ACTION OF THE CONVENING AUTHORITY

The formal report of aireraft accident investigation conducted under the provisions of AFI
31-503, by Colonel Frank Laras, USAF, NS Rota, Spain, into the mishap involving C-130F
S/N 63-7854, assigned to 463™ Airlift Group, Little Rock Air Force Base, Arkansas, is

attached. The mishap accurred at Al Jaber Air Base, Kuwait, 0o 10 Decemher 1999, The

report complies with applicable regulatory and statutory guidance, and on that basis is
approved.

Al

élﬁ'(ALD C. MARCOTTF,

[.ieutenant General, USAF
Viee Commander, Air Mobility Command



Iixecutive Summary

Date, thue, and location of accident: 10 December 1999, 2306 Zuln/0206 Kuwait local tme: a
Ahmed AT Jaber Air Base, Kuwait,

Mishap Aircraft: C-130E. Tail Number 63-7854. 61 Airlift Squadron, 463" Aurlift Group. Little
Rock Air Foree Base, Arkansas. The aircraft was assigned to the 9™ Ajr Expeditiomnary Gronp. Al
Salem AB. Kuwait, at the ume of the nushap.

Summary of Events: The mishap aireraft. call sign Flash07, departed A} Salem AB on 9 Dec 99 with
6 creswmenbers and 80 passengers. [tarrived at Kuwait City International (KCIA) and dischareed its
passcngers. The atreralt next flew o A} Jaber AB. picked up passengers and returned to KCIA. These
three sorties were accomplished without meident and there were no atreeaft problems. At 01371, 10
December, the mishap arcrall departed KCIA with 86 passengers bound for Al Jaber A3, The crew
mitiated a visual final approach descent from 2600 feet AGL approximately 4.5 miles (two minutes)
from the approach end of the runway. T'he pilot began with about a 3-degrees of glide slope. at about
640-fpm rate vf descent. He seon tansitioned to a 6 to 7-degree glide slope with a 1600 10 1700 fpm
rate ol descent for the remuinder of the approach. The pilot never recognized his landing picture. with
reference to the runway, and failed to transition to 4 normal visual glide path for landing. At abour 123
feet AGL. descending at 28 feet per second. the aireraft entered a fog bank. The flight engineer called
“Go Around” one Lo two seconds after entering the fog bank (70 to 100 feet AGL). The pilot initiated
the go-arcund procedure (full power and nose up) about a second after the flight engineer’s “Go
Around” call. The arreraft was oo low (approximately 50 feet AGL) to break 1ts descent rate and start
a chmb. Asaresult it impacted the ground 2890 feet short of the runway threshold.

Number of Injuries/Deaths: Three fatalities. seven injuries - two were serious.

Damage Deseription: The aircraft sustuined approximately $3.8 million 1n damage. primuniy to the
main landing gear assemblies and assocuted Juselage. Non-t1S. property damage included destruction
of an 118 antenna betonging w the Government of Kuwait; cost of damage 15 vet unknown.

Statement of Opinina:

Cnder 1O US C22540d). anv opinion of the accident investivators as (o the cause of, or the factors
contribuing (o, the acctdent set forth in the accident investigation report may not be considered as
evidence dnany civil or oriminal proceeding arising front an aireraft aceideni. nor may such
iiformation be considercd ar admission of labtlay by the United States or by amy person referred 1o in
thoxe comdusiaons or statenients.

[ find, by clear and convineing evidence, that the ciause ot the mishap was the crew’s fuilure (o follow
gavernng directives and complaceney i thght operations. As a result. the erew sufiered spatial
disonentation at a critica! phase of fhghts thereby, resulting tn the crew’s lass of sitwational awareness
and tailing to recognize an unsafe descent. The {ullowing Tactors contributed 1o the cause o the
nushap: lack of pilot leadership and discipline: lack of support trom the copilot. navigutor, and tlight
enameer. and overall tack of sound judoment by the flight deek crew.

Dated this 26" dav of March 2000

/,ﬁfR ANK LARAS. Colunel [ USAF

Precdent. Acadent Investization Board



Summary of Facts

L AUTHORITY, PURPOSE, AND CIRCUMSTANCES

L1 Authority: At the direction of Liewtenant General Walter S, Hogle, Vice
Commander, Awrr Mobility Command (AMC/CV Memorandum., 13 December 1999,
AMC/CY Memorandum. 3 January 2000, and AMC/CV Memorandum. 12 January
2000). this AP 51-503 vestigation was convened The investigation concerns the
arrcraft mishap involving an Air Mobility Command (AMC) C-130F, S/N 63-7834,
which occurred at Ahmed Al Juber Atr Base (Al Jaber ABY. Kuwait, on 10 December
1999, The following individuals were appointed to investigate the mishap (Tab Y):

('olonel Frank Laras
625 AMSS/CC

PSC R19 Box 59
FPO AL 09643

Accident Investigation
President:

Licutenant Colone!
HO AMC/TAO
Scott AFB L 62225

Legal Advisor:

Technical Advisar:
{Pilot)

Technical Advisor:

Licutenant Colonel
40 ASDO
Dyess AFBTX 79607

Eicutenant Colonel

60" MDGIAMDS
Travis AFB CA 94535

(Flight Surgeon)

Technical Advisor: Major
{Maintenanec) 317 MXSLGL
Dyess AFB TX 79607

Technical Advisor:
(Aurerew Life Support)

Muster Sergeant
437 OSS/05L
Charleston AFI3 SC 29404

1.2, Purpose. This mvestigation was conducted to determine the relevant facts and
crreumstanees of the aceident and to determine the canse or causes of the aireraft mishap
which occurred at Al Jaber AB on 10 December 1999, The results of the aceident
mvestigation are used to provide concerned persons with a report of the facts and
cireumstances surrounding the acerdent. to find and preserve evidence for use in claims,
htization, disciphnary action, adverse admimistrative proceedings, and for all other
purposes deemed appropriate by competent authoniy



Lhe primary sources {or inlormation and Lact gathering relevant w this mishap were the
arcrew’s testimony and the aireraft's flight data recorder. During the course of the
investipation only the flight engineer and the copilot elected to provide testimony to the
investigating ofticer. The pilot and the navigator exercised their right to remain silent.
The copilot elected to remain stlent after providing initial testimony.

1.3, Circumstances: The mission was designed to deliver members departing the Area of
Operations (AOR) to Kuwait City International Airport (KCIA). and to distribute newly
arrived personnet to the aperational bases at Al Jaber AB and Ali Al Saleny Air Base (Al
Salem AB), Kuwait,

2. ACCIDENT SUMMARY

The mishap arrcraft. call sign FLASHO7, departed Al Salem AR, Kuwait for KCIA at
1941 ZULU (Greenwich Mean Time or “Z7y on 9 December 1999 (Tab FI-4), wath six
creavinembers, two aircraft crew chiefs, and 80 passengers. Local time at Kuwait is
ZULU plus three hours. They landed at 20037, de-plancd the passengers with engines
running and departed for Al Jaber AB at 20217 with no passengers, arriving at 20417,
After loading 33 passengers, FLASIHO07 departed Al Jaber AB at 21017 bound for KCIA.
At 2212 FLASHO7 touched down at KCIA and proceeded to the AMC ramp where they
shut down engines and downloaded 53 passengers.

After a 96-minute delay for passenger processing. they loaded 86 passengers and departed
for Al Jaber AB at 225772, At approximately 23067, while executing a visual approach to
runway 15R at Al Jaber AB, the aircraft struck the ground 2890 feet short of runway
threshold and 40 feet to the left of runway centerline (Tabs A-4, R-2, $-2). This approach
o rumway 3R was being conducted below weather minimums and in violation of
landing restrictions on runway 1SR, Joint Task Force-South West Asia (airlift
coordination cell director) approval for this approach had not been granted. The mishap
resulted in the death of three passengers and the injury ot seven more (Tab A-4). No
crewmember sustuined significant injuries.

Approxiately 1000 feet bevond the initial impact site. FLASHO7 siruck the Instrument
Landing System {ILS) antenna assembly, resulting in destruction of 309 of the standing
localizer antenna structure (Tab P-2). The cumulative eftects of the two IMpPACts
succeeded 1o stripping the main landing gear irom the mishap aireraft (Tabs A-4, 8-3. 8-
53 The crew was able to execute a go-around and retumed w KCIA for a successiul no-
gear landing at 23517,

Property damage mieluded the purtial destruction of the 1LS antenma arrav at Al Juber AB
and approximately $3.8 million damage to the mishap areraft {Tab M-10). No major
damage was ridentified at KCTA runway as a result of the no-gear tanding. The [LS at
Taber AB s under reparr and costs have not been deternrined. HQ AMC has handled all
questions regarding this aceident, This mishap recerved national media atiention.

(]



3. BACKGROUND

Al Juber AB 15 a Joint operations base with Kuwait Air Iorce F-18s and USAF A-1)s and
F-16s. USAF aircraft and personnel pull 90-day rotations enforeing the United Nations
established no-fly zone in southern Irag.

Al Salem AB 15 2 joint operations base with various Kuwaiti support organizations and
four USATF C-130s. The C-130s provide intra-theater airlift support for all theater US
forces entorcing the no-fly zone in southern Irag.

KCIA serves as the logisties hub for US {orees operating in the Kuwait AOR. Personne!
arrive and depart the AOR through the Alr Terminal Operations Center {ATOC) located
on the military ramp.

4. SEQUENCE OF EVENTS

4.1. Mission. The mission was to deliver LS personnel to and from KCIA for weekly
roLator transportation to and from Lurope and the United States. The command authority
anthorizing the mission was the 9" Expeditionary Group Commander at Al Salem A,
Captain Russett AL Hedden, serving as the Depury for Operanons. signed the AMC Form
41, Flight Authonzation. This flight authorization designated Captain

as the Arreralt Commander. All crewmembers were active dutv personnel (Tab K-3).

4.2. Planning. All preplanning requirements were completed. Preplanning requirements
were minimal since this was a regularly scheduled mission. No flight plans were required
as the arrcraft operated on tower-to-tower Instrument Flight Rules (IFR) elearances (Tab
K40 V-3, V200 V-2 Tower-to-tower clearance 1s done by filing your {light pian by
radio with your Jocal controlling tovwer. In this case, the KCILA tower eontacted the Al
Taber A tower with FLASIHO7 s routing and expected time of arrival at Al Jaber AB.

4.3 Preflight. The aircrew showed at 17507 (Tab O-71). and accomplished all normal
prellight procedures 1o inciude check Notices to Ainnan (Tabs K-6, K-7), the light
tinerary. and route of theht. This was the airerew’s first night flight in theater. They
receved a weather brielat 18D0Z from the Al Sulem AB weather shop (Tab K-8). ‘The
torecast called tor mostly Visual Meteorological Conditions (VMC) throughout the
duration of the ousston. The atreresy was also informed that weather at Al Juber AB
would be temporanly below Visual Flight Rules ( VER). with 2400 meters visibility, a
000 foot eerling, and thunderstorris and run showers i the vicity (Tab K-8).
[nemational Civil Aviation Orgamzation (1CAO) VER nrinimums require 3000 meters
visthihiy ot betier (Tab BB-11). Of particular note, the forecast wemperature was 16
degrees Centigrade (61 degrees Fahrenheit) and the dewpoint was 15 degrees Centigrade
(3% deprees Fahrenheit), a rectpe for low foe. Adreralt preflight was accomplished with no
discrepanvies nated, Engine start was uneveattul (Tab H-2).



4.4 Summary of the Accident. The initial aircraft taxi and takeoft was routine. The pilot
executed all takeoffs and landings. The first sortic from Al Salem AB to KCIA was also
uneventtul. After the atrerew delivered the departing Al Salem passengers, they flew their
empty atrcraft to Al Jaber AB. picked up the departing menibers, and delivered them to
KCTA. This sortie from KCTA to Al Jaber AB was also uneventful, (Tabs K-2,11-3).
When the aireraft departed Al Jaber AB at 21017, the tower called visihility at 1500
meters, sull below visual mimmums ( Tabs H-4, N-2). The first successful landing into
Al Jaber AR on runway [5R was completed in violation of weather minimums and the
approach plate nstructions. The crews only option given the weather was to flv the 11.8
approach to runway 331[..

The atreraft returned to KCHA at 21217 and delivered the departing passengers to the air
terminal (Tab 11-4). At this point, there was a one hour and thirty six minute wait for
mter-theater airhift to deliver relief personnel for distribution to Al Jaber AB and Al
Salem AB. While the pilot and the navigator went into ATOC to get the sweather torecast,
the copriot took a nap in her scat while the flight engineer slept on the flight deck bench
(Tab V-3, V-15).

The Al Jaber AR weather office confirms reeciving a call from KCIA regarding the
weather at Al Jaber Ab between 22017 and 2300Z. Al Jaber AB reported their weather as
vistbility at 1600 meters {1 mile). ceiling partially obscured and broken, with fog at the
airheld. The Al Jaber AB weathierman also gave instructions for the airerew to call the
tower on approach for runway visibility since the runway was not visible fron the Al
Jober AB weatherman's vantage pownt (Tab O-110).

The pilot and the navigator returned to the ajreraft and discussed the weather, including
the fog, with the rest of the erew. The airerew briefed a visual approach, and decided on
two instrument approach backups--Very igh Frequency Omni-directional
RanwingsTactical Air Control and Navigation (VORTAC) 15 Right (13R) approach and
an LS 33 Left (331) approach--should either be needed (Tab V-3, V-22, V-41 V.44,
Based upon the briefed weather conditions and the VORTAC 15R night [FR restriction to
LSAFE atrerews the only authorized approach was the [LS to runwayv 33L.

After take-ott on the mishap leg. the aircraft flew configured with gear down and flups at
30 pereent the entire tnip (Tab V-3 V223500 Tt is normal procedures to thy with the gear
dvwn and the flaps set for flights of short duration. Prior to departure from KCTA, the
crew discussed the weather situation and planned to thy the VORTAC 15R approach to
abtam a visual on the landing runway (Tab V-22). Wihile not considered a causal factor
i the arrcraft mushap. it s worthwhile o note that the VORTAC 13R Department of
Delense (Dol)) approach plate contains o note requitring a command authority waiver o
accomplish the approach at night under lnstrament Tlight Rules (IFR)Y (Tab 0O-121). The
JTF-SWA Commuander had not granted authority to the nishap crew’s unit, the 97
Fxpeditonary Aithit Squadron, to fiy this approach during night instrument conditions.
Nevertheless, the crew elected to fly the VORTAC 13R approach rather than the
published [LS approach to runway 331 which would have provided them with course



and ghide slope informuation (Tab V=223, Flving the Al Jaber AB VORTAC 15R
approach dunng night [FR vielated the DoD approach plate instruction.

The atrerew visually acquired the runway at five to six miles out (Tab V-20). The runway
was well hit including its approach lights (Tab V-4, V-24). During descent. the flight
engineer noted a fog bank near the approach end. but did not inform the rest of the crew
{1ab V-24) Il believed it was far enough from the runway that it should nat be a netor
(Fab V-4). No one else on the crew mentioned seeing the fog bank (Tab V-69). The
atrcrew never requested visibility from the tower as the Al Jaber AB weather oflice had
directed, in vialation of AFMAN 11-217. [nstead, they transitioned 1o a visual approach
when they called the runway in sight (Tab V-4, V-20) without canceling [FR, a violatien
of AFL11-202V3 Had they requested the visibility. the tower was calling surthce
visibility at approximately 500 meters with a nil ceiling. The runway visual range (RVR)
mstrument at Al Jaber AB was reading a visibility of approximately 330 meters (Tab O-
HO8). Both tower readings were below landing minimunts (Tab O-120. 0O-121),
Beginning an en route descent or published approach when the weather required for the
approach 1s below the required minimums violates AT 11-202V3.

‘The mishap pilot, Captam - was Hlyving the arreralt during the entire approach {Tab
V=21 He mitiated a steep descent of six to seven degrees (normal would be two and a
balf to three degrees) about four and @ half miles from the field at an altitude of 2600
above ground level {AGL), one minute and 48 seconds from impaet (Tabs O-156, HH-2
through HH-8). Despite the steep angle af descent. the rest of the crew recognized
pothing out of the ordinary and felt comfortable with the approach (in fact, the copilot
stated she thought they were in a normal three-degree glide slope during the approach)
{(Tabs V-4, V-20, V-32), The flight engineer testified all checklists were complete and
everything appeared routine (‘tah V-4),

The steep approuch angle resulied in descent rates of 1600 to 1700 feet per minute (Ipm)
throughout the approach. Ground speed dropped from 150 knots at the start of the
approach to near 131 knots at impact. The high descent rate actually positioned the
atreraft at or near a normal visuual descent pointat 1.2 miles from the runway (caleulated
for & three degree plide path) (Tabs HU-2 through HI-8). However. both pilots failed to
recogmizZe this pomt and continued their high rare of descent. In addition. netther the
istructor navigator nor the evaluator engineer revpgnized the potentially dangerous
situation developing and made no input to the pilots. At .63 miles from the runway, tie
wishap arreratt wus approxmmately 123 AGL. still i a 1700 fpny descent rate, when it
entered the fog bunk and the airerew lost sight of the rimway (Tabs V-4, V220, [1}1-2
thiroaeh HEH-8 1

Phe flight engmeer called “oo wonnd™ approximately one to two seconds after the aireraft
entered the fog with a confirmation call frony the copilot. The pilot initiated the go-around
with the engineer calling power settings, 700, 800, Q00,7 belore the sireraft collided
with the ground {Tabs V-4, V2204

e



V'he arreraft pot arrborne again and tlew four to five feet above the ground for another
OG0 feet when 1t colhided with the 1S antenna assembly, shearing off the Jefi third of
the antenna array level with the conercte pad. The aireraft then climbed to altitude and
the crew prepared for their entergency no-gear Janding at KCIA., The KCIA crash. fire.
and reseue team toamed the runway for the landing. The crew executed the emergency
fanding with no further injurices (o persannel on board or sipnificant additional damage to
the arrcraft,

4.5 Impact. A123067, the arrcraft impacted the ground 28940 feet short of Al Jaber AB's
runway 3R threshoeld and 40 feet left af runway centerhine (Tab A-4, 8-2). The primary
tipact pomt was tocused in the main landing gear arca. At impact, gear struts and
associated hardware were driven into the cargo arca inflicting fatal injuries to the three

passengers sitting in the wheel well area (Captain . Airman First
Class cand Arrman First Class }(Tabs 5-34, §-6. X-2

through X4, 7-3. Z-5). All ot the seriously injured passengers were sitting m the main
wheel well areas.

The utral tmpact resubted i the loss of all main landing gear assemblies. The aircraft
also struck the TLS antenna, causing additional dumage to the right horizontal stabilizer
and the right inboard flup (Tabs A-d, 87, 7-6).

4.6 Life Support Equipment, Egress and Survival: No deficiencies were found with
Aurcrew Life Support (ALS) survival or protective equipment. The mishap aircraft ALS
cguipment inspections were all current (Tabs GG-2, GG-3).

ALK CIA, the nushap crew safely exeeuted a landing without main landing gear. Most of
the passengers exiled through the rear tronp doors, which had been opened during the
execution ol the emergency checklist (Tabs V40, V-46). Others kel through the erow
entrunce door as did the mushap flight deck erew (Tab V-3).

4.7. Search and Rescue (SAR). No SAR assets were required to recover the mishap
arrcralt and aircrew. Kuwaiti eivilian natiaeals performed erash, tire, and rescue services
ar NCTAL

4.8. Recovery of Remains: Immediately upon landing, all injured passengers were
transferred to the hospital. The rematns of the deceased victims were translerred from Al
Farwania Hospital. Kuwat. to Landstuhl Reeional Medical Center. Germany, for post-
morem exams on 1 Dee 99, 1 Col CUSACMO, Amed Forees
Regional Muedical Examiner, sizned the death certiticates (Tab X-2 through X-4 .

MAINTENANCE

rh

¥

1. Forms Documentation. The aireraft. C-130F tail #63-7834, was accepted by the
Aar Porce on 18 November 1963 and has flown 26,483 .8 hours.



.01 The Air Foree Technical Order (AFFO) Forms 78 1A documents aireratt
problems ideatified by airerew members and mamtenance personnel. A Red X
identifies a problen: that grounds an aircraft and a Red Diagonal {/) wdentilics
nupor matnlenance problems that are non-grounding i nature. All Red X write-
ups must be fixed betore the arrcraft can be tlown: whereas. Red Diagonal (/)
write-ups are non-critical 1n nature and mayv be deferred until the aircralt is down
for extended maintenance. The mishap aireraft had no open Red X discrepancies,
‘There were three open write-ups in the AFTO Form 781 As (Tab H-10). but none
of the following write-ups are considered factors in this mishap:

a. Job Control Number 06935306, Red Diagonal (1), entered 10 March
1999 “#3 Engine Horsecollar Drain has {7 crack.” This problem was
bemyg deferred until the next engine change. This portion of the svstem
dramns fluids from the engine bay should any of the hoses/lines leak. [t has
no bearing on atreraft in-fhight operations and did not contribute to the
aircraft landing short of the runway.

b. Job Control Nunmber 0699002, Red Diagonal (/). entered 10 March
1999, "#3 Engine Firewall (AfvOutboard Side) temporarily repaired crack.
needs permunent repair upon engine change.™ The [ulf-up repair was being
deferred until the next engine change, hecause of the relative
inaceessibility of the component. The firewall helps contain bigh
temperatures from spreading bevond the engine compartment. H has no
bearing on aircraft in-flight operations and did not contribute to the aircralt
landing short of the runway,

¢. Job Control Number 2858500, Red Diagonat (/). entered 14 October
1999 “Norm Brake Xmitter [transmitter| Shock Mounts Wom,™ This
repair action was awaiting parts (AWP). The component is a set of small
rubber shock absorbers surrounding the brake transmitter (4 small signal
converter) in the nose landing gear wheel well, Tt is cammon for thisg
material to lose resiliency over time and beconie worn. It has no bearing
on aircratt in-flight operations and did not contribute to the airerait landing
short of the runway.

5120 The AFTO Form 781K 15 used to record mauntenanee actions to be accomplished it
the next major matntenance downtme, AFTO Form 78 TK write-ups are “delaved
discrepancies™ - non-critical repatr actions that mav be pastponed and do not cause the
atrcralt to be grounded. There were six minor write-ups in the AFTO Form 78K (Tab 1H-
LT, None of the tollowme AFTO Form 78 TR wrie-ups are considered factors in this
mishap:



a. Job Control Number 287B391, entered 13 Oct 1999, »1SO (Isochronal)
[nspection Card 1-040 Ttem 2 not complicd with. [With foam insulation
removed from cargo door, mspect structure for cerrosion (not applicable o
arrcraft with Tess than 4.800 hours)].”™ This inspection removes an
adhestve-backed foam rubber pad from the inside ot the cargo doar and
mspects for corrosion on the door’s inner skin. The unit deferred this
Jabor-intensive inspection for inclusion in the next scheduled PDM
(Programmied Depot Mamtenance). Neither the lack ol this inspection nor
the presenee of corrosion on the ramp could cause the aireraft to land short
of the runway,

b, Jub Control Number 2878392 entered 13 October 1999, “Isochronal
{ISO) Inspection Card 1-225 Item 5 not complied with. (I Taper-Lok
fasteners are installed in wing-to-fusclage attachiment angle at Fuselage
Station 397 and Butt Line 61 left and right. inspect in accordance with -
36).7 This inspection requires jacking and shoring the aircraft and
removal of Taper-l.ok {close tolerance. high shear strength, tapered)
fasteners at the wing-to-fuselage joint. Once the fasteners are removed.
cach hole 1s NDI'd (non-destructively inspected) for cracks. Following
the inspection, the hole needs to be reamed out, Hi-Tigue fasteners
mstatted, and the atreraft down-jacked. A Hi-Tisue fastener 1s a close-
tolerance, high shear strength [astener that cold-works the hole for
mmproved fatigue resistance. The unit deferred this labor-intensive
mspection for inclusion in the next scheduted PDM. Lack of this
mnspection did not cause the aireralt to land short of the runway.

¢. Job Control Number 2871000, entered 14 October 1999, “Aft cargo
totlet bent.”™ The system remained operational and repair was being
deterred until the aireraft could sit down for 2 long enough time to replace
the systenm. This component has nothing whatsoever to do with aireraft's
flving or handling characteristies and did not contribute to the mishap.

d. Job Control Number 2938901, entered 20 October 1999, "GTC [Gas
Turbine Compressor] compressor has broken stud.”™ This maintenance is
bemg deferred until the next GTC chanee. The GTC s a small turbine-
dnven motor in the front of the Teft wheel well pod that provides
additional power durtng graund operations or as an emergency power
source in-flight. Loss of this stud would not cause GTC failure, nor would
1t make the arreralt land short of the runway,

¢, Job Control Number 29313988, entered 26 October 1999, ~Corrosion in
right beavertal Fuselage Staton T4 upper end and extends alt.” This
portion of the atreratt s the unpressunized structure aft of the cargo
compartmient and below the atreraft’s rudder/vertical stabilizer. This

o



structure was intact folloswing the mishap and could not have plaved a role
i causing the ground colision.

1. fob Control Number 3289003, entered 24 November 1999 “Copilot’s
BT [Bearing Distance Heading Indicator] incorrect part number in
accordance with Time Compliance Technreal Order 16917 Awaiting
parts. supply document number X246ANMY3288401. This component is
not the same as the one called out in technical manuals. Though
operationally the same. it poses problems for flect-wide configuration
control. ‘The aperation of this BDHI is transparent to the user. During the
final approach to lainding. the cres would not be referencing this
instrument. ‘This component is not considered to be a factor in this
nishap.

5.1.3. Time Comphance Technical Orders (TCTOs) were reviewed (Tabs U-0, U-7). [n
atl. the arreraft had 66 TCTOs accomphshed mits 36 years. TCTOs are technical orders
to modity or ispect atrcraft within certain time periods. Al required TCTOs had been
comphied with on the nushap aireratt. There were six open TCTOs at the time of the
nushap. None swere past the mandatory awreraft grounding date. Al of the TCTOs were
m svork within the unit [being installed by a local Contract Field Team (CET)). Adreralt
03-7834 was scheduled to reeeive the uparades before the aireraft ground date for each
TCTO. None of the open TCTOs are considered factors in this mishap. They are:

a. TCTO 1C-130-1313 13 a depot level modiheation that upgrades the
autopilot and installs Ground Cothision Avordance System (GCAS). The
atrcraft ground date for the TCTO is 1 Nov 2001, The GCAS svstem
warns pilots of an impending collision with the ground. Towever, when
an aireralt is conligured for tanding (fandmg gear down and flaps at 50%)
the svstent is inhibited (1t presumes that you want to touch the ground) and
does not make the "Pull Up - Pull Up™ call. Since the aireratt sas
configured for lunding thraughout the mishap Night, the presence of
GCAS would not have prevented this mishap.

b TCTO TC-130-1339 and s supplement, TCTO FC-130133900 are
depar-level moditications that upyrade the aireraft electrical svstem to a
comman configuration. 15 February 2001 and 29 November 2002,
respectively are the grounding dates for these TOTOs, The presence or
absence of this moditication swould not have caused the airenift to land
short of the runway.

¢ TCTO IC-130-Bhaq is a depot level modificanron that mstalls an
Automatic Communteations System on aireraft with SCNS (Selt-
Contained Navigation System). This moeditication installs a processor that
allosws hrgb-fregquency communications tor over-the-honzon capability.
The ground date for this TCOTU 15 4 February 2001, The presence or



absence of this modification would not have caused the aireralt to land
short of the runway.

do FCTOs TC-130-1626 and 1C-130-1573 are depot modifications to the
Bleed Arr System ducting, This upgrade 1s being conducted in severat
phases: these are the next two phases scheduled for this aireralt. The
TCTO ground dates are 15 October 2002 and 15 April 2007 respectively.
This system takes hot, high-pressure air from the engine compressor to
provide leading edge anti-icing. ajrcraft environmental conditioning, and
pressurization. The presence or absence ol this medification would not
have caused the aireraft to tand short of the runway.

5. 14 hime Change [tems (TCls) are criticat components that are replaced periodically
based either on number of hours {flown or number of calendar davs since component
mstallation. No TCls were overdue (Tabs H-12, H-13). A TC1 is considered overdue only
when they exceed the due date or thght hours limitation by more than 10%.

3.1.5. The aireraft forms AFTO 781A and AFTO 7S1H were reviewed for completeness
and accuracy. There were several aireraft form documentation errors that included not
entering the date in the proper block, failure to use “minimum signature” {first initiat and
full last name) in the “Discovered By™ block. and incorrectly enmtering the total Airfrane
Time (this mistake cascaded into the last four AFTO Forms 78111, None of the
decumentation errors identified woald cause the airerafl to impact the ground short of the
runway (Tabhs H-6 throueh H-8).

5.2, Inspections.
5.2.1 Previousty scheduled muintenance meluded:

. Last Programmed Depot Maintenance (PDA) - Ocden Alr Fogisties Center, Thil AFB.
Litah = 31 January (o 6 Murch 1997 [this PDM was combined with a 24 150 tnspection
{major)] (Tab D-3).

b Last SO Inspection #3 (nunor) — Linde Rock AFB. AR — 1310 21 October 1999
During this SO, the Nose Landing Gear (NEG) was replaced (a TC and the Main
Landing Gear (MLGY received complete servicing as part of the #3 1SO work package
(Tab D-3).

¢ Unproerammed Depot Level Mamtenance (UDEMY performed at Littfe Rock AFB
from 26 October through 16 November 1999 The aireraft came out o' 150 and
tmmediately entered heavy maintenmance. During this time, mamtenanee personnet
performed carge ramp repars. ientified and corrected pressurization leaks. and repatred
cracks nysecondary structure (non-primary load carmving members) throughout the
atreraft. None ot the discrepancies encountered dunne heavy maintenance would have
contrnbuted 1o the nushap.

fry



3.2.2. There were no overdue special inspections in the AFTO Farm 781 As. The next
scheduled records inspection was the 30 Day Document Review stated lor completion on
or about 26 December 1999, The next Home Station Cheek (HSC) was scheduled for 11
April 2000 (Tab H-10y.

5.3. Maintenance Procedures. The 611 Arelitt Squadron, Little Rock AFI3 AR,
maintenance procedures were not reviewed hecause there are na aireraft svstemic or
mechanical underpinnigs considered causal or contributory 1o this mishap.

3.4, Maintenance Personnel and Supervision. The 61" Awrlitt Squadron was
responsihle for all maintenance aud servicing of the mishap atreraft. Maintenance
personnel and maintenance supervision were not examined for causal factors since there
are no arrerail systemic or mechanical underpinnings considered causal or contributory to
this muishap.

]

5. Fuel, Hydraulie, and Oil Inspection Analysis

1A

S Fuel samples were taken from the vehicle servicing the aireraft and from the
arrcralt fuel tank sumps. The Quality Assurance Office of the [uels lahoratory at Al Salem
AB tested the fuet sample from truck 91164 m accordance with T.0. jtechnical order]
428-1-1. They tested the sample to inclede analysis of water content, conductivity, color,
particulate matter, and fuel svstem seing inhibitors (FSIL The sample passed in all
categories (Tab J-7). The mulitary fuels lab at Aviano AB, Itaty, performed tests on the
aireraft luel samples trom the mishap atreraft (Tabs 1-8 through 1-17). Because of the
Imited sample size (4 0z) from each tank. the lab performed visual checks and a
microscopic analysis of particuate matter within the samples, Lab technicians then
combined all of the samiptes to test the fue! spectfications (Tab J-8). The individual
samples comtain sonte sediment and trace amounts of water--typical of sump samples anil
the fuel recovery process. All fuel samptes were considered satistactory for use (Tab 1
Sh

5520 Flvdrauhie Auid samples taken from the booster and utility hedraulic svstems were

sent to the Arr Foree Tuels testing lahoratory at Aviano AB. Lab technicians found minor
traces of water i both samples--tvpical ot hvdranlie fluid that has been in use. No other

fiuids or contanumants were tound (Tabs 1221, 1222

3530 The Al Juber AR SOAP (Spectrometric Ot Analvsis Program) laboratory anabvzed
o1l samples taken from cach engine. SOAP analvsis looks for the presence of trace
miterials i the oif that indicate abnormat engme wear. In all engines. levels of iron,
copper, magnesiunt, nickel, and tin were wathin nornial units (Tabs J-190 12203, Samples
from engines #2 and #4 have higher than nomud presence of Sthicon |39 and 18 ppm
(parts por nuthiony vice a normat of 3 ppm]. This would in no way impede proper
opetation of the envines, SOAP testing has been of himited value to anabvze and
troubleshoot the Alhson T-56 engine. The C-130 commuanity ne longer performs oll



sample analvsis as a matter of routine operations.

3.5.4 the Quality Assurance office of the Fuels Laboratory at Al Salem AB analyzed
oxyvgen samples from LOX (Ligurd Oxygen) Cart 0320 that serviced the mishap aireraft.
They performed the tests in accordunce with 7.0, 42B-6-1-1 and the oxvgen passed with
o defictencies (Fab J-18).

355 Based upon analysis of all thad samples taken. airceaft fluids are net considered
factors m this nushap.

5.6. Lnscheduled Maintenanece

5.6.1. Aircraft forms from 21 October (end of 1S0)) through 10 December (mishap) 1999
were reviewed for aircraft discrepuancies. Atrerew ar maintenance personnel identified the
discrepancies listed below with the assocraled corrective actions:

a. 23 November 1999 — Iirst thight after [SO - Copilot’s airspeed indicator Hehts
inoperative — Removed and replaced bulbs.

b. 23 November 1999 - First theht after ISO - Pilots hot microphone inoperative
~ Adjusted knob on pilat’s mterphone box,

. 24 November 1999 - 1] Propeller Iow il light on start - Serviced 2 guarts
hyvdrauhic tfluid TAW (in accordance with) 6 1JG-20-1 (T.O. 1C-1301-2-61JG-20-
1), This 1s misleading because the propeller svstem actually uses hvdraulic fluid.
not o1, The servicimyg actions are correct.

d 24 November 1999 - GTC will not run without boost pump - Ran GTC
without boost pump on - No detfect.

. 24 November 1999 — Lelt stabilizer and n tip went into overheat and appeared
not to cyvele. No overheat warning light — Operational check OK.

f. 24 Noventber 1999 — SKIE (Station Keeping Equipment) plideslope bar inop in
SKE. Works OK in [LS (Instrument Lunding Syvstem) - Rescated ptlotCs A

(Attitude Direction Indicator).

g 24 November 1999 - #2 engiie anl quantity page did not move n flight -
Removed and replaced #2 engime o1l quantily transmitter.

h. 29 November 1999 - 22 Compass Inoperative — Removed, replaced. balanced.
and operational checked (good) #2 N-1 Amp

1.6 December 1999 — Pilors altimeter extrentely hard 10 adjust - Bent knob



In every case, the corrective actions resolved the discrepancies because there are no
repeat write-ups in the AFTO Forms 781A (lTab FI-2). Note that items a. through k.
veeurred between [SO and departure from home station and itent 1. was in-theater.

Following heavy mantenance, the aircraft departed Littie Rock AFB for the Middle East.
Enroute to Kuwart (30 November to 4 December 1999 the aircraft landed four times
{total - 25.8 hours flving ume) with no diserepancies. The aircraft flew seven sorties in
theater (total = 3.9 hours Hying time) betore encountering its only discrepuncy (item 1)
The areratt flew 19 more sarties (total - 14,6 hours flying time) with no discrepancies
hetore the mishap.

5.0.2. Post-mushap inspections and analyses. combined with the fact that the aireratt tTew
31 sorties (total - 46.3 hours tlving tme) with only ene minor defect, confirms that none
of the write-ups referenced above were factors in this mishap. Furthermore, there were
no crew discussions on the Cockpit Voiee Recorder (CVR) (Tabs O-131 through O-1493
about atreraft problems {other than the loss of the main landing gear). These lacts
demonstrate that arreralt maintenanee was not a cause of this mishap.

6. AIRCRAFT AND AIRFRAME SYSTEMS

6.1, Structures and Systems. Systems and structures that could have plaved a role in
thrs mishap were examined.

o.1.1. Arrcraft Structures - A C-130 structural engineer from Warner-Robins Air
[ogistics Center inspected the areratt and tound no evidence of pre-existing weakness or
flaws (Tabs J-2 through J-4). All structural damage occurred during the aireraft mishap.

6.1.2. Mishap Propulsion Systemn - Al partions of the propulsion svstem were working
properly prior o and following the mishap (Tabg O-131 through O-149. V-3 1.

6.1.3. Mishap Cockpit Components and Instruments - A 617 Airlift Squadron (AS)
maiptenance team performed checks on cockpit components and instruments and tound
all within acceptable limns { Tubs J-5, -6, U-4, BB-3, BB-4).

6.F4 Mishap Fhght Coatrol Systems - All portions of the flight control svstem swere
working properiv prior to and following the mishap (Tabs O-131 through O-139, V.31,

0.2. Conclustons, Testing and analvsis of afreraft svstems. components and structures
Jid notidentify any defects that contributed 1o thrs mishap, Testimony from crew chiets.
crew members, and mamtenanee personnel alony with svstems tests. arreraft forms. and
furd samples mdicate there were absohutely no probiems with the arreraft thar caused it to
impact the ground a half-wite short of Runway 131 at A Jaber AB.



7. WEATHER

7.1. Forecast Weather. The initial weather forecast for the mission arca was briefed to
the mishap atrerew on 9 December 1999 at 18007, The forecast ealted for mostly Visual
Meteorological Conditions (VM) throughout the duration of the mission. The aircrew
was also informed that sweather at Al Jaber AB would be temporarily below Visual Flight
Rules (VI'R). with 2400 meters visibility, a 3000 foot ceiling. and thunderstorms and rain
showers in the vicinity (Tab K-8). Under these weather conditions only the ILS approach
to runway 331 was authorized.

At approximately 22307 the crew obtained an updated weather forecast from the KCIA.
Alr Terminul Operations Center. At the time the Al Jaber AB weather office advised
KUIA that visibility at Al Jaber AB was at 1600 meters. ceiling partiatty obscured and
broken. with fog at the arrfield. Under these weather conditions only the [1.S approach to
runway 330 was authorized.

7.2. Obscrved Weather, At the time of the mishap, observed weather at Al Jaber AB
was SCTO0O (due to one half of the ceiling obscured by fag) with one-mile visibility. Al
Jaber AB tower was reporting approximately S00 meters visiility and runway visual
range (RVR) of 330 meters during the mishap time period (Tab O-110).

7.3. Conclusion. Based on the weather update the cres received at Kuwait International.
they had adequate infonmation to determine the weather at Al Jaber AB was less than
required to fly the VORTAC 15R approach. Nevertheless, the crew chose to plan this
non-precision approach to runway ISR, in violation of AFI 11-202V3, when a precision
approdch to runway 330 was avadable. In addition, had the crew checked the weather, in
accordance with AFMAN 11-217 before starting their en route descent they would have
been notitied by tower the weather at Al Jaber AB was helow required mintmums lot
etther instrument approach (VORTAC 15R or LS 331,

8. CREW QUALIFICATIONS

8.1 Training, Alf available farmal training records were reviewed for each crevsmiember
on the mishap afrcratt. The only signtlicant finding was in the ptlot’s alreraft commander
{AC) preparatton and upgrade trarning falders. The pilot completed AC School
September-October 1999, During several of his AC upgrade rides, his mstructors
dentified problems with an erratic aim-point resubting in lower than normal approaches.
Arm-poimnt control improved as individual sorties prooressed, but reoccurred on
subsequent trainmg thights (Tabs CC-2 through CC-10). Al other training records were
normal with no stgnificant findings.

8.2. Experience. The aircraft communder had recently completed AC uperade and had
Jess than 100 hours pilot-in-command time (Tab CC-13}) He was considered an average
pifot (O-103). The copilot was cousidered vne of the most mature, competent, and

confident pilots in the squadron. In additon, squadron supervisors tried to oftset the



relative inexperience of the pilots by selecting other flight deck personnel whom they
constdered to be highty expericnced. The navigalor, an instructor, was considered 1o
have above average skills. The flight engineer. an evaluator, was considered the most
expericnced member of the flight deck crew. e was classified as one of the top two or
three engmeers in the squadron (Tab O-103, V-68). Neither loadmaster was considered a
factor in the mishap.

8.2.1. Captain , the niishap pilot, is a basie aircralt commander with
51.7 hours pilot-in-command time. He has 1184 3 total hours: 796 C-130 hours and
388.3 other (Tab (-2). He completed AC Upgrade on 18 October 1999, and was still in
hits [irst 100 hours. Both his AC preparatory course and formal AC upgrade training
tolder write-ups rellect problems with erratic aim-point and centerline control. resulting
tn Jower than normal appreaches often lelt of centerline (Tabs CC-2 through CC-10).
Captain had six check-rides in the C-130: two were less than Q1. One was Q3 for
air-dropping a load three and a half miiles short of the drop zone; the other one was Q2 for
over-speediny the ar-deflector doors during a tactical escape (Tabs CC-11 through CC-
I'7). Q1 means fully qualified: Q2 means qualified with minor discrepancies; and Q3
means unqualified. Captain 30/60/90 day flying hour breakdown 1s

367778 17V 18 respeenvely (Tab G-2).

8.2.2. First Licutenant the mishap copilot. had 857 total flying
hours; 4756 hours were in the C-130 and 309.5 hours were classitied as other (Tab G-2).
There were no training records available from Lt mitial qualilication course

since it has been nmiore than a year since she accomplished her training and the records
have been destroved. All of her check-ndes were Q1 with minor write-ups (Tab CC-18).
She was considered above average (Tab O-103). 1t 30460/90 day tlving hour
breakdown is 29.5/75.2/97.1 respectively {Tab G-2).

823 Captumn . the nushap navigator, is an instructor navigator with
13208 total hours: 11837 C-130 haurs and 1351 other (Tab G-23. All of his check-rides
were Q1 with minor write-ups (Tab CC-19. CC-20). Captain 30/60:90 day
Iving bour breakdown 1s 31.9/54.2/96 2 respectively (Tab G-2),

8.2.4. Techmeal Sergeant - the mushap thght engineer. is an evaluator
engineer with 23929 total hours; 15301 C-130 hours and 1091.2 other {Tab -2y, All of
his check-rides were QT with minor write-ups (Tab CC-21). TSgt W

considered one of the top engineers inthe 617 AS (Tabs O-103, V-68). TSat
30°60/90 day flving haur breakdown 1s 33.7/536.2/38 2 respeciively (Tab G-2),

8.2.5, Sentor Adrman - mishap loadmaster. 1s not considered a factor i the
mshap. SrA SO0/ day flving hour breakdown is 5.9/10.9/10.9 respectively
(Tub -2).



8.2.6. Senlor Ainnan . mishap Joadmaster, 1s not considered a factor in the
nishap. Sra 30/60/90 day tlying hour breakdown is 14.5/41.6/62.8 respectivelv
{(Tab G-2).

9. MIEDICAL
4.1, Qualifications

9.1.1. Captain the mishap pilot. was medically cleared for flving duiy
on s last physical examination i accordance with Air Foree Instruction (AF1 48-12 3
Chapter 7.5 and Attachment 7 (Fabs DD-3, DID-4). This was certified at his flving
physical exam pertormed 22 November 1999 und was current through Decemnber 2000
(Tab DD-3). A subsequent post medical examination determined Captain was
not medically qualifted based on an Optometry exams perlormed 30 December 1999 and
3 January 2000, These exams revealed old pertpheral reting scars secondary to presumed
ocular histoplasmosis syndrome (POHS) (Tabs DD-3 through DD-7). These are very
subtle, usually benign, rettnal ehanges from an infeetton. An ophthalmologic consult
performed 17 January 2000 conbinmed there are no signs of central retinal changes and he
has excellent vision at thas time { Tab DD-8). His condition was not acute. and bis vision
wis unadfected. He had tlown multiple prior missions without visual difficulties and
stated po night vision complaints on s 22 November 1999 physical exam (Tab DD-1).
POHS will require a waiver per AFL48-123, A7.6.5.2 and A7.6.5 4 for any future
consideration to {ly (Fabs BB-5, Bi3-6. DD-7)

Captamn has a istory of mitd near-sivhtedness {eompound myopic astigmatisim
or CMA) and was previously assigned eyeplasses to v (Tabs DD-9, DD-10). He passed
his 28 December 1998 Optometry exam with uncorrected viston (without glasses) to
20201 each eye (Tab DD-11). He passed the 22 November 1999 tlight physical with
correctable vision from 2023 to 200200 Bused on this exami, he should have worn his
vhasses while tlving. He was not wearing his glasses at the time of the mishap (Tab V-
649y, The 30 December 1999 Optometry evaluation and 17 January 2000 Ophithalmology
cxanunation show he wore eveplasses to pass (Tabs DD-5, DD-6. DD-8). This evewear
requurenent 18 annotaicd on the 30 December 1999 AF Form 1042 assiening Duties Not
Involving Fiving (DNIF) ( Pab DD-12)

Captain completed Tanker, Transporn. Bomber (TTB) Physiclogical retresher
tronng on 22 May 1998 which expures on 31 MNay 20010 (Tab DD-13)

9.1.2. First Lieutenant the rmshap copifot, was medically quatihied
maccordunce with AFTA8-123, Chapter 7.5 and Attachment 7, for flving duty on the dav
of the nushap. Her fast flving physieal exam was performed 23 February 1999 and was
curtentt through May 2000 (Tab DD-14) Fiewtenant completed TTB
Physiological refresher teaining on 5T August 1999 which expires on 31 August 2004
(Tab DD-15).



9.1.3. Captain . the mishap navigator, was medically qualitied in
accordance with AT 48-123, Chapter 7.5 and Attachmaont 7, for flyving duty on the day of
the mushap. His last flving physicul exam was performed 1 November 1999 and was
current through March 2000 (Tab DD-16). Capiain completed T'IB
Physiological refresher tratning on 27 May 1998 which expires on 31 May 2001 (Tab
DD-17).

9.1.4. Technical Sergeant .the mushap fhight engineer, was medically
qualified in accardance with AF1 48-123, Chapter 7.5 and Attachment 7, for Nlving duty
oa the day of the mishap. His last tlving physical exam was performed 24 Auzust 1999
and was current through March 2000 (Tab DD-18). TSgt completed TTB
Physiological refresher training on 9 June 1998, which expires on 30 June 2001 (Tab DD-
19).

9.1.5. Senior Airman - the mishap loadmaster, was medically qualilied in
accordance with AFL 48-123, Chapter 7.5 and Attachiment 7. for flving duty on the day of
the nushap. His last lying physical exam was perlormed 2 November 1999 and was
current through November 2000 (Tab DD-20). SrA completed TTB Physiological
refresher training on 5 January 1999, which expires on 31 January 2004 (Tab DD-21).

9. 16, Semor Aiman . the mishap loadmaster, was medically qualified in
accordance with ATT 48-123, Chapter 7.3 and Atachinent 7, for flvine duty on the day ol
the mishap. His Tast tlying phvsical exam was performed 12 Mayv 1999 and was current
through May 2000 (Tab 1-22). SrA completed TTB Physiclogical refresher
training an 2 February 1999, wihich expires on 28 February 2004 (Tab DD-23 ).

9.2 Crew Member Health. Post-accident medical examination records nf the airerew
were reviewed. Injuries were confined to mild musculoskeletal strain and stiffness of the
neck/back and some extrenuues. Spinad Xeravs wore completed on all crewmembers and
were unremarkable. One finding (probably old) on SrA shows shight anterior
compression of the mid-back (3™ thoracie) vertebrae bone and normal surrounding
anatomy. He has never offered any symplomatic back complaints to this area {Tab X-3).
Toxteology studics perfornied on the nishap crew were reported by the Armed Uorces
{nstitute of Pathology i Washington. D.CLand revealed no evidence of drugs, aleohiol. or
carbon monoxide present at the time of the erash (Tabs EE-2 through LE-7).

9.3. Passenger Health, There swwere two sertously njured passengers and live minor
imuries. Al the allected passengers were seated 1n the fett or the right-side main gear
wheel-well areas and the mjuries were related to the initial impact {Tabs V-48 through V-
671 One seriously injured passenger sulfered six broken ribs, with related chest and funy
injuries, a fractured left arm. and a fractured left collarbone. He 1s expected to fully
recover from his wounds (Tabs X-6, X-7). The other seriously injured passenger
sustamed a faree felt flank laceration. feft cerebellar and right frontal brain hemorchages.
hram swellmy, cervical (neek) imjuries, and tour broken nibs with related chest injunes.
This passenger will require extensive rehahthination and faces possible pernianent



Jrsabilities (Tabs X-6, X-7).

Of the minor injunies. one passenger suffered three broken ribs, and four passengers
sustained head lacerations (Tabs X-6. X-7). In addition o those mentioned, many
passengers complained of minor navsca. foot injurics. or back pain. They were all treated
atd released (Tab X-8).

9.4, Pathology: There were three passenger fatalitics. The remains of all three expired
individuals were wdentilied by visual examination and confirmed by deptal examination,
Post-mortem exams were aceomplished by the 1S, Amy Lurope Regional Medical
Command, Landstuhl Regional Medical Center. Germany, by Captain

USALMC. and 1.t Col USA, MC, Armed Forces Regional
Medical Examiner. on 12 December 1999 (Tabs X-2 throngh X-4). The cause of death in
each case was multiple blunt foree injurics secondary to the C-130 mishap Manner of
death was by accident (Fabs X-2 through X-4). Death was instantancous far A1C

and withun 10-30 minutes tor Captain and ATC per eyewitness accounts.,
Captain and A1C went immedately into shock, showed no indication of
pain. and soon became unconscionus (Tabe VAR throweh V.47).

Frrefighters. secarity forees personnel, other passengers, and crewmembers riding abaard
the mishap atreraft exerted herotw effons in administering first aid to the injured. In three
cases. they performed cardropulnionary resuscitation (CPR) on the fatally injured for the
better part of an hour before relinquishing their charges to Kuwaitt emergency personnel
(Tabs V-48, V-50. V.58, V.02, V-64, V-66),

9.5 Lifestyle: No unusual activitics, duty/domestic/physical stressors, habits, vr behavior
were noted inany of the crewmembers just prior to deplovment, following amval. or
during their first week in theater (Tabs V-3 through V-44. FF-2 through FF-19).

9.6 Crew Rest and Crew Duty Time: Crew rost and crew duty time requirements appeur
1y frave been adhered to in accordance with AFT 11202, Volume 3 (Tahs BB-7 through
BB-10. FF-2 throngh FF-19} The erew’s Tast theht was an 6 December 1999, Aving four
sortics totaling 2.9 hours (Tab G-3 G-V 1L G-HL G200 G-23, G-29). All erewmembers
had eaten on 9 December 1999, and deserihed similar foods cansumed tor dinine facility
lunch and supper Teading up fo the night time mishap (Tabs FF-2 through Tab FE-19),

10. OPERATIONS AND SUPERVISION

10.1. Operations  The 9 Expeditionary Airlift Squadron (EAS) operates from Al
Salemw AR Nodligi plans were reguired tor s particalar misston as the aireraft
operated on an R tower-to-tower clearanee between the identiticd locations (Tab K-4).
The 9" EAS operations statt provided a mission folder containing crew arders. misston
set-up (Irag). Notee To Armen (NOTAMs L Global Decision Support System (GDSS)
cuts. and theater speetfie mstructions for vanows locations (Tabs K-2. K-3, K-6. O-123
throigh O-1305 Al Salem AB USAF weather personned provided weather briefs to



arcrews {Tabh K-8).

Operations ternpo lor this unit is considered average. During normal operations, crews
can expect o Hy every two to three days. Most missions are weekly scheduled support
rmasstons that vary very htle from week w week. The missions are considered tuirly
routine atr-land missions of the point A to point B varicty with very little inherent
challenges associated (Tab V-72).

10.2. AOR Supervision. Authorizing activity for this mission was the 9" Air
Expeditionary Group. Al Salem A3 (Tab K-3). The mishap navigator, Captain

actmg in his capacity as Deputy Detachment Commander, signed the erew
orders (Tab K-3). Netther the 9" Air Expeditionary Group nor the 9™ Expeditionary
Arrlift Squadren supervision appears to have any bearing on this accident.

10.3. 61* AS Leadership. The 61% AS Commander and Deputy tar Operations selected
the squadron crews for deplovment to Southwest Asia. The crews were put tagether alter
analysis ol individual ereswwmember pertormanee and experience. The mishap pilot was a
brand new aircraft commander with 796 hours in the C-130 and 51.7 hours of pilot-in-
command time. His evaluation record had two of three operational flight evaluations
graded at less than fully qualiicd. Tlis evaluation write ups. airdropping a toad three and
one half miles short of the drop zone and over specding the air deflector doors on a
tacticad escape. point o a lack ot sttuational avwareness (Tab CC-11 through CC-14)
during critical phases of flight. The mishap copifot had 475 hours in the C-130. ‘The
squadron leadership selected an tnstructor navigator and an evaluator flight engineer o
compliment the mishap pilots™ experience. “The pilot combination had 1271 C-130
primary/secondary hours between them.

1L HUMAN FACTORS ANALYSIS

Consideration was given to scheduling and dispateh pressures, on‘off-duty interpersonal
relationshups, us well as individual characteristics 1o inelude attitude, awareness.
drsorientation. tamiliarity, drugzs. health. morale. psyehalogical considerations, emotions.
nutritton. ateohol. fatigue. erew rest, complucency. Hlusions with visual. auditory,
vestibular, Kmnesthetie perceptuad factors, judgmient. personality, and task-load saturation.
Atrcrew members had all previously Hown together. felt confident and trusting in cach
ather, and expressed readiness to f1v the mission. hoth physieally and psyvehologically

( Tabs V-3 through V-44. V-46 throuch 49, T'F-2 through FF-19).

The Boarit constdered fatigue and deeided that 1t wis not 2 causal factor in the mishap.
e arrerew met all erow rest requirements. The flieht engineer and the copilot estificd
that they took naps while on the ground at KCTA (Tabs V-3, V-13). The copilot said she
awoke from her nap "a 100% better ™ (Tab V-13),



12, GOVERNING DIRECTIVES AND PUBLICATIONS

12.1. Directives and Publications. The following directives and publications applied to
this mission:

TOTC-130-100.. ... C-130 Aircraft Usage
TOTC-130A-9........ Carge Loading [nstructions
TOTC-130E-1.... I'light Manual C-130F
TOHC-130E-1-4............. Sclf Contained Navigation System
TO1IC-1300-1-1.. . Fhight Manual Performance Data
AFITI-2C-130 VOL 1o C-130 Arrcrew Traming

AFLTT-202 VOIL 2. Adrerew Standardization/Evaluation Program’Training
AFLIT-202VOL 30 General Flight Rules

AFTHI-40T.. o Flight Management

AFUI3-217. Assault Zone Operations

AFE4A8-123. Medical Examinations
APNMAE217VOL T Instrument Fhght Procedures

APM H2U7VOL 200 . Instrument Flight Procedures

ATMST-9, Atrcraft Performance

AFMSI-40..... ... Alr Navigation

AMCT [1-208. .0 Tunker/Awlift Operations
MCRS>-130VOL 1.0 ("-130 Operations

MCR 55130 VOL 2., (-130 Tactical Operations

ASSR. Airfield Suitability and Restriction Report
GDSS. Global Deaision Support System

Southern Watch Airerew Flinsy

9" ALG Alrerew Flimsy

9% AEG Alrerew Flimsy Supplement

9" EAS Crew Read Fite and FCT Library

12.2. Directives Violated.

12.2.1. The cresy brieted and planned to use the VORTAC 1SR approach into Al Jaber
AR the weather was not goad enough for a visual approach. This was a deviation to
the instructions on the approuch plute. The approach plate had a note that stated USAF
crews required permission from their major command and/or the commander exercising
operationad control ol the arreraft to Ny VORTAC [5R at night during instrument
conditions {T'ab O-121). Approval 1o {1y the VORTAC 15R ar Al Jaber AB at night
during mstrunient eondittons was not granted.

232 The crew violated AFT 1T-202V3 when they elected to {1y a published approach

(Al Juber AB VORTAC 15R} when the weather required for the approach was below the
required nnnimums.
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12,230 The crew violated AFMAN 11-217 when they failed 1o contact the Al Jaber AB
tower to cheek weather prior ta beginning their en route descent.

12.2.4. The pilots violated AFMAN 11-217 when they failed to monitor their fiight
mstrunrents during night condiiions on the approach to Al Jaber AR, Failure o monitor
their theht deck instruments during reduced visibility may have led to spatial
disorientation,

12.2.5 The pilot deviated from Arr Farce dircetives when he did nat wear his glasses to
flv. The pilot had 20/23 vision in both eyves correctable to 20/20 with glasses (Tab DD-4.
BH-12, BR-13).

1. NEWS MEDIA INVOLVEMENT

After an inptial report on CNN| the mishap received signiticant media attention in the A
Force Timey and central Arkansas, since the mishap aircraft was assigned ta the 61" AS
at Little Rock AFB. AR,

14, ADDITIONAL MATTERS

I4.1. Spatial Disortentation. Onc potential contributor to this mushap may be lack of
ambient visual onientation cues due to mintmal surrounding light sources at Al Jaber AB
(Tabs V-4, V-20. V-69). This lack of peripheral visual cues may have contributed to the
pilat’s spatial disonientation and failure to recognize his transition point to the normal
alide slope. This conditton creates considerable difficulty tfor the pilot, by requiring focal
viston atone to accomphish what 1s normally accomplished with both focal and ambient
vision. As a result, he passed through this transinon point and allowed the aireraft to
continue 118 1700-fpm descent rate impacting short of the runway.

14.2. First-Aid and Life-Saving Lfforts. Despite the fact the unpact and the resulting
damages and mjuries came as a complete surprise to every pussenger aboard the fieht.
everyone reacted in a manner which reflects great credit upon themselves and the Uinied
States Atr Foree, Several members distegarded their own personatl safety while
attempung to save the tives of the fatally injured and the serously injured passengers.
Others contributed their self-aid and buddv-care skills in less dramatic wavs. All of their
eftorts deserve recognition and gratiude.

Although space Iimitattons and the serious condition of the injured prevented the rescuers
from moving then very far from the eapimg holes in the atreratt, the members listed
below gave poimary care and CPR virtualhy throughout the 42-minute theht. Atter the no-
coar landing at KCTA L theyv contunued their efforts uattf rehieved by Kinwanti emergeney
personnel:

MSgt Firetighter 96" CES Eelin AFB. FL

NSt Crew Chiet 617 AS Little Rock AFB, AR



SrA Firefighter 77" MSS McClellan AFB. CA
SrA Firetighter 82" CES Sheppard AFB, TX

Other members who asstisted in these CPE efforts include:

Sra Firefighter  12% CES Randolph AFB, TX
StA Firefighter 62" CIS MeChord AFB. WA
Although he did not require CPR, MS8gt sustatned extremely serious injuries

and may have expired had 1t not been for prompt, courageous action by several
mdividuals. They used pressure to reduce the blood flow [ron & serious lower buck injury
and treated him for shock while carefully extricating him from the wreckage and moving
him away from the hole in the right wheel well, Those members were:

TSet Security Forces 436" 8§FS Dover AFB, DE
SrA Firefighter 12" CES Randolph AFB. TX
SrA Firefiohter 62 CES McChord AFB, WA

Flually, the compassionate care given by the tollowing individuals to the members who
expired should not be everlooked:

My Maintenance 366" OSS Mountain Home AFB. D
TSet Medical Tech 127 AMDS  Randolph AFB, TX
SrA Security Forces 497 SES Holloman AFB, NM

For detanls, see Fab O and Tabs V-48 through V-67.

143, Final Matters, The board considered the Tollowing fictors and decided there was
no ¢vidence any of them applies: therefore, they are not discussed in detail in this report:
Jocal area ontentation: intelligence: threat enviramment: and i tratlic contral, The airerafl
pressure altimeter was correctly set at 30.06 and radar altimeter at 466 feet.

o FRANK LARAS, Colonel. LISAF
Prestdent. Accident Investigation Board
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Statement of Opinion

DISCLAIMER

Under 10 U.S.C. 2254(1), any opinivn of the accident investigatar as tv the cause or
cavses af, ar the factors contributing to, the accident set forth in the uccident
mvesygation report may not be consitlered as evidence in any civil or criminal
proceedig arising from an aircraft accident, nor nuaty such information be considered
an adndssian of linhdity by the United Stites or any persan referred to in those
conclusions or statements.

1. Cause. [ find, by clear and convineing evidence, the cause of the mishap was the
crew’s Latlure to follow governing directives and complacency in flight operations. As a
resull. the crew suffered spatial disorientation at a eritical phase of 1light; thereby.
resulting in the crew’s loss of situational awareness and failing to recognize an unsate
descent.

AU22577 a C-130F atreraft number 63-7854, departed KCLA for Al Jaber AB. a ten-
minute flight. The takeott, climb, and level off phases of tlight were uneventtul, The
crevy nitiated a visual final approach descent from an altitude of 3000 feet niean sea level
or 2600 teet AGL. The crew violated reeulutions AFMAN 11-217 swhen they failed to
check weather before beginning their en route descent and AFI 202V 3 swhen they began
an approach for which the airfield weather was below required minimums for the
approach. They were approximately 4.5 miles (two minutes) from the approach end of
the rumway when they started their deseent. The pitot iniiated his deseent with ahout
three degrees of ghide slope, using about 640-pm rate of descent. Atter about 15
seconds. the nushap pitot ransitioned to a six to seven degree glide slope with a 1600 to
1700 fpor rate of desceent for the remainder of the approach. The crew became
complacent during the approach and failed to monitor their instruntents, which is eritieal
durmy night flyiag with reduced visibility. As a resulte the pilots became spatially
disoriepted and fuiled to recognize their landing pieture. with reference o the runway,
and tailed to wdentity a nonmal visual deseent point

N

000 teet
short ol the runwuy, At this point. the pilot should have transitioned back to a 2.5 to 3

A normul visual descent point should have occurred at about 360 feet AGL and

degree glide path, which would have placed the aireraft 30 feet above the runwiy
threshold mn position for a sate fanding. Instead. he continued his steeper descent.

Atabout 125 feet AGL  descendiny at 28 feet per second, the wireraft entered a fog bank.
At thus point, none of the thyht erews were aware of their current alttude and close
proximity to the ground. The flight enginver called “Go Around™ one o two seconds



afier entering the fog bank (70 10 100 feet AGL). The pilot initiated the go around
procedure {full power and nosce up) about a second after the flight engincer’s “Go
Around” call. The aircraft was too low (approximately 50 feet AGIL) to break its descent
rate and start a ¢elimb. At 23067, the mishap arrcraft impacted the ground, 2890 teet short
of the end of the runway and 40 feet lett of centerline. on approach to runway 15R at Al
Jaber AB, Kuwait.

2. Contributing Factors. The following factors contributed to the cause of the mishap:
tack of pilot leadership and discipline; lack of support from the copilot. navigator, and
Iight engineer: and overall lack ot sound judgment by the flight deck erew.

2.a. Lack of Pilot Leadership and Discipline. The pilot was a brand new aireraft
commander with 51.7 hours pilot-in-command experience at the time of the mishap. He
graduated from atreraft commander schoot on 18 October 1999, The night of the mishap
the pilot failed to set the tone in the flight deck and atlowed the crew 10 heconte
complacent in their duties. e violated numerous regulations placing him in a situatian
he could notovercome. Judging by the nishap pilots performance records, [ would
classify him as one who needed an experienced copilot, navigator, and flight engineer to
meonitor his actions and decisions as an aircratt commander, particularly during his initial
ransition period of becoming a seasoned arreraft commander.

2.b. Lack of Support from the Copilot, Navigator, and Flight Engineer. Squadron
leadership knew the pilot experience was not the optinium solution for this crew. They
sclected a strong copilot, an instructor navigator. and an evaluator flight engineer to
complement the pilot. Squadron leadership believed this wealth of expertise would help
support the new atreraft commander.

Squadron leadership rated the copilot as average to above average. They selected her to
offset an inexperienced aireraft commander. The facts in this mishap demonstrate their
faith was misplaced on this flight. On the mishap approuch, the copifot made her radia
calls but did nothing to avaid the mishap. She failed to recognize the point at which the
pilet should have transittoned to o normal glide path for a safe landing. In fact. she failed
to recognize the arrcraft was on a steep glide path throughout the approach. She did not
monitor mstrunients properly and Jost all situational awareness with reference to the
altitude of the arrerall, distance from the runway, descent rate. and the rapidly
approaching terraim.

The navigator 15 eritical (o the crew during the approach phase. He is respansible for
coordinating arrival procedures with the pilet, He is also required to use all available
navigation ands (o keep the aireratt clear of terrain and obstructions at night and in
instrument flying conditions. The navigator was standing in the window during the initial
part of the approach scanning for other aireraft. However, e s still responsible for
assisting the erew with the approach; for example. providing information such as
recommuended glide path. wind drifi. distance Trom the runway, recommended altitudes,



and terrain clearance. It is apparent the navigator either became complacent in his duties
or lost situational awareness with respect to the altitude of the aircraft, the high rate of
descent. and the rapidly approaching terrain.

The flight engineer ts printarily responsible for monitoring aircraft systems and
conftpuration. However, he also has the responsibility to scan outside and bring up

any thing unusual o the aircrew’s attention. The mishap flight engineer saw the foe bank
durng descent and farled o report 1t to the rest of the crew. e thourht the aireraft was
gotng o over flv the fog bank since 1t was far cnough back from the approach end of the
runway. Althouyh the fog bank did not cause the mishap, notifving the crew of its
extstence might have broken the chain of events leading to the mishap.

2.c. Lack of Sound Judgment by the Flight Deck Crew. The crew displaved a fack of
sound judgnient throughout the mishap sortie,

The first errotin judgment came when the erew planned and briefed for their approach en
the nuishap thight into Al Jaber AB. Throughout the night, the erew received information
the weather at Al Jaber AB was continuously deteriorating. The Al Salem AB
weathernan informed the crew at mission show time that Al Jaber AB visibility would be
temporarily down to 2400 meters with thunderstorms and rain showers in the viemity,
The first ume the crow landed at Al Jaber AB. approximately two and one half-hours
prior to the mishap. the crew reported to tower two to three miles visibility on the ground.
When the erew departed from Al Jaber AB tweny minutes later, the tower reported 1500
nroters visibility,

Atter the crew Janded at KCILAL the pitot and navigator got o weather update for Al Jaber
ABLapproximately one hour pnor to the mishap. The Al Jaber AR weatherman was
calting for partally obscured ceiling with a surface visibility of 1600 meters. The pilot
and navigator rewrned from getting the weather update and informed the cres the
weather was “good o go.7 The pilot briefed the VORTAC 13R approach and the TLS
3L approach o Al Jaber AB.

The atrerew should not have briefed the VORTAC 13R approach for two reasons in
violation of Air Foree and Department of Defense mstructions, First, this approuch
required a visibelity ot 2000 meters, but the Al Jaber AR weathernian had just informed
the erew the vistbilty was 1600 meters. Second. the VORTAC 15R approach plate had a
note dirceting USAE erews flving this approach during night instrument conditions to
obrrin approval tront their major comumand and/or Joint Task Force-South West Asia
(TE-SWA)Y Commander. The JTE-SWA Commander had not granted authority w the
mixhap crew’s unit the 9" Expeditionary Airdift Squadron, to fly this approach during

reht instrumien: conditions.

The second crror i judgment oceurred sovn after takeofT. The first time into Al Jaber AR
the crew Tew direetly to the Al Laber AB navigation aid and then maneuvered the atreraft
for a finat approach to the runway. Compared to therr second landing at Al Liber A this
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procedure takes longer and allows some extra time for the crew to set themselves for the
landing. On the second tlight imto Al Jaber AB, the crew took off and immediately set up
for final approach to runwayv 13R at Al Jaber AB. They did this by flving to a paint
northwest of the held versus flying directly to the navigation aid as they did the first time.
Approximately five nunutes after takeofT, the crew maneuvered the aireraft for the final
approach. This caused the crew to rush through the checeklists and possibly put then
“behitnd the arrcraft” (that s, events were oceurring more quickly than the crew
antictpated) for the final approach descent. As a result. the airerafi was too high and too
close to the runway for a normal descent profile.

Fhe airerew visually acquired the Al Jaber airfield from five to six miles out from the
terminal at an altitude of 2600 feet AGL. They now made their third error in judgment by
electing o fly a visual approach. since they had five miiles or better visibility at altitude,
without canceling IFR with tower. The aircrew erred for the following reasons: (a) they
disregarded all previous weather information and convineed themselves the visibility at
Al Jaber AB had improved: (b) they assumed the horizontal visibility on the surface
would be the sume as the slant range visibility al altitude: (¢) and they violated AFE 1}
202V3 by not contacting tower first prior to canceling IFR and flying the visual approach.

The airerew, now within five miles ot the runway, had ta descend 2600 fect in less than
two minutes to land. The pilot had to decide to mancuver the aireraft in an are to tose
some alutude and better position the aireraft for the final approach or to seleet a high rate
of descent. The pitot selected the high rate of descent profile. A higher rate of descent
reduces the time available to recognize the runway picture to transition to a normal
landing elide pmh. Given their experience. the pilot’s decision did not afford the aircrew
enough time to recognize the transttion point to a normal ghide path.

Tle fourth error in Judgment is that the aircrew failed to request weather (rom the tower
during the approach in violation of AFMAN 11-217. The aireresy knew the weather had
heen deteriorting throughout the evening. 1f they had asked the tower for sweather
conditions, the aircrew waould have been informed visibility on the ground was helow
lunding nuninums. Al Jaber AB tower was calling visibility at approximately 300
nreters and a runway visual range of 330 meters at the time of the mishap. The minimum
amount of visithility required to tand at Al Jaber AB was 1000 meters on the .S 331
approach. This weather information sould have forced the crew to execute @ go around
procedure and ahort the landing at Al Jaber AB.

The fifth error m judgment was when the crew failed to monitor thelr instruments during
the approach. Any pilot who does not continually monitor their {light instruments at
mzht or during perteds of reduced visibility runs the risk of becoming spatialiy
disonenwed. A night approach mto Al Taber AR ereates considerable ditticulty for the
piiot, by requinny focal vision alone to accomplish what 1s normally secomplished with
both focal and ambient viston. This condmion is known as the “black-hole™ approach. A
black-hale approach creates an tlluston to the pitot that the aireraft is stable and situated
appropriatety but that the runway atsell s malpositioned. Such illusions make the black-
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hole approach difficult and dangerous, and often result in a landing tar short of the
runway. It s extremely important the crew continually monitor the flight insutumens 1o
keep up with their situational awareness with reference to the aireraft’s position relative
to the runway and the aireraft’s alutude with reference to terrain below,

The final error in judgenient was never acquiring the correct runway picture to transition
to s normal ghide path for the landing. The atreraft was deseending at 28 feet per second
The pilots had about five seconds (450 to 300 feet AGL) to acquire the runway picture
and transition their rate of descent to a normal landing ane. They had about another five
seconds {300 1o 1530 feet AGL) to pull the aireraft out of a dangerous, but recoveruble.
situation. Failing to make the decision to transition Itom a high rate of descent to a
normat landing glide path in the avaituble 10 seconds put the aireraft too close to the
ground to recover before impact.

The decision to "o around” in this case was solely predicated on the enlry into the fog
bank. Atno time prior to impacting the ground was the crew aware ol their relationship
to the ground.

3. Summary. The pitot st take full responsibility for the safety of bis crew,
passengers. and his aircralt. In this case, violations of flving directives and pilot crrors in
airmanship and judgement resulted in three fost lives, multiple injurics to others, and
damauge Lo his areraft. The facts also point out the pilot, 4 new aircraft commander,
lacked leadership and discipline. The aireraft commander sets the tone for the crew and
1s responsthte tor regulation compliance. Prior to the actual mishap. this crew violated o
series of regulations, which placed thenr in a situation they did not have the expertise to
OVercome.

Twenty seconds prior to impact the aireralt was above 300 feet AGL, the runway was in
s1ght. the cheeklists were complete. and the aireraft was in position to ransition for a
normal fandding. Howeser, from that point on the entire flight deck became complacent
and taed to monitor their tlving instruments as the gireraft continued 0 fly towards the
ground at 1700 tpm. The atmasphere on the theht deck was quiet and calm. When the
atreraft entered the fog at 125 AGL it broke the relaxed mood on the flight deck and
Jump-staried the crew to mitate po around procedures. However, by then the aireralt was
burely 50 feet AGL. and the airerew could not halt the sink rate quickly enough to avoid
mpact. The crew’s total fuck of awareness of their proximiny to the ground did pot eive
them time Lo react to und correct the sitatton.

L FRANK LARAS, Colonel. LISAF
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