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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: 1006609 @ of 50)

Synopsis
An EA5O flight crew deviated from the TEB departure by climbing through the 1,500
FT restriction. First Officer was not clear on the procedure.

ACN: 1006134 (2 of 50)

Synopsis
A CL300 Captain cleared for the SJC FAIRGROUND VISUAL 30L was confused about
the descent clearance because the Chart stated RECOMMENDED 5,000 FT prior to
the MANDATORY 5,000 FT SJC 170 constraint and so he began the descent early.

ACN: 1003371 (zof50)

Synopsis
A UAV pilot overloaded with checklist and descent procedures failed to cancel his
IFR clearance with ATC.

ACN: 1002406 4 of50)

Synopsis
An international Captain reported extreme fatigue experienced by him and his First
Officer on a non-augmented Far East leg following a Pacific crossing.

ACN: 1002153 (5 of 50)

Synopsis
A PC-12 nose landing gear failed to extend, so after all troubleshooting options
were exhausted, an emergency nose gear up landing was completed with the
propellers feather which resulted in very little damage.

ACN: 1000954 6 of50)

Synopsis
At least one Goose entered a B737-300's left engine at 1,800 FT after takeoff
causing a high engine vibration reading and the ENG light so the crew declared an
emergency, completed the QRH and returned to the departure airport.

ACN: 1000749 7 ofs0)

Synopsis
CL300 Captain reported receiving an Altitude Alert, TCAS TA, and a warning from
Tower Controller to stop climbing after the First Officer (pilot flying) inadvertently
started a climb after being established on an ILS approach. Captain cited checklist
distraction and poor flight crew communication as contributing factors.



ACN: 999603 (8of50)

Synopsis
Vertigo combined with either a malfunctioning or improperly operated GPS in IMC
had to be overcome by the instrument rated Instructor pilot in command of a BE58
to affect a safe landing. Assistance from ATC, her multiengine rated student and
another CFIl in the back seat contributed to a safe recovery from the event.

ACN: 999123 (9of50)

Synopsis
A CRJ200 Captain descended 300 FT into VNY airspace on a visual approach to BUR
Runway 8 because he was unfamiliar with VNY's location and the Runway 8 ILS was
oTS.

ACN: 995624 100f50)

Synopsis
Both forward windshields on an EMB145 shattered during rotation for takeoff. An
emergency was declared and the aircraft returned to the departure airport after
delayed ATC vectors in moderate to severe turbulence.

ACN: 995231 @11 0f50)

Synopsis
A fatigued Captain nearly landed on the EWR 22R runway edge lights which he
mistook for centerline lights but became reoriented by the First Officer's
"Centerline" alert. Fatigue and crew rest were major factors.

ACN: 995044 @12 ofs50)

Synopsis
Flight Attendants aboard a B747-400 notified the flight crew of inoperative cabin PA
and interphone handsets at several doors during taxi for takeoff. Only after takeoff
and the initial food service were the Flight Attendants advised that the inoperative
handsets were deferable and that notification occurred only because Flight
Attendants took the initiative to call and ask.

ACN: 993428 (13 of50)

Synopsis
A B767-300 crew shut an engine down for low oil pressure as they began their
approach descent and because of high workload missed the autopilot’s failure to
capture the glideslope which resulted in an unstabilized approach with a low
airspeed. The crew rectified the errors and landed safely.

ACN: 992138 @4 ofs0)



Synopsis
A B737 Captain gave his First Officer aircraft control while he made a PA and the
First Officer failed to monitor the aircraft's descent. They were 2,000 FT low
crossing a KORRY 3 arrival constraint.

ACN: 990528 15 0f50)

Synopsis
A CRJ-200 flight crew reported becoming distracted by a wake vortex encounter
that led to a speed over 250 KTS below 10,000 FT.

ACN: 990147 @sofs0)

Synopsis
After one generator failed shortly after takeoff the Flight Attendants aboard a B777-
222 headed for an Atlantic crossing failed to have their concerns about the safety
of continuing the flight properly addressed by the flight crew.

ACN: 987852 @a7ofs0)

Synopsis
C172 safety pilot describes the loss of electrical power during a VFR instrument
training flight using flight following. The two pilots return to their departure airport
without exterior lighting and land flaps up on an unlighted runway.

ACN: 986985 (18 of 50)

Synopsis
A Citation First Officer reported his Captain failed to cross TASCA at 2,000 FT as
required by the RUUDY SID from TEB.

ACN: 986323 @19 0f50)

Synopsis
A C177 nose gear failed to extend so after several failed emergency extension
maneuvers proved unsuccessful an emergency was declared and the aircraft landed
with the nose gear retracted.

ACN: 984315 o ofs50)

Synopsis
A B-737NG Flight Crew turned the wrong way when MDW Tower's takeoff clearance
included an over 180 degree right turn when able.

ACN: 981999 (21 0f50)



Synopsis
A traffic conflict resulted when an A319 Captain misheard and acted unilaterally on
a clearance to fly a 280 degree heading as a climb to FL280. The report included an
effusive mea culpa and re-dedication to CRM SOP.

ACN: 981661 22 0f50)

Synopsis
A First Officer criticized his Captain for not following SOP, flying an unstabilized
approach and executing a poor go around then not practicing CRM during the
debrief. The First Officer was removed from the trip while the Captain admitted
minor errors and criticized the First Officer.

ACN: 980396 (23 0f50)

Synopsis
A DHCS8 Captain canceled IFR on a night approach to a CTAF airport and
subsequently the aircraft momentarily entered IMC conditions. Situational
awareness, fatigue and CRM were components in this error.

ACN: 979067 (24 of 50)

Synopsis
When confronted with FMS database runway selections at ASE that exceeded the
number of available runways by a factor of three, a Citation XL flight crew elected
to fly a raw data VOR DME approach which was followed by a missed approach and
diversion to their alternate when they were unable to continue to a landing.

ACN: 978263 (25 of 50)

Synopsis
Disagreement between two pilots of a B737 on how to program a fix in their FMS
defined by a radial and distance led to a track deviation.

ACN: 978044 (6 of 50)

Synopsis
Because LGA weather was below forecast minimums a crew refused to fly even as
Dispatch attempted to employ Exception 3585. Because no CAT | or CAT Il
approaches were available the flight was canceled.

ACN: 977692 (27 of50)

Synopsis
A CRJ200 landing gear failed to retract after takeoff, so an emergency was declared
and the flight diverted to a nearby airport with suitable weather. The Captain noted
increased workload due to aircraft maintenance deferrals.



ACN: 976614 (28 ofs50)

Synopsis
ERJ-170 First Officer reported he received SLAT FAIL EICAS on approach. Flight
crew ran the procedure, declared an emergency, and landed normally.

ACN: 976042 9 of 50)

Synopsis
A CE560XL received a HDG FAILURE on the pilot's PFD followed by an ALT FAILURE
alert when the Air Data Computer failed. An altitude deviation occurred before the
First Officer began flying.

ACN: 975399 (300f50)

Synopsis
An EMB170 had multiple bird strikes at 2,200 FT during climb out. With no
apparent anomalies,a return to departure airport for an overweight landing was
made. Four bird impact sites were found after arriving at the gate.

ACN: 975012 (31 0f50)

Synopsis
The flight crew of a B727, after receiving main deck cargo compartment fire
warnings on final approach, elected to land and evacuate on the runway rather
than initiate the associated emergency procedure during a critical phase of flight. A
subsequent inspection determined the event to have been triggered by a faulty fire
sensor.

ACN: 973598 (32 of 50)

Synopsis
An air carrier Captain expressed her concerns regarding the quality of training
intended to integrate the SOPs of two merging pilot groups into a single uniform
operation.

ACN: 973597 330f50)

Synopsis
A B757-200 Captain removed himself from flight/pay status with his airline because
he believed the training provided to integrate the operation cultures of two recently
merged pilot groups was inadequate to prepare flight crew to adapt to the changes.

ACN: 973205 34 ofs50)

Synopsis



A B757-200 Captain shared a letter the original of which was directed to the FAA
Administrator which discussed at length his concerns about insufficient training in
flight operations procedures provided by his newly merged airline's training
department for all pilots from the airline whose procedures have been largely
replaced. He believes the training was predicated on cost effectiveness to the
detriment of operational safety.

ACN: 972236 (35 0f50)

Synopsis
The flight crew of a Challenger 601 failed to comply with the 1,500 FT MSL crossing
at WENTZ on the RUUDY TWO SID from TEB.

ACN: 971646 36 0f50)

Synopsis
A CRJ50 EICAS alerted PAX DOOR LATCH but the crew erroneously completed the
PAX DOOR HANDLE OUT checklist which required that they divert to the nearest
airport. Maintenance MEL'ed the door warning system as faulty.

ACN: 969903 (37 of 50)

Synopsis
A CE560XL STAB MISCOMP and HYD PRESS lights illuminated during descent and
then both extinguished after the aircraft slowed to 200 KTS and the checklist was
completed.

ACN: 969300 (38 of50)

Synopsis
An A321 approaching an airport with a 6,000 FT runway was unable to land on the
first approach because of wind and on the second approach had a brake fault which
affected the landing distance capabilities and so they diverted to a nearby aircraft
where an aircraft switch was made.

ACN: 967840 (39 of50)

Synopsis
Following a report of a possible main gear fire after landing and difficulty accessing
the appropriate checklists for a passenger evacuation in the new QRH, a B767-300
Captain addressed the need for better flight crew training with respect to newly
implemented procedures and the accompanying cockpit resources.

ACN: 967828 4o ofs50)

Synopsis



Improperly directed maintenance procedures for a contract mechanic resulted in a
second return to the gate, corrective maintenance, a timed out cabin crew, a
canceled revenue flight and a ferry flight home for an A319 flight crew.

ACN: 967259 @41 0f50)

Synopsis
A CE-750 flight crew failed to comply with the 2,000 MSL at 4.0 DME restriction on
the SKYLINE SID off Runway 29 at OAK. Inappropriate FMS route alterations and
distractions from a TA shortly after takeoff may have contributed.

ACN: 966991 42 of50)

Synopsis
A B737-300 Mode Control Panel failed on a RNAV arrival but the Captain did not
inform ATC about the navigation failure which lead to heated discussions about
CRM and safety reports.

ACN: 966801 43ofs0)

Synopsis
EMB170 First Officer experiences a Slats Fail EICAS message, with other associated
EICAS messages, during approach. After complying with checklist procedures the
flight returns for a visual landing but the crew over looks the landing gear, until
reminded by the GPWS.

ACN: 966183 44 of50)

Synopsis
While avoiding weather on the EAGUL RNAV STAR to PHX, the flight crew of an
A320 and ATC suffered a communications breakdown with respect to the expected
descent requirements.

ACN: 966076 s of50)

Synopsis
After extinguishing a fire in the left engine a B767 diverted to the nearest suitable
airport.

ACN: 965515 @6 of50)

Synopsis
A B757 left hydraulic system failed in flight but the flight continued to its filed
destination and landed uneventfully without nose wheel steering which required
that the aircraft be towed to the gate. An emergency was not declared.

ACN: 964967 47 ofs0)



Synopsis
Following the failure of the center hydraulic system demand pump the flight crew of
a B767-300 on an ETOPS flight was advised they were good to continue the ETOPS
operation. They later discovered Maintenance/Dispatch had not provided them with
detailed information on the MEL considerations for ETOPS operations, some of
which might have affected their decision to continue the flight.

ACN: 963587 4sofs0)

Synopsis
A B757/67 Pilot addressed four areas in which his company's new Quick Response
Handbook fails to meet the needs of flight crews when utilized during stressful,
time sensitive emergencies and abnormal procedures.

ACN: 963297 @49 of50)

Synopsis
Following the use of a unilaterally initiated fluid transfer triggered by an EICAS low
hydraulic quantity warning procedure--undirected by Maintenance--the flight crew
of a commuter jet blew all four main gear tires on landing.

ACN: 962076 o of50)

Synopsis
A P2V hydraulic filter container burst causing a hydraulic pressure loss while at
cruise. An emergency was declared and the flight diverted to a nearby airport
where braking and steering action were lost as the aircraft slowly rolled off the
runway.



Report Narratives



Time / Day

Date : 201204
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 : 3
Altitude.MSL.Single Value : 1800

Environment

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

Aircraft

Reference : X

ATC / Advisory. TRACON : N90
Aircraft Operator : Air Taxi
Make Model Name : Eclipse 500
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 135
Flight Plan : IFR

Mission : Passenger

Flight Phase : Initial Climb
Route In Use.SID : TEBS8
Airspace.Class B : EWR
Airspace.Class D : TEB

Person : 1

Reference : 1

Location Of Person.Aircraft @ X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Flight Instructor
Experience.Flight Crew.Total : 4850
Experience.Flight Crew.Last 90 Days : 100
Experience.Flight Crew.Type : 250

ASRS Report Number.Accession Number : 1006609

Person : 2



Reference : 2

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Taxi
Function.Flight Crew : First Officer
Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Commercial
Experience.Flight Crew.Total : 1500
Experience.Flight Crew.Last 90 Days : 100
Experience.Flight Crew.Type : 100

ASRS Report Number.Accession Number : 1006626
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 : Became Reoriented

Result.Air Traffic Control : Issued New Clearance

Assessments

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

Narrative: 1

We were climbing out on the TEB 8 departure from Runway 24. We were supposed
to level at 1,500 until 4.5 DME from TEB. | was the pilot not flying. We had briefed
the departure and | had the text on my knee board. | called out 500 FT for 1,500
FT. While | was contacting Approach the pilot flying started the turn to a 280
heading but did not level off. By the time | could take control we had already
reached 1,800 FT. The altitude alerter was set at 1,500 FT. For some reason the
pilot flying thought she could continue the climb to 2,000 FT once we started the
turn. The Approach Controller did not acknowledge the deviation and asked us to
climb to 4,000 FT. It was just a mental error on the pilot flying because we had
discussed in detail that | would let her know when we passed 4.5 DME and | would
change the alerter to 2,000 FT and we could continue the climb.

Narrative: 2

As the First Officer and pilot flying this leg, | briefed the TEB8.TEB departure
procedure; heading 240 to 1,500 FT, then right turn to 280 up to 2,000 FT until the
4.5 DME fix. This was incorrect and neither | nor the Captain challenged the brief.
(The correct departure procedure was climb to 1,500 FT heading 240, then right
turn to 280, maintain 1,500 FT until reaching the 4.5 DME fix, and then climb to
2,000 FT) I initially looked at the departure procedure but did not have it in front of



me on takeoff. The Captain had the copy of the departure procedure on his lap.
Being the first time | have flown the TEBS8, | asked the Captain to watch me and
make sure | was doing the right thing. He said he'd walk me through it and we
continued to get ready to depart.

Prior to departure | selected 2,000 FT in the altitude selector and he changed it to
1,500 FT but neither of us queried each other. On departure, | climbed to 1,500 FT
on runway heading 240 degrees, made a right turn to 280 degrees and started to
climb to 2,000 FT. After deviating 400 FT, the Captain made the call out 1,500 FT,
1,500 FT" and | immediately acted to correct my altitude. At the same exact time
as the deviation, NY Departure cleared us up to 4,000 FT. They did not comment or
query the deviation. It happened very quickly. Upon reflection, I can see that we
failed in our CRM response as a crew. | should have had the plate in front of me the
whole time for reference and should have taken more time to make sure | was
reading it correctly. The Captain assumed | was more familiar with the departure
and was distracted by traffic calls and ATC communication which led to him not
catching the altitude deviation sooner.

Synopsis

An EA5O flight crew deviated from the TEB departure by climbing through the 1,500
FT restriction. First Officer was not clear on the procedure.



Time / Day

Date : 201204
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : SJC.Airport
State Reference : CA

Relative Position.Angle.Radial : 170
Altitude.MSL.Single Value : 5000

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft

Reference : X

ATC / Advisory. TRACON : NCT
Aircraft Operator : Fractional

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

Mission : Passenger

Flight Phase : Initial Approach
Route In Use.Other

Airspace.Class E : NCT

Person

Reference : 1

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 : 1006134
Human Factors : Communication Breakdown
Human Factors : Confusion

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

Events

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



Detector.Person : Flight Crew

Detector.Person : Air Traffic Control

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 : Chart Or Publication
Primary Problem : Chart Or Publication

Narrative: 1

[We were] cleared for the FAIRGROUND VISUAL 30L. We were at 5,000, flying pilot
started to descend prior to the 170 [radial from] SJC. At this point | said "why are
you descending?" He said "We were cleared for the visual." | then replied, "170
[radial from] SJC at 5,000." He stopped the descent and climbed back to 5,000.
NORCAL then asked if we are familiar with the FAIRGROUND VISUAL approach. |
replied affirmative and at this point we were back at 5,000. We did not descend
more then 200 FT. Flying pilot then told me that prior to the 170 SJC radial on the
chart it says RECOMMENDED 5,000. Then in small print at the 170 SJC radial it
says MANDATORY 5,000. The chart is printed with confusion. They need to remove
the RECOMMENDED 5,000 and make it say MANDATORY prior to the 170 radial.

Synopsis

A CL300 Captain cleared for the SJC FAIRGROUND VISUAL 30L was confused about
the descent clearance because the Chart stated RECOMMENDED 5,000 FT prior to
the MANDATORY 5,000 FT SJC 170 constraint and so he began the descent early.



Time / Day

Date : 201204
Local Time Of Day : 0001-0600

Place

Locale Reference.ATC Facility : ZZZ.ARTCC
State Reference : US
Altitude.MSL.Single Value : 12000

Environment

Flight Conditions : VMC
Light : Night
Ceiling.Single Value : 30000

Aircraft

Reference : X

ATC / Advisory.Center : ZZZ

Aircraft Operator : Government

Make Model Name : UAV - Unpiloted Aerial Vehicle
Crew Size.Number Of Crew : 1

Operating Under FAR Part : Part 91

Flight Plan : IFR

Flight Phase : Descent

Airspace.Class E : ZZZ

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Government
Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Flight Instructor
Experience.Flight Crew.Total : 2100
Experience.Flight Crew.Last 90 Days : 25
Experience.Flight Crew.Type : 300

ASRS Report Number.Accession Number : 1003371
Human Factors : Communication Breakdown
Human Factors : Distraction

Human Factors : Time Pressure

Human Factors : Workload

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

Events



Anomaly.Deviation - Altitude : Excursion From Assigned Altitude
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 Advisory / Alert

Assessments

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

Narrative: 1

Pilot was cleared to descend and maintain 15,000 MSL while still on an active IFR
flight plan. Pilot initialized descent from 18,000 FT as part of UAS chase and
recovery procedures with chase aircraft providing visual separation services. Pilot
was involved with checklists and rushed during descent phase. Pilot continued
descent through 15,000 FT and forgot to contact ATC to cancel IFR as intended.
Controller asked pilot to advise of intentions when descending through 12,000 FT.
Pilot notified Controller to cancel IFR; Controller advised IFR cancellation received,
maintain VFR. No further incident. Pilot was in VMC and maintaining visual
separation from any other aircraft in the area through the use of a chase aircraft
and radar feed as allowed by FAA Certificate of Authorization. Contributing factors
were the complicated procedures required by the Certificate of Authorization chase
requirement and the pilot's attempt to rush through the process including checklists
and procedures required for descent and landing. CRM was utilized to resolve the
error when the pilot not flying alerted the pilot flying to the fact that ATC was
calling for him. Corrective actions include slowing down on checklist items and not
allowing pilot to be rushed. Also cancel IFR as soon as allowable in descent process.

Synopsis

A UAV pilot overloaded with checklist and descent procedures failed to cancel his
IFR clearance with ATC.



Time / Day
Date : 201203

Place

Locale Reference.Airport : ZZZZ Airport
State Reference : FO
Altitude.AGL.Single Value : O

Environment
Ceiling : CLR
Aircraft

Reference : X

Aircraft Operator : Air Carrier

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

Operating Under FAR Part : Part 121
Mission : Passenger

Flight Phase : Cruise

Person

Reference : 1

Location Of Person.Aircraft @ X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
Experience.Flight Crew.Total : 20000
Experience.Flight Crew.Last 90 Days : 240
Experience.Flight Crew.Type : 4500

ASRS Report Number.Accession Number : 1002406
Human Factors : Fatigue

Events

Anomaly.Flight Deck / Cabin / Aircraft Event : Other / Unknown
Detector.Person : Flight Crew

When Detected : In-flight

Result.General : None Reported / Taken

Assessments

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



Narrative: 1

[This flight assignment] is unsafe as constructed. This leg requires augmentation.
The extent of physical impairment was so severe that it put us at risk. We violated
every facet of the CRM/TEM concept. During this leg the First Officer and | were in
and out of microsleep. | would startle myself awake only to find my First Officer
slumped over the controls. This is unacceptable. When the human physiology of
sleep is denied, as in circadian disruptions, then there is absolutely nothing you can
do short of taking drugs to stay awake. This is NOT just an all nighter. This is back
side of the clock on the other side of the world. Circadian low point occurs 2 hours
into the flight. And the flight starts off with sleep debt due to the all nighter to [a
Far East Pacific crossing destination] followed by this leg to [another Far East
destination about 6 hours away]. At the end of the flight we have been up for 24
hours.

After we arrive in ZZZ and get to bed we wake up at 0200 local. This is the middle
of our body clock day. The so-called nap before pickup is just staring at the walls
since we are in our daytime body clock. By the time we launch we are now in
circadian low, 0100-0400 body time. The sleep debt coming over also begins to
rear its ugly head. We were just trying to survive the flight. Words cannot describe
the physical toll this took on us and the effort needed to stay alert enough to get
on the ground safely. We were shaking ourselves, reading checklists over and over
trying to stay awake for the arrival. Worse were the lingering effects over the next
couple of days. This doesn't just go away. The cumulative sleep debt and the
reaction of the body to forcing it into sleep deprivation during this time have a long
term recovery. You don't just go to bed and all is well. It takes several days to
recover. This is borderline reckless to deliberately put ourselves in this physical
state and then fly. Augment or change the departure times.

Synopsis

An international Captain reported extreme fatigue experienced by him and his First
Officer on a non-augmented Far East leg following a Pacific crossing.



Time / Day

Date : 201203
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.Visibility : 10
Light : Daylight

Ceiling : CLR

Aircraft

Reference : X

ATC / Advisory.Center : ZZZ
Aircraft Operator : Corporate

Make Model Name : PC-12

Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Flight Plan : IFR

Mission : Ferry

Flight Phase : Landing

Component

Aircraft Component : Gear Extend/Retract Mechanism
Aircraft Reference : X
Problem : Failed

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 : Flight Instructor
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Instrument
Experience.Flight Crew.Total : 10000
Experience.Flight Crew.Last 90 Days : 80
Experience.Flight Crew.Type : 350



ASRS Report Number.Accession Number : 1002153
Human Factors : Training / Qualification

Human Factors : Situational Awareness

Human Factors : Troubleshooting

Events

Anomaly.Aircraft Equipment Problem : Critical
Detector.Person : Dispatch

When Detected : In-flight

Result.General : Declared Emergency
Result.General : Maintenance Action

Result.Flight Crew : Landed in Emergency Condition
Result.Flight Crew : Took Evasive Action
Result.Flight Crew : Inflight Shutdown
Result.Aircraft : Aircraft Damaged

Assessments

Contributing Factors / Situations : Aircraft
Primary Problem : Aircraft

Narrative: 1

Nose gear failed to extend fully and lock down. [We] circled the airfield for
approximately one hour and 30 minutes while completing abnormal and emergency
checklist. [We] exhausted all options. | completed the emergency checklist for
landing with nose gear up. The engine was shut down and feathered on landing at
which time 2 prop blades contacted the runway as the nose came down. Blades
were abraded and bent slightly. Aircraft structure was not damaged beyond the 2
prop blades. No passengers were on board. Engine was not running and prop was
slowly turning when contact with runway occurred. As of this time the cause of the
nose gear failure has not been determined. Pending further investigation | shall not
be able to offer my opinion on cause of malfunction. In my opinion all proper
procedures were followed with regards to AFM procedure and emergency checklist.
I owe a great thanks to the technicians and ground Maintenance personnel as they
were a valuable asset in assisting me with this problem; very good CRM.

Synopsis

A PC-12 nose landing gear failed to extend, so after all troubleshooting options
were exhausted, an emergency nose gear up landing was completed with the
propellers feather which resulted in very little damage.



Time / Day

Date : 201203
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US
Altitude.MSL.Single Value : 1800

Environment

Flight Conditions : VMC
Light : Night

Aircraft

Reference : X

ATC / Advisory.Tower : ZZZ

Aircraft Operator : Air Carrier

Make Model Name : B737-300

Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Passenger

Flight Phase : Takeoff
Airspace.Class B : ZZzZ

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 Flying
Experience.Flight Crew.Last 90 Days : 233
Experience.Flight Crew.Type : 2800

ASRS Report Number.Accession Number : 1000954
Human Factors : Workload

Human Factors : Training / Qualification
Human Factors : Time Pressure

Person : 2

Reference : 2

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



Qualification.Flight Crew : Air Transport Pilot (ATP)
Experience.Flight Crew.Last 90 Days : 364
Experience.Flight Crew.Type : 13500

ASRS Report Number.Accession Number : 1001489
Human Factors : Workload

Human Factors : Time Pressure

Human Factors : Training / Qualification

Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Inflight Event / Encounter : Bird / Animal
Detector.Automation : Aircraft Other Automation
Detector.Person : Flight Crew

When Detected : In-flight

Result.General : Declared Emergency

Result.Flight Crew : Landed in Emergency Condition
Result.Flight Crew : Returned To Departure Airport
Result.Aircraft : Aircraft Damaged

Assessments

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

Narrative: 1

We were operating flight scheduled service. The flight was late arriving and it was
our last flight of the day during night conditions. We had 103 passengers onboard.
After pushback we were cleared to taxi to Runway 15R, then cleared to takeoff
Runway 15R. Normal takeoff until we saw at least two large waterfowl illuminated
by the lighting from the landing lights. | was the pilot flying and reacted, but the
closure rate was too fast to avoid a collision. The large waterfowl, most likely
Canadian geese, struck the aircraft on the left side and we had a loud bang
followed by increased engine vibration and changes in our engine parameters. We
knew we took at least one in the #1 engine immediately. Also, we had a Master
Caution light illuminate with an ENG indication. The Captain notified ATC and
declared that we were coming back to land, needing assistance upon landing for an
operational emergency. | continued as the pilot flying while the Captain assessed
the situation and brought out the QRH to run the Inop checklist. During the bird
strike, we had a high engine vibration of 4.0 units. Upon level off, | made sure that
the engine parameters were still within limits and the all parameters were stabilized
with the engine vibration under 3.0 units at 3,000 FT MSL and 210 KTS. The
Captain notified the flight attendants, ATC, Company, and passengers of our
situation and after our checklists were complete, we told ATC we were ready for an
approach to Runway 10. The Captain asked if | was still comfortable with the
landing and | said, yes | was. We again notified Tower that we wanted the fire
trucks to check out the aircraft and brakes upon landing. We landed flaps 30 with
the #1 engine pulled back slightly and taxied off the runway into the deice pad so
the fire trucks could check the condition of the aircraft. After a small cool down, the
Captain shut down the number one engine and coordinated with the rescue team.
They communicated that the number one engine had significant damage and that
the brakes were approximately 120 degrees. We landed 1,000 LBS below maximum
landing weight and there were no brake limit cooling from the performance



calculations. | communicated with Operations, flight attendants, and passengers
about our event and our instructions. We were cleared from the fire rescue team
and taxied back to the gate. | think our entire crew handled this event with good
CRM and teamwork. TRACON handled our situation great and it was nice to have
good Controllers handling us. Our flight attendants kept the passengers calm under
a possible stressful event. Our fire rescue team was in excellent position for us to
taxi off the runway and for them to assess our aircraft. My Captain handled this
event calmly, under control, and with professionalism. | think under non-normal
events it is great to have good communications and CRM amongst all the members
to conduct the flight safely.

Narrative: 2
[Narative #2 had no additional information.]
Synopsis

At least one Goose entered a B737-300's left engine at 1,800 FT after takeoff
causing a high engine vibration reading and the ENG light so the crew declared an
emergency, completed the QRH and returned to the departure airport.



Time / Day

Date : 201203
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US
Altitude.MSL.Single Value : 2500

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft

Reference : X

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

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

Mission : Passenger

Flight Phase : Initial Approach
Airspace.Class D : ZzZzZ

Component

Aircraft Component : Autopilot
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 : Captain

Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 1000749
Human Factors : Communication Breakdown
Human Factors : Distraction

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

Events



Anomaly.Deviation - Altitude : Crossing Restriction Not Met
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : Clearance
Detector.Automation : Aircraft RA

Detector.Person : Air Traffic Control

When Detected : In-flight

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 approach ILS Runway 06. Approach gave us the following instructions: "heading
090 to intercept the ILS Runway 06 localizer; cleared approach; maintain 2,000 FT
until established; cross ZzZzzZZZ fix at 1,500 FT." Read back clearance to Approach,
set 1,500 FT in the altitude alerter, and stated "ZZZZZ at 1,500 FT" to the copilot.
Previously we had briefed that ZZZ7Z7Z was a "MANDATORY" altitude. Copilot
intercepted the localizer at 2,000 FT and | then became immersed in the checklist.
Approach handed us off to Tower and during the switchover two things happened:
first we got a 300 FT altitude alert followed by a TA. This was followed by Tower
warning us to stop climbing immediately and descend. | was stunned for a minute
because | expected us to be descending when in fact; we had climbed almost 500
FT. I saw that we were at 2,500 FT before the copilot began to descend. After
landing, Tower advised of the deviation and gave us a phone number to call.
TRACON advised me of the pilot deviation. After the call to TRACON, | attempted to
debrief the copilot as to what exactly happened. Why did we climb? Why didn't we
cross ZZ7Z7ZZ at 1,500 FT, as we briefed? At first the copilot did not understand
what happened and seemed mystified as to what altitude we were at when Tower
called. When | said we climbed to 2,500 FT, she stated she didn't think that was
true and said she began a descent as soon as the Tower alerted us and that "we
should just file an ASAP." | was pretty upset and stated that we had messed up
very badly and an ASAP won't keep us from being violated. The copilot became
uncommunicative, and because | was steamed, | dropped the subject. With the
autopilot engaged, it is impossible to climb unless some vertical mode is selected
and since the copilot won't explain what thought process was happening, | cannot
say for sure exactly what did happen. Because the copilot was not very
communicative, | can only theorize that due to inexperience/over reliance on
automation/ or simply assuming that the autopilot would intercept the glide slope
and fly it down to ZZz77 (which doesn't help you with the MANDATORY 1,500 FT
crossing restriction). | think that we must have had a communication failure of epic
proportions between the copilot and myself. | know that the copilot either did not
understand the importance of the 1,500 FT restriction at ZZZZZ or felt that |
communicated something else. What happened is just as much my fault as the
flying pilot's fault. Contributing to the problem is an inexperienced copilot who
didn't think to disengage the autopilot and hand fly the airplane if the automation
isn't working as planned. Freezing up on the controls of a jet moving at 3 miles a
minute is not good. It is easy to take things like the crossing restriction for granted
when a pilot has been in and out of [this airport] many times. Maybe | did not
emphasize it enough? The debrief with the copilot was very disappointing. Perhaps



I intimidated or seemingly negated something that the copilot thought was
important, | don't know. What | do know, however, is that communication in the
cockpit is vital and without it there cannot truly be a safe environment for flight.
The copilot went silent and | can't tell why and that is a bad situation. Day VMC
probably lulled me into lowering my guard. | should have been more vigilant and

thorough in the descent brief.

Synopsis
CL300 Captain reported receiving an Altitude Alert, TCAS TA, and a warning from
Tower Controller to stop climbing after the First Officer (pilot flying) inadvertently
started a climb after being established on an ILS approach. Captain cited checklist
distraction and poor flight crew communication as contributing factors.



Time / Day

Date : 201203
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZZ.Airport

State Reference : US

Relative Position.Distance.Nautical Miles : 15
Altitude.MSL.Single Value : 5000

Environment

Flight Conditions : IMC

Weather Elements / Visibility : Rain
Weather Elements / Visibility : Turbulence
Weather Elements / Visibility.Visibility : 5
Light : Daylight

Ceiling.Single Value : 800

Aircraft

Reference : X

ATC / Advisory.Tower : ZZZ
Aircraft Operator : FBO

Make Model Name : Baron 58/58TC
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Flight Plan : IFR

Mission : Training

Nav In Use : GPS

Nav In Use.Localizer/Glideslope/ILS : Runway XX
Flight Phase : Initial Approach
Route In Use : Direct
Airspace.Class D : ZzZZ

Component : 1

Aircraft Component : AC Generator/Alternator
Aircraft Reference : X
Problem : Malfunctioning

Component : 2

Aircraft Component : GPS & Other Satellite Navigation
Aircraft Reference : X

Problem : Improperly Operated

Problem : Malfunctioning

Person : 1



Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : FBO
Function.Flight Crew : Instructor
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Multiengine
Experience.Flight Crew.Total : 1025
Experience.Flight Crew.Last 90 Days : 30
Experience.Flight Crew.Type : 30

ASRS Report Number.Accession Number : 999603
Human Factors : Physiological - Other
Human Factors : Confusion

Human Factors : Workload

Person : 2

Reference : 2

Location Of Person.Aircraft : X
Location In Aircraft : Flight Deck
Reporter Organization : FBO
Function.Flight Crew : Trainee
Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Student
Qualification.Flight Crew : Private
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Commercial
ASRS Report Number.Accession Number : 999644

Events

Anomaly.Aircraft Equipment Problem : Critical

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

Anomaly.Inflight Event / Encounter : Weather / Turbulence
Detector.Person : Flight Crew

Detector.Person : Passenger

Detector.Person : Air Traffic Control

Were Passengers Involved In Event : Y

When Detected : In-flight

Result.Flight Crew : Became Reoriented

Result.Flight Crew : Regained Aircraft Control

Result.Air Traffic Control : Provided Assistance

Result.Air Traffic Control : Issued New Clearance

Assessments

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



Contributing Factors / Situations : Weather
Primary Problem : Human Factors

Narrative: 1

I was PIC and had a multi-engine rated student in the right seat. After departure
and established direct to our destination while on top | turned the plane over to the
student and was providing instrument instruction. We had a left alternator caution
light come on, ran the check list and the light extinguished. In preparation for
landing at the airport | picked up the ATIS and requested the ILS XX circle to land
on YY. | was cleared to 5,000 FT and took controls since we were IMC. | selected
the approach in the GPS and was cleared to intercept the localizer, report
established.

This is where it gets embarrassing; | couldn't intercept the localizer. According to
the moving map | was right where | was supposed to be, but the HSI was showing
the localizer and the glide slope were not coming in. Center asked if | was
established to which | replied negative and he vectored me around to give it
another shot. At this point | began having some spatial disorientation issues
(vertigo) and it was taking almost all my attention to just fly the plane let alone
troubleshoot the NAV/GPS issues.

My student was unfamiliar with the aircraft and its instrumentation so | asked my
backseater (A CFl with time in the aircraft) to talk her through setting up the
approach. My altitudes got off by approximately 300 FT and my heading varied by
20-30 degrees. | was fighting the leans [vertigo].

I [ultimately] appeared to be on course and established on the localizer and
reported as such. | was cleared for the approach and told to contact Tower. After
making contact with Tower | had a full scale deflection. | reported the situation to
Tower and requested vectors to the VOR for the VOR YY approach. Of course he
had me contact Center for that. At this point | knew that whether the GPS was not
working, or | had it programmed incorrectly, | had no faith in it and thus used my
NAV2 for navigation to the VOR.

Meanwhile with the leans messing with me | opted to use the autopilot in altitude
and heading mode to reduce the workload and get stabilized. Center asked if |
wanted to immediately start the approach or if | wanted vectored out so another
aircraft could get in. | opted to be vectored out. | used this time to regroup and get
set up. We then got cleared direct to the VOR and proceeded towards it, were
handed off to Tower and completed the approach and landed without incident.

I believe the problem arose by being overconfident in my knowledge of the GPS
unit, 1 would love to blame it on some solar flares, but even in hind sight, which is
supposed to be 20/20, | do not know exactly why I was not able to get it to give
me the information | needed. Secondly, | had never experienced the leans and that
took me by surprise. | had a sinus infection and | wonder if that led to the leans.
My training had taught about the leans and to trust my instruments. | did recognize
I was being affected by the leans but I felt | could not trust my instruments.

I am proud of my decisions to always plan for the missed approach, that decision is
what had me set up to go to the VOR on NAV2 without having to mess the GPS
unit. And pleased with the decision to utilize the auto pilot to help overcome the
spatial disorientation. My decision to utilize the assistance of those in the cabin



really taught me a lesson about the importance of CRM. | hate that this happened,
but I did learn so much because of this flight and am a better pilot for having this
experience. | will be receiving additional training in IMC to make sure | am
proficient and capable of handling the instrumentation, and the aero medical
factors, so that | never find myself in this situation again.

Narrative: 2

Everything was going smoothly but as we got closer, my instructor experienced the
leans. Our altitude dipped below the assigned altitude and our heading was off a
few degrees. ATC asked us to change heading. My instructor thought the wings
were level but she was in a slight bank. | pointed to the attitude indicator and said,
"Trust the instruments."” She said, "Thanks."

One possible contributing factor may have been that | was flying for the previous
two hours and when my instructor took the controls, right before the approach, she
was not quite in the mind set for the approach yet.

Synopsis

Vertigo combined with either a malfunctioning or improperly operated GPS in IMC
had to be overcome by the instrument rated Instructor pilot in command of a BE58
to affect a safe landing. Assistance from ATC, her multiengine rated student and
another CFIl in the back seat contributed to a safe recovery from the event.



Time / Day

Date : 201203
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : BUR.Airport
State Reference : CA
Altitude.MSL.Single Value : 3000

Environment

Flight Conditions : VMC
Light : Night

Aircraft

Reference : X

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

Make Model Name : Regional Jet 200 ER/LR (CRJ200)
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Passenger

Flight Phase : Initial Approach
Route In Use : Visual Approach
Airspace.Class C : BUR
Airspace.Class D : VNY

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 999123
Human Factors : Training / Qualification

Human Factors : Workload

Human Factors : Confusion

Human Factors : Distraction

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

Events

Anomaly.Airspace Violation : All Types
Anomaly.Deviation - Altitude : Excursion From Assigned Altitude



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

When Detected : In-flight

Result.Flight Crew : Exited Penetrated Airspace
Result.Flight Crew : Took Evasive Action

Assessments

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

Contributing Factors / Situations : Procedure

Primary Problem : Human Factors

Narrative: 1

I was the pilot flying, and we were on approach for Runway 8 in BUR. | had briefed
the approach extensively prior to descent, and had slowed down to get configured
with plenty of time to land on this short runway. This was my first time flying into
BUR in a 121 operation, it was night VMC, and the ILS was OTS for Runway 8. |
had loaded the ILS Runway 8 into the FMS to back up the lateral navigation for the
approach. While configuring and slowing I was on the base leg for Runway 8, we
advised SCT that we had the airport insight and we were cleared for the visual
approach for Runway 8. Additionally, SCT advised us to maintain 3,000 FT until
over VNY. Since | was unfamiliar with the area, | was looking down to verify the
position of VNY, since it is not in our FMS database, and does not show up on the
MFD. | could not identify exactly where it was on my chart, and as | was dividing
my attention | found VNY visually. Unfortunately I misidentified VNY as BUR and
thought | had gotten caught high on the approach while | got distracted. | began a
slow descent until | could re-identify Runway 8 visually, and was currently showing
a centered needle on the FMS for Runway 8. | lost approximately 200-500 FT below
my assigned altitude of 3,000 FT just prior to VNY, and corrected due to my First
Officer's quick recognition of my mistake (IE. | was thinking | was looking at BUR,
but instead VNY). | immediately climbed back to 3,000 FT, and my First Officer
helped me to re-identify BUR Runway 8. | got distracted, and was unfamiliar with
the field. 1 was hoping the ILS would be working, as at night this would have
helped me with orientation. | did not expect the 3,000 FT crossing altitude, and
spent time heads down looking for an unfamiliar airport on the charts. | was
somewhat mentally preoccupied with making sure | was on speed, and configured
for my first landing at BUR, and extremely short runway, at night, with no ILS and
terrain in all quadrants. My First Officer was my most valuable asset during this
event. | feel | could have done a number of things differently, unfortunately, as is
usually the case, | didn't think of those things in the 1-2 minute duration of the
event. | could have told ATC that | was unfamiliar, and was not sure of the location
of VNY. | also should have paid closer attention when briefing the approach of
nearby airports in the immediate vicinity of BUR.

Synopsis

A CRJ200 Captain descended 300 FT into VNY airspace on a visual approach to BUR
Runway 8 because he was unfamiliar with VNY's location and the Runway 8 ILS was
OTS.



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

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

Aircraft

Reference : X

ATC / Advisory.Tower : ZZZ

Aircraft Operator : Air Carrier

Make Model Name : EMB ERJ 145 ER&LR
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Passenger

Flight Phase : Takeoff

Airspace.Class B : ZZZ

Maintenance Status.Released For Service : Y

Component

Aircraft Component : Cockpit Window
Aircraft Reference : X
Problem : Failed

Person : 1

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 995624
Human Factors : Distraction

Human Factors : Workload

Analyst Callback : Completed

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 : 995696
Human Factors : Workload

Human Factors : Distraction

Human Factors : Human-Machine Interface

Events

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

When Detected : In-flight

Result.General : Maintenance Action

Result.General : Declared Emergency

Result.Flight Crew : Returned To Departure Airport
Result.Flight Crew : Landed in Emergency Condition

Assessments

Contributing Factors / Situations : Aircraft
Primary Problem : Aircraft

Narrative: 1

During takeoff (rotation), both windscreens shattered. We were able to see out of
both sides. We climbed straight ahead and notified ATC of the malfunction and
stated our intentions to return to the departure airport. We requested vectors back
around to give us time to run the QRH, send the diversion report, ACARS Dispatch,
run checklists, [alert] the Flight Attendant, notify passengers, etc. We did declare
an emergency. Once we were ready, we let ATC know and we were vectored for a
visual approach to the runway. We were experiencing moderate turbulence due to
high winds in the area so | decided to land overweight so as not to stay airborne
any longer than we needed to. We landed on the runway (smooth touchdown 200
FPM) with no further problems and taxied to gate. Called Maintenance and wrote up
the defects and overweight landing. We swapped aircraft and did our turn with no
problems. Both the First Officer and Flight Attendant did an excellent job during the
event. [We had] slight vision impairment due to shattered windscreens [also] gusty
conditions on the ground and turbulent in-flight conditions. | have never seen both
windscreens shatter like that before.

Callback: 1

The winds were gusty out of the west-northwest at 25-30 KTS and the reporter
stated that he had rudder and aileron inputs to counter the weather veining. When
the nose came off the ground during rotation, the reporter stated, "It was like
someone flipped a switch that made both windshields crack simultaneously.” He
personally suspects that the fuselage may have been momentarily tweaked by the
wind and the crosswind corrections. The windshield heat was ON and the OAT was
around 50F at the time of the event. The mechanics stated that they had never
seen simultaneous windshields crack.

Narrative: 2



We had to ask ATC three times before they finally gave us a vector back East due
to other traffic, despite us already declaring an emergency and reporting the
turbulence. After running all appropriate checklists and contacting our company and
operations we returned to departure airport where the Captain made a very soft
over-weight landing. According to the Flight Attendant some passengers were
crying and one had vomited in the aisle. In addition to the obvious threat of
obscured vision and extreme damage to the windshields as well as the uncertainty
of the structural integrity of the inner panes, several other threats occurred. The
wind and turbulence in the area this day was horrible with some of the worst
turbulence | have ever experienced giving me more doubt about the safety of the
windshields. It was a dual FMS aircraft and while | was attempting to type the
diversion report, the ACARS on my side failed. | then had to reach across the thrust
levers to type on the Captain's side where it was difficult to type especially with the
turbulence. The CDU initially did not accept the text | had just typed and was
attempting to line select. Both of these latter problems from my experience are
rather common and have not been fixed or not even addressed to my knowledge.
In an emergency especially, | feel our safety was degraded by the failure of the
ACARS and time | wasted sending a diversion report on equipment that was not
working properly. Overall | feel the Captain and | had good CRM and worked well
together. He was very calm and procedural while delegating responsibility to me as
he continued to fly. | am honestly very concerned about the safety of my Company
and in particular about the maintenance practices of this airline. | have noticed
more MEL's on the airplanes and more incidents occurring due to cutting costs.
Understanding that mistakes happen, | am angered that both windshields would
break on takeoff with no apparent cause besides design flaw or improper
maintenance endangering the lives of the passengers and crew. | have been flying
the EMB-145 for nearly 5 years and as a pilot | am not phased by that much, but |
was admittedly scared by this event.

Synopsis

Both forward windshields on an EMB145 shattered during rotation for takeoff. An
emergency was declared and the aircraft returned to the departure airport after
delayed ATC vectors in moderate to severe turbulence.



Time / Day

Date : 201202
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : EWR.Airport
State Reference : NJ
Altitude.AGL.Single Value : 200

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 10
Light : Night

Ceiling.Single Value : 20000

RVR.Single Value : 10000

Aircraft

Reference : X

ATC / Advisory.Tower : EWR
Aircraft Operator : Air Carrier

Make Model Name : Widebody, Low Wing, 4 Turbojet Eng
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Cargo / Freight

Flight Phase : Landing

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

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Instrument
Experience.Flight Crew.Total : 12000
Experience.Flight Crew.Last 90 Days : 100
Experience.Flight Crew.Type : 3000

ASRS Report Number.Accession Number : 995231
Human Factors : Fatigue

Human Factors : Situational Awareness

Human Factors : Time Pressure

Human Factors : Confusion



Events

Anomaly.Deviation - Track / Heading : All Types
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

Pilot performance issue due to fatigue brought on by days on end of minimum rest.
Began day in Spain a maintenance stop in Canada and then to Newark. Due to
landing weight near maximum, the Captain was the flying pilot. The Crew had
briefed the visual approach and side step to Runway 22R at Newark. The visual
approach was entirely normal. As we neared the displaced threshold, the First
Officer called "centerline". | immediately made a correction to centerline. The
aircraft aligned with the runway centerline. Touch down was long at around 2,000
FT, the beginning of the declared usable runway for Runway 22R. The landing roll
out was normal. Any more of a deviation would have required a go around. The
illusion was the runway edge lights looked like the runway centerline lighting. Most
of the time, we land on Runway 22L at Newark. Proper CRM by the First Officer
alerted me to the slot alignment problem. Fatigue and crew rest were major players
in this event.

Synopsis

A fatigued Captain nearly landed on the EWR 22R runway edge lights which he
mistook for centerline lights but became reoriented by the First Officer's
"Centerline™ alert. Fatigue and crew rest were major factors.



Time / Day
Date : 201202

Place

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

Aircraft

Reference : X

Aircraft Operator : Air Carrier

Make Model Name : B747-400

Crew Size.Number Of Crew : 4

Operating Under FAR Part : Part 121

Flight Plan : IFR

Mission : Passenger

Flight Phase : Parked

Maintenance Status.Maintenance Deferred : Y
Maintenance Status.Released For Service : Y

Component : 1

Aircraft Component : Cabin Address System
Aircraft Reference : X
Problem : Failed

Component : 2

Aircraft Component : Interphone System
Aircraft Reference : X
Problem : Failed

Person : 1

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Cabin Jumpseat

Cabin Activity : Boarding

Reporter Organization : Air Carrier

Function.Flight Attendant : Flight Attendant (On Duty)
Quallification.Flight Attendant : Current

ASRS Report Number.Accession Number : 995044
Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Flight Attendant
Communication Breakdown.Party2 : Flight Crew
Communication Breakdown.Party2 : Other

Person : 2



Reference : 2

Location Of Person.Aircraft : X

Location In Aircraft : Cabin Jumpseat

Cabin Activity : Boarding

Reporter Organization : Air Carrier

Function.Flight Attendant : Flight Attendant (On Duty)
Qualification.Flight Attendant : Current

ASRS Report Number.Accession Number : 996277
Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Flight Attendant
Communication Breakdown.Party2 : Flight Crew

Events

Anomaly.Aircraft Equipment Problem : Less Severe
Detector.Person : Flight Attendant

Were Passengers Involved In Event : N

When Detected : Taxi

Result.General : None Reported / Taken

Assessments

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

Narrative: 1

[1] was told that there were cabin lighting problems during our briefing. But when
we got on the plane the Mechanic was not just trying to fix the lighting but also the
PA system and interphones. The PA and interphone were still not working at my
jumpseat after the door was closed. | informed the Purser immediately but we still
took off without the PA system and interphones on doors 2L/R, 3L/R and 4L/R. We
lost almost 50% of PA system and interphones for 15 hour flight and nobody
mentioned any other communication method regarding emergency procedures.

Narrative: 2

After discovering the interphone and PA were not working from several locations,
when the safety demo was finished and we were still taxiing, | immediately
informed the cockpit of the problem and awaited their instructions. They did not
call back during our taxi or after takeoff so | assumed the problem was not a "no-
go item."

Nonetheless, after we had completed the first service | called the cockpit for
confirmation. The Captain informed me that they had checked and that it was OK
to proceed with the flight. He said nothing else regarding the problem.

Synopsis

Flight Attendants aboard a B747-400 notified the flight crew of inoperative cabin PA
and interphone handsets at several doors during taxi for takeoff. Only after takeoff
and the initial food service were the Flight Attendants advised that the inoperative
handsets were deferable and that notification occurred only because Flight
Attendants took the initiative to call and ask.



Time / Day

Date : 201202
Local Time Of Day : 1201-1800

Place

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

Environment

Flight Conditions : IMC
Weather Elements / Visibility : Thunderstorm
Weather Elements / Visibility : Turbulence

Aircraft

Reference : X

ATC / Advisory.Center : ZZZ

Aircraft Operator : Air Carrier

Make Model Name : B767-300 and 300 ER
Crew Size.Number Of Crew : 2

Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Passenger

Flight Phase : Descent

Component

Aircraft Component : Powerplant Lubrication System
Aircraft Reference : X
Problem : Failed

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 : 993428
Human Factors : Workload

Human Factors : Time Pressure

Human Factors : Situational Awareness
Human Factors : Training / Qualification

Person : 2

Reference : 2
Location Of Person.Aircraft : X
Location In Aircraft : Flight Deck



Reporter Organization : Air Carrier

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 993430
Human Factors : Workload

Human Factors : Time Pressure

Human Factors : Situational Awareness

Human Factors : Human-Machine Interface
Human Factors : Training / Qualification

Events

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

When Detected : In-flight

Result.General : Declared Emergency

Result.Flight Crew : Became Reoriented

Result.Flight Crew : Inflight Shutdown

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

Result.Flight Crew : Regained Aircraft Control

Assessments

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

Narrative: 1

Approximately 10 minutes prior to top of descent it was noticed that the yellow low
oil pressure light was illuminated. Closer analysis showed that the oil pressure of
the left was only slightly lower than the right and the oil temperatures were only
slightly higher on the left side compared to the right. However the large difference
being the oil quantity on the left side was 0. At this point | pulled the QRH from my
bag, and transfer of control from Captain to First Officer occurred turning to the
ENG Tab and page | read aloud the 767 version of the checklist. It was then that
the Captain and | discussed nearest suitable airport options. It became obvious that
our filed destination at this time would be the suitable option. At this time the
Captain also discussed his thoughts that once the engines steady state condition
was altered. It was likely that we would have to proceed with ENGINE SHUTDOWN.
At this time | got weather for the airport. Because +RA was reported on the ATIS |
radioed ahead and got a real time weather observation from Operations. Assured
that the weather had moved off the field and EAST we continued. At this time the
Captain was briefing the flight attendants of the likelihood of an ENGINE
SHUTDOWN and details of approach and landing. Just before top of descent the
Captain asked me to declare an Emergency with Center. | did so, and we were
given clearance to descend. With the power reduction came the RED annunciator
box around the oil pressure indicator, and the ENGINE FAILURE or SHUTDOWN
Checklist was immediately run. A more direct routing was given to us with



deviations north (left) as required for weather. The weather at the time was
standard fare for this airport with the heaviest portion to the south and east.
Notably our escape intentions to the EAST NORTHEAST in the event of a GO
AROUND were discussed. We were given a clearance to descend from 5,000 to
3,000, and a radio change. Looking back | remember numerous frequency changes
interrupting completion of checklists. The localizer was captured at 3,000 FT
outside the final approach fix and it was apparent we would enter some IMC
conditions during the approach followed by visual conditions before landing. We
were cleared for the approach. Final configuration began and | was heads down
finishing up checklist requirements. The aircraft was fully configured and stabilized.
It was somewhere between 3,000 FT and 1,500 FT that the weather conditions
degraded rapidly, and | looked up and began to notice mainly our speed was
deteriorating. All concerns were verbalized and as a team the Captain and | began
to address and react to the situation as rapidly as it was changing. Quite rapidly
and suddenly it was apparent that aggressive action to address performance trend
was necessary. The Captain verbalized why the aircraft hadn't captured GLIDE
SLOPE while advancing the throttles and it was then that the speed became critical
and | began to follow through on the controls noting that he was struggling. In
complete IMC and what seemed like MODERATE rain, the thought occurred to
annunciate "GO AROUND". However it was my immediate opinion that we were
above glide slope, and the change in configuration that would result would only
further complicate the process of stabilizing the aircrafts approach. At this point
continuing to descend was in our best interest for speed recovery and
controllability. Captain realized the AUTOPILOT had failed to disengage, and he
disengaged it. At this point the dynamics of the recovery began to work in our
favor, and although the recovery continued in IMC conditions. Moments later we
"broke out". Gaining visual recognition of the runway PAPI | noticed all white with
the far right light trending to pink. It was then that we both agreed to continue the
approach. The approach was continued in a stable fashion and resulted in a safe
landing and many thoughts transpired following this flight; notably the
disappointment at not recognizing ALTITUDE ACQUIRE, and AUTOPILOT
engagement during stabilization effort. Here are some thoughts on details that may
have contributed: entering IMC conditions at or near glide slope intercept,
accomplishing checklist duties and frequency management averting my attention
from the NAV display during glide slope. My basic concern for pitch attitude,
airspeed, and localizer tracking averted my attention from noticing AUTOPILOT
annunciation during event. Captain and | both agreed that perhaps hand flying
approach would have prevented ALTITUDE CAPTURE and subsequent speed
degradation. My recommendation would be that both pilot flying and pilot not flying
be required to call out "GLIDE SLOPE CAPTURE" during single engine procedures.
It's just too critical a juncture to allow checklist completion or frequency
management to avert attention away from its recognition. IN CONCLUSION CRM
between the Captain and myself was exceptional. | am grateful to the Check
Airmen who conducted my last checkride. His interest in making that training
events Single Engine work extremely non routine and challenging without a doubt
attributed to my performance capabilities and safe completion of this flight today.
Also | would gladly and without hesitation look forward to joining this Captain in
Flight Operations duties at anytime in the future.

Narrative: 2

Mainly [I am] disappointed at not recognizing ALTITUDE ACQUIRE and AUTO PILOT
engagement during stabilization effort. Here are some thoughts on details that
contributed. [We were] entering IMC conditions at or near glide slope intercept.



Accomplishing checklist duties and frequency management averting First Officer's
attention from the NAV display during glide slope intercept. Communication with
the First Officer and CRM went EXTREMELY well. My basic concern for pitch
attitude, airspeed, and localizer tracking averted my attention from noticing
AUTOPILOT annunciation during event. The night, before my hotel room had poor
window treatments, | got into my room at late and got into bed 30 minutes later.
The light via the windows (entire wall of room) woke me up 5 hours later. This was
my first trip on the line after my checkride. Today, less then 24 hours after the
event | have spent the morning sick. | am not sure if | was coming down with this
yesterday during the event but it has hit me full force today.

Synopsis

A B767-300 crew shut an engine down for low oil pressure as they began their
approach descent and because of high workload missed the autopilot's failure to
capture the glideslope which resulted in an unstabilized approach with a low
airspeed. The crew rectified the errors and landed safely.



Time / Day

Date : 201201
Local Time Of Day : 1201-1800

Place

Locale Reference.ATC Facility : ZDC.ARTCC
State Reference : VA
Altitude.MSL.Single Value : 17000

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft

Reference : X

ATC / Advisory.Center : ZDC
Aircraft Operator : Air Carrier
Make Model Name : B737-700
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 : Descent

Route In Use.STAR : KORRY 3
Airspace.Class E : ZDC

Component

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

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 992138
Human Factors : Distraction

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

Human Factors : Training / Qualification

Human Factors : Communication Breakdown



Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party?2 : 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.General : None Reported / Taken

Assessments

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

Narrative: 1

Enroute to LGA the Captain [was] flying aircraft. DCA Controller cleared us to
descend to FL240 and then cross DAVYS at 12,000 and 250 KIAS. In the descent,
we were then cleared to descend via the KORRY 3 arrival to cross KORRY at
10,000. We had a strong tailwind (278/60 at top of descent FL400) and | elected to
descend in VERT SPD mode, watching the ARA (altitude range arc) on the ND for
crossing restrictions. We descended at 2,500 FPM and | did not want to be high and
behind during the arrival, which had many step down fixes. About FL210 | gave the
jet to the First Officer while | switched to the PA to address the passengers. This
took a couple of minutes at most. At this point, my attention was divided between
the PA the descent profile. We were still descending in VERT SPD at 2,500 FPM and
I assumed the First Officer was monitoring crossing restrictions and would reduce
the rate of descent or return to VNAV Path or VERT SPD, if needed. He did not.
When | resumed flying the aircraft | noticed we were low on the profile and stopped
the descent at 17,200 FT to determine our location and altitude. At this point we
were crossing SKIPY Intersection on the KORRY 3. The crossing restriction was
FL190 and we were almost 2,000 FT low. Yikes! Within 10 miles we were back on
profile, crossing BESSI at 17,000 FT.

I had not flown with the First Officer before this flight. Typically, | will tell the First
Officer that while I'm off the command radio to point to the heading, airspeed,
altitude, FMS, or radio frequency if a change occurs. | will then roger the change
with a "thumbs up" so he is aware | am aware of any changes. None occurred and |
assumed he was watching the rate of descent. Automation can be a good thing or a
bad thing. In this instance, it bit us. It's easy to get complacent and assume
everything is working properly. | always use the arrival chart for the descent and
cross check the ND and crossing restrictions, even to the point of calling them out
to the First Officer so we're both crosschecking the automation. | have to blame
myself for not re-emphasizing the fact we were in VERT SPD mode for the descent,
even though | announced it and pointed to the FMA on the PFD when this mode
was selected. Although | was watching the progress of the flight on the ND, | did
not reduce the scale enough to clearly show all of the descent points. | therefore
missed the fact we were low at SKIPY until it was too late. In the future, | will re-
emphasize the VERT SPD Mode to the First Officer if it is in use for a descent and
make certain he knows that while flying the aircraft, he is supposed to insure all



crossing restrictions are complied with. Ultimately, what we had was a breakdown
in CRM. It can and does happen. And, we're both responsible, but ultimately, as the
Captain, the blame falls squarely on my shoulders. This should not have happened.
Despite being careful and precise, | missed a restriction due to a strong tail wind,
using a mode (VERT SPD) that requires constant vigilance, and being out of the
loop at the wrong phase of flight.

Synopsis

A B737 Captain gave his First Officer aircraft control while he made a PA and the
First Officer failed to monitor the aircraft's descent. They were 2,000 FT low
crossing a KORRY 3 arrival constraint.



Time / Day

Date : 201201
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : IAH.Airport
State Reference : TX
Altitude.MSL.Single Value : 10000

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft : 1

Reference : X

ATC / Advisory. TRACON : 190

Aircraft Operator : Air Carrier

Make Model Name : Regional Jet 200 ER/LR (CRJ200)
Crew Size.Number Of Crew : 2

Operating Under FAR Part : Part 121

Flight Plan : IFR

Flight Phase : Descent

Airspace.Class B : I1AH

Aircraft : 2

Reference : Y

ATC / Advisory.TRACON : 190

Make Model Name : Any Unknown or Unlisted Aircraft Manufacturer
Flight Phase : Descent

Airspace.Class B : 1AH

Person : 1

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 990528
Human Factors : Distraction

Human Factors : Situational Awareness

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 : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 990530
Human Factors : Distraction

Human Factors : Situational Awareness

Events

Anomaly.Deviation - Speed : All Types

Anomaly.Deviation - Procedural : FAR

Anomaly.Inflight Event / Encounter : Wake Vortex Encounter
Detector.Person : Air Traffic Control

When Detected : In-flight

Result.Flight Crew : Returned To Clearance

Result.Air Traffic Control : Issued Advisory / Alert

Assessments

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

Narrative: 1

We were inbound to IAH on the Rice 3 arrival, as filed, and were assigned to cross
RIICE at 12,000 FT MSL, to cancel the speed restriction of 250 KTS at BRKMN, and
keep our speed up. Shortly after, we were assigned to cross LYTE at 7,000 FT MSL.
Right about the time | normally would have slowed to 250 KTS we experienced
wake turbulence from the aircraft ahead of us. It wasn't severe, but it was enough
that my First Officer and | were discussing it. ATC asked us to slow to 250 KTS and
I realized that we were at 9,000 FT MSL and 320 KTS. We immediately arrested our
descent and used spoilers to slow to our assigned speed. There were no traffic or
separation issues associated with the deviation and no further issues with the flight.
Neither one of us realized the mistake until ATC asked us to slow. This case could
have been avoided by proper CRM and better communication. Had | verbalized that
even though Approach wanted us to keep our speed up we still needed to slow to
250 KTS below 10,000 FT MSL, we would have been more attentive and less likely
to forget to slow.

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

A CRJ-200 flight crew reported becoming distracted by a wake vortex encounter
that led to a speed over 250 KTS below 10,000 FT.



Time / Day
Date : 201201

Aircraft

Reference : X

Aircraft Operator : Air Carrier

Make Model Name : B777-200

Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Passenger

Flight Phase : Cruise

Component

Aircraft Component : AC Generator/Alternator
Aircraft Reference : X
Problem : Failed

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Cabin Jumpseat

Cabin Activity : Service

Reporter Organization : Air Carrier

Function.Flight Attendant : Flight Attendant (On Duty)
Qualification.Flight Attendant : Current

ASRS Report Number.Accession Number : 990147
Human Factors : Confusion

Human Factors : Situational Awareness

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

Events

Anomaly.Aircraft Equipment Problem : Critical

Anomaly.Flight Deck / Cabin / Aircraft Event : Other / Unknown
Detector.Person : Flight Attendant

Were Passengers Involved In Event : N

When Detected : In-flight

Result.Flight Crew : Overcame Equipment Problem

Assessments

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

Narrative: 1



After waiting an hour for the pilots to decide if the dangerous goods cargo was
good to be transported we pushed back and took off.

About 40 minutes into the flight we lost generator power. | immediately called the
flight crew to inform them that all the power in the galley went out and the
overhead lights flickered in the entire cabin. They informed me that they had a
problem with a generator and were about to diagnose the problem. The same
problem repeated a few more times as we lost galley power and lights in the cabin.

Later the cockpit informed the Purser that it was safe to continue the trip. | was
concerned that we were over land and that | did not feel comfortable flying across
the Atlantic with one broken generator. Another Flight Attendant called the cockpit
to ask them how safe it was to continue. The cockpit was evasive and never said
whether it was safe or not. It led us to think that continuing to fly over the Atlantic
and gambling with our lives on this issue was not being cautious enough; especially
since we were still over land at the time of the generator problem.

Later, another Flight Attendant informed me that the pilots told him that we have
seven of these generators and that only one failed. Nevertheless, it did not put me
at ease to think that we were going to fly over the ocean even after raising
concerns about the dangerous goods on board. Was the airplane safe enough to
continue its voyage? It is not for me to say as | have no control over the issue but
it sure raised concern as to problems that can be resolved over land and not while
over the ocean. Failed generators should not be taken lightly when planning to fly
over the Atlantic.

Synopsis

After one generator failed shortly after takeoff the Flight Attendants aboard a B777-
222 headed for an Atlantic crossing failed to have their concerns about the safety
of continuing the flight properly addressed by the flight crew.



Time / Day

Date : 201201
Local Time Of Day : 1201-1800

Place

Locale Reference.ATC Facility : ZZZ.ARTCC
State Reference : US
Altitude.MSL.Single Value : 4500

Environment

Flight Conditions : VMC
Light : Dusk

Aircraft

Reference : X

ATC / Advisory.Center : ZZZ
Aircraft Operator : Personal

Make Model Name : Skyhawk 172/Cutlass 172
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 91
Flight Plan : VFR

Mission : Training

Flight Phase : Cruise

Route In Use : None
Airspace.Class E : 2727

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Personal
Function.Flight Crew : Other / Unknown
Qualification.Flight Crew : Instrument
Qualification.Flight Crew : Private
Experience.Flight Crew.Total : 136.6
Experience.Flight Crew.Last 90 Days : 33.6
ASRS Report Number.Accession Number : 987852
Human Factors : Situational Awareness
Human Factors : Human-Machine Interface

Events

Anomaly.Aircraft Equipment Problem : Critical
Detector.Person : Air Traffic Control
Detector.Person : Flight Crew

When Detected : In-flight

Result.General : Maintenance Action



Result.Flight Crew : Returned To Departure Airport
Result.Flight Crew : Landed in Emergency Condition

Assessments

Contributing Factors / Situations : Aircraft
Primary Problem : Aircraft

Narrative: 1

The purpose of the flight was IFR training. | was the safety pilot for the flight; this
flight was to be done under VFR and flight following. Once we were established in
the cruise portion of the flight, we decided to contact Center for flight following,
and radar services were established. A few minutes passed and the Controller came
back on frequency to announce our Mode-C transponder was not coming through
and asked us to recycle and report our present altitude. |1 responded to the request
but the Controller never acknowledged and repeated his request. We tried to
responded but it seemed we had lost the ability to transmit. We proceeded to
squawk 7600 and decided to turn back. Shortly thereafter we realized that our
entire electrical system was becoming inoperative. It was getting quite dark and we
were unable to turn the pilot controlled lighting on at the airport or have our own
aircraft lighting on. As a flight crew we decided to have the other pilot fly the
aircraft and prepare for the no-flap landing. | continued to try the radios (we were
still receiving very limited electrical power) and to scan for other traffic. We
continued toward the airport, | did not see any other traffic in the vicinity of the
airport and we elected to land on Runway 27, the shorter runway but more
favorable with the winds. We entered the left downwind of the runway and
proceeded to land with no light or flaps without further incident. Once on the
ground | proceeded to call the ARTCC and informed them of our situation and why
we could not communicate with them and to cancel our flight following. This was
our first major incident in our flying careers. Once on the ground I realized we did
not run through the emergency checklist. The ammeter neither showed a charge or
a discharge of the battery, so we assumed it was a faulty wiring or a short in the
system, since before the flight the landing light was replaced. Throughout the flight
I felt we maintained good situational awareness and had good crew resource
management. We never became flustered and had a cool head. Positive control of
the aircraft was maintained throughout the flight.

Synopsis

C172 safety pilot describes the loss of electrical power during a VFR instrument
training flight using flight following. The two pilots return to their departure airport
without exterior lighting and land flaps up on an unlighted runway.



Time / Day

Date : 201201
Local Time Of Day : 0001-0600

Place

Locale Reference.Airport : TEB.Airport

State Reference : NJ

Relative Position.Distance.Nautical Miles : 10
Altitude.MSL.Single Value : 2560

Environment

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

Aircraft

Reference : X

ATC / Advisory. TRACON : N90
Aircraft Operator : Corporate

Make Model Name : Citation 1l S2/Bravo (C550)
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 : Corporate
Function.Flight Crew : Pilot Not Flying
Function.Flight Crew : First Officer
Qualification.Flight Crew : Flight Engineer
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Instrument
Experience.Flight Crew.Total : 2600
Experience.Flight Crew.Last 90 Days : 100
Experience.Flight Crew.Type : 90

ASRS Report Number.Accession Number : 986985
Human Factors : Distraction

Human Factors : Situational Awareness
Human Factors : Workload



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

Events

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

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

Detector.Person : Air Traffic Control

Were Passengers Involved In Event : N

When Detected : In-flight

Result.Flight Crew : Returned To Clearance

Result.Air Traffic Control : Issued Advisory / Alert

Assessments

Contributing Factors / Situations : Chart Or Publication
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure

Primary Problem : Human Factors

Narrative: 1

While flying the RUUDY 4 departure, upon reaching TASCA the pilot flying reached
approximately 2,560 FT before ATC instructed the aircraft to descend back down to
2,000 FT. At the time of the incident | was acting as the pilot not flying and was
simultaneously talking to ATC and programming the GPS. The correct altitude of
2,000 FT was properly entered into the altitude selector and the flight director was
operational and indicating accurately. The departure procedure along with specific
altitudes were discussed thoroughly prior to departure and all company procedures
and call outs were made in accordance with the company's general operations
manual.

I believe this event to be the direct result of both pilot negligence and the Captain's
poor Crew Resource Management [CRM] skills. | feel additional training with
emphasis on CRM could prevent this from happening again.

Synopsis

A Citation First Officer reported his Captain failed to cross TASCA at 2,000 FT as
required by the RUUDY SID from TEB.



Time / Day

Date : 201112
Local Time Of Day : 1201-1800

Place

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

Environment

Flight Conditions : VMC
Light : Daylight
Ceiling : CLR

Aircraft

Reference : X

ATC / Advisory.Tower : ZZZ

Aircraft Operator : FBO

Make Model Name : Cardinal 177/177RG
Crew Size.Number Of Crew : 1
Operating Under FAR Part : Part 91
Flight Plan : None

Mission : Training

Flight Phase : Landing

Route In Use : Visual Approach

Component

Aircraft Component : Gear Extend/Retract Mechanism
Aircraft Reference : X
Problem : Failed

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : FBO
Function.Flight Crew : Instructor
Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Commercial
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Instrument
Experience.Flight Crew.Total : 2800
Experience.Flight Crew.Last 90 Days : 250
Experience.Flight Crew.Type : 100

ASRS Report Number.Accession Number : 986323



Human Factors : Troubleshooting
Human Factors : Training / Qualification
Human Factors : Situational Awareness

Events

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

When Detected : In-flight

Result.General : Declared Emergency

Result.Flight Crew : Diverted

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

Assessments

Contributing Factors / Situations : Aircraft
Primary Problem : Aircraft

Narrative: 1

A student and | proceeded on a commercial training flight to do commercial
maneuvers (chandelles and lazy 8's), and pattern work. We worked on our
maneuvers and proceeded to a nearby airport for landings. We did approximately 4
normal takeoff and landings, bringing the gear up/down all 4 sessions. On the 5th
pattern, we were downwind for 4L and lowered gear handle. | heard hydraulic
power pack running and visually inspected mains; however we were not receiving a
green light. I visually checked the mirror on my right wing and nose gear was
indicating in 'UP' position and gear doors were closed. We proceeded to do multiple
laps around pattern, recycling gear up/down, popping circuit breaker (landing
gear), and hand pumping gear down. A visual check was verified with Tower as
'nose gear up/mains down.' | proceeded to read through POH as student flew and
vice versa. We executed good CRM. We were also communicating between the
owner and a gentleman on the ground, whom has a lot of time in a Cardinal RG. He
advised us to attempt some positive 'G' maneuvers on aircraft. We went out at a
high altitude 3,500 FT and performed maneuvers at slow and high airspeed,
attempting to dislodge nose gear and hopefully open nose gear doors. | was even
putting rudder pedals left and right to try to dislodge nose gear, thinking possibly
nose gear was an at an angle when it had retracted the last time. No success. So
we flew back into the airport, advised them of our updated situation and they
coordinated with ATC for an emergency landing at the nearby large airport. We
received a squawk code and contacted ATC and proceeded to Class B. | declared an
emergency with ATC advising them of situation and fuel/souls onboard. We were
cleared into B and proceeded final for 8R. My first pass was to come down 'mains
down' and abruptly hit runway, trying to dislodge nose gear with no intent to land.
I was unsuccessful. | went around and made left-closed traffic for 8R. We turned
final and approximately 100 FT off ground, | shut engine down, fuel off, master off,
ignition off, doors unlatched and briefed student to brace himself for impact. The
mains touched down and | held the nose off as long as possible. The prop remained
wind milling. As the nose hit, the prop stopped and aircraft veered slightly to the
left of centerline. Once aircraft came to a stop, we both evacuated aircraft. Fire
Department was on sight and aircraft secured no fire.

Synopsis



A C177 nose gear failed to extend so after several failed emergency extension
maneuvers proved unsuccessful an emergency was declared and the aircraft landed
with the nose gear retracted.



Time / Day

Date : 201112
Local Time Of Day : 1801-2400

Place

Locale Reference.ATC Facility : MDW.Tower
State Reference : IL
Altitude.AGL.Single Value : 400

Aircraft

Reference : X

ATC / Advisory.Tower : MDW

Aircraft Operator : Air Carrier

Make Model Name : B737 Next Generation Undifferentiated
Crew Size.Number Of Crew : 2

Operating Under FAR Part : Part 121

Flight Plan : IFR

Mission : Passenger

Flight Phase : Takeoff

Person : 1

Reference : 1

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)
Experience.Flight Crew.Last 90 Days : 92

ASRS Report Number.Accession Number : 984315
Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Partyl : ATC
Communication Breakdown.Party?2 : Flight Crew

Person : 2

Reference : 2

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : First Officer
Experience.Flight Crew.Last 90 Days : 160

ASRS Report Number.Accession Number : 984325

Events

Anomaly.Conflict : Airborne Conflict
Anomaly.Deviation - Track / Heading : All Types



Anomaly.Deviation - Procedural : Clearance
Detector.Person : Air Traffic Control

Were Passengers Involved In Event : N

When Detected : In-flight

Result.Flight Crew : Returned To Clearance
Result.Air Traffic Control : Issued Advisory / Alert

Assessments

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

Narrative: 1

Initiated turn to the left at 400'. About 60 degrees into the turn, | noticed on the
PFD that would be a conflict with traffic on approach to Runway 31C. | told the First
Officer to stop the turn and was told at that moment by ATC that it was a right turn
to heading 110.

Narrative: 2

On the last leg of a long trip we were departing 22L in MDW. We were cleared into
position and told to be ready due to an aircraft on short final. A few seconds later,
as the takeoff clearance was being received, | began pushing the power up. The
arriving aircraft was 1.5 miles out.

I did not hear the turn instruction nor see the Captain spin the heading. On
climbout, I saw the heading bug set to 110 and asked if we were given a turn. The
Captain said yes, | called heading select, and followed the guidance in a left turn.
At approximately 140 degrees, the Captain said stop the turn and then said turn
right to 110. | had started the turn to the right when ATC said we should be turning
right to 110. We were then handed off to departure and ATC said nothing further.

The Captain stated that he had read back "left turn 110" as we began our roll and
was never corrected. He tried to query ATC just after takeoff, but the frequency
was jammed. The first night of the trip we had departed 22L on the way to CMSKY
so a left turn didn't feel wrong, though I am quite used to the long right turn to 110
or 90 when going east.

Synopsis

A B-737NG Flight Crew turned the wrong way when MDW Tower's takeoff clearance
included an over 180 degree right turn when able.



Time / Day

Date : 201111
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : DFW.Airport
State Reference : TX
Altitude.MSL.Single Value : 10000

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft

Reference : X

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

Make Model Name : A319

Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Flight Phase : Climb

Airspace.Class B : DFW

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 981999
Human Factors : Communication Breakdown
Human Factors : Human-Machine Interface
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : ATC
Communication Breakdown.Party?2 : Flight Crew

Events

Anomaly.Conflict : Airborne Conflict
Anomaly.Deviation - Altitude : Overshoot
Anomaly.Deviation - Track / Heading : All Types
Anomaly.Deviation - Procedural : Clearance
Detector.Automation : Aircraft RA
Detector.Person : Air Traffic Control



Were Passengers Involved In Event : N

When Detected : In-flight

Result.Flight Crew : FLC complied w / Automation / Advisory
Result.Flight Crew : Took Evasive Action

Result.Flight Crew : Returned To Clearance

Result.Air Traffic Control : Issued Advisory / Alert

Assessments

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

Narrative: 1

We were climbing through about 9,000 FT MSL. We were assigned to climb and
maintain 10,000 MSL. We were advised of an inbound aircraft above us and
descending at our 2 o'clock. We were still IMC at that time. The First Officer
advised ATC that we were IMC. | then thought | heard ATC clear us to FL280 so |
allowed the aircraft to continue climbing and | set 28,000 FT on the altitude alerter.

As we approached 10,000 MSL, we got a TCAS RA to "Monitor vertical speed.” We
became VMC at that moment and | could see the aircraft at about our 11 o'clock
and above us. | disengaged the autopilot, stopped the climb manually, and leveled
the aircraft at 10,000 MSL. | remember that we reached 10,300 MSL during the
maneuver. At the same time, | heard the ATC repeat to us that our climb clearance
was 10,000 FT. The actual clearance was to fly heading 280 and maintain 10,000
FT, but I had heard it incorrectly.

By the time the First Officer had time to call attention to my mistake, | had stopped
the climb and started back to 10,000 MSL. | had not changed our heading, either.
We were heading 266 degrees and the assigned heading was 280 degrees. The
First Officer confirmed to ATC that we were at 10,000 MSL as we leveled there. The
smallest vertical separation | noted on the TCAS was 900 FT and perhaps 3,000 FT
horizontally, but I am not sure of the horizontal measurement. ATC did not make
further mention.

My mistake; | heard the clearance to turn to heading 280 and thought that it was a
climb clearance to FL280. | did not clear the new altitude with the First Officer
before commanding the aircraft to climb further.

I will remember this episode forever. It was a wake up call. As we are supposed to
do, I will clear newly assigned altitude assignments with the non flying pilot before
initiating or continuing a climb or descent. | will try to listen to clearances more
critically even if they seem routine.

Synopsis

A traffic conflict resulted when an A319 Captain misheard and acted unilaterally on
a clearance to fly a 280 degree heading as a climb to FL280. The report included an
effusive mea culpa and re-dedication to CRM SOP.



Time / Day

Date : 201111
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : SFO.Airport
State Reference : CA
Altitude.MSL.Single Value : 6200

Environment

Flight Conditions : VMC
Light : Daylight
Ceiling : CLR

Aircraft

Reference : X

ATC / Advisory.Tower : SFO

Aircraft Operator : Air Carrier

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

Mission : Passenger

Flight Phase : Final Approach

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

Person : 1

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 : First Officer
Experience.Flight Crew.Total : 8000
Experience.Flight Crew.Last 90 Days : 200
Experience.Flight Crew.Type : 1000

ASRS Report Number.Accession Number : 981661
Human Factors : Workload

Human Factors : Time Pressure

Human Factors : Situational Awareness

Human Factors : Distraction

Human Factors : Communication Breakdown
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 Carrier

Function.Flight Crew : Pilot Flying

Function.Flight Crew : Captain

Qualification.Flight Crew : Air Transport Pilot (ATP)
Experience.Flight Crew.Total : 15200
Experience.Flight Crew.Last 90 Days : 60
Experience.Flight Crew.Type : 1050

ASRS Report Number.Accession Number : 981662
Human Factors : Workload

Human Factors : Training / Qualification

Human Factors : Time Pressure

Human Factors : Situational Awareness

Human Factors : Communication Breakdown
Human Factors : Distraction

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

Events

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

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

Detector.Person : Air Traffic Control

When Detected : In-flight

Result.Flight Crew : Executed Go Around / Missed Approach
Result.Flight Crew : Became Reoriented

Assessments

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

Narrative: 1

The Captain acting as the pilot flying was descending to MENLO on the Tip Toe
Visual to 28L and was high and fast at MENLO (about 6,200 FT and 240 KIAS). |
had asked the Captain if he wanted me to tell ATC that we are going to be high at
MENLO. The published altitude on this visual approach is 5,000 FT MSL and | was
using my best CRM to encourage the Captain to descend for the approach. His
response was "that is a minimum altitude.” | then told him "we need to get down."
The Captain then repeated "that is a minimum altitude and we'll talk about it on the
ground." The Captain completely ignored my input and failed to get down and
"near” ON SPEED. The Captain briefed a flaps four/full configuration and at 500 FT
AGL and flaps THREE and 35 KIAS fast | called for a "GO AROUND SPEED." The go-
around was a mess and | had to call out the memory items to get things going. The
Captain nearly (and may actually have) over-sped the flaps. After | stated "watch
your airspeed" the Captain aggressively increased aircraft pitch (we were exactly at
the barber pole). This was very unsettling as we had VFR nearby at 500 FT above
our cleared altitude. During the Tower direct go-around, while still in the climb (not
yet "feet wet"), the Captain directed me to make a PA announcement to the



passengers. At the time, Tower was calling out traffic and it was absolutely not the
time to do ANYTHING but look for traffic and fly the aircraft. Two aircraft, one
which passed 500 FT above us, made the situation "tense."” | told the Captain that |
did not have time to make an announcement. It was a very clear day in SFO and
there were numerous VFR targets enjoying the day. On downwind, the Captain
made a PA announcement to the passengers. Again, it was not a good time with
the current situation. Second approach - the Captain was cleared for the approach
to 28L and Tower changed our runway to 28R. Not a big deal and we were plenty
far out to adjust (1,000 FT AGL). On approach to 28R the Captain descended low
on glide path (4 red) and I called "you're low." The Captain over corrected and
went to high (all white) and we landed long (2,000 FT down). Airspeed was under
control and the taxi in was uneventful. After completing the Parking checklist, the
Captain did say "yea | was high and | should have been lower." The Captain then
stopped talking and started to clean up his area (charts and such). | then asked the
Captain if he wanted to talk about what happened his response was "yes." | started
to talk about the 5,000 FT altitude and the tail winds we had approaching MENLO
and the Captain interrupted me and began talking over me. | then remained silent
until he quit speaking and asked him if I could speak. At this same time external
power was connected to the aircraft and the Captain then devoted his attention to
the ground power and APU. | told the Captain that | will not speak if he interrupts
me and focuses on other tasks "this is serious!" | told the Captain that he
completely discounted and disregarded what | said about having to descend during
the approach. | told the Captain that asking me to make a PA announcement to the
passengers as we are executing a go-around with the dense VFR traffic, "rapid fire"
ATC radio calls and the bad/improper go around procedures was absolutely the
wrong time to devote my attention to a PA announcement! | told the Captain that
his flying skills are not good enough to be safe and fly as little as he does. | told
the Captain that in the "old days" first officers were looked down upon but today we
have CRM to help us operate a safer airline. | asked if he was going to fill out a
report and he said whatever | was going to fill out he would do the same. As | got
up to do the aircraft walk around the Captain asked me what | as going to do and |
replied | would have to "cool off a bit." The Captain replied "l want to get home."
As | entered the jetway | stood there a few moments and decided that the safety of
this airline was more important than me getting home (this was the last day, last
leg, of a four day trip) and after hearing the Captain's statement "l want to get
home" | felt he did NOT have an appreciation for what transpired. | then called the
Duty Manager and the base Chief Pilot. The Duty Manager (was very understanding
of the situation) came up with a plan to do a first officer swap. | asked why they
don't replace the Captain now that | identified an issue with the Captain and he
informed that it is SOP just to replace the first officer. |1 will say that the Duty
Manager had a good grasp of the situation. | spoke discreetly (out of ear and eyes
of our passengers) with my replacement First Officer after he approached me in the
jetway and asked what happened. After our discussion and my understanding he
was a former Instructor | felt comfortable that the Captain could safely get the
flight to his home base (no weather involved). Along the same line, on this same
trip, the Captain was attempting to do a comm out/visual signal push and he did
not know the procedures. The Captain responded to the lead push persons' brake
release signal with the brake release signal. As this person went under the nose of
our aircraft, the Captain got upset about not having sight of him (there was
another spotter at the 10 o'clock position) so the Captain did not release the
brakes. A few moments later, this same person came from underneath our aircraft
and again gave the release bakes signal. The Captain once again gave the release
brakes signal and once again the "pusher" went under the nose of the aircraft to



initiate the push. The Captain became even more irate and began to yell at me with
spittle coming out of his mouth. The "pusher" then came out again and | tried to
tell the Captain that we need to get push clearance before we give the "pusher” the
release brakes signal. The Captain then asked for the FOM and began finding the
procedures. The end result was | did get push clearance and we did successfully
push. When | asked the Captain if he was going to do an Ops Report or some kind
of report, his comment was "why should | put my license on the line?" Perplexed, |
told him the "pusher" may fill out a report and state that we did not know how to
properly/safely accomplish a comm out push. The Captain needs a "refresher.”
Practice basic go-around procedures. The Captain needs to fly more than one trip a
month. The Captain needs to talk to someone that will help him better prioritize.
The Captain should not ignore/discount/blow-off his First Officer. The Captain needs
to learn some CRM skills. The Captain needs to reconstruct the events in his mind
(chair fly) and figure out what he would do better. The Captain needs to learn the
visual hand signals and procedures for a "comm out" push. The Captain should not
fly with an inexperienced First Officer. As | write this in Flight Operations, on day 5
of a 4 day trip, at zero TAS and having time to reflect 1 will not allow my family to
fly on the Captain’'s aircraft. | respectfully ask that management pull the Voice and
Aircraft recorders for this flight and carefully reconstruct the last 25 minutes.

Narrative: 2

I was the pilot flying. While descending on the BSR2 arrival into SFO | briefed the
First Officer on how | intended to fly the Tip Toe Visual Approach to Runway 28L.
The briefing also included the go-around procedure briefing required for the first
flight of the day by FOM. My intention was to use heading mode to fly the 310
heading to join the final approach course from the OAK 141-R/14 DME fix. My First
Officer insisted on showing me a technique for creating a course using the FMGC.
He built it and | agreed that it would accomplish the same as using heading mode.
I may have been a little distracted while he was showing me how to build the
approach and had a tailwind so | admit that | was getting a little high. However, |
felt that the approach would be manageable with earlier use of gear and flaps
closer in to the airport. We were approaching MENLO and | expected to cross it
higher than the published 5,000 FT. The Controller asked if we had the airport in
sight; we did. He then cleared us for the Tip Toe Visual Approach to Runway 28L.
The First Officer stated that he thought that we should report the "altitude bust" at
MENLO to the Controller. | told him that we only needed to cross the fix at or above
5,000 since we were cleared for a charted visual approach. He insisted that we had
busted a mandatory altitude and that we were too high. While attempting to
resolve the disagreement | DID allow myself to get high. A slight tailwind didn't
help. This was further compounded by Norcal Approach asking us to look for an
A320 making a visual approach to Runway 28R. When we reported that we didn't
see the Airbus, Norcal canceled the approach clearance and told us to maintain
4,000 though we were well above that (this is the best of my recollection). Once we
spotted the adjacent traffic Norcal re-cleared us for the Tip Toe Approach. They
wanted 180 KTS until a five mile final; again this would be no problem. | called for
the gear and the final descent checklist turning final outside of the San Mateo
Bridge. My recollection is that we approached the bridge somewhere between
3,000-2,500 FT. At that point I felt the approach high but still manageable and
tried to use gear and flaps to get down though | was reluctant to use speed brakes.
At 1,000 AFE (Above Field Elevation) we were still high and | didn't have landing
flaps selected though | was able to get the flaps to 3. Approaching 700 AFE 1 still
didn't have full flaps selected and was still high on the glide slope and the aircraft
was not slowing down. Sensing that | could not achieve a stabilized by 500 AFE, |



called for a go around. The First Officer insisted on making all the go-around
callouts himself even though | was the pilot flying that distracted me. We found
ourselves talking over each other with callouts in addition to the First Officer
answering queries from the Tower as to the reason for our go around. The First
Officer stated to the Tower that we went around because we were too high. Though
we did accomplish the tasks for go-around, due to the workload discussion with the
First Officer and communications to Tower, | DID get the speed high for the flap
settings though at NO time do | recall EXCEEDING any flap limit speed. Tower
handed us off to Departure. We got the airplane cleaned up and engaged autoflight
and auto thrust. Norcal issued vectors for a left downwind to Runway 28L. Once on
final for Runway 28L Tower cleared us to side-step to Runway 28R and landed
uneventfully.

Synopsis

A First Officer criticized his Captain for not following SOP, flying an unstabilized
approach and executing a poor go around then not practicing CRM during the
debrief. The First Officer was removed from the trip while the Captain admitted
minor errors and criticized the First Officer.



Time / Day

Date : 201111
Local Time Of Day : 0001-0600

Place

Locale Reference.Airport : ZZZ.Airport

State Reference : US

Relative Position.Angle.Radial : 035

Relative Position.Distance.Nautical Miles : 10
Altitude.AGL.Single Value : 3000

Environment

Flight Conditions : Mixed

Weather Elements / Visibility.Visibility : 10
Light : Night

Ceiling.Single Value : 2000

Aircraft

Reference : X

ATC / Advisory.Center : ZZZ
ATC / Advisory.CTAF : 2ZZ
Aircraft Operator : Air Carrier
Make Model Name : Dash 8-200
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Passenger

Flight Phase : Final Approach
Route In Use : Visual Approach
Airspace.Class E : 277

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

Qualification.Air Traffic Control : Fully Certified
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Multiengine
Experience.Air Traffic Control.Military : 3
Experience.Flight Crew.Total : 6400
Experience.Flight Crew.Last 90 Days : 50
Experience.Flight Crew.Type : 350

ASRS Report Number.Accession Number : 980396



Human Factors : Communication Breakdown
Human Factors : Situational Awareness

Human Factors : Time Pressure

Human Factors : Workload

Human Factors : Fatigue

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

Events

Anomaly.Inflight Event / Encounter : Weather / Turbulence
Anomaly.Inflight Event / Encounter : VFR In IMC
Detector.Person : Flight Crew

Result.General : None Reported / Taken

Assessments

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

Narrative: 1

Event flight was a scheduled Part 121 airline segment. Approaching our filed
destination, ASOS reported 2,000 BKN ceiling. Airport was not in sight within 10
NM at 11,000 MSL, so we asked Center for the ILS/DME 21, for which we were
cleared. Upon turning inbound from the procedure turn, Runway 21 was clearly
visible from approach lights to end bars. Since it is often impossible to reach Center
from the airline ramp at this airport, our airline's flights will often cancel IFR while
airborne, as permitted by our Ops Specs. It appeared to me that the glideslope
would easily take us below the clouds over the airport area, so | canceled IFR at
approximately 10 NM from the Runway 21 threshold. Center switched us to a 1200
squawk and cleared us off their frequency. At approximately 5 NM it became
apparent that the wind was carrying clouds across our approach path at an altitude
that would intersect our approach path. The First Officer was able to gently
maneuver around some of the clouds, but we did pass through a couple of them.
We could always see the glow of the approach lights and were only IMC for a few
seconds. The approach and landing were completed without further incident. In
hindsight, | should not have canceled IFR. We were running about 40 minutes late
and | did not want to deal with the hassle of contacting the AFSS (which involves
transmitting on their receiver frequency and listening on the airport VOR). | clearly
misinterpreted the cloud base height and wind-induced cloud movement.
Furthermore, | should have consulted my First Officer for his opinion before
canceling IFR, which he diplomatically pointed out to me after shutdown. | placed
our flight in the position of being VFR (with no active flight plan) in IMC conditions,
in an area and at an altitude with spotty radar coverage, with significant rising
terrain to our immediate north. DUMB, DUMB, DUMB! My only defense is that it was
well past midnight and we had flown five legs and endured an hour-long return to
gate at our departure airport. Even so, it is my responsibility to assess my mental
condition and make a go/no-go decision accordingly. Valuable lesson learned.

Synopsis

A DHCS8 Captain canceled IFR on a night approach to a CTAF airport and
subsequently the aircraft momentarily entered IMC conditions. Situational
awareness, fatigue and CRM were components in this error.



Time / Day

Date : 201110
Local Time Of Day : 1201-1800

Place

Locale Reference.ATC Facility : ASE.TRACON
State Reference : CO

Environment

Flight Conditions : IMC
Weather Elements / Visibility.Visibility : 10
Ceiling.Single Value : 6000

Aircraft

Reference : X

ATC / Advisory.TRACON : ASE

Aircraft Operator : Fractional

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

Operating Under FAR Part : Part 91

Flight Plan : IFR

Flight Phase : Initial Approach
Airspace.Class D : ASE

Component

Aircraft Component : FMS/FMC
Aircraft Reference : X
Problem : Design

Person

Reference : 1

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 : 979067
Human Factors : Confusion

Human Factors : Distraction

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

Human Factors : Workload

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



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

Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Inflight Event / Encounter : Weather / Turbulence
Detector.Person : Flight Crew

Were Passengers Involved In Event : N

When Detected : In-flight

Result.Flight Crew : Executed Go Around / Missed Approach

Assessments

Contributing Factors / Situations : Airport

Contributing Factors / Situations : ATC Equipment / Nav Facility / Buildings
Contributing Factors / Situations : Environment - Non Weather Related
Contributing Factors / Situations : Human Factors

Contributing Factors / Situations : Weather

Primary Problem : Environment - Non Weather Related

Narrative: 1

On arrival into ASE, we copied the ATIS and | began to set up for the VOR DME C
approach. The localizer was NOTAM'd out so the LOC DME E (our preferred
approach) was unavailable. The weather was reporting light winds, 10 SM visibility
and 6,000 broken. We expected to get in with the approach.

I reviewed the approach plate and went to enter the approach in the FMS. When |
called up the runway in the FMS it gave me 6 options: 15, 15C, 15R, 33, 33C and
33R. | went through the Runway 15 options and in the three Runway 15 options,
there was no LOC DME E. I think the VOR DME C was under 15C. | selected the
VOR DME C and reviewed the points. The database reflected the correct waypoints
up to the Missed Approach Point. After that point all the waypoints in the database
were not on the Approach Plate. | informed the pilot flying what | discovered and
told him to fly the approach green needles. As you can imagine, he was not happy.

We crossed the DBL VOR inbound with the CDI centered and he pointed to the MFD
and said we were left of the line displayed. | put my hand on the MFD and said that
I did not trust the course it depicted and pointed to the CDI and said that we had to
fly it the old way, with the CDI centered. He did an excellent job keeping the CDI
centered and following the step-downs. We knew that we were not going to see the
runway in time and continued the approach to the Missed Approach point. We were
IMC with heavy snow. We did see the airport just prior to the MAP. Now we had to
execute the Missed green needles.

The workload went from very busy to intense. It was lucky that both of us were old
school and stepping away from the automation and flying the VOR was easy. It was
uncomfortable not having the approach with GPS accuracy displayed as a backup.
The Captain and | have flown a number of times together in the Ultra and now in
the XL and have excellent CRM. | believe this was a contributing factor to the
successful outcome. | sent an email to the Chief Pilot when I got home from this
tour outlining the Database and asked it be looked into. | have not heard back.
Flying the actual missed at ASE in IMC is NOTHING like doing it in the SIM.



I suggest that this be addressed as a recurrent subject. | can see someone more
dependent upon the automation getting in trouble.

Callback: 1

The reporter clarified that his narrative references to 15, 15C, 15R etc. were six
individual FMS selectable runways. ASE has only a single runway, 15/33. In the
limited time available he was unable to investigate to his satisfaction which to
select and was, thus, unable to line select the appropriate IAP. As a result he
advocated flying the VOR DME approach using raw data, a perfectly acceptable
alternative. The Captain agreed although with some reluctance being loath to
abandon the comfort of the moving map display. Both pilots displayed raw data on
the PFDs and the moving map display was selected on the MFD for reference. After
completing the MAP they proceeded to their flight plan alternate.

Although their Chief Pilot promised to investigate and report back his/her findings
on the "number of runways in the database" issue, as of the date of the callback
this had not happened.

Synopsis

When confronted with FMS database runway selections at ASE that exceeded the
number of available runways by a factor of three, a Citation XL flight crew elected
to fly a raw data VOR DME approach which was followed by a missed approach and
diversion to their alternate when they were unable to continue to a landing.



Time / Day

Date : 201110
Local Time Of Day : 1801-2400

Place

Locale Reference.Navaid : SXC.VORTAC
State Reference : CA
Altitude.MSL.Single Value : 41000

Aircraft

Reference : X

ATC / Advisory.Center : ZLA
Aircraft Operator : Air Carrier

Make Model Name : B737 Undifferentiated or Other Model
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Passenger

Flight Phase : Cruise

Route In Use : Direct
Airspace.Class A : ZLA

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 : Flight Instructor
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Instrument
Experience.Flight Crew.Total : 8630
Experience.Flight Crew.Last 90 Days : 215
Experience.Flight Crew.Type : 3210

ASRS Report Number.Accession Number : 978263
Human Factors : Other / Unknown

Human Factors : Situational Awareness

Human Factors : Confusion

Events

Anomaly.Deviation - Track / Heading : All Types
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 : Became Reoriented

Result.Flight Crew : Returned To Clearance

Result.Flight Crew : Requested ATC Assistance / Clarification
Result.Air Traffic Control : Issued Advisory / Alert

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

We were proceeding direct SXC direct SNA. We were then given the clearance to
proceed direct to the Benet 287 degree radial, 55 DME fix, direct Benet as filed.
Next we were given clearance pilots discretion descend to FL240. | verbally verified
the programming necessary for the FMC with the Captain, that the point would
have to be constructed in the FIX page, and then entered on the LEGS page. As |
was programming it my Captain was insistent that it needed to be entered as the
reciprocal of 287 (107/55). | typed in what he said instead of what |1 thought should
be entered, and the depicted flight path on the CDU did not make sense. We didn't
execute the course change, as it looked erroneous. We called and verified the
clearance of direct to the Benet 287 @ 55 DME, direct Benet. The Captain was
positive the fix was programmed correctly and that something else must be wrong.
The Captain reentered the fix information on the FIX page and reentered it on the
LEGS page with the same result. The programming didn't seem right to me and |
verbalized as much, as | thought creating the fix was straight-forward (287/55),
but he was insistent. | had rarely had to build a fix in the FMC before, and since the
Captain was so sure of himself | began to doubt myself on the programming. In the
time span of us trying to get the clearance programmed, the Captain said, "l know
where they want us; just go heading about twenty left of our current heading”. Just
as | engaged heading mode and began our pilot discretion descent ATC called,
stating, you look off course, for traffic cancel descent clearance maintain FL410 and
turn to heading XXX. We complied with their instructions, and in aggravation |
finally reprogrammed the FMC as | had felt was the correct method (287/55) and
the point came up correctly. The Captain had an exchange with ATC and then we
were re cleared to the Benet 287/55 DME. The Captain then started apologizing
profusely to me for confusing the issue, that he was confused about how to
program the fix himself and that | was right in the first place. Contributing to the
error situation was the Captain's confusion on how to program the FMC, my own
self-doubt of my abilities (fostered from the cockpit dynamics between the Captain
and | from the last two days of our trip together), our failure to request a heading
immediately to get us in the right direction while we worked on the FMC
programming and lastly lack of adherence to our company standard operation
procedures regarding the duties of pilot flying/pilot monitoring. |1 was the pilot
flying (with autopilot engaged) and as such should have been programming and
executing changes in the FMC.

Synopsis



Disagreement between two pilots of a B737 on how to program a fix in their FMS
defined by a radial and distance led to a track deviation.



Time / Day

Date : 201110
Local Time Of Day : 1201-1800

Place

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

Environment

Flight Conditions : IMC
Light : Daylight

Aircraft

Reference : X

ATC / Advisory.Ramp : ZZ7Z

Aircraft Operator : Air Carrier

Make Model Name : Regional Jet 700 ER/LR (CRJ700)
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 : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 978044
Human Factors : Confusion

Human Factors : Distraction

Human Factors : Time Pressure

Human Factors : Training / Qualification

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

Events

Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : FAR
Detector.Person : Flight Crew



When Detected : Aircraft In Service At Gate
Result.General : Flight Cancelled / Delayed

Assessments

Contributing Factors / Situations : Chart Or Publication
Contributing Factors / Situations : Company Policy
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Contributing Factors / Situations : Weather

Primary Problem : Human Factors

Narrative: 1

| felt the need to write this report because we could have departed to a destination
that was forecast to be below landing minimums and was feeling pressured by a
Dispatcher that did not understand the rules for Exemption 3585. We did not
depart but we heard that there might have been some diversions because of this.
Our long delay started with a return to the gate because of the early arrival of the
snow storm at LGA. | kept in touch with our Dispatcher, getting updates throughout
the day. During our long wait | looked at the approach plates for LGA and noticed
that wind conditions allowed Runway 4 for the lowest minimum of 3/4 of a mile. |
kept this in mind for later. We were given a wheels up time by ATC which was past
our duty limit but was told by the Dispatcher to standby in hope of a better time.
The time was updated, and things were going to get busy because our wheels up
time was now in 30 minutes, | re-analyzed the weather and found that our long
delay brought us into a new time period in the forecast weather; 3/4 mile with a
chance of 1/4 and strong northerly winds. | told the First Officer that we were
probably not legal to depart and after looking at the forecast, he agreed.

I called the Dispatcher and told him we were not legal to depart because of the 1/4
and he disagreed, saying we were legal because of the CAT 2 approach at LGA. |
reminded him that there was no CAT 2 in LGA and the wind was too strong to land
on Runway 22 anyway even with the CAT 1. He said wind did not matter. | told him
at least we needed a second alternate and as soon as | looked at the amended
release 1 would call him back. The new release was delivered and the forecast did
not change so | called the Dispatcher again and told him we were not legal. Again
he strongly disagreed and said it was time to get the Chief Pilot involved. After a
short time the matter was settled. The flight canceled. There was a strong apology
from the Dispatcher. | felt pressured by this Dispatcher to launch. His assertiveness
could have easily persuaded me if I hadn't gotten out the manual to check. Great
CRM from the First Officer, offering his manual already highlighted and ready for
reference. Maybe this needs to be covered again from time to time for dispatchers
and pilots as it is a quite complex rule. | wonder how many planes launched
illegally to LGA that night.

Synopsis

Because LGA weather was below forecast minimums a crew refused to fly even as
Dispatch attempted to employ Exception 3585. Because no CAT | or CAT 11
approaches were available the flight was canceled.



Time / Day

Date : 201110
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US
Altitude.AGL.Single Value : 200

Environment

Flight Conditions : IMC
Weather Elements / Visibility : Icing
Light : Daylight

Aircraft

Reference : X

ATC / Advisory. TRACON : ZZZ

Aircraft Operator : Air Carrier

Make Model Name : Regional Jet 200 ER/LR (CRJ200)
Crew Size.Number Of Crew : 2

Operating Under FAR Part : Part 121

Flight Plan : IFR

Mission : Passenger

Flight Phase : Initial Climb

Airspace.Class B : ZZZ

Component

Aircraft Component : Gear Extend/Retract Mechanism
Aircraft Reference : X
Problem : Malfunctioning

Person : 1

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 977692
Human Factors : Workload

Human Factors : Troubleshooting

Human Factors : Communication Breakdown
Human Factors : Time Pressure

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



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 Flying

ASRS Report Number.Accession Number : 977694
Human Factors : Workload

Human Factors : Troubleshooting

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

Events

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

When Detected : In-flight

Result.General : Declared Emergency

Result.Flight Crew : Landed in Emergency Condition
Result.Flight Crew : Diverted

Assessments

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

Narrative: 1

I was pilot not flying. This was a day of an unusual snowstorm, low ceilings, and
icing conditions up and down the East Coast. After takeoff, after First Officer (pilot
flying) called for gear up, the gear failed to retract and continued to make a loud,
unusual noise. Then, the master warning horn sounded and a master warning
message of unsafe gear appeared. | instructed the First Officer to continue flying
the course and to handle radio communication while | ran the QRH procedures. The
situation was not remedied by the QRH procedures and the procedure required
landing at the nearest suitable airport. | advised the First Officer | would retake the
radios. | declared an emergency with ATC. | inquired as to departure airport
weather and ATC said it was low IFR with 200 FT overcast and a 1/2 mile visibility.
I then asked about a nearby divert weather and it was much better at 1,600 FT
overcast with several miles visibility. The First Officer concurred that the divert
airport was better and | asked to divert, which was only 65 miles away right off the
nose. We sent an ACARS message to the company advising of the emergency and
diversion and attempted, with difficulty, to contact our company through the
commercial radio. | spoke to the Flight Attendant and said that we had a landing
gear problem and we would make a precautionary landing, but we did not expect to
need an evacuation at this time, though the situation could change depending on
whether we could get the gear properly down and locked. | asked her to
immediately prepare the cabin for landing. | then made an appropriate PA to the
passengers advising that there would be a precautionary landing. We also spoke
very briefly to the station to expect our arrival. We received ACARS responses from



the company indicating concurrence with our diversion. Thereafter, we requested
from ATC that emergency equipment be present at the runway in case of gear
collapse. We obtained 3 green down and locked indications once we put the gear
down. We advised ATC that we would be able to taxi with those normal indications,
but that the trucks should follow us to the gate. The assigned Runway 9R provided
an adequate 10,000 FT and the First Officer made a very soft perfect landing.
Based on the 3 green down and locked indications, we taxied to the gate with the
emergency equipment following. We deplaned normally. There were no injuries.

The most important and dangerous threat was the huge increase in workload due
to two deferrals on this aircraft: APU deferred and normal anti-ice deferral.
Maintenance has been, in my opinion, compromised for the last few months and
this plane was received by the crew in this regrettable state of repair. These
deferrals made operation in the day's snow and icing conditions extremely difficult.
The standby icing system required that the First Officer continue to operate that
manually on and off while he flew the plane during the emergency. This was
fatiguing and a huge distraction. The lack of the APU required depressurized takeoff
and landing, which when coupled with the lack of normal anti-ice plus the landing
gear emergency itself was a tremendous and compounding distraction.

After landing and safely delivering all crew and passengers, | believe the crew was
hounded by the company to go back to the plane and move it because of the
inconvenience of it being at unscheduled gate. We declined to do so without a
Mechanic's inspection of the gear system. Further, the company failed for more
than 4 hours to provide the crew with proper facilities for rest after the event. A
hotel should have been promptly afforded. It was only after innumerable calls that,
begrudgingly, a hotel was provided. The Chief Pilot could have handled this much,
much better. Rather than congratulating us on a job well done, | felt he was mostly
concerned with the removal of the airplane from the gate and not with the welfare
of the crew. We were hounded by him and the gate people to move the plane. The
Chief Pilot wanted to interrogate me on the failure mode of the gear to attempt to
persuade us it was ok to move the plane. | told him | was not a hydraulic engineer
and that we preferred not to move it after handling such an emergency. Ultimately,
after my insistence for lodging, the Chief Pilot did intervene and obtain the hotel,
but again it took more than 4 hours. Interestingly the next day, we flew the same
plane with deferred APU, deferred anti-ice, deferred gear retraction, deferred over-
water, and deferred Category Il. The level of maintenance on the planes deserves a
full safety investigation. The day after, | received yet another plane with deferred
APU pneumatics, which makes it three planes in a row | flew (with two naps
exception) with deferred APU engine start abilities.

Narrative: 2

The nose gear did not retract. Upon pressurizing the aircraft it was also noted that
the anti-ice duct was showing amber with a wing anti ice caution message. We
were now in icing conditions with no APU. The gear was cycled without running the
checklist. After the cycle was completed the nose gear was still down. | then asked
that the gear disagree checklist be completed. Climbing through 9,000 FT we had
been cleared up 17,000 FT. | asked the Captain if he wanted to stay at 11,000 FT
in case we had to divert back [departure airport]. He said to accept the 17,000 FT.
I then asked the Captain if he was sure he wanted to climb to 17,000 FT. He then
stated to climb to 17,000 FT, [so we did]... Without the gear disagree checklist
completed or the anti-ice caution message addressed or communication with
Dispatch, it was decided that we would divert [to a] favorable weather [airport].



Upon descent, the checklist for the gear disagree had been completed and we had
3 green down and locked. An emergency had been declared and we sent Dispatch a
text message of our intentions. We received a message from Dispatch shortly
thereafter and they agreed with our decision to divert.

The checklists were not completed in proper order and proper use of CRM and crew
communication [were not used].

Synopsis

A CRJ200 landing gear failed to retract after takeoff, so an emergency was declared
and the flight diverted to a nearby airport with suitable weather. The Captain noted
increased workload due to aircraft maintenance deferrals.



Time / Day

Date : 201110
Local Time Of Day : 1801-2400

Place

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

Environment

Weather Elements / Visibility.Other
Light : Dusk

Aircraft

Reference : X

ATC / Advisory.TRACON : ZzzZZ

Aircraft Operator : Air Carrier

Make Model Name : EMB ERJ 170/175 ER&LR
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

Aircraft Component : Flap/Slat Control System
Aircraft Reference : X
Problem : Malfunctioning

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)
ASRS Report Number.Accession Number : 976614
Human Factors : Troubleshooting

Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Inflight Event / Encounter : Fuel Issue
Detector.Person : Flight Crew

When Detected : In-flight



Result.General : Declared Emergency
Result.Flight Crew : Landed in Emergency Condition

Assessments

Contributing Factors / Situations : Aircraft
Primary Problem : Aircraft

Narrative: 1

On final approach while configuring the aircraft for landing, we received a SLAT
FAIL EICAS message when the slat/flap lever was moved from 2 to 3. We broke off
the approach to run the QRH. The Captain took the aircraft and the radios and |
began to run the checklist. The slats were indicating 3 in an inverse video amber
setting and the flaps were indicating 3. The QRH prompted me to bring the slat/flap
lever back to 2 and wait 10 seconds. After 10 seconds, the message did not go
away and the slats remained in the same position, but the flaps did return to their
previous position. | increased Vrf speed and noted the increased landing distance in
accordance with the QRH. Since the flaps were still working, we selected flaps 5 to
bring the Vref speed lower. The flaps moved to the desired location and the slats
stayed in the same position. At this point we were getting low on fuel on due to un-
forecast headwinds [en route] as well as two turns in a hold for [arrival] delays.
Weather at the time was windy, but VFR. We did not have an alternate or any
additional holding or contingency fuel on board.

After the checklist was completed, | briefed the flight attendants and informed the
passengers we had a slight malfunction that would require faster approach speeds
and that they might see some airport personnel on the field to monitor the
situation. Since fuel was an issue and we were so close to the field, | sent off a
quick message to Dispatch informing them of the situation. The Captain did declare
an emergency and as a precaution ARFF came out the runway to monitor our
landing. The Captain did an excellent job monitoring the fuel situation as | was
heads down for most of this time. We switched runways for additional distance.
After reviewing the new landing data we did not feel that switching was necessary.
Upon rollout, | noted the brake temperatures were in the green and ARFF
confirmed that there was no smoke or fire from our brakes. We arrived at the gate
without any further incident. The Captain had just come out of [recurrent training]
where he received training on a partial or no flap landing and he said this helped
him through the process. The crew used great CRM and worked well together which
made the process run smoothly.

Synopsis

ERJ-170 First Officer reported he received SLAT FAIL EICAS on approach. Flight
crew ran the procedure, declared an emergency, and landed normally.



Time / Day

Date : 201110
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : ZZZ.Airport

State Reference : US

Relative Position.Distance.Nautical Miles : 10
Altitude.MSL.Single Value : 4000

Environment

Flight Conditions : IMC

Weather Elements / Visibility : Rain
Weather Elements / Visibility.Visibility : 2
Light : Daylight

Ceiling.Single Value : 3000

Aircraft

Reference : X

ATC / Advisory.TRACON : ZzzZZ
Aircraft Operator : Corporate

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 : Descent

Route In Use : Vectors
Airspace.Class D : ZzZ

Component : 1

Aircraft Component : Air Data Computer
Aircraft Reference : X
Problem : Failed

Component : 2

Aircraft Component : PFD
Aircraft Reference : X
Problem : Malfunctioning

Person

Reference : 1

Location Of Person.Aircraft : X
Location In Aircraft : Flight Deck
Reporter Organization : Corporate
Function.Flight Crew : Captain



Qualification.Flight Crew : Flight Instructor
Qualification.Flight Crew : Multiengine
Experience.Flight Crew.Total : 14000
Experience.Flight Crew.Last 90 Days : 100
Experience.Flight Crew.Type : 850

ASRS Report Number.Accession Number : 976042
Human Factors : Situational Awareness
Human Factors : Troubleshooting

Human Factors : Workload

Human Factors : Distraction

Analyst Callback : Completed

Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.ATC Issue : All Types
Anomaly.Deviation - Altitude : Overshoot
Anomaly.Deviation - Procedural : Clearance
Detector.Person : Flight Crew

When Detected : In-flight

Result.General : Maintenance Action
Result.Flight Crew : Became Reoriented
Result.Flight Crew : Returned To Clearance

Assessments

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

Narrative: 1

On a deadhead flight we were assigned a descent to 3,000. During the descent a
new altitude of 4,000 was given. We received this altitude approximately 4,400-
4,300 FT. As we started to level a HDG FAILURE popped up on pilots PFD, during
transfer a second failure appeared, ALT FAILURE followed by a PFD failure. During
the descent the autopilot was engaged but failed to level at 4,000. Being IFR with
several failures ALT was not noticed for several seconds. We descended to
approximately 3,400-3,500 FT. We climbed back to 4,000 within a few seconds. As
soon as we leveled ATC gave us 2,000 FT. No comment on ALT loss from ATC.
Several factors played into this equipment failure plus my slow decision to hand off
flying to the Copilot. What started out as a simple problem soon turned into a very
big one. We have reviewed every step of this flight. Also, CRM was reviewed and
discussed by all crew members.

Callback: 1

The Reporter stated that the Air Data Computer failed which caused the ALT
FAILURE and a suspected PFD malfunction caused the HDG FAILURE. The PFD
problem could not be duplicated but it was changed anyway with no further
problems.

Synopsis



A CE560XL received a HDG FAILURE on the pilot's PFD followed by an ALT FAILURE
alert when the Air Data Computer failed. An altitude deviation occurred before the
First Officer began flying.



Time / Day

Date : 201110
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US
Altitude.MSL.Single Value : 2200

Aircraft

Reference : X

ATC / Advisory. TRACON : ZZZ

Make Model Name : EMB ERJ 170/175 ER&LR
Crew Size.Number Of Crew : 2

Flight Phase : Initial Climb

Flight Phase : Climb

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 975399
Human Factors : Situational Awareness

Events

Anomaly.Inflight Event / Encounter : Bird / Animal
Detector.Person : Flight Crew

When Detected : In-flight

Result.Flight Crew : Returned To Departure Airport
Result.Flight Crew : Landed As Precaution
Result.Aircraft : Aircraft Damaged

Assessments

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

Narrative: 1

We had multiple bird strikes at approximately 2,200 FT during our initial climb out.
The gear was up, climb power and heading (360) were selected and the flaps were
[at the takeoff setting]. The First Officer was still hand flying the airplane. We both
saw and heard (impact) of several medium to large sized birds. After the event we
informed Departure Control that we had a bird strike and would need to return to



the field and asked to level at 4,000 FT. The First Officer called to raise the flaps
and asked for the autopilot. | declared an emergency but stated that everything
was operating normally as far as we could tell. We programmed the FMS, input
landing speeds, reviewed the QRH for an overweight landing and ran the Climb and
Descent checklist. Two calls were made throughout the course of the flight to the
cabin crew and two passenger PA's were made. We asked departure to change our
landing runway to the longer runway, accommodating our overweight landing. |
took the controls for landing and swapped to pilot flying about twenty miles from
touchdown. The approach was normal with no discernible difference in engine
characteristics or flight controls. We landed approximately 4,000 LBS overweight.
There were emergency vehicles standing by and we declared that we didn't need
assistance after exiting the runway with normal operating conditions. After getting
to the gate and deplaning, bird strike damage was found on the nose, vertical
stabilizer, engine one leading edge, and aircraft left fuselage. | asked Crew
Scheduling as well as the Chief Pilot that the First Officer and | be relieved from
duty and advised the cabin crew that they were to make the decision to keep flying
or be relieved themselves and that there would absolutely not be any punitive
actions. Crew Scheduling and the Chief Pilot were in agreement and
accommodating and a fresh crew was brought in to continue our pairing.

There is nothing we as pilots can do to avoid bird strikes. What made me feel
happy with our response was our CRM and our efficient division of duties. The First
Officer did an excellent job of flying, taking care of tasks quickly but carefully, and
offering solutions | hadn't thought of. We both knew who was flying the airplane
and who was doing what at all times. ATC was excellent also; we got everything we
asked for. This was a success.

Synopsis

An EMB170 had multiple bird strikes at 2,200 FT during climb out. With no
apparent anomalies,a return to departure airport for an overweight landing was
made. Four bird impact sites were found after arriving at the gate.



Time / Day

Date : 201110
Local Time Of Day : 1201-1800

Place

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

Relative Position.Distance.Nautical Miles : 2
Altitude.AGL.Single Value : 600

Environment

Flight Conditions : VMC

Weather Elements / Visibility.Visibility : 20
Light : Daylight

Ceiling.Single Value : 25000

Aircraft

Reference : X

ATC / Advisory.Tower : ZZZ

Aircraft Operator : Air Carrier

Make Model Name : B727 Undifferentiated or Other Model
Crew Size.Number Of Crew : 3
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Cargo / Freight

Flight Phase : Final Approach

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

Component

Aircraft Component : Cargo Compartment Fire/Overheat Warning
Aircraft Reference : X
Problem : Malfunctioning

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck
Reporter Organization : Air Carrier
Function.Flight Crew : Captain
Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Multiengine
Qualification.Flight Crew : Air Transport Pilot (ATP)
Qualification.Flight Crew : Instrument
Experience.Flight Crew.Total : 8000
Experience.Flight Crew.Last 90 Days : 15



Experience.Flight Crew.Type : 2500

ASRS Report Number.Accession Number : 975012
Human Factors : Time Pressure

Human Factors : Situational Awareness

Human Factors : Training / Qualification

Events

Anomaly.Aircraft Equipment Problem : Less Severe
Detector.Automation : Aircraft Other Automation
Were Passengers Involved In Event : N

When Detected : In-flight

Result.General : Evacuated

Result.Flight Crew : Landed in Emergency Condition

Assessments

Contributing Factors / Situations : Aircraft
Primary Problem : Aircraft

Narrative: 1

The Main Deck Cargo #4 Fire detector illuminated with the associated fire bell. The
aircraft was fully configured and we were completing the Before Landing Checklist.
We elected to continue to land, stop on the runway and initiate an Emergency
Evacuation of aircraft through the cockpit windows. We did not don O2 masks or
run the Main Cargo Fire checklist due to time to land being less than one minute,
no smell or smoke in cockpit and the fact we were in critical phase of flight. We
completed the emergency evacuation checklist and all three crew members
evacuated without injuries.

The subsequent maintenance evaluation of the aircraft determined the cause to
have been a false fire indication due to a bad sensor. Our crew CRM was
exceptional due to the airline's training program.

Synopsis

The flight crew of a B727, after receiving main deck cargo compartment fire
warnings on final approach, elected to land and evacuate on the runway rather
than initiate the associated emergency procedure during a critical phase of flight. A
subsequent inspection determined the event to have been triggered by a faulty fire
sensor.



Time / Day
Date : 201110

Place
Altitude.AGL.Single Value : O
Aircraft

Reference : X

Aircraft Operator : Air Carrier

Make Model Name : Commercial Fixed Wing
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 : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 973598
Human Factors : Training / Qualification

Human Factors : Workload

Human Factors : Confusion

Human Factors : Distraction

Events

Anomaly.Other
Detector.Person : Flight Crew

Assessments

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

Narrative: 1

This was my first flight after completing the second phase training for the merger
flight crew integration. It had been less than one week since completing the
training for me. | arrived at the airplane early to review the procedures and the
new flight manual and FOM.

I was amazed at both, how many items had changed and many of these were only



vaguely familiar to me even though | had just completed the training. My co-pilot
was also stating how different many of the new procedures were. It was also
evident to us that there were many things that neither of us could recall reading
about at all in the training, such as the flap/speed calls on approaches, some of the
new flight profile maneuvers, and even new phraseology for advising the flight
attendants to prepare for takeoff. The taxi-in and parking flows are simply
perplexing. Many new acronyms are left undefined in the flight manual and FOM
leading to much confusion before the flight, as well as during the flight. It appeared
to me that no one actually proof-read the new manuals as there were errors so
obvious they couldn't be missed.

Our flight was late departing from the gate on this and the subsequent legs, while
we tried to at least feel minimally comfortable with departing on the flight. Many of
the new items we just left with a decision to ignore the new procedures, such as
flying out of a windshear encounter on the autopilot. The new verbal calls on
approach were very confusing, especially the flap calls and what airspeeds we were
supposed to be flying.

I can honestly say that | haven't felt this uncomfortable with flying an airplane,
much less being the Captain in charge of a flight, since my new hire days 26 years
ago. The only difference then was that back then the rest of the crew were qualified
in their seats and | was under the direct supervision of a Check Airman.

Synopsis

An air carrier Captain expressed her concerns regarding the quality of training
intended to integrate the SOPs of two merging pilot groups into a single uniform
operation.



Time / Day

Date : 201110
Local Time Of Day : 0601-1200

Place

Altitude.AGL.Single Value : O
Environment

Flight Conditions : Marginal
Aircraft

Reference : X

Aircraft Operator : Air Carrier

Make Model Name : B757-200

Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Passenger

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
Experience.Flight Crew.Total : 19350
Experience.Flight Crew.Last 90 Days : 210
Experience.Flight Crew.Type : 7800

ASRS Report Number.Accession Number : 973597
Human Factors : Training / Qualification

Human Factors : Workload

Human Factors : Confusion

Human Factors : Distraction

Human Factors : Fatigue

Events

Anomaly.Other

Detector.Person : Flight Crew

Were Passengers Involved In Event : N
Result.General : Work Refused

Assessments



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

Narrative: 1

In my 26 years and over 10,000 flight hours at our company, this is the first time |
have felt that my training was wholly inadequate. Therefore, | removed myself
from further flying until | receive more training. | felt stressed and frightened
during my last flight segment due to lack of proper training. At a minimum, 1 felt
that | would be setting myself up for an FAA violation. My larger concern is about
safety and not doing harm to myself, passengers, or equipment.

As with most accidents or incidents, | believe it is a sequence of events that leads
to dangerous, if not fatal, outcomes. The leg that | just flew was a text book
example of what could happen. Luckily, I escaped without an incident. The flight
was loaded with challenging issues. Some of those being a 03:00 wake up,
IFR/MVFR weather, mountainous terrain, a non-precision approach, ATC delays in
getting us a lower altitude (a slam dunk approach), tail winds on descent, tight
turns on to the final approach course, and a short taxi in.

But the most dangerous thing about all of this was the fact that my First Officer and
I were reviewing and trying to accomplish the new procedures, checklists, and
flows instead paying close attention to the high work load environment of our
approach, landing, and taxi. We were attempting to accomplish our new procedures
-- procedures that were previously rote and routine. We could not do it in a routine
manner due to not having any repetitive training in a simulator or FBS (Fixed Base
Simulator) to build habit patterns.

Running the new procedures was a huge distraction to our normal duties and could
have easily put us in a bad situation. Having to read off 3x5 cards and sticky notes
to remind us of the new changes is unacceptable. Training them in a practical
scenario is what needs to be done. My training concerns were presented to Flight
Operations managers previous to this flight. Their response, that we are to "fall
back" to the old procedures or have 2 sets of SOPs (old and new), is beyond belief.
A comment was also made that | should study and practice en route!

SOP seems like just a buzz word that really is no longer expected by our company.
Synopsis

A B757-200 Captain removed himself from flight/pay status with his airline because
he believed the training provided to integrate the operation cultures of two recently
merged pilot groups was inadequate to prepare flight crew to adapt to the changes.



Time / Day

Date : 201110
Local Time Of Day : 0601-1200

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US
Altitude.MSL.Single Value : 2000

Environment
Flight Conditions : Marginal
Aircraft

Reference : X

ATC / Advisory.Tower : ZZZ

Aircraft Operator : Air Carrier

Make Model Name : B757-200

Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Passenger

Nav In Use.Localizer/Glideslope/ILS : Runway XXR
Flight Phase : Initial Approach
Airspace.Class B : ZzZ

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 973205
Human Factors : Distraction

Human Factors : Training / Qualification

Human Factors : Workload

Human Factors : Communication Breakdown
Human Factors : Confusion

Human Factors : Human-Machine Interface
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party?2 : Ground Personnel
Communication Breakdown.Party2 : Flight Crew

Events



Anomaly.Other

Detector.Person : Flight Crew

Were Passengers Involved In Event : N
Result.General : Declared Emergency

Assessments

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

Narrative: 1

DEAR FAA ADMINISTRATOR: | am addressing this directly to you because | believe
the safety system at our newly merged airline is not working properly. Our
management has been allowed to make wholesale changes to our operating
procedures without traditional and time proven training methods to introduce,
support and ensure proficiency with those changes. This is a tremendous step
backwards and is reducing the level of safety below what the traveling public
deserves and expects. What is needed is immediate cranial-rectal disengagement
at several levels of the chain to put a halt to another "Fast and Furious" debacle
like what has happened at other airlines. Do people have to die here too?

Basically, the normal, abnormal and emergency procedures of our merger partner
are being injected into our airline's line operations with only glossy magazines and
PowerPoint presentations to train us. The fallacious argument being made to
support this "Fast and Furious” race to a common operating certificate is that our
pilots will revert to our old procedures when not sure what to do. Our old
procedures were safe, ergo all will be safe, no matter which procedures get done,
right? WRONG! Imagine yourself at the big table before congress defending that
idea.

The fallacy is what really happens is not a binary path of either Airline A or Airline B
procedures. It is a confused distracted mixture where some of the new procedures
are followed, but then some of the old procedures get done AND CRITICAL THINGS
GET MISSED. In practice, your approval and requirement that we use Airline B's
procedures without proper training/checking to proficiency is a violation of your
own [FAA's] STERILE COCKPIT rules designed to prevent unsafe distraction of flight
crew! Case in point: Before we departed last night | asked my First Officer if he
knew his after-landing flow. He said he had no idea, even though he had done the
CBT [Computer Based Training] a while back. | also was unable to recall all the
changes to the procedures, so | delayed the flight at the gate so we could get out
the manuals and practice the new procedures and discuss the other changes to the
go-around profiles etc. We then departed 42 minutes late.

However, we later found that was not enough training either. When we got our final
vector onto the ILS at our destination we failed to intercept the localizer because
neither of us had tuned it in. The new checklist no longer has the "FMCs, radios"
item on it which would have jogged my memory to check it. We got so busy trying
to do all the new procedures correctly that we missed it. About the time we realized
we didn't have the localizer displayed we broke out of the clouds at 2,000 FT and
saw the runway as we tuned up the LOC.

Obviously | will have to conduct more training in the cockpit tonight before flying



home. The bottom line is this. Right now, all the pilots on Airline A's 757/767 fleet
are at such a low level of procedural proficiency that under normal circumstances at
any other airline, we would not be released from IOE to the line, yet here we are
with planes full of passengers!

Is operation "Fast and Furious" being applied over at Airline B? Are the furloughed
Airline A pilots now being hired by Airline B being given only the same CBT/glossy
magazine training prior to being released to the line? Of course not, they are
getting real training/checking that assures proficiency before line operations. Why
are you allowing Airline A to get away with it?

I'm sure Airline A's management has told you the same lies they told the federal
court last week, that pilots like me expressing these concerns are just disgruntled
miscreants intent on exerting economic pressure towards contract goals, but that is
not the case here. While I hold our management in very low esteem after their use
of bankruptcy court to take away my pension and pay while continuing to enjoy
utterly breathless levels of compensation and benefits [for themselves], what
economic pressure could | possibly expect to exert by having to use hand written
cheat-sheets in the cockpit while taxiing after landing to make sure the First Officer
has accomplished his new 12-step after landing flow?

Management told the court that any pilots wanting extra training would get it, yet |
spent the previous month and expressed my demands for extra training to five
different managers at Airline A, yet | was basically stonewalled from getting it.
Management will tell you that a vast majority of pilots do not complain about the
changes, but I submit that they are afraid to stick their necks on the line with a
management known for punishing and terminating pilots, and they also believe that
their complaints will not result in change. | don't think this report will change
anything either, but | owe it to the traveling public and my own conscience to do so
anyway.

With all the negative things that have happened to us, most pilots want to just fly
their trips, get through each leg and go home with as little effort as possible. For
most pilots, that means not fighting City Hall. In other words, there are economic
concerns and there are safety concerns. Having been a former President of a Major
Airline Pilot's Union hopefully you are still familiar with that union's Code of Ethics. |
assure you that my concerns are not about economics, but truly about safety. The
real culprit--of using economic concerns, and especially the federal court system to
their advantage--is the same one accusing us, Airline A's management. The same
management that said a recent commuter partner’'s crash was not their fault, yet
fights the very changes you propose to keep it from happening again.

Something needs to be done quickly to fix this situation, which is only getting
worse. Obviously, with a merger changes have to be made, but how those changes
are implemented is the real problem here. Calculated increases in risk have been
purposely introduced into our flight operations, and the calculations were made
with too much emphasis on saving time and money. Operation "Fast and Furious" is
being implemented here and the POI assigned to us has seemingly bought into
management's fallacious justification. Either he needs more guidance and support
from above, or he should be replaced. Our airline's management needs sharper,
more critical oversight of their methodology towards a merged flight crew culture.
During this period of immense change, we should be held to the highest levels of
safety by FAA, not the most economical.



Synopsis

A B757-200 Captain shared a letter the original of which was directed to the FAA
Administrator which discussed at length his concerns about insufficient training in
flight operations procedures provided by his newly merged airline's training
department for all pilots from the airline whose procedures have been largely
replaced. He believes the training was predicated on cost effectiveness to the
detriment of operational safety.



Time / Day

Date : 201109
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : TEB.Airport
State Reference : NJ
Altitude.MSL.Single Value : 1700

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft

Reference : X

ATC / Advisory. TRACON : N90
Aircraft Operator : Air Taxi

Make Model Name : Challenger CL601
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 : RUUDY TWO
Airspace.Class B : EWR

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)
Experience.Flight Crew.Total : 16000
Experience.Flight Crew.Last 90 Days : 90
Experience.Flight Crew.Type : 600

ASRS Report Number.Accession Number : 972236
Human Factors : Communication Breakdown
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party?2 : 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

Were Passengers Involved In Event : N
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

We were departing TEB Runway 24 on the RUUDY Two SID. The SID requires an
initial crossing at WENTZ of 1,500 FT MSL and then cross TASCA at 2,000 FT MSL. |
made the standard call outs and then called out 1,500 FT, but the Captain
misunderstood the SID and continued to climb to cross TASCA at 2,000 FT before
we even crossed WENTZ. In the future we need to be sure both pilots understand
the SID clearly before departure.

Synopsis

The flight crew of a Challenger 601 failed to comply with the 1,500 FT MSL crossing
at WENTZ on the RUUDY TWO SID from TEB.



Time / Day

Date : 201109
Local Time Of Day : 1801-2400

Place

Locale Reference.ATC Facility : ZZZ.ARTCC
State Reference : US
Altitude.MSL.Single Value : 33000

Environment

Flight Conditions : VMC
Light : Night
Ceiling : CLR

Aircraft

Reference : X

ATC / Advisory.Center : ZZZ

Aircraft Operator : Air Carrier

Make Model Name : Regional Jet CL65, Undifferentiated or Other Model
Crew Size.Number Of Crew : 2

Operating Under FAR Part : Part 121

Flight Plan : IFR

Mission : Passenger

Flight Phase : Cruise

Airspace.Class A : 277

Component

Aircraft Component : Door Warning System
Aircraft Reference : X
Problem : Malfunctioning

Person : 1

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

Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 971646
Human Factors : Workload

Human Factors : Training / Qualification

Human Factors : Situational Awareness

Human Factors : Confusion

Human Factors : Communication Breakdown
Human Factors : Distraction



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

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 Flying
Experience.Flight Crew.Total : 4000
Experience.Flight Crew.Last 90 Days : 70
Experience.Flight Crew.Type : 2500

ASRS Report Number.Accession Number : 971288
Human Factors : Workload

Human Factors : Training / Qualification

Human Factors : Time Pressure

Human Factors : Distraction

Human Factors : Confusion

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

Events

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

When Detected : In-flight

Result.General : Declared Emergency

Result.General : Maintenance Action

Result.Flight Crew : Diverted

Assessments

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

Narrative: 1

When PAX DOOR LATCH message came on, | said: "You have the radios, I'll do the
checklist" or similar words. | got the book out and looked up PAX DOOR LATCH
abnormal. I'm not sure what distracted me, but something did, right about then.
When | looked back at the Checklist | focused on the "Phase 11l or Phase IV"
question and didn't realize |1 had switched pages. | completed the PAX DOOR
HANDLE OUT checklist and it called for a divert so we did. | discovered my mistake
while talking to Maintenance after landing. This did happen at night and after an
eventful day, but | didn't feel tired. We had gotten to our previous departure
airport on schedule, we had over three hours on the ground scheduled, and | was
planning to eat there, as were the other crewmembers. Just as | left the gate, Crew
Scheduling called me and told me we were to change airplanes and take a different
flight to an unscheduled destination. Further investigation showed the plane to
have been in maintenance for some time, and the 30 or so passengers had been



waiting for something like six hours because other flights were full. | told our gate
agent | would need to get back to the airplane and get my stuff out and she said "I
won't be able to let you out if you aren't the scheduled crew anymore.” To cut a
long story short, it took until about two hours to get the crew and our stuff
together on the other airplane and start boarding. | think the First Officer was
primed to expect a divert because he said something like 'yep, I've done that
before', and | think that experience made him less likely to question me. | didn't
really feel like the scheduling issues had affected me. | felt fine, but | suspect part
of the reason was caffeine from the four Diet Cokes or so | had consumed. | am not
sure why | fell into the wrong checklist. And | wish | knew what to do to prevent
this from happening again. My only suggestion at present is that part of the
procedure should be to show the procedure he/she is about to execute to the other
pilot before starting it.

Narrative: 2

At the time | was the flying pilot. The Captain grabbed the QRH and began PAX
DOOR LATCH caution message. | took the radios from the Captain. The first two
steps were completed with EICAS when our error occurred. My Captain jumped to
PAX DOOR OUT HNDL MSG (Phase 1V) located on the page next to PAX DR LATCH.
I remember her trying to figure out what ship number we were in. That falls under
PAX DR OUT HNDL (Phase I11) located on the next page. During the entire time the
Captain was doing this | did not notice the jump in checklist pages. It should have
startled me. Having done both PAX DOOR LATCH and PAX DOOR OUT HNDL in my
career here at this airline it did not alarm me. Why the two blended together in my
mind | do not know. Step six is land at the nearest suitable airport. | began to think
where that may be. At no time reading, did | realize, we were on the wrong
checklist nor did | look at the name of the checklist on top. The Flight Attendant did
pull the outer handle stow knob and of course the wrong message stayed
illuminated.

We contacted Dispatch and Maintenance explaining our problem of PAX DOOR
LATCH. We had complied with the QRH (we really had not) and we needed to land
(we really didn't) since we still had the message. This was the last chance | had to
put two and two together and realize that PAX DOOR LATCH was what we had and
not that serious. | began to think of time and distance and how we would get down
since we were very close. We descended somewhat steeply and landed safely.
Arriving at the gate the passengers deplaned and | went outside to do post flight
walk around. During my time outside the Captain spoke with Maintenance and the
decision was made to defer the door indicating system. It is at this point when |
returned to the flight deck and the Captain informed me that we had done the
wrong checklist. The trigger being Maintenance wanting to defer the indicating
system when we believed we had a problem with the handle. After a brief delay we
reboarded the passengers and continued to our destination. Well | am somewhat
upset to say that | had the chance to look over and see the wrong checklist being
done. | had time to do so and believe | handled only one frequency change while
the QRH was being done. My thought is maybe having both pilots look at the QRH
verifying they have the right one before starting. | just took it at face value we
were acting correctly. | would hate to think what would happen had we started
reading the wrong checklist on a much more serious item. | have learned my
lesson.

Synopsis



A CRJ50 EICAS alerted PAX DOOR LATCH but the crew erroneously completed the
PAX DOOR HANDLE OUT checklist which required that they divert to the nearest
airport. Maintenance MEL'ed the door warning system as faulty.



Time / Day

Date : 201109
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US
Altitude.MSL.Single Value : 24000

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 : Passenger

Flight Phase : Descent

Airspace.Class A : Z2ZZ

Component

Aircraft Component : Horizontal Stabilizer Trim
Aircraft Reference : X
Problem : Malfunctioning

Person : 1

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Fractional

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

Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 969903
Human Factors : Training / Qualification

Human Factors : Distraction

Human Factors : Troubleshooting

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 : 969904
Human Factors : Training / Qualification

Human Factors : Distraction

Human Factors : Troubleshooting

Events

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

When Detected : In-flight

Result.General : Maintenance Action

Result.Flight Crew : FLC complied w / Automation / Advisory
Result.Flight Crew : Overcame Equipment Problem
Result.Aircraft : Equipment Problem Dissipated

Assessments

Contributing Factors / Situations : Aircraft
Primary Problem : Aircraft

Narrative: 1

While descending out of FL240 on the Arrival, the "STAB MIS COMP" annunciator
and "HYD PRESS" annunciator illuminated at the same time. My First Officer and
also the pilot flying (PF) called for the checklist while he initiated a speed reduction
to 200 KIAS. We assigned PF and non-flying pilot duties; | ran the checklist and he
ran the radios and flew the airplane. He notified ATC of our change in airspeed due
to the horizontal stabilizer moving. | accomplished the Cessna CE-CE560XL
EMER/ABNORMAL checklist. This basically directed us to slow to 200 KIAS or below
and ensure the flap handle was in the full forward (zero degree) position, which it
was. Both annunciators extinguished after approximately one and one half to two
minutes. After slowing to 200 KIAS (and while | was running the checklist), the
other Captain (acting First Officer and PF) turned off the autopilot and hand flew
the aircraft for the remainder of the flight (we felt this would allow a quicker
notification of a change in the stabilizer position in the event it started to move
again). After the checklist was completed and the lights were out, the First Officer
hand flew the airplane to our intended destination (about another fifteen minutes to
finish the arrival, approach, and landing). The rest of the flight continued normally
and with no other abnormal indications. At no time did we experience any pitch
upsets. After arriving, we contacted Maintenance and deferred the horizontal
stabilizer per the MEL. | think this occurred due to a mechanical malfunction. |
think that hand flying the airplane was a sound decision that would have allowed us
to nearly instantly diagnose any more un-commanded movements in the horizontal
stabilizer. | think that we handled CRM by working together to make sound
judgment calls and that we followed company and manufacturer procedures in a
proper and logical manner. | think we notified ATC of our intentions and necessary
corrective actions in a timely and appropriate manner. | think the malfunction was
well handled and at no time did | think the safe outcome of the flight was in doubt.

Synopsis



A CE560XL STAB MISCOMP and HYD PRESS lights illuminated during descent and
then both extinguished after the aircraft slowed to 200 KTS and the checklist was
completed.



Time / Day

Date : 201109
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US
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 : A321

Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Ferry

Flight Phase : Landing
Airspace.Class B : ZZzZ

Component : 1
Aircraft Component : Antiskid System
Component : 2

Aircraft Component : Brake System
Aircraft Reference : X
Problem : Malfunctioning

Person

Reference : 1

Location Of Person.Aircraft @ X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Not Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 969300
Human Factors : Communication Breakdown
Human Factors : Distraction

Human Factors : Time Pressure

Human Factors : Training / Qualification



Human Factors : Troubleshooting

Human Factors : Workload

Human Factors : Situational Awareness
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : Ground Personnel
Communication Breakdown.Party2 : ATC

Events

Anomaly.Aircraft Equipment Problem : Less Severe
Detector.Automation : Aircraft Other Automation

When Detected : In-flight

Result.General : Declared Emergency

Result.General : Release Refused / Aircraft Not Accepted
Result.Flight Crew : Landed in Emergency Condition
Result.Flight Crew : Diverted

Assessments

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

Narrative: 1

I contacted Dispatch for a briefing on my upcoming flights, a positioning ferry, a
Charter, another positioning ferry. My Dispatcher advised me that both long runway
pairs our destination were closed for construction. The only runways available were
the 6,000 FT Runway XX/YY, and there was a possibility that Runway YY (in use)
would be WET upon our arrival. | had landed on the available runway one time in
my career, on Runway XX and knew from that experience that the concrete/asphalt
is short, patchy and rough. The Dispatcher advised me of his planned fuel load for
uplift out of the departure station. The amount was far more than needed for the
leg, but he explained that it was being uploaded so little or no refueling would be
necessary prior to the charter flight. This made no sense to me since doing so
would bring the aircraft up to just under the charted max landing weight for
Runway XX/YY leaving few options should we encounter a problem. | advised the
Dispatcher that less fuel was more desirable for operational reasons on the short
runway. As a result, he adjusted the numbers so that some of the extra fuel was
eliminated and issued a revised release. When | boarded the aircraft prior to
departure | noticed that the aircraft had been fueled to the original load which had
been planned prior to my conversation with the Dispatcher. | was not willing to
take the extra fuel (approximately 3,000 LBS) due to the previously stated reasons.
Regardless of the potential for a delay due to de-fueling, we departed the gate on
time only to be strapped with an EDCT due to weather in the destination metro
area as well as added security measures in place due to the 9/11 anniversary.
Engines were restarted and we lifted off about an hour late. The flight was
uneventful until shortly after we began communicating with destination Approach.
As things turned out, we ended up with "issues™ during our arrival. The fuel being
carried affected the landing weight of the aircraft and turned out to be a big factor
in our decision making process. On approach to, with Runway YY in use (wet), the
wind was being reported at different times from 110/11, progressively moving
more northeasterly to 030/08 by the time we were turning final approach for
Runway YY. Performance pages referenced for landing indicated that an 8 knot



direct tailwind put us too close to the landing length available for YY at 127K LBS.
We elected to break off approach and advised the Approach Controller that we
would need Runway XX due to the tailwind on YY. We were instructed to climb to
5,000 FT and proceed direct to a nearby intersection to enter holding on the 244
Radial, with left hand turns, 10 mile legs and an EFCT or until we could be
sequenced for a landing on Runway XX (which was within tolerance for landing with
flaps full). While proceeding toward fix, a thunderstorm with lightning, heavy rain
and hail moved over the field. As a result, we ended up remaining in the hold for
approximately :20 minutes while the storm passed. Once the weather had moved
away from the airport, ATC cleared us out of the hold, and issued a clearance to fly
a 120?77 heading. | inquired if this was for vectors to Runway XX. Controller
responded "no, it's for YY." | advised him that we were "unable YY" due to the
previously reported tailwind. Controller responded that the wind was now "CALM."
At that point we discussed what would occur should a tailwind be reported prior to
landing. We advised the Dispatcher via ACARS data link that we had departed the
hold and were headed to the airport for landing. We received an acknowledgment
of our report. Shortly thereafter, the data link system failed. Although various
means were utilized in an attempt to reestablish the data link, it locked up in
VOICE mode and remained unavailable for DATA transmission for the duration of
the flight. Pilot not flying/Pilot flying further discussed the likelihood that the wind
data was inaccurate, and that we would seek further wind updates as we
approached Runway YY. If the winds went out of tolerance as we approached the
Runway, we would break off the approach and land on Runway XX. The weather
was VFR within 10 miles of the airport, so a visual approach would be utilized if we
had to break off the approach to YY and land on XX. As we were being vectored to
Runway YY, wind reports starting coming in which indicated that the wind was
again from the east and increasing. As | recall, the first report was 110/09, then
090/6, followed by 060/8. We switched onto the Tower frequency about 5 miles
from touchdown but had not identified the fact that we were listening. A wind
report of "030/08" was provided to a preceding aircraft. That report was identical to
the wind reported which caused us to break off the first approach. | checked on
with the Tower Controller and asked him to repeat the wind info. When the
Controller gave us the same wind info "030/08" pilot flying and pilot not flying
concurred that the wind being reported was unacceptable for landing on YY. |
advised the Tower that we were discontinuing the approach and would need vectors
to Runway XX for landing. Tower issued clearance to climb and maintain 2,000 FT
and assigned us to "fly runway heading" for vectors to Runway XX. As we began
our final turn to the runway, the pilot flying call for "GEAR DOWN, FLAPS 3,
LANDING CHECK." Pilot not flying repeated "gear down, flaps 3" and initiated the
landing checklist. When we reached the "ECAM VERIFY, LANDING NO BLUE, STS
CHECKED" portion of the checklist, we noticed that we had an ECAM present which
stated BRAKES ALTN BRAKE FAULT. We did not receive an ECAM "chime" alerting
us to the fault. Upon recognizing, pilot not flying & pilot flying quickly discussed the
fault, and decided to break off the approach to sort out what was going on. The
landing gear was not retracted as we aborted the approach as we wanted to
evaluate the fault condition prior to raising the gear. ATC issued clearance to climb
back up to 2,000 FT at which time we ran the ECAM. ECAM action was called for,
however, there were no actions associated with the FAULT. Wheel page and status
indicated ALTN BRAKE inoperative. Pilot not flying referenced the QRH and looked
at the ECAM Non-Normal Supplemental Manual which stated "CREW AWARENESS -
ALTN Brake function is lost.” | then referenced the GREEN pages of the QRH to
acquire performance numbers and confirmed that a landing in ZZZ with the ALTN
BRAKE SYS INOP was not within limits on a 6,000 FT runway in either direction. We



then elected to cycle the gear. Upon doing so, the BRAKES ALTN BRAKE FAULT
ECAM disappeared, but on the Wheel page an ANTI-SKID 1 fault presented itself.
No ECAM message or chime was ever presented in relation to the Anti-Skid Fault.
At that point | advised the pilot flying that | would be "off" ATC, in order to talk to
Dispatch and Maintenance Control. Pilot flying assumed responsibility for ATC
communications while | contacted Ops to establish a voice relay communication
with Dispatch and Maintenance Control. After reporting the current condition of the
aircraft as well as the initial fault, Maintenance Control advised us to cycle the
A/SKID and NW/ STRG Switch. Once this was accomplished, the faults appeared to
clear themselves. | advised Operations to relay that the board appears to be clear
indicating that the fault/failure appeared to be gone. However pilot flying/pilot not
flying were suspicious that the system was still not functioning properly. We briefly
discussed the situation and decided that we were not comfortable landing the
aircraft on a WET 6,000 FT runway with gremlins potentially still lurking in the
brake and anti-skid systems. This was a conservative, precautionary decision based
on the faults that had occurred, and the possibility that there was a deeper fault
within the system which could cause a recurrence of one or more problems as we
touched down. | then advised Operations to relay to Dispatch that we were not
going to land here, that we had slightly more than 10,000 LBS of fuel, and that we
were going to proceed to one of two nearby airport and System Control needed to
make a decision as to which airport they wanted us to proceed as quickly as
possible as our fuel situation was deteriorating. | added that we should probably
head the furthest airport so we could switch aircraft and return as quickly as
possible to continue the CHARTER operation. After a short pause, Operations
advised that System Control had instructed us to divert to that airport. | advised
ATC that we would be diverting to PHL. | elected to declare an emergency as a
precaution; advised the Controller that we would need ZZL/ZYR for landing, and
that we would like the Emergency Equipment standing by, since we had and may
again have, a problem related to our brake system. The First Officer remained pilot
flying throughout the entire event and handled ATC communications when | was off
the frequency dealing with Operations, Dispatch and Maintenance Control. The two
flight attendants and Charter coordinator with us on the positioning flight were
briefed and told to expect a NORMAL landing and there would be emergency
equipment standing by. We proceeded for an uneventful landing. We taxied to the
hangar, whereby, upon shutdown, we received an additional (non-chimed) ECAM
message for BRAKES - N/W STRG MINOR FAULT, which confirmed our suspicion
that there was a deeper problem within the system, and that our decision to divert
to a longer runway was valid. NOTE-that the line under the word BRAKES in the
ECAM we received extended underneath the "N/W STRG. This is important because
the ECAM Non-Normal Supplemental Manual contains two separate BRAKES - N/W
STRG MINOR FAULT entries. One has the underline ending at the word BRAKES the
other continues below the N/W STRG portion of the message. The ECAM displayed
to us included underlining which extended underneath the N/W STRG portion of the
header. This is important because the reference in the ECAM Non-Normal
Supplemental Manual states that the message would appear on two specific
aircraft. There is no reference to the message appearing on our aircraft which
happens to be an ENHANCED CFM powered aircraft similar to the exceptions
aircraft mentioned in the QRH. Throughout the event, multiple aspects of CRM were
employed.

Synopsis

An A321 approaching an airport with a 6,000 FT runway was unable to land on the
first approach because of wind and on the second approach had a brake fault which



affected the landing distance capabilities and so they diverted to a nearby aircraft
where an aircraft switch was made.



Time / Day

Date : 201109
Local Time Of Day : 1801-2400

Place

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

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft

Reference : X

ATC / Advisory.Ramp : DEN

Aircraft Operator : Air Carrier

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

Operating Under FAR Part : Part 121

Flight Plan : IFR

Mission : Passenger

Flight Phase : Taxi

Component

Aircraft Component : Normal Brake System
Aircraft Reference : X
Problem : Malfunctioning

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Captain

Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
Experience.Flight Crew.Total : 19000
Experience.Flight Crew.Last 90 Days : 210
Experience.Flight Crew.Type : 7200

ASRS Report Number.Accession Number : 967840
Human Factors : Human-Machine Interface
Human Factors : Time Pressure

Human Factors : Training / Qualification

Human Factors : Confusion

Analyst Callback : Completed



Events

Anomaly.Aircraft Equipment Problem : Critical

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

Were Passengers Involved In Event : N

When Detected : Taxi

Result.General : Maintenance Action

Assessments

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

Narrative: 1

The winds were light and temp about 85F. It was normal approach and on-speed
landing. After touch down, during taxi in, | noticed a brake temperature rising. The
outboard rear left brake was much hotter than the others. It was reading 8 units
and the others 3-5 (I now believe it was a stuck brake). | was alerted by Ramp
Control that another aircraft saw a small brake fire. CFR responded, quickly
assessed the brakes, and thought that an emergency evacuation was probably not
required. | agreed and decided to defer an evacuation pending more info. They
applied air to cool the brakes and extinguished the fire. We were towed to the gate
after the brakes were cooled.

My biggest concern, however, was the fact that when | thought I might have to
evacuate, | reached for the old [Quick Response "Checklist"] (QRC) on the glare
shield. My muscle memory and 25 years of training at the company unconsciously
brought me there. Fortunately, the event did not escalate into a full blown
emergency. If it had and had | been in a heightened adrenalin state, | would most
likely have had an even harder time finding the proper checklist. It was, of course,
in the [newly introduced] [Quick Response "Handbook"] (QRH) which is located in
the flight bag. | was taught that once, in training conducted on a computer screen!

Even after remembering the change, | still did not instinctively know where to go
for the right page and the handbook format did not make it clear in which chapter |
would find the appropriate checklist. Even after reviewing the new QRH periodically
I had no real or simulated hands on experience with the handbook.

My major point is that the recent training | received was grossly inadequate due to
the lack of simulator training with enough repetition to counter years of muscle
memory to build new habits and reactions. | now feel it is unquestionably
dangerous to use web based training to train for such situations. The consequences
could have been disastrous had it been a true emergency and | could not get to the
checklist in a timely manner.

Callback: 1

The reporter was passionate in his desire to discuss, at length, issues associated
with the disparate, but conjoined flight crew cultures at his airline which had
recently merged with another. He is currently considered "non-qualified" to fly for



his airline, because after he flew his first trip using the procedures and SOPs for
which he received about 50 minutes of online training, he refused to fly until he
was, in his opinion, trained adequately to perform his duties safely. He believes
between one and two dozen other pilots have felt strongly enough to choose that
expensive (unpaid status) form of protest -- although he was unable to document
any number with certainty. He believes the event in this report is only a harbinger
of potentially more serious events whose negative outcomes may be exacerbated
by a lack of flight crew facility with procedures and inflight resources for which they
have received inadequate training.

Synopsis

Following a report of a possible main gear fire after landing and difficulty accessing
the appropriate checklists for a passenger evacuation in the new QRH, a B767-300
Captain addressed the need for better flight crew training with respect to newly
implemented procedures and the accompanying cockpit resources.



Time / Day

Date : 201108
Local Time Of Day : 1801-2400

Place

Locale Reference.Airport : ZZZZ.Airport
State Reference : FO
Altitude.AGL.Single Value : O

Environment
Light : Night
Aircraft

Reference : X

Aircraft Operator : Air Carrier

Make Model Name : A319

Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Flight Phase : Parked

Person

Reference : 1

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 : 967828
Human Factors : Confusion

Human Factors : Human-Machine Interface
Human Factors : Time Pressure

Human Factors : Troubleshooting

Human Factors : Communication Breakdown
Human Factors : Fatigue

Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party? : Maintenance

Events

Anomaly.Aircraft Equipment Problem : Critical

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

Were Passengers Involved In Event : N

When Detected : Taxi



Result.General : Flight Cancelled / Delayed
Result.General : Maintenance Action
Result.Flight Crew : Returned To Gate

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Chart Or Publication
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure

Primary Problem : Aircraft

Narrative: 1

During the second engine start and taxi out we received NAV STBY AOA FAULT. We
referred to the AOM to see if crew action could be taken to continue flight.
Maintenance Control advised us to return to the gate and Maintenance would meet
the aircraft. The Contract Mechanic had a lengthy checklist of items to be deferred
including collaring several circuit breakers. We verified these procedures with
Maintenance Control. The logbook was signed off with standby AOA deferred and a
downgrade to CAT 1 status.

Due to this delay the Flight Attendants exceeded their duty day and were released,
the flight canceled and we were advised to ferry the aircraft to ZZZ. During the
second taxi out we received an additional status message on the upper left ECAM
which stated when L/G (Landing Gear) Down DIRECT LAW. This message was nhot
indicating at the gate as the engines weren't running. We notified Maintenance
Control that we were returning to the gate again. Maintenance Control, the
Contract Mechanic and the flight crew determined the procedure the Mechanic was
instructed to follow was incorrect. The proper action was taken, the logbook signed
off and we continued to ZZZ without further incident.

Synopsis

Improperly directed maintenance procedures for a contract mechanic resulted in a
second return to the gate, corrective maintenance, a timed out cabin crew, a
canceled revenue flight and a ferry flight home for an A319 flight crew.



Time / Day

Date : 201108
Local Time Of Day : 1201-1800

Place

Locale Reference.ATC Facility : NCT.TRACON
State Reference : CA
Altitude.MSL.Single Value : 2000

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft

Reference : X

ATC / Advisory. TRACON : NCT

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 Plan : IFR

Flight Phase : Initial Climb

Route In Use.SID : SKYLINE 3

Airspace.Class C : OAK

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 Not Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 967259
Human Factors : Human-Machine Interface
Human Factors : Communication Breakdown
Human Factors : Confusion

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 : Fractional
Function.Flight Crew : Captain



Function.Flight Crew : Pilot Flying
Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 967430

Events

Anomaly.Aircraft Equipment Problem : Less Severe
Anomaly.Conflict : Airborne Conflict

Anomaly.Deviation - Altitude : Crossing Restriction Not Met
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Deviation - Procedural : Clearance
Detector.Automation : Aircraft TA

Detector.Person : Air Traffic Control

Were Passengers Involved In Event : N

When Detected : In-flight

Result.Flight Crew : Became Reoriented

Result.Air Traffic Control : Issued Advisory / Alert
Result.Air Traffic Control : Issued New Clearance

Assessments

Contributing Factors / Situations : Chart Or Publication
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure

Primary Problem : Human Factors

Narrative: 1

We were cleared via the Skyline 3 departure from OAK. Prior to departure from
Runway 29 we reviewed the departure procedure that was entered in the FMC. We
went over all the points, including staying at or below 2,000 FT until passing 4.0
DME of OAK. At some point, unknown to me, the Captain had changed the
departure procedure by adding a 135 Radial and distance to define the PORTE

Intersection off PYE.

After being cleared for takeoff we departed with a shallow climb to meet the
restriction. Immediately after departure, we had a very close TA that distracted our
attention, and Tower told us to contact NCT Departure at the same time. Departure
immediately cleared us to climb unrestricted to 10,000 MSL. A very short time later
ATC informed us of a possible altitude deviation at the 4.0 DME.

Later, when out of sterile cockpit we discussed the situation. The Captain suggested
the altitude deviation may have been caused by him adding the Point, Bearing, and
Distance to define the PORTE Intersection. The departure procedure altitudes were
reviewed and the 2,000 at 4.0 DME was recognized. However, we believe the route
modification to define PORTE may have removed the altitude from the Departure
Procedure thus eliminating an altitude warning for the 4.0 DME. Also the TA
distraction initially prevented us from paying closer attention to the restriction.

We are unaware if there was an altitude deviation, but since ATC gave us an
unrestricted climb and mentioned the 4.0 DME and altitude, and made a short
mention of San Francisco's Class B Airspace, that perhaps there was a violation.

There are no other deviations to mention at this time.

I believe our crew suffered from task saturation, fatigue, and a non-standard



programming of the FMC which contributed to the situation above. After the
discussion of the matter we agreed we will inform each other of any changes made
to the FMC. This will create communication and a review of the procedure so if any
changes are made to the Departure they will be caught and dealt with prior to
actually flying the aircraft.

Narrative: 2

[We] were cleared to climb unrestricted to 10,000 FT and fly a heading of 260
degrees. (Not sure of heading). Since 10,000 FT was set already as | had planned
on the alerter with the 2,000 FT restriction in the FMS, | selected VS instead of
VNAV and continued to 10,000 FT.

This was the last leg of a 12 hour day with an early morning show and looking
back, although I thought | was OK, fatigue was apparent based on this event and a
few missed frequencies during this flight.

Another factor | think was the long taxi. We performed the taxi checklist and brief
at the beginning of the taxi after which we had a 14 minute taxi to get to Runway
29, so | think maybe on long taxis holding off on the brief or refreshing it before
takeoff would have helped keep it fresh in our mind. This plate is also a cluttered
mess making it easy to miss this restriction. Maybe the text should be in bold print
and the plate made into a fold out to better see the procedure.

Synopsis

A CE-750 flight crew failed to comply with the 2,000 MSL at 4.0 DME restriction on
the SKYLINE SID off Runway 29 at OAK. Inappropriate FMS route alterations and
distractions from a TA shortly after takeoff may have contributed.



Time / Day

Date : 201108
Local Time Of Day : 1201-1800

Place

Locale Reference.ATC Facility : ZZZ.ARTCC
State Reference : US
Altitude.MSL.Single Value : 28000

Environment

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

Aircraft

Reference : X

ATC / Advisory.Center : ZZZ
Aircraft Operator : Air Carrier
Make Model Name : B737-300
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Passenger

Flight Phase : Descent

Route In Use.STAR : ZZZ
Airspace.Class A : ZzZZ

Component

Aircraft Component : MCP
Aircraft Reference : X
Problem : Failed

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
Experience.Flight Crew.Last 90 Days : 247
ASRS Report Number.Accession Number : 966991
Human Factors : Communication Breakdown
Human Factors : Distraction

Human Factors : Situational Awareness
Human Factors : Time Pressure

Human Factors : Training / Qualification



Human Factors : Workload

Human Factors : Human-Machine Interface
Communication Breakdown.Partyl : Flight Crew
Communication Breakdown.Party2 : Flight Crew

Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Deviation - Procedural : Published Material / Policy
Anomaly.Inflight Event / Encounter : Weather / Turbulence
Detector.Person : Flight Crew

When Detected : In-flight

Result.General : Maintenance Action

Result.Flight Crew : Became Reoriented

Result.Flight Crew : Overcame Equipment Problem
Result.Flight Crew : Requested ATC Assistance / Clarification
Result.Air Traffic Control : Issued New Clearance

Assessments

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

Narrative: 1

While on the RNAV Arrival, the Mode Control Panel completely failed and froze up at
approximately 28,000 FT MSL. At the time of system failure, we were cleared direct
to an RNAV Waypoint and to cross at 250/10,000 FT. There were thunderstorms on
the arrival requiring small deviations and changes in descent rate to avoid storms.
While descending to cross the waypoint, the Mode Control Panel and Flight Director
failed, and | was forced to raw data, hand fly the RNAV arrival, approach, and
landing to Runway 8. Some of the hand flown portion of the arrival was while
penetrating and maneuvering around the thunderstorms and associated clouds. The
failure of the MCP first became apparent to us when we attempted to change the
runway of the arrival from the previous loaded Runway 26 to the actual cleared
Runway 8. This loading of Runway 8 was occurring very close (approximately ten
miles) from the waypoint, the branch point on the arrival for westbound versus
eastbound landings, as we had been given direct previously. We were very rushed
to enter this new routing as the branch point was quickly approaching. Initially, we
had been unable to identify why entering the new routing did not prompt an
execute option and would not execute. Then, it became clear there was more
happening than just inability to execute routing as the MCP functions did not work.
We had no access to Flight Director function/display, could not vertically navigate
by any vertical mode (it was stuck in VNAV and could not be deselected or changed
to another vertical mode), and could not set any altitudes in the altitude alerter (it
was stuck at 12,000, the previous altitude given to cross the waypoint before the
failure). Although the heading bug scrolled around, the display in the MCP panel did
not work and the Captain's Course Selector was frozen. The Course Selector on my
side did work. At this point, | disconnected the autopilot and raw data, hand flew to
the waypoint as the lateral navigation appeared to still be working. Crew
communication at this point began to break down. At this time, things were very
hectic as we had just fully become aware of the extent of our equipment failure.
ATC was now actively clearing us for the Runway 8 transition (that the FMC would
not accept while fast approaching the branch point). The Captain was running the



checklist for MCP lockout, which included resetting circuit breakers, and | was
engrossed with raw data hand flying an RNAV Arrival. As the Captain was reading
back the ATC instructions including, "Fly xx heading after point xx," (a bit of a non
standard expectation on the this RNAV) he was forced to read it back several times
as the initial read back was not to ATC's liking, further reducing inter crew
communication. The problem with this clearance was that we could not accept it as
the points to fly to could not be loaded into the FMC, but the Captain did not
immediately realize this. With the branch point almost upon us, | interjected and
asked the Captain to just inform ATC that we are unable to navigate by the RNAV
Arrival and that we would like vectors. He appeared wanting to continue to follow
the RNAV routing because he was resistant to just getting vectors from or
informing ATC of our navigation failures. He was very busy talking to ATC, running
checklists, pulling breakers, and he told me abruptly to be quiet, albeit somewhat
understandably considering the workload. | was now at the waypoint with incorrect
routing in the FMC. | raised my voice and strongly informed him, "The problem is |
am unable to fly a XX heading off point XX because | have no idea where point XX
is, 1 need vectors." He now realized the navigation problem. He requested and we
received vectors. | suggested we inform ATC of our navigation failures, but he
refused. Upon the request, ATC gave us vectors and asked no further question nor
did they inquire if we had anything wrong. During this whole event, the Descent
Checklist was not completed until level at 10,000 FT. We did set local altimeters
passing FL180 so no altitudes were broken. We eventually did the checklist while at
10,000 FT. By now, we were fully aware of the extent of our malfunction, unable to
rectify it, and on ATC vectors to Runway 8. At some point during this event, |
realized that the CWS Autopilot mode was operating. This allowed some piloting
relief. Our Crew interaction became mutually hurried and abrupt at the moment
described above as we were approaching the branch point and the Captain was
resisting vectors. This interaction is to be expected and is understood considering
the amount of workload at the time, but further CRM issues developed after we
arrived at the gate. At the gate, Maintenance reset the aircraft power and the
malfunction immediately rectified itself. |1 indicated that | was going to do a safety
report about this event. The Captain immediately resisted, insisting we had done
nothing wrong and had not busted any ATC clearances. | agreed, but felt the event
was unique enough and had some items of interest to the safety program that |
would do a safety report. Plus, you never know! He attempted to talk me out of it.
At one point he appeared to realize he was not going to influence me not to submit
so he betrayed his ignorance of the safety program and said, "Now, what is the
safety report thing again? How does it work?" Some additional observations: Raw
data step downs with the Altitude Selector frozen on 12,000 FT is very distracting.
It made me realize how often | look at the Altitude alerter as a mental, cleared to
altitude reminder. As a result, we began writing down all altitudes as a reminder.
Every time ATC issued a heading or new altitude, muscle memory ensured that we
interfaced through the MCP but of course, it did not work. At no time, do | believe
we missed a speed/crossing restriction or busted any ATC assigned altitude or
clearances. | believe we should have informed ATC sooner of our navigation failures
and requested vectors sooner during the event. This would have alleviated a lot of
workload and distraction. Don't be afraid to lean on ATC. Personally, I make full use
of the safety reporting system and am not afraid of it, and | am utterly dismayed
and offended that a fellow Pilot would lobby me so hard over not submitting a
safety report, making me out to be the bad guy. | ran into a similar attempt at
dissuasion by a Captain once before several years ago, albeit not as aggressive as
this time. In that previous situation, the Captain chose not to submit a safety
report. | always inform the other Crew Member when | do a safety report out of



courtesy. If at any time a concurrent report is not received, it is because they have
forgotten or refused, not because | submitted without telling them. My experience
indicates that when resistance is received, it is almost always from very senior
captains as with this case. | believe that the Safety Program Managers need to do
more education to alleviate the fear and reluctance by some pilots of submitting a
safety report. It needs to be made clear that intimidation of other pilots to not
submit is unethical and will not be tolerated.

Synopsis

A B737-300 Mode Control Panel failed on a RNAV arrival but the Captain did not
inform ATC about the navigation failure which lead to heated discussions about
CRM and safety reports.



Time / Day

Date : 201108
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZZ.Airport
State Reference : US
Altitude.MSL.Single Value : 5000

Environment
Flight Conditions : VMC

Aircraft

Reference : X

ATC / Advisory.TRACON : ZzzZZ

Aircraft Operator : Air Carrier

Make Model Name : EMB ERJ 170/175 ER&LR
Crew Size.Number Of Crew : 2

Operating Under FAR Part : Part 121

Mission : Passenger

Flight Phase : Initial Approach

Airspace.Class B : ZZZ

Component : 1

Aircraft Component : Leading Edge Slat
Aircraft Reference : X
Problem : Malfunctioning

Component : 2

Aircraft Component : Checklists
Aircraft Reference : X
Problem : Design

Person

Reference : 1

Location Of Person.Aircraft @ X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Pilot Flying

Function.Flight Crew : First Officer

ASRS Report Number.Accession Number : 966801
Human Factors : Distraction

Human Factors : Workload

Human Factors : Human-Machine Interface

Events



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

When Detected : In-flight

Result.General : Declared Emergency

Result.Flight Crew : Landed in Emergency Condition
Result.Flight Crew : Became Reoriented

Assessments

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

Narrative: 1

I was the pilot flying and was configured at 210 KTS on base leg using partial
spoilers to descend from 6,000 to 5,000. After | called for flap 1, we received the
following EICAS messages; "Shaker Anticipated,"” "Spoiler Fault," "AOA Limit Fail,"
"Slat Fail". We decided to get vectors in order to run the appropriate checklists. |
took the radios and my Captain ran the "Slat Fail" checklist first. Having had this
problem before, | advised ATC that we would need vectors for about 10 minutes
and would eventually need at least a 10 mile final. While | was vectored, the
Captain ran the checklist, set up the appropriate approach speed, calculated our
necessary landing distance, verified fuel, and briefed the flight attendants. |
requested that he also run the Spoiler Fault checklist because the last time | had
the Slat Fail this additional message was not present. We decided that since the
Slat Fail numbers were much higher, it was better to go with those and not add the
two additives together for approach speed and landing distance. Due to the fact
that we did not know if the ground spoilers would deploy, we declared an
emergency on our way back towards final. On our extended final, ATC suggested
that we change runways to 22L since it was the longest and we agreed since we
had all runways in sight. The Captain switched frequencies for me and we noticed
we were not receiving the glideslope, but since this was a visual approach anyway,
we continued. Due to the emergency, runway change, glideslope discussion, and
lack of a usual verbal cue to run the checklist ("flaps 5, set Vapp, Landing Check')
we did not run the Landing Check and | neglected to request the gear. We were
busy, but I did not feel at all rushed. After the Aural Warning went off, |
immediately requested, "Gear Down". We briefed that a Go-Around would not
involve any configuration changes and decided that we were stabilized on speed
and configured and it was safe to land.

After an efficient handling of CRM/checklist usage/emergency procedures, we were
still busy with our high workload and overlooked an obvious issue. | am confident
that even if the ground proximity warning had failed, we still would have mentally
caught the gear issue, but it may have subsequently resulted in a go-around. Even
our jumpseater mentioned that he missed it. However, aside from a mental check
before landing, there was no normal cue to run the Landing Check. A note in the
checklists that terminate with landings with abnormal configurations may be wise.

Synopsis

EMB170 First Officer experiences a Slats Fail EICAS message, with other associated
EICAS messages, during approach. After complying with checklist procedures the



flight returns for a visual landing but the crew over looks the landing gear, until
reminded by the GPWS.



Time / Day

Date : 201108
Local Time Of Day : 1801-2400

Place

Locale Reference.ATC Facility : ZAB.ARTCC
State Reference : NM
Altitude.MSL.Single Value : 34000

Aircraft

Reference : X

ATC / Advisory.Center : ZAB

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 : Descent

Airspace.Class A : ZAB

Person

Reference : 1

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 : 966183
Human Factors : Confusion

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

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

Events

Anomaly.ATC Issue : All Types

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

Detector.Person : Air Traffic Control

Were Passengers Involved In Event : N



When Detected : In-flight
Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Airspace Structure
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : Procedure
Contributing Factors / Situations : Weather

Primary Problem : Weather

Narrative: 1

Inbound to PHX it became apparent that there were thunderstorms on the EAGUL
arrival. The left was clear but this is the departure corridor and we had to stay to
the right of it. On initial contact with Center at FL340 | asked which way guys were
going. The Controller said cleared direct HOMRR and deviate as necessary. | was
not given a descent clearance but it may have been blocked. We entered direct
HOMRR in the box. Doing so, of course, wiped out all the intermediate waypoints
and we were just passing SLIDR. We asked what altitude should we maintain and
we got a lecture on how we had been cleared to descend via the EAGUL 4 26
transition. | told him that going direct HOMRR wiped out all the constraints. | then
got a second lecture on how we were cleared to descend via the EAGUL 4 26
transition. We had to deviate right and then left and then back right to HOMRR
without a floor on how low we could go. We were very far from the next constraint
VNNOM which was between 11,000 and 10,000. We became VMC and just guessed
at what altitudes to stay above, not wanting a third lecture.

It seems the PHX RNAV STARS have not been fully developed. ATC controllers need
to understand how Flight Management Computers work.

Synopsis

While avoiding weather on the EAGUL RNAV STAR to PHX, the flight crew of an
A320 and ATC suffered a communications breakdown with respect to the expected
descent requirements.



Time / Day

Date : 201107
Local Time Of Day : 0001-0600

Aircraft

Reference : X

ATC / Advisory.Center : ZZZZ

Aircraft Operator : Air Carrier

Make Model Name : B767 Undifferentiated or Other Model
Crew Size.Number Of Crew : 2

Operating Under FAR Part : Part 121

Flight Plan : IFR

Mission : Passenger

Flight Phase : Cruise

Component

Aircraft Component : Turbine Engine
Aircraft Reference : X
Problem : Malfunctioning

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Cabin Jumpseat

Reporter Organization : Air Carrier

Function.Flight Attendant : Flight Attendant (On Duty)
Qualification.Flight Attendant : Current

ASRS Report Number.Accession Number : 966076
Human Factors : Troubleshooting

Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Flight Deck / Cabin / Aircraft Event : Smoke / Fire / Fumes / Odor
Detector.Person : Flight Attendant

Detector.Person : Flight Crew

Were Passengers Involved In Event : N

When Detected : In-flight

Result.General : Flight Cancelled / Delayed
Result.General : Declared Emergency

Result.Flight Crew : Inflight Shutdown

Result.Flight Crew : Landed in Emergency Condition
Result.Flight Crew : Diverted

Assessments



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

Narrative: 1

The Captain called and asked if we would look at the left engine for any signs of a
fire. 1 told the Purser and we looked out windows. We could see a light brown
stream against the white clouds and reported it to the Captain. The Captain then
said he had shut down the engine, and we would landing in about 7 minutes and
that fire trucks would be meeting the aircraft on the ground. We landed
uneventfully, stayed on tarmac while fire trucks inspected aircraft, and then taxied
to the gate.

Mechanics opened the engine and | saw where fire had been. Passengers deplaned
and waited until we got another aircraft with new pilots. We took another 767 with
different pilots to our destination, arriving eight hours late.

Synopsis

After extinguishing a fire in the left engine a B767 diverted to the nearest suitable
airport.



Time / Day

Date : 201108
Local Time Of Day : 1201-1800

Place

Locale Reference.ATC Facility : ZZZ.ARTCC
State Reference : US
Altitude.MSL.Single Value : 37000

Aircraft

Reference : X

ATC / Advisory.Center : ZZZ
Aircraft Operator : Air Carrier

Make Model Name : B757-200

Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Passenger

Flight Phase : Cruise

Airspace.Class A : Z2ZZ

Component

Aircraft Component : Hydraulic Main System
Aircraft Reference : X
Problem : Failed

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

Qualification.Flight Crew : Air Transport Pilot (ATP)
ASRS Report Number.Accession Number : 965515
Human Factors : Troubleshooting

Human Factors : Workload

Human Factors : Confusion

Human Factors : Training / Qualification

Events

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

When Detected : In-flight



Result.General : Maintenance Action
Result.Flight Crew : Landed in Emergency Condition

Assessments

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

Narrative: 1

Complete Loss Of Left Hydraulic System Fluid at cruise altitude: FL370 Position. The
first EICAS message that was initially displayed that got my attention was the left
system L HYD RSVR PRESS. | saw the warning at the time it was initially displayed.
I immediately checked the fluid quantity level. The left hydraulic system was
indicating zero quantity. As | was checking the status page the left engine driven
and electric hydraulic pumps EICAS messages were now also displayed. |
accomplished the (757) Hydraulic System Pressure (Left Only) checklist. According
to the checklist, "If POWER XFR UNIT status message is not displayed (PTU is
available), extend gear and flaps normally.” This message wasn't displayed.
However, with the left hydraulic quantity indicating O, | didn't know if this
measurement included the fluid that was reserved for the PTU in the left system. |
got in touch with our Dispatcher. Dispatch brought Maintenance into the conference
to discuss our problem. Maintenance said the PTU should work but we might not
have nose wheel steering capability after the landing. | asked to also speak to the
Flight Duty Manager to discuss our problem and to review options. Even though
there was nothing in the QRH or the FOM that classified this problem as an
emergency where | needed to land as soon as possible and weather at our planned
destination wasn't an issue, | wanted to discuss the possibility of landing short. The
Duty Manager gave Training a call regarding our situation and to find out about the
PTU. The answer the Duty Manager got was don't count on the PTU. Since the flight
was now an hour out from landing and after discussing our options with the First
Officer | elected to continue to the filed destination |1 informed ATC about our left
hydraulic pump problem and that we were not declaring an emergency. | informed
the Lead Flight Attendant, told her about our situation and | was planning on a
normal landing but we would have to be towed to the gate. The only question |
didn't know was if 1 would be able to taxi clear of the runway. Dispatch informed
me that the airport authority will be having the emergency ARFF in position. The
ARFF was never in position. In preparation for our landing configuration | wanted to
plan on a flap 20 landing even if the PTU was working. My concern was if we had to
make a missed approach and the PTU stopped working, | didn't want to have to
deal with getting the flap 30 retracted using the alternate system. | placed the GND
PROX FLAP OVRD switch to the OVRD position. After making initial contact with
Approach and bringing them up-to-date, | informed Approach that we can only take
either the longest runway (even after consulting the Landing Distance Abnormal Or
Irregular Configuration chart | still wanted to have as much runway as possible)
and | didn't know if I would be able to clear the runway after landing. We began to
configure early since we didn't know about the PTU. The PTU worked. After the
flaps indicated position 5 we lowered the gear. Upon gear extension we got the
GEAR DISAGREE message with all of the associated warnings. | had to use the
Alternate Flap and Alternate Gear Extension portion of the (757) Hydraulic System
Pressure (Left Only) checklist. During the rollout it became apparent that nose
wheel steering wasn't available. | was able to exit the runway using a 45 degree
taxiway with differential braking and proceeded to the run-up block to wait for a



tractor to bring us to the gate. While | was waiting | saw the status message
POWER XFR UNIT. The CRM with the First Officer was excellent. This is the first
time | had to use our new QRH. | thought our new QRH is a big improvement over
the previous one. It is much more user friendly. Fortunately, | purposely carried
the crew briefing bulletin to have a list of the QRH corrections. | recommend this
bulletin be required to be carried until the QRH is corrected. Having to look at this
briefing bulletin to see if a change did apply to our problem did add additional time
to our workload. The Non Normals that are in the Flight Manual uses bold type to
highlight various portions of the checklist. In the QRH bold type isn't used. Without
bold type you waste valuable time finding your place in the QRH when you are in
the reading and doing phase of the checklist. In the (757) Hydraulic System
Pressure (Left Only) checklist, the note that says, "If POWER XFR UNIT status
message is not displayed (PTU is available), extend gear and flaps normally," needs
to have a recommendation to only land with flaps 20 due to the possibility of PTU
failure during a missed approach.

Synopsis

A B757 left hydraulic system failed in flight but the flight continued to its filed
destination and landed uneventfully without nose wheel steering which required
that the aircraft be towed to the gate. An emergency was not declared.



Time / Day
Date : 201108

Place
Altitude.MSL.Single Value : 6000

Environment
Ceiling : CLR
Aircraft

Reference : X

Aircraft Operator : Air Carrier

Make Model Name : B767-300 and 300 ER
Crew Size.Number Of Crew : 3

Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Passenger

Flight Phase : Climb

Component

Aircraft Component : Hydraulic System Pump
Aircraft Reference : X
Problem : Failed

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)
Experience.Flight Crew.Total : 15700
Experience.Flight Crew.Last 90 Days : 220
Experience.Flight Crew.Type : 6600

ASRS Report Number.Accession Number : 964967
Human Factors : Communication Breakdown
Human Factors : Situational Awareness
Communication Breakdown.Partyl : Dispatch
Communication Breakdown.Partyl : Maintenance
Communication Breakdown.Party?2 : Flight Crew

Events

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



Were Passengers Involved In Event : N
When Detected : In-flight
Result.General : None Reported / Taken

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Company Policy
Contributing Factors / Situations : Human Factors
Contributing Factors / Situations : MEL
Contributing Factors / Situations : Procedure
Primary Problem : Human Factors

Narrative: 1

Shortly after takeoff the center hydraulic demand pump failed after we put the gear
up. We followed the checklist and wrote it up. The Captain then sent a message to
Maintenance Control and asked if there were any more maintenance or ETOPs
dispatch considerations. After getting no reply, we asked Dispatch to ask Control.
We then got back, "...as long as both engine generators and the APU generator
were working we were good to go”. So we continued on our 138 minute ETOPs.
Later in the flight the Captain asked Control for the MEL item info and found out
that they contained a lot of relevant information that we would've liked to know
about. This info could have been useful and should have been provided prior to
ETOPs entry for our consideration.

Synopsis

Following the failure of the center hydraulic system demand pump the flight crew of
a B767-300 on an ETOPS flight was advised they were good to continue the ETOPS
operation. They later discovered Maintenance/Dispatch had not provided them with
detailed information on the MEL considerations for ETOPS operations, some of
which might have affected their decision to continue the flight.



Time / Day
Date : 201108

Place
Altitude.AGL.Single Value : O
Aircraft

Reference : X

Aircraft Operator : Air Carrier

Make Model Name : B757-200

Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 121
Flight Plan : IFR

Mission : Passenger

Component

Aircraft Component : Checklists
Aircraft Reference : X
Problem : Design

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : Pilot Flying

ASRS Report Number.Accession Number : 963587
Human Factors : Communication Breakdown
Human Factors : Human-Machine Interface
Human Factors : Time Pressure

Human Factors : Confusion

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

Events

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

Were Passengers Involved In Event : N

When Detected : In-flight

Assessments

Contributing Factors / Situations : Aircraft
Contributing Factors / Situations : Company Policy
Contributing Factors / Situations : Manuals
Contributing Factors / Situations : Procedure



Contributing Factors / Situations : Human Factors
Primary Problem : Manuals

Narrative: 1

I have four issues: First: The new checklists that are being put in the 757/767 fleet
are too flimsy. They tear easily, and will not last very long. They need to be made
out of a stronger plastic to be able to withstand the constant use that they get.

Second: There is nothing "Quick" about the new "Quick Reference Handbooks" that
are also being put in the 757/767 fleet. It is not user friendly at all...it would be
more helpful if there were section numbers on the tabs. Also, there are some
checklists that were on the old QRC that were necessary and needed to access
quick information during an emergency....i.e., engine fire, APU fire, etc. Now that
these checklists are no longer required to be memorized, it is too time consuming
to be fumbling through a checklist while an engine is burning. Also, the Aborted
Engine Start is no longer a memory item, so is it really feasible to be fumbling
through a checklist while the EGT is shooting through the limits? There needs to be
more immediate action items in order to prevent a situation from getting out of
control. | could only imagine trying to turn to the correct checklist for the
compressor stall during an actual compressor stall..... you couldn't even read the
checklist, let alone find the correct page while the aircraft is banging all over the
place.

Third: The page number in the QRH for the Smoke Removal Checklist is wrong. The
index says this checklist is on page 5.6 when it is not. 5.6 has the Smoke, Fumes,
Odor checklist, not the Smoke Removal checklist.

Fourth: There are certain checklists that inform you to continue to another
checklist. It would be helpful if it listed the page number that you have to turn to
for the next checklist. With the current system, if one checklist tells you to go to
another checklist, the user has to go back to the index to get the page number for
the next checklist...... way too time consuming in an emergency. | know there are
going to be many changes along the way, but there has to be some input from the
line pilots and instructors as to the best procedures to use. | would like a response
to this report.

Synopsis

A B757/67 Pilot addressed four areas in which his company's new Quick Response
Handbook fails to meet the needs of flight crews when utilized during stressful,
time sensitive emergencies and abnormal procedures.



Time / Day

Date : 201108
Local Time Of Day : 1201-1800

Place

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

Aircraft

Reference : X

ATC / Advisory.Tower : ZZZ

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

Flight Phase : Landing

Component

Aircraft Component : Main Gear Tire
Aircraft Reference : X
Problem : Failed

Person : 1

Reference : 1

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 : 963297
Human Factors : Training / Qualification

Human Factors : Situational Awareness

Human Factors : Human-Machine Interface
Human Factors : Troubleshooting

Person : 2

Reference : 2

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Air Carrier

Function.Flight Crew : First Officer

ASRS Report Number.Accession Number : 962999

Events



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

Were Passengers Involved In Event : N

When Detected : In-flight

Result.Aircraft : Aircraft Damaged

Assessments

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

Narrative: 1

Enroute we received a low hydraulic 1 EICAS message. | monitored the system and
decided to do a fluid transfer by utilizing brakes and parking brake as | had been
requested to do by Maintenance on other occasions. Upon landing all 4 tires blew,

indicating possible non-release of emergency parking brake.

Synopsis

Following the use of a unilaterally initiated fluid transfer triggered by an EICAS low
hydraulic quantity warning procedure--undirected by Maintenance--the flight crew

of a commuter jet blew all four main gear tires on landing.



Time / Day

Date : 201107
Local Time Of Day : 1201-1800

Place

Locale Reference.Airport : ZZZ.Airport

State Reference : US

Relative Position.Distance.Nautical Miles : 50
Altitude.MSL.Single Value : 8500

Environment

Flight Conditions : VMC
Light : Daylight

Aircraft

Reference : X

ATC / Advisory.Tower : ZZZ

Aircraft Operator : Government
Make Model Name : Lockheed Corp Undifferentiated or Other Model
Crew Size.Number Of Crew : 2
Operating Under FAR Part : Part 137
Flight Plan : None

Mission : Utility

Flight Phase : Cruise

Route In Use : Direct
Airspace.Class D : ZzZ
Airspace.Class E : ZZZ

Component

Aircraft Component : Filter
Aircraft Reference : X
Problem : Failed

Person

Reference : 1

Location Of Person.Aircraft : X

Location In Aircraft : Flight Deck

Reporter Organization : Government
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
Qualification.Flight Crew : Flight Engineer
Qualification.Maintenance : Airframe
Quallification.Maintenance : Powerplant



Experience.Flight Crew.Total : 16300
Experience.Flight Crew.Last 90 Days : 100
Experience.Flight Crew.Type : 1800

ASRS Report Number.Accession Number : 962076
Human Factors : Troubleshooting

Human Factors : Distraction

Human Factors : Workload

Human Factors : Time Pressure

Human Factors : Situational Awareness

Events

Anomaly.Aircraft Equipment Problem : Critical
Anomaly.Ground Excursion : Runway
Detector.Person : Flight Crew

When Detected : In-flight

Result.General : Maintenance Action

Result.General : Declared Emergency

Result.Flight Crew : Diverted

Result.Flight Crew : Landed in Emergency Condition

Assessments

Contributing Factors / Situations : Aircraft
Primary Problem : Aircraft

Narrative: 1

After dropping on a fire and at cruise to the Tanker Base, a main system hydraulic
failure occurred. | immediately turned toward a nearby airport while calling for
emergency memory items. The First Officer's visual inspection reported no fluid and
my system pressure gauge read accumulator pressure. This was followed up with
NATOPS expanded checklist and Company procedures. CRM was utilized heavily
throughout the remainder of the flight | also briefed the First Officer and he also
briefed me. Additionally, we conferred with our Maintenance personnel on the radio
and Dispatch. A later damage inspection revealed a filter bow! rupture below deck
and massive leak with heavy mist/vapor. Landing gear was lowered about sixty
miles from the airport in accordance with NATOPS/checklists and Company
Mechanic on radio as a back-up and witness to every step. Nose gear was pinned.
Then, | had the Astro hatch removed for vapor evacuation. We were unable contact
with Center or Approach due to altitude. In order to streamline workload | later
called the Tower, bypassing Approach Control. | began to hear two-way radio on
the Tower frequency at about forty nautical miles. | told them we were "Tanker
with a Mayday!" After getting the Tower's attention, | declared an emergency. The
Tower Operator got us on radar soon after. Smoke and hydraulic fumes burned my
eyes on final; my guess was that the hydraulic pumps were getting hot or burning.
At some point | had briefed the possibility of fire in the accessory section to the
First Officer as well as alerting the ground equipment to through the Tower. On
base and on final I asked the First Officer if he smelled smoke. He said no, but I
could recognize the odor of burning fluid from previous airborne fires. | concluded
that stopping immediately upon landing and exiting aircraft would be prudent. Told
Tower to update the winds and that we would be using Runway 17 (10,000 FT). |
briefed that we had fuel to loiter if the crosswinds got worse. We also checked
another airport for a more favorable wind, just in case. But this airport had the best
facilities for our emergency. About three miles out we were advised that the wind



was 170 at 16 KTS and equipment standing by. We were cleared to land. Later
Tower reported nose gear did not appear fully extended so | had the First Officer
crawl back down into the nose tunnel to re-confirm. It was down and pinned, the
Tower was mistaken. The following probably took only a few seconds: The winds
were straight down the runway at about 16 KTS. Maximum differential power was
used for braking and steering (the aircraft initially drifted left, so | corrected with
more right reverse and full rudder to track the centerline) down to approximately
40 KTS (or less, 16 KT head wind). It was very effective. We stayed on centerline
to a very slow speed. | found it difficult to coordinate the hand brake and reversing
so | immediately went to toe brakes and got the last of the accumulator pressure to
stay on centerline. Also, emergency brake did not seem to effectively slow the
aircraft. Applied foot brakes and held to slow down more. As pilot in command in
an emergency with the presumed threat of fire, | feel that | did the right thing.
There were no obstacles beside the runway for a quarter mile, just hard, flat, dry
dirt. Since there was a possible fire as well as an explosion from fluid vapor,
stopping was more important than staying on runway centerline. We exited runway
at about the speed of a bicycle (or lawn mower). At about two to three MPH, no
further stopping action available, Emergency brake handle was then all the way
back to the stop, but we were still creeping along. So | shut down engines, we
came to a stop. [I] commanded the First Officer off aircraft with gear pins via rear
bail out hatch. Secured fuel shutoffs, magnetos, and gang switch. [I] exited the
rear of aircraft. We need to train a coordinated procedure utilizing the First Officer.

Synopsis

A P2V hydraulic filter container burst causing a hydraulic pressure loss while at
cruise. An emergency was declared and the flight diverted to a nearby airport
where braking and steering action were lost as the aircraft slowly rolled off the
runway.





