Crew.Last 90 Days : 250
Experience.Flight Crew.Type : 14000
ASRS Report Number.Accession Number : 856219
Human Factors : Fatigue

Human Factors : Situational Awareness
Human Factors : Workload

Human Factors : Distraction



Events

Anomaly.Ground Event / Encounter : Object
Anomaly.Inflight Event / Encounter : Object
Anomaly.Inflight Event / Encounter : CFTT / CFIT
Detector.Person : Flight Crew

Miss Distance.Horizontal : 100

Miss Distance.Vertical : 160

When Detected : In-flight

Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

While doing aerial photography of some farms near a tower, | lost track of its
location and had a near miss with the obstruction. | had been flying for over 6
hours and was fatigued. After taking a picture of a farm | looked to my left and saw
the tower go by. | was concentrated to much on the photography and not enough
on looking for obstructions and other aircraft. Fatigue and competency were
contributing factors. A pilot must always maintain vigilance toward avoiding towers
and other aircraft. In addition | was probably lower than | needed to be, good
pictures could have been obtained at a higher altitude.

Synopsis

A fatigued C172 pilot reported a near miss with a stationary tower as he was
conducting a photo shoot of nearby property.



Time / Day

Date : 200909
Local Time Of Day : 1801-2400

Environment

Flight Conditions : IMC
Weather Elements / Visibility : Rain
Light : Night

Aircraft

Reference : X

Aircraft Operator : Air Taxi

Make Model Name : Super King Air 300
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 135
Flight Plan : IFR

Mission : Passenger

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Instrument
Experience.Flight Crew.Total : 4544
Experience.Flight Crew.Last 90 Days : 300
Experience.Flight Crew.Type : 100

ASRS Report Number.Accession Number : 852697
Human Factors : Fatigue

Human Factors : Time Pressure

Human Factors : Workload

Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : Other

Events

Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : FAR

Detector.Person : Flight Crew

Were Passengers Involved In Event : N

When Detected.Other

Result.General : None Reported / Taken



Assessments

Contributing Factors / Situations : Company Policy
Contributing Factors / Situations : Human Factors
Primary Problem : Company Policy

Narrative: 1

I was assigned a trip that involved 3 flight segments. The first two segments were
were operated under FAR part 135 with 8-passengers and a crew of two. The final
leg, a repositioning leg, was operated under FAR part 91 with only the flight crew
on the aircraft. The scheduled crew duty on time was XA48 CDT local. The crew
duty off time for the first two flight segments was X048 CDT, or exactly 14.0 hours
scheduled crew duty hours. The FAR part 91 repositioning leg had a scheduled duty
off time of XP45 CDT, for a cumulative total scheduled duty day of 14 hours and 57
minutes. However, the weather at our departure airport on the second flight
segment was not cooperative, and delayed our departure until XO57 CDT, or 2
hours and 27 minutes later than scheduled. We arrived on the second segment at
our destination at XQ51 CDT, at this point a duty day of 16 hours and 3 minutes
(duty time ends 30 minutes after aircraft block in). We departed on our FAR part 91
repositioning leg at XR03 CDT and arrived at XR22 CDT. Duty off time was XR52
CDT, for a total cumulative duty day of 17 hours and 4 minutes. Flight crew fatigue
was extremely high, perhaps more so that at any point in my 9-year professional
piloting career, and normal flight crew duties were difficult to accomplish. | fear
that should any of the last two flight segments have experienced an abnormal or
emergency situation requiring flight crew aeronautical decision making and timely
CRM the flight crew would not have been in a position to ensure the best possible
outcome.

The problem is that current FAA regulations (and thus my own company's
Operations Specifications) allow for extended crew duty times for events considered
outside the control of the operator. Weather delays are one of those exemptions.
The FAA needs to consider the removal of ALL of these exemptions if it truly wishes
to address the issues of flight crew fatigue. Taking this concept a step further, my
company's training department has advised all flight crew members that even a
late arriving passenger(s) is considered out of the operators control, and thus a
flight crew is to extend their duty day for this event. Now let me ask you, what's to
keep an operator from scheduling a flight crew within the maximum duty time and
then advising the passengers to show up as late as they want beyond the
scheduled departure time because at that point it would be out of the operator's
control and thus an allowable exception for extending a crew's maximum duty day
beyond 14 hours? How can my company'’s POI allow this interpretation of FAR part
135 crew rest and duty regulations to stand? Flight crew duty rest regulations are
considered a joke by FAR part 135 flight crews. There are simply too many
exceptions made for them to be effective. Also, any FAR part 91 repositioning
flight(s) associated with an FAR part 135 operated flight segment(s) should be
included in the total flight crew duty period. Please know that in my 4,500+ hours
as a professional pilot this is the first NASA safety form | have ever completed.
Also, please note that | did not fill this form out for immunity from any operational
error. The issue of flight crew fatigue needs to finally be resolved. Sadly, you
cannot count on operators to do the right thing, in terms of flight crew scheduling,
on their own. One thing is certain, the current regulations as they are written are
not effective whatsoever in reducing fatigue for FAR part 135 flight crew.



Synopsis
A Part 135 Captain reported abuses of flight crew scheduling.



Time / Day
Date : 200909

Aircraft

Make Model Name : Commercial Fixed Wing

Person

Reference : 1

Location In Aircraft : Cabin Jumpseat

Reporter Organization : Contracted Service
Function.Flight Attendant : Other / Unknown
ASRS Report Number.Accession Number : 852498
Human Factors : Situational Awareness

Human Factors : Training / Qualification

Human Factors : Workload

Human Factors : Fatigue

Events

Anomaly.Deviation - Procedural : FAR
Detector.Person : Flight Attendant
Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Company Policy
Primary Problem : Company Policy

Narrative: 1

My charter company is flying trips that are very long with tired pilots. My family
found this site and suggested | speak up before we have an accident like in NY. We
did two trips that the pilots told me were not legal. They said something about
using three pilots when we are only allowed to use two and having to adjust the
time they showed up to the airport to make it fit? One flight was from the Bahamas
to Ukraine and the other was from Venice to Santa Fe. We are being told to be
team players, two girls have quit and we are all scared. Can you make them fly
safer? During the Ukraine flight we used all the GllII pilots, and the owner of
another GIlIl wanted to fly to Panama, so the owner of the charter company took a
sales guy as a pilot? They said he was a pilot, but can any pilot fly jets or do they
have to go to school? When | asked they said under 91 they can do what ever they
want . . . | don't really know what that means.

Synopsis

A charter company Flight Attendant describes her Company's use of pilots to fly
long trips not in compliance with FAR flight time limitations.



Time / Day

Date : 200909
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US

Relative Position.Distance.Nautical Miles : 5
Altitude.MSL.Single Value : 2000

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft

Reference : X

ATC / Advisory. TRACON : ZZZ
Aircraft Operator : Air Carrier
Make Model Name : B747-200
Crew Size.Number Of Crew : 3
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Cargo / Freight
Flight Phase : Initial Approach
Route In Use : Visual Approach
Airspace.Class D : ZZZ

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : First Officer

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Flight Engineer

ASRS Report Number.Accession Number : 851008
Human Factors : Workload

Human Factors : Human-Machine Interface
Human Factors : Communication Breakdown
Human Factors : Confusion

Human Factors : Fatigue

Communication Breakdown.Partyl : ATC
Communication Breakdown.Party?2 : Flight Crew



Events

Anomaly.ATC Issue : All Types

Anomaly.Deviation - Speed : All Types

Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Inflight Event / Encounter : Loss Of Aircraft Control
Detector.Automation : Aircraft Other Automation

Were Passengers Involved In Event : N

When Detected : In-flight

Result.Flight Crew : Regained Aircraft Control

Assessments

Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Primary Problem : Human Factors

Narrative: 1

We were arriving from Europe. We were descended very early, and were below
10,000 MSL by about 70 miles out. Everyone was very concerned about VFR traffic,
of which there was a lot on TCAS. The ILS was out of service and we were assigned
a visual. We were given a vector for about a two mile final at 3000 FT MSL. When
we declined, we were given a down wind and about a five mile base. During the
tight base, we were assigned 2000 MSL. During the descent, | commanded Flaps
20, gear down, landing checklist and Flaps 15. ATC had turned us too far, and |
was turning back out to intercept the centerline. The Captain was also trying to
program The FMS to provide back-up glideslope data. Possibly because of this, he
did not reduce the command airspeed bug for the new flap setting. Against our
SOP, | reached up to change it myself. About this time, the autopilot captured the
altitude, and when | looked down, the aircraft was about 20 KIAS below bug. |
applied go around thrust, and shortly there after, the shaker activated briefly. The
Captain pushed the yoke substantially forward, and then I disconnected the
autopilot and continued to push down. The landing finished with no further incident.
Contributing was ATC treating a B747 like a C-17. Configuring in a descending turn
onto a short final surely contributed. In turn, being told to descend so early led to
fuel concerns, which discouraged configuring early. Fatigue surely was a significant
factor. We had crossed the Atlantic overnight, arriving just 24 hours before starting
the flight. | slept badly, going to bed three times.

Synopsis

A B747-200 encountered a stick shaker while configuring on a visual approach.



Time / Day

Date : 200909
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZZ . Airport
State Reference : US
Altitude.AGL.Single Value : O

Aircraft

Reference : X

Aircraft Operator : Air Carrier

Make Model Name : Saab 340 Undifferentiated
Crew Size.Number Of Crew : 2

Operating Under FAR Part : Part 121

Flight Plan : IFR

Mission : Passenger

Flight Phase : Parked

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Pilot Not Flying
Function.Flight Crew : Captain

Experience.Flight Crew.Total : 5500
Experience.Flight Crew.Type : 2000

ASRS Report Number.Accession Number : 850938
Human Factors : Fatigue

Events

Anomaly.No Specific Anomaly Occurred : All Types
Detector.Person : Flight Crew
Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Company Policy
Contributing Factors / Situations : Human Factors
Primary Problem : Company Policy

Narrative: 1

I reported for a continuous duty overnight (CDO) knowing that | was not properly
adjusted to the time change involved with doing a CDO that could potentially keep
me up all night. | had just completed a four day trip the previous day that finished
a little after XAOO and with traffic got to my home a little after XCOO. | made



supper and went to bed at XFOO. My normal sleep routine after a four day trip
especially is to sleep for at least ten hours as | am usually tired from different sleep
cycles required from my schedule. | slept for ten hours waking up without an alarm
clock at XPOO the next day. Late in the afternoon | attempted to get some sleep in
preparation for the CDO. | was unable to sleep. | was used to being up during the
day from the four day trip. | showed up to work on time and felt comfortable
performing my flight duties that evening provided the flight went as planned with
no delays. We got to the hotel a little after midnight and | immediately tried to get
to sleep. | was unable due to not having time to wind down after the flight and
anxious about the early wake up the next morning and only having 6 hrs on the
ground to get to the hotel, wind down, sleep, get up and ready and back to the
airport. Due to these things | only got about one and a half hours of broken sleep. |
showed up at the airport fatigued, and completed my flight fatigued. This is not a
schedule that I bid on. I normally avoid CDOs knowing that my internal clock does
not adjust to them, especially after a four day trip immediately prior to the CDO.
This event occurred because planning changed my schedule for integration and
tacked on the CDO after my carry in trip as a way to make their schedule work the
way they needed it to, not taking into account the human factors involved in trying
to change a sleep pattern in a little over twenty four hours. You could also say that
| felt pressure from the company not to call in fatigued because | had been told
that the company was frustrated with the number of sick and fatigue calls it had
been receiving after furloughs were announced. | did try to drop this pairing
previous to reporting for it but it was denied due to lack of reserves. The company
should take into account the human factors of changing the human body clock in
short periods of time. Just because it's legal rest does not make it safe. It's difficult
to change your sleep rhythm in two days off from 5 am shows to 2 pm shows which
is done quite frequently. Almost impossible to switch to potentially up all night for a
CDO especially after a four day.

Synopsis

An air carrier Captain reported feeling fatigued flying the return on a continuous
duty overnight assignment after flying a four-day sequence.



Time / Day

Date : 200908
Local Time Of Day : 0001-0600

Place

Locale Reference.Airport : ORD.Airport
State Reference : IL
Altitude.MSL.Single Value : 4800

Environment

Flight Conditions : VMC
Light : Dawn

Aircraft

Reference : Y

ATC / Advisory. TRACON : C90

Aircraft Operator : Air Carrier

Make Model Name : B777 Undifferentiated or Other Model
Crew Size.Number Of Crew : 4

Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Passenger

Nav In Use.Localizer/Glideslope/ILS : 32L
Flight Phase : Final Approach
Airspace.Class B : ORD

Component

Aircraft Component : FMS/FMC
Aircraft Reference : X
Problem : Improperly Operated

Person : 1

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : First Officer

Function.Flight Crew : Pilot Not Flying

ASRS Report Number.Accession Number : 850698

Person : 2

Reference : 2

Location Of Person.Aircraft : X
Location In Aircraft : Flight Deck
Reporter Organization : Air Carrier
Function.Flight Crew : Pilot Not Flying



Function.Flight Crew : Relief Pilot

ASRS Report Number.Accession Number : 850857
Human Factors : Workload

Human Factors : Situational Awareness

Human Factors : Communication Breakdown
Human Factors : Fatigue

Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : Flight Crew

Person : 3

Reference : 3

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Pilot Not Flying
Function.Flight Crew : Relief Pilot

ASRS Report Number.Accession Number : 851349

Person : 4

Reference : 4

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying

ASRS Report Number.Accession Number : 851350
Human Factors : Communication Breakdown
Human Factors : Fatigue

Events

Anomaly.Deviation - Altitude : Overshoot
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Inflight Event / Encounter : Unstabilized Approach
Detector.Person : Flight Crew

Result.Flight Crew : Executed Go Around / Missed Approach

Assessments

Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

ATC approach didn't say anything about the event and we landed out of the next
approach uneventfully.

Narrative: 2

During Runway 32L LOC approach at ORD, Captain elected to around/execute
missed approach due to being too high for a safe landing. During go around, which
was started at 3200 FT MSL the aircraft went through the published missed
approach altitude of 4000 FT. The missed approach altitude had not been set in the
MCP due to never getting down to the FAF altitude and commencing descent to
land. Nor were we in VNAV, FLCH or Vertical Speed. Autopilot was off and Captain
was hand flying. As we approached 4000 FT climbing during go-around | called out



"altitude" several times but pilot flying was unable to stop the climb in time to
avoid exceeding the published missed approach altitude.

Narrative: 4

Briefed LOC Runway 32 with step down altitudes prior to FAF. First Officer
recommended "non-ILS" so we would get a vertical path. | mistakenly changed the
FMC approach to the RNP Runway 32L. Autopilot never descended. | used Vspeed
thumb wheel, which cancelled airspeed intervention and advanced the throttles. At
2000 FT well above vertical-path, with autopilot and auto-throttles off, someone
suggested missed approach - | said "go-around, Flaps 20." | went through assigned
altitude of 4000 FT to approximately 4700 FT and then corrected back down and
re-engaged autopilot.

Synopsis

A B777 crew on approach to ORD executed a go-around after an incorrect approach
was selected in the FMC so that the aircraft did not descend on the approach. The
aircraft was high and the approach unstable so the Captain executed a missed
approach and overshot the missed approach altitude.



Time / Day

Date : 200909
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : DFW.Airport
State Reference : TX

Relative Position.Angle.Radial : 354
Relative Position.Distance.Nautical Miles : 7
Altitude.MSL.Single Value : 2300

Environment

Flight Conditions : VMC

Weather Elements / Visibility : Haze / Smoke
Weather Elements / Visibility.Visibility : 10
Light : Daylight

Aircraft : 1

Reference : X

ATC / Advisory. TRACON : D10
Aircraft Operator : Air Carrier

Make Model Name : Medium Transport, Low Wing, 2 Turbojet Eng
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Passenger

Nav In Use : FMS Or FMC

Flight Phase : Landing

Flight Phase : Final Approach

Route In Use : Vectors

Route In Use : Visual Approach
Airspace.Class B : DFW

Aircraft : 2

Reference : Y

ATC / Advisory.TRACON : D10
Aircraft Operator : Air Carrier

Make Model Name : MD-80 Series (DC-9-80) Undifferentiated or Other Model
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Passenger

Flight Phase : Landing

Flight Phase : Final Approach

Route In Use : Vectors

Route In Use : Visual Approach
Airspace.Class B : DFW



Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : First Officer

Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Multiengine
Experience.Flight Crew.Total : 3736
Experience.Flight Crew.Last 90 Days : 117
Experience.Flight Crew.Type : 975

ASRS Report Number.Accession Number : 850287
Human Factors : Distraction

Human Factors : Fatigue

Human Factors : Human-Machine Interface
Human Factors : Situational Awareness

Human Factors : Workload

Human Factors : Confusion

Events

Anomaly.Conflict : Airborne Conflict

Anomaly.Deviation - Track / Heading : All Types
Anomaly.Deviation - Procedural : Clearance
Anomaly.Inflight Event / Encounter : Unstabilized Approach
Detector.Person : Flight Crew

When Detected : In-flight

Result.Flight Crew : Became Reoriented

Result.Air Traffic Control : Issued New Clearance

Assessments

Contributing Factors / Situations : Airport

Contributing Factors / Situations : Company Policy

Contributing Factors / Situations : Environment - Non Weather Related
Contributing Factors / Situations : Human Factors

Contributing Factors / Situations : Procedure

Primary Problem : Human Factors

Narrative: 1

During vectors for a visual approach into Runway 17L at DFW our aircraft overshot
the localizer for 17L and flew through the extended centerlines of Runway 17C and
Runway 17R and encroached onto the extended centerline of Runway 18L. There
was at least one other aircraft on approach to 17C. Upon checking in with Regional
Approach over KARLA intersection on the BYP5 Arrival, Regional Approach told us
to expect a visual approach to Runway 17C. He then issued a descent clearance
from 11,000 to 5,000 and to fly a 240 heading after COVIE intersection. The
Captain, as pilot flying, briefed the visual approach to 17C and the NAV radios and
FMS were setup for an approach to Runway 17C. After we were established on the
240 heading and descending to 5,000, he handed us off to the final approach
controller. Upon checking in with the final approach controller, he told us to expect
a visual approach to Runway 17C and to fly direct ZINGG. As we got closer to
ZINGG intersection, we could tell that we were following an MD-80 about 7-8 miles



ahead of us and that the controller was working another aircraft to 17C behind us
that appeared to be getting vectored from a different arrival. The Final Controller
cleared the MD-80 in front of us for the visual approach and told him to maintain
180 KTS or greater and handed him off to DFW Tower. The Final Controller issued
us a descent clearance to 3,000 and asked us to report DFW in sight, the Captain
and | both had the airport in sight and the Controller cleared us for the visual
approach to 17C and to maintain 210 KTS until further advised. About 2-3 miles
from intercepting the centerline for Runway 17C, the Controller changed our
runway assignment to Runway 17L, issued a descent clearance to 2,300 and
cleared us for the visual approach to Runway 17L. He then cleared the aircraft
behind us for the visual approach to Runway 17C and handed us off to DFW tower.
After the Final Controller cleared us for the visual approach to 17L | set the
localizer frequency for 17L into the Captain's NAV radio, then set it in my radio.
After verifying the correct localizer was displayed on the HSI, | informed the
Captain that the localizer for 17L was up. | then proceeded to reprogram the FMS
for 17L. As | executed the FMS revision, | noticed that my HSI looked "wrong" as
the localizer needle was fully deflected left. | looked up (outside) and saw that we
had flown past the extended centerlines of 17L, 17C, and 17R and were about
midfield between the 17 and 18 runways and were about to encroach on the
Runway 18 arrivals. | stated to the Captain that we needed to turn left, and said
that we were about fly into the 18 arrivals. I checked in with DFW tower who issued
a change of runway and cleared us to land on 17R. | then tuned the Captain's NAV
radio to the localizer for 17R, but didn't verify the radio was receiving the correct
identifier before telling her she had the localizer for 17R tuned in. The landing was
relatively uneventful, and in a telephone conversation with DFW tower after
blocking in, the Tower supervisor stated that there was no loss of separation
between us and the aircraft landing on 17C behind us.

Contributing Factors:

1. Last minute runway change in close proximity to intercepting the 17C localizer.
2. We were expecting, briefed and set up for 17C.

3. Staying "heads down" in a critical phase of flight during a rapidly changing
situation.

4. | assumed the Captain had 17L in sight as well and was maneuvering to
intercept the 17L centerline while | was reprogramming the FMS. | should have just
tuned the localizer and left the FMS untouched.

5. High aircraft speed approaching the localizer intercept (210 KTS until further
advised)

6. Crew fatigue - both the Captain and | were the "ready reserve" crew and had
been on duty since XAOOam and had sat idle at the airport for six hours before
being assigned the turn we were just completing. This was the fourth day in a row
of ready reserve for this crew.

7. The normally quiet cruise portion of the flight today was not quiet - today it
involved weather avoidance that taxed our mental acuity.

Synopsis

A regional jet flight crew failed to comply with multiple runway changes appended
to a visual approach clearance.



Time / Day

Date : 200908
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : CVG.Airport
State Reference : KY

Environment

Flight Conditions : VMC
Light : Daylight
Ceiling : CLR

Aircraft

Reference : X

ATC / Advisory. TRACON : CVG
Aircraft Operator : Air Carrier

Make Model Name : Large Transport
Crew Size.Number Of Crew : 3
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Cargo / Freight

Nav In Use : FMS Or FMC

Flight Phase : Descent

Route In Use.STAR : DEBAR
Airspace.Class E : DAY

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier
Function.Flight Crew : Captain
Experience.Flight Crew.Total : 6500
Experience.Flight Crew.Last 90 Days : 200
Experience.Flight Crew.Type : 5000

ASRS Report Number.Accession Number : 850172
Human Factors : Human-Machine Interface
Human Factors : Fatigue

Events

Anomaly.Deviation - Track / Heading : All Types
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : Clearance
Detector.Person : Air Traffic Control

When Detected : In-flight



Result.Flight Crew : Became Reoriented
Result.Air Traffic Control : Issued New Clearance

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Human Factors
Primary Problem : Human Factors

Narrative: 1

On the DEBAR ONE arrival into Cincinnati airport (CVG) we were cleared to DEBAR
intersection then the DEBAR ONE. Upon reaching the DEBAR Intersection we failed
to intercept the 351 degree radial inbound to Richmond VOR. We were notified we
were off course by ATC. No other aircraft were in the area and there were no
conflicts. Contributing factors were the number one FMS was deferred and we were
navigating off the number 2 FMS. The pilot and copilot had both started their day
the night before. 12 hours before, we were assigned the three leg outbound trip. At
the end of our trip we had been on a 15 hour and 30 minute duty day. | think that
night; freight operations should have greatly reduced duty days. Staying up that
long on the backside of the clock greatly affects your decision making process.
Even when you think you feel awake enough to do the trip.

Synopsis

After long duty night freighter crew is cleared direct to DEBAR then the DEBAR1
arrival to CVG, but failed to intercept the inbound track to RID. Error is pointed out
by ATC and the crew corrected.



Time / Day

Date : 200908
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US
Altitude.MSL.Single Value : 8000

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft

Reference : X

ATC / Advisory.Center : ZZZ

Make Model Name : Learjet 45
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Plan : IFR

Mission : Test Flight

Flight Phase : Descent
Airspace.Class E : ZZZ

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Function.Flight Crew : First Officer

Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
Experience.Flight Crew.Total : 5500
Experience.Flight Crew.Last 90 Days : 20
Experience.Flight Crew.Type : 250

ASRS Report Number.Accession Number : 849966
Human Factors : Fatigue

Human Factors : Distraction

Events

Anomaly.Aircraft Equipment Problem : Less Severe
Anomaly.Deviation - Altitude : Undershoot
Anomaly.Deviation - Procedural : Clearance
Detector.Person : Flight Crew

Detector.Person : Air Traffic Control

When Detected : In-flight

Result.Air Traffic Control : Issued New Clearance



Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Human Factors
Primary Problem : Ambiguous

Narrative: 1

We were on an assigned heading and on an unrestricted descent for test purposes
from FL300 to 5000 FT MSL. Descending through approximately 12,000 FT, we
experienced an emergency due to our test and were running an emergency
procedure plus experiencing intermittent radio problems. We inadvertently leveled
at 8000 FT instead of 5000 FT due to being 95 NM from home base and a cloud
deck at approximately 7000 FT. ATC queried us and revised our clearance to
maintain 8000 FT. There was no other traffic and no conflict but it was contrary to
the clearance. Contributing factors were fatigue (First Officer worked 12 hour day
the day prior until XA PM with the minimum 10 hours crew rest prior to this flight),
an emergency, intermittent radio problems, non test related chatter on the
intercom (past flight debrief reiterated a sterile cockpit environment) and an audio
system being repaired.

Synopsis

First Officer reports leveling off 3000 FT above assigned altitude during an
unrestricted descent from FL300 on a test flight. An unspecified emergency
situation existed at the time, along with distractions from the test crew and fatigue
were cited as causal factors.



Time / Day

Date : 200908
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : JFK.Airport
State Reference : NY
Altitude.MSL.Single Value : 1400

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft

Reference : X

ATC / Advisory.Tower : JFK

ATC / Advisory. TRACON : N90O
Aircraft Operator : Air Carrier

Make Model Name : B777 Undifferentiated or Other Model
Crew Size.Number Of Crew : 3
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Passenger

Flight Phase : Final Approach
Airspace.Class B : JFK

Component

Aircraft Component : Flap Control (Trailing & Leading Edge)
Aircraft Reference : X
Problem : Improperly Operated

Person : 1

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Pilot Flying

Function.Flight Crew : Captain

ASRS Report Number.Accession Number : 849354
Human Factors : Time Pressure

Human Factors : Fatigue

Human Factors : Human-Machine Interface

Person : 2

Reference : 2
Location Of Person.Aircraft : X



Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Pilot Not Flying
Function.Flight Crew : First Officer

ASRS Report Number.Accession Number : 850684
Human Factors : Situational Awareness

Human Factors : Fatigue

Human Factors : Human-Machine Interface

Events

Anomaly.Deviation - Speed : All Types

Anomaly.Deviation - Procedural : Published Material / Policy
Detector.Automation : Aircraft Other Automation
Detector.Person : Flight Crew

When Detected : In-flight

Result.Flight Crew : Became Reoriented

Assessments

Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Primary Problem : Human Factors

Narrative: 1

Requested by ATC to maintain speed of 180 KTS until FAF (1400FT). Maintained
speed and then called for flaps 30 when the speed was above max extension speed
of 170 KTS. The First Officer and | caught my mistake right away and the placed
the flap handle back to 25. It was so quick that the flaps barely moved beyond 20.
I immediately slowed to below 170 KTS and we extended the flaps to the 30
position. Normal landing. This situation may have happened because of wanting to
observe the 180 KTS a little to long, a bit tired from the midnight wake up and then
rushing to meet the stabilized approach criteria. I am very careful not to ever
exceed an aircraft limit and in this case I'm not sure it did occur...but is was close.

Narrative: 2

The 777 operating manual states that the flap load relief indication on EICAS
means: 1) Flap load relief is retracting the flaps, or inhibiting extension, as required
to prevent air load damage due to excessive airspeed. 2) Extension from UP is
being inhibited due to either excessive airspeed or altitude.

Synopsis

A B777 Captain called for Flaps 30 at 180 KTS before landing causing the FLAP
LOAD RELIEF to activate. The flap handle was returned to 25 until the aircraft
slowed to 170 KTS. Fatigue and time pressure were factors.





