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Honolulu Airport — 26 February, 2016
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Presenter
Presentation Notes
We will use an event at Honolulu to demonstrate the ATO’s documentation from start to finish of a Safety Event


Honolulu Airport — 26 February, 2016

Initial Page-out:

Honolulu Control Facility (HCF) - Friday 26, 2016, at 3:48 p.m. HST:
NOME/C172 was instructed to LUAW on Runway 22L at Papa

intersection. NOME was not issued takeoff instructions and the aircraft
remained in position on the runway for approximately 4 minutes. (Kaydos)

KDS1535/C208 was subsequently cleared to land on runway 22L. When
KDS1535 was on short final, the ASDE-X activated, and KDS1535 was issued
Go Around instructions by the Local Control; however KDS1535 had already

past the Runway 22L threshold. KDS1535 over flew N9ME on Runway 22L and
the vertical altitude was less than 100 feet. A Services Rendered Telcon will be
conducted Tuesday, March 1, at a time to be determined.
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Po0 00

Separation Detail
t Callsign Track (deg) Allitude (R x100) Speed (kis)

ANON 28 000 000

200 11 ANON 233 000 13
Separation (R, R, deg) Closure (LIV)
Lat 37 Vert 000 Brg 180 6310

Range Bearing (ft, deg)
Range: 746 Bearing: 012
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SRT Write-up

e Bulleted Findings
e Color determination
* Any follow-up

A Services Rendered TELCON (SRT) was conducted and the event was color
coded “Yellow” with Western Service Center QCG follow-up. These were the
main findings from the SRT:

When N9ME was instructed to LUAW, the pilot was not given the reason for the
LUAW instruction. The facility briefed that (Delta) DAL837/A333 was landing
Runway 26L. In addition, N9ME was going to turn right after departure and fly
across the departure end of Runway 26R and therefore had to wait for traffic
departing Runway 26R.

The ATM briefed that inappropriate use of LUAW is a systemic problem. In
addition to N9ME waiting for 4 minutes on Runway 22L, the LC controller
instructed 2 aircraft to LUAW on Runway 26R at the same time, one at an
intersection and one and the full length of the runway. The ATM briefed that
LUAW should be used only when a takeoff clearance is imminent.

The facility briefed that they do not have memory aids for LUAW. Intersection
departures require annotation of the intersection on the flight progress strip. The
facility could not confirm that the intersection departures were annotated.

The LC1 and LC2 positions were combined. The facility briefed that the Local
Control 2 (LC2) position is typically staffed from 9:00 a.m. to 3:00 p.m. and other
times at the discretion of the FLM/CIC. The event took place at 3:48 p.m.

The LC controller may have been distracted by detailed taxi instructions issued
several times to DAL837 while NOME waited on Runway 22L. If the LC2 position
had been staffed at the time of the event (3:48 p.m.), the detailed taxi instructions
would have been issued by LC2. The ATM briefed that the culture at HCF tends
to resist staffing the LC2 position and that available staffing sometimes
complicates the decision to staff the LC2 position.

The Local Assist (LA) position was staffed.

KDS1535 was initially told to expect Runway 22R and was subsequently cleared
to land on Runway 22L. The facility briefed that there is a reluctance to have
aircraft taxi between Runway 22R and Runway 22L because of a history of
runway incursions with aircraft between the runways.

The facility briefed that the ASDE-X alerted when KDS1535 was approximately
1000 feet from the threshold of Runway 22L and the LC controller subsequently
issued go-around instructions approximately 4 seconds later.

The FLM was not present in the ATCT during the event. The facility briefed that
the CIC reported the event to the FLM approximately 15 minutes after it
happened and the FLM did a preliminary investigation. The FLM filed an MOR,
but did not mark it significant. On Monday, Quality Assurance (QA) advised the
facility to mark the MOR significant. The facility briefed that they have a review
process in place that would have identified the MOR as significant later that day if
QA had not already identified it.

Federal Aviation
Administration



Presenter
Presentation Notes
A Services Rendered TELCON (SRT) was conducted and the event was color coded “Yellow” with Western Service Center QCG follow-up. These were the main findings from the SRT:
When N9ME was instructed to LUAW, the pilot was not given the reason for the LUAW instruction.  The facility briefed that (Delta) DAL837/A333 was landing Runway 26L.  In addition, N9ME was going to turn right after departure and fly across the departure end of Runway 26R and therefore had to wait for traffic departing Runway 26R.  
The ATM briefed that inappropriate use of LUAW is a systemic problem.  In addition to N9ME waiting for 4 minutes on Runway 22L, the LC controller instructed 2 aircraft to LUAW on Runway 26R at the same time, one at an intersection and one and the full length of the runway.   The ATM briefed that LUAW should be used only when a takeoff clearance is imminent.  
The facility briefed that they do not have memory aids for LUAW.  Intersection departures require annotation of the intersection on the flight progress strip.  The facility could not confirm that the intersection departures were annotated.
The LC1 and LC2 positions were combined.  The facility briefed that the Local Control 2 (LC2) position is typically staffed from 9:00 a.m. to 3:00 p.m. and other times at the discretion of the FLM/CIC.  The event took place at 3:48 p.m. 
The LC controller may have been distracted by detailed taxi instructions issued several times to DAL837 while N9ME waited on Runway 22L.  If the LC2 position had been staffed at the time of the event (3:48 p.m.), the detailed taxi instructions would have been issued by LC2.  The ATM briefed that the culture at HCF tends to resist staffing the LC2 position and that available staffing sometimes complicates the decision to staff the LC2 position.
The Local Assist (LA) position was staffed.
KDS1535 was initially told to expect Runway 22R and was subsequently cleared to land on Runway 22L.  The facility briefed that there is a reluctance to have aircraft taxi between Runway 22R and Runway 22L because of a history of runway incursions with aircraft between the runways.
The facility briefed that the ASDE-X alerted when KDS1535 was approximately 1000 feet from the threshold of Runway 22L and the LC controller subsequently issued go-around instructions approximately 4 seconds later.
The FLM was not present in the ATCT during the event.  The facility briefed that the CIC reported the event to the FLM approximately 15 minutes after it happened and the FLM did a preliminary investigation.  The FLM filed an MOR, but did not mark it significant.  On Monday, Quality Assurance (QA) advised the facility to mark the MOR significant.  The facility briefed that they have a review process in place that would have identified the MOR as significant later that day if QA had not already identified it.
The facility briefed that the Runway 22/26 configuration is used approximately 10-15% of the time. The facility briefed that they have refresher training on this configuration approximately 1 month prior to the time of the year that they expect to be in this configuration.
The facility briefed that as a result of prior events in the Runway 22/26 configuration, they altered the operation to reduce overall complexity and potential risk.  The changes include the use of Runway 26R as the primary departure runway rather than Runway 26L that was previously used. The ATM briefed that having aircraft depart from Runway 26R greatly reduces the complexity of the operation and questioned the decision to depart N9ME from Runway 22L.
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Presenter
Presentation Notes
National Transportation Safety Board (NTSB) Coordination 
JO 1030.3, par. 5.4 	

 The EIM is the ATO liaison with the FAA Investigator in Charge (IIC) or FAA NTSB Air Traffic Control Work Group Chairman. The EIM: 

 Facilitates compilation of audio recordings, radar data, and other documentation. 

 Provides data directly to the NTSB. 

 Arranges for the air traffic manager to provide briefings. 

 Receives Technical Operations documents or records from National Technical Operations Aircraft Accident Representative (NTOAAR). 	



NTSB ATC Work Group On-site
Investigation

e Work Group made up of individuals who are
granted “party status”:
— NTSB Chairman
— FAA Subject Matter Expert
— NATCA Air Safety Investigator

— NTSB Subject Matter Experts (e.g. Human Factors,
Meteorologist, etc.)

 Event Response Team also launches
— EIM
— Quality Control Group Specialist
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Data Gathering Protocol

Event Investigation
Manager (EIM)

N L

ATO Executives Fa_cilities /
Service Centers

Event Response
Team (ERT)

G AR Federal Aviation
Sy Administration
c!"')‘-\rrs rn»""o


Presenter
Presentation Notes
Data Gathering Protocol 
JO 1030.3 par. 5.10 	

 As directed by the EIM, ERT members gather data related to the event and keep the EIM informed of all aspects of the event review. 

NOTE: Information discovered must be provided to the EIM as soon as possible and before dissemination to persons outside of the ERT. 

 Members must deliver information they receive only to the EIM. 

 All members of the ERT must ensure that every organization with data is expediting the data to the EIM. 
 ERT may request information from the facility. Facilities may provide the ERT with requested information, as directed by the EIM 

 The facility must comply with the requests made by the EIM. 

 The EIM may request expedited handling of data to prevent unnecessary delay. 
 Operating Service Units identify reach-back resources capable of rapidly responding to ERT action requests. 	



Daily EIM Updates:

e Bulleted emall with the main findings to emerge
from that day’s activities/interviews

« Activities may include:
— Tour of the operations room/tower cab

— Airfield tour
— Replay of the event on an operational radar scope
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Upward Reporting

Chief Operating
Officer (CO0)

Gives daily briefings
& key information
as available

I

Deputy Chief
Operating Officer (DC0O0)

Notifies

Compliance Service
Group (CSG) Manager

Event Investigation
Manager (EIM)

Service Unit
Vice President(s)

n

Director of Operations
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Presenter
Presentation Notes
Upward Reporting 
JO1030.3, par. 5.9 	

 The EIM updates senior ATO leadership through the CSG Manager on any air traffic related accident/incident investigations. 

 The CSG Manager ensures that notifications are made to the COO, DCOO, appropriate Service Unit Vice President(s), and Director of Operations. 

 The EIM provides immediate updates to the CSG Manager on any key details as they become available. 

 Briefings must be conducted at a minimum on a daily basis and after conclusion of the on-site investigation. 	



.

Exit Briefings
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Presentation Notes
Exit Briefings 
JO 1030.3, par. 5.13 	


 If the NTSB is present, they will conduct the exit briefing. 

 If the NTSB is not present, the EIM will conduct the exit briefing. 

NOTE: The EIM affords the bargaining unit facility representative the opportunity to attend the exit briefing. 	



Conclusion Notification

e The EIM must inform the
affected:

— Facility manager(s)
— Service Unit(s)
— Director(s) of Operations

— Compliance Service Group
(CSG)
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Presenter
Presentation Notes
Conclusion Notification 
JO 1030.3, par. 5.12 	

 When the NTSB, FAA IIC/FAA NTSB Air Traffic Control Work Group member(s), and/or the ERT departs the facility or when the field phase is complete, the EIM must inform the affected: 

 Facility manager(s) 

 Service Unit(s) 

 Director(s) of Operations 

 CSG 	



.

Investigation Report
e Factual

* |Investigation Findings
o Safety concerns
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Presentation Notes
Investigation Report 
JO 1030.3, par. 5.17 	

 The EIM must prepare an investigation report for the DCOO. 

 The report describes: 

 All identified non-compliances. 
 Administrative and performance issues. 
 Safety issues. 
 Peripheral operational issues. 

 The CSG must be informed of any safety concerns identified during the event review. 

 The EIM forwards the investigative report to: 

 The facility(s) involved. 
 Service Unit Vice President(s). 
 Director(s) of Operation. 
 Service Center QCG 
 Compliance Services Group. 

 Reports containing sensitive information will be marked and distributed in accordance with established policies. 	



Final EIM Report:

Federal Aviation
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Memorandum

Date:

To: Randy Park, Depuly Chief Opemating Officer, Air Traffic Organization, ATO-0
From:  Temy Bipgio, Vice President, Safety and Technical Training, A -0

bj Event I igation M: Report: jonal Tmnsportation Safety Boand On-site
Investigation at Ihe Honolulu Control Facilily, April 25-29, 2016

Execufive Summary

On Friday, February 26, 2016, at 3:48 p- m Hawaii-Aleutian Standard T ime, NSRME/C172 was
instrucied to Line Up And Wait (LUAW) on Ramway 221 at the infersection of Taxiway P at
Honolulu International A irport. N9ME was not issued takeoff instructions and the aircraft
remained in position on fhe nunway for approximately four minutes. (Kaleo) KDS1535/C208
was subsequenfly deared o land on Rumway 22I.. When KDDS1535 was on short final, the
ASDE-X activated, and K1DS1535 was issued po-around instructions by the L ocal Control (L.C)
controller; however KDS1535 had already passed the Rumway 221. fhreshold which resulied in
KDS1535 over-flying N9ME holding on Fxmway 221.. KDS1535 overflew NO9ME by less fhan
100 feet

The National Transporiation Safety Board (NT SB) launched an Air Traffic Control Work Group
1o conduct an on-site investigation at the Honolulu Control Facility (HCF ) during the period of
April 2529 2016 During the on-site phase of the investigation, the Work Group identified that
the air traffic services were deficient in several areas. There was a consisient lack of
understanding by the workforce on geneml procedures oullined in the facility Standard Operating
Procedures (SOP) and a lack of engag, t by facility t due to a culiure of avoiding
performance management  The Work Group Chnmmnsh‘lﬂl[hatif{helmltholl(LCZ)
position had been open, it would have prevented this event from occurring. The facility does not
have a documented process for opening and dosing the position, although it is required tobe
open from 0900-1500 L.ocal Time, daily. The Work Group Chaimman also highlighted Crew
Resource Management and the Tower Team concept as being ineffective at HCF. As a result of
this event, LUAW was suspended on Runways 4L./22R and 4R/221. The Work Croup Chairman
staled fhat several recent investigations by fhe NTSE, the Air Tmffic Safety Oversight Service
(AOV)andﬂleCmq)hanneSaﬂcsGlu.p(An)faﬂedioaddlessﬂlemldenhﬁeddmmg
this investigation. The facility i ded LUAW operations afler this event.

= The LC controller self professed that he should not have been at work that day, due to
distmclions that were oocurring in his pemsonal life. The Local Assist controller advised
the Controller-in-Charge (CIC) that he should remove fhe I.C controller from the position
due to diminishing performance; however, the CIC did not remove the L.C controller
This was possibly due fo the intimidation facior of the LC controller The event occurred
approximalely five mimites afler the LA controller suggesied removing the LC controller
from position.

= The LC2 position is required to be open from 0900-1500 local fime or when determined
by the FLM or CIC. There is no documented process for the opening or closing of the
LC2 position or documentation of when the activity takes place_

* Asaresult of this event, LUAW was suspended on Runways 4L./22R and 4R/221.. The
suspension of LUAW on those nmways has added complexity fo the operation

® There was a consisient lack of understanding by the workforce on general procedures
oullined in the facility SOP.

= There did not appear to be any Traffic Management Initiatives (TMI) that were in place
during the event During interviews, the employees said that TMI are mrely used at the
facility One employeeused the word apathy when describing T raffic Management at the
Eacility.

Facility Actions

As ateull nt'{he event, the ﬁmllly created nnllhplebneﬁngs for ﬂqlloym The ﬁm]llypcslﬂl
ck g to all Terminal controllers that highlighted the ion that

haﬂicml.lsbewldewhen ducting LUA'W operati Theﬁlu].llijr'l'mﬂicManagu'
bnefed{heTammlOMandaﬂTumimlH.hJsm[herqﬁ:mioonlyuﬁlizeLUAW

dures when a departure is imminent The briefing covered why the requirement exists and
ﬁepdenhalnsk[hnt{hepﬂmﬂlnmmmﬂmealﬂmﬁmilﬂy
The Support Manager worked collaboratively with NATCA imnnendexslmgI.UAW
procedures and develop LUAW memory aids The ded include restricting
LUAWopemhmonnllmwaysbymtnﬂowmgmnholhmtohaveme[hmmeamﬂ
lined up on a umway at a time  The new procedures and memory aids will be implemented as
soon as all facility personnel receive the briefing_

If you have questions or need additional information, pl tact Andrew Jot Acting
Compliance Services Group Manager, ATI-13, at 2022679263 or Andrew R Johmson@faa gov_

cc: Timothy L. Arel, Vice President, Air Traffic Services, ATT-0
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EIM Report:

 The EIM Report will have the following
sections:
— Executive Summary
— Introduction
— EIM Activities and Preliminary Findings
— NTSB On-site Activities and Findings
— Facility Actions

« NTSB Report includes the probable cause
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Presentation Notes
We’ll talk through the EIM and NTSB Findings with the group


External Release of Information
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Presentation Notes
External Release of Information 
JO 1030.3, Chap. 6 	

 Public Release of Information 

 Agency records are typically released in accordance with the Freedom of Information Act (FOIA). The agency may, at its discretion, release information as described in JO 1030.3 Chapter 6. 

 The EIM must direct all public inquiries concerning an event through the Compliance Services Group to the FAA Office of Communications. 

 Public release of information must be handled following FAA JO 8020.11 and JO 8020.16. 

 Media request must be forwarded to the Office of Communications. 

 Litigation requests: the EIM coordinates request through the ATO Litigation Support Group. 

 Congressional requests must be forwarded to the COO, DCOO, and FAA Office of Government and Industry Affairs. 

 Other requests must be approved by the AJI Vice President. 
NOTE: FOIA will be covered again in the Responding to Data Requests lesson. 	



End-of-Lesson
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