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REPORT ON THE SERIOUS INCIDENT TO
HAWKER SIDDELEY HS 748 SERIES 2A, G-BVOV
GUERNSEY AIRPORT, CHANNEL ISLANDS
8 MARCH 2006

Registered Owner and Operator:
Aircraft Type and Model:
Nationality:

Registration:

Place of Incident:

Date and Time:

Synopsis

This serious incident was notified to the Air Accidents
Investigation Branch (AAIB) by ATC at Guernsey
Airport shortly after the occurrence. Inspectors from
the AAIB travelled to Guernsey and commenced the

investigation later that day.

The following Inspectors participated in the
investigation:

Mr R D G Carter Investigator-in-charge

Mr P Taylor Operations

Mr R J McMillan Engineering

Mr P Wivell Flight Recorders

The aircraft was landing at Guernsey at the end of a
two-sector cargo service from Coventry and Jersey. The
Category I ILS approach on Runway 27 at Guernsey

was flown in weather conditions that were poor but

Emerald Airways Limited

Hawker Siddeley HS 748 Series 2A
United Kingdom

G-BVOV

Guernsey Airport, Channel Islands
Latitude: 49°26’N Longitude: 002°36°W

8 March 2006 at 1157 hrs
All times in this report are UTC

acceptable for making the approach and there was ample
fuel on board for a diversion. The aircraft was seen to
touch down between 400 and 550 metres from the ‘stop’
end of the runway and overran by some 145 metres
onto the grass beyond the paved surface. There were no

injuries.

Investigation by the AAIB revealed no aircraft or runway
deficiencies to account for the overrun. During the final
approach and landing there were substantial divergences

from the company Operations Manual.

This operator had previously been the subject of close
monitoring by the CAA over a sustained period and its

Air Operator’s Certificate (AOC) was later suspended.

The

factors:

investigation identified the following causal
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(i) The flight crew did not comply with the
Standard Operating Procedures for a

Category I ILS.

(il)) The commander’s decision to land or go
around was delayed significantly beyond the
intersection of the Decision Altitude and the
ILS glideslope.

(iii) After landing, the crew did not immediately
apply maximum braking or withdraw the
flight fine pitch stops, as advised in the

Operations Manual.

(iv) Theoperator’s training stafflacked knowledge

of the Standard Operating Procedures.

The investigation identified the following contributory

factor:

(i) Close monitoring by the CAA had not
revealed the depth of the lack of knowledge
of Standard Operating Procedures within the
operator’s flight operations department until

after this incident.

One Safety Recommendation is made to the CAA.

Findings

1. The flight crew were properly licensed and

qualified to conduct the flight.

2. The flight crew were suitably rested and held

valid medical certificates.

3. The aircraft was calculated to be 2,945 kg
below the maximum authorized landing
weight for Runway 27 and was loaded

correctly.

10.

I1.

12.

13.

The Landing Distance Required of
1,052 metres was within the Landing

Distance Available of 1,453 metres.

The surface wind and visibility conditions
were suitable for the aircraft to make an

approach to land.

The commander, a Type Rating Examiner
and Instrument Rating Examiner on the
HS 748, did not brief the Standard Operating
Procedure ‘challenge and response’ crew
calls for a Category I ILS during his approach
brief to the co-pilot.

The flight crew did not comply with the
Standard Operating Procedures for a

Category 1 ILS approach.

The co-pilot did not challenge the use of

non-standard operating procedures.

The decision to land or go around was delayed
significantly beyond the intersection of the

Decision Altitude and the ILS glideslope.

The aircraft’s rate of descent was arrested, or
it may have ballooned, while manoeuvring to
land.

The aircraft landed significantly beyond the

touchdown zone.

Friction testing of the runway showed that
the runway surface condition was not a factor

in the aircraft over-running the runway.

Contrary to the Standard Operating
Procedures, the flight fine pitch stops
were not withdrawn after landing, thereby

preventing the propeller blades from moving
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14.

15.

16.

17.

18.

19.

to the ground fine pitch stops, and reducing

the braking effect of the propellers.

The commander was not aware that the flight

fine pitch stops had not been withdrawn.

The aircraft’s wheel braking and propeller
pitch control systems were functioning

correctly at the time of the incident.

The aircraft required at least 400 metres of
runway within which to stop with maximum
braking and flight fine pitch selected on both

propellers.

Although the touchdown on Runway 27
was made with 400 to 550 metres of runway
remaining, the aircraft did not stop and
overran the runway by 145 metres onto wet

grass.

The commander did not immediately
appreciate how far down the runway he
had landed and delayed applying maximum

braking until he saw the end of the runway.

The commander cycled the brakes when he
realised that the aircraft was not decelerating

as fast as he expected it to.

20. The No 4 tyre probably aquaplaned for a
short distance on the concrete surface at the

Runway 09 threshold.

21. The operator had a history of
non-conformities being raised during CAA
audits and had been closely monitored
for at least two years. Concerns included
the operator’s management structure and
competencies, and its ability to maintain

standards of safety.

22. A CAA audit of the operator’s flight crew
training, across all their fleets, revealed that
the Type Rating Examiners lacked knowledge
of the operator’s Standard Operating

Procedures.

Safety Recommendation

Safety Recommendation 2008-026

It is recommended that the Civil Aviation Authority
implement a more robust process of graduated
measures for addressing identified safety-related
shortcomings in an AOC Holder’s operations, within
an appropriate timescale, to ensure that the AOC

Holder meets and maintains the required standard.
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