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PART 4

DIAGNOSIS OF CAUSES

SUPPORTING
DOCUMENTATION

POSSIBLE CAUSES

1. The Board dismissed Non-Service Control, Not Positively
Determined and Human Factors (Non-aircrew) on the grounds that
there was no evidence to support them as causal or contributory
factors of the accident.

2 . Once ali evidence, including documentary evidence, witness
statements, eye-witness accounts, photographs of the scene, aircraft
flight data and specialist reporis were made available, the Board
examined the following possible causal and contributory factors of
the accident involving Apache AH Mk1, ZJ177:

a.  Organisational.

b.  Operating and Natural Risk.

¢.  Technical Failure.

d.  Human Factors (Aircrew).
ORGANISATIONAL

3. Structural. The Board considered the following structural
factors:

a.  AH Sgn HQ/Aircrew De-synchronisation. Early in the
. development of the 4 Regt AAC Op HERRICK 8 & 9 FET the
chain ol command identified that as a consequence of CTR
output, individual posting, those leaving the military and
HARMONY guidelines there were insufficient AH aircrew to
split the 12 month commitment into 3 sub-unit deployments.
The decision was taken to de-synchronise the AH Sgn HQ from
the 3 subordinate Flights of aircrew. As a result each Sgn HQ
planned 1o deploy for 4 months whilst the aircrew were
separately managed to man four detachments of 3 months. Al
the time of the accident this de-synchronisation saw the 664
Sgn HQ coming 1o the end of their 4 month tour having
subsumed the Tranche 2 (654 Sqn) aircrew 4 weeks earlier.
Theretore, the 664 Sqn HQ had no ability to influence the PDT
of Tranche 2 aircrew or develop an intimate knowledge of their
individual ability and experience. When finalising the AH
crewing, the 664 Sqn HQ had to rely on previous incidental
association with Tranche 2 aircrew and advice from 654 Sgn
HQ, who had no previous experience of AH operations in
theatre or comprehension of AH experience beyond his
CYT/CTR course. Furthermore, 664 Sgn HQ implemented a
supenvisory philosophy based on the performance, experience
and ability of the Tranche 1 aircrew with whom they were far
more familiar. The 4 Regt chain of command recognised that
Tranche 2 were less experienced but 664 Sgn HQ
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wHgE Rt AU IR INEXOENEICE aNa capaniity. AS a result
one crew were dissolved owing to poor captaincy and
collectively Tranche 2 had to be regularly re-brieted on voice
procedure and gunnery. In order to mitigate the inexperience
and an initial performance poorer than anticipated, the 664 Sgn
HQ chain of command introduced informal, ad hoc mitigation
(inciuding the removal of the ZJ177 crew {rom oD
<4 ). Throughout the Force Generalion process CO 4
Regt AAC was deployed as CO JHF(A) and unable to oversee
or contribute as he may have wished owing 10 his geographic
dislocation. A critical element of appropriate supervision is an
innale understanding of the experience, ability and competency
of aircrew under command. In this instance de-synchronisation
compromised this well understood guiding principle of aviation
supervision.

The Board believes the AH Sqn HQ/Aircrew de-
synchronisation, which resulted in the inability to
influence PDT, a lack of knowiedge of individual aircrew
and a supervisory philosophy based on a previous and
more capable detachment, was a contributory factor in
this accident.

b. Augmentation. In order to deliver the FE 1, 4 Regt
required 4 augmentees from 3 Regt and this inctuded the Ac
Comd of Z3177. The provision of these augmentees was
confirmed early in 2008 whilst they were deployed with 3 Regt
AAC. They returned in May 08 and following POL were
subsumed into 654 Sgn but no formal handover covering
experience and ability took place. The HP of ZJ177 had a
particularly comgplicated passage in the 6 months prior to
deployment, floating between 2 Sgns and 3 OCs, finally ending
up in theatre under the command of a 4™ OC. Despite being

" detached tg 654 Sgn irom Jun 08 he was not included in PDT

until the MRX in Jul and received no consistent supervision or
ptanned development. As a result the OC in theatre did not
have adequate knowledge of the HP when deciding crew
composition and subsequent levels of supervision.

The Board believes that the use of individual augmentees
from other Sqns (Regt) without early, formal and detailed
handaover was a contributory factor in this accident.

Supervision. The Board considered the following supervisory

factors:

a.  Authorisation. The crew of ZJ177 were correctly
authorised for the 24 hour Very High Readiness (VHR) 2 duty
in accordance with the JHF(A) Flying Order Book (FOB) by
COS JHF(A) Fwd after the 0730L Morning Brief. However, the
Authorising Officer was unabie to fulfil all of his duties in
accordance with JSP 550 — Reg 301, owing to additional
demands on his time. The Board noted that the 24 hour period
of the authorisation appears 1o be a retrograde step from
previous more experienced detachments which re-authorised
crews every 12 hours. it is unclear when the migration to the
longer authorisation period occurred. The authorisation that
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briefs nor exposed to the FOB ED| HLS diagram (Exhibit E)
prior to the accident.

e,

f. Force Generation. The development of the individual
AH crews for Tranche 2 (654 Sqn AAC) was an iterative
process iniliated in Apr 08 as the FET matured and the 654
Sqn aircrew completed CTR and EQ. OC 654 Sgn (Comd JHF
(A) Fwd (Des)), who was personally familiar with the Sgn
aircrew, instigated the process whilst keeping Comd JHF(A)
Fwd appraised of his deliberations. The four augmentees from
3 Regt AAC, including the HP (Ac Comd) of ZJ177, migrated to
654 Sqn in preparation for the MRX in Jul 08, providing the first
opportunity for OC 654 Sqn 1o assess their professional
aviation ability and experience. At this time the HP (Ac Comd)
of ZJ177 was considered to be the most able of the
augmentees and OC 654 Sgn was entirely content with his
performance. The Board believes at no stage were the
individual augmentees’ Flying Record Folders (FRFs)
accessed nor was the chain of command aware of the HP's
previous incident in theatre involving the mishandling of an AH
at a fuet spot. The MRX also provided the opportunity for the
emergent crews to form and fly together, including the crew of
ZJ177, informing and consolidating the crewing decisions.
Following the MRX the provisional crew  were passed (o
theatre and finalised by the JHF(A) Fwd vommand Team
(Comd, COS, Ops Officer and AH Regt QHI) who had littte/no
personal knowledge of the augmentees, were constrained by
the seat qualification, command status, experience and ability,
and had to rely on occasional reach back to OC 654 Sqgn for
input. The process paired the strongest and weakest,
culminating with the crew of ZJ177, resulting in two individuals
of the same rank, similar experience, hates and ability and
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parking, obstacles, comms and aids to landing esseaw—
However, despite not-attending the brief the crew had flown
into FOB EDI during their TQ famil sortie, were briefed on the
layout and facilities during the RSOl package and had
operated from ED! on 31 Aug 08 conducting 4 landings onto
the compacted mud HLS in light recirculation, never losing
reference to the horizon at any stage. On the day of the
accident the crew also spent a considerable period of time on
the ground in the vicinity of the compacted mud HLS and would
have been exposed 10 the multiple cues of dust and wind. As a
resylt the Board believes the crew should have had sufticient
opporiunity to develop a detailed working knowledge of the
FOB and should have been aware of the environmental and
physical obstacles associated wilh the location. However, from
the evidence on the CVR and through subsequent questioning
the Board has established that the crew were not fully aware of
the performance issues and risks associated with operating
from FOB ED!. When faced with an unfamiliar and complex
scenario the crew perceived that only a northerly departure
direction was available and failed to fully appreciate the
dangers and performance limitations. It appears that at no
stage did the crew formally consider the wind, transition
technique, associated pertormance or route. The Board
believes that had they done so, the crew should have
discounted the chosen route due to the likelihood of heavy re-
circulating dust, down wind component and associated power
limitations. The inappropriate route selection is deemed a
causal tactor in this accident.

The Board concluded that the crew of ZJ177 lacked suitable
situational awareness caused by the mis-interpretation and
perception of the obstacles, the wind and the associated
additional performance requirements. This led to the
inappropriate route selection and is a causal factor in the crash.

13. Spatial Disorientation (SD). The Board believes that as soon
as the crew left the relative safety of the compacted mud HLS, re-
circulating dust enguifed the aircraft and the crew suffered varying
levels of disorientation. The HP suffered Type 1 Disorientation
(unrecognised disorientation). The CPG sufiered Type 2
Disorientation (recognised) and called heights, Tq and provided
prompts to the HP. The Board believes that the CPG would not have
considered taking control owing to his lack of experience. There was
no evidence on the CVR that the crew conducted an internal brief on
the departure, potential hazards or emergency procedures and as a
resuit were not expecting to encounter total brown out and were not
prepared ta react accordingly.

The Board concluded spatial disorientation to be the major
causal factor in the crash.

14. Crew Experience. (as at time of accident)

HP

* Ab initio (first flying tour)
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» Total Hrs 688:29 hrs {trom log book — disagrees with Form 3s)
* Hrs on type 422:29 hrs

«  Simulator hrs 139:10 hrs

s Hrsin Comd 117:20 hrs

» Awarded LCR Jun 07

s Hrs on previous op tour approx 140 hrs

* Hrs on current op tour 51:50 hrs

*  Non-op/CTT/CTR AH hrs approx 100 hrs
(development/experience)

e Previous op tour Feb — mid May (rwy/HALS only)

CPG

Ab initio (first flying tour)

Total Hrs 618:23

Hrs on type 257:58 hrs

Simulator hrs 160:55 hrs

Hrs in Comd 42:40 hrs (25 hrs pre-service)
» Awarded LCR Mar 08

« Non-military flying approx 148 hrs

e Hrs on current op tour 50:50 hrs

e Non-op/CTT/CTR AHM hrs approx 51 hrs
{developmentexperience)

¢ 4 @ @

The Board considered it necessary to assess the crew experience of
ZJ177 and analysis of the figures above shows the relative
inexperience of both the HP & CPG (both ab intio). The HP is only 14
months out of training (qualified LCR), qualified as an Ac Comd in
Dec 07 but not used in that role during his first deployment (a winter
tour) and whilst flying as a Bear Seat HP did not operate from
austere £OBs. Qutside training and his first op tour he only flew 100
hrs consolidation (after the end of CTR) which were primarily
operationally focused (sights, sensors & weapons not GH). He was
a very inexperienced Ac Comd al the time of the accident and his
general avn experience lacked breadth and depth. The CPG
qualitied in Mar 08 and only flew 50 hrs consolidation which was
targely Op HERRICK focused. The Board assessed that individually
and collectively they

SRS T [ack of experience contributed

to the crew of Z41// 1amng 10 maintain a satisfactory level of
professionalism and allow themselves to ‘switch off’ for what was a
simple transit back to BSN and meant that the crew failed to
assimilate/appreciate the risks associated with a limited power
transition.

a. CRM/Cockpit Gradient. The Board considered the
CRM cockpit gradient between the crew to be flal. Both
individuals had a similar number of total flying hours at the time
of the crash and although they were not direct peers they were
on consecutive CTT courses, both relatively inexperienced (in
their first flying tour) and both the same rank (junior Capts).
Evidence gleaned from the CVR and HP/CPG witness
statements suggested that the CRM gradient had developed
into a ‘respectful collaborate dynamic’ {HF(A) report)
4-14
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(gemocracy) and sulted in a significant lack of
professionalism a nighlighted by the failure to conduct all
mandated checks 10 weapon ops checks, no discussion of
departure route 0 election and inappropriate radio call during
the reorganisatior  { the SH passengers. The Board considers
the lack of a cock CRM gradient to be a contributory factor in
the crash.

b.  Verbal Communication (Checks & Crew Brief). There
is clear evidence of the lack of communication between the HP
and CPG. The short period prior to the crash was one of high
workload as the crew staried the aircraft and prepared for
departure. Despite the workload there was a signiticant amount
of non-flying related conversation and most notably little
verbalisation of the mandated challenge and response checks
in accordance with the Flight Reference Cards (FRCs), no post
take oft checks, ne formal assessment of the depariure
heading, route selection or performance considerations and no
consideration of potential emergencies between the crew. Al
no stage did either member of the crew raise any concerns
about the departure route. The HP initiated the lift to the hover
without verbailising his intentions and without the knowledge of
the CPG who queried the HP's intentions. Though the HP
claims to have done the mandated checks in his head, the
Board believes many of the post take off checks could not be
completed tully or accurately in the tim  detween lifting and
departure and more broadly, were not v.mpleted due to the
level of fatigue, arousal and distraction. The Board considers
the lack of verbal communication to be a contributory factor in
the crash.

c. Use of Symbology. The Board Llieves that the relative
inexperience, work load and arousal level of the HP caused
him to initiate the transition visually (at no stage did the HP
register or correct the aircraft drift, attitude or height without
prompts from the CPG) and on encountering brown out
prevented an immediate reversion {0 symbology to attempl a
recovery. At the time of the crash there was no formal direction
on environmental techniques in the ATM and specifically no
direction to revert to symbology and to pull to maximum
available power in the event of brown out in an attempt to avoid
an accident. The Board believes this to be a major contributory
factor in the accident.

d. No SD Sortie. Neither member ot the crew of ZJ177
had conducted the mandated Spatial Disarientation sortie
during the APC or subsequent training. The Board believes
this to have been a minor contributory factor in the crash.

e. Complacency. The Board believes that there are a
number of verbal cues that indicate a significant level of
complacency in the cockpit ot ZJ177. Though the Board
accepts ‘banter’ within the cockpit, it should not interfere with
mandated checks. The crew failed o articulate pre and post
take off checks in accordance with the FRCs, failed to brief the
departure technique, route or associated performance criteria
and as a resuft were poorly placed at the time of the accident.
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The Board concluded the combination or the distractions listed
above contributed to a significant lack of focus immediatety
prior to departure and was a contributory tactor in this accident.

19.  Medical Fitness. Both aircrew held current aircrew medicals
(CPG currency not recorded in his fog book) and were fit for duty.
However, the heat, lack of shade, long day, early start, distractions,
no food for over 4 hrs and false starts led to high levels of fatigue
and a low stale of arousal which was a major contributory factor in
the crash.

The Board concluded that though medically fit the crew were
poorly placed to conduct an unusual and complex departure
due to fatigue and low arousal.

SUMMARY

20. in1ihe course ot this investigation the E..ard has identitied a
number of factors that directly contributed to the crash ot ZJ177.

The accident occurred in a highly complex and dynamic operational
theatre agains! a backdrop of an AH Force in a continuat state of flux
and not at steady state or full maturity. The £-1rd identilied the
following causal faclors:

a.  Type 1 Spatial Disorientation exp ienced by the HP.

D. The crew selected an inappropria... departure route and
did not conduct the correct transition {e " nigue.

c. The large volume of dust in the in...)ediate vicinity of the
compacted mud HLS complicated by th  yroximity of both fixed
and mobile obstructions.

d. Lack of situational awareness cat...2d by the mis-
interpretation and perception of the abstacles, the wind and the
associated additional performance requi-~ments.

e.  The performance of the aircraft bu nly because of the
type and direction of the technique cond ted.

f. Poor individual performance.

21. The Board also identified a signiticant n....ber of contributory
factors that formed pant of the chain of events '~ading up to the
accident:

a.  AH Sgn HQ & Aircrew de-synchro:usation resulted in the
inability of the chain of command to influence PDT, a lack of
knowledge of individual aircrew and a su  rvisory philosophy
based on a previous and more capable ¢ achment.

b. The use of individual augmentees T other Sgns (Regt)
without early, formal and detailed handoy

C. The disjointed supervision and focu. an gunnery resuited
419
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PART 5

FINDINGS OF THE BOARD OF INQUIRY

SUPPORTING
DOCUMENTATION

Cause or causes of the accident.

a.  The evidence indicates the HP (Ac Comd) elected to
conduct a transitton down wind with insufficient power and
wilhout due consideration of the nature of the departure route.
The Board consider that crew inexperience led to the
inappropriate selection and conduct of the transition which
resuited in the HP becoming disorientated in heavy re-
circulation and allowing the aircraft to impact the ground.

b.  The Board acknowiedges that ‘operating and natural
hazards' (close proximity of a GMLRS vehicle, the
accommodation area of the FOB, other aircraft and pax) limited
the crew’s perception of available departure options. However,
compounded by a number of HF s (Aircrew) (fatigue,
distraction, low arousal and complacency) the crew failed to
perform the required checks, brief a departure plan or actions
in the event of an emergency. A poor CRM gradient, allied with
a lack of experience, fatigue and low arousal underpinned the
failure to recognise the dangers of departing down wind (power
limited) through heavy recirculation and contributed to the lack
of discussion or action to prevent what the Board considered to
be an lirecoverable situation for this particular crew. Neither
member of the crew had completed a spatial disorientation
sortie and the HP had litlle opportunity to consolidate GH
techniques after the completion of CTR {focus on weapons,
sights & sensors) all of which the Board believe contributed (o

the crash.

¢.  The accident occurred in a highly complex and dynamic
operational theatre against a backdrop of an AH Force in a
continual state of flux and not fully mature. The Board
acknowledges that there were a number of systemic,
organisational and chain of command factors that exposed an
inexperienced crew to unnecessary risk. As far back as the
construction of the FET there was recognition that Tranches 2
— 4 were significantly less experienced than previous AH
detachments, diluted by the increase in ab initio aircrew and an
outflow of experienced AH crews. However, the potential risks
were not formally highlighted to the chain of command and the
final crewing decisions left to a separate Sgn HQ with little/no
inimate knowledge of the incoming aircrew. On the day of the
accident the crew operated as a single aircraft,  “—_—_—Ru—

e 2nd focused entirely on the
weapon aspects of the sortie. Despite the complexities of the
*high end’ task and utilising a high risk crew, the mission was
not supervised once ZJ177 departed BSN;.

Exhibit P

Witness 1-1, 2-1, 4-2, 5-2
& 6-2
Exhibit P

Witness 3-1, 4-2, 5-2, 6-2
& 25
Exhibit G

Degree of injury. The extent of injury sustained is as follows:

4. ey ———
5-1
RESTRICTED - STAFF

Annex F — Avn Med






e. JSP 550 Reg 301 — Duties of an Authoriser. The
Authorising Officer on the day of the accident did not fully
comply with the duties laid down in JSP 550, particularly failing
o ensure adequate supervision.

f. JHC CI/J7/14. 4 Regt AAC failed to provide CO JHF(A)
© with the mandated crew experience information as per JHC
Clig714.

Exhibit AG

5. Extent of damage to aircraft. The aircraft is believed to have
impacted the ground at low G, resulting in the aircratt being
categorised as CAT 4 (PROV} - beyond economic repair, in
accordance with Joint Air Publication 100A-01, Military Aviation
Engineering Policy and Regulation, Chapter 9.13.1, Assessment,
Categorisation and Repair of Aircraft and Aircraft Structural
Components. 1t is clear that there was considerable confusion
between AIEFSO, JHC and JHF(A) during PCM which led o issues
with the recovery of the aircraft, preservation of evidence and
associated legal ramifications.

Annex E ~ AIEFSO Report
Annex | — Recovery
Reports

6. Extent of damage to removable role equipment. Much of
the role equipment appears 1o have sustained only minor damage
and is considered salvageabile at this stage.

7. Extent of damage to property. Due to the location of the
crash, the Board found no damage fo either Service or Civilian
property other than the aircraH.

8. Crash survival. The cockpit area of the aircrait was entirely
intact and both crew members of ZJ177 were able to walk away from
the crash with only very minor injuries. In this instance the Board
consider the aircralt to be crashworthy although it must be made
clear that the accident occurred from low height {approx 10}, at low
speed (10kis) and resulted in a low G impact.
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PART 6

RECOMMENDATIONS OF THE BOARD OF INQUIRY

. SUPPORTING
DOCUMENTATION

AH Health Check. During the conduct of this investigation the
Board has identified distinct similarities with other platform issues. it
is recommended that a JHC coordinated review utilises
organisations already in existence to conduct an AH Force Health
Check to establish if any of the following recommendations have
already been set in train. It is recommended that the TORs,
coordination and oversight are delegated to a senior member of JHC
and cover the {ollowing areas:

a. Force Structure. Empower the AH Force HQ (J1-9)
(Wattisham Stn HQ) with greater capacity to enable greater
emphasis on J3, 5 & 7. Review the employment of current
Sqn structures to focus on the delivery of coherent AH
detachments for HERRICK until AH reaches steady state.

b. Training (CTT, CTR, EQ, PDT, TQ, (SIM)). itis
recommended that with the continued development of AH
employment in theatre, CTT, CTR, £EQ, PDT and TQ (inc
ground school & SiIM) are reviewed to provide greater
opportunity to consofidate GH techniques (ltd power,
environmental & advanced transitions), deliver broader avn
experience and attain competency rather than simply
currency. The'output must focus on continuity, consolidation,
development (individually focused for roles eg Fit Comd, Msn
Comd), greater dynamic evolution in line with op tasking,
quantify and acknowledge broader avn experience deficits
and include a post tour ‘reset’/back to basics’. Development
must be Force-wide and refiected in a formal training
directive tor trained AH crews, Lastly, it AH continues to be
employed on single aircraft ops, CTR must be amended to
reflect the required output.

¢. Experience. Recognition of the dilution of experience
and articulation of minimum requirements for specified
tasks/roles. Anecdotally, AH experience is being eroded by
increased numbers of ab initio aircrew. Current ‘Experience’
is HERRICK focused, relatively narrow and not fully
understood. it is recommended that JHC confirm and
recognise the diution in AH experience caused by the
increased numbers ot ab initio aircrew and take steps ta
mitigate against the associated risks (particularly in op
theatres) by developing a formal experience metric against
which to force generate detachments. Whilst this cannot
replace the requirement for detailed knowledge of crews it will
inform the force generation and crew constitution process,
providing basic information for scrutiny in theatre. All
detachments should be mandated to compile a risk table
highlighting individual weaknesses & strengths to underpin
mitigation.

d. Training Documentation. Re-evaluate the contents and
6-1 '
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PART 8

AIRCRAFT OPERATING AUTHORITY'S COMMENTS

FINDINGS

1. | agree with the findings of the Board. The major causal factor of the accident was the
Spatial Disorientation experienced by the HP when he entered a dust cloud during a transition. t
also agree with the turther causal and contributory factors which the Board identified exptaining
why the crew selected an inappropriate departure route and, having done so, did not conduct the
correct transition technique and found themselves in a thick dust cloud.

2. The Board identified poor individual performance as a contributory tactor. The
comprehensive analysis of the Human Factors involved in this accident has identified that the
aircraft commander believed that the depar e that he initiated was within his own capabilities and
the performance capabilities of the aircraft. | addition the downwind component contributed to the
aircratt entering a significant dust cloud whiui: the crew had not anticipated. The crew tound
themselves in an unfamiliar environment at a critical stage of flight and did not react 1o the situation

correctly.

3 Supervisory Issues. n addition I« oor individual performance, the breakdown of
supervision processes is deeply worrying. The lack of co-ordination of the Sgn HQ and the Aircrew
resulled in a chain of command that {acked the required knowledge of the individual aircrew. This,
coupled with the poor handover of squadron augmentees, meant that the chain of supervision was
effectively broken. Crew composition decisions were made in these circumstances resulting in a
constituted crew that had a poor cockpit gradient being put in a situation that was at the very edge
of their collective capability.

4. Training issues. The Board identified that a lack of training focus and lack of consolidation
of General Handling (GH) techniques {relating to limited power in demanding environmental
operations) were contributory factors. They also identified that when the aircraft is mission
configured, operating at FOB Edinburgh necessitates the use of limited power technigues not
formally recognised or taught during EQ. Whilst the chain of command established a local
departure technique, the overait lack of training focus did not aliow for either the consolidation of
GH technigues or the accumulation of basic airmanship experience. The crew involved in this
accident did not recognise the complexity and difficuity of the situation in which they found
themselves - a signiticant indicator of a degree of failure in the training process.

5. Professionalism. The Board has an.wulated several individual failings of the crew involved
in this accident. In addition to nat complying with specific arders formally laid down in Aircrew
Publications and explicit instruglions during RSOI/TQ briefs, the Board identified a number of
issues which call into guestion the professionalism of the crew, particularly within the cockpit. | am
concerned that a frontline crew on high end operations had such disregard for established
procedures that firstly, they did not perform post-take off checks. Secondly, they failed to make
formal assessments of the departure heading and route selection and thirdly, they did not consider
the performance of the aircraft or potential emergencies. The Board also identified that the crew
had been given several cues regarding the wind direction and strength over the course of the day,
and yet they failed 10 apply any knowledge they had gained. The crew demonstrated a distinct
lack of focus on the job al hand and, whilst | understand that the crew was fikely fatigued, this is
anather clear indicator of a less than professional approach. Itis clear that the fHlat cockpit gradient
was a significant factor that coutd have been negated by the supervisors in the chain of command
at the outset. However, this lack of gradient resuited in a lapse of professionalism by both aircrew

which is unacceptable.
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