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Inngangur

Arsskyrsla Rannséknarnefndar flugslysa (RNF)
kemur nu ut i attunda sinn en han kom fyrst ut
fyrir arid 1996. RNF var sett a laggirnar med sér-
stokum l6gum arid 1996 og tok til starfa 28. juni
pad sama ar. Fyrirrennari hennar var Flugslysa-
nefnd sem starfadi fra arinu 1968 til 1996 og hof
utgafu arsskyrslu arid 1984, en su arsskyrsla tok
einnig til rannsdkna sem Flugmalastjorn fram-
kvaemdi. Pannig er i pessu formi til nokkud gott
heildaryfirlit um rannsoknir flugslysa og flugatvika
i samfellt 20 ar.

RNF hefur kappkostad ad gefa arsskyrslu sina
ut sem fyrst og ad hun nai til adalatrida atvika,
pannig ad flugmenn og adrir sem hlut eiga ad
mali geti kynnt sér viti sem til varnadar megi
verda, ad 6drum kosti er tilgangi rannséknanna
ekki nad.

| arsskyrslunni eru enn sem fyrr birtar nokkud
styttar skyrslur um helstu atvikin sem lokid var vid
a arinu 2003 og utdrattur og nidurstédur rann-
sokna eda athugana peirra atvika sem tekin voru
til nanari skodunar eda rannsoknar a pvi ari. Geta
verdur pess, ad pad er ekki audvelt ad stytta slik-
ar skyrslur an pess ad sleppa einhverjum atridum
sem skyra malid og getur pvi i einstékum tilfellum

ordid erfidara ad fa heildarmynd af atburda-
rasinni. Pvi er radlegt fyrir pa sem vilja kynna sér
tiltekin mal betur, ad leita peirra a vefsidu RNF
(http://www.rnf.is), par sem skyrslurnar eru birtar
i heild sinni.

Eins og adur er utdratturinn a4 ensku pegar
skyrslan var gefin Ut & pvi mali. Einnig eru enn
sem fyrr i arsskyrslunni ymsar télfraedilegar upp-
lysingar svo og tillégur sem RNF gerdi til urbéta i
flugéryggismalum & liénu ari, svo sem henni er
skylt ad gera, og jafnframt er greint fra pvi hvada
afgreidslu peer hlutu hja flugmalayfirvéldum eda
60rum adilum sem peim var beint til.

| arsskyrslunni hafa seti® birst freedandi grein-
ar um efni tengd flugi. Ad pessu sinni er birt grein
Hafpdrs Hafsteinssonar, forstjora Flugfélagsins
Atlanta, um flugoéryggi i alpjédaflugi.

Breytingar urdu & RNF a sidasta ari. Porsteinn
Porsteinsson, flugvélarverkfreedingur, sem verid
hefur i nefndinni fra stofnun akvad ad heetta um
mitt pad ar og var Pall Valdimarsson, professor i
vélaverkfraedi, skipadur i hans stad.

Rannsoéknarnefnd flugslysa
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Rannsdéknarnefnd flugslysa

Rannsoknarnefnd flugslysa (RNF) starfadi a arinu
2003 i samreemi vid 16g um rannsékn flugslysa nr.
59/1996. Stofnunin starfar sjalfsteett og 6had stjérn-
voldum og 68rum rannséknaradilum, akaeruvaldi og
démstélum.

Hun heyrir stjérnsyslulega undir samgdnguradherra.

Nefndina skipa pessir fimm menn:

e pormddur Pormddsson, BS i flugrekstrar- og taekni-
stjérnun, rannsoknarstjori flugslysa,

* Pborkell Agustsson, verkfraedingur M.Sc., adstodar-
rannsoknarstjori flugslysa,

e Kristian Gudjonsson, l6gfraedingur og
kvaemdastjori hja Tryggingastofnun rikisins,

* Pall Valdimarsson, professor i vélaverkfreedi vié Ha-
skola Islands,

e Steinar Steinarsson, flugstjéri hja Flugleidum hf.

fram-

Peir Pormédur Pormédsson og Porkell Agustsson
eru radnir fastir starfsmenn nefndarinnar. Hinir prir
nefndarmennirnir eru skipadir til fidgurra ara i senn.

Nuverandi skipunartimabil peirra nzer til 1. sept-
ember arid 2004.

Skrifstofa RNF er a 2. haed huss Flugbjérgunarsveit-
arinnar i Reykjavik vid Flugvallarveg a Reykjavikurflug-
velli. Hekla Soérensen starfar sem ritari a skrifstofu
nefndarinnar.

Skrifstofan er opin fra kl. 09:00 til kl. 16:00 virka
daga.

Utan skrifstofutima er annar hvor tveggja fastra
starfsmanna RNF a bakvakt.

Heimilisfang nefndarinnar er:

Rannsoknarnefnd flugslysa

Husi FBSR

v/Flugvallarveg, Reykjavikurflugvelli,
101 Reykjavik

Simi & skrifstofutima . .............. 511 1666
Bréfasimi ............ .. .. .. ..... 511 1667
Bakvaktasimi utan skrifstofutima ..... 660 0336
Farsimi ......... ... ... ... .. .. ... 853 0797
Netfang RNF . ... ... ... ... .... rnf@rnf.is

Netféng starfsmanna:

e thormodur@rnf.is
e thorkell@rnf.is
e e e e hekla@rnf.is

SI60 vefsidu RNF & netinu er http://www.rnf.is

A vefsidunni er m.a. ad finna 16g og reglugerdir sem
varda nefndina og starf hennar, svo og eydubléd fyrir
tilkynningar og skyrslur, sem peir sem pess purfa med
geta sott pangad, fyllt Ut og sent nefndinni i posti eda
i t8lvuposti.

A vefsidunni er einnig ad finna arsskyrslur RNF, svo
og einstakar rannsoknarskyrslur sem nefndin gefur ut.
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Skyringar hugtaka

Pegar eftirfarandi hugtdk eru notud i skyrslu pessari,
pa hafa pau pa merkingu, er hér greinir:

Adili mals:

Séa eda peir sem rannsékn leidir i ljos ad geti hafa att
patt i pvi ad flugslys, sbr. 1. mgr. 1. gr. laga nr. 59/1996,
vard ad mati nefndarinnar.

Afkastageta flugvélar (Aeroplane performance):

Utreiknadir og préfadir eiginleikar flugvélar ad pvi er
vardar getu og takmérk hennar & 6llum stigum flugs,
vid adstaedur sem hun kann ad vera starfraekt vid.

Almannaflug (General aviation operation):
Starfraeksla loftfars, sem hvorki telst flutningaflug né
verkflug.

Alvarlegt flugatvik (Serious incident):
Atvik sem innifelur kringumstaedur, sem benda til
pess ad legid hafi vid flugslysi.

Alvarleg meidsli (Serious injury):
Averkar sem madur verdur fyrir i slysi, og:

1. veldur lengri en 48 Kist. sjukrahusvist, sem hefst
innan 7 daga fra peim degi, er averkinn vard, eda

2. veldur beinbroti (pé eru undanpegin lokud brot
fingra, tda og nefs), eda

3. innifela skurdsar, er hafa i for med sér alvarlegar
bleedingar eda skemmdir a taugum, védvum eda
hasinum, eda

4. innifela averka a eitthvert innra liffeeri, eda

5. innifela annars- eda pridjastigs bruna eda bruna, er
pekur meira en 5% af yfirbordi likamans, eda

6. innifelur svo stadfest sé, ad vidkomandi hafi ordid
fyrir &hrifum sykjandi efnis eda skadlegri geisla-
virkni.

Atvinnuflug (Commercial aviation):

Almennt hugtak um flugstarfsemi, sem stendur
almenningi til boda gegn gjaldi.
Afangaskyrsla (Progress report, preliminary report):
Skyrsla sem vardar flugéryggi og rannsoknarnefnd
flugslysa gefur Ut adur en rannsékn mals er lokid, til

pess ad koma upplysingum & framfeeri vid flugmala-
yfirvold og malsadila.

Banvan meidsl (Fatal injury):
Averkar, sem madur verdur fyrir i slysi og veldur
dauda innan 30 daga fra slysinu.

Blindflug (IFR-flight):
Flug samkvaemt blindflugsreglum (IFR).

Blindflugsskilyrdi
conditions, IMC):

Vedurskilyrdi nedan vid lagmark sjonflugsskilyrda,
tilgreind sem skyggni, fjarlaegd fra skyjum og skyja-
haed.

(Instrument  meteorological

Einkaflug (Private flight):

Flugstarfsemi sem stundud er fyrst og fremst
anaegjunnar vegna, eda til oflunar frekari réttinda, og
ekkert endurgjald kemur fyrir. Pad telst jafnframt
einkaflug, ef madur flygur i tengslum vid starf sitt og
hefur ekki hagnad af rekstri loftfarsins, né feer sér-
staklega greitt fyrir ad stjorna pvi. Pad telst ekki
endurgjald poétt adilar skipti med sér beinum kostnadi
vegna loftfarsins.

Fartimi (Flight time):

Allur timinn fra pvi ad loftfar hreyfist af stad fyrir
eigin afli i pvi skyni ad hefja flugtak par til pad st6dvast
ad afloknu flugi. Hann er talinn fra pvi ad loftfar hreyfist
fra peim stad sem pad er fermt par til pad nemur
stadar til affermingar.

Flugadfer6ahandbok loftfars (Aircraft operating
manual):

Handbdk sem lysir adferdum vid starfraekslu akved-
innar tegundar loftfars vid edlilegar og afbrigdilegar
adstaedur og i neydartilvikum, skilgreinir kerfi pess og
hefur ad geyma pa gatlista sem nota skal.

Flugatvik (Incident):

Atvik, annad en flugslys, sem tengist starfreekslu
loftfars og hefur ahrif a eda getur haft ahrif & 6ryggi
starfreekslunnar.

Flughandbdk flugvélar (Aeroplane flight manual):

Handbdk sem tengd er loftheefiskirteininu par sem
tilgreint er innan hvada marka flugvélin er talin lofthaef
og par sem gefnar eru naudsynlegar leidbeiningar og
upplysingar fyrir fluglida um 6rugga starfraekslu flug-
vélarinnar.

Flughzed (Altitude):
L&orétt fiarleegd larétts lags, punkts eda hlutar, sem
litid er & sem punkt, maeld fra medalsjavarmali (MSL).
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Fluglag (Flight level):

Fl6tur med sama loftprystingi, sem midadur er vid
akvedid loftprystimid, 1013,2 hectopaskdl (hPa) og
adgreindur er fra 68rum slikum flétum af tilteknum
loftprystingsmun.

Fluglidi (Flight crew member):

Ahafnarlidi sem er handhafi fullgilds skirteinis og
fali® er starf sem naudsynlegt er vid stjérn og starf-
reekslu loftfars medan & fartima stendur.

Flugrekandi (Operator):

Einstaklingur, fyrirtaeki eda stofnun sem stundar eda
bydst til ad stunda rekstur loftfara. Flugrekandi parf til-
skilin leyfi samgdnguraduneytis og Flugmalastjérnar til
pess ad stunda atvinnuflug.

Flugrekstrarhandbok (Flight operations manual):

Handbok sampykkt af Flugmalastjorn, en samin af
flugrekanda, til notkunar og leidbeiningar fyrir starfslid
hans um einstok svid og paetti flugrekstrarins.

Flugriti (Flight recorder):
Sérhver tegund upptdkuteekis, sem komid er fyrir |
loftfari, til gagns fyrir rannsokn flugslyss/flugatviks.

Flugvakt (Flight duty period):

Timabil sem hefst pegar starfandi flugverja ber ad
meeta til vinnu sem felur i sér flug og endar i lok fartima
i lokafluginu par sem flugverjinn er starfandi flugverii.

Flugslys (Aircraft accident):

Atvik tengt starfreekslu loftfars sem verdur fra pvi ad
madur fer um bord i loftfarid med peim asetningi ad
fljiga med pvi og par til allir eru farnir fra bordi og par
sem:

a) einhver laetur lifid eda hlytur alvarleg meidsl af vold-
um pess ad:

— vera um bord i loftfarinu, eda

— vera i beinni snertingu vid einhvern hluta loft-

farsins, par med talda hluti sem hafa losnad fra
loftfarinu, eda

— verdur fyrir Gtbleestri potuhreyfils.

Nema pegar meidslin verda rakin til manns sjalfs
eda annars manns, eda pegar meidslin verda a
laumufarpega sem hefur falid sig utan pess svaedis
sem venjulega er adgengilegt ahéfn og farpegum,
eda

b) loftfar verdur fyrir skemmd eda broti, sem:

— hefur veruleg ahrif & styrkleika pess, afkdst eda

flugeiginleika og

— myndi venjulega valda pvi ad porf yrdi a meiri

hattar vidgerd eda skipta pyrfti um vidkomandi
ihlut.
Nema pegar um er ad reeda hreyfilbilun eda skemmd
sem takmarkast vid hreyfilinn, hlifar hans eda fylgi-
bdnad eda um er ad raeda skemmdir sem takmarkast
vid loftskrafur, vaengenda, loftnet, hjélbarda, hemla,
hlifar, sma beyglur eda goét a ytra byrdi loftfarsins eda
c) loftfar er tynt eda pad er bmogulegt na til pess.

Flugstjori (Pilot in command):
Flugmadur sem ber abyrgd & ferdum og 6ryggi loft-
fars medan 4 fartima stendur.

Flugtimi (Time in service):

Sa hluti fartima sem lidur fra peirri stundu ad loftfar
lyftist fra yfirbordi jardar par til pad snertir hana aftur &
naesta lendingarstad.

Flugumferdaratvik (Air traffic incident):

Flugatvik sem adallega tengist reglum er varda
flugumferdarpjonustu og par sem loftfér fara framhja
hvort 6dru i slikri nand ad hasttuastand verdur, eda par
sem adrir erfidleikar, sem orsakast af 6fullnsegjandi
starfsadferdum, eda af pvi ad ekki var farid eftir starfs-
adferdum, eda af goéllum i teekjabunadi a jordu, valda
pvi ad haettuastand verdur.

Flugverji (Crew member):

Ahafnarlidi sem gegnir starfi um bord i loftfari
medan & fartima stendur, enda telst starf hans naud-
synlegt fyrir 6rugga starfreekslu loftfarsins eda fyrir
oryggi farpeganna.

Flugvollur (Aerodrome):

Tiltekid svaedi a 1adi eda legi (ad medtdldum bygg-
ingum og bunadi) sem eetlad er ad nokkru eda 6llu leyti
til afnota vid komu, brottfér og hreyfingar loftfara a
joréu nidri.

Flutningaflug (Commercial air transport operation):

Starfraeksla loftfars sem felur i sér flutninga a far-
pbegum, vérum eda posti gegn endurgjaldi.

Gangtimi (Time in service — Vidmidunartimi fyrir vio-
haldsskrar):

Hér er att vid pann hluta flugtima sem lidur fra peirri
stundu ad loftfar lyftist fra yfirbordi jardar par til pad
snertir hana aftur 4 naesta lendingarstad.

Grannskodun (Overhaul):

Profanir og/eda framkveemdir & loftférum eda hlut-
um til peirra i samraemi vid gildandi fyrirmeeli og leid-
beiningar sem fela i sér endurnyjun, ad nokkru eda 6llu
leyti, og hafa i fér med sér ad talning gangtima hlutad-
eigandi loftfara eda hluta til peirra hefst ad nyju fra
byrjun.

Hindrunarlaust klifursvaedi (Clearway):

Skilgreint rétthyrnt svaedi, 4 1a6i eda legi, sem
flugmalastjérn hefur akvérdunarrétt yfir og valid er eda
gert nothaeft fyrir flugvél ad fljuga yfir, & medan hdn
flygur hluta af fyrsta klifri sinu i akvedna haed.

Kennsluflug (Instruction flying):

Kennsluflug er pad pegar loftfar er notad vid form-
lega flugkennslu med flugkennara um bord eda pegar
flugnemi flygur einn undir eftirliti flugkennara.

Leiguflug (Charter flight):

Med leiguflugi er att vid oreglubundid flug til flutn-
ings & farpegum og voérum i loftfdrum sem hafa
hamarksmassa meiri en 5700 kg eda sem vidurkennd
eru til flutnings a 10 farpegum eda fleiri.

Lendingarvegalengd (Landing distance):

Su larétta vegalengd fra proskuldi til pess stadar par
sem haegt er ad stddva flugvél, eftir ad hun hefur flogid
yfir préskuldinn i 50 feta (15 m) haed & peim hrada sem
kvedid er 4 um i flughandbdk eda kréfum um afkasta-
getu.
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Litid loftfar (Small aircraft):
Loftfar sem hefur mestan leyfilegan flugtakspunga
5700 kg eda minni.

Loftfar (Aircraft):

Sérhvert pad teeki sem haldist getur a flugi vegna
verkana loftsins, annarra en loftpudaahrifa vid yfirbord
jardar.

Nezerri arekstur (Near-collision):

Adstaedur, par sem stadsetning, flughradi eda vega-
lengd milli tveggja loftfara var pannig, séd fra sjonar-
holi flugumferdarstjora eda flugmanns, ad 6ryggi pess-
ara loftfara hafi verid stofnad i haettu, ad pvi marki ad
einn flugmannanna vard ad gera radstafanir til pess ad
vikja, eda slik radstdéfun hefdi verid videigandi.

Orsakir (Causes):

Adgerdir, adgerdarleysi, atvik eda adstaedur, eda
sambland af pessu, sem leiddi til flugslyss eda flug-
atviks.

Oreglubundid flug (Non-scheduled flight):
Flutningaflug sem ekki er starfreekt sem reglubundid
flug, p.e. leiguflug og pjénustuflug.

Rannsékn (Investigation):

Ferli athugana sem gerdar eru i pvi skyni ad
fyrirbyggja flugslys og flugatvik og felst i pvi ad safna
upplysingum og greina peer, draga af peim alyktanir,
par & medal ad akvarda orsakir og setja fram tillogur i
oryggisatt pegar pad 4 vid.

Rannséknarstjori flugslysa (Chief inspector of
accidents):

Framkvaemdastjori rannsoknarnefndar
sbr. 3. gr. laga nr. 59/1996.

flugslysa,

Reglubundid aaetlunarflug (Scheduled flight):

Med reglubundnu aaetlunarflugi er att vid rod flug-
ferda sem fullnaegja eftirtéldum skilyréum:

a) Flugferdirnar eru farnar med loftférum sem aetlud
eru til flutnings a farpegum, pésti eda vérum, gegn
gjaldi.

b) Flugferdunum er etlad ad fullnegja akvedinni
flutningsporf milli tveggja eda fleiri stada, eftir
akvedinni timaaaetlun, eda ferdirnar eru farnar svo
titt og reglulega, ad augljést er ad fylgt er akvedinni
acetlun.

c) Seérhver flugferd stendur almenningi til boda gegn
greidslu, medan rymi er faanlegt.

d) Leyfi til reglubundins aesetlunarflugs eru tvenns kon-
ar, p.e. sérleyfi og almennt aaetlunarleyfi. Med sér-
leyfi er att vid einkarétt til aaetlunarflugs med far-
pega, vorur og post a akvedinni leid en jafnframt
skyldu til ad halda uppi féstum &eetlunarferdum og
fullnaegja flutningspdrfinni & hlutadeigandi leid.
Med almennu aeetlunarleyfi er att vid leyfi til
aztlunarflugs med farpega, vérur og post, a
akvedinni leid an sérleyfis, en jafnframt skyldu til ad
halda uppi fostum &eetlunarferdum og fullnaegja
flutningsporf & hlutadeigandi leid, eins og radu-
neytid metur hana & hverjum tima.

Sjonflug (VFR-flight):
Flug samkvaemt sjonflugsreglum.

Stjérnandi rannséknar (Investigator in charge):

Madur sem, a grundvelli menntunar og heefis, ber
abyrgd & skipulagningu, framkvaeemd og stjorn
einstakrar rannsoknar.

Stort loftfar (Large aircraft):

Loftfar sem hefur leyfilegan flugtakspunga meiri en
5700 kg.

Tillégur i 6ryggisatt (Safety recommendations):

Tilldgur fra rannséknarnefnd flugslysa, byggdar a
upplysingum Ur tiltekinni rannsékn og settar fram i pvi
skyni ad koma i veg fyrir flugslys og flugatvik.

Tilteek flugtaksvegalengd (Take off distance avail-
able, TODA):

Lengd tilteeks flugtaksbruns, ad vidbeettri lengd
hindrunarlauss klifursvaedis ef séd hefur verid fyrir
sliku.

Tiltaek hrodunar-stédvunar vegalengd
(Accelerate- stop distance available, ASDA):

Lengd tilteeks flugtaksbruns (TORA), ad vidbeettri
lengd tilteeks st6dvunarsvaedis ef séd hefur verid fyrir
sliku.

Tilteek lendingarvegalengd (Landing distance
available, LDA):

Su lengd flugbrautar sem lyst hefur verid yfir ad sé
tilteek og notheef fyrir brautarbrun flugvélar i lendingu.
Tilteek lendingarvegalengd byrjar vid préskuldinn og er
venjulega lengd flugbrautar med bundnu slitlagi.

Tilteekt flugtaksbrun (Take-off run available,
TORA):

Su lengd flugbrautar, sem lyst hefur verid yfir ad sé
tilteek og nothaef fyrir brautarbrun flugvélar i flugtaki.
Tilteekt flugtaksbrun er venjulega lengd flugbrautar
med bundnu slitlagi.

Verkflug (Aerial work):

Starfraeksla loftfars i sérhaefdri starfsemi og pjon-
ustu svo sem i landbunadi, byggingavinnu, vid ljos-
myndun, landmeelingar, athuganir og eftirlit ur lofti, leit
og bjérgun, auglysingaflug o.s.frv.

Pjonustuflug (Taxi-flight):
Oreglubundid flug til flutninga & farbegum og vérum

i loftférum sem hafa hamarksmassa minni en 5700 kg
og vidurkennd eru til flutnings 4 allt ad 9 farpegum.
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Yfirlit viofangsefna arsins 2003

Arid 2003 skradi Rannsdknarnefnd flugslysa (RNF)
samtals 454 fravik i flugi islenskra loftfara hérlendis og
erlendis, svo og i flugi erlendra loftfara um islenska I6g-
ségu og um islenska flugstjornarsveedid. Rannsdknar-
nefndin skodadi 76 pessara fravika nanar og af peim
tok nefndin 41 atvik, sem skilgreint var sem flugslys
eda alvarleg flugatvik, til formlegrar medferdar og rann-
SOknar. Unnid var ad rannsoknarskyrslum vegna 17
beirra en 24 malum var eda verdur lokad med bokun.
A drinu 2003 lauk RNF gerd rannscknarskyrslu i niu
malum sem Jlokid var i upphafi arsins. Pad voru flug-
atvik TF-JME & Hornafjardarflugvelli 2. desember 2001
(M-10101/23), TF-FIJ a Keflavikurflugvelli 9. januar
2002 (M-00902/01), flugatvik TF-FTL vié HSskuldarvelli
11. mai 2002 (M-02602/08), flugslys TF-POU vid For-
seeti 1. juni 2002 (M-03502/09), flugatvik TF-ULF vid
Dagverdarnes 21. juni 2002 (M-04602/15), flugslys TF-
ABJ vid Akureyri 3. juli 2002 (M-04902/17), flugslys TF-
SMS a Keflavikurflugvelli 29. jali 2002 (M-05502/19),
flugatvik TF-FTG og FTN a Reykjavikurflugvelli 14. a-
gust 2002 (M-06502/22) og flugatvik TF-TOE & Sand-
skeidi 15. névember 2002 (M-09002/38).

Ekkert banaslys vard i flugi skradra islenskra loftfara a
arinu 2003.

RNF atti téluvert samstarf vid erlenda rannsakendur
vegna nokkurra atvika sem hentu erlendar flugvélar hér
a landi & arinu. Jafnframt adstodadi nefndin og tok patt
i rannséknum erlendra rannsakenda & 12 atvikum er
hentu islensk skradar flugvélar erlendis. 11 pessara
rannsokna var lokid en pad voru rannsokn Rannsokn-
arnefndar flugslysa i Danmdrku (Havarikommissionen
Civil Luftfart) sem gaf ut rannsoknarskyrslu vegna flug-
atviks TF-FIJ i Kaupmannahéfn hinn 28. juni 2001 (M-
04001/09), rannsékn Rannsodknarnefndar flugslysa i
Danmérku sem gaf Gt rannsoknarskyrslu a arinu vegna
flugatviks TF-JVG yfir Graenlandi hinn 1. agust 2002
(M-05602/20), rannsékn Rannsoknarnefndar flugslysa i
Svipjéd (Statens Haverikommission) sem gaf dt rann-
SOknarskyrslu a arinu vegna flugumferdaratviks sem
TF-FIP atti hlut ad vid Arlanda flugvédll i Stokkhdlmi
hinn 25. jantar 2002 (M-01602/05), rannsdkn Rann-
sOknarnefndar flugslysa i Noregi (Havarikommisjonen
for Sivil Luftfart) sem gaf ut rannsoknarskyrslu a arinu
vegna flugatviks TF-FIO vid Gardermoen flugvéll i Osld
hinn 22. jantar 2002 (M-00602/02), rannsdkn Rann-
Sséknarnefndar flugslysa & Spani (Comision de In-
vestigacion de Accidentes) sem gaf ut rannsoknar-

skyrslu a arinu vegna flugatviks TF-ATH a Madridar-
flugvelli hinn 14. september 2002 (M-07302/26), rann-
SOkn Rannsoknardeildar flugslysa [ Bretlandi (Air
Accident Investigation Branch) sem gaf ut skyrslu & ar-
inu vegna flugatviks TF-ATD a flugvellinum i Teesside
16. oktdber 2002, rannsékn Rannsdknarnefndar flug-
slysa [ Argentinu (Junta de Investigaciones de
Accidentes de Aviacion) sem gaf ut rannsoknarskyrsiu
a arinu vegna flugatviks TF-ARA vid flugvéllinn i Buen-
os Aires i Argentinu hinn 22. oktéber 2002 (M-
08702/35), rannsdkn Rannsdknarnefndar flugslysa a
Spani sem gaf ut rannsoknarskyrslu a arinu vegna flug-
umferdaratviks sem TF-ELP atti hlut ad vid Barcelona
2. mai 2003 (M-02203/13), rannsokn RNF sem gaf ut
rannsoknarskyrslu vegna flugatviks TF-FIK vid Faro i
Portugal 8. jali 2003 (M-03303/20), rannsékn Rann-
SsOknarnefndar flugumferdaratvika i Bretlandi (UK Air-
prox Board) sem gaf ut skyrslu um flugumferdaratvik
sem TF-ELC a&tti hlut ad vid Prestwick i Skotlandi 30.
juli 2003 (M-04103/25) og rannsokn Rannsdknarnefnad-
ar flugumferdaratvika i Frakklandi (French Commission
for ATC Safety) & flugumferdaratviki sem TF-ATU atti
hlut ad vid Paris 1. agust 2003 (M-04503/28). Einni
rannsdkn var dlokid en pad var rannsoknr Slysarann-
SOknastofnunar samgéngumala [ Bandarikjunum
(National Transportation Safety Board) a flugatviki TF-
Fll yfir austurstrénd Bandarikjanna hinn 19. oktober
2002 (M-08602/34).

RNF gerdi samtals 19 tillégur til urbodta I flugéryggis-
mélum i kj6lfar rannsékna sem hin lauk & arinu 2003. [
nokkrum malanna voru ad mati nefndarinnar ekki efni
til pess ad gera tillégur til urbdta. Tillégum pessum var
flestum beint til Flugmaélastjérnar Islands, en skv. 7. gr.
laga nr. 59/1996 um rannsdkn flugslysa er flugmalayf-
irvéldum skylt ad sja til pess ad urbdtatillégur RNF séu
teknar til formlegrar afgreidsiu.

Bent skal a ab sumar rannsoknarskyrslurnar eru mjég
langar og peim fylgja oft itarleg fylgiskjél. Pvi er hér ad-
eins birtur drdrattur ar skyrslunum, svo og nidurstéour
og tillbgur sem gerdar voru til urbota. Skyrslur RNF,
Svo og arsskyrslur hennar, er ad finna i heild sinni a vef-
sidu RNF (http://www.rnf.is).

Svo sem fram kemur i 14. gr. laganna, er Rannsoknar-
nefnd flugslysa heimilt ad gera rannsdknarskyrslur sin-
ar a ensku ef malsadili er utlendur. Pess vegna eru
nokkrar skyrslur nefndarinnar gerdar a ensku og ur-
drattur peirra sem hér er birtur pvi a ensku.
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RNF tok patt i ymsum 68rum verkefnum a svidi flugér-
yggismala & drinu. [ jantar haféi nefndin milligéngu um
ad hérlendis var haldi® namskeidi fyrir flugrekendur um
vidbragdséeetlanir vegna flugslysa. A néamskeidinu var
farid yfir gerd vidbragdsasetlanna og undirbuning flug-
rekanda til ad tryggja ad rétt vidbrégd séu vidhofd i
kjolfar flugslysa eda alvarlegra flugatvika. RNF fékk
hingad til lands fulltrda fra Southern California Safety
Institute (SCSI) til pess ad halda namskeidid sem stod
i eina viku. Alls séttu 19 manns namskeidid og voru
peir fra flestum flugrekendum a landinu.

Flugmalafélag Islands stéd fyrir flugéryggisfundum &

ATVIK SEM URBU ARID 2001:

arinu og tok RNF patt i skipulagningu peirra en nefnd-
in hefur yfirleitt nokkud ad segja um dagskra peirra auk
pess sem nefndarmenn halda arlega erindi a fundun-
um par sem rannsoknir arsins eru kynntar. Nefndar-
menn kenndu vinnubrégd & vettvangi flugslyss og
héldu fyrirlesta um flugslysarannsdknir & namskeidum
fyrir I6greglumenn, bjérgunarsveitarmenn og slSkkvi-
libsmenn. Pann 1. ndvember var haldin flugslysaaefing
i Vestmannaeyjum og tok RNF ad venju patt i peirri aef-
ingu. Steinar Steinarsson var fulltrdi RNF i hdpi skipu-
leggjanda aefingarinnar. Steinar hefur tekid virkan patt i
skipulagningu slikra eefinga undanfarin ar.

1. Flugatvik TF-FIJ i Kaupmannahéfn 28.
jiini 2001
Endurdtgafa RNF a skyrslu dénsku rannsdknarnefnd-
arinnar er dagsett 31. agust 2004 (M-00701/AIG-03)

FACTUAL INFORMATION
History of the flight:

The aircraft, a Boeing 757-200, arrived at Copen-
hagen Airport, Kastrup (EKCH) on June 28th at 1905
hrs from Reykjavik, Iceland. The landing and the taxi-
ing to the gate, where the aircraft was parked, were
normal and without any remarks. The next flight was
scheduled to depart EKCH at 2120 hrs with Reykjavik
as destination. The cockpit and cabin crew boarded
the aircraft in order to prepare the flight. Fuel and
cargo had already been loaded on board the aircraft
and the boarding of the passengers had begun.

When the boarding of the aircraft was almost
completed, the right hand main landing gear’s truck
beam failed. As the right hand truck beam failed, the
aircraft’s right side rested on the shock strut instead of
on the wheels.

The passengers were disembarked and the flight
was cancelled.

ANALYSIS

During disassembling of the truck beam after the
accident, it was observed that corrosion could have
been a contributing factor to the accident. At the
laboratory examination conducted on behalf of the
Danish AAIB, this observation was confirmed.

During the above actions, one part of the truck
beam was shipped to Boeing for use in their exam-
ination of the failed part. The conclusion made by
Boeing was similar to the one made by the Danish
AAIB. Corrosion had been a contributing factor to the
accident. Furthermore, Boeing made an investigation
into why corrosion was present. The investigation
disclosed that this occurrence could be compared
with two other occurrences where the truck beams
had failed. Boeing identified this as a Service Related

Problem (SRP) and a Service Bulletin (SB 757-
32A0135) had been published to address this SRP.
FAA had issued an AD-note (AD 2001-09-01), which
also addressed the SRP.

In this accident another factor differed from the two
other occurrences. The truck beam had been over-
hauled in this accident. The truck beams in the two
other occurrences had not been overhauled since
manufacturing. Overhauling the component elimin-
ated the SB and AD addressing the SRP.

During the investigation made by Boeing, they
conducted an audit of the service provider of over-
hauls. At this audit, Boeing noted some findings about
the overhaul procedures. These findings showed that
overhaul of the truck beams were improper and did
not follow the CMM. The improper overhaul resulted in
an inadequate corrosion protection of the inner dia-
meter of the truck beams, which lead to the occur-
rence. The overhaul procedures were corrected after
the audit.

CONCLUSION

A Service Related Problem (SRP) concerning the
manufacturing of truck beams for the use of B757 was
identified. Boeing and FAA issued respectively a SB
and an AD addressing this SRP. The intentions were
that an overhaul of the truck beams was to correct the
non-uniform plating process from the manufacturing
of the truck beams. Overhauls therefore eliminate the
needs for the SB and AD. An improper overhaul
resulted in a continuation of the SRP leading to the
accident.

By identifying this, Boeing issued a revision 2 of the
SB 757-32A0135 dated 16 May 2002, which sum-
marized the events with truck beams. The SB revision
2 provided for inspection of previously overhauled ge-
ars, so it was established from the records that truck
beams had been correctly overhauled.

Danish regulations states that maintenance pro-
grams must be based on manufacturers recomm-
endations or on Danish AD, which ensures that Danish
operators are obliged to follow the SB issued by
Boeing.
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Therefore, the Danish AAIB considers the above
actions adequate for addressing this and/or similar
occurrences related to the SRP concerning truck
beams for the B757.

SAFETY RECOMMENDATIONS
None.

2. Flugatvik TF-JME a Hornafjardarflug-
velli 2. desember 2001

Skyrsla RNF var gefin ut 8. juli 2003 (M-10101/AIG-23)

HELSTU STADREYNDIR

Um flugio:

Flug FXI 372 var &zetlunarflug Flugfélags islands hf. fra
Reykjavik til Hornafjardar pann 2. desember 2001.
Flugvélin TF-JME sem er af gerdinni Fairchild SA-
227AC var notud til flugsins og var petta annad flug
hennar pennan dag. Flugtak var fra Reykjavikurflugvelli
kl. 17:10 og var flogid samkvaemt blindflugsheimild i Fl
210 um fj6Istefnuvitann & Ingolfshéfda til Hornafjardar.
Myrkur var a Hornafirdi kl. 16:29 samkvaemt flugmala-
handbok Flugmalastjérnar.

Um kl. 17:50 pegar flugvélin var ad nalgast Ingolfs-
hoéfda hafdi ahéfnin samband vid flugvallarvérdinn i
flugturninum & Hornafirdi sem gaf lysingu a vedrinu a
flugvellinum. Vindur var 260° segulstefnu (M) /14 til 25
hnutar, 6 km skyggni, Iéttskyjad i 900 fetum, halfskyj-
ad i 1000 fetum og alskyjad i 2000 fetum, haglél, hiti
+1°C og loftprystingur (QNH) 985 hPa. Bremsuskilyrdi
brautar 18 voru gefin 30-30-29. Flugvallarvérdurinn
hafdi ord a ad haglél veeri ad ganga yfir vollinn og ad
vindurinn hafi farid upp i 25 hnita medan pad gengi
yfir.

i leekkuninni reeddu flugmennirnir um ad vindurinn
eins og hann var i éljunum veeri yfir mérkum en akvadu
ad halda adfluginu afram og sja til. Flugstjorinn kalladi
a flugvallarvérdinn og spurdi hvort brautin hafi ekki
verid sandborin. Flugvallarvérdurinn svaradi ad pad
veeri buid ad sandbera en pad hafi reyndar verid gert
adur en élid gekk yfir flugvollinn. Pegar flugvélin var ad
hefja lokaadflugid Iét flugvallarvordurinn ahéfnina vita
ad honum syndist ad éljabakki vaeri ad nalgast véllinn.

Flugmadurinn var vid stjérnvélinn i adfluginu og
lendingunni og héf hann lokaadflug til lendingar pegar
flugvélin nalgadist ,,HOFNI“, sem er stddumid 9,2 sjo-
milur fra flugbrautarenda 36. Samkvaemt skyrslu flug-
stjdrans sast ageetlega inn a flugbrautina i um 1100
feta haed a lokastefnunni og fékk ahéfnin pa upplys-
ingar fra flugvallarverdinum um ad vindur veeri
240°(M)/7 hnutar a flugvellinum. Flugmennirnir voru
sammala um ad lenda til nordurs, m.a. vegna pess ad
bremsuskilyrdi voru gefin upp verri & sydri enda braut-
arinnar. GPS teeki flugvélarinnar mun hafa synt ad flug-
vélin var med priggja hnuta medvind i adfluginu a
pessum tima. Ad s6gn flugstjérans var adflugid edlilegt
en po orlitid of hatt vid hringvitann ,HN“ en var leidrétt
mjog fljott. Samkveemt upplysingum ar flugrita og
hlj6drita ma aaetla ad flugvélin hafi verid i um 500 feta

haed yfir markvita sem er 2,2 sjémilur fra flugbrautar-
enda 36 a um 140 hnuta syndum hrada (IAS).

Pegar flugvélin var & stuttri lokastefnu for skyggnid
ad versna par sem él var ad ganga yfir véllinn og var
skyggnid ordid lélegt i lendingunni ad mati flugstjor-
ans. Hann taldi ad lendingin hafi verid edlileg en flug-
vélin kastadist nokkud til og virtist fljéta. | lendingar-
bruninu for flugvélin ad skrika til haegri og greip flug-
stjorinn pa inn i og jok knyvendingu vinstri hreyfils til ad
reyna ad rétta vélina af og beina henni inn ad midju
flugbrautarinnar. Flugvélin hélt 6breyttum lendingarferli
vegna skridpunga og eftir um 300 metra lendingarbrun
foru haegri adalhjélin inn i snjorudning vid brautarjadar-
inn og snérist flugvélin vid pad til heegri, pvert a braut-
arstefnuna og rann pannig ut af flugbrautinni. Flugvél-
in stadneemdist utan flugbrautarinnar en inni a érygg-
issvaedinu um 1100 metra fra syori flugbrautarendan-
um.

GREINING PATTA
Skil hofdu farid yfir Hornafjord fyrr um daginn og i kjol-
far peirra fylgdu miklir skira- eda éljaklakkar. Flug-
vallareftirlitsmadur hafdi unnid vid hreinsun flugbraut-
arinnar yfir daginn og sandborid til pess ad beaeta
bremsuskilyrdi sem maeldust i kringum 0,30 kl. 17:00.
Pegar borin er saman vedurlysing starfsmanna a flug-
vellinum og nidurstada fra urkomumeeli, sem stadsett-
ur er a Akurnesi, um 1 km fra flugvellinum, er ljést ad
talsverd slydda hafi verid & timabilinu fra 17:00 til
18:00. Ma pvi vera ljést ad astand flugbrautarinnar
begar flugvélin lenti kl. 18:04 hafi verid verra en vid
maelingu kl. 17:00. Vindur var heegur fra sudvestri i
uppstyttum en jokst talsvert pegar él gengu yfir flug-
vollinn. Pannig var vindur gefinn 260°(M)/14 hnutar og
25 hnatar i hvidum, kl. 17:50 pegar haglél gekk yfir.
Pegar flugvélin var ad nalgast ,,HOFNI“ I1ét flugvall-
arvordur flugmennina vita ad pad vaeri annar éljabakki
ad nalgast baeinn. Tveimur til premur mindtum adur en
flugvélin snerti flugbrautina gaf flugvallarvérdur upp
skyggni prja til fimm kilémetra til sudurs. Pegar flugvél-
in var i um 500 feta haed & lokastefnu til lendingar gaf
flugvallarvérdur upp vind 240°/8 hnuta. Samkveemt
skyrslu flugstjérans sa hann inn & flugbraut i um 1100
feta haed, en a mjog stuttri lokastefnu for skyggnid ad
minnka og snarversnadi sidan i lendingarbruninu.
Samkvaemt gégnum Ur flugrita var flugvélin & um
130 hnuta hrada (IAS) i um 50 feta haed og 4 126 hnuta
hrada (IAS) pegar hjolin snerta flugbrautina. Sam-
kvaemt handbok flugvélarinnar er lokaadflugshradi 116
hnatar midad vid asetladan lendingarmassa 6.808 kg
og skal 10 hnutum beett vid pann hrada samkvaemt
skriflegum leidbeiningum flugrekanda. | um 50 feta
haed var hradinn pvi um fjérum hnatum yfir Utreiknud-
um adflugshrada. Kinkhorn var 2° um 1 sekdndu fyrir
lendingu sem er mun leegra en vid samanburd gagna a
flugritanum i tveimur lendingum adur. Flugvélin lenti
510 metra inni & flugbrautinni og a haegri hluta hennar,
eda med nefhjél 9,4 metra haegra megin vid midlinu.
Nefhjolid snerti fyrst, sidan vinstra adalhjél eftir ad flug-
vélin hafdi farid rama 7 metra eftir flugbrautinni og
haegra adalhjol eftir ad flugvélin hafdi farid teepa 12
metra. Baedi adalhjdl lyftust fra jérdu aftur og voru ekki
for eftir pau i um 30 metra i lendingarbruninu. Af um-
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merkjum a vettvangi ma vera ljést ad hjélin hafi byrjad
ad fleyta (hydroplana) vegna krapa a flugbrautinni.
Flugvélin byrjar ad snuast til vinstri vegna ahrifa kny-
vendis en heldur ébreyttum lendingarferli vegna skrid-
bunga, i att ad brautarjadri. Pegar heaegra adalhjél fer
Ut i snjorudning rétt innan vid ljésalinu snyst flugvélin
tiltélulega hratt til haegri og rennur a hlid ut af flug-
brautinni ad austanverdu. Loftskrufur rekast i snjo-
rudning sem var utan vid ljdsalinu med peim afleiding-
um ad blédin bogna og hreyflar taka inn & sig snjo.
Pegar flugvélin stédvast syna flugritagdgn ad stefnan
hafi verid 119°.

Pegar flugvélin lagdi af stad fra Reykjavik var 1 mm
af is & flugbrautinni, sem pakti 26-50% hennar,
bremsuskilyrdi voru gefin 0,30 og skuravedur. A tima-
bilinu fra 17:00 til 18:00 var talsverd urkoma a pessu
svaedi i formi slyddu og var flugvallarspa i samraemi
vid vedur a pessum tima. Flugvallarvérdur lét flug-
mennina vita ad haglél veeri ad ganga yfir flugvollinn
um pad leyti er peir flugu framhja Ingdélfshofda og sid-
an, pegar flugvélin var i um pad bil 2000 feta haed, lét
hann pa vita ad pad veeri ad koma annar éljabakki yfir
baeinn. Ekki kom fram i talvidskiptum flugvallarvardar
vid flugmenn ad brautarastand vaeri ordid verra en lyst
var i vedurskeyti kl. 17:10 og aftur kl. 17:55. Ekki er p6
Oliklegt ad astand flugbrautarinnar hafi tekid snéggum
breytingum vegna ofankomu stuttu fyrir lendingu FXI-
372 og flugmennirnir hafi ekki verid a vardbergi gagn-
vart peim ahrifum sem aukning krapa myndi hafa &
lendingarbrun flugvélarinnar.

Vedurspa fyrir Hornafjardarflugvoll var med afger-
andi sudvestlaegar vindattir. Fram kom i vedurspa og
hja flugvallarverdi ad vindstyrkur jokst er él gengu yfir
flugvéllinn. Flugvélin lenti i Iélegu skyggni 510 metra
inni & 1500 metra langri flugbrautinni og 9,4 metra
haegra megin vid midlinu & hrada sem var 10 hndtum
yfir lokaadflugshrada og snerti med nefhjélio fyrst. Ad
mati RNF eetti ad hafa komid til alita vid pessar ad-
staedur ad heaetta vid lendingu adur en flugvélin snerti
brautina og hefja frahvarfsflug og bidfljuga medan él
sem var ad nalgast flugvéllinn gengi yfir.

i flughandbok TF-JME er gert rad fyrir ad auka lend-
ingarvegalengd a purri flugbraut um 30% ef bleyta eda
halka er & flugbrautum. i reglugerd um flutningaflug nr.
708/2001 (JAR-OPS 1) er akvaedi um ad tiltaek lend-
ingarvegalengd a blautum og spilltum flugbrautum
skuli vera ad minnsta kosti 115% af tilskilinni lending-
arvegalengd & purri flugbraut. Pratt fyrir pessi fyrirmeel
eru engir Utreikningar i handbék Flugfélags Islands,
JAirport Analyzes and Route Performance Manual®, i
formi afkastatoflu. Pessar upplysingar eiga ad liggja
fyrir svo flugmenn og flugumsjénarmenn geti a fljétleg-
an hatt gert radstafanir pegar brautarastand er pannig
ad meta purfi hvort flugbrautin sé négu 16ng midad vid
4zetlada lendingarpyngd og adstaedur 4 flugvelli. Asetl-
adur lendingarmassi FXI-372 var 6.808 kg. Reiknud
lendingarvegalengd var pvi innan peirra marka sem
lengd flugbrautarinnar a Hornafirdi leyfir, ad teknu tilliti
til reiknistudla i samraemi vid reglugerd um flutninga-
flug en utan marka samkvaemt leidbeiningum fra fram-
leidanda flugvélarinnar.

Vélraenn Tapley meelir er notadur a Hornafjardar-
flugvelli til pess ad meaela bremsuskilyrdi.

i gégnum fra Alpjédaflugmalastofnuninni, ICAO
Annex 14, Attachment A og i Airport Services Manual,
(Doc 9137-AN/898) Part 2, eru leidbeiningar vardandi
bremsumeelingar. Hiuti af peim leidbeiningum er i
starfsreglum Flugmalastjérnar um flugvallapjénustu.
Par kemur medal annars fram ad Tapley maelar voru
profadir & sinum tima &4 sampjéppudum snjé og a is,
med maelingum & akvednum hrada og er pvi ekki al-
gildur meelikvardi vid hvada skilyrdi sem er s.s. i krapa,
blautum snj6é eda vatni. Vid slik skilyrdi ma gera rad
fyrir ad hjol 6kuteekis, sem bremsumaelt er med, fari
nidur Ur, en hjol loftfara fljéti jafnvel ofan a.

Engar aaetlanir um reglulegar proéfanir og kvordun a
maelinum voru til stadar hja Flugmalastjorn p6é fram-
leidandinn, Tapley Instrumentation Ltd, fari fram a
profanir & tveggja ara fresti.

Litlar rannséknir hafa verid gerdar hér & landi & pvi
hvada bunadur henti best midad vid mismunandi a-
stand flugbrauta eda med samanburdarmaelingum a
peim bunadi sem i notkun er i dag a flugvéllum lands-
ins. Haegt er p6 ad mida vid gdégn ad einhverju leyti ur
rannséknum erlendis fra til pess ad leggja fram leid-
beinandi efni vardandi notkun og takmarkanir sem
mismunandi gerdir bunadar hafa. Ma par nefna tals-
vert efni fra Bresku flugmalastjorninni og ,,Advisory
Circular 150/5200-30A, Airport Winter Safety and
Operations” dagsett 1. oktéber 1991 med sidari leid-
réttingum sem Bandariska flugmalastjornin gaf ut.

NIDURSTODUR

- Anofnin var med gild réttindi til pess ad fram-
kvaema petta flug og hafdi fengid neegilega hvild
adur en vakt byrjadi pennan dag.

- Skjol flugvélarinnar voru i gildi og hun vatryggd
[6gbodnum vatryggingum.

- Flugvélin var rétt hladin, lendingarmassi og
pungamidja voru innan tilskilinna marka.

-. Flugvélin var a um 130 hnuta hrada i 50 feta haed
og liklegt er ad medvindur hafi verid meiri en aeetl-
ad var par sem él var ad ganga inn yfir flugvollinn.

- Flugmadurinn leidrétti ekki neegjanlega fyrir ahrif-
um medvinds og hlidarvinds i lendingunni sem
haféi ahrif a snertipunkt flugvélarinnar.

- Flugvélin lenti i Iélegu skyggni & hrada sem er 10
hndtum yfir lokaadflugshrada 510 metra inni a
1500 metra langri flugbrautinni og a haegri hluta
hennar og snerti nefhjolid fyrst. Nefhjél var pa 9,4
metra haegra megin vid midlinu og 10,8 metrar voru
eftir fra haegra hjoli ad ljésalinu flugbrautarinnar.

- Vedurskeyti gafu til kynna 1 mm af isingu & hluta af
flugbrautinni en var azetlad 5 mm af krapa stuttu
eftir ad atvikio atti sér stad.

- lsing og krapi voru 4 yfirbordi flugbrautarinnar sem
hafdi ahrif a afkastagetu flugvélarinnar i lending-
unni. Liklegt er ad astand flugbrautarinnar hafi tek-
i® sndggum breytingum vegna ofankomu stuttu
fyrir lendingu og flugmennirnir ekki verid a vard-
bergi gagnvart peim ahrifum sem aukning krapa
myndi hafa & lendingarbrun flugvélarinnar.

- Uppreiknud lendingarvegalengd var lengri en til-
taek flugbraut midad vid leidbeiningar fra framleid-
anda flugvélarinnar vid pessar adstaedur.
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Pegar flugvélin snerti flugbrautina byrjudu hjélin ad
fleytast (hydroplana) vegna krapa & flugbrautinni
sem haféi ahrif a stefnustjérnun i lendingarbruninu.
Ad mati RNF heféi att ad koma til lita ad haetta vid
lendingu adur en flugvélin snerti flugbrautina og
hefja frahvarfsflug og bidfljluga medan él sem var
ad nalgast flugvollinn gengi yfir.

TILLOGUR UM URBATUR
i FLUGORYGGISMALUM
RNF beinir pvi til Flugmalastjérnar ad hun:

1.

Sjai til pess ad utreikningur i ,Airport Analyzes and

Route Performance Manual“ flugfélagsins, fyrir
pessa flugvélategund, sé i samraemi vid reglur
JAR-OPS 1 og leidbeiningar i flughandbdk flugvél-
arinnar.

Geri aaetlanir um reglulegar profanir og kvérdun a
Tapley meelum til pess ad stadreyna réttar maeling-
ar i samraemi vid fyrirmeeli framleidanda.

Geri samanburdarmeelingar & mismunandi teekja-
bdnadi til bremsumaelinga og skrifi leidbeinandi
efni til flugmanna, flugumferdastjéra og flugvalla-
varda um takmarkanir bunadarins.
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ATVIK SEM URBU ARID 2002:

1. Flugatvik TF-FIJ a Keflavikurflugvelli 9.
januar 2002

Skyrsla RNF var gefin ut 24. jandar 2003 (M-
00902/AIG-01)

HELSTU STADREYNDIR

Ad morgni midvikudags 9. jantar voru starfsmenn
hladdeildar ,,Icelandic Ground Services” (IGS) ad und-
irbla Boeing 757 flugvél Flugleida hf, TF-FIJ, fyrir
brottfor fra Keflavik til Kaupmannahafnar. Skdmmu fyr-
ir brottfér voru tveir hladmenn sendir af hladstjora,
samkvaemt beidni hledslueftirlits, i afturlest flugvélar-
innar til pess ad finna téskur sem farpegi hafdi 6skad
eftir, en pa var hledslu nylega lokid. Hvorki ofangreind-
ir hladmenn né hladstjérinn héfdu komid ad hledslu
eda undirbuningi TF-FIJ ad 66ru leyti.

Hladmennirnir opnudu lestina til halfs og skridu inn
i lestina til ad leita ad 4durnefndum téskum. Skémmu
sidar kom einn af hladmonnum IGS, sem unnid haféi
vid hledslu flugvélarinnar, ad flugvélinni par sem kom-
id var ad brottfér hennar. Hann sa ad aftari lestin var
opin, leit inn i lestina, slokkti ljosin i lestinni og lokadi.

Hladmennirnir sem pa voru bunir ad vinna sig inn i
enda lestarinnar voru nu an lysingar lokadir inni i lest-
inni. Peir unnu sig fram ad lestarhurdinni og reyndu ad
opna en fundu ekki handfangid. Peir gatu heldur ekki
kveikt ljos en voru med kveikjara & sér sem peir notudu
til lysingar vid leitina ad handfanginu og leidbeiningum
um hvernig aetti ad opna lestina. Pegar su leit bar ekki
arangur féru peir ad Okyrrast par sem peir vissu ad
komid var ad brottfor flugvélarinnar. beir foru pvi ad i-
huga mdgulegar leidir til pess ad vekja a sér athygli og
veltu fyrir sér méguleikanum a ad bera kveikjarann ad
eldvarnarkerfi lestarinnar og setja pannig af stad vid-
vorunarkerfi i flugstjornarklefanum um eld i lestinni.

Um svipad leyti for hladstjora pann sem sent hafdi
hladmennina til ad leita ad téskunum ad lengja eftir
peim. Hann hafdi svipast um eftir peim & vinnusvaed-
inu an pess ad finna pa. Skdmmu adur en yta atti flug-
vélinni fra 6skadi hladstjorinn eftir pvi ad lestin yroi
opnud til pess ad athuga hvort hladmennirnir vaeru um
bord og reyndist svo vera.

A innanverdum lestarhurdum er motta sem skylir
handfangi og er pad pvi ekki synilegt nema mottan sé
tekin fra. Med handfanginu er mégulegt ad opna lest-
ina innanfra.

Upplysingar um ad par sé handfang vantadi innan &
vidkomandi hurd & TF-FIJ. Hladmennirnir vissu ekki af
handfanginu og gatu pvi ekki opnad lestardyrnar.

Ad mati RNF hefdi matt koma i veg fyrir ad mennirn-
ir lokudust inni ef hladstjéri hefdi upplyst hladmenn vid
hledslu flugvélarinnar um fyrirhugada leit ad téskum.
Ennfremur er pad mat RNF ad standa purfi betur ad
skipulagi vid hledslu flugvéla med tilliti til dryggis
hladmanna.

Eftir petta atvik var lauslega athugad hvort starfsfolk
IGS hefdi vitneskju um ad mogulegt er ad opna lestar
umreeddra flugvéla innan fra. Nidurstadan var su ad
starfsfélk var ekki medvitad um pann méguleika. i kjol-

farid dreifdi verkefnastjéri IGS upplysingum Ur vio-
haldshandbdk (Maintenance Manual) Boeing 757 til
starfsfélks par sem koma fram leidbeiningar um opnun
lesta innanfra.

TILLOGUR UM URBZATUR

i FLUGORYGGISMALUM

Rannsoéknarnefnd flugslysa beinir pvi til:

1. Flugleida hf ad merkingar a flugvélum félagsins
sem aetladar eru til leidbeiningar og vidvorunar fyr-
ir starfsfélk séu yfirfarnar vid reglubundnar skod-
anir flugvélanna.

2. Icelandic Ground Services ad i ny- og endurpjalf-
un starfsfolks verdi 16gd ahersla & ad kynna kerfi
peirra flugvéla sem peir starfa vid ad jafnadi og
vardar storf peirra.

3. Icelandic Ground Services endurskodi verklag vid
afgreidslu flugvéla med tilliti til 6ryggis starfsfolks.

2. Flugatvik TF-FIO vid Gardermoen flug-
voll 22. januar 2002

Endurdtgafa RNF & skyrslu norsku rannsoknarnefndar-
innar er dagsett 22. jantar 2003 (M-00602/AIG-02)

FACTUAL INFORMATION

History of the flight:

TF-FIO, a Boeing 757-208 from Icelandair with the call
sign of FI-315, was on a scheduled flight from Keflavik
Iceland (BIKF) to Oslo airport Gardermoen (ENGM).
The flight departed BIKF 0735 UTC. The flying time to
Oslo was planned to be 2:10 hours. The flight was
dispatched with the following equipment inoperative:
Right ILS, right GPS and center autopilot (A/P). The
take-off and landing weights were within normal limita-
tions. The scheduled flight was uneventful until the
descent and approach to ENGM. The Commander
was the pilot flying (PF) and the First Officer performed
the duties of the non-flying pilot (PNF). The aircraft
was flown by the autopilots (AP). At a distance of app-
rox. 200 NM from ENGM the First Officer received and
noted down the 0920 UTC Automatic Terminal In-
formation Service (ATIS) for ENGM, which stated RWY
01R was in use and that the weather was satisfactory
for an approach to this RWY. The Commander plann-
ed for a practice CAT Il approach.

Instruments and navigation aids were set and the
approach was briefed according to Icelandair Stand-
ard Operating Procedures (SOP). From ATC, the crew
received descent instructions and SIG 2E arrival. The
descent was started at time 0930 UTC, approx. 117
NM (track miles) from ENGM. During the descent TF-
FIO was cleared direct to SONER with free speed
below FL 100. Later the crew was informed that the
runway in use at ENGM was changed to runway O1L.
The reason for the runway change was snow clearing
in progress on runway 01R. The whole descent and
approach was made in strong tailwind. ATC did not
give any information regarding the wind. The crew was
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initially aware of the strong tailwind, but they also
knew there was a light northerly wind at the airport and
due to the high workload in the approach they failed to
notice that the tailwind was much stronger than fore-
casted. Wind information was available through the
flight deck instrument equipment. Later TF-FIO was
cleared direct to Non Directional Beacon (NDB) Sol-
berg (SLB). The change of runway, the strong tail wind
and the shortened approach path resulted in the
aircraft becoming high on the approach profile.

The aircraft was flown on the autopilot flight direct-
or system (AFDS). As the aircraft was high on the
descent profile, the Commander extended speed
brakes at times, trying to maintain proper descent
profile. During the descent the aircraft’s speed was
slowed down to approx. 240 kt. There is no CAT II
approach onto RWY 01L and the crew performed a
new approach briefing because of the change of
runway. Instrument and navigation aids were correctly
set and identified for a CAT | approach to RWY 01L. At
distance 10 NM from SLB, the crew of TF-FIO was
cleared to descent to 3 000 ft and were told they could
expect inbound turn on the localizer (LLZ) in 8 NM. The
aircraft was slowed down to approx. 220 kt and flaps
were extended. Close to overhead the NDB SLB, the
crew received the clearance to intercept the LLZ at
time 0945 UTC. Approach mode was selected on the
Mode Control Panel (MCP). The autopilot flight direct-
or system captured the LLZ almost immediately, but
the aircraft overshot the centreline. After crossing the
LLZ centreline due to the limitations of the AFDS, an
interception was made from the right side of the LLZ.
The aircraft was at this time above on the Glide Path
(GP). The AFDS corrected to the left to intercept. At 3
000 ft, the tailwind velocity was approx. 45 kt. The
FDR data indicate the winds at 2 000 ft AGL were not
constant, reducing from 30 to 20 kt from an approx-
imate heading of 200°. As altitude decreased to 500 ft
AGL the FDR winds shifted to a heading of approxima-
tely 60° to 70° and decreased to approximately 8 k.
(On the ground the wind was light from the north). At
the time, 0946 UTC, the aircraft was cleared by ATC
down to 2 500 ft, and this altitude was set on the MCP.
This setting was maintained through the aborted app-
roach. The gear was selected down. When the aircraft
finally was established on the LLZ, it was at least 1 dot
high on the GP. Flaps 20° had been set with appropri-
ate speed selection.

As the Commander doubted that the AP in AUTO
mode could capture the GP, he disconnected both
AP’s and the Auto Throttle (AT) with the thumb-
switches in order to manually capture the GP from
above. The aircraft was flown manually the remainder
of the approach, and the throttles were also operated
manually until TOGA was initiated. Shortly there after,
the Commander noticed that raw data information of
the ILS on his ADI and HSI were lost. No flag warnings
were observed. The Commander reduced the rate of
descent because of the uncertaincy. The raw data
signals on his instrument panel appeared and disapp-
eared again. The First Officer was informed, but on his
instruments all indications were normal. The crew did
not consider a change of controls at this time. The

aircraft descended through 1 000 ft AAL (Above Aer-
odrome Level) in an unstabilized mode without the
mandatory ,call out“. At an altitude of approx. 580 ft
AAL (Flight Data Recorder (FDR) radio altimeter read-
ing) the Commander decided that he discontinued the
unstabilized approach and initiated a missed app-
roach. The time was 09:49:11 UTC. He announced his
decision to the First Officer and started a ,,Go-Around*
(GA). The status of the flight was as follows: The
aircraft was above the GP, and the SOP calls for the
GA altitude to be set when stabilized on GP, therefore
the GA altitude was not set on the MCP. Flaps were
not in landing configuration, because landing Check
List was not completed. The Commander’s instrument
panel indicated intermittent ILS failures of raw data
without any flag warnings. The lowest altitude AAL
indicated on the FDR was approx 460 ft. The ,pitch
over” incident is here described mainly based on the
FDR information with the Commander’s and First
Officer’s reports incorporated: When the go-around
manoeuvre was started by the use of the auto go-
around system, the speed was 182 kt. The aircraft was
flown manually. The aircraft pitch was increased to
approx. 20° and the aircraft started to climb. Upon init-
iating the go-around, the A/T automatically engaged
and increased the thrust to the EPR (Engine Pressure
Ratio) limit. In addition, the application of the under
wing engine power also gave pitch up movement.
During the climb the landing gear was retracted. The
flight director pitch initially targeted a pitch attitude of
15°. The airspeed reached a maximum of 198 kt
before it started to decrease. Because of the aircrafts
proximity to the MCP selected altitude of 2 500 ft
when the go-around was started; the AFDS
transitioned to Altitude Capture almost immediately af-
ter a positive rate of climb was achieved. At time
09:49:19 UTC the aircraft climbed rapidly through the
MCP altitude of 2 500 ft, The FD continued to give
commands targeting the MCP selected altitude. The
A/T changed from go-around mode to targeting the
MCP selected speed (150 kt). The maximum aircraft
pitch (21°) was reached. The thrust remained near
maximum because the Commander held the throttles
forward. The speed was decelerating and quickly
dropped below MCP speed. The pitch flight director
continued to give command to lead the pilot back to
the MCP altitude.

At time 09:49:34 UTC the aircraft reached a peak
altitude of 2895 ft (FDR QNH corrected altitude) and
the speed had decreased to 137 kt. (The reference
speed for flaps 20° is 131 kt.) Nose down was applied
manually by the control column. The First Officer
called for ,bug up“ (for the flap up manoeuvring
speed) to set the airspeed indicator, and the Com-
mander pushed on the Flight Level Change Switch
(FLCH) button to break the flight director altitude lock
on. The speed selected on MCP was changed from
150 kt to 210 kt. During the next seconds, a full nose
down input on the control column was made manually.
The aircraft pitched over to an attitude of approx. -30°,
and for a period of approx. 5 seconds the FDR indi-
cates negative g-values with a maximum load factor of
-0.6 g. The control column was briefly returned to near
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neutral, and then another abrupt large nose down
column input was made. The aircraft pitched over
rapidly with the speed increasing excessively. The FDR
data show that the Ground Proximity Warning System
(GWPS) aural warning of ,,Pull up“ was activated. The
aircraft was now in a steep dive and rapidly descend-
ing. During the dive the flight director pitch bar gave
pitch up commands relative to the pitch attitude. The
A/T reduced the trust from 98% N1 to 45% N1. At time
09:49:44 UTC the aircraft pitch attitude had peaked at
-49° and was beginning to increase positively.

At this time the First Officer called out ,,PULL UP!“ -
»~PULL UP!*. The GPWS aural warnings of ,, TERRAIN“
and then ,TOO LOW TERRAIN“ were activated. Both
pilots were active at the control columns and a max-
imum ,,up“ input was made. A split between left and
right elevator was indicated at this time. It appears the
split occurred due to both pilots being active at the
controls. The pilots did not register the aural warnings.
During the dive the airspeed increased to 251 kt and
the lowest altitude in the recovery was 321 ft radio
altitude with a peaked load factor of +3.59 g’s. The
recovery continued with the aircraft pitch attitude
increasing to about 40°, and a positive rate of climb
was established. The AT increased the thrust back to
around 98% N1. Eventually a normal trimmed flight
was established, after a short level off around 3 000 ft,
finally at 4 000 ft, after several abrupt control inputs.

Reports from the chief cabin attendant and some of
the passengers on the status during the ,pitch-over
can be summarized: The movement of the aircraft
resulted in water being expelled from toilets and all
loose articles started to move around. Bags stored
from underneath seats became loose, newspapers
moved out of paper racks, magazines and books out
of seat pockets, mobile phones and spectacles were
lifted from pockets of personal clothing. In some
cases, articles belonging to passengers sitting in front
of the wing section ended up in the aft galley. Fortun-
ately, everybody, with one exception, had their seat-
belts fastened. He did not know whether he had
fastened it or if it had become unfastened. He was in
shock and demonstrated several signs of distress. The
passengers felt the positive and negative g-forces as
extreme and very uncomfortable. It led to chaos in the
cabin. The manoeuvres were very scaring, some were
screaming and others were praying to God.

When established at 4 000 ft the appropriate select-
ions were made on the MCP. The AP was engaged.
The First Officer reported the missed approach to the
Approach Control, which gave TF-FIO vectors for a
new approach. No information about the incident was
given, and ATC was not made aware of the abnormal
manoeuvre.

The whole ,pitch-over manoeuvre was made in
clouds. Some of the passengers had a brief view of
the ground when the aircraft was at the lowest point.
For the flight deck crew, the incident took place in
IMC. The Commander gave a short announcement to
the passengers and cabin attendants stating the app-
roach had not been successful. A new approach had
been started, and a landing could be expected within
10 minutes. When established on final the Command-

ers ILS raw data disappeared again. He handed over
the control of the aircraft to the First Officer who land-
ed the aircraft at time 1102.

Because of the negative and positive load factors,
the chaos in the cockpit was identical to that in the
cabin. Flight bags and papers had been thrown about.
During the taxiing-in the pilots made a short review
(debriefing) between themselves of the ,pitch-over”
manoeuvre without coming to a conclusion of what
really had happened. After parking at the gate the
passengers with destination Oslo left the aircraft with-
out any orientation/briefing of the missed approach
and the following manoeuvres. The passengers were
confused and many were shocked and frightened.

When the aircraft was parked, the pilots cleaned up
the cockpit. The Commander gave a short initial brief-
ing to the cabin attendants. He requested contact with
a technician. The First Officer had requested through
Scandinavian Airlines System (SAS), the ground-hand-
ling agent, a technician to report to the aircraft. SAS
contacted the Braathens airline company and a
technician arrived, informing the Commander that his
licence on B757 had expired, and as far as he knew
there were at present no maintenance contract
between Icelandair and Braathens. The technician
also informed the Commander that by contacting
Icelandair the validity of his licence could be extended.
This would probably take some 30 minutes. (A valid
contract was in force between Icelandair and the
company Britannia of Sweden which operates B757’s.
However this company did not operate at Gardermoen
airport at the time of the incident. It has later been
confirmed that Britannia technical personnel were
available at the time of the incident.) The Commander
was not aware of this fact.

At the time the Braathens’ technician arrived, the
Commander was in the telephone with the Icelandair
Maintenance Control at Keflavik. He informed the
company of the failures of the basic ILS data, the lack
of flag warnings, and thereafter handed the phone
over to the technician. In agreement with the Mainten-
ance Control in Iceland, the Braathens’ technician
made BITE tests of the instrument system. When the
tests were completed, he checked the raw data for
normal indications and informed the Commander
about the results. No information of load or speed
exceedances was given to the technician. The
technician was finally asked by the Commander to
check the flaps operation. The flaps were extended
and retracted. A normal operation was indicated.

The Commander took time to give a thorough brief-
ing of what he thought had taken place to the stunned
cabin attendants. He also asked them if they wanted
to continue onwards on the scheduled flight. All five of
them agreed to continue their duties. After a
discussion with the First Officer who was concerned of
possible exceedance of maximum flaps 20 speed, the
Commander decided to continue the flight according
to schedule. The First Officer agreed to the continu-
ation of the flight. The flight crew were not at the time
aware of the fact that the aircraft had been over-
stressed. Possible exeedances of load factors were
not discussed. When the continuing passengers for
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Stockholm boarded, they also received a briefing of
the missed approach and the following ,,pitch-up®.

The flight continued to Stockholm airport Arlanda
(ESSA) and later on to Iceland. The flights were
uneventful, and all systems worked normally. During
the stop at ESSA, a phone call to the company chief
pilot was made. The Commander requested a meeting
for a debriefing of the aborted approach at Oslo airport
Gardermoen upon arrival Iceland.

After landing at Keflavik airport Iceland, the chief
pilot of the Icelandair met the crew of TF-FIO at
Reykjavik. Details from the manoeuvring of the aircraft
were given. The FDR was removed from the aircraft
upon order from the chief pilot.

The aircraft continued operating until 25th of Janu-
ary when a C-check was performed. The aircraft was
released on the 7th of February, and was flying on
scheduled flights until 13th of March when the Boeing
Company recommended further inspections after
evaluating data of the incident from the FDR.

ANALYSIS

The descent and the unstabilized approach:

The descent was started at normal time and distance
from the planned landing runway. After the descent
had been initiated, there was a change of runway; but
this made only a minor shortening of the distance. La-
ter the descent distance was shortened twice by ATC.
This, together with the strong tailwind, caused the
aircraft to become high on the approach profile.
Contributing to this incident was also the air traffic
controller’s vectoring of the airplane. To compensate,
the Commander was using speed brakes. In spite of
this, the aircraft was still high when approaching the
point of the glide path capture for runway O1L. The
Commander did not contact ATC in order to extend
the descent distance. To get rid of the high energy of
the aircraft became a problem. A stabilized approach
is critical for a safe landing. Everyone involved in the
system has an important role to play. When the last
turns were made to intercept the LLZ, they were made
too late with the result that the aircraft overshot. A new
intercept from the opposite side had to be made.
During the hearing of this report AAIB/N received the
following from CAA Iceland: ,We think that there
should be more emphasis on the captains responsi-
bility to plan his approach in such a way that a stable
approach can be made, to follow standard operating
procedures and to follow and see to it that CRM
procedures are followed. If the captain fails in his
duties, the first officer should of course draw the
captains attention to the irregularity. AAIB/N are in
agreement with this statement.

When, finally, the aircraft was stabilized on the LLZ,
it was high on the glide path, the correct flap setting
was not made, and the approach speed was varying,
being too high. The final landing checklist could not be
completed according to SOP, as the completion of this
checklist depended on being stabilized on the glide
path. The Commander analysed the situation during
the continued approach, and finally, when he also lost
raw data from the ILS on his instruments, he correctly

decided - late in the sequence - to abandon the ap-
proach and to perform a go-around. AAIB/N consider
that the Commander entered into a situation of mental
overload. The overload started when he did not
comprehend the problem being high on the descent
profile. The aircraft ended being unstabilized on the
final approach. According to SOP, the aircraft should
be in landing configuration and only very small cor-
rections to speed, power and attitude should be rend-
ered at this final stage of approach. In an approach in
marginal weather, there should normally be a high
degree of cooperation between the crewmembers.
AAIB/N have reached the opinion that sufficient
cooperation did not take place. The SOP and the flight
crew training, especially the CRM-training, should
have lead to a more active crew cooperation. The
hesitant attitude of the First Officer during the ap-
proach is considered an important factor for the unsta-
bilized approach and the Commander’s mental
overload situation. It is of no less importance the
obligation of the Commander to remind the Co-pilot of
his duties as Pilot Not Flying. The lack of call-outs re-
garding altitudes and speeds reinforced the difficult
situation that eventually developed. The decent and
approach were not performed according to the
company SOP.

The go-around:

It is difficult to fully understand why the crew unin-
tentionally entered the extreme manoeuvres following
the abortion of the approach. This part of the flight was
performed in IMC. In trying to understand why it happ-
ened, it is necessary to look into details of the ,upset*.
When the Commander finally, too late in the sequence
in the opinion of AAIB/N, decided to discontinue the
unstabilized approach, he was flying the aircraft manu-
ally. When initiating the auto ,,Go-around®, the auto
throttle became engaged, and increased automatically
the engine trust to the EPR limit. The application of the
under wing engine power also gave a pitch up
movement. The flight director pitch bar commanded a
pitch attitude of 15°. (The AFDS commanded a level
off at 2 500 ft (the last assigned altitude by ATC). The
AFDS calculates the high closure rate to 2 500 ft and
captures that altitude almost immediately; causing the
A/T to change from Go-around mode to retard power
to MCP selected speed (150 kt)). The aircraft therefore
climbed very rapidly through the MCP selected alti-
tude of 2 500 ft and with the aircraft pitch increasing to
21°. AAIB/N considers that the Commander at this
time had lost situational awareness (being ,,behind the
aircraft“). As the Commander noticed the speed to be
rapidly decreasing, he pushed the control column
forward. This was in order to follow the command of
level off at 2 500 ft. Pushing the control column
forward is also an elementary flying procedure to incr-
ease the speed and to prevent the aircraft from enter-
ing a stall. The First Officer at this time called for ,,Bug
up“. The Commander reached for and resat the MCP
speed. This was contrary to company Standard Oper-
ation Procedure. Simultaneously the Commander
continued to push the control column even more
forward. The aircraft reached a maximum altitude of 2
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895 ft and the load factor reached a negative g-value
of -0.6.

The aircraft then entered a rapid dive, and the
speed increased. Different warnings were given of
ground proximity and the command of pull up by the
aircraft systems, but not registered by the crew. The
A/T reduced the trust from 98% N1 (full power) to 45%
N1 (idle power). The negative pitch reached a maxim-
um value nose down of 49°. Up to this time the First
Officer had been somewhat passive and confused.
Now he acted as an active and co-operative crew
member and asked: ,What are you doing“ and next,
he called out: ,,Pull up!“ - ,Pull up!“. Both pilots pulled
back on their control columns, and the aircraft, after
reaching a maximum speed of 251 kt, recovered from
the dive with a clearance of 321 ft (radio height) over
the north end of the runway 01L. During the pull-up the
load factor increased to positive G-value of 3.59.

To the hearing of this report the Commander gave
AAIB/N the following statement: ,| believe my First
Officer acted as an active and co-operative crewmem-
ber throughout the flight, but in the final approach, due
to the abnormally high workload, both of us became
occupied handling details instead of looking at the
whole picture. And when we suddenly got the altitude
capture commands from our FDS, when both of us
were mindset for a go-around, we became confused
and later on the unbelievable nose down pitch atti-
tude, we became even more confused.”

The aircraft pitch then increased to about 40° nose
up, and after several abrupt control inputs, the aircraft
was levelled off at 4 000 ft. Pitch upsets are defined as
pitch in excess of 25° up and 10° down. As the pitch
values were outside these limits, the artificial horizon
indication became all brown as registered by the
Commander when the aircraft descended. This baffled
the Commander even more. (There is at least 0.25
inches of blue visible on the HSI during this situation
on the accident airplane as delivered.)

The importance of crew cooperation is imperative.
In this case, AAIB/N is of the opinion there was a
complete breakdown of crew management and a lack
of interaction at an early stage. When the confusion
started, the combination of one pilot manually operat-
ing the controls partly in opposition to the automatic
throttle movement made this ,upset” understandable.
This can be referred to as an ,automation trap“. When
»,bug-up® is selected to target speed, this command
gets cancelled by selection of ,,Flight Level Change” or
by altitude capture. The speed then becomes ,present
speed”. This caused the aircraft to act differently than
the pilots had anticipated. This resulted in confusion
and was probably a factor in causing the incident to
occur. In the opinion of AAIB/N it is not satisfactory
that a seemingly properly trained and qualified airline
crew should end up loosing control of a modern air-
liner and cause an incident like this one.

Background - training:

Selection of individual crewmembers, initial training,
type training and recurrent training in Icelandair con-
firms to the traditional pattern found in most airlines.
The training is organized in modules and subcontrac-

tors may present the different modules individually in
different locations. Each module in itself can be fully
satisfactory as far as contents and presentation is
concerned, but the challenge for the airlines oper-
ational management is to assure that the total training
program, with all its interfaces, fulfils the goal of the
operator as well as the requirements of the aviation
authorities. A Quality Assurance System with the
necessary oversight- and supervision systems are
required to monitor the complete training process to
detect possible ,glitches” in the interfaces between
modules in order to prevent latent failures in the sys-
tem.

CRM training could be used as an integration tool in
order to identify problem areas and at the same time
prepare crewmembers for better cooperation when
handling unusual and unexpected occurrences during
flight.

A system utilizing Flight Recorder Data for continu-
ous monitoring of the flight operational standard and
the effectiveness of company procedures and regu-
lations were not in use in Icelandair at the time of the
incident. Such a system, based on data from the QAR
(Quick Access Recorder), and used to collect statis-
tical data, has been found by many operators to give
valuable early warnings about problems not easily de-
tected by other means. The technical equipment
needed for the collection of such data is already in-
stalled in Icelandair’s Boeing 757 fleet.

Crew Resource Management (CRM):

CRM training is required for JAR OPS 1 operations.
The application of CRM concepts can approve crew
performance through enhanced communication train-
ing, problem solving, decision-making and workload
management. In the present situation the crew
demonstrated omission of action: ie. insufficient ap-
proach briefings, failure to administer high workload
and a lack of risk assessment - recognize failure from
standard procedures. Failures in CRM may be associ-
ated with complacency or overconfidence. An import-
ant part of pilot training today is CRM training. CRM is
not a universal recipe for safety, but a highly effective
and essential aspect of flight crew training. CRM has
passed through a number of generations during its
lifetime of less than 20 years. The original CRM was a
response to human errors, especially those associated
with ineffective teamwork and decision-making. The
fifth generation is based on the fact that there will
always be human errors and that they are inevitable.
To be effective, the training must therefore credibly
communicate the limits of human factor performance
with regard to mental capacity to function under
stress, and thus make the crew more aware of per-
sonal limits and capabilities. In addition the effect of
CRM training is dependent of different cultures under
which it is performed. In Icelandair one would presume
that all the crew have the same national culture thus
simplifying many aspects of the training. However, one
must realise that crew behaviour is shaped by three
additional cultures: professional culture, organizational
culture and the company’s safety culture. Professional
culture reflects the attitudes and values associated
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with an occupation. For pilots this often means unrea-
listic denial of vulnerability to the multiple stressors of
the occupation. Such attitudes may reduce the
acceptance of CRM training. Further we have organ-
izational culture, which is manifested in the openness
between management and employees or in the atti-
tudes and behaviour of critical role models such as air
check men. Finally a negative organizational culture
can result in CRM being viewed as yet another square
filling exercise rather than the reflection of the organ-
izations standards. Last but not least will the
company’s safety culture be manifested in knowing
channels to communicate safety concerns and a sen-
se that these should be addressed. It is essential that
training and evaluation not only focus on the avoi-
dance of error, but also on the management of error. In
accordance with this view the last generation of CRM
training is trying to get rid of the term ,pilot flying and
pilot not flying“ and substitute it with ,,pilot flying and
pilot monitoring®. In the present situation the crew did
not function as a crew, but rather as two individuals in
the same cockpit without a common plan for the flight
and landing. The CRM training they had received prior
to the incident had not been integrated in their
behaviour the way it was supposed to: ,CRM is the ut-
ilization of all available resources to achieve safe and
efficient operation to enhance the communication and
the management skills of the flight crewmember
concerned“. Lack of planning left the pilots in a
stressed state where they no longer were able to
communicate their doubts or actions. Rather than hi-
ding errors or shortcomings, the open sharing of error
and the effective management of error provide rein-
forcement of CRM practice. Lack of joint CRM training
with the rest of the crew was obvious in the way the
crew managed the situation immediately after landing:
It took some minutes before the cabin crew got any in-
formation from the cockpit about the incident, there-
fore they were not able to inform the passengers
properly about the situation or make sure the passen-
gers got a psychological debriefing immediately after
leaving the plane. The way the situation was handled
gave the passengers unnecessary problems, which
may take them some time to solve. Icelandair should
consider its plans for a colleague support program in
connection with accidents and incidents. Such
programs have proven to be helpful to pilots and cabin
attendants after stressful situations, reducing the time
away from active duty and fewer reports on delayed
emotional reactions caused by stressful experiences.

Organization and management:

Icelandair is organized and managed in accordance
with the requirements of JAR-OPS 1 and the Icelandic
CAA. Rapid expansion and recent re-organization has
resulted in ,growing pains” in the organization. And
the management, being aware of the situation, is
monitoring the process closely. An investigation of
Icelandair’s Organization and Management along the
vertical line: Philosophies, Policies, Procedures, Pract-
ices and along the horizontal line of the modules: Crew
Recruitment, Initial Training, Technical Training, Flight
Training, CRM training, Commanders Training and

Recurrent Training demonstrated certain weak points:
Philosophies and policies were not sufficiently
documented in the manuals to assure that all person-
nel respond in the required and correct manner during
operation of aircraft. Icelandair has a philosophy and a
set of policies as well as procedures and practices in
order to maximize the safety of all flights. A more cle-
ar documentation of the philosophy and the policies in
the different manuals would be of advantage to per-
sonnel at all levels of the Company.

Dispatch of aircraft from Keflavik with inoperative
equipment:

AAIB/N is of the opinion that the inoperative equip-
ment according to MEL: Right ILS, right GPS and
center autopilot did not in any way affect the operation
or performance of the aircraft with regard to the
incident over Gardermoen airport. However, the in-
operative equipment may have been a distracting fac-
tor for the Commander.

The Commander’s analysing of the situation after
landing ENGM, and his decision to continue the flight:

After the parking of the aircraft, the crew became
organized. They had been overwhelmed, stunned and
surprised of what had taken place. Between them they
discussed the incident. They were not aware of the
problems with the high load factors. The crew did not
register these values. But they were concerned about
a possible exceedence of airspeed limits. However,
they were not aware of the gross exceedence that had
taken place. The Commander’s primary concern was
the failure of the basic ILS data, and when this was
remedied by the BITE test, the remaining problem was
the overspeed. When the technician could confirm
normal operation of the flaps, the Commander
decided in co-operation with the First Officer, that the
flight could proceed according to schedule. AAIB/N is
of the opinion there should be clear, updated instruct-
ions available for the Commander whom to contact at
an outside station in case of technical problems.
AAIB/N questions the Commander’s decision to cont-
inue the flight without a more thorough inspection
made on the aircraft. Detailed information of the ser-
ious incident should have been given to a responsible
operative leader i.e. chief pilot or operational manager
before the flight was continued to Stockholm.

The situation in cabin:

It is the opinion of AAIB/N that cabin crew and passen-
gers could have been better taken care of. It is under-
standable that the lack of time and the technical
problems present put a heavy load on the Comman-
der. It is also possible that he was not aware of the
strain they had been through. According to cabin- and
passenger reports the situation in the cabin was rather
dramatic. The heavy positive and negative load factors
together with the loose items being thrown around in
the cabin were for them a scaring experience. Many
passengers have fear of flying. An incident as this one
increases the fear and uncertainty for such passen-
gers. A quick debriefing before the departing passen-
gers left the aircraft would have been a great relief for
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the concerned passengers. According to letters
AAIB/N has received, many of them were scared and
as they didn’t receive any information from the crew or
from station personnel after disembarkation, it has
taken a long time for some of these passengers to
treat the personal problems related to this flight. The
company should consider reviewing its procedures of
informing the passengers after unwanted occurrences.
The crew procedures/performance in relation to
Standard Operating Procedures (SOP):

The SOP covers in detail the handling of the aircraft
in normal and abnormal situations. AAIB/N is of the
opinion that had the company’s basic procedures
been adhered to by the crew, this incident would not
have happened. Thus the planning of the final stage of
this flight in marginal weather was not thorough en-
ough. The Commander let the flight become unstabil-
ised in speed and attitude. Correct call-outs were not
made. A detailed plan for a possible go-around was
not made. The final check list could not be completed
since the final flap setting had not been made. The
approach was aborted late on final in spite of the flight
not being stabilized in correct configuration in IMC at
1 000 ft AAL. It is possible that the airport’s relatively
high elevation may have been of importance in this
case. Most of the airports which are used by Iceland-
air crew are situated at or close to sea level.
Gardermoen’s elevation is 681 ft. When finally the go-
around was started, the Commander let the airplane
fly away from him, and the crew cooperation broke
down. All these details are covered in the SOP.

CONCLUSIONS

General:

- The flight from Keflavik airport to Oslo airport
Gardermoen was uneventful until the descent was
started.

- The descent and approach was made in strong
tailwind.

- The aircraft overshot of the LLZ initially.

- The aircraft descended on the LLZ unstabilized in
height and speed.

- After the Commander started the missed ap-
proach, the aircraft entered a dramatic manoeuvre
with exceedences in pitch, speed and load fac-
tors.

- After the landing, the Commander was concerned
primarily regarding the ILS raw data failures and
not so much regarding the exceedences.

- The flight continued to Stockholm airport Arlanda
and back to Keflavik airport without a thorough
technical inspection to be performed.

The aircraft:

- The aircraft had been maintained and was
serviceable with no significant defects. The equip-
ment not being operative upon departure Keflavik
did not have any effect regarding this incident.

- The raw data information of the ILS on the
Commander’s flight instruments disappeared
intermittently at times during the approach to
Gardermoen.

- The mass and balance of the aircraft were within
the normal operating limits at the time of the
incident.

- The aircraft did not receive any damage during the
~upset” in spite of the exceedences of both speed
and load factors. As a precaution some compo-
nents were later replaced.

Flight Operations:

- A comprehensive Flight Operations Manual,
supplemented by Aeroplane Operating Manual,
Route Manual and Training Manual controls the
different aspects of Flight Operations.

- Crew selection, initial technical- and flight training
and recurrent training satisfy the requirements
from the authorities.

- The Company was at the time of the incident not
utilizing a systematic analysis of flight recorder
data of all flights for supervision, control and moni-
toring of the Company’s operational standard.

- A more clear documentation of the philosophy and
the policies in the different manuals would be of
advantage to personnel at all levels of the
Company.

The crew:

- The crewmembers were properly licensed.

- Working hours and rest periods prior to the
incident were within the limits prescribed by regu-
lations.

- The proficiency checks for both pilots were valid.

- Both pilots had gone through the company’s
technical and operational flight training without
waivers.

- Both pilots had
company training.

received the planned CRM

Organisation and management:

- lcelandair is organized and managed in accor-
dance with the requirements of JAR-OPS 1 and
the Icelandic CAA.

- A more clear documentation of the philosophy and
the policies would be of advantage to personnel in
the company.

SAFETY RECOMMENDATIONS

AAIB/N recommends:

1. That the aviation community should review the
operational procedure regarding discontinued
approaches. The company should also review the
flight crew training regarding an unstabilized ap-
proach followed by a go-around (Recommenda-
tion no 4/2003).

2. That the company should consider its plans for
colleague support in relation to accident and
incidents (Recommendation no 5/2003).

3. That the company should consider utilizing the
quick access recorders for continuous monitoring
of flight operations standards (Recommendation
no 6/2003).

4. That CAA/N should consider the effect of ATC
shortening the approaches in IMC for airline-crew
with possible limited experience of the Oslo area,
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and the effect it has on the crew’s ability to man-
age the aircraft energy and to stabilize the app-
roach (Recommendation no 7/2003).

3. Flugumferdaratvik TF-FIP og LN-RON
vid Arlanda flugvéll 25. januar 2002

Enduratgafa RNF & skyrslu seensku rannséknarnefnd-
arinnar er dagsett 27. jantar 2003 (M-01602/AIG-05)

FACTUAL INFORMATION

History of the flight:

During the morning of the 25th of January 2002 at
Stockholm/Arlanda airport, runway 01L was being
used for departing aircraft and runway 26 for landing
traffic. The new air traffic control tower was in oper-
ation and a tower controller was present at position
TWR-W for departing traffic, another at position TWR-
E for arriving traffic. The visibility was good with scatt-
ered clouds at 2,000 feet. Air turbulence in the area
had been reported by arriving aircraft and an approach
had been discontinued earlier that morning due to
strong gusty winds. 50% of the surface of runway 26
was covered by approximately 1 mm of ice.

Aircraft A, an MD-81 with flight number SAS 1551,
had received clearance to line-up on runway 01L to
begin a flight to Amsterdam. At the same time, aircraft
B, a B-757 with flight number ICE 306, had initiated
the approach to runway 26. The aircraft commander
has stated that the approach proceeded normally but
that the wind was unstable. They received landing
clearance from the tower controller and at the same
time received instructions that in the event of a missed
approach, they were to maintain runway heading and
climb to 1,500 feet. When the aircraft had passed the
runway threshold and was at a height of a few meters
over the runway, the crew initiated a missed approach
due to the fact that the wind in combination with the
runway conditions had such values that they no longer
satisfied the airline’s minimum limits for a safe landing.
Thereafter they followed the missed approach
instructions they had received from the tower control-
ler. When they had climbed to between 1,000 and
1,500 feet they received a TCAS-warning (advisory).
Thereafter they received radar vectoring for a new
approach to runway 26.

When the tower controller at position TWR-W
observed that ICE 306 had passed over the threshold
of runway 26, he judged that the aircraft would land
and issued takeoff clearance to SAS 1551. Immedi-
ately thereafter he observed that ICE 306 had initiated
a missed approach and then transmitted the following
instruction to SAS 1551 ,Scandi 1551 stop immedi-
ately, | say again stop immediately“. When he saw that
the aircraft did not slow down he inquired ,1551 did
you get that?“, but did not receive any answer from the
crew.

The pilots on board SAS 1551 did not hear the
message to reject the takeoff roll, but continued the
takeoff and lifted off from the runway. When the aircraft
commander, who was the PNF, leaned forward in order

to reach the landing gear handle, he saw the climbing
ICE 306 on the right side of the aircraft. He then assu-
med control of the aircraft and decreased the climb
rate so that they passed beneath ICE 306. Simulta-
neously they received traffic information from the air
traffic controller in the form of ,,1551, you have the
traffic 12 o’clock now from right to left?“. The first
officer answered ,Yeah we have traffic passerat
Scandinavian 1551, Subsequent to the near miss, the
flight continued normally.

The incident took place at position 5939N 01755E;
between 300 and 570 meters above sea level.

ANALYSIS

The near-miss incident:

The prevailing weather conditions at Stockholm/Ar-
landa airport were such that the tower controller who
was responsible for departures on runway 01L had
good visual contact with both SAS 1551 which was
lined up in take-off position and with ICE 306 on final
approach to runway 26. When ICE 306 had passed
overhead the threshold to runway 26 and everything
looked normal, he made the judgement that ICE 306
would complete the landing. He then issued takeoff
clearance to SAS 1551. When he looked back towards
runway 26 he observed that ICE 306 had initiated a
go-around. He acted promptly and issued the stop
message according to existing regulations before
TWR-E had the time to trigger the warning signal. The
air traffic controller acted in complete accordance with
existing regulations and practice. The tower controller
for runway 26 arrivals acted according to the regu-
lations as well, when he warned that the landing had
been aborted. The crew on board SAS 1551 received
takeoff clearance and initiated their takeoff. The cause
for them not reacting to the stop message and thus
carrying out their takeoff is discussed below. When the
aircraft lifted off from the runway the aircraft com-
mander observed the converging course of ICE 306
from the right side of the aircraft. Through his immedi-
ate takeover of aircraft control and reduction of aircraft
climb rate, he was able to avoid the two aircraft com-
ing any closer to each other. According to MUST’s
assessment, the minimum separation between the
aircraft was 75-100 meters horizontally and about 300
meters vertically. In the absence of this maneuver the
separation would have been less and the incident
more serious.

The radio communication:

The crew on board SAS 1551 did not hear the stop
message from the air traffic controller. It has not been
possible to establish with certainty that the trans-
mission from the tower controller reached the cockpit
speaker system on SAS 1551, as the information
recorded on the aircraft’s CVR during the takeoff was
erased during rerecording as the flight continued.
Furthermore, it is not possible to determine what was
transmitted from the tower by means of the equipment
at Arlanda due to the fact that the recording does not
take place via the transmitter. It can be considered as
probable that the transmission was heard in the cock-
pit because the crew heard the radio communication
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prior to the stop message and the first officer heard
and answered the subsequent radio communication.
There was most likely no other aircraft on the
frequency at the time, which could have blocked the
transmission. The probable cause of the crew not not-
icing the stop message was that it came during a
stage of the takeoff when their attention was complet-
ely directed at steering the aircraft, monitoring engine
instruments and giving and responding to checklist
items. Even when the air traffic controller attempted to
get the stop message confirmed by transmitting ,,1551
did you get that®, the pilots unconsciously prioritized
other cockpit duties. Also, they probably did not notice
anything abnormal that could have caused them to be
more aware of instructions from the air traffic control-
ler, which would have got them to reject the takeoff.
When rejected takeoff is practiced in the simulator the
pilots are prepared to stop. This expectation causes
one to react immediately to the stop order. In contrast
to reality, the environment in a simulator is free from
outside disturbances.

When the aircraft commander leaned forward in
order to move the landing gear handle, he observed
ICE 306 and became occupied with taking over
control of the aircraft. The first officer understood a
portion of the message but interpreted it as directed to
someone else. Earlier in the day the crew had perfor-
med another flight with another numerical callsign. It is
therefore possible that a radio call stating the word
»~Scandinavian® might have captured the crew’s
attention better than one using only the flight number,
which is often changed for each flight. Due to prescri-
bed terminology the complete callsign ,,.Scandinavian
stop immediately” shall be repeated. The air traffic
controller used, for the most part, prescribed termin-
ology, ,Scandi stop immediately“, in his message that
the takeoff was to be discontinued. Despite this the
message was not perceived. Statens Haverikom-
mission (SHK) draws from this the conclusion that the
conventional terminology is insufficient to be app-
rehended by the crew in a situation entailing high
working stress.

It can be questioned if the phrase ,,stop immedi-
ately” is suitable to be used in order to stop aircraft on
takeoff roll; as it can even be used for other traffic on
the airport area.

A Norwegian investigation dealt with a situation
when a departing aircraft did not hear or become
aware that there was another aircraft on the runway
and that they were to hold their position. SHK concurs
with the opinion of the Norwegian Accident In-
vestigation Board that the use of headsets can increa-
se awareness of what it said on the radio. In the
incident under investigation, it was probably more a
case of total focus on the takeoff procedure. As the
risk that a conflict can arise is greater at airports that
operate with converging runways, there is reason for
pilots on such occasions, as far as it is practicably
possible, to be especially aware of the other traffic and
mentally prepared for possible unexpected directives
from air traffic control.

The runway combination-takeoff runway 01L/ landing
runway 26:

Operational problems that may arise in connection
with the use of runways with converging directions are
well known. This is also why the air traffic control
service at Stockholm/Arlanda airport attempts, to the
greatest possible extent, to avoid the use of the
runway combination with departures on runway 01L
and arrivals on runway 26. During certain wind
conditions however, one is forced to use this com-
bination so as not to inhibit the flow of air traffic. The
occurrence shows that those measures that have
been taken as a result of earlier incidents are not
sufficient. Even if the use of this runway combination
is expected to decrease in connection with the third
runway becoming operational, there will however even
in the future be situations when it will become
necessary to utilize the runway combination 01L and
26. It should therefore be considered whether
additional operational procedures and improvements
should be introduced during the use of the runway
combination 01L and 26, in order to reduce the risk of
a collision incident occurring. Further, additional met-
hods should be developed that shall simplify the air
traffic controller’s ability to judge when an aircraft can
safely be considered to have landed.

CONCLUSIONS

Findings:

- The pilots were qualified to perform the flight.

- The aircraft had valid certificates of airworthiness.

- SAS 1551 had received takeoff clearance.

- ICE 306 had received landing clearance.

- The air traffic controllers handled the aircraft refer-
red to according to applicable routines.

- The pilots on board SAS 1551 did not hear the
stop order from the air traffic controller.

- It has not been possible to determine in retrospect
if the stop order was audible in the aircraft
loudspeaker system.

- The closest distance between the two aircraft was,
according to MUST, 75-100 meters laterally and
about 300 meters vertically.

- Shortcomings exist in the working methods util-
ized during the use of the runway combination
with takeoff from runway 01L and landing runway
26.

Causes of the incident:

The incident was caused by takeoff clearance being
issued, according to existing practice, to SAS 1551
simultaneously as ICE 306 initiated a missed approach
and that the attempt to stop SAS 1551 was not app-
rehended by the crew of that aircraft.

SAFETY RECOMMENDATIONS

The Civil Aviation Administration is recommended to:

1. develop methods for air traffic controllers to judge
when an aircraft can safely be considered to have
landed (previously rendered recommendation from
SHK in report C1998:6),
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2. develop terminology to be used in emergency situ-
ations that has the greatest possibility of being
apprehended by pilots working under high stress
and

3. consider if additional operational procedures and
improvements should be introduced during the
use of the runway combination 01L and 26 in order
to decrease the risk that a collision incident should
arise.

4. Flugatvik TF-FTL vido Hoskuldarvelli 11.
mai 2002

Skyrsla RNF var gefin ut 24. janaar 2003 (M-
02602/AIG-08)

HELSTU STADREYNDIR

Um flugio:

Laugardaginn 11. mai fér flugkennari Flugskéla Islands
med nemanda i kynningarflug a flugvélinni TF-FTL sem
er af gerdinni Cessna 152. Flugkennarinn undirbjo
flugid med hefdbundnum haetti og framkvaemdi hann
medal annars fyrirflugsskodun. Vid skodunina tok hann
eftir 6hreinindum i eldsneyti flugvélarinnar og ték pvi
prisvar sinnum eldsneytissyni Ur blondungsbolla
(Strainer) til pess ad fa hreint eldsneyti i synatdkuglas.
Ohreinindin voru baedi vatn og agnir. Flugtak var um kl.
15:20 fra Reykjavikurflugvelli og flaug flugkennarinn til
fingasvaedis a Reykjanesi (Sudursvaedi) par sem ym-
ist kennarinn eda nemandi voru vid stjornvél flugvélar-
innar. Eftir u.p.b. 20 mindtna flug dkvad flugkennarinn
ad framkvaema aefingu, sem setur neikveett pyngdarafi
a flugvélina, til pess ad leyfa nemandanum ad upplifa
slikt. ZAZfingin var framkveemd i u.p.b. 2500 feta haed
nordan vid Hdskuldarvelli, austan vid Keili. Vid eefing-
una missti hreyfill flugvélarinnar afl og fér ad ganga 6-
reglulega. Flugkennarinn reyndi ad auka afl hreyfilsins
med pvi ad yta eldsneytisgjofinni fram en hreyfillinn
nadi pratt fyrir pad ekki nema 1000 snuningum & min-
Utu. Hann setti pa bléndungshitara a og feerdi jafnframt
eldsneytisgjofina fram og til baka nokkrum sinnum. Vid
pad jokst afl hreyfilsins litilega en minnkadi fljétlega
aftur. Par sem flugvélin hélt ekki flughaed akvad flug-
kennarinn ad undirbla naudlendingu a graslendi a
Hoskuldarvollum. Neydargatlisti var yfirfarinn og flug-
kennarinn naudlenti sidan flugvélinni afallalaust a gras-
lendinu um kl.15:40.

UMFJOLLUN OG NIDURSTAPA

Flugkennarinn framkvaemdi eefingar sinar i Sudursvaedi
og var staddur skammt fra H&skuldarvéllum pegar
hreyfillinn missti afl. Flugkennarinn beitti réttu verklagi
vid undirbuning og framkvaeemd naudlendingarinnar.
Vid rannsokn RNF fundust éhreinindi og vatn i elds-
neytiskerfi flugvélarinnar. Ekki reyndist unnt ad rekja
hvernig éhreinindin og vatnid komust i eldsneytiskerf-
id. Jafnframt fannst adskotahlutur i bldndungnum og
var heldur ekki unnt ad finna Ut hvernig hluturinn komst
inn i bléndunginn. Engar upplysingar lagu fyrir um
hvenzer bléndungsbolli var sidast hreinsadur eda
hvenaer bléndungurinn var sidast opnadur. Nylegt

eldsneytislok var & 66rum tanki flugvélarinnar og var
ekki unnt ad rekja pad hveneer pvi var komid fyrir. Pa
voru itrekud tilvik par sem vatn og 6hreinindi fundust i
eldsneytiskerfi flugvélarinnar vid fyrirflugsskodanir ekki
skrad i flugdagbok hennar.

RNF telur liklegt ad 6hreinindi og vatn hafi komist
inn i eldsneytiskerfi TF-FTL pegar flugvélin st6d énot-
ud i téluverdan tima i flugskyli flugskolans. Fram kom
vid rannsdknina ad hluta pess tima vantadi annad
eldsneytislokid a flugvélina. Flugskyli® sem um raedir
er naleegt flugpjonustusveedi par sem flugvélum er lagt
og peer gangsettar daglega og berst ryk og sandur inn
i skylid. Eftir ad flugvélin var aftur tekin i notkun eftir
hreyfilskipti var eldsneytiskerfi hennar ekki hreinsad
sérstaklega og afrennslisop a botni flugvélarinnar var
ekki opnad. Ohreinindi og vatn safnadist pvi saman vié
afrennslisopid sem er laegsti punktur kerfisins og barst
med eldsneyti vid notkun flugvélarinnar til bléndungs-
bollans.

Ad mati RNF hefdi eldsneytisleki er vart vard vid a
Selfossi premur dégum fyrir atvikid, sem og itrekud til-
felli par sem 6hreinindi og vatn fundust i eldsneytissyn-
um vid fyrirflugsskodanir, att ad gefa tilefni til frekari
skodunar a eldsneytiskerfi flugvélarinnar.

Liklegasta orsok gangtruflana og afltaps hreyfils
flugvélarinnar er ad mati RNF ad adskotahlutur, flaga i
bléndungnum, hafi borist fyrir inntak Udastuts blénd-
ungsins og stiflad hann pegar flugkennarinn var ad
framkvaema aefingar. Vid petta stddvadist eldsneytis-
flaedid til hreyfilsins pannig ad hann missti afl. Par sem
eldsneytisfleedid var o6hindrad um heegagangsrasir
bléndungsins gekk hreyfillinn edlilega pegar eldsneyt-
isgjof var stillt & haegagang. Ekki er haegt ad segja til
um bad med fullri vissu hvernig adskotahluturinn
komst inn i blédndung hreyfilsins. Liklegt verdur p6 ad
telja ad petta hafi gerst pegar bléndungurinn var opn-
adur vegna vidhalds eda vid hreinsun a siu bléndungs-
ins vid reglubundid vidhald.

Arid 1995 voru tvo flugslys (M-07595/AIG-06 og M-
12495/AIG-13) vegna ohreininda i bléndungi flugvéla,
par sem annarsvegar matti rekja orsok til adskotahlut-
ar er stifladi Udastut bléndungs (samskonar flugvél) og
hinsvegar til Iélegs astands bléndungs par sem hann
lak og i honum fundust 6hreinindi.

| kjolfar pessara slysa gerdi RNF tilldgu i 6ryggisatt
er vardar nakvaemar skyrslur um grannskodanir sem
framkvaemdar eru & ihlutum.

TILLOGUR UM URB/ZATUR

| FLUGORYGGISMALUM

RNF beinir pvi til Flugmalastjérnar ad:

1. Hun geri radstafanir sem tryggi ad vidhaldsadili
Flugskola islands tileinki sér agadri vinnubrégd og
fylgi eftir leidbeiningum framleidanda flugvéla um
vidhald og eftirlit eldsneytiskerfa peirra.

2. Hun gangi eftir pvi ad verklag vid skraningu fravika
i flugdagbaekur, svo sem leka eda ohreininda i
eldsneytiskerfi, sé fylgt eftir af flugménnum, flug-
kennurum og nemendum Flugskola islands.
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5. Flugslys TF-POU vid Forseeti 1. juni
2002

Skyrsla RNF var gefin ut 28. agust 2003 (M-
03502/A1G-09)

HELSTU STADREYNDIR

Um flugié:

Laugardaginn 1. juni 2002 for einn eigenda flugvélar-
innar TF-POU sem er af gerdinni Piper PA28-140 i flug
fra Vestmannaeyjum til ad framkveema aefingar fyrir
haefnipréf sem hann atti ad fara i neesta dag. Flugaaet!-
un var gerd fyrir flug um undirlendi Sudurlands i eina
klukkustund og fimmtan mindtur. Eftir hefdbundinn
undirbuning med fyrirflugsskodun var flugtak fra Vest-
mannaeyjaflugvelli kl. 20:35. Flogid var yfir sudur-
stréndina og padan ad flugvellinum a Geitarmel par
sem framkvaemdar voru nokkrar snertilendingar. Lend-
ingaraefingar voru jafnframt framkveemdar a flugvéliun-
um a Gunnarsholti, Hellu og Litla-Odda. Ad peim lokn-
um akvad flugmadurinn ad koma vid og lenda a flug-
vellinum a Forsaeti 48ur en hann héldi til baka til Vest-
mannaeyja en hann hafdi nokkrum sinnum lent a peim
velli adur. Stefnan var pvi tekin a Forsaeti og flogid
pangad i um 1000 feta haed. Ad sdgn flugmannsins
nalgadist hann flugvéllinn a Forsaeti Ur austnordaustri
og var adflugid edlilegt til lendingar a braut 22 ad hans
mati. Hann flaug flugvélinni inn a vinstri pverlegginn og
beygdi fljétlega inn & langa lokastefnu. Ad ségn flug-
mannsins var lokaadflugid flogid & um 80 milna hrada
med full veengbérd og midadi hann adflugid vid ad
lenda flugvélinni rétt innan vid pann stad sem hann
taldi vera flugbrautarendann. Sjénarvottar sem voru
stadsettir naleegt flugvellinum sau flugvélina nalgast
flugbrautina a lokastefnunni og veittu pvi athygli hve
reist flugvélin var i adfluginu og éedlilega lagt pannig
ad hun stefndi 4 raflinu sem var i adflugsstefnunni. Sau
sjonarvottarnir sidan flugvélina fljiga a raflinuna og
brotlenda um 150 metra fra flugbrautarendanum. Lys-
ing flugmannsins a atburdarasinni var pannig ad peg-
ar flugvélin var ad nalgast pann stad sem hann taldi
vera enda flugbrautarinnar kom skyndilega mikill
hnykkur & flugvélina, nef hennar beindist nidur og hun
skall til jardar. Flugmadurinn komst sjalfur at dr flakinu
omeiddur og var buinn ad slokkva a hofudrofa rafkerf-
isins, loka fyrir eldsneytid og slokkva a neydarsendi
flugvélarinnar pegar vegfarendur komu ad slysstadn-
um.

UMFJOLLUN OG NIBURSTAPA

Flugmadur TF-POU akvad ad koma vid og lenda &
flugvellinum & Forsaeti adur en hann héldi heim & leid
til Vestmannaeyja. Haegvidri var a Forsezeti og bjart. Ad-
flug var hafid til lendingar & flugbraut 22 Ur nordaustri
og kom flugvélin inn a vinstri pverlegg og beygdi sidan
a lokastefnu nokkud langt fra flugvellinum.

Raflina er i adflugstefnu inn & braut 22 og er hun 200
metra fra flugbrautarendanum i um 7 metra haed yfir
jordu. Flugbrautarendinn er égreinilegur en préskuldur
flugbrautarinnar er audkenndur med appelsinugulum
héttum. Moldarsvaedi er & milli raflinunnar og flug-
brautarendans og liggja skil um 50 metra fra flugbraut-
arendanum milli pess og grassveaedis sem naer ad flug-

brautinni sem er grasbraut. Onnur skil eru um 220
metra fra flugbrautarendanum par sem vegur liggur
bvert 4 adflugsstefnuna. | athugasemdum vid flugvéll-
inn & Forsaeti i Flugmalahandbdk Flugmalastjérnar
kemur fram ad raflina er 200 metra fra flugbrautarend-
anum.

Pad er alit RNF ad flugmadurinn hafi ekki undirbuid
adflug sitt ad flugvellinum & Forsaeti naegjanlega vel og
alitid moérk moldarsvaedis sem er vid enda flugbrautar-
innar vera flugbrautarendann. Adflugid var pvi fram-
kveemt i of litilli haed. | lokaadfluginu sa flugmadurinn
ekki raflinu sem var pvert & adflugsstefnuna pannig ad
flugvélin flaug a linuna. Raflinan slitnadi vid areksturinn
en adur en linan slitnadi hafdi dregid pad mikid ar
hrada flugvélarinnar ad hun ofreis og brotlenti.

TILLOGUR UM URBZATUR
i FLUGORYGGISMALUM

RNF beinir pvi til Flugmalastjérnar, Landsvirkjunar,
RARIK og Simans ad peer:

Vinni saman ad pvi ad draga Ur slysahaettu vegna
loftlina naleegt flugbrautum i samraemi vid hindrana-
merkingar i vidbeeti 14 vid Alpjédaflugmalasattmalann.

6. Flugatvik TF-ULF yfir Dagverdarnesi
21. juni 2002

Skyrsla RNF var gefin Gt 8. mai 2003 (M-04602/AIG-
15)

HELSTU STADREYNDIR

Um flugié:

Fdstudaginn 21. juni 2002 hugdust tveir eigendur flug-
vélarinnar TF-ULF sem er af gerdinni Jodel D 140C
fara i flug fra Tungubdkkum i Mosfellssveit ad Holti i
Onundarfiri. Eftir hefdbundinn undirbuning med fyrir-
flugsskodun var flugtak fra Tungubdkkum um Kl
19:25. Flogid var i samfloti vid nokkrar adrar flugvélar
og var stefnan tekin vestur & Myrar. Padan var flogid
nordur yfir Snaefellsnes og yfir i mynni Hvammsfjardar.
Um kl. 20:10 pegar TF-ULF var yfir Dagverdarnesi vid
Klofning i um 4000 feta haed tok flugvélin skyndilega
ad hristast mikid. Flugmadurinn dré aflid af hreyflinum
og beindi nefi flugvélarinnar fram til ad setja hana a
besta svifthrada. Vid pad dré nokkud ur hristingnum en
hann var pé afram toluverdur. Tok nu farpeginn, sem
einnig er reyndur flugmadur, vid stjérn flugvélarinnar.
Hann dr6 Gt bléndustillinn til ad slékkva a hreyflinum
og beindi neest nefi flugvélarinnar upp a vid til ad
minnka flughradann og stédva snuning hreyfilsins.
Pegar hreyfillinn stédvadist heetti hristingurinn og sau
ba flugmennirnir ad hluti af 68ru bladi loftskrdfunnar
hafdi brotnad af. Farpeginn flaug flugvélinni i svifflugi
yfir Skardsstrond og leitadi ad hentugum stad til ad
naudlenda &. Eftir um 15 km svif lenti hann flugvélinni
& tani vid baeinn A 4 Skardsstrond.

UMFJOLLUN OG NIDURSTAPA
Ljost er ad loftskrifa TF-ULF brotnadi sokum malm-
preytu i 66ru skrufubladinu vegna langvarandi sveiflu-
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kennds alags. Alagid & skrafuna var hinsvegar svo |itid
ad pad er oliklegt ad pad hafi komid malmpreytu-
sprungu af stad. Efnisgallar fundust vid yfirbord loft-
skrufunnar & pvi svaedi sem malmpreytan hofst en gall-
arnir voru pad smair ad peir einir gatu ekki komid
malmpreytusprungu af stad.

Lofthaefifyrirmaeli sem vérdudu loftskrufu flugvélar-
innar voru gefin ut arid 1969 og i peim var medal ann-
ars krafist ad skrafan yrdi ekki notud til lengri tima a
snuningshrada milli 2150 til 2350 snuninga & mindtu
par sem slik notkun gaeti komid af stad malmpreytu og
hugsanlega leitt til pess ad loftskrifan brotnadi. Vid
rannsoknina kom fram ad pessum loftheefifyrirmaelum
var framfylgt a TF-ULF. Engar upplysingar var hinsveg-
ar ad finna i vidhaldsgégnum flugvélarinnar um hvenger
fyrirmaelunum var framfylgt né hver gangtimi loftskruf-
unnar var pegar pau voru framkvaemd. Loftskrufa flug-
vélarinnar var framleidd 1963 eda 6 arum adur en loft-
haefifyrirmeelin komu ut.

Annad blad loftskrufu flugvélarinnar haféi verid rétt
eftir ad pad bognadi i dhappi arid 1996. Ekki komu
fram gdgn vid rannsoknina um pa vidgerd pannig ad
ekki var haegt ad segja til um hvort blad loftskrafunnar
hafdi bognad.

Snuningshradameelir flugvélarinnar starfadi edlilega
vid profun en vid rannsoéknina kom i ljos ad nal maelis-
ins var bogin pannig ad nalarendinn var um 5 mm fra
meelisskifunni. Par sem snuningshradamezelirinn var
stadsettur haegra megin i maelabordinu gaf petta peim
sem flygur flugvélinni Ur vinstra saetinu skakka mynd af
snuningshradanum. Astaedan fyrir pessu er svokéllud
syndarfeersla sem er pekkt vandamal vid meela par
sem nal er notud til ad syna lesningu a meelisskifu. Til
pess ad lesa rétt af maelinum purfti ad horfa beint
framan & hann pannig ad flugmadurinn sem flaug flug-
vélinni Ur vinstra saeti hennar vard ad halla sér yfir
haegra saetid til ad sja beint & meelinn.

Pad er mat RNF ad loftskrufa TF-ULF hafi brotnad
vegna pess ad malmpreytusprunga myndadist fra
galla undir yfirbordi skrdfunnar. Liklegasta orsok pess
ad sprungan myndadist var ad hreyfill flugvélarinnar
var starfraektur & snuningshradasvidi sem framkallar
titring af sOmu tidni og eigintidni efnis skrdfunnar.
Hugsanlegt er ad petta hafi gerst adur en loftheefifyrir-
meelin, sem vorudu vid notkun loftskrifunnar & pessu
snuningshradasvidi, voru gefin ut. Eftir ad malmpreytu-
sprungan hafdi myndast steekkadi hun i hvert skipti
sem loftskrufan var starfraekt til lengri eda skemmri
tima & snuningshradasvidinu. Ljost er ad petta hefur
tekid langan tima en a endanum var sprungan ordin
bad I6ng ad burdurinn i pvi efni sem eftir var neegdi
ekki til ad halda loftskrufunni saman.

RNF telur hugsanlegan medverkandi patt vera ad
nal snuningsradameelis flugvélarinnar var bogin og
vegna stadsetningar snuningshradameelisins haegra
megin i maelabordinu gaf pad flugmanni ranga mynd af
raunverulegum snuningshrada hreyfils flugvélarinnar.
Jafnframt telur RNF mogulegt ad alag sem kom a
skrdfuna vid S6happid 1996 hafi getad haft ahrif a
myndun og vOxt malmpreytusprungunnar.

TILLOGUR UM URB/ZATUR

| FLUGORYGGISMALUM

RNF beinir pvi til Flugmalastjérnar ad hun:

1. Sjai til pess ad snuningshradameelar flugvéla med
»~Sensenich“ 76EMM loftskrufur og ,,Lycoming“ O-
360 hreyfla med holan sveifaras verdi kvardadir
med reglulegu millibili.

2. Upplysi flugmenn og flugvélteekna um syndar-
feerslu (,parallax”) i maeliteekjum og haettuna sem
henni getur fylgt.

3. Tryggi i eftirliti sinu med vidhaldi litilla flugvéla ad
vidhaldsadgerdir & flugvélum og ihlutum peirra séu
skradar & videigandi hatt i vidhaldsdagbaskur
og/eda vinnupappira. RNF hefur gert samskonar
tilldgu adur, m.a. eftir rannsokn a flugslysi TF-HRB
5. juni 1995 (M-07595).

7. Flugatvik TF-LIF sudvestur af Reykja-
nesi 30. juni 2002

RNF lauk malinu med bdkun 3. oktdober 2003 (M-
04802/AIG-16)

Pyrlan TF-LIF sem er af gerdinni Eurocopter AS 332
var i sjukraflugi sudvestur af Reykjanesi pegar allur raf-
straumur for af rafkerfi hennar vegna bilunar. Raf-
straumur kom a aftur eftir endurraesingu rafkerfisins
um 30 sekindum sidar og hélt pyrlan flugi sinu afram.
Ekkert 6edlilegt kom fram vid bilanaleit og préfanir
taeknimanna eftir lendingu og voru hlutar rafkerfisins
sendir utan til frekari rannsdknar. Upplysingar barust
fra Eurocopter, framleidanda pyrlunnar, par sem fram
kemur ad teering hafi fundist i rafmagnsboxi og tengi
fyrir leidslu Ur boxinu til rafgeymis pyrlunar hafi verid
brotin. Eurocopter hefur i kj6lfarid gert breytingar a vio-
haldsaaetlunum vardandi pessi atridi.

8. Flugslys TF-ABJ vid Akureyri 3. juli
2002

Skyrsla RNF var gefin ut 30. desember 2003 (M-
04902/AIG-17)

HELSTU STADREYNDIR
Um flugié:
Flugmadur lagdi af stad um kl. 11:00 pann 3. juli 2002
i reynsluflug fra Akureyrarflugvelli & flugvélinni TF-ABJ
sem er heimasmidud listflugvél af gerdinni Pitts S1S.
Flugvélin haféi verid i vidhaldi & flugvélaverkstaedi a
Akureyrarflugvelli en hin var i eigu kunningja flug-
mannsins. Reynsluflugi® var framkvaemt i samradi vid
eigandann en hann hafdi ordid var vid titring i hreyflin-
um vid listflugssyningar & Akureyri skdmmu adur. |
undirbuningi fyrir flugi® framkvaemdi flugmadurinn fyr-
irflugsskodun og taldi hann eldsneytismagnid duga til
einnar og halfrar klukkustundar flugs. Vid mat & elds-
neytismagni flugvélarinnar studdist hann vid eldsneyt-
ismeeli hennar sem er gegnsae plastslanga og & hin ad
syna haed eldsneytis i eldsneytisténkum flugvélarinnar.
Flugmadurinn profadi gang hreyfilsins & jordu i sam-
vinnu vid flugvirkja sem hafdi séd um vidhald a honum.
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Ad pvi loknu tok flugmadurinn a loft og profadi gang
hreyfilsins & flugi. Eftir ad hafa sannreynt pad ad
hreyfillinn starfadi edlilega héf hann listflugseefingar i
grennd vid Akureyrarflugvoll.

Eftir um pad bil 30 minutna flug dkvad flugmadurinn
ad koma inn til lendingar. | um pad bil 1.800 feta haed
undan vindi sudvestur af flugbraut 01 missti hreyfillinn
skyndilega afl og beindi flugmadurinn pa nefi flugvélar-
innar nidur til pess ad vidhalda um 90 milna (MPH)
hrada og breytti stefnu i att ad flugvellinum. Hann
reyndi ad daela eldsneyti til hreyfilsins med handdaelu
flugvélarinnar i peim tilgangi ad raesa hreyfilinn a ny.
Vid pad tok hreyfillinn adeins vid sér en stddvadist fljot-
lega aftur.

KI. 11:31 tilkynnti flugmadurinn flugturninum ad
hreyfillinn hefdi misst afl. Flugumferdarstjori a vakt i
flugturninum leit pa i att til sudurs og sa flugvélina i
pann mund sem hudn brotlenti sudur af brautarenda
flugbrautar 01. Flugvélin skemmdist mikid. Flugmadur-
inn var med hjalm a héfdi en liklegt er ad hann hafi rot-
ast vid brotlendinguna. Hann rankadi vid sér stuttu sio-
ar og komst sjalfur at ur flakinu. Hann for i skodun a
sjukrahusi og reyndist ekki slasadur en fann po fyrir
eymslum i fétum og baki. Flugvélin er pannig hénnud
ad jarngrind er 16gd i boga aftan vid héfud flugmanns
sem hefur asamt hjalminum liklega komid i veg fyrir
frekari meidsl hans.

UMFJOLLUN OG NIDPURSTAPA

Tilgangur flugsins var reynsluflug i kjolfar vidgerdar a
hreyfli flugvélarinnar. Pegar hreyfillinn reyndist starfa
edlilega tok vid aefingaflug med listflugsaefingum.

i undirbuningi flugsins notadi flugmadurinn ekki par
til gerda stiku sem stadsett var i flugvélinni til pess ad
meela eldsneytismagn i ténkum hennar heldur notadi
hann eldsneytismeeli flugvélarinnar eins og hann var
vanur ad gera a sinni eigin flugvél sem er utbuin med
svipudum heetti.

Vid smidi flugvélarinnar var gerd breyting a elds-
neytiskerfi hennar med pvi ad tengja litinn safntank vid
adaltankinn. Tengingu & eldsneytismeeli var einnig
breytt med pvi ad tengja eldsneytismeelinn vid safn-
tank hennar og adaltank flugvélarinnar i stad pess ad
tengja hann einungis vid adaltankinn. Vid rannséknina
kom fram ad breyting a tengingu meelisins gat orsakad
tregdu a eldsneytisflaedi um maelinn og leitt til pess ad
eldsneytismeelirinn gaf ekki rétta mynd af eldsneytis-
magni i tdnkunum. Einnig var 16gd lykkja a leid elds-
neytismeelisins fra ténkunum ad meelabordi sem gat
myndad rennslislas sem einnig gaf ranga mynd af
eldsneytismagni i tdnkunum.

Pad er alit RNF ad orsok slyssins hefi verid su ad
hreyfill flugvélarinnar missti afl sékum pess ad elds-
neytid gekk til purrdar. Pad var flugmannsins ad ganga
ur skugga um ad neegjanlegt eldsneyti veeri i elds-
neytistdonkum flugvélarinnar fyrir brottfér og nota til
pess par til gerda stiku sem var um bord i flugvélinni.

Pad er alit RNF ad 6areidanleiki eldsneytismeelisins
hafi verid medverkandi pattur i slysinu og hafi liklega
ordid til pess ad flugmadurinn ofmat eldsneytismagnid
i tdnkunum.

TILLOGUR UM URB/ZATUR

i FLUGORYGGISMALUM

RNF leggur til ad Flugmalastjorn sjai til pess ad:

| préfunarazetiunum heimasmidadra loftfara verdi gert
rad fyrir ad eldsneytismeelar séu sérstaklega préfadir
og areidanleiki peirra stadfestur. Hid sama gildi pegar
meirihattar breytingar eru gerdar & eldsneytiskerfi
heimasmidadra loftfara eftir utgafu lofthaefiskirteinis.

9. Flugslys TF-SMS a Keflavikurflugvelli
29. juli 2002
Skyrsla RNF var gefin Gt 11. jli 2003 (M-05502/A1G-19)

HELSTU STADREYNDIR

Um flugié:

Ad kvoldi manudags 29. juli 2002 akvad eigandi
heimasmidudu flugvélarinnar TF-SMS sem er af gerd-
inni Rans S10 ad fara i reynsluflug fra Keflavikurflug-
velli eftir vidgerd a flugvélinni. Flugmadurinn hafdi
keypt flugvélina snemma ars arid 2002 eftir ad hdn
haféi brotlent arid 2001.

i undirbuningi fyrir reynsluflugid reyndi flugmadurinn
flugvélina nokkrum sinnum a akbrautum flugvallarins
yfir daginn og akvad svo ad hefja flugtak um kvoldid.
Braut 20 var i notkun & Keflavikurflugvelli og fékk flug-
madurinn flugtaksheimild fra flugumferdarstjéra i flug-
turni flugvallarins kl. 21:28. Samkvaemt skyrslu Vedur-
stofunnar fyrir Keflavikurflugvéll pann 29. juli kl. 21:29
var vindstefna 160° og vindstyrkur 11 hndtar. | flug-
taksbruni & u.p.b. 40 hnuta hrada fann flugmadurinn
fyrir hlidarvindsahrifum og lyftist vinstri vaengur flugvél-
arinnar. Midad vid stefnu vinds gagnvart brautarstefnu
var hlidarvindur um pad bil 7 hnutar.

Flugmadurinn reyndi ad rétta flugvélina af med
hallastyrunum en vid pad jokst halli flugvélarinnar enn
frekar par til haegri vaengur rakst i jérdina. Flugmadur-
inn drd pa aflid af hreyflinum og flugvélin, sem pa var
ad hans mati i um 2-3 metra haed yfir flugbrautinni,
skall harkalega nidur & flugbrautina pannig ad hjola-
bunadur hennar gaf sig og loftskrdfan rakst i jérdina.
Flugvélin stédvadist a midri flugbrautinni eftir u.p.b.
500 metra brun.

UMFJOLLUN OG NIDURSTADA

Eigandi heimasmidadrar flugvélar var ad fara i fyrsta
flug eftir vidgerd og samsetningu a flugvélinni. Hann
hafdi fengid fyrri eigendur til pess ad framkveema
skodun eftir vidgerd en ték veengina af og setti pa aft-
ur a flugvélina eftir pad.

Styristaumar fyrir hallastyri voru pa ranglega tengd-
ir og virkudu hallastyri pvi 6fugt midad vid beitingu
styris. Flugmadurinn préfadi virkni hallastyranna med
pvi ad fylgjast med svérun peirra um leid og hann beitti
styrissténginni en attadi sig ekki &4 ad virkni var 6fug. |
arsskodun voru styristaumar, ad ségn eiganda, tengd-
ir med sama haetti.

Eigandi taldi ad ekki pyrfti vidhaldsadila til pess ad
taka veengina af og setja pa a flugvélina par sem pad
flokkadist ekki undir vidhaldsadgerd. Vid rannsokn
malsins kom i ljos ad slik adgerd er talin flokkast und-
ir vidhaldsadgerd & pessari flugvél og ad pad sé ekki
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eetlast til pess ad verid sé ad tengja stjorntaeki nema
ad vidhofdu sérstoku eftirliti.

Ad mati RNF verda tengingar a styristaumum ad
vera pannig Utbunar ad greinilegt sé hvor styristaum-
urinn & ad tengjast a hvorn stad, t.d. med litamerkingu
eda ad ekki sé mogulegt ad tengja ranglega. Pess ber
ad geta ad eigandi hefur nu litad styristaumana svo
ekki leiki vafi & hvad eigi saman. P& er pad mat RNF ad
begar att er vid tengingar helstu stjornteekja heima-
smidadra flugvéla skuli vidhaft tvofalt eftirlit vid skodun
a samsetningu.

TILLOGUR UM URBZATUR

i FLUGORYGGISMALUM

Tilldgur RNF i 6ryggisatt eru ad Flugmalastjorn sjai til

pess ad:

1. Settar verdi verklagsreglur um tviskodun i kjolfar
vidhalds eda samsetningar a stjoérntaekjum heima-
smidadra loftfara.

2. Merkingar verdi settar vid tengingar a stjorntaum-
um stjérnflata heimasmidadra loftfara sem aud-
kenni rétta tengingu.

10. Flugatvik TF-JVG yfir austurstrénd
Graenlands 1. agust 2002

Endurdtgafa RNF & skyrslu dénsku rannsdknarnefnd-
arinnar er dagsett 11. juli 2003 (M-05602/AIG-20)

FACTUAL INFORMATION

Histoy of the flight:

The flight, during which the incident occurred, was an
air taxi flight on a Cessna 404 aircraft from Reykjavik
(BIRK) in Iceland to Nuuk (BGGH) in Greenland. The
passengers were nine fishermen. Prior to the flight, the
flight crew received an en-route weather briefing at the
weather office in BIRK. An ATC flight plan for BGGH
with two destination alternates (Kangerlussuaq (BGSF)
and Maniitsoq (BGMQ)) was filed. FL 100 was filed as
the final cruising level. The flight crew prepared an
operational flight plan and a mass and balance report.
The aircraft was refuelled (959 litres of aviation
gasoline and 2 litres of isopropyl alcohol) and a pre-
flight inspection of the aircraft was performed without
remarks. The passengers arrived and the flight crew
made an estimate of the masses of the passengers
(each passenger 60 kg and total 80 kg of luggage). The
flight crew made by hand corrections of 80 kg (reduct-
ion of passenger masses) to the computerised mass
and balance report. After completion of the mass and
balance report and in order not to overload the aircraft,
the flight crew decided to leave approximately 40 kg of
luggage behind at BIRK.

The aircraft departed BIRK at 1157 hrs. The Com-
mander was the Pilot Flying (PF) and the First Officer
was the Pilot non Flying (PNF). En-route, the Com-
mander had manually control of the aircraft, because
the autopilot was inoperative. The flight was unevent-
ful until approaching the east coast of Greenland near
Kulusuk Airport (BGKK). Approaching the east coast,
the First Officer was the PF. At 1420 hrs and at approx-
imately 30 nm east southeast of NDB DA (377 KHz),

the flight crew requested clearance to climb to FL 120,
which was the minimum safe flight level across the ice
cap at that time. Furthermore, the flight crew reques-
ted the latest weather information for BGGH. At FL
120, the aircraft was still under IMC. For that reason,
the flight crew at 1428 hrs and at approximately 13 nm
east southeast of NDB DA requested clearance to
climb to FL 130. The flight crew also requested wea-
ther information for the flight across the ice cap.
Sondrestrom FIC (121.300 MHz) reported that they did
not have any reported traffic at FL 130. But
Sondrestrom FIC was not in possession of any wea-
ther information for the flight across the ice cap, since
no traffic had flown on that routing that day. During the
climb, the flight crew noticed a ,,greyish film of rime*
on the front windshield and on the leading edges of
the wings. The flight crew did not find the icing suffici-
ent to activate the de-icing system. At 1431 still in
clouds, the aircraft passed overhead NDB DA at FL
130.

At 1440 hrs and approximately 26 nm west of NDB
DA, the flight crew experienced that the left engine
began to run rough and they noticed that the manifold
pressure of the left engine was decreasing. The aircraft
yawed to the left and lost altitude. Consequently, the
flight crew requested diversion to BGKK. The Com-
mander took over the control of the aircraft. The First
Officer enriched the mixtures on both engines. Still on
a westerly course, the right engine started to run rough
as well and partly quitted. The aircraft yawed to the left
and right and the indicated air speed went down con-
tinuously. Data from the GPS indicated a decreasing
GS from approximately 170 mph/148 knots to a GS of
approximately 100 mph/87 knots. The aircraft lost
altitude. The Commander tried to compensate by ap-
plying full right and left rudder respectively. However,
the Commander had difficulties in controlling the
aircraft. At approximately 1442 hrs and approximately
30 nm west of NDB DA, the aircraft suddenly banked
to the left into an uncontrollable diving descent. The
flight crew declared an emergency. Sondrestrom FIC
expected an accident to occur and by phone, the FIC
instructed BGKK AFIS to let an aircraft on a domestic
flight depart as soon as possible in order to be
prepared for a search and rescue mission. During the
sequence of events, the flight crew did not perform
any emergency procedures. At approximately 3000
feet msl and in an approximately 60° left bank, both
engines provided normal power and the flight crew got
control of the aircraft. At that time, the aircraft was
positioned over the sea approximately 30 nm west of
BGKK. At 2000 feet msl, the aircraft was under VMC
and the flight crew decided to continue inbound
BGKK. No further incidents occurred. At 1458 hrs, the
aircraft landed under VMC in BGKK.

Approximately half an hour later, an aircraft on a
domestic flight departed BGKK on a westerly course.
The flight crew reported icing conditions between
5000 and 11000 feet. In the afternoon and once again
in the evening, the Commander drained the fuel tanks.
The fuel samples did not show any sign of water or
contamination. Furthermore, the Commander made a
thorough inspection of the aircraft. The inspection did
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not give rise to remarks. In the afternoon, the Com-
mander phoned Sondrestrom FIC and stated that icing
in the induction system of the engines and on the
wings probably contributed to the sequence of events.

ANALYSIS

The investigation in general:

The paucity of firm data, particularly the absence of
any flight data or cockpit voice recording frustrated ef-
forts to reconstruct precisely the sequence of events
which led up to the incident. The aircraft was below
the weight category for which flight recorders are
required to be fitted. The investigation was thus
hampered by the lack of any record of the flight crew’s
conversation including routine and emergency check-
list action. It is most likely that any such record would
have added greatly to the understanding of this
incident. There was no radar data available with which
to reconstruct the sequence of events. However, the
obtained GPS data were supportive to the in-
vestigation and to the analysis in this report.

Technical status:

It is the opinion of the Danish AAIB that the technical

status of the aircraft and the quality of the fuel on bo-

ard did not contribute to the sequence of events.
The following supports this:

- The pre-flight inspection was performed without
remarks.

- The fuel supplier in BIRK examined twice the qua-
lity of the fuel in the supply tank. The inspections
did not give rise to remarks.

- Though operating under normal flight conditions
(ref. AFM section 8), the addition of 2 litres of
isopropyl alcohol to 959 litres of aviation gasoline
would not contribute to a negative engine perfor-
mance.

- At BGKK, the Commander drained the fuel tanks
twice. The fuel samples did not show any sign of
water or contamination.

- The flight crew did not report any technical mal-
functions.

- At BGKK, the Commander made a thorough in-
spection of the aircraft, which did not give rise to
remarks.

- At BGKK, a test flight was performed and all
technical systems were tested without remarks.

Preplanning of the flight:

The flight crew were properly licensed and it is the op-
inion of the Danish AAIB that the flight crew’s flight
duty time did not have any influence on the sequence
of events. Concerning route and aerodrome compe-
tence qualification, the Operator categorised BGGH
as a BC aerodrome. A dual categorisation of an aero-
drome seems to be inconsistent with the intentions of
AMC OPS 1.975. If the requirements to aerodrome
competence qualification training (both B and C) were
to be fulfilled, the Operator should not have scheduled
the Commander as Commander, since it was his first
flight to BGGH. Before the flight, the flight crew were
in possession of weather information, which foreca-
sted risk of moderate icing for the planned route BIRK-

BGGH, especially at levels from freezing level up to
approximately FL 140. In the light of the FAA
certification of the aircraft, the requirements in JAR-
OPS 1 and the aircraft’s general flight operation en-
velope, the Danish AAIB finds it inexpedient to plan
and perform a flight into areas of forecasted moderate
icing. In accordance with the recommendation from
the Icelandic CAA, an ATC flight plan with two dest-
ination alternates was filed. The choice of BGMQ as a
destination alternate was inappropriate, since BGMQ
under the actual conditions did not fulfil the require-
ment to landing distance in the Operations Manual (full
stop landing within 70% of the landing distance availa-
ble). Based on the data in the operational flight plan
and in the computerised mass and balance report, the
landing distance at BGMQ would approximately be
1960 feet (597 metres), which represents 74.7% of the
landing distance available. The choice of BGSF as a
destination alternate was appropriate. In the ATC flight
plan and in the operational flight plan, FL 100 was filed
as the final cruising level for the whole flight, though at
the time of the incident the minimum safe FL across
the ice cap was FL 120. It is the opinion of the Danish
AAIB that the pre-flight planning of the flight across the
ice cap at a flight level below the minimum safe FL was
inappropriate and a latent hazard of flight safety. In the
operational flight plan, some information was missing
and some figures were wrong (choice of destination
alternates, required fuel to the destination alternate,
NOTAM and the amount of contingency fuel). In gene-
ral, the fuel log in the operational flight plan did not
fulfil the requirements of JAR-OPS 1 and the proce-
dures laid down in the Operations Manual. However, it
is the opinion of the Danish AAIB that the on board
amount of fuel was sufficient to cover the planned rou-
te from BIRK to BGGH with BGSF as the destination
alternate. The Operator’s mass and balance docu-
mentation was inconsistent and incorrect. The flight
crew made a computerised mass and balance report.
The computerised input data were incorrect. The act-
ual basic empty mass of the aircraft was 462 Ibs
(9.2%) above the presented figure in the computerised
report. Furthermore, the presented maximum take off
mass in the Operations Manual was 299 Ibs (3.5%)
above the maximum allowable take off mass. Before
the flight, the passengers were neither asked to step
on a scale nor did the passengers inform the flight
crew of their own mass. For that reason and in accor-
dance with the Operations Manual, the flight crew
should have used standard masses instead of estimat-
ing the masses of the passengers. By using standard
masses, the actual take off mass was 960 Ibs (11.4%)
above the maximum allowable take off mass. The
flight crew made LMC corrections of 80 kg to the mass
and balance report. This was inconsistent with the
procedure in the Operations Manual, which stated a
maximum LMC of 50 kg. At the time of the incident,
the estimated mass was approximately 621 Ibs (7.7 %)
above the maximum allowable landing mass, which in
the opinion of the Danish AAIB resulted in an
overweight landing at BGKK. However, in the actual
situation and for safety reasons an overweight landing
was preferable. By using the computerised flight
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documentation, the flight crew were indirectly caught
into believing the presented data. The input mass data
in the mass and balance computer programme were
incorrect. The Danish AAIB finds it possible that the
lack of appropriate quality assurance led to the incor-
rect and inconsistent data. Furthermore, the
Operator’s JAR-OPS 1 approval was rather new (July
5, 2002), which might have led to lack of familiarity
with and adjustment to the JAR-OPS 1 requirements.
The radio communication system onboard the aircraft
did not fulfil the requirements in the Greenlandic AIP.
The aircraft should have carried a HF transceiver.
However, this finding did not have any influence on the
sequence of events.

The flight inbound BGGH:

Cruising at FL 130 under IMC, the left and right engine
respectively started to run rough. Risk of moderate
icing in clouds, especially at FL 130 and below was
forecasted. It is the opinion of the Danish AAIB that the
partial loss of power on both engines was caused by
ice formed in the induction systems, which blocked
the source of air to the engines. As the ice continued
to grow, the passage of air was reduced and the fuel
air mixture to the engines became too rich, which
finally precluded normal engine operation and the
engines partly quitted. The flight crew did not perform
the emergency checklist for air inlet icing. Though, the
flight crew were probably not aware of the reason to
the difficulties in controlling the aircraft, the use of
alternate air by pulling out the alternate air controls
would have provided warm filtered air from inside the
cowling to the engines. The Danish AAIB finds it possi-
ble that in a short time, the warm alternate air would
have provided continued satisfactory engine operation
and that this incident would not have occurred. When
the left engine started to run rough, the aircraft was
not able to maintain altitude, which was probably
caused by the aircraft at that time operating above the
single engine service ceiling of approximately FL 116
(mass of 8400 Ibs and an OAT of-17°C). Even though,
the flight crew most likely were not aware of the mass
data inconsistencies, the Danish AAIB finds it a latent
hazard of flight safety that the single engine service
ceiling that day very likely was below the minimum
safe FL across the ice cap. The sudden and unpredict-
able changes in engine operations required the
Commander to compensate by applying almost full
right and left rudder respectively. A rather large pedal
force and control wheel rotation were required to stop
the yaw and the tendency to roll. The indicated air-
speed very likely approached the actual stall speed.
Furthermore, it cannot be excluded that the aircraft
while climbing to and cruising at FL 130 was exposed
to structural icing which might have changed the aero-
dynamic characteristics significantly, hereunder in-
creased the risk for changed stall behaviour. The Dan-
ish AAIB has good reason to believe that a combi-
nation of the above-mentioned led to either an
asymmetric stall (one wing stalled while the other is
not) or a pilot induced Dutch roll (when the lateral (roll)
stability is excessive with respect to its directional
(yaw) stability) resulting in a uncontrollable diving

descent. At 3000 feet msl, the flight crew were able to
regain control of the aircraft. With reference to the
TEMP at Ammassalik, it can be assumed that a posi-
tive temperature was present at approximately 3000
feet msl leading to removal of the ice in the induction
system of the engines. The Danish AAIB considers this
incident as a serious one because it was a mere
coincidence that an accident did not occur. The
incident occurred near the ice cap and the descent
was uncontrollable.

CONCLUSION

Findings:

- The flight crew were properly licensed.

- The flight crew’s flight duty time did not have any
influence on the sequence of events.

- The aircraft was not equipped with any flight
recorders.

- The obtained GPS data were supportive to the in-
vestigation.

- Risk of moderate icing was forecasted and
probably present for the planned flight.

- The choice of BGMQ as destination alternate was
inappropriate.

- The planned and filed FL was below the minimum
safe FL across the ice cap.

- The operational flight plan did not fulfil the
requirements of JAR-OPS 1.

- The quality of the fuel in the supply tank was exa-
mined without remarks.

- Fuel samples from the aircraft did not show any
sign of water or contamination.

- The onboard amount of fuel was sufficient to cover
the planned flight.

- The mass and balance documentation was
inconsistent and incorrect.

- The passenger mass data in the mass and balance
report was not in accordance with JAR-OPS 1 and
the Operations Manual.

- With reference to standard masses, the actual
take off mass was 960 Ibs above the maximum al-
lowable take off mass.

- A LMC correction of 80 kg was inconsistent with
the procedure in the Operations Manual.

- Mass data in the mass and balance computer
programme were incorrect.

- The flight documentation was most likely not
properly quality assured by the Operator.

- The aircraft was not equipped with HF radio
communication equipment as required in the
Greenlandic AIP.

- During climb to and cruise at FL 130, the aircraft
was most likely exposed to icing conditions.

- The single engine service ceiling was most
probably below the minimum safe FL across the
ice cap.

- Partial loss of power on both engines was
probably caused by ice in the induction systems of
the engines.

- The flight crew did not perform the emergency
checklist for air inlet icing.

- The aircraft was not able to maintain altitude.
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- The IAS very likely approached the actual stall
speed.

- The partial loss of power on both engines probably
resulted in either an asymmetric stall or a pilot in-
duced Dutch roll.

- At 3000 feet msl with a positive OAT, the flight
crew regained control of the aircraft.

- The flight crew very likely made an overweight
landing at BGKK.

- The pre- and post-flight inspection of the aircraft
did not give rise to remarks.

Causal factors:

- During climb to and cruise at FL 130, the aircraft
was most likely exposed to icing conditions.

- Partial loss of power on both engines was
probably caused by ice in the induction systems.

- The flight crew did not perform the emergency
checklist for air inlet icing.

Summary:
The flight crew planned and performed a flight into an
arctic area with forecasted risk of moderate icing
conditions.

The icing conditions led to a sudden and unpredict-
able partial power loss on both engines. The unpre-
dictable partial loss of engine power and the lack of
appropriate emergency checklist actions resulted in an
uncontrollable descent. Consequently, this incident is
considered to be a temporary loss of control in flight,
which resulted in a significant loss of altitude.

SAFETY RECOMMENDATIONS

No safety recommendations were made during the
course of this investigation.

11. Flugumferdaratvik TF-FTG og TF-FTN a
Reykjavikurflugvelli 14. agust 2002

Skyrsla RNF var gefin ut 29. oktéber 2003 (M-
06502/A1G-22)

HELSTU STADREYNDIR

Um flugid:

Pann 14. agust 2002 fér einkaflugmadur i flug fra
Reykjavik a flugvélinni TF-FTG sem er af gerdinni
Cessna 152. Flugaeetlun var gerd fyrir flug austur fyrir
fiall i priar klukkustundir og var flugtak fra braut 31 a
Reykjavikurflugvelli kl. 19:54. Vid brottfér flugvélarinn-
ar og i fluginu austur fyrir fjall vard flugmadurinn ekki
var vid annad en ad flugvélin og bunadur hennar starf-
adi edlilega.

Pegar flugvélin var ad koma til baka til Reykjavikur
um kl. 22:20 og var ad nalgast Sandskeid kalladi flug-
madurinn upp flugturninn & Reykjavikurflugvelli til ad
lata vita ad hann veeri & leid til lendingar. Ekkert svar
barst og reyndi flugmadurinn pvi ad kalla aftur
nokkrum sinnum & tidni flugturnsins og sidan a tioni
adflugstjérnar Reykjavikurflugvallar en an arangurs.
Loks reyndi hann tidni sjalfvirku flugvallarupplysinga-
stédvarinnar a Reykjavikurflugvelli til ad athuga hvort

hann naedi sendingu hennar en pad bar heldur engan
arangur. Flugmanninum var nu ordid ljést ad eitthvad
veeri athugavert vid talstddina i flugvélinni og akvad
hann ad halda fluginu afram til lendingar & Reykjavik-
urflugvelli. Flugvélin var na vid Ellidavatn og telur flug-
madurinn ad hann hafi pa stillt ratsjarsvarann a 7600 til
merkis um ad talstddin veeri bilud. Flugmadurinn flaug
sidan leid fidgur til lendingar & braut 31. Ratsjarmerki
TF-FTG komu fram a ratsjarskjam flugturns og ad-
flugsstjérnar Reykjavikurflugvallar pegar flugvélin var
nordan vid Sandskeid og aftur pegar hun var ad nalg-
ast Ellidavatn. Pa var ratsjarmerki hennar 1035. Vid EI-
lidavatn hvarf merkid af ratsjarskjanum og kom ekki
fram aftur fyrir enn flugvélin var & lokastefnu brautar 31
en pa var ratsjarmerki hennar ordid 7400. A leid sinni
til flugvallarins vard flugmadurinn ekki var vid adra
flugumferd. Ad sdégn flugmannsins blikkadi hann lend-
ingarljosum flugvélarinnar pegar hin var komin & loka-
stefnu brautar 31.

Farid var ad rokkva a Reykjavikurflugvelli a pessum
tima og voru prijar flugvélar i flugstjérnarsvidi flugturns-
ins. Ein var a leid til sudurs eftir flugtak fra flugbraut 31
og tveer voru a leid til lendingar fra Keflavik. Su fyrri
sem var a leid til lendingar var TF-FTN sem er af
gerdinni PA44, og fékk flugmadur hennar fyrirmaeli um
ad koma undan vindi fyrir braut 31. Seinni flugvélin var
Cessna 172 og fékk flugmadur hennar fyrirmeeli um ad
koma inn & haegri pverlegg flugbrautar 13 til lendingar
en hun var nokkud & eftir TF-FTN. Flugumferdarstjor-
inn i flugturninum gaf TF-FTN lendingarheimild & flug-
braut 31 pegar hann sa ad hun var komin undan vindi
og for ad skima eftir Cessna flugvélinni sem pa var ad
nalgast Alftanesid. Stuttu sidar sa flugumferdarstjorinn
lendingarljés flugvélar & lokastefnu 31 og taldi hann
bad vera TF-FTN. Pegar flugvélin var rétt lent & flug-
brautinni sa flugumferdarstjérinn ad petta var TF-FTG
og ad TF-FTN var stutt & eftir henni i pann mund ad
lenda a flugbrautinni. Hann kalladi pvi til TF-FTG, sem
pa var buin ad snua vid og var ad aka flugbrautina til
baka, og sagdi flugmanni hennar ad ryma flugbrautina
eins og skot par sem 6nnur flugvél veeri ad lenda a
flugbrautinni. Strax a eftir upplysti flugumferdarstjorinn
flugmann TF-FTN um ad flugvél veeri a flugbrautinni og
spurdi hvort hann vildi fara aftur i loftid. Flugmadur TF-
FTN taldi pad oradlegt og sveigdi flugvélinni yfir &
vinstri hluta flugbrautarinnar og 6k framhja TF-FTG.

Talst6d TF-FTG var profud eftir atvikid og starfadi
han edlilega.

UMFJOLLUN OG NIDURSTAPA

Flugmadur TF-FTG akvad ad halda flugi sinu afram og
lenda & Reykjavikurflugvelli eftir ad hann uppgétvadi
ad talstdd flugvélarinnar starfadi ekki edlilega. Hann
taldi sig hafa stillt ratsjarsvarann & 7600 eins og kved-
id er a um ad gert sé vid pessar adstaedur. Flugmadur-
inn flaug um leid fjdgur til lendingar a flugbraut 31. Rat-
sjarmerki flugvélarinnar hvarf af ratsjarskjanum um
tima og pegar pad birtist aftur var hin a lokastefnu
brautar 31 og var pa merkid 7400.

Pegar flugvélin nalgadist flugvdllinn hefdi flugmad-
urinn att ad yfirfljuga flugvollinn i haed sem er haerri en
haed umferdarhringsins til pess ad kanna adstsedur og
koma svo inn i umferdarhringinn med pvi ad fljiga med
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45° horni a undanvindslegg flugbrautar 31. Jafnframt
hefdi hann att ad gefa til kynna ad hann veeri ekki i tal-
stdédvarsambandi med pvi ad vagga vaengjunum jafn-
framt pvi ad blikka lendingarljési tvisvar par sem kom-
id var rokkur og bida fyrirmaela fra flugturninum. Petta
gerdi flugmadurinn ekki heldur hof hann adflug og lenti
an heimildar a flugbraut 31 rétt a undan annarri flugvél
sem hafdi fengid heimilada lendingu a flugbrautinni.
Flugmadurinn rymdi ekki brautina vid fyrsta taekifaeri
vid neestu brautarmét eda akbraut ,ECHO“ heldur
snéri hann flugvélinni vid a flugbrautinni og hof ad aka
brautina til baka til ad ryma vid flugskyli numer eitt.

Pad er alit RNF ad ef flugmadurinn hafi farid eftir
reglum og almennt vidurkenndu verklagi um fram-
kvaemd flugs eftir ad fijarskipti bregdast hefdi petta at-
vik ekki att sér stad. Pessar reglur og verklag eru
kenndar flugmdnnum i béklegu nami til einkaflug-
manns en peer eru ekki tilteekar flugmoénnum a ad-
gengilegan hatt sem ein heild til notkunar eftir ad bok-
lega naminu lykur.

TILLOGUR UM URBZATUR

| FLUGORYGGISMALUM

RNF beinir pvi til Flugmalastjérnar ad hun:

Gefi Ut leidbeinandi efni um verklag sem nota skal peg-
ar talstédvasamband rofnar i sjonflugi.

12. Flugatvik TF-ATH i Madrid 14. septem-
ber 2002

Endurdtgafa RNF & skyrslu spaensku rannsdknar-
nefndinnar er dagsett i juli 2003 (M-07302/AIG-26)

FACTUAL INFORMATION

History of the flight:

The flight crew of the aircraft TF-ATH, Boeing 747-300,
initially scheduled to depart to Mexico D.F. on 14 Sept-
ember 2002, at 12:30 h local time, was composed of
the pilot in command (CM-1), the first officer (CM-2),
the flight engineer (CM-3), a relief first officer and a
relief flight engineer. There were 18 crew and 355
passengers.

The aircraft was parked besides finger T-1 at Ma-
drid-Barajas Airport. The flight, had suffered a delay of
more than 4 h because of late arrival and maintenance
issues. In the previous flight of the aircraft the indicator
of Exhaust Gas Temperature (EGT) of engine number 3
was reported as inoperative. The number 3 EGT indi-
cator was changed in Madrid.

Upon arrival to the aircraft, the flight crew observed
that there was an important spillage of fuel from the
starboard wing tanks, which were being refueled. The
relief flight engineer was already there and was talking
to the ground crew in an attempt to stop the fuel leak-
ing. Fire fighting crew were also in the area applying
water to the ground to prevent any fire hazard. The
crew boarded the aircraft and started preparing the
flight in the cockpit and the fuel leakage continued for
some time, even while the passengers were embark-
ing the aircraft through finger T-1. The chief stewar-
dess of the passenger cabin crew entered the cockpit

to inform the commander that some passengers were
observing the fuel leakage through the cabin windows.
Finally, the leakage stopped. The commander asked
the relief flight engineer to take a seat in the passen-
ger cabin, to allow a passenger who had asked for the
possibility to seat in the cockpit during the takeoff to
occupy one of the five seats located in the cockpit.
The other four seats of the cockpit were occupied by
CM-1, CM-2, CM-3 and the relief first officer.

The crew, after performing the pre-start checks,
asked Ground ATC clearance for pushback at
17:38:45 h local time (15:38:45 h UTC). The ATC
controller provided the clearance five seconds later,
which was acknowledged by the crew of TF-ATH at
15:38:54 UTC, and later on a tow vehicle of the same
operator started the pushback. The aircraft was ener-
gized by the Auxiliary Power Unit (APU) all the time.
During the pushback, and in addition to the tug driver,
there was a technician on the ground assisting the
crew through a microphone and headphones plugged
to the aircraft.

According to the statement provided by this person,
the flight crew asked whether it was clear to start the
engines during the pushback. The ground support
person advised to wait a little bit in order to allow
some vehicles to cross the area. Afterwards, he infor-
med the flight crew that is was clear and engines could
be started. The flight crew told him that the sequence
would be engines one, two, three and four. The ground
person provided his agreement and informed that the
(number) one was clear and, then, that the (number)
one was rotating. Then the sequence continued with
engine two (,rotating the two®), engine three (,rotating
the three”). When the aircraft had finished the push-
back the parking brakes were applied. The tow vehicle
was then disconnected from the aircraft and went off.

A subjective stress and anxiety was noted in some
of the occupants of the aircraft. At some point during
push-back some passengers in the area of door 5R
saw again fuel leaking from the RH wing tip. A few
moments later, several passengers were observed to
be standing. Some of them had taken their hand
luggage, stating that they wanted to disembark. Some
passengers stated that they thought the aircraft was
not safe to start the flight. The chief cabin attendant
went to the rear part of the aircraft and observed the
fuel leakage. According to her experience, she thought
that the leakage was similar to that noticed other times
through the RH wing venting system. She then went to
the cockpit and informed the pilot in command about
the mood of the passengers and the fuel leakage, and
asked for instructions on how to proceed. At that time,
according to the statements provided by the flight
crew, they were starting engine 3. The engine started
in a normal mode, but when the EGT indication started
to descent, it showed oscillations in both the needle
and the digital indication. Finally the needle fell to zero
and the flag appeared on the indicator, rendering it in-
operative.

The pilot in command asked the CM-3 to check the
impact of the inoperative indication on the Minimum
Equipment List (MEL) of the aircraft. He told the chief
cabin attendant to address the passengers and to try
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to calm them. The chief cabin attendant used the
public address system to talk to the passengers, in-
forming that there was no problem on the aircraft and
trying to get them all seated. However, some passen-
gers were still standing and complaining. Some
passengers among the most active in complains were
sent to the forward part of the aircraft in an attempt of
the cabin crew to avoid their negative influence on the
mood of other passengers. In the mean time, after the
flight crew confirmed that the parking brake was ap-
plied, they asked the ground support technician to
check whether, as reported by the passengers, there
was a fuel leak in the tip of RH wing. At that time,
engines 1, 2 and 3 were running.

The technician observed that there was a small
patch of fuel on the ground below the wing and
informed that it seemed there was no fuel leakage at
that time. Then, according to his statement, he added:
»No, no fuel drop,...turning engine 4“ (,girando el
cuatro® in Spanish) because he observed that engine
4 was starting. The flight crew answered that they had
not started engine 4, because they had a failure in the
indication of EGT of engine 3, and that they were
consulting the MEL. Afterwards, the CM-3 confirmed
to the pilot in command that the MEL listed that
indication as a ,,NO-GO*“ item, and therefore there was
not possible to fly in these conditions. The crew
informed the ground person that, as it was a NO-GO
item, they had to return to the finger.

The technician asked whether they had reset the
breaker, and was answered in the positive. The crew
stated that even after the reset there were abrupt
oscillations of EGT of engine 3, and that they were
going to go back to the finger. They asked if the tug
was still coupled to the aircraft. The technician said
that it had already gone.The crew then asked the
technician about the possibility of either him calling
the tug or returning taxiing with the engines thrust. The
technician answered, according to his later statement,
that the tug would require some time to return, and
that they had three engines started; adding ,,whatever
you decide”. The crew decided to come back by their
own means, using engines 1, 2 and 3 and informed the
ground person about that intention.

At 15:47:00 h the crew contacted the tower and
said they had an indication problem in an engine, and
that they were going to enter T1 again and ATC
answered: ,IBE 6403, enter T1“ which was acknowl-
edged by the crew, after ATC checked with operations
that the finger was still free and there was possible for
TF-ATH to occupy it again. The finger operator was not
advised that the aircraft was returning to the finger,
which was still at the same position it had been when
was moved away from the aircraft to allow the push-
back. According to his statement, the pilot in com-
mand gently applied power to engines 1, 2 and 3.
When the aircraft was at around 3 kt of ground speed,
as indicated by the Inertial Reference System in the
Flight Management System, he returned the thrust
levers to idle. He then gently applied brakes and
noticed no answer of the brake system at all. He
looked at the accumulator pressure indicator in front of
CM-2 and saw that 3000 PSI was displayed. He then

pumped several times the pedals to discard a possible
transitory failure, looked again at the pressure
indicator and said to the copilot: ,, This does not brake!
You brake!“ The CM-2 applied then brakes but the
aircraft did not reduce the speed at all. He did not look
at the pressure indicator at those moments.

As the pilot in command realized that there was
some sort of problem with the brakes and he saw
another Boeing B747 parked besides finger T-2 in front
of them, he decided to minimize the damage as possi-
ble and deliberately turned the aircraft into the finger T-
1 in an attempt to stop it. In the mean time, two
additional ground support technicians had been called
to go to the aircraft as a result of the problem with the
number 3 EGT indication. They arrived with a car and
parked in front of the aircraft as they usually do in simi-
lar situations. They noticed that the speed of the
aircraft seemed to be excessive. They tried to make
signals to the crew to reduce the speed but, as the
aircraft appeared to come towards their car, they ran
away from it to a safe distance. When one of the
technicians looked again to the aircraft, he saw the
thrust reversers extended and that the aircraft impac-
ted with the finger.

The crash into the finger happened with the left part
of the fuselage and the finger cabin was detached
from the main part of the finger. The fuselage then
impacted with the finger structure and came finally to
a stop, with the circular metal part that forms the floor
of the finger at the end of the finger tunnel being stuck
into the fuselage just before the frame of door 2R. The
fuselage skin was initially torn along a line starting
approximately in the vertical of the nose gear leg at
approximately the height of the middle point between
both pitot tubes, and three major punctures of the fu-
selage skin were produced in this area. There also
were multiple additional scratches and punctures to
the rear of the fuselage up to the point where the floor
of the finger had cut the skin in another major tear-off.
No fire was noticed.

Although some people on board the aircraft were
standing during the taxi of the aircraft back to the
finger, and a cabin attendant was thrown against a
bulkhead as a result of the deceleration due to the
impact, no injuries were reported either on board or on
the ground.

When the CM-2 looked at the power levers after the
aircraft had come to a stop as a result of the impact
with the finger, he noticed that the engines were alrea-
dy shut off. Every passenger left the aircraft through
door 5L where an air-stair had been placed and went
to the airport’s terminal. The evacuation of the aircraft
was reported as ,normal“, maybe ,a little faster than
normal®.

Later the aircraft was towed to the repair facility of
the operator at Barajas Airport. The way from the
finger to the maintenance facility has some downhill
areas where it is necessary to apply aircraft brakes
even when towed by a tug. On board the aircraft
during the tow there was a ground technician seating
on the left seat. He reported that the operation of num-
ber 4 hydraulic system, when energized by the elect-
rical auxiliary pump (ACP), seemed to be correct, as it
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was the indication of hydraulic pressure. There was no
loss of pressure during the whole towing process until
the aircraft was parked in the apron of the mainte-
nance facility.

ANALYSIS

General circumstances of the flight:

The review of all the facts gathered, as described in

the previous paragraphs, leads to the conclusion that

some of the passengers that boarded that flight were
in a state of mind that included some anxiety and
stress.

The main reasons for that mood are:

- The flight had a delay of around 4 hours.

- The passengers thought the aircraft had a main-
tenance problem and that was the cause of the
delay.

- During the boarding, they saw an important
amount of fuel spilling from a tank.

- Once the pushback started,
additional fuel leakage.

-  When they started complaining, they did not
receive clear or convincing explanations from the
crew.

According to several statements, alcohol cannot be
discarded as an additional negative factor that influ-
enced the behavior of some passengers. This situation
eventually led to several passengers complaining to
the cabin crew members and saying that they refused
to fly. The upsetting was transmitting to other passen-
gers and finally reached the flight crew through the
chief cabin attendant, who entered several times the
cockpit to inform on the situation and to suggest that
the pilot in command addressed the passengers. The
chief cabin attendant remembered entering twice the
cockpit. The words ,riot“ or ,,uprising” [,,amotinados®,
sinsurreccion“] were used to describe the situation
among the cabin crew members and also to the flight
crew. This factor could have affected the flight crew
state of mind and performance, introducing a distur-
bing factor during the pushback, period of decision
about what to do with the flight, and later taxi back to
the finger. Those were moments of some workload
inside the cockpit, including close monitoring of the
parameters of engine 3, looking up the manuals to find
the influence of the EGT indicator failure, decision on
what to do with the flight, and, once the decision to re-
turn to the finger was made, decision on how to return
to the finger, since the tow vehicle had already left. On
the other hand, the flight crew were probably also af-
fected by the delay that the flight had got so far. In
addition to the normal upset that every delay produces
in any person, they had around 1 h left to takeoff
because, otherwise, taking into account the scheduled
time of the flight to Mexico, they could have exceeded
the maximum period of aerial activity for flight crew
members.

The sequence of the different events that concluded
with the crash into the finger has been deducted using
the different statements of witnesses and other
evidences. FDR data were not available. Neither was
sound recording of the event in the CVR, although the

they noticed

information recorded there has been somewhat useful
in the investigation of the incident. Taking into account
that no mechanical failure or system malfunction was
detected on the aircraft after the incident, later that
day when the aircraft was towed to a maintenance
facility, or during troubleshooting procedure carried
out a few days later, or during an actual taxi test
carried out a few weeks later, it could be inferred that
the incident had an operational nature. The most
probable scenario faced by the crew is described in
the following subparagraphs in a sequential mode,
with some discussion text added where necessary.

Starting of the engines and pushback:

- Since the flight had some delay, and anxiety was
increasing in the passenger cabin due to what was
perceived as maintenance problems, the crew was
probably speeding up a little bit the starting
procedure of the engines.

- The crew was talking to the tower and had
workload inside the cockpit. Therefore, they did
not understand when the ground technician said
,Rotating 3“ and applied parking brake. This
means that at that moment the brake system wor-
ked all right.

- At some point, the chief cabin crew advised that
the passengers had seen fuel spilling. The CM-1
asked the ground technician whether he could see
fuel falling from the wing.

- Then the ground technician asked for parking
brakes, which were applied by the CM-1 without
problem.

- In those confusing moments, after starting of
engine 3, it is possible that the CM-3 activated the
ground start ignition switch of engine 4 without
waiting for the pilot in command to say ,Start
engine 4“ as requested by the Operations Manual
procedure and checklist. The ground technician
saw the engine 4 rotating and said: ,,Rotating 4.

- He was answered from the cockpit saying: ,We
have not started number 4 because there is an
indication failure of EGT of engine 3“. Therefore,
engine 4 was cranked, but the CM-1 thought they
had never tried to start that engine by moving the
corresponding fuel lever. The CM-3 had activated
the ignition switch, but maybe he did that as a
routine action, in an automated mode, and when
the problem with EGT 3 indication was evident, he
was absorbed by the solution of that problem and
forgot about the previous cranking of engine 4.

At that point, a relevant change of configuration had
taken place without being noticed by any crew mem-
ber: the electrical auxiliary hydraulic pump (ACP),
devised precisely to provide braking pressure to
ground operations when engine 4 is not running, had
automatically come to OFF as a result of the cranking
of engine 4. If CM-3 had consciously noticed that the
starting sequence of engine 4 had been initiated, and
had remembered the engine start procedure, that
specifically remarks: ,,If engine 4 start is aborted, move
again the switch of hydraulic system ACP to ON®,
maybe the chain of circumstances that led to the
incident would have broken. As parking brake was
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ON, and presumably the pedals depressed, the
aircraft did not move and the remaining pressure was
kept inside the accumulator.

The decision to cancel the flight and the taxi back to
the finger:

Then, the CM-3 was busy looking up the manuals,
while was being helped by the relief copilot. It was
found that EGT 3 was a ,,no-go“ item, and therefore,
the CM-1 decided to return to the finger. At that
moment, other factor contributed to the sequence of
events, since the tow vehicle had already left. CM-1
decided to return by taxiing the aircraft with three
engines, which implied applying some power to the
engines and carefully checking the steering of the
aircraft. Tow vehicles are in high demand in ground
operations at Barajas Airport. An indication of the
degree of anxiety or rush inside the cockpit is the fact
that there is no evidence that the , After engine start”
checklist was read before releasing the parking brake
and starting the taxi back to the finger. If it had been
read, the hydraulic systems would have been checked
before initiating the taxi.

Another indication is that, even though the crew
knew that there were passengers standing, they
decided to taxi without informing them or requesting
that they occupy their seats. This decision was cont-
rary to the normal procedures, that require that
passengers are seated and with the seat belts
fastened during taxi, takeoff and landing.

Additionally, the CM-1 did not request that the visu-
al docking guidance system was switched on, or the
help of a signaler. He was confident that he would be
able to park the aircraft using the ground marks.

From that point on, it is possible that the CM-1 ap-
plied brakes and initially got some braking action due
to the pressure retained by the accumulator. Tire
marks were found on the apron, consistent with some
braking of the wheels. However, this pressure was
quickly wasted and, from that point on, there was no
pressure at all available to the CM-1 or the CM-2. As it
has been previously discussed, the pressure of the
accumulator alone will probably not stop the aircraft
unless the pilot is aware of the situation and applies
carefully and continuously the brakes and then ,traps”
the pressure applying parking brake.

After that loss of pressure happened, everything
probably lasted very little time. It seems that the chief
cabin attendant entered again the cockpit at those
critical moments, and the crew members where
distracted when concentration was needed the most
to take a corrective action for the lack of braking ac-
tion.

The statements made by the CM-1 and CM-3 are
not consistent with the hypothesis that is being expo-
sed here. They positively remember seeing 3000 PSI in
the accumulator indicator of the CM-2 and in the pa-
nel of CM-3. In addition, the CM-3 remembers seeing
that the ACP was connected, and stated he saw the
cover lifted. Both crew members do not remember
seeing any caution or warning light during those
moments.

If that was the situation then the behavior of the
aircraft would remain unexplained, because in the
troubleshooting it was checked, with pressure gages
installed in the wheels, that pressure reached every
wheel when the proper cockpit procedures where
applied.

Both crew members later acknowledged that they
could have taken corrective measures: switching the
alternative hydraulic system 1 on (the CM-3) and
switching the emergency hydraulic system 2 on (the
CM-1). However, the close proximity of the finger left
little time to react at those moments, and they did not
have time to think of those corrective measures.

There is no specific procedure in the Operations
Manual for ,emergency braking®, or specific refresher
training for that kind of situation.

The lack of braking action probably made the
ground speed of the aircraft to increase a little bit, due
to the thrust of the three operating engines. This would
be the reason why, the speed increased to the point
that ground observers noticed as abnormally high
from the normal (reduced) speed at which the aircraft
started moving, according to the recalls of the crew
members.

Under the circumstances described, and with the
little time available to react, the CM-1 took the
decision of crashing the aircraft into the finger, with the
intend of stopping it and avoiding a more violent crash
with other aircraft.

Summary of factors that had an influence in the event:
Therefore, there were several factors that influenced
the incident:

- Previous maintenance tasks that did not correct
the reported squawks. The EGT 3 indicator was
changed. However, it seems the engine was not
started after the change to check that the in-
dication was correct, since the change of the
gauge was accomplished with the aircraft parked
at the finger. The refueling procedure ended with
an appreciable amount of fuel dropping to the
ground.

- The maintenance tasks had delayed the refueling
of the aircraft, to the point that it was being perfor-
med while the passengers were boarding. The
vision of maintenance people and firefighters
working on the aircraft, and fuel spilling, made
some passengers anxious.

- Little information was provided to the passengers
on the maintenance status of the aircraft and the
nature of the spillage of fuel.

- The failure to complete the after start checklist
before initiating the taxi.

- The lack of a tow vehicle to tow the aircraft to the
parking. The crew decided not to waste time wait-
ing for another vehicle to come and decided to re-
turn immediately by their own means.

- The failure of the EGT 3 indication and other inter-
ruptions to the flight crew members, which intro-
duced distractions that probably influenced their
ability to make timely decisions and promptly take
corrective measures.
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- The influence of the fact that the relief flight
engineer was not in the cockpit during the push-
back and taxi maneuvers cannot be clearly
assessed. There was another person occupying
the place he used to have during takeoffs and
landings. If he had been inside the cockpit, he
could have helped the CM-3 to determine the
cause of the loss of braking action of the system,
based on his knowledge of the brake system and
of the procedures to be followed by the flight
engineer. However, this point remains unde-
termined, since the whole event happened in a
short period of time.

Discussion of possible safety recommendations:

All those factors warrant the discussion of the issu-
ance of several safety recommendations. In the first
place, it would be beneficial to increase the training of
flight crews of the operator in the area of emergency
procedures related to the brake system of the B-747,
to allow an automatic and quick answer in the event of
a similar occurrence.

The problem of excess fuel falling from aircraft and
causing concern to the passengers has happened
other times in several aircraft models. It may be
concluded that flight crews should receive additional
training and procedures to cope with uprising passen-
gers in the cabin, by means of providing adequate in-
formation on the status of the aircraft and on the
meaning of external signs the passengers could notice
around the aircraft, specially regarding the spillage of
fuel during taxi if this is a common situation in a given
model of aircraft.

However, the possible behavior of the passengers
inside a large commercial airplane is very difficult to
anticipate, and the corrective measures to be applied
will vary depending on the exact circumstances of a
given event. Additionally, a possibility remains that giv-
ing too much technical information on the aircraft to
the passengers could increase their degree of anxiety.
Therefore, no clear safety recommendation that could
be applied in practice has been identified at this point.

It would also be convenient to preclude people not
needed for the operation of the aircraft, apart from
relief crews, or not having any mission related to the
operation of the aircraft, obviously apart from inspect-
ors, instructors, etc. from occupying a seat in the
cockpit during taxi, take off and landing, because in
some emergency situations they could introduce
additional disturbing factors with their sole presence
inside the cockpit. This aspect is already requested by
JAR-OPS and covered by the procedures of the Ope-
rator and, therefore, there is no need to issue a safety
recommendation in that respect.

It was also considered necessary to recommend an
improvement in the maintenance procedures of the
operator, to be sure that line repairs of engine instru-
ment indicators are adequately checked after com-
pletion. The fact is that the number 3 EGT indicator
instrument was changed but the malfunction remained
uncorrected and was evident to the crew upon the
starting of engine 3.

The pilot in command is responsible of maintaining

clearance with obstacles in the apron area. Although it
is not considered to have direct influence in this
incident, it seems that operations would be safer if
there would be no option to taxi a large and heavy
aircraft by its own means to a finger without any
ground guidance. Therefore, it should be recom-
mended to the operators to introduce that requirement
in their procedures, and to the Airport authorities to in-
troduce the procedure in the corresponding AIP. This
latter action would require as a first step to clearly
establish the boundaries of the maneuvering area and
the apron area, and to assign to a given department
the responsibility of each area.

Discussion of the influence of the brake system of the
B-747:

The brake system of the B-747 has a high degree of
redundancy. However, under some circumstances, a
deliberate human action is needed to avoid leaving the
aircraft without a brake pressure source apart from the
accumulator whose main function is to keep the par-
king brake applied.

One of those circumstances is when the starting
sequence of engine 4 is discontinued. Since the very
beginning of the cranking of engine 4, the number 4
EDP or ADP start to pressurize the hydraulic system
and the magnetically-held electrically driven hydraulic
pump (ACP) control switch will release.

This situation is clearly highlighted in the Operations
Manual used by the Operator. However, it seems that
there could be a narrow ,window" on the operation of
the aircraft in which, if engine 4 is cranked but not
started and a CM-3 action is not taken (connect again
electrical pump ACP), the a/c could be left without
brake pressure. The probability of this may be very low
and the crew is supposed to be trained for that, but a
chain of events (distractions of the crew due to angry
passengers, other failures in the cockpit, etc.) could
result in the aircraft or ground crews being put at ha-
zard in busy, congested ground movement areas
where, sometimes, relatively short time to react exists
even at slow taxi speeds.

Some thoughts were devoted to try to devise a rea-
sonable measure that could prevent future similar oc-
currences. The system has been basically the same on
this aircraft during many years, and no specific
problem related with the aspects covered in this report
has been identified in the past, as far as it is known.

It was proposed to change the starting sequence of
the engines during push back. So far, the Operations
Manual of the Operator (see paragraph 1.6) states that
the normal starting sequence of the engines is 4, 3, 2,
and 1 except if the start is performed during push-
back, in which case the recommended sequence is 1,
2, 3 and 4.

That means that when the aircraft is by its own, the
first engine started (number 4) already provides normal
hydraulic pressure to the brakes. If for any reason
engine 4 start is discontinued, the aircraft does not
have any engine running and it is not going to move by
its own means in any case. Even if the ACP has
switched OFF, parking brake will continue applied until
ground help arrives.
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However, if engines are started during pushback,
the first engine started is number 1 and there is body
landing gear steering available through ADP 1 to assist
in turning the aircraft as it is being pushed by the tow
vehicle. The aircraft is relying on the ACP to have
available brake pressure until the end of the process,
when engine 4 is started. In this case, if this engine is
not finally started, the aircraft is still capable to taxi
with the other three engines, which is what happened
the day of the incident.

It seems that starting engine 4 in the first place
during pushback too, as it is done in the other case,
would eliminate the problem of taxiing with engine 4
not running and ACP inadvertently left in OFF position,
because if starting of engine 4 is discontinued there is
no other engine to taxi by its own means.

However, in this case the ADP 1 should be running
on APU pneumatic power alone to have body landing
gear steering available, and this could impose
additional loads to the pneumatic system until the end
of the process, in which engine 1 would be started.

It is not clear at this point whether the change in the
sequence would increase the safety of the process
without adding any potential source of other problems
to the operation of the aircraft.

The Manufacturer’'s Generic Operations Manual
does not recommend any specific engine starting
sequence in any situation (whether or not in push-
back). Therefore, it is considered worthwhile to
recommend that the specialists of the Manufacturer
and the Operator jointly study the issue and, after a
hazard analysis, reach a conclusion regarding the
need, if any, of recommending a given engine starting
sequence during pushback.

CONCLUSIONS

Evidences:

The flight crew was qualified for the flight and had
valid licenses.

Inspections and checks performed on the aircraft
after the incident did not show any malfunction of the
hydraulic and brakes systems.

The cockpit was occupied by the pilot in command,
the copilot, the flight engineer, a relief copilot, and a
passenger during the pushback and taxi maneuvers.

The crew requested the ATC, and was authorized,
to return to the finger taxiing.

The switch of the alternate hydraulic system num-
ber 1 and the switch of the emergency hydraulic sy-
stem number 2 were not moved to connect those sy-
stems during the period of time in which the aircraft
started the taxi and the moment it impacted with the
finger.

A witness on the ground stated that he saw the
engine 4 rotating, as at the beginning of the starting
sequence of this engine.

There were several passengers in the cabin that
complained and stated they were refusing to fly during
the pushback maneuver and that were standing when
the aircraft initiated the taxi back to the finger.

Causes:
It is considered that the probable cause of this incident

was the fact that the electrically driven hydraulic pump

(ACP) was not manually connected again after its

switch automatically released as a result of the initia-

tion of the starting process of engine number 4 and
once that starting process had not been completed.

Contributing factors to this incident were:

- The behavior of some passengers, that were
complaining, refusing to fly and standing in the
passenger cabin and that made the chief cabin
attendant to enter at least twice the cockpit to in-
form the pilot in command.

- The failure to complete the ,after start“ checklist
detailed in the Operations Manual of the operator.

- The failure to connect the alternative or
emergency hydraulic systems when the brake
failure was noticed.

SAFETY RECOMMENDATIONS

1. It is recommended to Iberia that the training
provided to flight crews of B-747 devotes more
time to the review of the abnormal and emergency
procedures related to the brake system, and
specifically remarks the fact that if starting of
engine 4 is discontinued, the electrically driven
hydraulic pump (ACP) must be connected again
by the flight engineer.

2. It is recommended to Iberia that their line mainte-
nance procedures are reviewed to ensure that
there is a means to check the adequate com-
pletion of engine instrument indicators on line
repair or maintenance.

3. It is recommended to the Direccion General of
~Aeropuertos Espafoles y Navegacién Aérea“
(AENA) that it clearly establishes the boundaries
between the maneuvering and the apron areas of
Madrid-Barajas Airport, and that responsibility for
the safe movements of aircraft, vehicles and
people within the apron is assigned to an identified
department.

4. It is recommended to the Direccion General of
~Aeropuertos Espafoles y Navegacién Aérea“
(AENA) that requirements and procedures are in-
troduced in the AIP to request that ground gui-
dance (in the form of either human signalers or
visual docking guidance systems) is mandatory
before and during the taxi maneuver of an aircraft
towards a finger in Madrid-Barajas Airport.

5. It is recommended that lberia, jointly with the
manufacturer of the aircraft, The Boeing Company,
reviews the hazards associated to the possible
engine starting sequences of the B-747 to de-
termine the most suitable process in every circum-
stance. The Operations Manual of Iberia should be
amended, if needed, to include that determination.
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13. Flugatvik TF-ATD a flugvellinum i
Teesside 16. oktober 2002

Enduratgdfa RNF & skyrslu bresku rannsdknarnefndar-
innar er dagsett 7. agust 2003 (M-08502/AIG-33)

FACTUAL INFORMATION

History of the flight:

TF-ATD, a Boeing 747-200, departed Calgary Airport
in Canada at 2220 hrs the previous evening on a char-
ter flight to Teesside Airport in the UK. The flight deck
crew comprised two pilots and a Flight Engineer (F/E).
The commander was the handling pilot for the sector
and an uneventful north Atlantic transit was made at
FL350. The crew carried out a full briefing for the ILS
approach to Runway 05 at Teesside before
commencing the descent. This included the com-
mander briefing the co-pilot that due to the short, wet
runway he would ensure he did not have any excess
speed or height in the final stages of the approach.
The aircraft landing weight was calculated by the F/E
as 254.3 tonnes, which was confirmed by the com-
mander who also calculated the minimum approach
speed (VREF) of 141 kt which was verified by the co-
pilot. The Landing Distance Available (LDA) was de-
termined from the Jeppesen airfield chart as 7,516 feet
and from the Landing Performance Flap 30 graph, the
commander calculated that the aircraft was within the
maximum permitted landing weight for the ambient
conditions. The Teesside ATIS current at the time of
the landing was information ,,GOLF*, timed at 0620 hrs
which was reporting a surface wind of 360°at 12 kt
variable between 350° and 080° with visibility of 9 km
in light rain showers with scattered cloud at 2,500 feet
and 4,800 feet. The temperature was +8°C and the
Dew Point +5°C, QNH 1003 mb with the runway
surface reported as wet.

As the aircraft was radar vectored for the approach,
it was correctly configured for landing with 30° of flap
lowered and the landing gear selected down with
medium auto-brake set. Anti-ice systems which had
been selected on at 5,000 feet were switched off once
clear of the icing band at about 1,000 feet. The ap-
proach speed to be flown (VAPP) was calculated as
146 kt; this was derived from the flight manual
instruction which stated, ‘with landing flap set, the
final approach speed will be landing bug + half the
steady headwind component + all the gust. Maximum
increment 20 kt, minimum increment 5 kt’. The com-
mand airspeed bug was set at 146 kt and the aircraft
fully established on the ILS at 1,800 feet. The ILS ap-
proach was initially flown using the autopilot to capt-
ure the localiser and glide-slope with the flight direct-
or coupled and engaged in the approach mode. The
flight director guidance bars were selected on both the
main attitude indicators. The Command Airspeed Bug
(CAB) had been reset by the commander, as the hand-
ling pilot, as each selection of flap was made. The
VAPP of 146 kt was set during the final approach and
was not changed until the aircraft shut-down checks
were performed. At an altitude of 1,500 feet the
commander was satisfied that the approach was
stabilised and informed the flight deck crew that he

was disengaging the autopilot. When the autopilot was
disengaged, the airspeed was 142 kt, four knots below
VAPP. The F/E made standard altitude calls every 100
feet from 500 feet above the decision altitude of 315
feet. A line of rain showers were located across the
approach, which the commander described as ,like a
curtain of rain just short of the runway threshold, which
did not appear to reach the ground”. Whilst the aircraft
was equipped with an autothrottle, it was not used
below 10,000 feet.

The aircraft was cleared to land and the surface
wind of 010° at 10 kt was passed by ATC. At a height
of 400 feet the windscreen wipers were selected on
and the co-pilot advised the commander that the drift
was 4° to the right. The runway lights were clearly visi-
ble through the rain and the approach was continued
visually without difficulty. The aircraft maintained a
stable approach until a height of 200 feet when air-
speed reduced from 144 kt to 132 kt in four seconds,
with the aircraft descending half a dot below the
glidepath which activated the GPWS aural warning of
»GLIDESLOPE". The commander reported seeing
three red lights and one white light on the PAPIs for
which he took corrective action to regain the glide-
slope. In accordance with company procedures, the
F/E called the radio altimeter heights every 10 feet
from 50 feet and below. At 40 feet the co-pilot called
swatch the speed” which had reduced to 129 kt and
the commander described the sensation of the aircraft
being sucked down onto the runway. He applied aft
control column to arrest the rate of descent and the
aircraft touched down heavily but it did not appear to
bounce. The speed brakes deployed and using rever-
se thrust together with manual braking from 80 kt, the
aircraft was slowed to a stop by the intersection with
Taxiway B, a landing distance of approximately 4,400
feet. After shutdown a ground inspection of the und-
erside of the tail section revealed that the aircraft’s tail
had struck the runway.

Meteorological information:

The synoptic situation at 0600 hrs on the morning of
the accident, showed an area of low pressure located
in the southern North Sea creating a moderate north-
easterly air flow over the Teesside area. Rain showers
had passed over the airfield and were observed in the
vicinity of the airport at the time of the accident flight.
The visibility generally was 20 km but reducing to 7 km
in the showers. The wind speed and direction mea-
sured by the anemometer close to the 05 threshold,
was recorded every thirty seconds as an average
direction and speed over the previous two minutes.
The wind backed from 354° to 349° and reduced from
17 kt to 11 kt at 0631 hrs. The recorded average
direction and speed remained at 349° and 11 kt until
the time of the accident at 0636 hrs.

CONCLUSION

Whilst the approach had generally been flown slower
than the intended approach speed down to a height of
200 feet, below that height the approach became
destabilised and the aircraft deviated significantly
below the safe approach speed and glide-path. Only
one call was made by a crew member alerting the
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handling pilot to the speed deviation and this was
when the airspeed had reduced to 129 kt, 12 kt below
VREF and just before touch down. The low airspeed
and deviation below the glidepath were due to the
commander attempting to land at the beginning of the
touch down zone. He had briefed the flight crew that
he did not wish to carry any excess airspeed or height
due to what he considered was a short, wet runway.

The investigation considered that the accident oc-
curred when the commander deviated from the normal
landing technique and the approach became de-
stabilised in the latter stages. The reduction in air-
speed below VAPP caused the aircraft pitch attitude to
be 4.5°, which was greater than the normal 2°. Pitch
attitude at main gear touch down should have been
4.5° but due to the low airspeed, it increased to 8° at
50 feet and 11.5° at touchdown, partly because thrust
was retarded to idle during the flare.

The drop in the recorded two minute average
surface wind from 17 kt to 11 kt at the runway thre-
shold indicated the presence to some degree of
windshear which may have been created by the
adjacent line of showers. The commander’s comment
that the aircraft appeared to be ,sucked down“ onto
the runway was probably due the loss of headwind
component or increase in tailwind component referred
to in the aircraft manufacturer’s report. The windshear
caused an increased rate of descent at about 30 feet
agl which was addressed by the application of full aft
control column. This meant that the body contact
angle of 10.5° was exceeded as the aircraft’s nose
pitched up to 11.5° at touchdown.

SAFETY RECOMMENDATIONS
None.

14. Flugatvik TF-FIl sudur af Baltimore 19.
oktéber 2002

Rannsoknarnefnd flugslysa i Bandarikjunum hafdi ekki
lokid rannsokn sinni & atvikinu pegar arsskyrslan for i
prentun og verda nidurstédur hennar ad bida naestu
arsskyrslu (M-08602/A1G-34)

Flugvélin TF-FIl sem er af gerdinni Boeing 757-200 var
a flugi fra Orlando i Bandarikjunum til Keflavikur pegar
misreemi kom upp milli hradameela hennar. Misvisandi
bod komu sidan fra vidvorunarkerfi flugvélarinnar og i
kjolfarid missti han um 7.000 feta haed. Flugvélin var i
klifurflugi ar FI 330 i FI 370 sudur af Baltimore pegar at-
vikid gerdist og akvad flugstjorinn ad beina flugvélinni
til Baltimore. Vid skodun taeknimanna a flugvélinni eft-
ir lendingu kom i ljés ad stemmurdr fyrir heegra hrada-
meelakerfi var stiflad. Vegna atviksins gaf Boeing flug-
vélaverksmidjan Ut pjénusturadleggingar (Service Bul-
letin) fyrir Boeing 757 flugvélar sem vardadi medal
annars hradameelakerfi peirra.

15. Flugatvik TF-ARA i Buenos Aires 19.
oktober 2002

Skyrsla argentinsku rannséknarnefndarinnar var gefin
ut @ speensku arid 2003 og er hér pyddur atdrattur ar
skyrslunni (M-08702/AIG-35)

HELSTU STADREYNDIR

Yfirlit

Flugatvikid vard 21. oktdber 2002 kl. 02:40 GMT er
flugvélin TF-ARA sem er Boeing 767-300, radndmer
28206, var i flugtaki a braut 11 & alpjodaflugvellinum
Ezeiza vi® Buenos Aires i Argentinu. | flugtakinu fér ut
neydarrenna Yfir vinstri veeng og losnadi fra flugvélinni.
Ahofnin vard pessa ekki vor par sem ekki kviknadi &
vidvorunarljosum i stjornklefa.

Um var ad raeda reglubundid aaetlunarflug 4 vegum
flugfélagsins Southern Winds, en flugvélin var i eigu
International Lease Finance Corporation, en skrad a
islandi. Um bord voru 11 manna ahéfn og 157 far-
pegar. Flugvélin sneri vid og lenti aftur an frekari
vandraeda eftir um pad bil priggja stunda flug. Engan
sakadi.

Skemmdir & flugvélinni voru litils hattar beyglur a
vinstri hlid flugvélarskrokksins, & dyrum og lokunar-
bunadi neydarrennu. Enn fremur eydilagdist neydar-
rennan Yyfir vinstri vaengnum. Um adrar skemmdir var
ekki ad raeda.

Rekstrarleg atridi:

i flugtaki for Ut neydarrenna yfir vinstri vaeng flugvélar-
innar. Engin vidvérun kom fram i stjérnklefa & vidvérun-
arbunadi (Engine Indicating & Crew Alerting System,
EICAS).

Farpegi gerdi flugfreyju vidvart um ad hann ,,...hefdi
séd net og sidan heyrt fast og stédugt bank” en hun
hirti ekki mikid um pad. Pegar petta var farid ad berast
ut medal farpeganna gerdi yfirflugfreyjan flugstjoranum
vidvart um hvad hefdi gerst og hann lagdi mat a ad-
staedur. Tuttugu minutum eftir flugtak hafdi flugstjorinn
samband vid fulltria i afgreidslu flugfélagsins, sem
skildi hann hins vegar ekki, par sem sa sidar nefndi var
ekki enskumeelandi. Eftir pad taladi yfirflugfreyjan vid
fulltrdann og upplysti hann um ad mdgulega myndi
flugvélin snua vid. Starfsmenn & jordu & Ezeiza flugvelli
uppgo6tvudu ad Boeing 747 a vegum flutningafyrirteek-
is hafdi lent med hjdlabunadinn a neydarrennu sem var
a flugbrautinni. Prjatiu mindtur lidu fra sidustu sam-
skiptum milli flugvélarinnar og flugfélagsins par til flug-
félagid fékk skilabod um ad flugvélin veeri snuin vid til
upphaflegs brottfararstadar og ad hun veeri vaentanleg
eftir eina og halfa klukkustund.

Heildarflugtimi fra flugtaki til lendingar var um pad
bil prjar klukkustundir.

Taeknileg atridi:

Boeing hefur lyst yfir ad jarnfesting PFIM, (pull force
increase mechanism) & utblasturshylki neydarrennunn-
ar muni verda lagfeerd og ad Utblasturskerfid (sem
blees Ut neydarrennuna) verdi styrkt me? tilliti til hreyf-
ingar flugvélarvaengsins, til ad koma i veg fyrir ad hylk-
id opnist 6vaent. PFIM hefur verid hluti af kerfi, sem ber
uppi neydarrennur, sem eru yfir veengjum flugvélarinn-
ar.
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Samkvaemt upplysingum fra Boeing hafa verid
margvislegar astaedur fyrir pvi ad neydarrennubrautir
hafi losnad i sbgu B767. Samt sem adur hafa sex slik
atvik 4dur komid upp af pessu tagi, fimm af peim sem
attu sér stad voru vegna galla i virkjun PFIM. Pessi teg-
und atvika hefur verid tekin til greina i Boeing Service
Bulletin (SB 767-25-0317), sem a vid flugvélar med
framleidslunamer 875 og haerri.

I pessu tilviki hefur Boeing gripid til eftirfarandi ad-
gerda:

Vardandi framleidslu:

Munu taka i notkun nyja hénnun a rennu fra og med
flugvéel med framleidslunumerid 921 sem verdur afhent
i april 2004.

Fyrri gerdir:

Nyja rennan verdur bodin med SB 767-25-0316 sem
verdur gefid ut i april 2004. Pessi nyja hdnnun inniheld-
ur rafbunad sem gerir vidvart og hindrar ad rennan
blasist 6vaent ut.

Adgerdir fyrir flugrekstraradila (operators):

Boeing meelir med pvi ad koma SB 767-25-0317 i
gagnid, par sem pvi er aetlad ad tryggja ad komid verdi
i veg fyrir ranga stadsetningu festingar PFIM og med
pvi ad koma fyrir 6ryggisboda. Einnig ad fylgja verklagi
(recommended procedure) sem a vid samanber kafla
25-65-02 i vidhaldshandbok B767.

Boeing stadfestir ad hafa upplyst NTSB um pessi sex
sambeerilegu atvik, par sem fimm peirra voru vegna lé-
legra festinga PFIM og eitt peirra var af 6utskyrdum or-
s6kum. Pessi atvik attu sér stad i fyrsta flugi eftir vid-
hald og var ekki ad rekja til bilana.

i atviki pvi sem hér um raedir atti sér ekki stad neitt
vidhald, en einungis var skipt um neydarrennu an lag-
faeringar a kerfinu, og ekki for heldur fram athugun a
notkun hylkisins sem stjornar Utblastri neydarrennunn-
ar. Bilanirnar sem hafa att sér stad i meiri hluta tilvika
geta ekki stadfest ad um hafi verid ad reeda bilun i 6rm-
un eda stillingu. Myndir teknar af JIAAC syndu ad strax
eftir flugtak hafdi PFIM verid i virkri st6du.

Ofangreint atvik gefur tilefni til ad hugleida ad pratt
fyrir ad TF-ARA hafi ekki fallid undir SB 767-25-0317
hefdi pad ekki ridid baggamuninum i pessu tilviki.

Pad ad ekki komu fram vidvaranir i stjornklefa,
gegnum EICAS, var vegna skynjaranna sem namu ekki
beint stédu dyranna, heldur 6beint um stodu krokfest-
ingarinnar.

Athugun & eftirfarandi atvikum/atburdarras:

1. PFIM var i virkri st6du eins og rannsakandi hafdi
fundid og skrad eftir flugtak vélarinnar p6 svo ad
eftir & hafi pad verid fundid i ovirkri stédu.

2. EKki for fram neitt vidhald a undan atvikinu, heldur
var einungis skipt um neydarrennu, i petta skipti an
pessa ad losa um hana og hylkid sem blaes hana
ut & stadnum.

3. Framleidandinn upplysti ad i 48 tilvikum & losnun
neydarrennu i flugi hafi verid um ad raeda margvis-
legar og mismunandi orsakir fyrir pvi.

4. Framleidandinn hefur nd i hyggju ad skipta um vir
i hreyfikerfi Utblasturshylkisins & ollum flugvélum
fra og med framleidslunimeri 921 i april 2004, og

sidan gera eigendum grein fyrir pessum breyting-
um i formi Service Bulletin i april manudi 2004.

Su alyktun hefur verid dregin ad i naverandi tilviki
hafi liklegast verid um ad raeda bilun i kerfinu, sem er
augljoslega ekki nogu traust. Vegna pessa galla vard
utblastur & neydarrennunni virkur og dyrnar opnudust.

Samkveemt adurgreindum tillégum af halfu NTSB
og Boeing-verksmidjunnar er tali®d ad pessi bilun sé
vegna eftirfarandi atrida: losun hylkisins var rakin til
togs i kapli vegna hreyfingar a vaengnum. Petta olli pvi
ad ventillinn opnadist. Utblasturinn vard pess valdandi
ad festing gaf sig og neydarrennan opnadist.

JIAAC leggur til ad fyrrgreindur bunadur, sem parf
strekkistillingu & kdplum og stillingar almennt sé oftar
yfirfarinn en adrar tegundir kerfa. Daemi um pad er lok-
unarbunadur a utgangsdyrum flugvélarinnar Casa CN
235-200.

NIDURSTODUR

- | flugstjérnarklefanum for ekkert kerfi i gang sem
varadi flugmennina vid losun neydarrennunnar.

- Flugstjorinn frétti af atvikinu fra yfirflugfreyju ahafn-
arinnar, sem greindi fra pvi ad einn farpegi flugvél-
arinnar hefdi ordid var vid eitthvad éedlilegt i pann
mund sem flugvélin var ad hefja sig til flugs.

- Flugstjérinn reyndi ad gera sig skiljanlegan vid
flugumsjoén flugfélagsins i Ezeiza, en tungumala-
ordugleikar gerdu honum okleift ad gera sig skilj-
anlegan.

- Yfirflugfreyja flugahafnar flutti skilabod milli flug-
vélar og flugumsjénarinnar Ezeiza.

- Fra pvi ad flugvélin fér a loft og par til hun lenti aft-
ur lidu um pad bil prjar kist.

- Vidvorunarkerfi EICAS gaf advérun um neydar-
rennuna pegar buist var til lendingar a Ezeiza flug-
vellinum.

- Boeing heldur pvi fram ad samkvaemt upplysing-
um um svipud atvik, hafi atvikid att sér stad vegna
rangs vidhalds & Utblasturskerfi neydarrennunnar.

- PFIM var i virkri st6du samkvaemt upplysingum &
ljésmynd fra rannsakanda. Ad pessu fram komnu
var pad nidurstada fundar rannséknarnefndarinnar
ad pessi vélarhluti hafi verid i virkri stédu. Visad er
til fylgiskjals ,,ALFA®.

- Skyrsla fra framleidanda gerir grein fyrir 48 atvikum
sem adur hafa att sér stad og varda 6timabaeran
utblastur neydarrennu Boeing 767 vegna margyvis-
legra astaedna.

- Samkveemt greinum 3.1.8, 3.1.9 og 2.2.10 er alitid
ad einnig i pessu atviki hafi 6ryggi kerfisins ekki
verid neegilega traust.

ORSOK

I flugtaksbruni i venjulegu farpegaflugi blés neydar-
renna 6veent Ut og losnadi vegna bilunar i opnunarkerf-
inu an pess ad nokkur bod um bilun keemu fram i
stjérnklefa.
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TILLOGUR UM URBZATUR

| FLUGORYGGISMALUM

Til Flugmalastjornar Bandarikjanna (Federal Aviation

Administration, FAA)

1. Framleidandi hefur gert tilldgur um breytingar sem
eiga ad tryggja ad hreyfing & PFIM valdi ekki ut-
bleestri neydarrennu. Tilldgur framleidanda verda
fullunnar ekki sidar en i april 2004. | tillégunum
felst, ad virkjunarbunadi verdur breytt, skipt um
kapal og rafknuinn bunadur settur i stadinn. Einnig
verdur skodadur sa moguleiki ad stadsetja
skynjara sem er fljétari ad bregdast vid losun &
neydarrennunni.

Til flugfélagsins Southern Winds Airlines

2. Huga ad porf a radstéfunum til ad tryggja virk fijar-
skipti milli flugvélar og starfsfolks flugfélags a
jérdu.

16. Flugatvik TF-TOE a Sandskeioi 15.
névember 2002

Skyrsla RNF var gefin ut 31. oktéber 2003 (M-
09002/A1G-38)

HELSTU STADREYNDIR

Pann 15. névember 2002 foér flugkennari fra flugskol-
anum Flugsyn ehf i kynningarflug med tvo farpega a
flugvélinni TF-TOE sem er af gerdinni Piper PA28-140.
Flugtak var fra Reykjavikurflugvelli um kl. 17:00 og var
flogi® um leid fjdgur i austursvaedi og sidan til flugvall-
arins a Sandskeidi. Eftir ad hafa kannad adstaedur ur

lofti akvad flugkennarinn ad lenda flugvélinni a flug-
braut 33. Vindpoki syndi ad logn var a flugvellinum og
taldi flugkennarinn flugbrautina feera til lendingar.

Flugkennarinn lenti kl. 17:20 og samkvaemt lysingu
hans var lendingin med edlilegum heetti en fljétlega i
lendingarbruninu virtist sem hjol flugvélarinnar byrjudu
ad sokkva pannig ad verulega haegdi 4 hrada hennar. |
lok lendingarbrunsins sveigdi flugvélin svo til vinstri og
rakst haegri vaengur hennar i flugbrautina.

Vid rannsokn kom i ljés ad holklaki haféi myndast i
yfirbordi flugbrautarinnar sem erfitt var ad greina ar
lofti en farid var ad rokkva a flugvellinum pegar atvikid
vard. Samkvaemt upplysingum ar Flugmalahandbok
Flugmalastjornar vard nétt i Reykjavik kl. 17:26 pann
15. nébvember 2002.

Pann 6. névember 2002, eda niu dégum fyrir atvik-
i0, gaf Flugmalastjorn Ut upplysingar til flugmanna
(NOTAM) par sem varad var vid ad malarflugvellir gaetu
verid varasamir vegna holklaka og var flugménnum
bent 4 ad kynna sér astand peirra hja umdaemisstjora.
Eftir abendingu fra RNF gaf Flugmalastjorn it NOTAM
pbremur dégum eftir atvikid um ad flugbraut 15/33 a
flugvellinum & Sandskeidi vaeri lokud vegna aurbleytu
og holklaka.

Eftir atvikid flokkadi Flugskolinn Flugsyn flugvelli
eftir gerd og aheettu par sem medal annars er studst
vid upplysingar fra Flugmalastjorn til flugmanna
(NOTAM) og Flugmalahandbok Flugmalastjornar (AIP).

TILLOGUR UM URBZATUR
i FLUGORYGGISMALUM
Engar.
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ATVIK SEM URBU ARID 2003:

1. Flugatvik TF-ATX yfir Ukrainu 8. jandar
2003

RNF lauk malinu med bokun 17. oktdber 2003 (M-
00303/A1G-01)

Flugvélin ATX sem er af gerdinni Boeing 747-200 var &
flugi yfir Ukrainu i FI 370 pegar viévaranir komu vegna
sjalfstyringar og sjalfvirkrar eldsneytisgjafar og i kjol-
farid ték flugvélin um 300 feta dyfu. Arekstrarvarar TF-
ATX og annarrar flugvélar sem kom a maéti henni i Fl
360 gafu bod um arekstrarhaettu. Atvikid var tilkynnt til
flugmalayfirvalda i Ukrainu og radstafanir voru gerdar
til verndunar flugritagagna TF-ATX. Engin vidbrégd
barust fra Ukrainskum yfirvéldum vegna malsins og
ekkert fannst ad flugvélinni vid skodun eftir atvikid.

2. Flugatvik TF-ATW vid Lagos i Nigeriu
9. januar 2003

RNF lauk malinu med bdkun 4. juni 2003 (M-
00403/AIG-02)

Flugvélin TF-ATW sem er af gerdinni Boeing 747-200
var i adflugi ad flugvellinum i Lagos pegar arekstrarvar-
inn gaf skipun um ad klifra. Ahdfnin sa & skja arekstr-
arvarans adra flugvél nedan vid TF-ATW. Atvikid var til-
kynnt til flugmalayfirvalda i Nigeriu en hvorki fékkst
stadfest mottaka tilkynningarinnar né énnur vidbrogd
fra Nigeriu.

3. Flugatvik TF-ATO vid New York i
Bandarikjunum 13. januar 2003

RNF lauk malinu med bokun 17. oktdber 2003 (M-
00603/AIG-03)

Flugvélin TF-ATO sem er af gerdinni Boeing 767-200
var i brottflugi fra New York pegar arekstrarvarinn gaf
skipun um laekkun. Atvikid var tilkynnt til rannséknar-
nefndarinnar i Bandarikjunum (NTSB) sem fram-
kveemdi frumrannsokn. Nidurstada frumrannséknar-
innar gaf ekki tilefni til frekari rannsoknar samkvaemt
upplysingum fra NTSB.

4. Flugatvik TF-FIO vid Keflavikurflugvéll
20. februar 2003

RNF lauk mélinu med bokun 19. september 2003 (M-
01303/A1G-04)

Ahofn flugvélarinnar TF-FIO sem er af gerdinni Boeing
757-200 akvad ad snua vid til lendingar eftir flugtak fra
Keflavikurflugvelli eftir ad bod um bilanir h6fdu komid
fra advorunarkerfi flugvélarinnar. Um fyrsta flug flugvél-
arinnar var ad raeda eftir C-skodun og kom i ljos eftir
lendingu ad ventill fyrir afisingarbdnadinn vantadi i
flugvélina. Ventillinn hafdi verid tekinn Ur flugvélinni
medan a skoduninni stéd og settur i adra flugvél. Jafn-

framt fannst laus tenging fyrir hradaskynjunarkerfi
haedarstyrisins. Ytarleg innanhisrannsékn fér fram
vegna atviksins hja Teeknipjonustunni a Keflavikurflug-
velli og i kjolfarid voru nokkrar breytingar gerdar a
verklagi Taeknipjénustunnar.

5. Flugslys TF-FTR vid Eystra-Miofell i
Hvalfirdi 28. mars 2003

Skyrsla RNF var gefin at 25. juni 2004 (M-01803/AIG-
05)

HELSTU STADREYNDIR

Um flugid:

Pann 28. mars 2003 for flugkennari fra Flugskoéla Is-
lands med nemanda skélans i undirbuningsflug fyrir
prof i yfirlandsflugi a flugvélinni TF-FTR. Flugvélin var
einshreyfils, tveggja saeta kennsluflugvél af gerdinni
Cessna 152. Flugaaetlun var gerd til einnar og hélfrar
klukkustundar sjonflugs fra Reykjavik til Hellu og aftur
til baka. Flugaaetlunin var tilkynnt til flugturnsins a
Reykjavikurflugvelli og var flugpol azetlad fjérar klukku-
stundir. Flugneminn hafdi framkvaemt fyrirflugskodun a
flugvélinni og undirbuid flugid ad 6dru leyti. Takmark-
adra upplysinga um vedur var aflad en flugneminn
hlustadi a vallarutvarp (ATIS) fyrir Reykjavikurflugvoll.
TF-FTR fékk heimild til flugtaks & braut 24 i stad 19,
sem hafdi verid i notkun, til pess ad flyta flugtaki og
komast pannig hja éli sem var ad nalgast Reykjavikur-
flugvdll. Upplysingar um vind voru gefnar af flugturni,
180°/10 hnutar.

Flugtak TF-FTR var kl. 18:15 og var flugneminn vid
stjérnvél flugvélarinnar. Flogid var um leid nr. 3 fra
Reykjavikurflugvelli. Stuttu eftir flugtak TF-FTR var
hringt fra flugvellinum i Mosfellsbee i flugturninn &
Reykjavikurflugvelli og tilkynnt ad verid vaeri ad opna
flugvollinn fyrir umferd ef a pyrfti ad halda vegna ved-
urs vid Reykjavikurflugvéll. KI. 18:18 haféi flugturninn &
Reykjavikurflugvelli samband vid TF-FTR og tilkynnti
ad buid veeri ad opna flugvéllinn i Mosfellsbae.

Flugkennarinn fylgdist med éljabakkanum sem var
ad nalgast flugvdllinn og kl. 18:23 eda 8 minutum eftir
flugtak akvad hann ad snua aftur til Reykjavikurflug-
vallar vegna élsins og tok hann vid stjorn flugvélarinn-
ar. Hann 6skadi eftir ad koma um leid nr. 3 til lending-
ar en par sem él var komid yfir Reykjavikurflugvoll gaf
flugturninn flugvélinni heimild til sérlegs sjonflugs til
vallarins.

Pegar flugvélin nalgadist Reykjavikurflugvoll sa flug-
kennarinn ad skyggnid var ordid pad litid ad ofaert veeri
ad lenda. Hann sveigdi pa til nordurs i att ad Kjalarnesi
pbar sem skyggni var betra og hugdist bida par a flugi
eftir ad pad létti til yfir Reykjavikurflugvelli. Ad ségn
flugkennarans taldi hann flugbrautina a flugvellinum i
Mosfellsbze of mjuka og pvi kom ad hans mati ekki til
alita ad lenda par.

Vid Kjalarnes sa flugkennarinn ad élid sem hafdéi ver-
i0 yfir Reykjavikurflugvelli var vidattumikid og stefndi i
attina ad flugvélinni. Hann akvad pvi ad fljuga undan
élinu og ad flugvellinum & Stéra-Kroppi i Borgarfirdi og
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kanna adsteedur par. Flugid pangad gekk vel og sam-
kvaemt upplysingum ur GPS taeki flugvélarinnar lenti
hdn & Stoéra-Kroppi kl. 18:54. Flugkennarinn hringdi i
flugturninn & Reykjavikurflugvelli kl. 18:57 og lét vita af
pvi ad TF-FTR veeri lent a Stora-Kroppi og 6skadi jafn-
framt eftir pvi vid flugturninn ad hann Iéti vita pegar
reettist Ur vedrinu a Reykjavikurflugvelli.

Flugumferdarstjori i flugturninum & Reykjavikurflug-
velli hringdi i flugkennarann kl. 19:16 til pess ad athuga
st6du mala. Flugkennarinn sagdi pa fra pvi ad snjo-
koma veeri ad nalgast flugvdllinn & Stéra-Kroppi Ur
sudvestri. Flugumferdarstjérinn upplysti ad ekki veeri
snjokoma a Reykjavikurflugvelli i augnablikinu og ad
hann seei til fjalla sudur af Kleifarvatni. Hann benti a ad
él hafdi nylega ,skridid yfir* og radlagdi TF-FTR ad
leggja ekki strax af stad. Adspurdur sagdi flugumferd-
arstjérinn ad vedurratsja veeri ekki stadsett i flugturnin-
um en ad pad veeri mjog dokkt ad sja til Keflavikur.
Flugkennarinn sagdist sja vel til austurs og spurdi flug-
umferdarstjorann hvort pad vaeri dheett ad fara i loftid
og fa betri upplysingar um vedur eftir pad. Flugumferd-
arstjorinn radlagdi honum ad bida par sem hann hefdi
ekki hugmynd um hvernig veeri ad komast ,yfir fiall-
gardinn“. Pa kom pad fram hja flugkennaranum ad
dagsbirta veeri i um pad bil eina klukkustund og fjoru-
tiu mindtur til vidboétar. Samtalinu lauk kl. 19:20 med
pvi ad flugumferdarstjérinn aetladi ad vera i sambandi
sidar.

KI. 20:08 var aftur hringt dUr flugturninum i flug-
kennarann, en kl. 20:00 héfdu ordid vaktaskipti i flug-
turninum. Flugkennarinn sagdi fra pvi ad pad hefdi
snjoad stanslaust a Stéra-Kroppi um nokkurn tima.
Flugumferdarstjorinn sagdi ad pad hefdi 1étt svolitiod til
i Reykjavik en hann vissi ekki hvad pad myndi ,hanga
lengi“. Flugkennarinn taldi ad pad teeki €lid um pad bil
20-25 minutur ad fara fra Reykjavikurflugvelli ad Stora-
Kroppi og sagdi flugumferdarstjoranum ad peir azetl-
udu ad leggja af stad um kl. 20:20. Flugumferdarstjor-
inn hvatti flugkennarann til pess ad vera i sambandi
aftur til ad ,kikja & stéduna“ pegar hann veeri tilbdinn
ad fara i loftid. Flugkennarinn og flugumferdarstjérinn
voru sammala um ad flugaaetluninni yrdi nu lokad og
ad flugkennarinn myndi gera nyja flugasetlun pegar
haldi® yrdi fra flugvellinum a Stéra-Kroppi.

Samkvaemt upplysingum fra flugkennaranum snjé-
adi afram latlaust a Stéra-Kroppi en um kl. 20:50 Iétti
til. Hann akvad pa ad leggja af stad til Reykjavikur og
munu hann og flugneminn hafa farid uat ar flugvélinni til
ad hreinsa snjo af henni. Samkvaemt upplysingum ur
GPS teeki flugvélarinnar ma aeetla ad lagt hafi verid af
stad um kl. 20:56 og var flugkennarinn pa vid stjérnvél-
inn. Ekki var haft samband vid flugturninn fyrir brottfér
til ad leggja inn flugaaetlun fyrir flugid. Flugmadurinn
kvedst hinsvegar hafa reynt ad hafa samband vid flug-
stjorn gegnum talstd6d skdmmu eftir flugtak en an ar-
angurs. Myrkur (lok ljosaskipta) vard a Stéra-Kroppi kl.
20:54.

KI. 21:11 var flugvélin vid Hafnarfjall og sa flugkenn-
arinn & ljosum fra Akranesi ad él var ad koma par yfir.
Hann akvad pa ad halda austur fyrir Akrafjall og athuga
moguleika & ad fara pa leidina til Reykjavikur. Flug-
kennarinn kalladi i flugturninn a Reykjavikurflugvelli k.
21:12 og sagdist pa vera 4 leid til Reykjavikur og ad

hann saei ekki pangad. Talstédvarsamband var lélegt
en flugturninn sagdi fra pvi ad vedur veeri gott a
Reykjavikurflugvelli en ad pad veeri ,einhver mugga“
austur af vellinum. Kl. 21:16 hafdi flugturninn samband
vid TF-FTR med adstod annarrar flugvélar og fékk peer
upplysingar ad TF-FTR vaeri vaentanleg til Reykjavikur
eftir 10 mindtur. Um pad bil tveimur mindtum sidar eda
kl. 21:18 kalladi flugturninn i TF-FTR og spurdi hvar
flugvélin veeri stddd. Samskiptin voru éskyr en flug-
kennarinn sagdi ad peir veeru vid Grundartanga, hefdu
lent i snjokomu og veeru i bidflugi i mikilli 6kyrrd. Enn-
fremur sagdi kennarinn ad hann vaeri ad haekka flugid.
Um petta leyti var flugvélin ad snua vid austan vid
Akrafjall en samkvaemt frasdgn flugkennarans mun
skyggni hafa fari® versnandi par. Par sem ekki reynd-
ist pa& mogulegt ad fara vestan megin Akrafjalls til
Reykjavikur, snéri flugkennarinn aftur vid kl. 21:21 og
hélt inn Hvalfjérdinn ad upplystri spennistdd a Brenni-
mel nordaustan vid Grundartanga. Par var hann baedi i
myrkri og éljagangi. Samkveaemt fraségn flugkennarans
var ekki ad finna heppilegan naudlendingarstad a
pessum sl6dum, medal annars vegna haspennulina.
Hann akvad pvi ad bida af sér vedrid med pvi ad hring-
fljuga yfir spennistddinni med ljos hennar sem vidmid.

Flugvél sem lenti & Reykjavikurflugvelli kl. 21:19 gaf
peer upplysingar til flugturnsins ad peir heféu komid
nidur ar éli i 2500 feta haed vid Akranes. Flugturninn
hafdi pa samband vid TF-FTR til ad gefa pessar upp-
lysingar en fékk ekki svar fra flugvélinni. Flugturninn
kalladi aftur til TF-FTR kl. 21:23 og endurtok upplys-
ingarnar. Flugkennarinn & TF-FTR svaradi pa og sagdi
ad peir veeru i 800 fetum og allt veeri i gédu lagi. Hann
gaf ennfremur peer upplysingar ad peir aetludu ad
hringfljiga pangad til élid veeri komid framhja. Flug-
turninn minnti flugkennarann & ad ekki hefdi verid gerd
nein flugaaetlun og spurdi hveneer peir hefdu farid fra
Stéra-Kroppi. Flugkennarinn svaradi pvi til ad peir
hefdu farid i loftid kl. 20:55 en leidrétti pad i sému
andra og sagdi ad peir hefdu farid i loftid kl. 20:50. Ad-
spurdur kvadst flugkennarinn ekki geta daetlad komu til
Reykjavikur, pad feeri eftir pvi hvad peir pyrftu ad hring-
fljdga lengi. Flugkennarinn og flugumferdarstjorinn
komu sér saman um ad lata flugaaetlunina gilda til k.
22:00. Flugturninn gaf flugkennaranum einnig paer
upplysingar ad engin él veeru yfir Reykjavikurflugvelli
og ad vel saxist til Akraness en po6 vaeru einhver él til
nordurs. Flugkennarinn svaradi pvi til ad peir seeju litid
sem ekkert. Samtalinu lauk kl. 21:25. Petta voru sid-
ustu samskipti milli TF-FTR og flugturnsins & Reykja-
vikurflugvelli.

Samkvaemt upplysingum Ur GPS teeki flugvélarinnar
héfst hringflug TF-FTR med vinstri beygju kl. 21:24 og
var fyrst flogid i tvo hringi rangseelis. Eftir pad var beygt
til haegri og flogid i sex hringi réttseelis. Flugvélina rak
undan vindi til nordurs, p.e. fra spennistédinni og i att
ad Eystra-Midfelli. KI. 21:34 var aftur breytt um stefnu
hringflugs og flognir tveir krappari hringir rangseelis en
a peim tima hafdi flugkennarinn misst sjénar & ljésun-
um vid spennistddina par sem snjékoman hafdi aukist.
Samkvaemt frasdgn kennarans og flugnemans var
skyggni ordid litid, blindbylur skollinn & og erfitt ad
hafa stjorn a flugvélinni. S6kum okyrrdar sveifladist
flugvélin i upp- og nidurstreymi a milli 700 og 1200 feta
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flughaedar ad sogn flugkennarans. Pegar flugvélin
haekkadi flugid, missti flugkennarinn sjonar af ljdsunum
fra spennistddinni. Eftir ad flugvélin laekkadi flugid & ny
bad flugkennarinn flugnemann um ad fylgjast med fjar-
leegd flugvélarinnar fra jordu a medan hann einbeitti
sér ad pvi ad halda stjorn a flugvélinni. Pa hafdi hann
yit eldsneytisgjéfinni ad fullu inn.

Ad ségn flugkennarans hadi snjoblinda honum ekki
en skyntruflun eda misattun (sensory illusion, disori-
entation) vard til pess ad hann var i vafa um afstodu
flugvélarinnar midad vid joérd. Pegar hann sa sidan
skyndilega ad flugvélin var ad fara i jordina togadi hann
i styrid til fulls til pess ad heekka flugid en pad dugdi
ekki til og flaug flugvélin i j6rdina kl. 21:35 i um pad bil
320 feta haed vid reetur Eystra-Midfells (64°23’53”N
021°44’30”V) med peim afleidingum ad hin kastadist
fram yfir sig, rifnadi i sundur og eldur braust ut.

Flugkennarinn losadi sig ur 6ryggisbeltinu og ad-
stodadi flugnemann sem hafdi misst medvitund vid ad
losa sig og komast ut Ur flakinu. Eldur var i fétum
peirra sem flugkennarinn gat slékkt. Flugneminn var
vankadur, pjadur og kolnadi fljétt en flugkennarinn
reyndi eftir fremsta megni ad halda a4 honum hita.

Um pad bil kl. 22:10 komu gestir akandi ad baenum
a Eystra-Midfelli en hann er um pad bil 800 metra fra
slysstadnum og i hvarfi fr& honum. Gestirnir sau hvar
eldur logadi i fiallshlidinni og for bondinn a Eystra-Mid-
felli strax ad athuga hverju petta saetti. Hann fér akandi
a bil eftir vegsléda i fiallshlidinni med vidkomu i sumar-
bustad og spurdi pa sem i honum voru hvort eldurinn
veeri & peirra vegum. Um pad bil kl. 22:30 pegar bénd-
inn var ad nalgast eldinn meetti hann flugkennaranum
a vegslédanum og adstodadi pvi neest hann og
flugnemann inn i bilinn og heim ad baenum.

GREINING PATTA
Flug TF-FTR fra Stéra-Kroppi til Reykjavikur pann 28.
mars 2003 var i kjolfar breytingar & flugasetlun flug-
mannanna sama dag. Tilgangur flugsins var undirbin-
ingur fyrir prof i yfirlandsflugi. Azetlad haféi verid ad
fara fra Reykjavik til Hellu og aftur til Reykjavikur en
vegna vedurs akvad flugkennarinn, stuttu eftir flugtak,
ad snua vid og lenda aftur & Reykjavikurflugvelli. Par
sem ekki reyndist mégulegt ad lenda par vegna snjo-
éls, héldu flugmennirnir i att ad Kjalarnesi og sidan ad
flugvellinum a Stéra-Kroppi, par sem peir lentu Kkl
18:54. A ratsjarmyndunum sést ad kl. 19:00 er éljabelti
komid inn & land og liggur yfir Hvalfirdi og Borgarnesi.
Sjoénflugsskilyrdi voru léleg & Sudvesturlandi pennan
eftirmiddag vegna dimmra élja en vid undirbuning
flugsins fra Reykjavik hofdu flugmennirnir ekki aflad
vedurupplysinga eins og verklagsreglur Flugskdla is-
lands kveda 4 um ad sé gert vid undirbuning fyrir yfir-
landsflug. Fyrir brottfér fra Reykjavikurflugvelli 1a pvi
ekki fyrir hvort mogulegt var ad fljuga samkvaemt aeetl-
un med tilliti til vedurs. Flugneminn hafdi flogid samtals
1,2 stundir i yfirlandsflugi. Pad er alit RNF ad undirbin-
ingur flugsins fra Reykjavik hefdi att ad vera betur i-
grundadur ekki sist med tilliti til pess hve litla pjalfun
flugneminn haféi i yfirlandsflugi.

Vid brottfér fra Reykjavik var synilegur éljabakki ad
nalgast flugvdllinn Ur sudvestri sem flugkennarinn var
medvitadur um. Hann fékk pvi heimild til flugtaks a

braut 24 i stad 19, sem hafdi verid i notkun, til pess ad
flyta flugtaki og komast pannig hja élinu. Flugneminn
var vid stjornvol flugvélarinnar par til 8 mintdtum eftir
flugtak fra Reykjavikurflugvelli, en pa tok flugkennarinn
vid og flaug flugvélinni eftir pad. A vedrabrigdaskeyti
sem gert var fimm minatum eftir flugtak TF-FTR fra
Reykjavikurflugvelli kom fram ad flugvdllurinn var lok-
adur fyrir sjonflug og var sérstakt vedrabrigdaskeyti
sent Ut par sem skyggni var komid nidur i 600 metra i
éljagangi. Skommu eftir flugtak TF-FTR & Reykjavikur-
flugvelli var hringt fra flugvellinum i Mosfellsbae i flug-
turninn a Reykjavikurflugvelli og 1atid vita ad flugvollur-
inn i Mosfellsbae veeri ,opinn“. Flugturninn kom peim
upplysingum til flugmanna TF-FTR en ad ségn flug-
kennarans akvad hann ad lenda ekki & flugvellinum i
Mosfellsbee pvi flugbrautin par veeri of mjuk ad hans
mati. Hélt hann pvi i nordur til Stéra-Kropps i Borgar-
firdi. Ad 6llu jofnu er flugvdllurinn i Mosfellsbae ekki
notadur til eefinga af kennurum eda nemendum i Flug-
skola islands. RNF telur ad skoda hefdi matt betur
moguleikann & ad lenda par adur en haldid var til nord-
urs.

Eftir lendingu & Stoéra-Kroppi ték ad snjéa par. Flug-
mennirnir h6fdu badir GSM sima og var flugkennarinn
i farsimasambandi vid flugturninn a Reykjavikurflugvelli
til pess ad fylgjast med vedrinu par. Litid var eftir & raf-
hl6dum simanna og ad sogn flugkennarans reyndu
beir ad spara notkun peirra af peim sékum. Flugmenn-
irnir bidu af sér vedrid a Stéra-Kroppi um bord i flug-
vélinni. Um pad bil pegar myrkur var ad skella &, stytti
upp a Stora-Kroppi (myrkur & Stéra Kroppi var kl.
20:54) og akvad flugkennarinn pa ad leggja af stad til
Reykjavikur og var flugtak um pad bil kl. 20:56. Hann
lagdi hvorki inn flugaeetlun fyrir flugid né afladi frekari
vedurupplysinga um sjonflugsskilyrdi a flugleidinni til
Reykjavikur. P& voru um pad bil 45 minudtur fra pvi ad
flugkennarinn hafdi sidast haft samband vid flugturn-
inn & Reykjavikurflugvelli. Hann vissi pvi ekki um ann-
ad él sem var 4 flugleidinni. A sama tima gaf Vedur-
stofa Islands Ut vedurskeyti par sem medal annars
kom fram ad skyggni a Reykjavikurflugvelli var 800
metrar og alskyjad var i 400 feta haed. Lagmork fyrir
sjonflug a Reykjavikurflugvelli eru 5 km skyggni og
1500 feta skyjahzed og var Reykjavikurflugvdllur pvi
lokadur fyrir sjonflug. Pad er mat RNF ad undirblining-
ur fyrir flug fra Stéra-Kroppi hefdi att ad vera betri, ekki
sist i [j6si pess sem & undan hafdi gengid.

TF-FTR var skrad til takmarkads neetursjonflugs.
Samkveemt skilgreiningu & takmorkudu naetursjonflugi
er pvi einnig ljost ad TF-FTR hefdi ekki att ad leggja
svo seint af stad fra Stéra-Kroppi par sem fljuga vard i
myrkri fiarri upplystum flugvelli.

bPegar TF-FTR var ad nalgast Akrafjall var élid ad
koma yfir Akranes og flugkennarinn sa ljésin padan
hverfa af vdldum pess. Hann freistadi pess ad fara
austur fyrir Akrafjallid til ad kanna moguleikann & ad
kreekja fyrir éli® og komast pa leidina til Reykjavikur.
Pegar inn i Hvalfjérd var komid var élid a leid inn fjoro-
inn og lokadi pvi fyrir pann méguleika. Pegar hér var
komid sdégu voru urraedi flugkennarans fa en hann
reyndi ad snua vid og komast vestur fyrir Akrafjallid en
vard fra ad hverfa. Pegar ljost var ad ekki var mdgulegt
ad komast til Reykjavikur vegna vedurs taldi flugkenn-
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arinn of seint ad snua vid og lenda aftur & flugvellinum
a Stora-Kroppi s6kum myrkurs og vegna pess ad flug-
vollurinn er ekki Utbdinn med flugbrautarljosum. Jafn-
framt velti hann pvi fyrir sér ad naudlenda, en taldi of a-
haettusamt ad reyna pad i myrkri vegna fjdlda ha-
spennulina a svaedinu. Flugkennarinn héf pvi ad hring-
fljuga yfir upplystri spennistéd a Brennimel nordaustan
vid Grundartanga i myrkri. Pegar ljost var ad i 6géngur
stefndi hefdi flugkennarinn att ad reyna ad leita adstod-
ar flugumferdastjérnar eda hja nalaegum flugvélum.

Nokkrir éskradir flugvellir eru naleegt slysstadnum.
Einn er & Narfastadamelum i Leirarsveit og annar a
Halsnesi vid Hvalfjord. Pessir flugvellir hafa verid tekn-
ir ut af sjonflugskorti sem gefid er ut af Flugmalastjorn
islands en voru merktir med krossi 4 eldri kortum. Pad
er mat RNF ad ef Oskradir flugvellir vaeru merktir a
sjonflugskort pa studladi pad ad pvi ad einkaflugmenn
skodudu betur pann méguleika ad nyta pa i neydartil-
fellum.

i hringfluginu var skyggni ordid litid vegna myrkurs
og éljagangs og erfitt ad hafa stjorn a flugvélinni sék-
um Okyrrdar. Flugkennarinn missti sjénar af ljdésunum
fra spennistddinni og bad flugnemann ad fylgjast med
fiarlaegd flugvélarinnar fra jérdu, medan hann einbeitti
sér vid ad halda stjorn a flugvélinni. Eftir 11 mindtna
hringflug brotlenti flugvélin. Rétt i pann mund sem
flugvélin skall i jordina togadi flugkennarinn i stjornvol-
inn til fulls til pess ad haekka flugid en pad dugdi ekki
til og flugu peir i sudurhlid Eystra-Midfells i um pad bil
320 feta haed yfir sjavarmali med hreyfilinn & fullu afli.
Skdmmu fyrir slysid hafdi flugkennarinn bedid nem-
andann um ad herda a saetisdlum og gerdi hann einnig
slikt hid sama. Liklegt er ad vel spennt priggja punkta
oryggisbelti hafi bjargad peim fra frekari meidslum.
Pad er mat RNF ad skyntruflun eda misattun (sensory
illusion, disorientation) hafi ordid til pess ad flugkenn-
arinn var ordinn i vafa um afstédu flugvélarinnar.

Neydarsendirinn var stadsettur pannig ad eldsneyti
ur tdnkum flugvélarinnar hefur borist til hans eftir slys-
i® og ordid til pess ad hann brann. Loftneti fyrir neyd-
arsendinn var pannig komid fyrir ad pad hafnadi i snjo
og mogulegt er einnig ad sndran & milli sendisins og
loftnetsins hafi slitnad.

HELSTU NIDURSTOPUR

- Flugvélin haféi gilt lofthaefiskirteini og haféi verid
vidhaldid i samraemi vid gildandi reglugerd og
verklag Flugskola islands.

- Vidhaldsbeekur flugvélarinnar syndu ad flugvélin
var utbuin samkvaemt gildandi reglugerd fyrir sjon-
flug og takmarkad naetursjonflug.

- Upplysingar um massa og jafnvaegi flugvélarinnar
syndu ad massi og jafnveegi voru innan leyfilegra
marka.

- Ekkert benti til pess ad hreyfill flugvélarinnar eda
stjorntaeki hennar hafi starfad 6edlilega fyrir slysid.

- Ekki reyndist unnt ad framkvaema préfanir a leid-
sdguteekjum par sem pau brunnu i flakinu.

- Flugkennarinn var med gild réttindi til kennsluflugs
asamt blindflugsréttindum.

- Flugmennirnir h6fdu fengid naega hvild fyrir flugid.

- Undirbaningur flugs var ekki i samraemi vid verk-
lagsreglur Flugskéla islands.

- Moguleiki a ad nyta flugvéllinn i Mosfellsbae var
ekki kannadur til hlitar.

- Myrkur var ad skella a pegar lagt var af stad fra
Stoéra-Kroppi til Reykjavikur.

- Flugvdllurinn & Stéra-Kroppi var utan peirra tak-
markana um naetursjénflug sem flugvélin var skrad
fyrir.

- Oflun vedurupplysinga var ekki naegjanleg fyrir flug
fra Stéra-Kroppi til Reykjavikur.

- Flugkennarinn vissi ekki um seinna éljabeltid sem
var a fyrirhugadri leid fra Stora-Kroppi til Reykja-
vikur.

- Lagt var af stad i flug fra Stéra-Kroppi an pess ad
leggja inn flugaaetiun.

- Vedurskilyrdi & afangastad voru fyrir nedan sjon-
flugslagmark pegar lagt var af stad fra Stora-
Kroppi.

- Litlir moguleikar voru til naudlendingar vegna
myrkurs.

- Flugkennarinn lenti i blindflugsskilyrdum i sjén-
flugi.

- Flugvélin Iét illa ad stjorn vegna vedurs.

- Pegar slysid vard var snjoél ad ganga yfir, skyggni
var litid og komid var myrkur.

- Flugmennirnir voru med priggja punkta saetisélar
spenntar.

- Ekki barust bod fra neydarsendi

ORSAKAPZATTIR

- Undirbdningur flugs var ekki i samraemi vid verk-
lagsreglur Flugskdla islands.

- Myrkur var ad skella & pegar lagt var af stad fra
Stoéra-Kroppi til Reykjavikur.

- Oflun vedurupplysinga var ekki naegjanleg fyrir flug
fra Stéra-Kroppi til Reykjavikur.

- Flugkennarinn lenti i blindflugsskilyréum i sjon-
flugi.

TILLOGUR UM URBZATUR

i FLUGORYGGISMALUM

RNF beinir pvi til Flugmalastjérnar islands ad han:

1. Beaeti adbunad a flugvellinum a Stéra-Kroppi i sam-
reemi vid aukid veegi hans vid flugkennslu.

2. Merki 6skrada flugvelli & sjonflugskort.

3. Leiti leida til pess ad neydarsendar flugvéla séu
pannig stadsettir eda pannig utbuanir ad minni likur
séu a ad peir skemmist vid brotlendingu.

6. Flugatvik TF-ATW vid Lagos i Nigeriu
17. febraar 2003

RNF lauk malinu med bdkun 4. juni 2003 (M-
01103/AIG-06)

Flugvélin TF-ATW sem er af gerdinni Boeing 747-200
var i adflugi ad flugvellinum i Lagos pegar arekstrarvar-
inn gaf skipun vegna flugvélar nedan vid TF-ATW. At-
vikid var tilkynnt til flugmalayfirvalda i Nigeriu en hvorki
fékkst stadfest méttaka tilkynningarinnar né énnur vid-
brégd fra Nigeriu.
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7. Flugatvik TF-ARF vio Jedda i Saudi Ar-
abiu 20. februar 2003

RNF lauk mélinu med bokun 19. september 2003 (M-
01203/AIG-07)

Hita- og rafmagnslykt kom upp i farpegarymi flugvélar-
innar TF-ABP & flugi til Jedda. Eftir lendingu flugvélar-
innar sem er af gerdinni Boeing 747-200 kom i ljos ad
lyktin kom fra varmaskipti sem hafdi bilad i loftraesti-
kerfi flugvélarinnar.

8. Flugatvik TF-FIH vid London i Englandi
23. februar 2003

RNF lauk malinu med bokun 2. juni 2004 (M-
01403/AIG-08)

Hita- og rafmagnslykt kom upp i farpegarymi flugvélar-
innar TF-FIH sem er af gerdinni Boeing 757-200 a flugi
fra London til Keflavikur. Flugvélinni var snuid til baka
til London og vid skodun taeknimanna eftir lendingu
kom i ljés ad bilun i skja i lofti farpegarymis hafdi or-
sakad lyktina. Talid var ad um einstakt atvik hafi verid
ad reeda par sem flugrekandinn hefur haft skjai sému
gerdar i notkun til margra ara an pess ad slik bilun hafi
adur ordid.

9. Flugatvik TF-ARA vid Buenos Aires i
Argentinu 24. februar 2003

RNF lauk malinu med bokun 4. juni 2003 (M-
01503/AIG-09)

Eldur kom upp i ofni i eldhusi flugvélarinnar TF-ARA
sem er af gerdinni Boeing 767-300 a flugi fra Madrid til
Buenos Aires. Eldurinn var slékktur med slékkvitaeki
og var orsok hans rakin til ofhledslu matvaela i ofninn.
Flugrekandinn gaf uat i kjolfarid upplysingabréf med
leidbeiningum vardandi notkun ofna flugvéla sinna.

10. Flugatvik TF-FIN i Boston i Bandarikj-
unum 7. mars 2003

RNF lauk malinu med bdkun 2. juni 2004 (M-
01703/AIG-10)

Hitaskemmdir fundust & hlifum fyrir ofan haegri hreyfil
flugvélarinnar TF-FIN sem er af gerdinni Boeing 757-
200 vid daglega skodun a henni i Boston. Ekkert
fannst athugavert vid skodun a hreyflinum og vid
grannskodun a honum kom ekkert fram sem gat
tengst atviki pessu. Talid var ad eldur hafi logad ut um
Utblastursror hreyfilsins i skamman tima pegar slokkt
var & honum og s6kum pess hve loftsteymid i gegnum
hreyfil var litid hafi eldurinn nad ad teygja sig upp i hlif-
ina fyrir ofan hann.

11. Flugatvik TF-FIN vid Punta Cana i
Déminikanska lydveldinu 30. mars
2003

RNF lauk malinu med bokun 29. oktéber 2003 (M-
01903/AIG-11)

Flugvélin TF-FIN sem er af gerdinni Boeing 757-200
var i adflugi ad flugvellinum i Punta Cana begar
arekstrarvarinn gaf skipun um ad klifra. Ahdfnin sa
adra flugvél um pad bil 500 fetum nedar og 5 til 7 sjé-
milur framundan. Atvikid var tilkynnt til ddéminikanskra
yfirvalda en engin vidbrdgd barust.

12. Flugatvik TF-OXO vid Selfoss 26. april
2003

RNF lauk malinu med bdkun 19. september 2003 (M-
02003/A1G-12)

Flugmadur flugvélarinnar TF-OXO sem er af gerdinni
Piper PA22 lenti & flugvellinum & Selfossi vegna gang-
truflana i hreyfli flugvélarinnar. Vid skodun a hreyflinum
kom i ljos ad utblastursventill hafdi brotnad.

13. Flugatvik TF-ELP vid Barcelona a
Spani 2. mai 2003

RNF lauk malinu med bdkun 29. oktéber 2003 (M-
02203/AIG-13)

Flugvélin TF-ELP sem er af gerdinni Boeing 737-300
var i adflugi ad flugvellinum i Barcelona pegar arekstr-
arvarinn gaf skipun um ad klifra. Ahofnin sa adra flug-
vél sem reyndist vera i sjonflugi. Atvikid var tilkynnt til
rannsoknarnefndarinnar a4 Spani sem tilkynnti RNF ad
malid hafi verid sent afram til parlendrar rannséknar-
nefndar flugumferdaratvika. Frekari vidbrogd hafa ekki
borist til RNF vegna malsins.

14. Flugatvik TF-KAF a Keflavikurflugvelli
9. mai 2003

Skyrsla RNF var gefin ut 18. névember 2003 (M-
02403/AIG-14)

HELSTU STADREYNDIR

Pann 9. mai 2003 fér flugmadur i einkaflugi fra Reykja-
vik til Keflavikur a flugvélinni TF-KAF sem er fjégurra
seeta eins hreyfils stélhjolsflugvél af gerdinni Cessna
170. Flugtak var fra Reykjavikurflugvelli um kl. 11:10
og var flogid til Keflavikurflugvallar. Flugmadurinn
framkvaemdi priggja punkta lendingu a braut 20 og ad
s6gn hans var vindstefna pa 80° og vindstyrkur 12
hnutar. Midad vid stefnu vinds gagnvart brautarstefnu
samsvarar pad um pad bil 6 hndta medvindi og 10
hnuta hlidarvindi.

i lendingarbruni leitadi flugvélin til haegri ad sdgn
flugmannsins og pegar hann eetladi ad rétta feril flug-
vélarinnar af, stélkastadist hun i halfhring til vinstri og
stadnaemdist & flugbrautinni. Vid pad skekktist hjola-
bunadur og framruda brotnadi en hvorki loftskrifa né
vaengendi snertu jord. Flugmadurinn ok sidan flugvél-
inni ad steedi.
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Vid rannsokn Rannséknarnefndar flugslysa fannst
ekkert athugavert vid stjorntaeki og bremsubunad flug-
vélarinnar. Pad er alit RNF ad orsok atviksins sé réng
beiting stjornteekja flugvélarinnar i lendingu i hlidar-
vindi.

TILLOGUR UM URBZATUR
i FLUGORYGGISMALUM
Engar.

15. Flugslys TF-FTL a flugvellinum i Stykk-
isholmi 16. mai 2003

Skyrsla RNF var gefin ut 20. oktéber 2003 (M-
02503/AIG-15)

HELSTU STADREYNDIR

Um flugid:

Féstudaginn 16. mai 2003 akvad einkaflugmadur ad
fara i Utsynisflug med einn farbega um Snaefellsnes a
flugvélinni TF-FTL sem er af gerdinni Cessna 152. Um
var ad raeda fyrsta flug flugmannsins med farpega en
hann hafdi fengid skirteini einkaflugmanns tveimur
dégum adur. Eftir hefdbundinn undirbining med fyrir-
flugsskodun var flugtak fra Reykjavikurflugvelli kl.
10:57. Flugmadurinn flaug flugvélinni leid eitt ut ur flug-
stjornarsvidi Reykjavikurflugvallar og vid Kjalarnes
haekkadi hann flugid i 5500 feta haed og tok stefnuna
til nordurs i attina ad Stykkisholmi. Yfir Ljdsufjéllum hof
flugmadurinn ad undirbua adflug ad flugvellinum i
Stykkishélmi en par aetladi hann ad framkvaema snerti-
lendingu. Eftir ad hafa skodad adsteedur akvad hann
ad nota flugbraut 07 par sem vindurinn st6d nokkud
beint & pa braut.

Flugmadurinn taldi ad adflugid hafi verid edlilegt og
lenti hann flugvélinni & bundnu slitlagi sem er & flug-
brautarendanum. Flugvélin lenti & adalhjolunum fyrst
og sidan snerti nefhjolid flugbrautina. Pegar nefhjélid
kom nidur & flugbrautina byrjadi flugvélin ad hristast
mikid og ad mati flugmannsins lyftist nefhjolid aftur af
flugbrautinni. Pad sama gerdist aftur pegar nefhjolid
snerti flugbrautina i annad sinn og var hristingurinn
engu minni en i fyrra skiptid. Flugmadurinn taldi petta
hafa endurtekid sig nokkrum sinnum en gat ekki met-
id hversu oft. Ad lokum féll flugvélin fram yfir sig og a
bakid.

Flugmadurinn og farpeginn komust sjalfir at dr flug-
vélinni liti® meiddir.

UMFJOLLUN OG NIDURSTAPA

Vindur a flugvellinum i Stykkishélmi var haegur pegar
slysid vard og um 20° fra vinstri midad vid lendingar-
stefnuna. Ad mati flugmannsins var adflugid edlilegt og
lendingin edlileg par til nefhjélid snerti flugbrautina, en
ba byrjadi mikill hristingur og var eins og nefhjélid lyft-
ist af flugbrautinni aftur. Ummerki & slysstadnum
syndu ad flugvélin lenti 8 malbikudum hluta brautarinn-
ar og toékst a loft aftur og lenti svo pungt a nefhjolinu
innar & flugbrautinni. Hun tokst aftur a loft og lenti aft-
ur pungt & nefhjélinu. Alls gerdist petta fjorum sinnum
eda par til nefhjélsleggurinn kiknadi vegna yfirdlags og
flugvélin féll fram yfir sig. Vid rannséknina fannst ekk-
ert athugavert vid flugvélina, kerfi hennar eda stjérn-

teeki sem orsakad gat slysid. Nokkurt slit fannst i
tregdudrmum nefhjdisstyringar flugvélarinnar en slikt
slit veldur pvi ad pungt er ad styra flugvél i akstri a litl-
um hrada. Ahrif pess minnkar um leid og hradinn eykst
og hlidarstyrid tekur vid. Slitid i tregdudérmunum hafdi
pvi ad mati RNF ekki ahrif a peim hrada sem flugvélin
var a pegar slysid vard.

Pad er alit RNF ad reynsluleysi flugmanns og réng
vidbrégd séu liklegasta orsok pess ad slysid vard. Lik-
lega hefur flugmadurinn ytt styri flugvélarinnar fram
begar flugvélin héfst aftur & loft eftir punga lendingu og
komid af stad atburdaras sem endadi med pvi ad nef-
hjolsleggurinn kiknadi vegna yfiralags.

TILLOGUR UM URBZATUR
i FLUGORYGGISMALUM
Engar.

16. Flugatvik TF-VHH a Bessastadavegi 31.
mai 2003

Skyrsla RNF var gefin ut 18. ndvember 2003 (M-
02703/AIG-16)

HELSTU STADREYNDIR

Pann 31. mai 2003 var flugmadur flugvélarinnar TF-
VHH sem er af gerdinni Cessna 185 ad koma til lend-
ingar & Reykjavikurflugvelli eftir flug fra Patreksfirdi.
Pegar flugvélin var ad koma inn a lokastefnu brautar
13 dré flugmadurinn af afli hreyfilsins og hoéf lokaadflug
til lendingar. A stuttri lokastefnu akvad flugmadurinn ad
draga aflid alveg af par sem honum fannst flugvélin of
hatt og hradi hennar of mikill. Hann dré handfang elds-
neytisgjafarinnar Ut an pess ad breyting yrdi a afli
hreyfilsins. P& ytti hann handfanginu aftur inn en afli®
hélst afram &breytt og attadi flugmadurinn sig pa a pvi
ad hann hafdi ekki stjorn a afli hreyfilsins. Flugvélin var
nu komin inn yfir flugbrautarendann og var i 600 til 700
feta haed. Akvad flugmadurinn pvi ad haetta vid lend-
ingu og beygdi hann flugvélinni til heegri med pad i
huga ad lenda a flugbraut 01. Pegar flugvélin var kom-
in Ut yfir Skerjafjérdinn sa flugmadurinn ad hradinn var
ad nalgast lagmark og ad flughaedin var um 500 fet en
flugvélin leekkadi flugi® um 50 til 100 fet & minutu.
Hann mun hafa talid radlegra ad reyna lendingu a
Alftanesi frekar en ad taka krappa beygiju til lendingar
a flugbraut 01 & Reykjavikurflugvelli. Flugmadurinn
undirbjé naudlendingu og skimadi jafnframt eftir hent-
ugum stad til lendingar. Pegar flugvélin var yfir Bessa-
stadanesi var hun i um 300 feta haed og akvad flug-
madurinn ad lenda a afleggjaranum ad Bessastddum
sem hann taldi hentugasta lendingarstadinn. Hann hof
adflug, slokkti a hreyflinum & stuttri lokastefnu og lenti
flugvélinni til nordurs a Bessastadavegi kl. 20:58.

Vid rannsokn RNF & flugvélinni & vettvangi kom i ljos
ad barki eldsneytisgjafarinnar haféi farid ur sambandi
par sem hann tengist vid eldsneytisgjof hreyfilsins.
Barkinn 4 ad vera festur vid eldsneytisgjofina med
bolta og ré og var liklegt ad boltinn hafi losnad ur teng-
ingunni. Samkvaemt hlutahandbok framleidanda flug-
vélarinnar (lllustrated Parts Catalog) & pessi tenging ad
vera med sjalflaesandi ré (Self-Locking Nut).
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Samkvaemt vidhaldsdesetlun framleidandans & ad
skoda ofangreinda tengingu a 100 flugstunda fresti.
Sidasta 100 flugstunda skodun & TF-VHH var 26 dég-
um fyrir atvikid og hafdi flugvélinni verid flogid sex flug-
stundir fra peirri skodun. Samkvaemt upplysingum
flugvélteeknis flugvélarinnar mun tengingin pa hafa
verid skodud en ekkert athugavert komid i ljés. Flug-
véltaeknirinn kvadst ekki muna hvort tenging eldsneyt-
isgjafarinnar hafi veri® med sjalflaesandi ré eda kast-
alaré.

Pad er alit RNF ad vid tengingu barka eldsneytis-
gjafarinnar vid eldsneytisgjof hreyfilsins hafi verid not-
ud kastalaré sem hafi losnad pannig ad tengingin for ar
sambandi. Ekki er ljost hvort 6ryggispinnann hafi vant-
ad a rona eda hvort slitinn éryggispinni hafi verid not-
adur sem hafi losnad. RNF telur ad rétt framkvaemd
100 flugstunda skodun hafi att ad kom i veg fyrir atvik-
id, enda einungis sex flugstundir lidnar fra peirri skod-
un pegar atvikid atti sér stad.

TILLOGUR UM URBZATUR
i FLUGORYGGISMALUM
Engar.

17. Flugatvik TF-JMC vid Saudarkrok 29.
mai 2003

RNF lauk mélinu med bokun 3. oktdber 2003 (M-
02603/A1G-17)

Ahéfn flugvélarinnar TF-JMC sem er af gerdinni DHC6
var i efingaflugi yfir Skagafirdi og hugdist framkvaema
adflug ad flugvellinum a Saudarkréki. Flugstjérn
hringdi til Saudarkréks til ad fa uppgefinn loftprysting
(QNH) og sa sem svaradi gaf upp ad loftprystingurinn
a Saudarkroki veeri 994 hPh. Pegar upplysingarnar
voru gefnar TF-JMC 6skadi ahofnin eftir stadfestingu
par sem loftprysingurinn & Akureyri var 1015 hPa. Kom
ba i lj6s ad starfsmenn flugvallarinns & Saudarkroki
kénnudust ekki vid ad hringt hafi verid til peirra til ad fa
uppgefinn loftprysting. Peir upplystu flugstjérn um ad
loftprystingurinn & Saudarkroki veeri 1015 hPa. Ekki
reyndist mogulegt ad finna Ut hver svaradi simanum i
fyrra simtalinu.

18. Flugatvik TF-FKR a Reykjavikurflug-
velli 17. juni 2003

Skyrsla RNF var gefin ut 16. april 2004 (M-02903/AIG-
18)

HELSTU STADREYNDIR

Flugmadur for med prja fallhlifastékkvara a flugvélinni
TF-FKR sem er af gerdinni Cessna 206 fra Reykjavik-
urflugvelli til Grindavikur. Azetlad var ad fallhlifa-
stékkvararnir myndu framkveema syningarstékk en
flugvélin er sérstaklega utbuin til pess ad flytja fallhlifa-
stdkkvara. Ekki reyndist unnt fyrir fallhlifastokkvarana
ad stokkva yfir Grindavik sokum lagrar skyjahaedar og
flaug flugmadurinn pvi med pa til baka til Reykjavikur
og lenti par a flugbraut 13. Adflugid og lendingin var
edlileg ad mati flugmannsins en i lendingarbruni, eftir

ad nefhjol flugvélarinnar snerti blauta flugbrautina,
byrjadi hun ad leita til haegri og reyndist flugmanninum
ekki unnt ad leidrétta pad med beitingu hlidarstyr-
is/nefhjolsstyris. Hann hemladi & vinstra adalhjéli en
engu ad sidur hafnadi flugvélin & déryggissvaedi haegra
megin vid flugbrautina. Eftir ad flugvélin hafdi stédvast
gaf flugmadurinn hreyfli hennar aftur afl og 6k henni
inn a flugbrautina og sidan ad staedi i Fluggdérdum par
sem hann gekk fra flugvélinni.

i undirbaningi fyrir flugi® framkvaemdi flugmadurinn
medal annars fyrirflugsskodun & flugvélinni en vid hana
kom ekkert athugavert fram. Flugmadurinn fann held-
ur ekkert ad styrisbunadi flugvélarinnar, hvorki i akstri
fyrir flugtak né i akstri ad staedi eftir ad flugvélin hafdi
farid ut af flugbrautinni. Ekki voru sjaanlegar skemmd-
ir & styrisbunadinum vid skodun eftir atvikid. Ad ségn
flugmannsins hefur flugvélin avallt verid pung i styrum
pbegar ekid er 4 litlum hrada.

Vid skodun flugvéltaeknis eftir atvikid kom i ljos ad
boltafesting fyrir ,skeeri“ & nefhjdli var brotin sem lik-
lega hefur valdid pvi ad vid beitingu hlidarstyris/nef-
hjolsstyris hefur nefhjolid skekkst pannig ad flugvélin
leitadi til hlidar. Erfidlega reyndist ad losa boltann par
sem hann var rydgadur fastur i boltafestingunni.

Vid rannsdékn a ,skeerum“ og boltafestingu kom i
ljés ad smurkoppur fyrir boltann og boltafestinguna var
stifladur og virtist ekki hafi verid smurt gegnum hann
nylega. Adrir koppar a ,skaerunum*® virtust hafa verid
smurdir nylega.

Samkvaemt pjénustuhandbok flugvélarinnar
(Service Manual) skal smyrja i ofangreinda smurkoppa
a 50 flugstunda fresti, en oftar ef rekstur flugvélarinnar
er i rykugu umhverfi. Eftir ad buid var ad lagfeera ofan-
greint var flugvélin 6adfinnanleg i akstri ad ségn flug-
mannsins.

Vid rannsékn a atvikinu kom ennfremur fram ad
stuttu fyrir atvikid munu flugmenn, sem flogid hafa
flugvélinni, hafa bent umsjénarmanni hennar og flug-
véltaekni a nokkur atridi sem gafu til kynna ad 66ruggt
veeri ad starfraekja flugvélina. Par munu medal annars
hafa komid fram upplysingar um ad beita pyrfti hlidar-
styri/nefhjélsstyri 6edlilega mikid til vinstri i akstri til
pess halda flugvélinni i beinni stefnu, ennfremur mun
hafa komid fram ad flugvélin hafi leitad til heegri i lend-
ingum. Pessar athugasemdir h6fou ekki verid skradar i
dagbok flugvélarinnar af flugmdénnum hennar.

Pad er alit RNF ad orsok atviksins megi rekja til pess
ad boltafesting fyrir skeeri nefhjdlsins hafi brotnad
vegna skorts & smurningu. Ekki er ljést hveneer fest-
ingin brotnadi en RNF telur ad ef farid hefdi verid eftir
fyrirmaelum i pjonustuhandbok flugvélarinnar vardandi
smurningu & skaerum nefhjolsins hefdi atvikid ekki att
sér stad.

TILLOGUR UM URBZATUR

i FLUGORYGGISMALUM

RNF beinir pvi til Flugmalastjérnar islands ad hun:
Hvetji til pess ad verklag vid skraningu fravika i flug-
dagbaekur sé fylgt eftir af flugménnum i einkaflugi.
RNF hefur nokkrum sinnum gert samsvarandi tillogu i
oryggisatt, medal annars i skyrslu um flugatvik sem atti
sér stad a4 Héskuldarvéllum pann 11. mai 2002.
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19. Flugatvik LY-ARS a Reykjavikurflug-
velli 29. juni 2003

Skyrsla RNF var gefin ut 26. april 2004 (M-03003/AIG-
19)

FACTUAL INFORMATION

History of the flight:

The aircraft, a Piper PA30, departed Bergen Norway
(ENBR) at 13:00 hrs on 29 June 2003 for a flight to
Reykjavik Iceland (BIRK). The purpose of the flight was
to celebrate a 70 year anniversary of the first flight
between Kaunas, Lithuania and New York, USA. This
was the second leg of the flight to New York.

During the flight preparation in Bergen the com-
mander received weather information for Reykjavik.
The forecast (TAF) for Reykjavik from 12:00 hrs to
21:00 hrs was wind 120° 5 knots, visibility more than
10 kilometres, few clouds at 800 feet, broken clouds at
2500 feet. Temporarily between 12:00 hrs and 15:00
hrs, visibility 8 kilometres in light rain and drizzle.
Becoming between 15:00 hrs and 18:00 hrs, 340° 5
knots.

The commander filed an IFR flight plan for the flight
to Reykjavik. Bergen and Vaagar (EKVG), Faroe Is-
lands, were filed as alternate airports and the flying
time to Reykjavik was estimated 6 hours. According to
the flight plan the aircraft had endurance for 10 hours
flight. The departure from Bergen was uneventful and
the aircraft climbed to FL100. Later in the flight the
aircraft climbed to FL120 and maintained that level
until descending for the approach to Reykjavik.

At 15:32 hrs a special weather report (SPECI) was
issued by the Icelandic Meteorological Office for
Reykjavik Airport which was substantially different
from the forecast the commander received prior to de-
parting Bergen. According to the report the weather at
15:30 hrs was, wind 310° 5 knots, visibility 2
kilometres, fog in the vicinity, few clouds at 300 feet,
overcast cloud at 800 feet.

During descent, the commander was informed by
Reykjavik Approach Control that runway 19 were in
use at Reykjavik Airport. He was given radar vectors to
intercept the localizer. At 18:59:12 hrs, after approxi-
mately 6 hours flight, the commander was cleared for
an ILS (Instrument Landing System) approach to
runway 19 and at 19:00:37 hrs he confirmed that the
aircraft was established on the localizer. The aircraft
was then handed over to Reykjavik Tower. At 19:02:14
hrs the commander reported five miles on the ILS and
the Tower controller cleared the aircraft to land on
runway 19. The commander also received a weather
update from the Tower controller stating the wind to be
330°, 3 knots and the cloud ceiling between 250 and
300 feet. According to the commander, he considered
the cloud ceiling information reported to be in meters.

At 19:04:23 hrs the Tower controller noticed on the
radar screen that the aircraft was higher than normal
on the glide path and queried for the current altitude.
The commander reported 1000 feet and according to
the controller the altitude of the aircraft was sub-
sequently corrected.

The commander had visual contact with the ground

when the aircraft was over the Middle Marker (MM).
The altitude of the aircraft was then approximately 300
feet. In the commander’s report, he states that at this
time he looked up from the instruments and began to
look for the runway. After a few moments he saw a
runway in front of the aircraft running almost perpen-
dicular to its course. The commander also states to
have had obstacles to the left of the aircraft including
the church tower (356 feet) in visual contact at this
time. As the extended centreline of the runway was to
the left of the aircraft the commander turned left to line
the aircraft up with the runway. However when the
aircraft neared he discovered that the aircraft was
approaching runway 24 and that runway 19 was to the
aircraft’s right. The commander therefore turned
sharply to the right to manoeuvre the aircraft for a
landing on runway 19. The LY-ARS radar plot shows
that the aircraft starts to deviate to the left from the
extended centreline of the runway at or just before the
Middle Marker (MM).

The controller at Reykjavik Tower was looking
towards the area where he expected the aircraft to
appear on the approach when he saw the aircraft
flying east of the extended centreline for runway 19.
According to the controller the aircraft was on a south-
easterly heading when it turned right, flew over runway
24 and landed at 19:05 hrs on runway 19, just after
passing the intersection of runway 13/31.

The aircraft landed approximately 1,000 metres
from the threshold of the 1,567 metres long runway.
After landing the commander discovered that the
remaining runway was not sufficient to safely stop the
aircraft and therefore elected to take-off again for
another approach. At 19:06:04 hrs the commander
contacted Reykjavik Tower requesting visual ap-
proach. The Tower controller, in accordance with the
missed approach procedure, directed the commander
to turn right, climb and contact Reykjavik Approach
Control.

The radar recording showed the aircraft, after take
off, to climb to approximately 300 feet and turn left.
The aircraft was then flown on a north-easterly hea-
ding over the eastern part of Reykjavik. Witnesses
observed the aircraft as it flew in and out of clouds
over the city at low altitude. Several obstacles are in
the area east of the airport the highest a 283 feet buil-
ding. The tower controller, who lost sight of the aircraft
shortly after it turned left, called several times directing
the commander to climb since the aircraft was flying
towards obstacles and higher grounds east of the air-
port. At 19:06:43 hrs the commander contacted
Reykjavik Approach Control. He was instructed by the
Approach controller to fly a heading of 120° and climb
to 4,000 feet. The radar recording shows the aircraft at
this time gradually turning to 120° and climbing to
4,000 feet.

As a precaution the Tower controller instructed
another aircraft approaching Reykjavik Airport to per-
form a missed approach and all runways were cleared
of traffic. The Approach controller informed the com-
mander that visibility was getting better west of the air-
port and offered him to perform a localiser approach to
runway 13. The commander declined the offer and
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requested another ILS approach for runway 19. Accor-
ding to the commander he had only available the ILS
19 approach chart. The aircraft was subsequently
given radar vectors for an uneventful ILS approach to
runway 19 and landed at 19:32 hrs.

ANALYSIS AND CONCLUSIONS

The commander of LY-ARS received information on
the forecasted weather for his intended flight to
Reykjavik prior to departing Bergen. During the flight a
special weather report was issued indicating con-
siderable difference between forecasted and actual
weather conditions at Reykjavik Airport. Weather in-
formation was given to the commander while the
aircraft was performing the ILS approach to Reykjavik
Airport. The commander reports to have misinterpret-
ed the information on the cloud ceiling considering it
to be higher than it actually was by taking the in-
formation to be given in metres instead of feet. Before
the flight to Reykjavik the commander had never exe-
cuted an ILS approach in minimum weather con-
ditions.

During the ILS approach the aircraft deviated above
the Glide Path but was stable on the Localiser. An in-
spection of the aircraft Navigation receiver revealed
that the Glide Slope receiver functioned normally but
the Localiser receiver was unserviceable. The AAIB
considers it therefore likely that the approach was exe-
cuted by using the installed GPS receiver and the
Glide Slope receiver.

As the aircraft was breaking out of clouds at the
Middle Marker the commander looked up from the
instruments and started looking for the runway. The
radar recording shows the aircraft turning slightly to
the left at this time. When the commander saw a
runway in front of the aircraft it had veered of its cour-
se and he assumed that this was the runway he had
been cleared to land on. When the aircraft neared the
airport the commander discovered that he was ap-
proaching the wrong runway and instead of perform-
ing a go-around he manoeuvred the aircraft towards
the runway he was cleared to land on. The aircraft
landed past the midway point of the runway and the
commander elected to take off again as he consider-
ed the remaining runway not sufficient to safely stop
the aircraft.

When the aircraft was airborne again following the
unsuccessful landing the commander was instructed
to make a right turn, climb and contact Approach
Control in accordance with the Missed Approach
procedure. He however turned left and began to exe-
cute a visual approach for runway 19. The cloud seal-
ing was at this time 300 feet or well below the circling
minimums. Approach Control offered the commander
to execute a Localiser/DME approach to runway 13
since the visibility was improving west of the airport.
The commander could however not accept this ap-
proach since he did not have the approach charts on
board the aircraft.

In the opinion of the AAIB the commander should
have performed a missed approach at the Middle
Marker (MM) when visual reference with the runway
was not established. The pilot looked up from the

instruments, approaching the Middle Marker (MM),
and got visual contact with the ground. He then con-
tinued the approach and allowed the aircraft to veer
left of course while trying to get visual contact with the
runway.

The AAIB considers that the commander’s lack of
experience in operating an aircraft in actual instrument
weather conditions a probable cause of the incident.
Probable contributing factors in the opinion of the
AAIB were a malfunction of the aircraft Navigation
receiver, poorly equipped aircraft, language difficulties
and poor flight planning and preparation.

SAFETY RECOMMENDATIONS
None.

20. Flugatvik TF-FIK vid Faro i Portugal 8.
juli 2003
Skyrsla RNF var gefin at 16. april 2004 (M-03303/AIG-
20)

FACTUAL INFORMATION

The aircraft, a Boeing 757-200, departed Faro,
Portugal at 12:51 hrs for a flight to Keflavik, Iceland.
Shortly after climbing through 5,000 feet the flight
crew received a call from a cabin attendant regarding
smoke and burning smell in the aft cabin. The com-
mander asked the first officer to go to the aft cabin to
check and when he returned a few moments later he
confirmed that there was smoke and burning smell in
the aft cabin. The commander immediately requested
clearance back to Faro due to smoke in cabin. Clea-
rance was received from ATC and radar vectors were
provided for direct in approach. The crew prepared the
aircraft for landing, informed the passengers on the
situation and landed the aircraft in Faro at 13:15 hrs.

During inspection of the aircraft at Faro it was
revealed that the smoke came from right door number
3 duct heater (P/N 116817-3) that had burned over
(duct heater is an electrical heater located in the air
conditioning duct below the floor at each door in the
Boeing 757 aircraft). The heater was deactivated and
the aircraft was dispatched for a ferry flight to Keflavik
in accordance with the aircraft Minimum Equipment
List (MEL).

A thermostat and a fuse control are built into the
duct heater unit and designed to operate if the heater’s
air temperature exceeds 250° F or if the surface
temperature exceeds 300° F. Boeing Aircraft Company
and the manufacturer of the heater (Electrofiim Mfg
Co) inspected the failed part to determine the specific
fault and to understand if the protective features of the
unit were functioning.

Electrofilm’s conclusion is that a metallic object
appears to have impacted the intake end of the duct
heater tube with sufficient force to bend the tube ed-
ges and pierce the power lead insulation causing an
arc short. This condition circumvented both the
thermostat and fuse controls. The duct heater conti-
nued to operate in this condition until shut down. The
burn pattern also indicates, according to Electrofilm,
that the incident occurred in a low airflow condition.
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Due to the location of the duct heater in the air
conditioning duct below the floor of the aircraft it is
unlikely that the damage to the heater tube could have
occurred during normal operation of the aircraft.

SAFETY RECOMMENDATIONS
None

21. Flugatvik TF-JMU og TF-FTN vid
Reykjavikurflugvéll 12. juli 2003

RNF lauk malinu med bdkun 21. ndvember 2003 (M-
03603/AIG-21)

Anhofn flugvélarinnar TF-JMU sem er af gerdinni Fokker
F27-MK050 fekk vidvorun fra arekstrarvaranum og
skipun um ad fylgjast med laekkunarhrada i sjonflugi
ad Reykjavikurflugvelli. Flugumferdarstjori haféi stuttu
adur 1atid ahéfn TF-JMU vita af TF-FTN sem er af
gerdinni Piper PA44 og var i blindflugsaefingum nordur
af flugvellinum. Ferlar flugvélanna skarust pegar TF-
JMU laekkadi i gegnum heed TF-FTN. Samkvaemt rat-
sjargdbgnum var adskilnadur milli flugvélanna minnstur
um ein sjomila.

22. Flugatvik TF-ABA vid Paris i Frakklandi
10. juli 2003

RNF lauk malinu med bdkun 21. névember 2003 (M-
03703/AIG-22)

Ahofn flugvélarinnar TF-ABA sem er af gerdinni Boeing
747-200 var i adflugi ad Orly flugvelli i Paris pegar a-
rekstrarvarinn gaf vidvérun vegna umferdar. A sama
tima kom skipun a fronsku fra flugumferdarstjorninni
um ad klifra. Flugvélstjorinn var sa eini af ahéfninni
sem skildi fronsku og pyddi hann bodin fyrir flugmenn-
ina sem klifrudu flugvélinni. Skémmu sidar maetti TF-
ABA 6pekktri flugvél a gagnstaeedum ferli og 1000 fet-
um nedar. Atvikid var tilkynnt til Rannséknarnefndar
flugslysa i Frakklandi (BEA) en engin vidbrégd hafa
borist.

23. Flugatvik TF-ELN a Keflavikurflugvelli
23. juli 2003

Skyrsla RNF var gefin ut 14. mai 2004 (M-03903/AIG-
23)

HELSTU STADREYNDIR

Um flugid:

Pann 23. juli 2003 voru starfsmenn Flugpjonustu
Keflavikurflugvallar ehf (IGS) ad undirbua brottfér flug-
vélar Islandsflugs hf, TF-ELN, fyrir voruflug fra Keflavik
til Edinborgar og Brussel. Flugvélin sem er af gerdinni
Boeing 737-300 haféi komid til Keflavikurflugvallar
skdmmu adur fra Reykjavikurflugvelli par sem hun
haféi verid i vidhaldi og skodun.

Brottfér flugvélarinnar var asetlud kl. 18:00. begar
hladstjori sa sem sja atti um hledslu hennar maetti a
vakt kl. 17:30 lagu upplysingar um hledsluna ekki fyrir
hja hledslustjorn (einnig nefnd hledslueftirlit) 1IGS, en

han utbyr gégn um hledslu flugvéla, medal annars
hledsluskrar. Ad ségn hladstjorans er algengt ad vorur
fyrir petta flug berist seint sem veldur pvi ad hledsla
flugvélarinnar er unnin i timapréng. KI. 17:50 fékk hlad-
stjorinn hledslutdlur fyrir flugid og hof hann pa hledslu
flugvélarinnar. Eydubladid sem hladstjérinn fékk fra
hledslustjérninni ad pessu sinni var eydublad sem not-
ad er til ad skra bradabirgdaupplysingar um hledslu
flugvélarinnar og eru slik eydubldd fylit Gt til ad flyta
fyrir vid undirblning hledslunnar adur en endanlegar
upplysingar liggja fyrir.

Flugvélin var hladin & hefdbundinn hatt ad mati
hladstjorans en mikil rigning var ad hans ségn a med-
an hledslan fér fram. Hledslulyfta (High loader) var not-
ud til ad lyfta vérupdllunum upp og inn um vérudyr
flugvélarinnar par sem peim var komid fyrir samkvaemt
fyrirmaelum sem hladstjérinn gaf. Ad lokinni hledslu var
lyftunni ekid fra flugvélinni, dyrum flugvélarinnar lokad
og 68rum undirbuningi fyrir brottférina lokid. Ahéfnin
haféi pa fengid hledsluskra fra hledslustjorn og akvard-
adi samkvaemt henni dkvérdunarhrada (V1), lyftihrada
(VR), og 6ryggishrada (V2) fyrir flugtakid. Stilling haed-
arstyriskambsins var gerd i samraemi vid hledsluskra.
Um kl. 18:30 var flugvélin tilbuin til brottfarar og voru
hreyflar hennar reestir og henni ekid i brautarstodu
flugbrautar 29 a Keflavikurflugvelli.

Flugtaksbrun TF-ELN var hafid kl. 18:49 og var pad
i upphafi edlilegt ad mati flugstjorans. Pegar lyftihrada
(VR) var nad og flugstjérinn hugdist beina nefi flugvél-
arinnar upp til flugtaks med pvi ad taka stjornvolinn
aftur pa lyftist nef hennar ekki. Flugvélin lyftist ekki af
flugbrautinni fyrr en ad ahéfnin haféi tekid stjérnvolinn
mun aftar en venja er ad peirra mati og eftir ad stilling
haedarstyriskambsins hafdi verid faerd aftur. P4 mun
flugvélin hafa verid & um 20 hnuta haerri hrada en 6r-
uggum flugtakshrada (V2). Eftir flugtakid akvad flug-
stjorinn ad halda fluginu afram til Edinborgar frekar en
ad snua vid og lenda aftur & Keflavikurflugvelli en hann
taldi vist ad flugvélin veeri tdluvert frampyngri en
hledsluskrain sagdi til um. Flugvélin lenti svo edlilegri
lendingu & flugvellinum i Edinborg kl. 20:53.

Eftir lendinguna i Edinborg 6skadi flugstjérinn eftir
ad farmur flugvélarinnar yrdi vigtadur vid affermingu til
ad heegt veeri ad bera saman pyngd og dreifingu
farmsins vid upplysingarnar & hledsluskranni. Pa kom i
ljiés ad hledsla flugvélarinnar var verulega frabrugdin
pvi sem kom fram & hledsluskranni.

UMFJOLLUN OG NIDURSTAPA
| flugtaksbruni TF-ELN & Keflavikurflugvelli vard ahéfn
hennar vor vid ad afkdst flugvélarinnar voru ekki edli-
leg. Ahofnin purfti ad taka stjérnvelina mun aftar en
venja er og feera stillingu haedarstyriskambsins aftar til
ad lyfta nefi flugvélarinnar fyrir flugtak. Eftir lendingu i
Edinborg kom i ljés ad hledsla flugvélarinnar var veru-
lega frabrugdin pvi sem kom fram a hledsluskranni.
Flugvélinni hafdi adur verid flogid til Keflavikurflug-
vallar fra Reykjavikurflugvelli par sem hin haféi verid i
skodun og vidhaldi hja vidhaldsst6d flugrekanda henn-
ar. Par hafédi 300 kg af varahlutum og verkfaerum verid
hladid um bord i fremri lest flugvélarinnar an pess ad
upplysingum um pad hafi verid komid til flugstjorans
eda hledslustjérnar IGS.
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Vérur sem hlada atti um bord i TF-ELN a Keflavikur-
flugvelli komu seint og pvi var hledsla flugvélarinnar
unnin i timaprong. Hladstjérinn fékk i hendurnar eydu-
blad sem notad var af hledslustjérn til ad skra upplys-
ingar um hledslu til bradabirgda adur en endanlegar
hledslutdlur lagu fyrir. Hladstjorinn notadi bradabirgda
eydubladid vid hledslu flugvélarinnar. A pvi voru upp-
lysingar um stadsetningu vérupallanna i flugvélinni
ekki syndar & myndraenan hatt eins og a pvi eydubladi
sem hefdi att ad nota vid hledslu flugvélarinnar. Jafn-
framt var rédun pallanna a eydubladinu ekki i s6mu r6d
og rada atti peim i flugvélina. A eydubladinu var rédun
pallanna pannig ad vorupallur sem rada atti i svaedi G
var efstur & eydubladinu, pallur sem rada atti i svaedi F
naest efstur, svo C, B, A, D, E og loks pallur sem rada
atti i sveedi H nedstur. Vorupallarnir attu hinsvegar ad
radast pannig i flugvélina ad pallur A atti ad radast
fremstur svo B, C, D, E, F, G og loks pallur H aftastur.
Ef rétt eydublad hefdi verid notad vid hledslu flugvélar-
innar hefdi rédun vorupallanna verid synd a pvi a
myndraenan hatt og i peirri r6d sem pallarnir attu ad
radast i flugvélina.

Vid utreikninga eftir atvikid kom i [jés ad flugvélin var
300 kg pyngri en kom fram & hledsluskranni. Ollu al-
varlegra var hinsvegar su stadreynd ad pyngdardreif-
ingin var verulega réng og var reiknud pungamidja
flugvélarinnar midad vid flugtakspyngd (take-off
weight), lendingarbyngd (landing weight) og purra-
byngd (zero fuel weight) framan vid fremri mérk tak-
marka sem sett eru af framleidanda flugvélarinnar og
koma fram i flughandbokinni.

Skriflegar verklysingar hafa ekki verid notadar af
starfsmonnum IGS vid hledslu flugvéla. Verklysingar
hafa verid skradar og teknar saman i gaedahandbdk en
boékin hefur ekki verid uppfaerd og sumir starfsmenn
IGS jafnvel ekki vitad af tilvist hennar. IGS gerdi lagfeer-
ingar a verklagi vardandi hledslu voruflutningaflugvéla
eftir atvikid og vinnur jafnframt ad uppfeerslu gseda-
handbdkarinnar.

Innri gaedauttektir hofou ekki verid framkveemdar af
IGS og pegar atvikid vard hafdi gaedadeild islandsflugs
ekki framkveemt Ottekt & peirri starfsemi IGS sem
samningur fyrirtaekjanna naer til. Flugmalastjorn s-
lands hafdi jafnframt ekki framkvaemt neinar beinar Ut-
tektir a4 starfsemi IGS en hun telur slikt vera i verka-
hring flugrekandans par sem um pjénustuadila sé ad
reeda.

i reglum um flutningaflug kemur medal annars fram
ad flugstjori skuli ekki leggja upp i flug an pess ad hafa
gengid ur skugga um ad hledslunni hafi verid rétt dreift
og ad i byrjun flugtaks sé massi flugvélarinnar slikur ad
unnt sé ad fljuga i samraemi vid kréfur um afkastagetu.
Jafnframt ad flugrekandi skuli sja til pess ad hledsla,
massi og pyngdarmidja flugvéla sé jafnan i samraemi
vi® paer takmarkanir sem tilgreindar eru i sampykktri
flughandbok flugvélarinnar eda flugrekstrarhandbok ef
hdn er meira takmarkandi. Enn fremur kemur fram ad
fyrir hvert flug skuli flugrekandi gera massa- og jafn-
vaegisskra par sem hledsla og dreifing hennar sé til-
greind. Massa- og jafnvaegisskra skal gera flugstjora
kleift ad akvarda ad hledslu og dreifingu sé pannig
hattad ad ekki sé farid yfir massa- og jafnveegismork
fyrir flugvélina. Flugstjorinn verdur ad geta fallist a pad

skjal og skal hann sampykkja pad med aritun eda a
annan sambezerilegan hatt. Akvaedi um massa og jafn-
vaegi i flugrekstrarhandbok Islandsflugs hf. eru i sam-
reemi vid reglur um flutningaflug.

Skriflegur samningur var i gildi milli IGS og Islands-
flugs hf. um afgreidslu flugvéla islandsflugs & Keflavik-
urflugvelli. Samkvaemt samningnum atti IGS ad notast
vi® eigid verklag par sem islandsflug haf6i ekki Utveg-
ad leidbeiningar/verklag. | samningnum kom eftirfar-
andi fram: ,,Other services also having a safety aspect,
for example, load control, loading of aircraft and hand-
ling of dangerous goods, shall be carried out in accor-
dance with applicable IATA and/or ICAO and/or other
governing rules, regulations and procedures.”

Fyrir brottfor fékk flugstjori flugvélarinnar i hendurn-
ar hledsluskra sem hann sampykkti enda kom fram &
henni ad hledsla flugvélarinnar veeri edlileg og innan
sampykktra marka. Ljost er ad flugstjérar flugvéla
verda ad geta treyst pvi ad upplysingar sem peir fa um
hledslu séu réttar enda er nanast 6gjérningur ad sann-
reyna slikt nema med mikilli fyrirhéfn og timafrekum
adgerdum.

Pad er alit RNF ad orsék atviksins sé su ad vid
hledslu flugvélarinnar notadi hladstjorinn bradabirgda-
eydublad i stad eydublads sem syndi & myndraenan
hatt hvernig hlada hefdi att flugvélina. A bradabirgda-
eyOubladinu, sem Utbuid var af hledslustjérn, var nid-
urrédun vorupalla ekki skrad i stafréfsrod sem aud-
kennir stadsetningu vorupallsins um bord i flugvélinni.
Upplysingarnar af bradabirgdaeydubladinu voru ekki
faerdar inn a eydublad fyrir hledslufyrirmeeli en pad eitt
hefdi ad mati RNF komid i veg fyrir petta atvik. Pad er
ennfremur mat RNF ad virk gaedastjornun, med reglu-
legum innri Gttektum, uttektum flugrekandans og bein-
um Uttektum Flugmalastjérnar islands heféu, ef paer
hefdu verid framkvaemdar, att ad tryggja ad ésampykkt
eydublad, utbuid til bradabirgda, veeri ekki notad vid
hledslu flugvéla. Pa er pad einnig brotalédm i rekstrinum
ad skriflegar verklysingar um hledslu flugvéla voru ekki
notadar af starfsménnum fyrirtaekisins par sem vit-
neskja um tilvist peirra virdist ekki hafa legid fyrir hja
peim. Hefdi pad komid strax i ljos ef reglulegar Gttekt-
ir heféu verid framkvaemdar.

A sidari arum hefur ordi® aukning & verktakastarf-
semi tengdri flugrekstri sem virdist ekki purfa nein sér-
stok starfsleyfi eins og flugrekstaradilar og vidhaldsad-
ilar purfa. Abyrgd & eftirliti og gaedauttektum hja slikum
verktékum er hja peim flugrekstrar- eda vidhaldsadila
sem nytir sér peirra pjénustu. En ad sama skapi hvilir
su abyrgd hja flugmalayfirvéldum ad hafa eftirlit med
Ollum pattum er snua ad flugdryggi og gera Uttektir &
framkvaemd einstakra verkpatta hja vidkomandi flug-
rekanda eda vidhaldsadila. A petta hefur verid bent i
flugheiminum vegna flugatvika og flugslysa og er pvi
brynt ad bregdast vid med videigandi hzetti 4 Islandi
med pvi ad tryggja ad virkt eftirlit og beinar gaedaut-
tektir nai einnig yfir verktakastarfsemi i flugrekstri.

TILLOGUR UM URBZATUR

| FLUGORYGGISMALUM

RNF beinir pvi til:

1. Flugmalastjérnar islands ad hun ihugi ad taka upp
eftirlit med beinum uttektum hja islenskum pjon-
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ustuadilum/verktékum er pjonusta islenska flug-
rekendur og vidhaldsadila.

2. Flugpjonustu Keflavikurflugvallar (IGS) ad hun
skrai verklag sem notad er vid afgreidslu flugvéla i
verklagshandbdk og tryggi ad starfsmenn fyrirtaek-
isins hafi adgang ad handbdkinni og verdi pjalfad-
ir i ad vinna samkvaemt sampykktu verklagi.

3. Flugpjonustu Keflavikurflugvallar (IGS) ad hun sjai
til pess ad gaedalttektir séu gerdar reglulega a
starfseminni til ad tryggja ad farid sé eftir pvi verk-
lagi sem sampykkt hefur verid.

4. l[slandsflugs ad tryggt sé i azetlunum um gaedaut-
tektir ad uUttektir séu gerdar reglulega a peim pjon-
ustuadilum/verktékum sem fyrirtaekid er med fasta
samninga vid.

5. lIslandsflugs ad tryggt verdi ad upplysingar um
voruflutning vidhaldsdeildar med flugvélum félags-
ins komi fram & hledsluskra og 68rum hledslu-
gégnum.

24. Flugatvik AFR084 og ACA851 i is-
lenska flugstjérnarsvaedinu 29. juli
2003

RNF lauk malinu med bdkun 5. febraar 2004 (M-
04003/AIG-24)

Adskilnadarmissir vard milli flugvélanna AFR084 sem
er af gerdinni Boeing 747-400 og ACA851 sem er af
gerdinni Airbus A340-300 i FI 350 vid 68N 040V. Flug-
umferdarstjori lét AFR084 haekka i FI 360 til ad koma
aftur a adskilnadi pegar hann attadi sig a astandinu.
Arekstrarhaetta skapadist ekki.

25. Flugatvik TF-ELC vio Prestwick i
Skotlandi 30. juli 2003

Enduratgafa RNF & skyrslu bresku rannséknarnefndar
flugumferdaatvika er dagsett 5. mars 2004 (M-
04103/AIG-25)

SUMMARY OF INFORMATION

THE PRESTWICK APR CONTROLLER reports that a
military Hawk ac climbed into CAS of the Scottish
TMA 22nm SE of Prestwick and into conflict with a
B737 inbound IFR to Prestwick. Following transfer
from ScACC the B737 was being radar vectored for an
ILS approach to RW31. His descent was stopped at
6000ft Alt to remain inside the Scottish TMA and TI
was passed on 4 low level contacts manoeuvring ap-
prox 15nm ahead up to 3000ft displaying squawks of
2632/2633/7000/7001. The B737 was turned left on to
a heading of 320° to route to the W of the contacts, 2
of which at this stage were heading NE and the other
2 appeared to be joining up, he thought to follow the
others to NE; he subsequently updated the TI. Shortly
after the ac squawking 7000 was seen on radar 1/2 nm
to the W of the B737 at FL66. (UKAB Note (1): Radar
software converts Mode C heights to FL above
transition altitude based on local QNH). The B737 pilot
was given an avoiding action turn right on to a head-
ing of 360° as the traffic passed down his left hand

side. Tl was again passed and the pilot reported a
TCAS RA to descend, and that he was IMC. The ac
squawking 7000 continued on a southerly direction
descending and rejoined with others who were head-
ing E. Following the incident he requested Scottish
Military Radar to trace the ac.

THE B737-300 PILOT reports that he was at about
25nm SE of, and inbound to, Prestwick IFR and IMC
and with strobes and landing lights switched on and
was receiving radar vectors from Prestwick APR.
While heading 330° at 230kt in the descent to 6000ft
on a QNH of 1016 he was given an avoiding action
turn on to 360°. Shortly after, he had a TCAS RA to
descend which he complied with, descending to
5500ft before the warning cleared. He reported the
descent to Prestwick and was cleared to continue with
further radar vectoring inbound.

THE HAWK PILOT reports that he was flying a
singleton Hawk ac in LFA 16 intercepting a formation
of 3 Jaguars with a student WSO in the rear seat with
HISLs selected on, squawking 7000 with Mode C. The
weather at low level although showery was assessed
as suitable for the exercise. He had carried out a num-
ber of intercepts on the Jaguars in the 10min preced-
ing the Airprox, all of which were commenced from an
altitude of approximately 4000ft, with a descent to low
level during the final stages of the attack. The cloud
structure at medium level had allowed him to maintain
VMC below 5000ft amsl, albeit having to avoid scatt-
ered cloud formations that appeared to extend above.
For the northernmost leg of the Jaguars’ route he
descended to 2000ft agl, beneath the base of the
Scottish TMA which is 5500ft amsl. He engaged the
formation at position N5523 W00415 at low level, and
then disengaged on a heading of 150 degrees. Short-
ly after the engagement he was forced to abort from
low level, due to poor weather on the hilltops. Whilst
fully aware of the proximity of the base of the TMA, he
estimated that he would regain VMC at approximately
4000ft agl, however passing the Safety Altitude of
4000ft heading 150° at 300kt, he was still IMC in dark,
thick and turbulent cloud. Before reaching the base of
the TMA he considered levelling off, but decided to
maintain his climb in order to minimise the risk of los-
ing control of the ac whilst carrying out a disorientating
manoeuvre in very poor weather conditions. He
regained VMC at 6000ft, and continued to head 150
deg in order to clear the TMA, levelling off at 6500ft.
He estimated that he had cleared the TMA before he
had time to squawk emergency and call Scottish Mili-
tary on Guard. Shortly after clearing the TMA he
descended back to low level and continued the sortie.
While at 6500ft he maintained VMC and did not see
any other ac.

STATION COMMENTS it is clear from the Hawk
pilot’s statement that a transgression into CAS occur-
red. Furthermore, it is highly likely that such an action
would alert TCAS and generate an avoidance
manoeuvre. The key issues are: why did the trans-
gression occur and were the subsequent actions cor-
rect?

Given his assessment of the weather at the time of
the incident, it is understandable that a low-level abort
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was preferred over a manoeuvre at low-level in poor
weather and high terrain. Clearly, the assessment of
the weather was over-optimistic, and a greater safety
margin should have been applied; the unit concerned
has already taken corrective action. That said, having
found himself in an unexpectedly disorientating situ-
ation, the pilot acted correctly in continuing to climb
and ‘fly the ac’.

Turning to his subsequent actions on finding himself
in clear conditions inside CAS, we need to establish
the relative merits of selecting an emergency squawk
or concentrating on clearing his flightpath and ex-
peditiously returning to Class G airspace. The pilot
elected to take the latter course of action. Given the
time available and envisaged coordination and com-
munication difficulties, especially those inherent with
the Hawk’s avionics fit, his decision may have been
justified.

ATSI reports that there were no apparent ATC cau-
sal factors. The B737 was at 6000ft inside Class D
CAS where the base is 5500ft. Tl was passed to the
B737 about the traffic manoeuvring ahead and below
3000ft. The Lowther Hill Radar recording shows one of
the unknown ac suddenly appearing at FL63, in an
area where other SSR labels were overlapping. Short-
ly afterwards, an appropriate avoiding action right turn
was issued by the Prestwick APR Controller, as the
unknown was showing FL65 about 2nm away. Vertical
separation was 600ft as the ac passed.

UKAB Note (2): The recording of the Glasgow Ra-
dar shows the Hawk return appearing slightly earlier
than the Lowther Hill Radar at 1257:53 at FL53 in the
12 o’clock of the B737 at about 7nm. The combined
closing speed of the ac was 530kt or about 1nm every
7sec. The CPA occurred at 1248.34 with the Hawk
passing 1nm SW of the B737 on an opposite heading
600ft above his Alt. Although imprecise due to the lack
of accurate height information of the Hawk it is
probable that it passed through the B737’s Alt, just left
of its 12 o’clock, at about 1248:16 when the ac would
have been separated by a little over 3nm.

HQ STC comments that the pilot of the Hawk was
faced with a serious dilemma. Should he take his
chances amongst the high ground in IMC or take a
‘big-sky theory’ gamble within the Scottish TMA. The
fact that he had self-induced this pressure through
over-optimistic decision-making has been thoroughly
covered. Apart from flying his ac the requirement to
squawk emergency (one switch selection on the
Hawk) should have been his primary aim once above
safety altitude. At the very least he should have
remained predictable and spoken to Scottish Military
to explain his transgression and not just continued his
sortie.

HQ STC commends the prompt action of the
Prestwick APR Controller by vectoring the B737 that
almost certainly helped avert a very close encounter.
Also, the value of TCAS has again been proven in this
incident.

SUMMARY OF THE BOARD’S DISCUSSIONS
Information available included reports from the pilots

of both ac, transcripts of the relevant RT frequencies,
radar photographs/video recordings, reports from the

air traffic controllers involved and reports from the
appropriate ATC and operating authorities.

Military Board members considered in the first in-
stance that pilots with sufficient experience to gain an
‘aggressor’ qualification should be able to exercise
better judgement in assessing the weather and not get
themselves into situations where escape options are
severely restricted, as this pilot did.

Having weather aborted, there was insufficient
space between the Safety Alt and the base of CAS to
allow him to arrest his rate of climb safely without
penetrating the TMA. That said, he should have, as is
taught for and practised in, the military Instrument Ra-
ting Test, squawked emergency and contacted ATC as
soon as it was safe to do so. By not doing so, he
compromised the safety of his own ac and that of the
B737 by not immediately drawing the attention of the
controller to his situation and allowing the latter to take
early action to deconflict the two ac. As it was, the
controller spotted the Hawk’s intrusion into CAS and
issued avoiding action very quickly, but due to its rate
of climb, the Hawk passed through the B737’s level (in
its 12 to 11 o’clock at a range calculated to be approx
4nm) and continued its climb to 600ft above the
B737’s alt, before descending behind it. All of this was
done with the Hawk pilot not being aware of the
B737’s position and while flying in IMC.

Owing to the lateral separation between the ac
when the Hawk flew on an opposing track through the
B737’s alt and because it remained 600ft above until
after they had crossed, the Board concluded that there
had not been a risk of their colliding. However,
separation had been below that required in CAS, to
the extent that there had been compromise to the
safety of both ac.

The Board concurred HQ STC’s commendation of
the prompt action of the Prestwick APP Controller.

Conversely Members found some of the comments
put forward by the Hawk pilot’s Station, in supporting
the pilot’s chosen course of action, as disappointing.
They accepted however, the HQ STC representative’s
assurance that Strike Command did not in any way
condone such transgressions into CAS and that the
station concerned had been reminded that they can-
not be excused and directed crews to be informed
accordingly.

ASSESSMENT OF CAUSE AND RISK
Cause: While conducting a weather abort from low
level, the Hawk pilot climbed into CAS in IMC into con-
flict with the B737, which he did not see.

Degree of Risk: B

26. Flugatvik OY-RCA og N46PW i islenska
flugstjornarsveedinu 1. agust 2003
Skyrsla RNF var ekki tilbtin pegar drsskyrslan var

prentud og verdur utdrattur ar henni pvi ad bida
neestu arsskyrslu (M-04303/AIG-26)

Flugvélin OY-RCA sem er af gerdinni BeA 146-200 var
a leidinni fra Keflavikurflugvelli til Narssarssuaq &
Greenlandi med heimild til klifurs i F1 220. N46PW sem
er af gerdinni Piper PA46-310P var a sama tima 4 leid-
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inni fra Narssarssuaq til Keflavikur med heimild i FI
230. Flugumferdarstjori i flugstjornarmidstdédinni &
Reykjavikurflugvelli s& & ratsjarskjanum pegar um 15
sjomilur voru & milli flugvélanna ad paer voru badar i Fl
230. Hann 1ét OY-RCA tafarlaust laekka i FI 220 og
maettust flugvélarnar skdmmu sidar vid 63N 028V med
1000 feta adskilnadi.

27. Flugatvik TF-HIS vio Stiflisdalsvatn 4.
agust 2003

Skyrsla RNF var gefin ut 3. mars 2004 (M-04403/AIG-
27)

HELSTU STADREYNDIR

Flugmadur med tvo farpega (annar peirra 2ja ara son-
ur hans) var a flugvélinni TF-HIS 4 leid fra Efstadal i Ar-
nessyslu ad flugvellinum a Tungubdkkum i Mosfells-
bae. Flugvélin TF-HIS er af gerdinni Cessna 180. KI.
21:15 eda eftir um pad bil 16 mindtna flug vard flug-
madurinn var vid gangtruflanir i hreyfli flugvélarinnar og
i framhaldi af pvi st6dvadist hreyfillinn. Flugvélin var
ba, ad sdgn flugmannsins, i um pad bil 1700 feta haed
sunnan vid Stiflisdalsvatn & Mosfellsheidi sem er i um
pad bil 650 feta haed yfir sjavarmali.

Flugmadurinn aleit ad um vélarbilun veeri ad reeda
en hann taldi sig hafa heyrt hja medeigendum sinum
ad gangtruflana hefdi ordid vart i hreyfli TF-HIS
nokkrum dégum adur. Sidar kom i ljés ad um adra flug-
vél mun hafa verid ad reeda.

Flugmadurinn hafdi strax samband vid flugturninn &
Reykjavikurflugvelli og tilkynnti ad hann heféi misst
hreyfilafli® og jafnframt ad hann yrdi ad naudlenda.
Hann akvad ad naudlenda flugvélinni & éskradri flug-
braut vid Stiflisdalsvatn, enda var pad heppilegur lend-
ingarstadur ad hans mati. Naudlendingin gekk vel og
kl. 21:19 hafdi flugmadurinn aftur samband vid flug-
turninn og tilkynnti ad hann veeri lentur og sagdi jafn-
framt fra pvi ad eldsneytiskrani heféi verid stilltur a
vinstri tank en samkvaemt eldsneytismaeli mun sa
tankur hafa verid tomur. Flugmadurinn mun ekki hafa
gefid sér tima til pess ad vidhafa vidbrégd samkvaemt
gatlista fyrir naudlendingu.

Eftir lendinguna stillti flugmadurinn a haegri tank
flugvélarinnar og profadi ad gangsetja hreyfilinn sem
pa for strax i gang. Ad pvi bunu héf flugmadurinn flug-
vélina & loft og flaug henni til flugvallarins i Mosfellsbae
par sem hann lenti flugvélinni og gekk fra henni i skyli.

Fyrir atvikid hafdi flugmadurinn flogid fjértan flug
milli ymissa stada pennan dag & Sudurlandi.

| TF-HIS voru tveir gatlistar, einn sem gefinn var ut
af Airtour Flight Equipment LTD i Englandi fyrir Cessna
180 og Cessna 182 flugvélar og annar sem utbuinn var
af eigendum flugvélarinnar. A8 sdgn flugmannsins
vantadi pridja gatlistann i flugvélina og var pad nyjasti
gatlistinn sem einnig var utbuinn af eigendum flugvél-
arinnar. Ad soégn flugmannsins var hann vanur ad nota
pann gatlista. Vid rannsdkn kom i ljés ad nyjasti gatlist-
inn tilheyrdi TF-KAH sem er eins flugvél og TF-HIS og
i eigu sému adila. | handbok flugvélarinnar um gatlista
(Owner’s Manual, Section Il - Operating Check List) er
ad finna gatlista sem framleidandi flugvélarinnar legg-

ur til og sampykktur er af framleidslurikinu vid utgafu
tegundarskirteinis flugvélarinnar. Gatlistarnir sem ut-
bunir voru af eigendunum flugvélarinnar voru til ein-
féldunar og eru peir nokkud styttri en gatlistinn sem
framleidandi flugvélarinnar leggur til.

Vid rannsoknina kom fram ad p6 ad tveir gatlistanna
hafi verid styttir, kom fram i peim ad stilla beri elds-
neytiskrana flugvélarinnar a ,BOTH*, baedi fyrir gang-
setningu hreyfils og fyrir lendingu flugvélarinnar. Flug-
madurinn mun ekki hafa notast vid gatlistana, hvorki
vid undirblning fyrir flug, i flugi flugvélarinnar né vid
undirbuning naudlendingarinnar.

Flugmadurinn setti 111 litra af eldsneyti & flugvélina
a Reykjavikurflugvelli eftir niunda flugid (fra Efstadal til
Reykjavikur) en man ekki hver stilling eldsneytiskran-
ans var eftir afyllinguna. Samkveemt frasdgn flug-
mannsins var sonur hans (tveggja ara gamall) einn og
eftirlitslaus um bord i flugvélinni i skamman tima fyrir
ellefta flugid® pennan dag (fra Efstadal til Vestmanna-
eyja). Vid skodun a eldsneytiskrana flugvélarinnar kom
i ljés ad audvelt var ad sntia honum og pvi mégulegt
ad hann hafi feerst til i 6gati.

Pad er alit RNF ad hreyfill flugvélarinnar hafi
stodvast par sem eldsneytid gekk til purrdar & peim
tanki sem eldsneytiskraninn var stilltur a (vinstri tank-
ur). RNF telur ad vandadri undirbuningur fyrir flugid og
notkun gatlista hefdi att ad komid i veg fyrir atvikid.

TILLOGUR UM URBATUR i

FLUGORYGGISMALUM

RNF beinir pvi til Flugmalastjérnar islands ad han:

1. Hafi eftirlit med ad gatlistar flugvéla séu i samraemi
vid handbaekur peirra og ad a peim komi medal
annars fram hvada flugvél gatlistinn tilheyrir, Ut-
gafudagur og utgefandi.

28. Flugatvik TF-ATU vid Paris i Frakklandi
1. agust 2003

Enduratgdfa RNF & skyrslu frénsku rannsoknarnefndar
flugumferdaatvika er dagsett 31. agust 2004 (M-
04503/AIG-28)

FACTUAL INFORMATION

On Friday 1st August 2003 at 2016.20 UTC, SWR371,
an A320 under IFR en route from London Heathrow to
Basle Mulhouse contacted the CRNA/N (Paris) UZ
sector and reported they were reaching FL270 (ceiling
level for flights between London and Basle Mulhouse,
as planned by the airline in respect of this “city pair”).
The controller cleared them direct BARAK.

At 2018.59, SWR371 which had requested a higher
flight level (while specifying 390 as a maximum) was
cleared to climb to FL310 after coordination with the
Brest CRNA/O ZS/ZU sector.

At 2019.27, SWR371 was transferred to Brest
ZS/ZU sector which continued to monitor the climb of
SWR371 to the FL390 requested.

At 2027.31, a phone call was placed by ZU (Brest)
to SU sector (Paris) in order to coordinate SWR371 to
FL390. The SU radar controller accepted.



54

ARSSKYRSLA RANNSOKNARNEFNDAR FLUGSLYSA

At 2029.00, ABD2354, a B767-300 under IFR, en
route from Rome to Dublin, already in contact with the
CRNA/N (Paris) SU sector was transferred to the
frequency of the CRNA/E (Reims) UY sector,
maintaining FL380. It was transferred to the UY sector
in Reims before passing BRY, in accordance with the
Letter of Agreement (therefore before crossing the
route of SWR371 BARAK-GELTA).

At 2032.27, SWR371 contacted the SU sector
(Paris), maintaining FL390. The controller cleared them
for a direct route to GELTA (which placed them north
of their initial route). The SU sector was undergoing
training, and the organic and radar controllers had just
changed posts (trainee at the radar in the presence of
the instructor and first organic controller).

At 2032.54, the radar instructor for the SU sector
(Paris) coordinated SWR371 to the UF sector in Reims.
Both controllers agreed for SWR371 to come into
Reims level at FL350.

At 2032.55, the controller for UY sector turned
ABD2354 15 degrees left in order to cross with an
overflying traffic (route TSU-RANUX) at the same level.
(The Letter of Agreement allows for possible radar
guidance prior to entry in UY sector, without changing
levels). This heading put them closer to the trajectory
of SWR371.

At 2033.42, the SU sector controller requested
SWR371 to “start descent FL370, best rate of
descent”.

At 2034.12, the safety net was triggered.

The SU sector (Paris) controller ordered SWR371 to
turn 20 degrees right immediately. SWR371 read back.
The radar instructor took over the frequency and
requested SWR371 to turn right, then changed his
mind immediately, ordering 30 degrees left whilst at
the same time giving a traffic information “traffic in
your front side, 5SNM”. SWR371 asked “left, confirm 30
degrees left?” and specified “we have the traffic
squawking in sight”. The controller said “according to
the traffic, you maintain the flight level avoiding the
traffic”.

At 2034.22, the UY sector (Reims) controller asked
ABD2354 to turn 35 degrees right immediately. The
pilot did not respond. The controller again issued
information of a traffic at 12 o’clock, in the opposite
direction. ABD2354 replied “traffic alert” and
announced that they were descending.

At 2034.53, at the request of the SU (Paris)
controller, SWR371 confirmed visual contact with the
traffic “it’s rather close, it’s passing below us now”,
then added, “traffic is not on the TCAS, it is not on
TCAS”. In their declaration, SWR371 insisted on the
fact that “we had no TCAS target on our screens” and
specified that they observed around them and
levelled-off at FL376.

At 2035.03, ABD2354 notified control “we have a
traffic resolution and we are descending down to 37”.

At that moment SWR 371 was descending towards
ABD 2354 which was also descending thanks to the
TCAS.

SWR371 had passed 350 feet above ABD 2354 and
wrote an Airprox report.

CLASSIFICATION OF THE INCIDENT

Taking into account:

- the minimal separation values of 0.7 NM hori-
zontally and 344 ft vertically according to the radar
recording;

- the sole RA-TCAS received and executed by the
pilot of flight ABD2354 ;

and despite SWR371 announcing visual contact;

this incident is hereby classified as: “A”, “Risk of
Collision”.

CAUSAL FACTORS OF THE INCIDENT

- Issuing of a conflicting clearance as a result of
forgetting a traffic (ABD2354) which had already
been transferred to the next sector’s frequency.

- Clearance for SWR371 to climb to FL390 in spite
of the Letter of Agreement between Brest and
Paris which stipulates a maximum FL270 on this
type of trajectory (“city pair”).

CONTRIBUTING FACTORS

- Complexity of the airspace in this region:

“Triple point” between three CRNAs (Brest, Paris
and Reims) and between 11 sectors above FL195
(AO, SU, TL, UR, XR, UY, TS, UZ, ZS, ZI, ZU).

- Training conditions in a complex situation:

Taking into account the knowledge of the pupill,
the complexity of the configuration (regrouped
sectors with a great diversity of flights) was
increased by the unusual profile of SWR371
appearing in exemption of the LOA, north of its
route. Furthermore the beginning of its descent
interfered with four other flights.

- The fact that the sectors had not been de-grouped
lead to a heavy workload situation in the
regrouped sector (AO, SU, AR, TM, TL). 40 aircraft
in the 20:00-21:00 time slot distributed 12/15/13
by time slice of 20 minutes, for a capacity of 32.

- lLack of discipline when handing over a post,

working in pairs unsatisfactory.
The incident happened shortly after the organic
and radar controllers changed posts. In this
particular case, the controllers did not remind
each other of the presence of ABD 2354 when
changing posts. With regard to listening to the
frequency, the redundancy of the radar controller
and the organic controller did not play a part since
the organic controller was busy on the phone.

LESSONS LEARNED FROM THE ANALYSIS OF

THE INCIDENT

- The responsibility of the Room Manager must be
reiterated in terms of staffing the control room.

- There is a need for great discipline during relief of
staff, in particular when first organic and first radar
controllers change posts.

- One must strive to respect the principle of city
pairs (flights with a ceiling) whilst stressing the fact
that any exemption given as a result of crews’
requests can unnecessarily make traffic manage-
ment much more complex and jeopardize security.
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COMMENT

The TCAS simulation done from radar data in RPS
format did reproduce resolution advisories co-
ordinated notably with a “climb” correction RA which
should have been issued at 2034.25 on board
SWR371, during which time SWR371 continued its
descent (-1000 ft/min between FL390 and FL380).
This corresponds to their declaration regarding the
absence of an RA. This non-receipt of an RA on board
SWR371 could not be explained.

29. Flugatvik C-GAGN sudur af islandi 18.
agust 2003

RNF lauk malinu med bdkun 24. mars 2004 (M-
04603/AIG-29)

Reykur kom upp i farpegarymi flugvélarinnar C-GAGN
sem er af gerdinni Boeing 747-400 pegar hun var i far-
flugi um 540 sjomilur sudur af islandi. Ahofnin tilkynnti
um neydarastand og snéri til Keflavikur par sem flug-
vélin lenti um klukkustund sidar. Vid skodun teekni-
manna kom i ljos ad vifta i loftraestikerfi flugvélarinnar
hafdi bilad og var viftan send til frekari rannséknar.
Rannsoknin leiddi i ljos ad legur i viftunni h6fou gefid
sig. Atvikid var tilkynnt til rannsoknarnefndarinnar i
Kanada.

30. Flugatvik N789UA sudurvestur af is-
landi 28. agust 2003

Rannsdknarnefnd flugslysa i Bandarikjunum hafdi ekki
lokid rannsokn sinni & atvikinu pegar arsskyrslan for i
prentun og verda nidurstédur hennar ad bida naestu
arsskyrslu (M-05103/AIG-30)

Rafall vinstri hreyfils flugvélarinnar N789UA sem er af
gerdinni Boeing 777-200 gaf sig pegar hun var i farflugi
um 500 sjomilur sudurvestur af islandi. Stuttu adur
hafdi rafall haegri hreyfilsins bilid og tilkynnti pvi ahéfn-
in um neydarastand og snéri til Keflavikur par sem
flugvélin lenti um klukkustund sidar. Vid skodun taekni-
manna kom i ljés ad litil olia var a rafélunum og var
skipt um pa adur en flugvélinni var flogid til Bandarikj-
anna. Atvikid var tilkynnt til rannsdknarnefndarinnar i
Bandarikjunum.

31. Flugatvik TF-ELH vid Bildudal 31.
agust 2003

Skyrsla RNF var gefin Gt 14. mai 2004 (M-05203/AIG-
31)

HELSTU STADREYNDIR

Um flugio:

Flug flugvélarinnar TF-ELH sem er af gerdinni Dornier
D0228 var asetlunarflug Islandsflugs hf. fra Reykjavik
til Bildudals pann 31. agust 2003 og var flugnumerid
ICB 724. Undirbuningur fyrir flugid for fram i flugum-
sjén Flugfélags islands hf. & Reykjavikurflugvelli. Ved-
urskeyti fra Bildudal kl. 13:00 gaf til kynna logn,
skyggni meira en 10 km., suld, alskyjad i 1500 fetum
og loftprystingur var gefinn1029 hPa.

Flugtak var fra Reykjavikurflugvelli kl. 14:13 og var
flogi® samkvaemt blindflugsheimild beint til Bildudals-
flugvallar i FI 090. Pegar flugvélin var yfir Snaefellsnesi
Oskadi ahofnin eftir heimild til laekkunar og fekk i kjol-
farid heimild fra Flugstjérnarmidstodinni & Reykjavikur-
flugvelli (flugstjorn) um leekkun at ar flugstjérnarrymi a
loftprystingi (QNH) 1028 hPa. Voru pessar upplysingar
um loftprysting fra flugvallarverdi a flugvellinum a
Bildudal.

Er flugvélin nalgadist Bildudal og ahéfnin haféi nad
sambandi vid flugvallarvérdinn var flugid leekkad nidur
i 3500 feta haed en flugvélin var eftir lsekkunina ofan vid
skyjalag sem var yfir svaedinu. Samkvaemt upplysing-
um flugvallarvardarins atti ad vera brotid skyjafar rétt
vid flugvéllinn og freistadi ahoéfnin pess ad leekka flug-
id nidur i sjonflugi til lendingar. Pegar yfir flugvéllinn var
komid sast hinsvegar ekkert nidur og akvad ahofnin
pvi ad hefja NDB adflug fra hringvitanum & Selardal
»SB NDB*. Flugstjérinn var vid stjornvélinn i adfluginu
og samkvaemt skyrslu hans var flugid haekkad i 4000
fet i fluginu ad hringvitanum. Yfir hringvitanum var
stefnan tekin 4 017° i attina ad fraflugsstad (MAP) sem
er 10 sjomilur fra vitanum og var jafnframt hafin laekk-
un i 500 feta heed. [ laekkuninni var flogid i skyjum og
begar flugvélin var ad komast i 500 feta haed tok flug-
madurinn eftir misreemi milli ratsjarhaedarmeelis flug-
vélarinnar og prystingshaedarmeelanna. Eftir ad hafa
stadfest ad ratsjarheedarmeelirinn syndi 300 fetum
legra en prystingshaedarmaelarnir akvad flugstjérinn
ad framkvaema frahvarfsflug.

Flugvélinni var klifrad i 4000 feta haed og eftir ad
hafa fengid heimild fra flugstjorn var stefnan tekin i att-
ina ad Bildudalsflugvelli en samkvaemt upplysingum
fra flugvallarverdinum var bjartara ordid yfir flugvellin-
um. Nalaegt flugvellinum foér ahéfnin ad sja til vallarins
og hof adflug i sjonflugi. TF-ELH lenti a Bildudalsflug-
velli kl. 15:11.

Eftir lendingu syndu prystingshaedarmaelar flugvél-
arinnar 325 fet par sem han var & flugbrautinni en flug-
vOllurinn er i 25 feta haed yfir sjavarmali. Flugmennirn-
ir féru pvi upp i flugturninn til ad skoda loftvogina og
kom pa i ljdés ad loftprystingur var 1018 hPA en ekki
1028 hPa eins og gefid hafdi verid upp.

UMFJOLLUN OG NIDURSTADA
Vid undurbuning flugs TF-ELH skodudu flugmenn flug-
vélarinnar vedurskeyti fra flugvellinum a Bildudal.
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Samkvaemt vedurskeytinu var loftprystingurinn 1029
hPa kl. 13:00 eda um 10 hPa heerri en annarsstadar a
landinu. Pegar flugvélin var yfir Sneefellsnesi fékk
ahofnin heimild fra flugstjorn um leekkun at ar flug-
stjérnarrymi & loftprystingi 1028 hPa. Voru pessar upp-
lysingar um loftprysting samkveemt upplysingum fra
Bildudalsflugvelli.

i adflugi flugvélarinnar ad flugvellinum a Bildudal
vard ahofnin vor vid um 300 feta misreemi milli ratsjar-
haedarmaelisins og prystingshaedarmaelanna og eftir
lendingu syndu prystingshaedarmaelar flugvélarinnar
325 fet par sem hun var a flugbrautinni en flugvéllurinn
er i 25 feta haed yfir sjavarmali. Flugmennirnir féru pvi
upp i flugturninn til ad skoda loftvogina og kom pa i ljos
ad loftprystingur var 1018 hPa en ekki 1028 hPa eins
og gefid hafdi verid upp. | samtélum vid flugvallarvérs-
inn vid rannsdékn a atvikinu taldi hann ad aflestrarvilla
hafi valdid pvi ad rangur loftprystingur var gefinn upp.

Loftvogin i flugturninum & flugvellinum a Bildudal er
stadsett i bordi framan vid seeti flugvallarvardarins.
Hun hefur einn visi en endi visisins er tvéfaldur til ad
koma i veg fyrir villu vegna syndarfeerslu vid alestur.
Maelirinn er ekki stafraenn (digital) heldur er loftpryst-
ingurinn lesinn af kvarda a skifu maelisins undir nalinni.

Loftvogir i flugturnum Flugmalastjérnar islands eru
ekki teknar Ur umferd og profadar sérstaklega nema a-
staeda sé talin til pess eda grunur leiki & ad um 6na-
kveemni i teekinu sé ad raeda. Sama gildir um vind-
stefnu- og styrkmaela flugvallanna. Engar skriflegar
reglur eru til fyrir slikar préfanir. Samkvaemt upplysing-
um fra Flugmalastjérn islands vinnur stofnunin ad gerd
verklagsreglna vardandi vidhald og préfanir a taekjum
til upplysingagjafar i flugturnum landsins.

Engar reglur eru til hja Flugmaélastjérn islands vard-
andi sipjalfun flugvallarvarda. Flugvallarvérdurinn a
Bildudalsflugvelli tok til starfa arid® 1995 og for pa i
gegnum grunnpjalfun. Vorid 2003 for hann a sipjalfun-
arnamskeid par sem medal annars var farid yfir vinnu-
brégd vegna sendinga & vedurskeytum.

Engar sérstakar heilbrigdiskrofur eru gerdar til flug-
vallarvarda og ekki eru gerdar kréfur um ad peir fari i
heilbrigdisskodanir reglulega eins og flugmenn og flug-
umferdarstjorar.

Prju atvik hafa ordid hérlendis a sidustu fimm arum
par sem rangur loftprystingur var gefinn til ahafna flug-
véla. Eitt pessara atvika sem vard arid 1998 var rann-
sakad af RNF. | rannséknarskyrslu nefndarinnar voru
fiorar tilldgur um Urbaetur i flugéryggismalum gerdar.
Ekki verdur annad séd en ad tveer tillagnanna eigi vid i
atviki TF-ELH en pad er annars vegar tillagan um ad
komid verdi fyrir teekjum til hljédritunar fjarskipta a
aeetlunarflugvéllum ad minnsta kosti og hinsvegar til-
laga um ad Flugmalastjorn komi a skipuldégdu kerfi
profana a taekjum sem flugumferdarstjorar og flugrad-
idmenn nota til upplysingagjafar. Pratt fyrir ad Flug-
malastjérn hafi i svari sinu til RNF um framkvaemd til-
lagna i 6ryggisatt arid 1998 sagt ad verid veeri ad vinna
ad umraeddum tilldgum hafdi peim ekki verid hrint i
framkvaemd pegar atvik TF-ELH vard.

Eftir fund med RNF i kjolfar atviksins gerdi flugum-
ferdarpjonustusvidid tilldgur til flugvalla- og leidségu-
svids um uUrbaetur um hvernig megi minnka likurnar &
ad atvik sem petta endurtaki sig. RNF er sammala um

tilldgurnar og telur ad peer komi til med ad auka flug-
oryggi verdi peer framkveemdar.

Ljost er ad skekkja su er kom fram vid upplysinga-
gjof flugvallarvardarins & loftprystingi er komin il
vegna aflestrarskekkju hans af loftvoginni. Medverk-
andi pattur getur verid sa ad loftprystingur var buinn ad
vera har dagana fyrir atvikid og naleegt peim prystingi
sem flugvallarvdrdurinn gaf upp vegna flugs TF-ELH.
Mikid misraemi var & milli uppgefins loftprystings a
flugvellinum & Bildudal og loftprystingi annarsstadar a
pessu svaedi. Flugmenn TF-ELH, flugumferdarstjori i
flugstjorn og flugvallarvérdurinn a Bildudal véfengdu
ekki upplysingarnar. Ef til vill hefdi petta mikla misraemi
att ad vekja menn til umhugsunar um ad eitthvad veeri
athugavert. Ljost er ad ef samanburdur hefdi verid
gerdur a sveedis- (regional) loftprystingi og peim loft-
brystingi sem gefinn var upp af flugstjérn vid leekkun
flugvélarinnar Gt dar stjérnudu loftrymi hefdi skekkjan
komid fram.

TILLOGUR UM URBZTUR i

FLUGORYGGISMALUM

RNF beinir eftirfarandi tilldgum til Flugmalastjérnar is-

lands en tilldgurnar byggja a tilldigum flugumferdar-

bjénustusvids Flugmalastjérnar vegna atviksins:

1. Ad stofnunin setji vinnureglur um samanburd a
loftprystingi stadar vid loftprysting svaedis (region).

2. AQ settar verdi hertar reglur um adgengi 6vidkom-
andi félks ad vinnust6d flugvallarvarda i flugturni til
ad koma i veg fyrir truflun.

3. Ad kannad verdi hvort eeskilegt sé ad koma upp
loftprystingsmaelum i flugturnum landsins med
stafreenan ,digital“ aflestur til ad minnka likur a
réngum aflestri.

4. A flugvallarvérdum verdi gert ad uppfylla akvedn-
ar heilbrigdiskrofur hvad vardar sjon og heyrn.

Jafnframt itrekar RNF tveer tilldgur sem gerdar voru
eftir flugatvik TF-FIR vid Husavikurflugvadll hinn 22. jani
1998 en peer hljodudu svona:

5. Rannsoknarnefnd flugslysa itrekar tilldbgu sem

flugslysanefnd gerdi i rannsoknarskyrslu sinni eftir
flugslys TF-ORN i Isafjardardjipi hinn 21. jantar
1987, en hun var svohljodandi:
»~Komid verdi fyrir taekjum til hljédritunar fjarskipta
a a.m.k. aaetlunarflugvéllum og varataeki sé tiltaekt
til uppsetningar ef/a medan taekid er tekid til vid-
gerdar”.

6. Rannsoéknarnefnd flugslysa leggur til vid Flugmala-
stjorn, ad komid verdi a skipuldgdu kerfi préfana a
taekjum sem flugumferdarstjérar og flugradiomenn
nota til upplysingagjafar, svo sem loftvogum, vind-
styrk- og stefnumaelum. Ennfremur ad haldin verdi
kerfisbundin skra yfir slikar préfanir. Petta verdi
hluti formlegrar uttektar og vidurkenningar a flug-
vellinum og bunadi hans.
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32. Flugslys TF-SAC a Sandskeidi 7. sept-
ember 2003

Skyrslu RNF var ekki lokid pegar arsskyrslan for i
prentun og verdur utdrattur hennar ad bida naestu ars-
skyrslu (M-05703/AIG-32)

Slysid vard pegar verid var ad draga sviffluguna TF-
SAC & loft med drattarspili & Sandskeidi. Svifflugan
sem er af gerdinni ASK 21 skall harkalega til jardar og
skemmdist mikid. Flugmadurinn slasadist téluvert.

33. Flugatvik TF-JML a Reykjavikurflugvelli
11. september 2003

Rannsdkn RNF var ekki lokid pegar arsskyrslan for i
prentun og verda nidurstédur hennar ad bida naestu
arsskyrslu (M-05803/AIG-33)

Atviki® vard i lendingu flugvélarinnar TF-JML sem er af
gerdinni Fairchild SA-227DC & Reykjavikurflugvelli. Oll
adalhjol flugvélarinnar festust i lendingarbruninu og
sprakk a premur af fijorum hjolbérdum adalhjola hennar.

34. Flugatvik TF-ATC vid Orlando i Banda-
rikjunum 21. agust 2003

RNF lauk malinu med bdkun 5. febraar 2004 (M-
05303/AIG-34)

Anhofn flugvélarinnar TF-ATC sem er af gerdinni Boeing
747-200 var i adflugi ad alpjodaflugvellinum i Orlando
pbegar éarekstrarvarinn gaf skipun um laekkun vegna
umferdar. Flugmennirnir kom auga a adra flugvél fyrir
ofan og til hlidar vid TF-ATC og fylgdust peir med henni
a medan laekkuninni st6d. Atvikid var tilkynnt til rann-
s6knarnefndarinnar i Bandarikjunum sem upplysti ad
peir seeju ekki asteedu til ad rannsaka malid frekar.

35. Flugatvik TF-FIG a Keflavikurflugvelli
19. oktéber 2003

Rannsokn RNF var ekki lokid pegar arsskyrslan for i
prentun og verda nidurstédur hennar ad bida naestu
arsskyrslu (M-06503/AIG-35)

Anhéfn véruflutningaflugvélarinnar TF-FIG sem er af
gerdinni Boeing 757-200F vard vor vid ad flugvélin
nadi ekki tileetludum afkdstum i flugtaki. Eftir lendingu
kom i lj6s ad misraemi var a milli raunverulegrar hledslu
flugvélarinnar og upplysinga a hledsluskra bzedi hvad
vardadi massa og jafnvaegi. Vid rannsokn kom i ljos ad
hledsla flugvélarinnar hafdi verid innan hledslumarka
gefnum Gt af framleidandanum.

36. Flugatvik TF-ATY yfir Libyu 9. névem-
ber 2003

RNF lauk malinu med bdkun 5. febraar 2004 (M-
06903/A1G-36)

Ahéfn flugvélarinnar TF-ATY sem er af gerdinni Boeing
767-200 var i farflugi yfir Libyu i FI 350 pegar arekstr-
arvarinn gaf skipun um laekkun. I lsekkuninni maetti TF-
ATY flugvél & gagnstaedum ferli og 700 fetum ofar. At-
vikid var tilkynnt til flugmalayfirvalda i Libyu en engin
vidbrégd hafa borist vegna malsins.

37. Flugslys TF-FTT a flugvellinum a Rauf-
arhé6fn 1. desember 2003

Skyrsla RNF var ekki tilbdin pegar arsskyrslan for i
prentun og verdur utdrattur ur henni pvi ad bida
neestu arsskyrslu (M-07203/AIG-37)

Slysi® atti sér stad pegar flugkennari hja Flugskéla is-
lands var med flugnema i yfirlandsflugi a flugvélinni TF-
FTT sem er af gerdinni Cessna 152. Azetlad var ad
fljuga fra Reykjavik til Pérshafnar, Akureyrar og aftur il
Reykjavikur. Skémmu eftir flugtak fra flugvellinum &
Pérshofn var akvedid ad yfirflijdga flugvéllinn & Raufar-
h6éfn en flugkennarinn hafdi fengid upplysingar um ad
flugvéllurinn veeri lokadur par sem talsverdur snjor var
a flugbrautunum. Eftir ad hafa yfirflogid eina flugbraut-
ina var flugvélinni klifrad bratt upp og snuid til baka til
pess ad yfirfljuga brautina i hina attina. Pegar flugvélin
var komin vel fram fyrir midju flugbrautarinnar snerti
hun flugbrautina og nefjélid grofst i snjoinn pannig ad
nefhjélsleggurinn kiknadi og flugvélin stakkst & nefid.

38. Flugatvik CLX773 og AALS87 i islenska
flugstjornarsvaedinu 15. névember
2003

Rannsdkn RNF a atvikinu var ekki lokid pegar ars-
skyrslan for i prentun og verda nidurstédur hennar ad
bida neaestu arsskyrslu (M-07103/AIG-38)

Adskilnadarmissir vard milli flugvélanna CLX773 sem
er af gerdinni Boeing 747-400 og AAL87sem er af
gerdinni Boeing 777-200 i FI 330 vid 63N 025V. Flug-
umferdarstjori 16t CLX773 leekka i FI 320 til ad koma
aftur & adskilnadi pegar hann attadi sig &4 astandinu.
Vid rannsdknina kom fram ad arekstrarhastta hafdi ekki
skapast.

39. Flugatvik TF-ELN a Reykjavikurflugvelli
31. desember 2003

Skyrsiu RNF var ekki lokid pegar arsskyrslan for i
prentun og verdur utdrattur hennar ad bida neestu ars-
skyrslu (M-07503/AIG-39)

Atvikid vard i lendingu flugvélarinnar TF-ELN sem er af
gerdinni Boeing 737-300 & Reykjavikurflugvelli. is var &
flugbrautinni og i lendingarbruninu rann flugvélin til og
hafnadi pversum & oryggisvaedi vid enda flugbrautar-
innar.
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40. Flugatvik TF-JME a Reykjavikurflug-
velli 23. desember 2003

Rannsdkn RNF & atvikinu var ekki lokid pegar drs-
skyrslan for i prentun og verda nidurstédur hennar ad
bida neestu arsskyrslu (M-07603/AIG-40)

Anhéfn  flugvélarinnar TF-JME sem er af gerdinni
Fairchild SA-227DC vard vor vid ad flugvélin nadi ekki
tileetludum afkdstum i flugtaki. Eftir lendingu kom i 1jos
ad misraemi var & milli raunverulegrar hledslu flugvélar-
innar og upplysinga a hledsluskra bzedi hvad vardadi
massa og jafnvaegi.

ARSSKYRSLA RANNSOKNARNEFNDAR FLUGSLYSA

41. Flugatvik TF-ELD vid Marseille i Frakk-
landi 30. névember 2003

RNF lauk malinu med bokun 2. juni 2004 (M-
07403/AIG-41)

Ahéfn flugvélarinnar TF-ELD sem er af gerdinni Boeing
737-400 var i farflugi ndleegt Marseille i FI 220 pegar a-
rekstrarvarinn gaf skipun um laekkun. | laekkuninni
maetti TF-ELD flugvél & gagnstaedum ferli sem var med
heimild i FI 230. Atvikid var tilkynnt til Rannséknar-
nefndar flugslysa i Frakklandi (BEA) en engin vidbrégd
hafa borist vegna malsins.
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TILLOGUR

UM URBZATUR | FLUGORYGGISMALUM

Rannsoknarnefnd flugslysa gerdir 19 tilldgur um Ur-
beetur i flugéryggismalum i rannséknum sinum a arinu
2008. Flestum tillégunum var beint til Flugmalastjornar
islands en nokkrum var beint til annarra stofnana og
fyrirteekja.

Eftirfarandi eru peer tilldgur sem Rannsoknarnefnd
flugslysa gerdi arid 2003 asamt formlegum vidbrégd-
um peirra adila sem tilldgunum var beint til. Jafnframt
eru birtar hér peer tilldgur sem gerdar voru af erlendum
rannsakendum & arinu og beint til islenskra adila.

M-00602/AlG-02, flugatvik TF-FIO vid
Gardermoen flugvoll i Noregi 22. januar 2002
Endurdtgafa RNF & skyrslu rannséknarnefndar flug-
slysa i Noregi um malid er dagsett 22. januar 2003 og
var premur tillégum um urbeetur i flugéryggismalum
beint til flugrekanda flugvélarinnar.

1. The company should also review the flight crew
training regarding an unstabilized approach by a
go-around.

2. That the company should consider its plan for
colleague support in relation to accident and
incidents.

3. That the company should consider utilizing the
quick access recorders for continuous monitoring
of flight operations standards.

Vidbrégd Flugmalastjérnar islands:

Matsnefnd flugéryggissvids Flugmalastjérnar Is-
lands (FOS) tekur undir tilldgurnar. FOS skodadi malié
strax i upphafi og var satt vid radstafanir flugrekand-
ans. FOS skodadi flugritann og fylgdist med breyting-
um flugrekandans & pjalfunarasetlunum. Ennfremur
kom FOS abendingum til hins norska rannséknaradila.
Flugrekandinn hefur breytt pjalfunaraaetiunum sinum
og hefur komid & sérstoku verkefni til ad fylgjast
st6dugt med starfsadferdum i flugi, p.e.a.s. voktun a
flugritum. Ennfremur er matsnefndinni kunnugt um ad
félagid hefur endurbeett starfsreglur sinar ef flugatvik a
sér stad svo og gert samstarfssamning vid fagmenn
hvad vardar studning vid sitt félk ef 6vanaleg atvik eiga
sér stad.

Viobrégd flugrekanda flugvélarinnar:
Tillaga 1: | tveimur haefnipréfum sem haldin voru i kjol-
far birtingu tillégunnar voru sérstakar flugaefingar

bar sem betta atridi var seft sérstaklega. | peirri
vinnu sem nu stendur yfir vardandi uppbyggingu
reglubundinna haefniprofa er radgert ad slikar af-
ingar verdi framkveemdar i haefiprofum pridja hvert
ar.

Tillaga 2: Vinnuhépur var skipadur til ad koma ad tillég-
um til Grbéta. Pessari vinnu er ekki lokid. Azetlud
verklok eru i oktéber 2004.

Tillaga 3: Fest hafa verid kaup & gagnaéflunarkerfi og
er uppsetningu lokid. Gagnaso6fnun er hafin til
reynslu samkvaemt innleidingarasetlun. Formleg
verklok eru aaetlud i oktéber 2004.

M-00902/AIG-01, flugatvik TF-FIJ a Keflavikur-
flugvelli 9. januar 2002

Skyrsla RNF um malid kom ut 24. jantar 2003 og voru
priar tillégur um urbeetur i flugéryggismalum gerdar.

RNF beindi pvi til:

1. Flugrekanda flugvélarinnar ad merkingar & flugvél-
um félagsins sem aetladar eru til leidbeiningar og
vidvorunar fyrir starfsfolk séu yfirfarnar vid reglu-
bundnar skodanir flugvélanna.

2. Flugafgreidslu flugvélarinnar ad i ny- og endur-
bjalfun starfsfolks verdi 16gd ahersla a ad kynna
kerfi peirra flugvéla sem peir starfa vid ad jafnadi
og vardar storf peirra.

3. Flugafgreidslu flugvélarinnar ad hun endurskodi
verklag vid afgreidslu flugvéla med tilliti til 6ryggis
starfsfélks.

Vidbrégd Flugmalastjérnar islands:

Tillaga 1: Matsnefndin tekur undir tillégur RNF. FOS
hefur ekki beint eftirlit med IGS eda annarri sam-
beerilegri starfsemi nema i gegnum flugrekendur
en i pvi eftirliti hefur komid fram ad IGS hefur ad
gefnu tilefni breytt starfsadferdum sinum. Flugrek-
andinn hefur endurbeett verklag sitt vardandi
merkingar og er pvi fylgt sérstaklega eftir i Uttekt-
um FOS med flugrekendum med stér loftfor.

Vidbrogd flugrekanda flugvélarinnar:

Tillaga 1: Stofnadur hefur verid verkpattur (Task) i vid-
haldakerfum flugvéla til ad maeta tillogu RNF. ,, Task
57-11-00-00-01 Inspect/renew all FAA requred
placards“ var stofnad og verdur framkveemt i
annarri hverri C-skodun.
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Vidbrogd flugafgreidslu flugvélarinnar:

Tillaga 2: Sérstdk ahersla er nu 16gd & kynningu kerfa
véla sem pjénustadar eru af IGS. Pad er nu gert a
namskeidi sem heitir ,Oryggi 4 hladi“. Kennslu-
gdgn, sem notud eru, koma medal annars Ur vid-
haldsbékum vidkomandi véla til gléggvunar i pjalf-
un.

Tillaga 3: Breyting & verklagi vid afgreidslu flugvéla
med tilliti til dryggis starfsfélks. ,,Oryggi 4 hladi“ og
verklag Ur rekstrarhandbdk flugrekandans eru not-
adar til pjalfunar a oryggi starfsmanna vid af-
greidslu flugvéla.

M-02602/A1G-08, flugatvik TF-FTL vid
Héskuldarvelli 11. mai 2002

Skyrsla RNF um malid kom ut 24. januar 2003 og voru
tveer tillégur um Urbaetur i flugdéryggismalum gerdar.

RNF beindi pvi til Flugmalastjérnar islands ad:

1. Hun geri radstafanir sem tryggi ad vidhaldsadili
flugskoélans tileinki sér agadri vinnubréogd og fylgi
eftir leidbeiningum framleidanda flugvéla um vid-
hald og eftirlit eldsneytiskerfa peirra.

2. Hun gangi eftir pvi ad verklag vid skraningu fravika
i flugdagbaekur, svo sem leka eda ohreininda i
eldsneytiskerfi, sé fylgt eftir af flugménnum, flug-
kennurum og nemendum flugskdlans.

Vidbrégd Flugmalastjérnar islands:

Tillaga 1: Matsnefnd FOS tekur undir tillégu RNF og
hafdi lofthaefideild FOS pegar samband vid vié-
haldsadila flugskélans, med bréfi og for fram & ad
verklag vid eftirlit med eldsneytiskerfum yrdi tekid
til skodunar. Vidhaldsadili flugskolans hefur gert
radstafanir til ad endurnyja alla ,Fuel Strainer
Bowls“ sem naudsynlegt er ad gera um leid og
varahlutir berast og vélar koma inn til skodunar.
Petta atridi hefur einnig verid sett & gatlista vid-
haldsadilans fyrir 100 tima skodanir. Lofthaefideild
FOS telur vidhaldsadilann hafa brugdist vid med
fullnaegjandi haetti og malinu lokid af peirra halfu.

Tillaga 2: Matsnefnd FOS tekur undir tillsgu RNF og er
1690 sérstdk ahersla a petta atridi i Uttektum & flug-
skélum nd um sinn.

M-04602/AIG-15, flugatvik TF-ULF

vid Dagverdarnes i Dalasyslu 21. juni 2002
Skyrsla RNF um malid kom Gt 8. mai 2003 og voru
prjar tillégur um uUrbeetur i flugéryggismalum gerdar.

RNF beindi pvi til Flugmalastjérnar islands ad han:

1. Sja til pess ad snuningshradameelar flugvéla med
»Sensenich” 76EMM loftskrufur og ,,Lycoming“ O-
360 hreyfla med holan sveifaras verdi kvardadir
med reglulegu millibili.

2. Upplysi flugmenn og flugvélteekna um syndar-
feerslu (,parallax”) i meelitaekjum og haettuna sem
henni getur fylgt.

3. Tryggi i eftirliti sinu med vidhaldi litilla flugvéla ad
vidhaldsadgerdir a flugvélum og ihlutum peirra séu
skradar & videigandi hatt i vidhaldsdagbaekur
og/eda vinnupappira. RNF hefur gert samskonar
tillégu adur, m.a. eftir rannsokn a flugslysi i TF-
HRB 5. juni 1995 (M-07595).

Vidbrégd Flugmalastjérnar islands:

Tillaga 1: Matsnefnd FOS tekur undir tilldgu RNF. Viku
eftir atvikid eda 5. juli 2002 sendi lofthzefideild FOS
ut upplysingabréf til umradenda flugvéla med loft-
skrufu af gerdinni ,Sensenich“ 76EM. i bréfinu er
gengid eftir pvi ad tryggt sé ad akvednum lofthaefi-
fyrirmaelum verdi fylgt eftir og ad snuningshrada-
maelar syni rétt a ,kritisku“ bili fra 2150-2350 sndn-
inga. S6muleidis ad vidhaldsvottordi verdi skilad
inn til FOS, en malinu verdur endanlega fylgt eftir
vi® endurnyjun lofthaefiskirteinis af halfu FOS.

Tillaga 2: Matsnefnd FOS tekur undir tilldgu RNF en
telur ad ekki sé naudsyn a sérstdku ataki i pessu
skyni og kynning & flugéryggisfundi & pessu mali i
heild sinni hafi tekist vel. Ennfremur er rétt vid sem
flest teekifeeri ad benda a skyrslur RNF, sem eru
mjég adgengilegar a netinu.

Tillaga 3: Matsnefnd FOS tekur undir tillégu RNF og
sendi loftheefideild FOS Gt dreifibréf dags. 13.
mars 2003 til vidhaldsadila litilla flugvéla par sem
hnykkt er a mikilvaegi pess ad ganga vel fra vio-
haldsgégnum, naudsynlegum skraningum i vid-
haldsdagbaekur, hvada gogn tilheyri vidhalds-
skram o.fl. P4 var med bréfinu sendur nyr upp-
faerdur gatlisti a islensku.

M-10101/AIG-23, flugatvik TF-JME

a Hornafjardarflugvelli 2. desember 2001

Skyrsla RNF um malid kom ut 8. juli 2003 og voru prjar
tilldgur um drbeetur i flugéryggismalum gerdar.

RNF beindi pvi til Flugmalastjérnar islands ad han:

1. Sjai til pess ad utreikningur i ,,Airport Analyzes and
Route Performance Manual“ flugfélagsins, fyrir
pessa flugvélategund, sé i samreemi vid reglur
JAR-OPS 1 og leidbeiningar i flughandbodk flugvél-
arinnar.

2. Geri aaetlanir um reglulegar préfanir og kvérdun a
Tapley meelum til pess ad stadreyna réttar maeling-
ar i samraemi vid fyrirmeeli framleidanda.

3. Geri samanburdarmeelingar & mismunandi teekja-
bunadi til bremsumaelinga og skrifi leidbeinandi
efni til flugmanna, flugumferdastjora og flugvalla-
varda um takmarkanir bunadarins.

Vidbrégd Flugmalastjérnar islands:

Tillaga 1: FOS barst skyrsla fra flugstjéra TF-JME i um-
raeddu flugi og skodadi ratsjarmynd af adflugi vél-
arinnar par sem ekkert 6edlilegt kom fram. Sam-
kveemt upplysingum fra flugrekandanum hefur fé-
lagid gert samning vid saenskt fyrirtaeki um flug-
vallarttreikninga. Utreikningar eru i vinnslu fyrir
Metré vélar félagsins og verda utreikningar gerdir a
Twin Otter vélar félagsins i kjolfarid.
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Tillaga 2 og 3: Matsnefndin tekur undir tillégur RNF og
var flugvalla- og leidségusvidi (FLS) falid ad fylgja
tillégunni eftir. Verklagsregla um préfanir og kvard-
anir Tapley maela FMS hefur verid gefin Ut og stad-
fest af framkvaemdastjora FLS. Tilgangur/markmid
verklagsreglunnar er ad studla ad areidanleika i
bremsumeelingum framkvaeemdum med Tapley
melum FMS, med reglulegum préfunum og
kvordunum & peim. Gildi Tapley maelanna er borin
saman vid gildi SAAB-friction tester og skal gildi
tapley maelisins vera innan vid tiltekid uppgefid bil.
Pann 19. desember 2003 var sent Ut upplysinga-
bréf til umdeemisstjora og AFIS manna a flugvéll-
um FMS til ad arétta mikilveegi pess ad vanda til
gerdar METAR og SPECI skeyta og upplysinga um
vedur og astand brauta sem par koma fram.

M-05502/A1G-19, flugslys TF-SMS

a Keflavikurflugvelli 29. jali 2002

Skyrsla RNF um malid kom ut 11. juli 2003 og voru
tveer tilldgur um Urbaetur i flugéryggismalum gerdar.

RNF beindi pvi til Flugmalastjérnar islands ad han sjai

til pess ad:

1. Settar verdi verklagsreglur um tviskodun i kjélfar
vidhalds eda samsetningar a stjérnteekjum heima-
smidadra loftfara.

2. Merkingar verdi settar vid tengingar a stjorntaum-
um stjérnflata heimasmidadra loftfara sem aud-
kenni rétta tengingu.

Vidbrégd Flugmalastjérnar islands:

Tillaga 1 og 2: Matsnefnd FOS tekur undir tillégur RNF.
Lofthaefideild FOS fér fram 4 pad vid Flugsmid, fé-
lagsskapinn sem um raedir og er vidurkenndur af
FMS/FOS, ad endurskoda handbok sina og verk-
lagsreglur m.t.t. tillagna RNF. Fundur hefur verid
haldinn med Flugsmid og peir hafa skilad inn drég-
um ad nyrri handbék. Handbokin og verklagsregl-
ur verda endurskodadar i heild med sérstakri a-
herslu a skodanir a nysmidi og vidhalds/samsetn-
ingu heimasmidadra loftfara og tryggja merkingar
ef haetta er a ad mistékum vid tengingu vira. Tekid
er nu pegar mid af tilldigum RNF vid arsskodanir og
adrar skodanir tilnefndra skodunarmanna Flug-
smidar pé svo ad handbdkargerdinni sé ekki enn
lokid. Reglugerd um heimasmidi nr. 216/1983 er i
fullu gildi ad mati FOS og ekki talin astaeda til ad
breyta henni. Hins vegar telur matsnefndin rétt ad
fylgja malinu enn betur eftir vid naestu endurskod-
un a reglugerdinni og basta inn akvaedi um vidur-
kennda handbék med verklagsreglum, svo og ad-
ild flugvélasmida ad vidurkenndum félagsskap.

M-03502/AIG-09, flugslys TF-POU

a flugvellinum a Forseeti 1. juni 2002

Skyrsla RNF um malid kom ut 28. agust 2003 og var
ein tillaga um arbaetur i flugéryggismalum gerd.

RNF beindi pvi til Flugmalastjérnar islands, Landsvirkj-

unar, RARIK og Simans ad peer:

1. Vinni saman ad pvi ad draga Ur slysahaettu vegna
loftlina naleegt flugbrautum i samraemi vid hindr-
anamerkingar i vidbeeti 14 vid Alpjédaflugmala-
sattmalann.

Vidbrégd Flugmalastjérnar islands:

Tillaga 1: Matsnefnd FOS gerir engar athugasemdir vid
tilégu RNF. FOS hafdi samband vid umdaemis-
stjora flugvalla og benti peim & nidurstddur skyrsl-
unnar og bad pa ad huga sérstaklega ad flugvoll-
um i peirra umdaemi par sem loftlinur gaetu verid
varhugaverdar. Framkvaemdastjori flugvalla- og
flugleidsdgusvids (FLS) hefur fundad med fulltria
Landsvirkjunar. Siminn mun hafa svarad RNF puvi til
ad engar simalinur séu i namunda vid flugvelli.
Matsnefndin hefur farid fram & bréflega vid fram-
kveemdastjéra FLS ad hann bodi til fundar med
fulltrdum Landsvirkjunar og RARIK sem fyrst.

M-06502/A1G-22, flugumferdaratvik TF-FTG/TF-
FTN a Reykjavikurflugvelli 14. agust 2002
Skyrsla RNF um malid kom ut 29. oktéber 2003 og var
ein tillaga um urbaetur i flugéryggismalum gero.

RNF beindi pvi til Flugmalastjornar islands ad hun:
1. Gefi Ut leidbeinandi efni um verklag sem nota skal
begar talstddvasamband rofnar i sjonflugi.

Vidbrégd Flugmalastjérnar islands:

Tillaga 1: Matsnefnd FOS tekur undir sjénarmid RNF
og telur ad um alvarlegt atvik sé ad raeda. FOS hef-
ur gengid fra upplysingabréfi og sent afram til ut-
gafu med leidbeinandi efni um verklag sem skal
nota pegar talstédvarsamband rofnar i sjonflugi i
formi upplysingabréfs (AIC) sem gefid verdur Ut i
AIP. Upplysingarbréfid er fragengid og er i utgafu-
ferlinu.

M-04902/AIG-17, flugslys TF-ABJ vid
Akureyrarflugvéll 3. jali 2002

Skyrsla RNF um malid kom ut 30. desember 2003 og
var ein tillaga um Urbaetur i flugéryggismalum gerd.

RNF leggur til ad Flugmalastjérn islands sjai til pess

ad:

1. | préfunarazetiunum heimasmidadra loftfara verdi
gert rad fyrir ad eldsneytismeelar séu sérstaklega
préfadir og areidanleiki peirra stadfestur. Hid sama
gildi pegar meirihattar breytingar eru gerdar a
eldsneytiskerfi heimasmidadra loftfara eftir Utgafu
lofthaefiskirteinis.
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Vidbrégd Flugmalastjérnar islands:

T skuli med kvarda eda 4 jafngildan hatt, eldsneytis-
Tillaga 1: Matsnefnd FOS vekur sérstaka athygli & pvi

magn ...“. Nefndin telur ad pegar hafi verid geng-

sem er tali® vera meginorsok slyssins & bls. 8 i
skyrslu RNF en par segir: ,Pad er alit RNF ad or-
sok slyssins hafi verid su ad hreyfill flugvélarinnar
missti afl s6kum pess ad eldsneyti gekk til purrdar.
Pad var flugmannsins ad ganga ur skugga um ad
...“ [ kjolfar flugslyssins i Gardsardal p. 5. agust
2001, var beett vid akveedi 4.8.1 i rg. nr. 488/1997
um almannaflug um afyllingu eldsneytis ad ,meela

id eins langt formlega og haegt er i peirri vidleitni ad
flugmenn geri sér grein fyrir naudsyn pess ad
ganga Ur skugga um ad neegilegt eldsneyti sé um
bord fyrir fyrirhugad flug. Hvad vardar sjalfa till6g-
una pa getur matsnefndin tekid undir pad ad gera
eigi profanir a heimasmidi eftir meiri hattar breyt-
ingar, jafnt &4 el