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FOREWORD

The primary purpose of this, the thirteenth Report from the UK Airprox Board, is to promote air
safety awareness and understanding of Airprox. “Book 13" covers the second half of 2004 in
detail, containing findings on the 98 Airprox which were reported as occurring within UK airspace
in that period and which were fully investigated. In addition, this book contains a range of graphs
and tables highlighting many of the key statistics from UK Airprox throughout the whole of 2004.

The count of 98 incidents during the last six months of 2004 is nine less than the average of
comparable figures in each of the previous five years. The proportion of Risk Category A events
is down by over a third on the previous-five-year average whilst the proportion of ‘risk bearing’
incidents is down by one sixth. These two statistics apply substantially to 2004 as a whole.

Although this report is primarily intended for those who in one way or another are involved with
aircraft and flying, it is understandable that people generally are interested in the safety of com-
mercial air transport (CAT). The one Risk Category ‘A’ Airprox involving a CAT aircraft in the latter
part of 2004, although serious, needs to be kept in proportion. Analysis of CAT data covering the
two periods 1995-1999 and 2000-2004 shows that:

e The number of ‘risk bearing’ Airprox, those assessed as Risk A or B, in which one or both
aircraft were CAT has more than halved; and

e The ‘risk bearing rate’ of Airprox in which one or both aircraft were CAT has dropped by
60%.

It has long been part of the aviation safety culture for people to report openly any safety-related
incident. This openness facilitates safety improvement action and allows others to learn valuable
lessons by reading about the unhappy situations in which people have found themselves. As my
first year ‘in office’ comes to a close, | would like publicly to thank all who are involved in the UK'’s
Airprox system. Tribute is particularly paid to those who report their experiences honestly and
openly. My sincere thanks too to those who work so hard ‘behind the scenes’ to investigate the
different aspects of Airprox incidents; to those who present the investigations fairly and accu-
rately and in an unbiased way to the Airprox Board and to those who prepare for and attend the
11 — intensive - Board meetings every yeatr.

If the collective effort helps to make flying safer — over the UK of course, and in other countries
where this publication is also read — then all involved will have felt their efforts worthwhile. For
that benefit to be realised, it is essential that this book be made freely available, in particular to
pilots and air traffic controllers. Please would you help the process along by ensuring that your
crew room, club house or work place has available a copy of this book for people to read.

Peter Hunt

Director, UKAB
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INTRODUCTION

UK AIRPROX BOARD (UKAB) COMPOSITION

The UKAB is an independent organisation sponsored jointly by the CAA and the MOD to deal
with all Airprox reported within UK airspace. There are eight civilian and six military voting Mem-
bers on the Board which is chaired by the Director UKAB who reports directly to the Chairman
CAA and Chief of the Air Staff, Royal Air Force. Board Members together form a team of hands-
on practitioners with first-hand civil and military ‘know how’ on:

Air Traffic Terminal Control, Area Control and Airfield Control, military and civil;
Commercial Air Transport (CAT) flying, both fixed and rotary wing;

General Aviation (GA) flying, including gliders; and

Military flying, both fixed and rotary wing, by the RN, Army and the RAF.

UKAB’s ROLE
The UKAB undertakes the following tasks in promoting improved safety standards in the air:

e Act as the start point for an investigation process into each incident, generally carried
out by the Safety Regulation Group (SRG) of the CAA and/or Military HQs;

e Determine what happened plus analyses of the main causal factors;

e Assess the risk levels involved;

e Make Safety Recommendations where appropriate to reduce the risk of incident recur-
rence; and

e Publish and distribute full reports so that lessons can be learned.

STATUS OF UKAB REPORTS

The sole objective of the UK Airprox Board is to assess reported Airprox in the interests of en-
hancing flight safety. It is not the purpose of the Board to apportion blame or liability. To encour-
age an open and honest reporting environment, names of companies and individuals are not
published in UKAB'’s reports.

RISK CATEGORIES

Risk level assessments are made on the basis of what actually took place and not on what
may or may not have happened. There are four agreed categories as follows:

A Risk of collision An actual risk of collision existed
B Safety not assured The safety of the aircraft was compromised
C Norisk of collision No risk of collision existed

D Risk not determined Insufficient information was available to determine the risk
involved, or inconclusive or conflicting evidence precluded
such determination



AIRPROX DEFINITION

An Airprox is a situation in which, in the opinion of a pilot or controller, the distance between
aircraft as well as their relative positions and speed was such that the safety of the aircraft
involved was or may have been compromised.

THE UKAB DATA SET

The UKAB Airprox database comprises a set of records each of which relates to a specific Airprox.
As an investigation proceeds, from first report until the conclusion of the Board’s deliberations,
fields within the appropriate record are completed by the UKAB Secretariat. Analysis of the set
of records is then possible to produce information such as is published in this Report.

On pages 6 to 15, this Report follows established practice, giving a broad overview on general
trends and then examining in more detail some specific results for each of the three principal
airspace user groups Commercial Air Transport (CAT); General Aviation (GA) and Military.

To begin this review, Figure 1 overleaf shows the distribution of Airprox that were reported in
2004 and which were subsequently opened for full investigation. (Please note that some events
reported as Airprox are subsequently withdrawn and are thus not subject to full investigation.
Only the reporter can withdraw an Airprox).

Notes:

In previous Reports, certain Tables included figures for ‘Unknown’ aircraft. In this Report, numbers of
‘Unknown’ aircraft are added to ‘Untraced’ aircraft and weather balloons to produce a new category, ‘Other’.
All figures in the relevant Tables have been adjusted accordingly, including those for prior years.

In the calculation of rates of occurrence:-

Q) CAT flying hour totals are supplied by the UK Civil Aviation Authority. Included are figures
derived from Eurocontrol data on hours flown by commercial aircraft in transit through UK
airspace as well as departures from and arrivals at UK destinations.

(2) GA flying hours are based on aircraft with less than 5,700Kg maximum take-off weight author-
ised. Gliders and microlights are included; gyroplanes, balloons and airships are excluded.

3) Military flying hours are supplied by the Ministry of Defence and by US Air Forces Europe.



AIRPROX RESULTS FOR 2004

Monthly Distribution - 2004

Figure 1 shows the distribution of
Airprox during 2004. After above av-
erage numbers in March-May, the
number of events was — excluding
November — on or below the five-year
average. The annual total was 207
compared with the preceding-five-
year average of 201.

During the year, 28 reports were ini-
tially made but then subsequently
withdrawn (by the reporter) after re-
flection and in the light of fuller infor-
mation.
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Figure 1: Monthly distribution during 2004
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Airprox totals by user group
over the last ten years are
shown in Figure 2, the under-
lying data being in Table 1
below.

The fluctuations in total
number of Airprox in recent
years substantially mirror
those in ‘Civil~Civil' encoun-
ters, both continuing on a
downward trend.

Encounters involving military
aircraft are virtually un-
changed, 2003-2004, be they
Civil~Mil or Mil~Mil. The rise
in the total number of Airprox,
2003-2004, is thus due to a
rise in Civil~-Civil events,
analysis of which is overleaf
in Figure 3.

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004
Civil~Civill 108 117 115 129 113 100 97 109 87 109
Civil~Mil 81 76 78 53 81 78 73 77 67 69
Mil~Mil 15 12 14 16 13 18 20 31 23 22
Unknown 4 6 1 3 1 2 5 4 4 7
Totals: 208 211 208 201 208 198 195 221 181 207




Analysis of the Civil~Civil
figures for years 1997-
2004 (Figure 3) shows that
two of the three main com-
ponents are on long-term,
downward trends. Num-
bers of Airprox involving at
least one CAT aircraft are
falling whilst those involv-
ing solely GA aircraft are
continuing up the 2000-
2003 trend line. The
trends for all combinations
of user groups are shown
later in this Report (page
15). Later sections also
take the basic numbers of
Airprox and compute rates
from aircraft utilisation
data.
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Figure 3: Analysis of Civil~Civil figures
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The grid at Figure 4 shows which groups conflicted and how often. The yellow column shows the
pilot group (or their air traffic controllers) that filed Airprox while those in the green row represent
the other party. Positioning in either grouping does not imply being ‘right’ or ‘wrong’ — it is just how
they met. For example, ‘GA Helicopter’ pilots met ‘GA Private or Club’ pilots on five occasions,
the latter group meeting each other 20 times. The largest change on results from 2003 was
experienced by pilots of scheduled passenger airliners who filed on 10 more occasions. Whilst
this is an increase over the preceding year, the 2004 total of 64 is 12 less than the 2002 figure,

illustrating the variability of such data.

Figure 4: A breakdown of Airprox participants in 2004
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CAT Passenger (sched) 2 23| 1 31312 8| 2|16 4 64 10
CAT Passenger (non-sched) 1 1 2 1
CAT Training/positioning 1 1
GA (Hire & Reward) 2 2 7 12 4
GA Company Ac 1 1 2 5 2
GA Glider 1 7 1 9 2
GA Helicopter 1 1|5 3|1 1 12 -3
GA Private or Club 2 111|120 2]|9 1 37 6
GA Training 113|213 2 11 -3
Military Fixed Wing 1] 4 1 6|2 (19| 1 3 37 0
Military Glider 2| 2 4 1
Military helicopter 1 111 4|11/ 3 11 5
Totals 2|11|34(1)0|7|5|5|5]|58(13]63|2|0]11| 207 26




Airspace in which conflicts took place

Figure 5 shows the airspace types in which the various encounters took place. As in the past,
most Airprox in 2004 occurred in Class G airspace: 71%, to be precise.
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Figure 5: types of airspace - all Airprox in 2004

FIR O - 3000 feet: numbers of Airprox vs altitude

Those Airprox which occurred in the top band in Figure 5, “FIR 0 - 3000 FT”, were reviewed from
a number of angles. Perhaps of most interest is the graph of ‘numbers of Airprox by altitude
(measured in feet)'. Figure 6 below gives the result.
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Figure 6: ‘FIR 0 - 3000 feet’ - Numbers of Airprox vs altitude



COMMERCIAL AIR TRANSPORT (CAT) SECTION

CAT Risk Results

The plot in Figure 7 below - and the associated data in Table 2, also below - show the trends in
Risk ratings for Airprox involving at least one CAT aircraft over the decade 1995-2004 inclusive.
Also shown is data relating to CAT ‘hours flown’ in UK airspace from which it is evident that the
rising trend in the first part of the decade is now re-established.
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Figure 7. CAT Risk distribution 1995 - 2004

As regards conclusions from the data, the overall story is one of continuous improvement. CAT
Airprox now account for less than four in ten of All Airprox whilst the proportion of CAT Risk
Bearing events has fallen by two-thirds from earlier levels. Whilst 2004 data bears a remarkable
similarity to that for 2002, these results make no allowance for changes in flying hours, to which
we turn overleaf.

Table 2: CAT Risk data 1995 - 2004

CAT Data 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004
CAT Risk A 3 6 9 1 4 6 0 1 0 1
CAT Risk B 21 24 20 14 12 8 14 6 11 7
CAT Risk C 64 75 67 82 83 84 64 70 53 67
CAT Risk D 3 2 0 1 0 1 4 4 0 4
CAT Total Airprox 91 107 96 98 99 99 82 81 64 79
Hours x 10K 106.1 | 111.8 | 117.9 | 125.9 | 133.2 | 138.9 | 139.5 | 136.6 | 139.7 | 148.5
All Airprox 208 211 208 201 208 198 195 221 181 207




CAT Airprox Rates

Table 3 shows rate informa-
tion: taking the ‘raw num-
bers’ on the previous page
and dividing them by flying
hours to obtain rates. This
information is plotted in Fig-
ure 8 with (logarithmic) trend
lines added. Whilst a gen-
eral increase in the number
of Airprox reports can be for
no other reason than in-
creased awareness
amongst pilots and control-
lers, this is not likely to be
the case in risk bearing
events. The contuinuing
downward trend in the CAT
Rate (A+B) is thus to be wel-
comed.

CAT Airprox Rates for every 100,000 hrs flown

6
5
CATRate (A+B+C+D)

CATRate (A+B)
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Figure 8: CAT Risk rates 1995 - 2004

Table 3: CAT Airprox Rates per 100,000 flying hours

CAT Rates 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004
CAT Rate (A+B) 2.26 2.68 2.46 1.19 1.20 1.01 1.00 0.51 0.79 0.54
CAT Rate (A+B+C+D) 8.58 9.57 8.14 7.78 7.43 7.13 5.88 5.93 4.58 5.32
Hours x K 1,061 | 1,118 | 1,279 | 1,259 | 1,332 | 1,389 | 1,395 | 1,366 | 1,397 | 1,485

CAT Causal Factors

Table 4 below lists the predominant reasons behind the 79 Airprox involving at least one CAT
aircraft. One Airprox can have more than one causal factor: 139 causal factors were allocated in
toto. All bar one of the Airprox with ‘Did not separate/poor judgement’ as a causal factor were
assessed by the Board as Risk category C, the exception being the ‘B’ mentioned in Book 12. It
is particularly noteworthy that whereas in 2003 top place was taken by pilots with “Penetration of
CAS/SRZ/ATZ without clearance”, this is now number 10 on the list.

Table 4: Most common causal factors for CAT aircraft involvement in Airprox during 2004

Ser. Cause Totals Attributed to
1 DID NOT SEPARATE/POOR JUDGEMENT 40]CONTROLLER
2 CONFUSION OR POOR COORDINATION INCLUDING AT HANDOVER 9|CONTROLLER
3 DID NOT SEE CONFLICTING TRAFFIC 7|PILOT
4 LATE SIGHTING OF CONFLICTING TRAFFIC 6|PILOT
5 COLLAPSED-SECTOR WORKING(BANDBOXING)/HIGH WORKLOAD 5|CONTROLLER
6 DISTRACTION 5|CONTROLLER
7 DID NOT ADHERE TO PRESC'D PROCED'S/OPERAT INSTR'S 5|CONTROLLER
8 SIGHTING REPORT 5|OTHER
9 PENETRATION OF CAS/SRZ/ATZ WITHOUT CLEARANCE 5|PILOT
10 |UNDETECTED READBACK ERROR 4|CONTROLLER
11 |DID NOT ADHERE TO PRESCRIBED PROCEDURES 3|PILOT

10




GENERAL AVIATION (GA) SECTION
GA Risk Results

More often than not flying outside controlled airspace; in aircraft from the size of microlights
through to sophisticated aeroplanes and helicopters; piloted by those ‘just out of flight school’
through to the very experienced professional pilots, this range of activities and experience levels
makes it unsurprising that the largest proportion of Airprox in UK airspace involve GA pilots. As
Figure 9 illustrates, whilst the ‘All Airprox’ trend is essentially downwards, the ‘GA Totals’ trendline
is flat with about 60% of all Airprox having a GA involvement.
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Figure 9: GA Risk distribution 1995 - 2004

Figure 9 is based on the data in Table 5 below. A few calculations on the numbers therein show
that ‘GA Risk A’ Airprox as a proportion of the ‘GA Totals’ figure averages 14% over the decade,
the three most recent years being below average (at 7, 8 and 10% respectively). On average
46% of Airprox involving GA pilots are risk-bearing: virtually one in two. That this figure remains
substantially constant is possibly explained by the point often made by the Board’s GA Member:
whereas professional pilots tend to stay in aviation, the GA community is constantly welcoming
new members whilst others move to different interests. For this reason, the same safety mes-
sages are repeated regularly in the UKAB ‘GA Books™

Table 5: GA Risk data 1995 - 2004

GA Data 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004
GA Risk A 11 28 20 18 17 19 24 9 10 13
GA Risk B 38 39 46 30 41 33 27 58 38 42
GA Risk C 73 61 54 66 74 54 60 57 70 71
GA Risk D 1 2 3 2 2 2 1 3 0 4
GA Totals 123 130 123 116 134 108 112 127 118 130
All Airprox 208 211 208 201 208 198 195 221 181 207

11



GA Airprox Rates

The chart at Figure 10 and Table 6
on this page give more information
regarding GA Airprox, this time from
the perspective of rates rather than
absolute numbers. The best avail-
able estimate of hours flown in 2004

by the UK GA fleet is 1,347,000 < [0 = Do
hours, some 50,000 hours up on the : Rate for

previous year.  Using this and the  © (A+B+CHD)

numbers of Airprox (Table 5), rates 5

are calculated for Risk Bearing (i.e.

Risk A plus Risk B) and for all GA Rate for (A+B)

Airprox. These rates are in Table 6
from which Figure 10 is plotted. Trend
lines have been added from which it
can be seen that the 10-year trend in
rate per 100k hours flown is sloping
gently downwards for the two groups
of events. Also note, as was ob-
served on the previous page, that the
risk bearing rate is roughly half of that
for all GA Airprox.

GA Airprox Rate for every 100,000 hrs flown
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Figure 10: GA Risk rates 1995 - 2004

Table 6: GA Airprox Rates per 100,000 flying hours

2003 2004

GA Rates 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004
Rate for (A+B) 3.96 5.45 5.17 3.82 4.60 4.30 4.28 5.24 3.70 4.08
Rate for (A+B+C+D) 9.94 10.57 9.64 9.23 10.64 8.93 9.40 9.93 9.10 9.65
Hours flown in K 1,238 1,229 1,276 1,257 1,260 1,210 1,191 1,279 1,296 1,347

GA Causal Factors

Table 7 below gives the most common causal factors assigned to Airprox involving GA pilots. By
far the largest numbers involve sighting issues as would be expected when so much GA flying is
in the ‘see and avoid’ environment of Class G airspace. Late sighting or non-sighting of the other
aircraft was assigned 72 times in 2004, compared with the next Cause on the list which was
assigned 15 times. This serves to emphasise the importance of good lookout. Further down the
list, it can be seen that flying close to or over a glider or paradrop site was given as a causal factor
in seven Airprox. Six of these occurred at weekends and one was sufficiently serious to warrant
a risk rating of A, there was a risk of collision.

Table 7: Most common causal factors for GA aircraft involvement in Airprox during 2004

Ser. Cause Totals:
1 |LATE SIGHTING OF CONFLICTING TRAFFIC 36
2 |DID NOT SEE CONFLICTING TRAFFIC 36
3 |INADEQUATE AVOIDING ACTION / FLEW TOO CLOSE 15
4 |DID NOT TO SEPARATE/POOR JUDGEMENT 14
5 |PENETRATION OF CAS/SRZ/ATZ WITHOUT CLEARANCE 10
6 |FLYING CLOSE TO/OVER GLIDER OR PARADROP SITE 7
7 [NOT OBEYING ORDERS/ FOLLOWING ADVICE/ FROM ATC 7
8 |CLIMBED/DESCENDED THROUGH ASSIGNED LEVEL 6

12



MILITARY (MIL) SECTION

Military Risk Results

The immediate conclusion from Figure 11 below (and Table 8, on which the Figure is based) is
that whilst the total number of Airprox in 2004 involving Military pilots has remained substantially
constant, the number of risk bearing Airprox has dropped significantly. The military Risk A number
peaked at 27 in 2001, fell to 14 in 2002, to 8 in 2003 and now, in 2004, has dropped still further
to 5. The number of military Risk B events rose to a high of 35 in 2003 but this has now reversed,
recording 26 such events in 2004. Thus, military risk bearing Airprox numbers are down from 43
to 31 - by more than 25%.
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Figure 11: Military Risk distribution 1995 - 2004

A look at the main causal factors assigned to the set of risk bearing Airprox in 2004 shows that
sighting issues predominate: late sighting or non-sighting of the other aircraft is assigned to 50%
of the risk bearing military Airprox. Whilst this is an improvement on figures around the late
1990’s - when two-thirds was more the order of the day - the statistics illustrate just how much of
a challenge it is for a military pilot to complete the task whilst continuing to ‘see and avoid’. Itis
understood that considerable efforts are being made to find a technological solution in the same
way as ACAS/TCAS has benefitted primarily the civil world.

Table 8: Military Risk data 1995 - 2004

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004
Mil Risk A 10 19 23 13 7 16 27 14 8 5
Mil Risk B 22 29 31 17 28 21 19 33 35 26
Mil Risk C 63 40 38 39 59 58 47 59 48 58
Mil Risk D 1 0 0 0 0 2 1 2 1 4
Mil Totals 96 88 92 69 94 97 94 108 92 93
All Airprox 208 211 208 201 208 198 195 221 181 207
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MIL Airprox Rates

The improvements described on the preceding page would perhaps be explained if flying hours
had dropped by a similar percentage to the fall in risk bearing Airprox numbers: rates would then
have stayed the same. Hours flown have indeed dropped, but by approximately 7%, so the
overall improvement is thus real. Using hours flown data, Table 9 gives the rates calculated both
for risk bearing and all Airprox involving military pilots. The calculated rates are then plotted in
Figure 12, (logarithmic) trend lines being added. The trend for Risk (A+B) has yet to turn down to
reflect the underlying reduction since 2002: it is to be hoped that this will happen as ever more
effort is made by our military colleagues to make changes which improve safety in the Airprox
arena.

Military Airprox Rate for every 100,000 hrs flown
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Figure 12: MIL Risk rates 1995 - 2004

Table 9: MIL Airprox Rates per 100,000 flying hours

Military Rates 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004
Rate for (A+B) 5.94 9.27 10.78 6.17 7.13 8.08 9.16 9.50 8.74 6.80
Rate for (A+B+C+D) 17.81 16.99 18.36 14.20 19.14 21.18 18.73 21.83 18.69 20.41
Hours flown in K 539 518 501 486 491 458 502 495 492 456

MIL Causal Factors

Table 10 lists the predominant causal factors assigned to Airprox having a military involvement.
As mentioned previously, sighting issues remain at the top of the list.

Table 10: Most common causal factors for MIL aircraft involvement in Airprox during 2004

Cause Totals:
DID NOT SEE CONFLICTING TRAFFIC 23
LATE SIGHTING OF CONFLICTING TRAFFIC 17
DID NOT SEPARATE/POOR JUDGEMENT 1
DID NOT ADHERE TO PRESCRIBED PROCEDURES
LACK OF CO-ORDINATION BETWEEN CONTROLLERS
DID NOT PASS OR LATE PASSING OF TRAFFIC INFO
CONFUSION OR POOR COORDINATION INCLUDING AT HANDOVER
PENETRATION OF CAS/SRZ/ATZ WITHOUT CLEARANCE
INADEQUATE AVOIDING ACTION / FLEW TOO CLOSE
CLIMBED/DESCENDED THROUGH ASSIGNED LEVEL
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AII‘pI’OX Trends Airprox trends by Flight Classification

CAT~GA

CAT~Mil
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Figure 13: Airprox trends by Flight Classification

In seven of the ten years from 1995 to 2004, encounters between GA and Military aircraft were
the most prolific: in a different seven years, Military ~ Military produced the lowest numbers.
Given the relative numbers of aircraft ‘in the system’, this is probably not surprising. Because all
of the numbers are relatively small, it is unrealistic to expect to be able to draw statistically sound
conclusions from the data. Where the table and figure score, however, is in the ease with which
overall trends can be assessed. In this regard, data in the years from 2000 show that GA~GA
encounters are on a steadily rising trend; the GA~MIL and MIL~MIL trends are now substantially
flat whilst the three trends involving CAT aircraft are downwards, CAT~CAT and CAT~MIL espe-
cially so.

Table 11: Airprox trends - annual encounters involving CAT, GA and Military pilots

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004
GA~Mil 52 50 49 40 52 44 45 57 42 47
GA~GA 46 39 47 44 41 35 45 51 47 55
CAT~CAT] 39 39 41 54 32 36 30 39 13 28
CAT~-GA 23 39 27 31 40 29 23 18 26 27
CAT~Mil 29 26 29 13 29 34 28 20 25 22
Mil~Mil 15 12 14 16 13 18 20 31 23 22

One final figure to conclude this part

of the Report: Figure 14 shows on 0
one plot the ‘risk bearing’ rates per
100,000hours flown for each of the , ML
three main user groups. Trend lines
have been included. R
at‘ GA
Figure 14: Trends in Risk bearing !

rates 1995 - 2004

CAT

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004
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UKAB SAFETY RECOMMENDATIONS

UKAB Safety Recommendations are made when, following its consideration of any given Airprox, the Board
believes that action needs to be taken to address a particular safety matter. It is for the organisation(s) con-
cerned to decide how to respond to a UKAB Safety Recommendation. The information that follows updates
actions being taken in response to those Safety Recommendations published in Report Number 12. Also listed
are Safety Recommendations made more recently together with Responses where available. Updates will
continue to be published until action is complete, indicated by ‘CLOSED’ in the ‘STATUS’ sections below.

Airprox 047/02: 22 Apr 02 involving a DHC8 and a SHAR Risk C

RECOMMENDATIONS: The MOD considers a review of the rules for Visual identification by military air
defence ac in UK airspace.

ACTION: The MOD accepts this Recommendation. HQ 1Gp issued written guidance on 15 May 03 to all Air
Defence aircraft crews on Targets of Opportunity (TOO) that states ‘if the target cannot be identified by 5nms,
crews are to ensure that a minimum of 3000ft vertical separation is maintained. Wherever possible, crews
conducting TOO intercepts are to be in receipt of a radar service and are to avoid traffic that is not in Class G
airspace’.

The above guidance was issued in advance of a planned re-write of Training Instruction 4 of 1984 (T14/84), an
updated version of which was released on 28 February 2005. The relevant parts of Tl4/84 pertaining to TOO
are firstly that only military fast-jet (FJ) aircraft, excepting Hawk, flying day VMC in Class G airspace may act
as, and be intercepted as, TOO. Secondly, TOO is not to be conducted in Advisory Air Routes and thirdly if the
TOO target cannot be positively identified as a military FJ aircraft by 3nm it should be presumed that it is a civil
ac. Inthis event crews are to break off the interception and ensure that a minimum of 1000 ft vertical and 2nm
horizontal separation is maintained.

STATUS - ACCEPTED — CLOSED
Airprox 156/03: 29 Aug 03 involving an A320 and a SHAR Risk B

RECOMMENDATION: That the CAA and the MOD reviews jointly the safety issues associated with ac that
climb or descend in controlled airspace at such high rates that their Mode C indication cannot be interpreted by
TCAS or ground based ATC equipment, thereby inhibiting any warning to pilots and/or controllers.

ACTION: The CAA and the MOD accept this Recommendation. A review team, comprising members from
DAP and SRG, has examined the relevant issues concerning this incident and initiated a study into the effect
of high rates of climb/descent on surveillance infrastructure and safety nets, such as TCAS and STCA. This
work, conducted in cooperation with the MOD, will aim to quantify the problem and allow policy guidance to be
issued to adequately manage the issue. This work is expected to be completed by Summer 2005.

STATUS — ACCEPTED - OPEN
Airprox 004/04: 21 Jan 04 involving a PA31 and a PA28 Risk C

RECOMMENDATION: That the MOD, MOD (DPA), and CAA should jointly review the applicable Boscombe
Down, Thruxton and Middle Wallop aerodrome/approach procedures to ensure that these conform to the
requirements of Rule 39 of the Rules of the Air so as to ensure the safe integration of air traffic at these closely
located aerodromes.

ACTION: The CAA accepts this Recommendation. The joint review involving CAA (SRG, DAP), MOD and
MOD (DPA), of the Boscombe Down, Thruxton and Middle Wallop ADC/APC procedures with respect to com-
pliance with Rule 39 of the Rules of the Air is now complete. The CAA will issue a general exemption from Rule
39 for civil registered aircraft inbound/outbound to Boscombe Down and Thruxton airfields. This will permit
pilots to remain on the appropriate Boscombe Down frequency whilst in the Thruxton ATZ and for civil aircraft
departing Thruxton to adhere to the LOA, contacting Boscombe when airborne. This will enable Boscombe
controllers to be aware of conflicting Thruxton traffic and pass pertinent traffic information as and when neces-
sary.

A condition to the Thruxton Civil Aerodrome Licence will be added requiring the licence holder to take all
reasonable steps to ensure that departing aircraft observe the provisions of the LOA. The text in the UK AIP,
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Pooley’s guide, Military AIP and other relevant documents should be amplified to reflect the importance of the
contents of the LOA and the history of the effects of non-compliance.

A revised LOA is being finalised by Boscombe and Thruxton to give effect to the substantive changes. This
Response remains ‘open’ pending completion of the LOA.

STATUS — ACCEPTED - OPEN
Airprox 018/04: 4 Mar 04 involving a Gulfstream 41 and an F16 Risk C

RECOMMENDATION: The MOD should review the safety arrangements in respect of major air exercises with
a view to establishing an Air Safety Cell for each such exercise in order to minimise the risk of participating
aircraft infringing Controlled Airspace.

ACTION: The MOD accepts this Recommendation. The MOD has established the need to conduct a Safety
Review on the potential requirement for air safety cells for major exercises. Initial work has identified that there
were nine AIRPROX and 18 Mandatory Occurrence Reports submitted during the period 2000-2004 that appear
to have involved exercise aircraft. However, three incidents were reported under both schemes which means
that there were twenty-four incidents reported within a five-year period.

STATUS — ACCEPTED - OPEN
Airprox 059/04: 28 Apr 04 involving an Embraer 145 and a Tornado F3  Risk B

RECOMMENDATION: The MOD and CAA should jointly the terminology used by Air Defence and Air Traffic
controllers when effecting co-ordination with other military and/or civilian ATSUs, the aim being usage of a
standardised form of phraseology which minimises the potential for any misunderstanding.

ACTION: The MOD accepts this Recommendation. As a result, an agreement has been reached that the CAA
and MOD will form a Working Group to jointly review the coordination process and terminology used by military
Air Traffic or Air Defence controllers and civilian controllers when providing traffic information or effecting
coordination with other military and/or civilian ATSUs. Where considered appropriate, terminology will then be
amended accordingly.

STATUS — ACCEPTED - OPEN
Airprox 097/04: 25 May 04 involving an MD80 and a CRJ Risk C

RECOMMENDATION: The CAA revise the UK AIP clearly to promulgate the requirement for flight crews to
report inter alia their cleared level and, if appropriate, passing level, on initial contact with a controller subse-
guent to an RT frequency change.

ACTION: The CAA accepts this Recommendation. The work to produce the necessary amendments to both
the UK AIP and CAP 413 ‘Radiotelephony Manual’ has been completed. Aeronautical Information Publication
(AIP) Amendment AL8/05, effective date 04 August 2005, will promulgate a revision which introduces a new
section on Initial Call and Level Reporting. Consequential changes to the CAP 413 will be issued at the next
amendment to the CAP.

STATUS — ACCEPTED - OPEN

Airprox 124/04: 01 Jul 04 involving a Gulfstream 4 and a Falcon 20 Risk C

RECOMMENDATION: That the MOD review the use of the traffic information phraseology promulgated at
JSP552 915 Serial 5, with a view to including a more comprehensive caution as to its use, highlighting again to
military controllers the potential for confusion when traffic information is transmitted to civilian/foreign aircrews.
ACTION: The MOD accepts this Recommendation. In the light of this Airprox, the existing JSP instructions and
the rationale behind them have been re-emphasised to all Military air traffic controllers and a review of the

subject JSP has been included as part of the action following acceptance of UKAB SRs 039/04 and 059/04.

STATUS — ACCEPTED — CLOSED
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Glossary of Abbreviations

AAI Angle of Approach Indicator CLBL Clear Between Layers
aal Above aerodrome level CcLOC Clear of Cloud
ac Aircraft CMATZ Combined MATZ
ACAS Airborne Collision Avoidance System CPA Closest Point of Approach
ACC Area Control Centre C/s Callsign
ACN Airspace Co-ordination Notice CTA Control Area
ACR Aerodrome Control Radar CTR/ICTZ Control Zone
A/D Aerodrome CWS Collision Warning System
ADC Aerodrome Control(ler) DA Decision Altitude
ADF Automatic Direction Finding Equipment DAAvN Director Army Aviation
ADR Advisory Route D&D Distress & Diversion Cell
AEF Air Experience Flight DF Direction Finding (Finder)
AEW Airborne Early Warning DFTI Distance from Touchdown Indicator
AFIS(O) Aerodrome Flight Information Service DH Decision Height
(Cfficer) DME Distance Measuring Equipment
agl Above Ground Level DUA Dedicated User Area
AIAA Area of Intense Aerial Activity E East
AIC Aeronautical Information Circular EAT Expected Approach Time
AIP Aeronautical Information Publication elev Elevation
AIS Aeronautical Information Services ERS En Route Supplement
alt Altitude est estimated
amsl Above mean sea level FAT Final Approach Track
AOB Angle of Bank FIC Flight Information Centre
AP Autopilot FIR Flight Information Region
APP Approach Control(ler) FIS Flight Information Service
APR Approach Radar Control(ler) FISO Flight Information Service Officer
ARP Aerodrome Reference Point FMS Flight Management System
ASACS SSU Air Surveillance and Control System FO First Officer
Standards and Safety Unit fpm Feet Per Minute
ASR Airfield Surveillance Radar fps Flight Progress Strip
ATC Air Traffic Control GAT General Air Traffic
ATCC Air Traffic Control Centre GCA Ground Controlled Approach
ATCO Air Traffic Control Officer GClI Ground Controlled Interception
ATCRU Air Traffic Control Radar Unit GMC Ground Movement Controller
ATIS Automatic Terminal Information Service GP Glide Path
ATM Aerodrome Traffic Monitor GS Groundspeed
ATS (U) Air Traffic Service (Unit) H Horizontal
ATSA Air Traffic Service Assistant HISL High Intensity Strobe Light
ATSOCAS ATSs Outside Controlled Airspace HLS Helicopter Landing Site
ATSI Air Traffic Services Investigations HMR Helicopter Main Route
ATZ Aerodrome Traffic Zone HPZ Helicopter Protected Zone
AWACS Airborne Warning and Control System HTZ Helicopter Traffic Zone
AWR Air Weapons Range HUD Head Up Display
BGA British Gliding Association IAS Indicated Air Speed
BHAB British Helicopter Advisory Board iaw In accordance with
BHPA British Hang Gliding and Paragliding ICF Initial Contact Frequency
Association IFF Identification Friend or Foe
BINAERS British Isles/N Atlantic En Route Supplement IFR Instrument Flight Rules
BMAA British Microlight Aircraft Association ILS Instrument Landing System
c circa IMC Instrument Meteorological Conditions
CAA Civil Aviation Authority JOlI Joint Operating Instruction
CALF Chart Amendment - Low Flying JSP Joint Services Publication
CANP Civil Air Notification Procedure KHz Kilohertz
CAS Controlled Airspace kt Knots
CAT Clear Air Turbulence km Kilometres
CAVOK Visibility, cloud and present weather better L Left
than prescribed values or conditions LACC London Area Control Centre (Swanwick)
Cct Circuit LARS Lower Airspace Radar Service
CFlI Chief Flying Instructor LATCC(Mil) London Air Traffic Control Centre (Military)
CinC Fleet Commander in Chief Fleet, Royal Navy (West Drayton)
CLAC Clear Above Cloud LFA Low Flying Area
CLAH Clear Above Haze LFC Low Flying Chart
CLBC Clear Below Cloud LH Left Hand
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LLZ
LJAO

LoA
LTMA
MACC
MATS
MATZ

MHz
MoD
MRSA
MSD
MTRA

NATS
NDB
nm
NMC
NK
NR
NVG
OAC
OACC
OAT
oJTI
OLDI
PAR
PFL
PF
PI
PINS
PNF
PTC
QDM
QFE

QFI
QHI
QNH

R

RA
RAS
RCO
RH
RIS
ROC
ROD
RPS
RT
RTB
RVSM
R/W
RVR
S
SAP
SAS
SC

Localizer

London Joint Area Organisation (Swanwick
(Mil)

Letter of Agreement

London TMA

Manchester Area Control Centre
Manual of Air Traffic Services

Military Aerodrome Traffic Zone
Millibars

Megahertz

Ministry of Defence

Mandatory Radar Service Area
Minimum Separation Distance
Military Temporary Reserved Airspace
North

National Air Traffic Services
Non-Directional Beacon

Nautical Miles

No Mode C

Not Known

Not Recorded

Night Vision Goggles

Oceanic Area Control

Oceanic Area Control Centre
Operational Air Traffic

On-the-Job Training Instructor
On-Line Data Interchange

Precision Approach Radar

Practice Forced Landing

Pilot Flying

Practice Interception

Pipeline Inspection Notification System
Pilot Non-flying

Personnel & Training Command
Magnetic heading (zero wind)
Atmospheric pressure at aerodrome airport
elevation (or at runway threshold)
Qualified Flying Instructor

Qualified Helicopter Instructor
Altimeter sub-scale setting to obtain elevation
when on the ground

Right

Resolution Advisory (TCAS)

Radar Advisory Service

Range Control Officer

Right Hand

Radar Information Service

Rate of Climb

Rate of Descent

Regional Pressure Setting

Radio Telephony

Return to base

Reduced Vertical Separation Minimum
Runway

Runway Visual Range

South

Simulated Attack Profile

Standard Altimeter Setting

Sector Controller

ScATCC(Mil) Scottish Air Traffic Control Centre (Military)

ScOACC

SID

(Prestwick)
Scottish and Oceanic Area Control Centre
Standard Instrument Departure

SMF
SOP
SRA
SRA
SRE

SSR
STAR
STC
STCA
SVFR
TA

TAS
TBC
TC
TCAS
TDA/TRA
TFR

Tl

TMA
TRUCE

UAR
UHF
UIR
UKDLFS
UKNLFS
UNL
USAF(E)
uT

UTA
uTC

v

VCR
VDF
VFR
VHF
VMC
VOR
VRP

w
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Separation Monitoring Function
Standard Operating Procedures
Surveillance Radar Approach

Special Rules Area

Surveillance Radar Element of precision
approach radar system

Secondary Surveillance Radar
Standard Instrument Arrival Route
Strike Command

Short Term Conflict Alert

Special VFR

Traffic Advisory (TCAS)

True Air Speed

Tactical Booking Cell

Terminal Control

Traffic Alert & Collision Avoidance System
Temporary Danger or Restricted Area
Terrain Following Radar

Traffic Information

Terminal Control Area

Training in Unusual Circumstances and
Emergencies

Upper Air Route

Ultra High Frequency

Upper Flight Information Region

United Kingdom Day Low Flying System
United Kingdom Night Low Flying System
Unlimited

United States Air Force (Europe)

Under Training

Upper Control Area

Co-ordinated Universal Time

Vertical

Visual Control Room

Very High Frequency Direction Finder
Visual Flight Rules

Very High Frequency

Visual Meteorological Conditions

Very High Frequency Omni Range
Visual Reporting Point
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AIRPROX REPORT No 120/04

AIRPROX REPORT NO 120/04

Date/Time: 5 Jul 1005

Position.  5243N 00015W (5nm SE Bourne)

Airspace: UKDLFS LFAG6 (Class: G)
Reporting Ac Reported Ac

Type: Firefly T67M Harrier
Operator: HQ PTC HQ STC
Alt/FL. 200ft agl 2000ft

RPS 1013 (QFE)
Weather = VMC CLBC VMC HAZE
Visibility:  >10km 6km

Reported Separation.
50-100f tV/O H Not seen

Recorded Separation:
400ft V/IO H

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE SLINGSBY FIREFLY T67M PILOT reports flying a high visibility yellow and black ac with the HISLs selected
on, on a dual instructional sortie in receipt of a FIS from Cottesmore APR and Squawking 4640. While heading
330° at 80kt climbing out from overshoot from a PFL 5nm SE of Bourne, and passing 200ft agl, both QFI and
student saw 2 Harriers pass directly overhead. They were in close echelon right heading in the same direction
and were approximately 50-100ft above. The sighting was too late to enable the student pilot who was flying the
ac to take any avoiding action or for the QFI to take control.

Maintenance of lookout during PFLs is emphasised to students and the instructor had cleared the area visually in
the descent, although for much of the final turn they would have been belly-up to the direction of the Harriers’
approach.

THE HARRIER PILOT reports leading a pair of Harriers recovering from low level to the SE of Cottesmore VMC
in poor visibility, that was in places down to 5km. They were heading 270° at 360kt at 2000ft (he thought) in a L
turn at the E edge of Cottesmore MATZ Stub. All their attention was directed towards looking for other approaching
traffic that would have been at a similar height or above and trying to pick out the runway from the background.
Both ac had head-down FLIR pictures. Although he accepted that this was Class G airspace, it was also the
extended centre-line of busy Fast Jet Stn (he thought). A light ac climbing out of 200ft would have been almost
impossible to see in the visibility conditions, even if it had been pre-warned.

UKAB Note (1): The Wittering METAR for 0950Z was:
EGXT 050950Z 30008KT 9999 SCT028 16/08 Q1018 BLU NOSIG=.

UKAB Note (2): The radar shows the Airprox as taking place in the position and altitude reported by the Firefly
pilot. This was some 11nm SE of the Cottesmore extended centreline and 4nm N of the Wittering extended
centreline.

THE FIREFLY STATION comments that the Firefly pilot had taken every reasonable precaution: he was keeping
a good lookout; he had checked for known transit routes and was operating clear of them in open airspace. He
was under a FIS from Cottesmore, and was keeping them informed of his actions. It was unfortunate that the
Harriers were not on the same frequency and that their direction of approach was from his blind spot: however,
this was due to chance not poor practice and is difficult to avert. Unalerted encounters in the open FIR are always
a risk and even though the Firefly is brightly coloured (yellow), this incident highlights the difficulty in seeing small
ac and should serve to remind all aviators of the need for constant vigilance, especially at low level.
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THE HARRIER STATION comments that this Airprox has raised concerns in that several ac are all legitimately
using a fairly small area of airspace. Although operating in Class G airspace, the Units involved (Cottesmore and
Barkston) have made preliminary plans to discuss an operating procedure that will accommodate the needs of all
parties and should prevent similar recurrences.

MIL ATC OPS reports that a Firefly was carrying out PFLs 10 nm ENE of Wittering from 100-2500ft on the Barnsley
RPS of 1013mb and in receipt of a FIS from Cottesmore APR. At 1008:20, the Firefly reported " climbing away
from PFL...got an Airprox to report...currently 5...(transmission interrupted)...2 Harriers who were heading
north...height 250 ft whilst climbing away from PFL VMC". APP was not able to copy the details and after a repeat
transmission the details "Airprox...time minute 05 with 2 Harriers 5 miles south east of Bourne and 2 Harriers were
heading north in tight formation and VMC" were acknowledged. The Firefly immediately transferred to Cranwell
APP. The 2 Harriers called APP for a service at 1006:05, after the Airprox had occurred, reporting their estimated
position as "10 miles south east of the field at 1000ft" and duly commenced their recovery to Cottesmore.

Analysis of the Claxby Radar recording clearly shows both ac operating to the NE of Wittering. However, neither
ac was showing on Cottesmore Radar, due to their height at the time of the incident, giving APR no opportunity to
pass Tl to the Firefly. The Harriers did not contact APR until after the Airprox had occurred. There are no military
ATC causal factors in this Airprox.

UKAB Note (3): The recording of the Claxby radar shows at 1004 2 fast moving ac 11nm SE of the Airprox position
heading NNW at FL0O2. At the same time the Firefly is seen operating 2nm WNW of the Airprox position at FL16.
The Airprox occurs at 1005:20 with the Harriers in close formation at FLO7 heading NNW crossing directly over
the track of the Firefly which is at FLO3.

HQ PTC comments that this seems to be an instance of the 2 participants carrying out their tasks perfectly
legitimately but unfortunately, at the same place and time. That the Harriers were unaware of the event is worrying
but it seems to have occurred some time earlier than the impression they give — certainly clear of both airfields’
extended centrelines and probably before they came into Cottesmore radar cover. Nevertheless, neither was in
a position to significantly affect the outcome. Had the Harriers climbed out of low-level earlier and been in contact
with their base (to which the Firefly had been talking) then some Tl might have been possible. We are encouraged
that both Units are talking together to avoid a repetition.

HQ STC comments that the chosen area for PFLs by the Slingsby pilot was very close to the Wittering MATZ. He
had made the effort to get a FIS from Cottesmore APP (the LARS provider for the area) to highlight his position.
However, the FIS would not guarantee that the Harriers would be reported to the Firefly and in this case the
Harriers were below radar cover. Therefore, the Firefly probably placed undue reliance on an ATS that would
probably not have helped him.

Furthermore, the tardiness of the Harriers in calling Cottesmore APP, seemingly after the Airprox, had meant that
the controller had no chance of calling in the non-radar contact Harriers to the non-radar contact Firefly. The
Harriers would appear to have left their RT call until too late being some 8nm from the MATZ boundary when the
BINA En-Route Supplement states "If not under ATCRU control contact Cottesmore APP at least 10nm from the
MATZ boundary". When this is coupled with the reported visibility minima (5km) for low-flying then the Harrier's
decision, in hindsight, was not a very wise one.

HQ STC is encouraged that Cottesmore and Barkston Heath are planning to come to a local agreement to reduce
the chances of recurrence. It is suggested that the final plan is published to other regular users of that airspace
at a forum such as the Lincolnshire Airspace Users' Group (LAUG), which is chaired by HQ 3Gp ATC.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, transcripts of the relevant RT frequencies, a radar
video recording, reports from the air traffic controllers involved and reports from the appropriate ATC and operating
authorities.

Members noted that not having seen the Firefly or apparently been aware of its position, the Harrier pilot’s report

related to the position of the pair a few minutes after the actual incident. The Board commented that this might
account for the substantially differing perceptions of the weather by the pilots involved. While accepting that
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observed visibilities can differ depending on the view point, had it been as low as the 5km reported by the Harrier
pilot then perhaps calling Cottesmore APR earlier would have been a wise precaution. His actions would then
have been in accord with the requirements of the Cottesmore Flying Order Book and would have revealed the
presence of the Firefly thus allowing the Harrier pair to avoid it. Notwithstanding, Members felt that neither the
weather nor the position of the Sun were factors in this incident.

The Board welcomed the action by HQ STC and HQ PTC to attempt to co-operate in this busy airspace but were
informed that a LoA had been in existence some years previously. The HQ PTC Member agreed to report the
results back to the Director, which action will be recorded.

Members agreed that the Firefly instructor had taken appropriate precautions before conducting his PFL. While
accepting that his chosen location was close (5nm) to both Cottesmore and Wittering MATZs, it was not on either’s
approach path and Members considered that his selection was reasonable. Since the Harriers had approached
from the Firefly’s 6 o’clock, its pilots could not reasonably have been expected to see the pair. Since the Harriers
had elected to fly below the Cottesmore radar cover, APR could not have provided the Firefly pilots with any
advance warning of the other ac’s approach.

Members discussed why the Harrier pilots, particularly the wingman, had not seen the Firefly. It was suggested
that they may have just commenced their pull up from low level and the Firefly may have been below their noses.
Also, it was tail on and would therefore have presented a very small target, perhaps blending in with the agricultural
background. However, they did not see it and flew almost directly above it, separated by a few hundred feet.
Fortunately there had been no actual risk of collision due to the existing vertical separation that was increasing
because of the differing climb rates of the respective ac. Members however, determined that since the Harrier
pilots had not been aware of the presence or proximity of the Firefly, the safety of the respective ac had not been
assured

PART C: ASSESSMENT OF CAUSE AND RISK
Cause: Non-sighting of the Firefly by the pilots of the overtaking Harriers.

Degree of Risk: B.
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AIRPROX REPORT NO 121/04

Date/Time. 8 Jul 1422

Position: ~ 5726N 00413W ioss N\
(9nm SW Inverness - elev 31ft) L "

Alrspace: FIR (Class: G) [ E—— NS
Reporting Ac Reported Ac By LY o

Type: JS32 Jetstream  PA38

Not radar derived
nor to scale

Operator: CAT Civ Pte Oesbarech >0
Alt/FL. 2700ft 2600ft SRS,

(QNH 1019mb)  (QNH 1018mb)
Weather n VMC CLOC VMC CLBC
Visibility:  30km 40km

Reported Separation.
<300ft V/200m H 50ft V/300m H

Recorded Separation.: uss!
NR

INs 13D INS D12
4500 (DAVOT)

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE JS32 PILOT reports inbound to Inverness IFR via W3D having been cleared by Lossiemouth RADAR for an
ILS approach onto RW05 squawking an assigned code with Mode C. The visibility was 30km in VMC and the ac’s
nav, strobe and landing lights were all switched on. About 20nm from Inverness he was transferred to Inverness
TOWER on 122-6MHz and although ‘visual’ decided to carry out the new ILS procedure for training. The only
traffic reported by ATC, he thought, was “a fast moving jet to the south” which was not affecting their flight
(Inverness has no radar). Established on the ILS LLZ at 9nm heading 055° at 150kt and 2700ft QNH, the platform
altitude, a blue/white PA38 was visually acquired moments before it passed down their LHS about 200m away and
above, at between 2700-3000ft. This placed the PA38 on the extended C/L of RW23 and within 300ft vertically.
He assessed the risk as high. They had not heard the PA38 pilot call on the radio during the time that they were
on the same frequency prior to the Airprox. As far as they are aware, there are no VFR departure/arrival
procedures at Inverness, something that in his view could be looked at owing to the increase in commercial traffic
using the airport. The PA38 was then found to be on the frequency as the Tower controller asked its pilot “did you
see the Jetstream” to which he replied “yes”.

THE PA38 PILOT reports flying a local solo sortie from Inverness and in receipt of a FIS from Inverness TOWER
on 122:6MHz. The visibility was 40km, flying 2500ft below cloud in VMC. The ac’s lower fuselage was coloured
blue with white upper half and wings and the anti-collision beacon was on. Previously he had booked out with ATC
and told them that his planned route was Inverness — Loch Ness — Drumnadrochit — Beauly — Inverness. He
departed RWO05 and followed a RH cct before setting course towards Inverness City, telling ATC that his maximum
altitude would be 3000ft. The controller informed him of a Jetstream approaching by way of the ‘arc approach’
from the DAVOT direction so he climbed to 2500ft. He heard the Jetstream pilot call “furning onto the arc” as he
approached Inverness so he kept a good look out. After passing the City close to Dochgarroch heading 215° at
100kt the Jetstream pilot called “70 DME” which put the subject ac in the same area. Ten to 15sec later the
Jetstream was seen in his 1030 position, about 600m away, and it was clear that it was not close enough to pose
arisk and avoiding action was not necessary. The JS32 passed down his LHS by 300m at a slightly lower altitude
(-50ft) in a shallow descent; his altitude was 2600ft. Although he was told about the direction from which the JS32
was approaching, he had not been informed of its altitude or position at any time. He did not have detailed
knowledge of the approach path flown by the Jetstream but, from his previous experience and warnings given by
instructors, he had come to expect instrument approaches to be flown not further out than the city below 3000ft.
Later he found out that the day of the Airprox was the first day of the new IAPs at Inverness which lengthened the
Jetstream's track by 4nm, he thought, which took the flight out to Lochend. He believed that when he had reached
the edge of the city he was past the Jetstream.
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THE INVERNESS ADC/APP reports the JS32 was inbound on W3D from the SW and subsequently undertook
the 12 DME VOR ARC to ILS procedure for RW05. Meanwhile, the PA38 had departed VFR to Loch Ness 14nm
SW of the airport. Tl was passed to both acs’ pilots with respective intentions. At 1422 the pilot of the JS32
reported an Airprox against the PA38 which passed approximately 300ft above at a distance of about 500ft,
heading SW. The PA38 pilot later reported seeing the JS32 at the same time.

UKAB Note (1): The Inverness METAR was EGPE1420Z 05009KT 9999 FEW020TCU SCT050 16/08 Q1018=

ATSI reports that owing to a problem with the recording of Inverness RT a CD of the frequency was produced but
the quality was such that no transcript could be completed.

The PA38 pilot requested departure for a local flight to Loch Ness, at 1412, reporting a maximum operating altitude
of 3000ft. Lossiemouth were informed of the flight's details and issued a squawk 3727. This was passed to the
pilot and he was cleared for take off RW05 with a R turn out maintaining VFR at 1413. Shortly afterwards the
Jetstream crew contacted Inverness, reporting at 17 DME, descending to 4000ft and were cleared for the arc
procedure 05, with further descent on the procedure. At 1415 the PA38 pilot was informed about the Jetstream
32 shortly undertaking the 12 mile arc procedure RWO05 from the vicinity of DAVOT. This was followed by Tl to the
Jetstream crew on a VFR PA38, not above 3000ft, routeing from the airfield to Loch Ness; the crew responded
'looking'. It is considered that the controller fulfilled his responsibilities in passing appropriate Tl to both flights.

Apparently, according to the Manager ATC, the Airprox occurred on the first day of the introduction of the 'new' ILS
procedure. The basic change was a 12nm arc rather than 10nm. The UK AIP shows implementation date for this
as 01/05/2003. The MATC commented that its introduction had been delayed owing to not gaining approval for a
road closure until 2004. During this period, a number of N

UKAB Note (2): The UK AIP AD2-EGPE-8-7 promulgates the Inverness Direct Arrivals (ARC) procedure for RW05
from W3D routeing inbound to the INS on the R193 descending to not below 4500ft. From INS DME 13nm turn L
to establish on the INS DME 12nm arc clockwise and when established descend along the arc not below 3500ft.
After crossing step down VOR INS R215 continue descent to 2700ft then from lead VOR INS R225 turn R onto
ILS LLZ. The IAF at INS R193 12nm used to be named DAVOT when associated with the previous Direct Arrivals
procedure where a L turn was commenced to establish on the DME 10nm arc.

UKAB Note (3): The Airprox occurs below recorded radar coverage.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, recordings of the relevant RT frequencies, reports
from the air traffic controllers involved and reports from the appropriate ATC authorities.

Members agreed that there were some interesting lessons to be learnt from this Airprox. Although the PA38 was
a locally based ac and its pilot was aware of the IAP, would or should he be expected to know the exact details of
an IFR procedure if he was a PPL holder flying VFR. From his report the PA38 pilot had shown good situational
awareness, following the JS32’s progress from its crew’s reports, but he had not appreciated the vertical profile
that would be flown during the Direct Arrivals procedure. The JS32 crew were in receipt of an Approach Control
(procedural) service from Inverness and, although flying in VMC and being visual with the airport, they had elected
to fly the IFR procedure which was in Class G airspace where the onus was on them to ‘see and avoid’. This IAP
does not have CAS protection and lookout for other traffic, which may be flying in the area VFR and not working
any ATSU, is at all times paramount. Contrary to their recollections, the JS32 crew were passed Tl by the
Inverness ADC/APP on the PA38 flying VFR in the opposite direction not above 3000ft. The crew were then
somewhat ‘surprised’ to see the PA38, very late, just before it passed on their LHS by 200m, slightly above, as
they were established inbound on the ILS. Members agreed that this very late sighting had been a part-cause of
the Airprox. The PA38 pilot had been given Tl and had monitored the JS32’s progress and realised, commendably,
that when its crew reported at 10 DME the ac was in the immediate vicinity. He then saw the JS32 as it appeared
in his 1030 position 600m away and slightly below, not above as expected, which Members agreed had been a
late sighting and a second part-cause of the Airprox. The PA38 pilot’s expectations of not encountering IAP traffic
flying inbound from the SW of the city below 3000ft were incorrect as both the ‘old’ and ‘new’ IAP’s promulgate
‘platform levels’ below that altitude in the Airprox area. However, when the PA38 pilot saw the JS32, he had quickly
realised that the subject ac were not on conflicting flight paths with no avoiding action necessary, being content to

24



AIRPROX REPORT No 121/04

watch it pass 300m to his L slightly below. The PA38 pilot was always in a position to manoeuvre his ac, if required,

had the situation deteriorated, which was enough to persuade the Board that safety had been assured during the
encounter.

PART C: ASSESSMENT OF CAUSE AND RISK

Cause: A very late sighting by the JS32 crew and a late sighting by the PA38 pilot.

Degree of Risk: C.
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AIRPROX REPORT NO 122/04

Date/Time: 12 Jul 1423

Position.  5142N 00217W

(Nympsfield Glider site - elev 700ft)
Airspace.  FIR/UKDLFS - LFA 2 (Class: G) =

Reporting Ac Reported Ac oo
Tvpe: Ka13 Glider Tornado GR4 pr e
Operator: Civ Club HQ STC
Alt/FL. 1700ft 2260ft L 5y

(aal) RPS (1012mb)
Weather ~ VMC CLBC VMC CLBC e
Visibility: ~ 20nm 20km e
Reported Separation. A H

200ft V/100ftH  500ft V/200m H ) zz....ﬁ“"'éu ---- oy
Recorded Separation. 2

Not recorded

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE KA13 GLIDER PILOT reports he was instructing a student in this red and white trainer whilst conducting
general handling within the circuit area of Nympsfield glider site. The glider was one of several gliders (no more
than 6) using the ridge lift and operating typically between 1200-2000ft amsl. Heading E at 50kt, flying level at
1700ft above the site elevation of 700ft amsl| he spotted two Tornado jets 500ft away approaching from ahead and
to the left. No avoidance was required as the pair of jets passed to port - the closest about 100ft away horizontally
and 200ft above his glider - but it was “far too close (and fast) for comfort”. He assessed the risk as “high”.

THE TORNADO GR4 PILOT provided a comprehensive and frank account reporting that he was leading a pair of
grey Tornado GR4 ac in formation on a ‘Hi-Lo’ ‘Convex Attack 2’ sortie as part of his conversion course. The sortie
commenced with a medium level transit followed by a descent into LFA2 to low-fly in the SW of England and a
range detail in Wales. Following the initial descent with LATCC (Mil) he was handed over to Brize Norton ATC and
descended to 2500ft ALT with Brize RADAR, clear of any known traffic where they achieved visual contact with
the ground, whereupon he called his wingman over to another ATSU’s frequency for the transit down the Bristol
Channel. He was also monitoring the low-flying frequency of 300-8MHz and a squawk of A7001 was selected with
Mode C. Whilst heading 245° flying level at 2260ft Cotswold RPS (1012mb) at 469kt switching between ATSUs,
he spotted a glider — possibly white and red in colour — about 1km away to port, heading away from his intended
track and below his ac. He called the glider into his No2 who at this stage was in loose arrow formation off his
starboard quarter. The glider passed about 200m away to port and 500ft below the pair but no avoiding action was
taken. The incident followed a descent with Brize Norton ATC who had informed them that the formation was clear
of all known traffic about 1min beforehand. After the sortie, on closer inspection of the route he realised that the
Nympsfield glider site has a “nhon-standard upper limit” that he had flown the formation through. However, he
added that the glider was sighted and called well below the formation and assessed that there was “no” risk of a
collision.

UKAB Note (1): The UK AIP at ENR 5-5-1-4, promulgates that Nympsfield Glider launching site is active during
daylight hours for winch and aerotow launches which may attain a height of 3000ft above the site elevation of 700ft
amsl.

UKAB Note (2): The UK Mil AIP at Vol 3 UKDLFS Pt 1-2-2-5 stipulates that Nympsfield Glider Site - GS08 - is to
be avoided by 2nm [below 2000ft msd] and notes that gliders operate up to 3000ft agl.

THE TORNADO GR4 PILOT’S STATION comments that although the sortie was correctly briefed and authorised

it would appear that the crew did infringe the Nympsfield Glider Site. However, a descent into the LFS in the area
of the Bristol Channel is fraught with hazards: airways, glider sites and nuclear power stations, to name but a few.
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The GR4 pilot was on a high workload sortie, leading a pair for his second attack conversion sortie and was keen
to get the formation in good shape for entry into low level. Nevertheless, the lead GR4 crew did see the glider
below and to the L in good time and it posed no risk.

In normal circumstances this would have been a ‘see & avoid’ incident. Unfortunately the crew were not aware
that the glider site they planned to overfly within normal limits (above 2000ft agl) did in fact have a ‘top limit’ of
3000ft. Whilst the old adage of “don’t assume, check” applies, the use of computerised planning equipment such
as the Tornado Advanced Mission Planning Aid (TAMPA) increases the chances of not spotting the obvious. This
is by no means an excuse and steps have been taken to highlight the anomaly of the two glider sites having higher
that “normal” limits to all the flying units on the Station and advice has also been given about overflight of such
sites.

UKAB Note (3): This Airprox is not shown on recorded radar: the Clee Hill Primary was out of service when the
Airprox occurred. However, the Clee Hill SSR recording does show the Tornado GR4 (presumed to be the lead
ac) identified from its Brize RADAR squawk switching to A7001 just after the pair pass 1nm N abeam Aston Down
indicating 2600ft Mode C (1013mb). The jets turn westbound and are shown maintaining 2400ft Mode C - about
1820ft QNH (1017mb — the nearest actual QNH for this period) - and some 1670ft above Nympsfield’s elevation
of 700ft as they enter the UKDLFS mandatory avoidance area. After passing marginally to the N of the Glider site
at 1423:39 level at about 1670ft aal, the jets turn SW and descend clearing the stipulated 2nm avoidance area
boundary at 1423:57.

HQ STC comments that the Tornado GR4 crew should have noted the 3000ft marking on the UK Low Flying Chart,
which denoted that in addition to the standard glider-site avoid, Nympsfield was promulgated for winch launching
and aerotows to 3000ft agl. This would have been apparent in the planning stage. The fact that they had not
allowed for the elevation of the field and had even encroached the standard glider site avoid margin of 2000ft ag|
was indicative of their poor preparation. Fortunately, they were aware of the glider's presence from a reported
distance of 1km, and were in a position to avoid it if required, however, their chosen flightpath was too close and
obviously caused the glider pilot concern.

It is unfortunate that the glider was not capable of transponding as this would have aided in the assessment of
both pilot's estimation of separation; which would appear to be different. In addition, it would have made the glider
more visible to Brize Radar, who may well have reported it to the Tornado prior to them going en-route and would
have ultimately helped in assessing the level of risk.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, radar video recordings, and a report from the
appropriate operating authority.

The glider pilot reports he was flying within the Cct area at Nympsfield which, although his glider was not shown
on the SSR recording from the Clee Hill Radar, would normally be well within the confines of the applicable LFS
avoidance area. A gliding advisor stressed, however, that the 3000ft warning promulgated in the UK AIP refers to
the winch launch activity not to aerotows, which could potentially be much higher. Moreover, pilots should be in
no doubt that glider pilots are not constrained to operate within these limits in the close vicinity of these sites,
gliders will frequently be encountered above these heights off the winch and in his view locations such as this
should be given as wide a berth as is practicable. For his part the glider pilot had spotted the two jets as they
passed 100ft port and 200ft above his glider and had reported that no avoiding action was required. Indeed, there
was probably very little he could have done either to manoeuvre out of the way of the formation when confronted
with ac flying at a near head-on aspect at these speeds.

The GR4 pilot had reported that Brize Norton ATC had informed them that the formation was clear of known traffic
about 1min beforehand. A civilian controller Member thought that the GR4 pilot’s report suggested a somewhat
unrealistic expectation of what ATC could do for him. Gliders are notoriously difficult to detect by primary radar
and would probably not have been displayed to the Brize Norton controller:. hence, the ‘known’ traffic would
generally refer to that which was displayed or might be under the control of Brize ATC at the time. Moreover, the
jets would have flown some 8nm in the intervening 1min period after switching frequencies. The Board noted the
Command’s comments about transponders: although this topic has been raised before, the advent of a light-
weight transponder with adequate battery life seemed to be a little way off yet. Some Members also asked if the
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glider site was marked on the Brize Norton SRE video map, but the Mil ATC Ops advisor was unsure on this point
and undertook to check up on this issue outwith the meeting.

The Board recognised that the catalyst to this Airprox was the intended route of the Tornado GR4 formation
through this vicinity that was established at the flight planning stage. The Board’s low-flying advisor briefed the
Members that the notified elevation of Nympsfield resulted in this unusual, but not unique, upper limit of the winch
launch warning at 3700ft amsl. He emphasised that only that portion from the ground to 2000ft agl was a
mandatory avoidance area (AA) for military aircrew: the upper 1000ft having the status of a warning only.
Nevertheless, Members recognised the inherent danger to ac if pilots flew below the promulgated maximum
winch-launch height warning. The radar recording showed that the lead GR4 had also penetrated this lower 2000ft
band as the formation followed their planned route — flying just marginally to the NW around Nympsfield - which
Members attributed to inadequate situational awareness by the formation leader, his navigator and also the crew
of the No2. It was not clear from the reports provided if the No2 Tornado was crewed by instructional staff
monitoring the progress of this ‘Convex’ sortie, but if they were then their omission was also potentially contributory
to the cause. The mandatory AAs associated with the two glider sites at Aston Down and Nympsfield were
promulgated in the UK Mil AIP for the benefit the lead GR4 crew and his No2, moreover they were also marked
on the applicable military LFC. That the GR4 formation leader had planned his route to pass marginally to the NW
of the Nympsfield site within the AA and then chosen to fly through at low-level was an entirely needless planning
error, which should have been picked up before the crews even walked to their ac. Some Members queried why
the sophisticated planning aids now available to crews had not 'flagged’ this up, but the Board was informed that
devices such as the TAMPA were not able to highlight the potential for problems such as occurred here. The
Tornado pilot’s station had commented that the sortie had been “correctly briefed and authorised”, but military
Members were surprised that the supervisory chain at the unit had not detected this basic planning error. The pre-
flight brief should have revealed to the crews flying this sortie the dimensions of the AAs encompassing these sites
and the 3000ft agl upper ‘height’ of the warning. That the crews were unaware of this danger beforehand
suggested to the Board that this formation’s outbrief was not as comprehensive as it should have been. Moreover,
notwithstanding any applicable delegated self-authorisation for training flights, the planned route should have
been checked by instructional/supervisory staff and the squadron duty authorising officer, who should have
detected that the planned route went straight over Nympsfield. Thus they should have either suggested an
alteration to the planned track, or cautioned the crews to maintain a higher transit altitude in this vicinity thereby
giving this glider site a wider berth. In the Board’s view this was a significant contributory factor. The STC fast-jet
Member agreed that this was an important lesson that needed to be broadcast widely. Consequently, he
undertook to highlight this Airprox, through DASC, as a salutary lesson for inclusion in the syllabus of the Flying
Authorisers Course. It was fortunate that the formation leader spotted the glider when he did from about 1000m
away and he might well have been able to have afforded greater separation if needs be: that he did not do so
ultimately gave cause for concern to the glider pilot. The Board concurred with the Command’s view and the
Members agreed unanimously that the cause of this Airprox was that the Tornado GR4 formation flew through the
Nympsfield Glider Site Avoidance Area and close enough to cause concern to the glider pilot.

Turning to the inherent risk: neither the glider pilot nor the Tornado pilots took any avoiding action when they
spotted each other’s ac. The Tornado GR4 formation leader reports that he flew 500ft above the red & white glider
some 200m away, whereas the latter’s pilot commented that the jets passed closer at 200ft above his ac and 100ft
to port. This was probably not a particularly comfortable distance, but as the glider did not show on the recording
this anomaly could not be resolved with certainty. Furthermore, without the benefit of Mode C from the glider it
was impossible to determine the actual vertical separation that pertained independently as each pilot’s account
differed markedly. Weighing all these factors carefully, therefore, Members concluded that in the circumstances
reported here no risk of a collision had existed.

PART C: ASSESSMENT OF CAUSE AND RISK

Cause: The Tornado GR4 formation flew through the Nympsfield Glider Site Avoidance Area and close enough
to cause concern to the glider pilot.

Degree of Risk: C.

Contributory Factors: The ‘supervisory chain’ at the unit did not detect the GR4 formation leader’s flight planning
error.
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AIRPROX REPORT NO 123/04

Date/Time: 7 Jul 0931

Position:  5413N 00014W (2nm E Filey)

Airspace:  London FIR/UKDLFS LFA 11 &

(Class: G)

Reporting Ac Reported Ac
Type: Cessna F406 Tornado F3
Operator: Civ Com HQ STC
Alt/FL: 400ft T NR

(Rad Alt) NR
Weather = VMC CAVOK VMC
Visibility:  20km >10km

Reported Separation.
300ftV YanmH NR I

Recorded Segar ation: o L 2NM RECONSTRUCTION
NR

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE F406 PILOT reports flying a Fishery Patrol Flight from Humberside in a blue and white ac with no TCAS but
with HISLs selected on, squawking 4100 (on the date of the incident, a Fishery Patrol code) in receipt of a FIS
from Humberside. While heading 340° at 140kt following a 100ft pass of a fishing vessel which was operating
close inshore and on passing the vessel he initiated a climb to their cruising altitude. When passing 400ft he
sighted an ac %nm away heading in the opposite direction. He believed the pilot saw them as the other ac climbed
and turned R. His major concern was that the other ac was heading S with a cliff face on its right hand side which
had limited its ability to turn R when the pilot saw another ac heading in the opposite direction. After passing down
his port side he lost sight of the ac however, both his First Officer and Systems Operator saw the ac climbing to
approximately 1000ft in the vicinity of Flamborough Head before heading off in a Northerly direction. He
commenced a R turn to avoid it and assessed the risk of collision as being medium.

THE TORNADO F3 PILOT reports flying a grey ac with HISLs selected on conducting GH prior to conducting air-
to-air refuelling for subsequent task. He was in the area where the Airprox was reported but did not see any other
ac at that time.

THE TORNADO F3 STATION reported that since the crew of the F3 did not see the other ac, nor were they made
aware of any in their vicinity, they could not add any meaningful comment.

ATSI reports that there are no apparent ATC causal factors in this incident. The F406 was receiving a FIS from
Anglia Radar and was flying below radar cover. For information, Anglia had warned that D323B/C were active with
further descent below the base to 1000ft. The pilot commented that they had been informed that operations were
being carried out only down to 5000ft.

UKAB Note (1): The recording of the Claxby Radar shows the Tornado operating in the area off the E coast, to
the N of Flamborough Head, prior to the incident; 22 min before the event it descends below the base of radar
cover heading SE along the coast. It reappears to the SE of the incident position 1 min after the event having
reversed onto a NNW heading and commenced a climb, passing the F406 again, but 2000ft above it as they cross.
The F406 can be seen before and after the incident, operating in the Filey area. Before the incident it descends
below radar cover and it reappears climbing through 500ft heading NNW immediately after the reported time of
the incident. Although the actual Airprox is not shown on the recording, there is little doubt that the ac involved
was the subject F3. By deduction from its positions before and after the incident it was heading SSE and was
below radar cover. Further since the F406 starts to paint with Mode C indicating FLO05 and the QNH at the time
of the incident was 1020mb, it can be calculated that the base of radar cover at that point is 280ft; the F3 was
therefore below that height, but probably above 250ft which was its minimum authorised altitude.
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UKAB Note (2): The height of the cliffs to the W of the incident area (from OS Sheet 101) is up to a maximum of
288ft.

HQ STC comments that attempts were first made to contact the crew involved in this incident 5 days after AIS (Mil)
tracing action; unfortunately, they were not made aware of this and only became involved 6 weeks later. That said,
they remembered the sortie as their leader had had an engine failure on take-off that had enabled them to re-call
the sortie in question. At the time of the Airprox the crew (2 very experienced aviators) were conducting GH,
including max-rate turns, down to a minimum of 250ft Rad Alt whilst awaiting their AAR slot time. They were not
using D323B/C and were flying in Class G airspace. The ac was fully serviceable with a working air-to-air radar
that would undoubtedly have detected the F406 with the head-to-head aspect of the encounter. Unfortunately, the
videotape recording, the radar and HUD pictures had not been saved.

Without the aid of a radar trace there would appear to be insufficient information to comment on this Airprox.
However, it is likely that one of 2 events occurred; either the Tornado passed close to the F406 without seeing it,
or they saw it but was far enough away not to concern the Tornado crew but close enough to cause the F406 pilots
concern. Thus the Tornado crew could not recollect the encounter after the passage of several weeks.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, radar video recordings, reports from the air traffic
controllers involved and a report from the Tornado F3 operating authority.

The Board determined that the F406 and the Tornado had both been operating in Class G airspace. Members were
reminded by a specialist that military ac operating below 2000ft and within 3nm of the coast should be booked into
the UKLFS. Since the F406 pilot had not issued a CANP or other warning of his flight, probably for justifiable
operational reasons, his presence would not have been revealed to the Tornado crew during their pre-flight
planning. This being the case, both pilots were relying solely on the ‘see and avoid’ principle. The F406 pilot saw
the Tornado and thought, erroneously it transpired, that its pilot had seen his ac, surmising that the Tornado pilot
may have been unable to take effective avoiding action because of the cliffs. Expert advice was that this would
not have been the case; had the Tornado pilot seen the F406 the performance of the jet would easily have allowed
a climbing avoidance manoeuvre. The manoeuvring actually carried out by the Tornado pilot was done with no
knowledge of the presence of the F406 either before or after the incident.

Unfortunately due to a breakdown in communication at the station the Tornado pilot did not compile his report until
well after the event with consequent memory fade. He did however, state that he did not see any other ac and
Members determined that this had probably been the case. That being so, they were surprised that the fighter
crew were not aware of the F406 either on radar or visually. It may have been that their arousal state was low
since the first planned part of their training was cancelled and, in effect, they were using up time before being able
to join the tanker.

In the event however, the F406 pilot saw the Tornado and was able to take avoiding action. This combined with
the fortuitous turn by the Tornado increased the separation to an extent that there was no risk that the ac would

have collided. In addition, although the actual separation could not be determined, the Board accepted that the
figure of “a nm and 300ft reported by the F406 pilot was the best estimate, further reinforcing this assesment.

PART C: ASSESSMENT OF CAUSE AND RISK
Cause: Non-sighting by the Tornado F3 crew and a late sighting by the F406 pilot.

Degree of Risk: C.
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AIRPROX REPORT NO 124/04

Date/Time. 1 Jul 0829

Position 5701N 00414W (12nm S by W of GUSSI)
Airspace:  ADR W3D (Class: F) AN e
Reporter:  ScACC W Coast SC b II e SN
First Ac Second Ac o o
Tpe Gulfstream 4 Falcon 20 :m/
Operator. Civ Comm Civ Comm 12000829137 Y N
Alt/FL:  FL120 NK oot ar L B1 | R
(1013 mb) I 0828:44\ \’\}
Weather =~ VMC CLBL NK A
Visibility:  20nm NR I /
Reported Separation: ! 082741 ue
ScACC: Not reported e ;/
6-700ft V NK
Recorded Separation: e
300ft min V/1-9nm @ 0828:55
1-7nm min H/700ft V

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE ScACC WEST COAST COMBINED TACTICAL & PLANNER CONTROLLER (W COAST SC) reports that
the Gulfstream 4 was inbound to Inverness routeing ADR W3D. Just before he transferred the flight to
Lossiemouth RADAR he had co-ordinated this ac with SCATCC (Mil) Console 4 (CON 4), to be not below FL120
against their traffic at FL110 tracking northwest — the Falcon 20. This co-ordination was duly passed on to
Lossiemouth RADAR and accepted by the controller. The Gulfstream crew was then transferred to Lossiemouth
ATC for an ATS approaching GUSSI, after which the Gulfstream’s Mode C was observed to descend below FL120
into conflict with SCATCC (Mil)’'s Falcon before making an avoiding action turn and climbing back up. STCA was
triggered and prescribed separation was eroded, but he did not specify to what degree.

THE GULFSTREAM 4 (G4) PILOT provided a comprehensive report about his flight from Londonderry/Eglinton
to Inverness for which an IFR FPL had been filed. The ac has a white/crimson livery and the HISLs were on whilst
flying at 250-270kt in VMC, some 3000ft above cloud, between layers, with an in flight visibility of 20nm. TCAS is
fitted, but neither a TA nor RA was enunciated during the period of the Airprox.

Whilst in transit on the heading assigned at FL190, about 5min before the Airprox occurred, Scottish CONTROL
cleared them for descent to FL120 in preparation for their descent into Inverness. At about the same time the flight
attendant came up front and made an enquiry about ground transport for their passengers and he informed her
they would check it out. His co-pilot then made an RT call and resolved the administrative query. SCACC switched
them over to Lossiemouth RADAR who cleared them “direct” to the INS VOR, with additionally a garbled message
about “...traffic off your right side...garbled...then an audible FL110”, which his co-pilot interpreted as a clearance
to descend to FL110. At about 22nm from the INS, the co-pilot quickly selected FL110 on the altitude select panel,
but he explained to his co-pilot that it was the other traffic that was at FL110 and quickly reselected it back to FL120
himself. The other ac was spotted about 1nm away but the altitude hold was momentarily deselected thereby
allowing the ac to drift down to FL117. [UKAB Note1: Mode C shows the G4’s descent was arrested at FL113].
However, he quickly realised what had happened and promptly initiated a return to FL120. Shortly thereafter, they
were instructed to head W and to maintain FL120, which required a 45° L turn off their heading. At no time did
they lose sight of the converging traffic out to starboard, which was 6-700ft below them. Lossiemouth ATC then
“recleared” them direct to the INS VOR. Upon landing at Inverness they were asked by the TOWER controller to
call ScCACC by phone. He spoke briefly with both SCACC and Lossiemouth controllers and acknowledged that he
had deviated from his assigned level by 300ft. Nevertheless, the SCACC controller informed him a report would
be filed. The risk was assessed as “minimal”.
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THE FALCON 20 (DA20) PILOT provided a brief report saying that he was inbound to Kinloss and in receipt of a
RIS he thought from Lossiemouth RADAR [actually SCATCC (Mil)] TCAS is not fitted. He was operating VFR, no
other traffic was seen, nor was any avoiding action requested by ATC. The risk was “not known”.

MIL ATC OPS reports that the timings of the RT tape recordings at Lossiemouth were found to be inaccurate by about
6mins; the times in this report have been adjusted to UTC accordingly. Steps have also been taken to ensure that the
timing reference at RAF Lossiemouth remains accurate.

The G4 was inbound to Inverness under the control of the Lossiemouth LARS Controller having been handed over
from SCACC W COAST Sector at 0827. At 0827:26 the G4 crew contacted LARS and reported "...out of 13,5
descending to level 120". LARS identified the G4, placed it under a RAS and called traffic at about 0827:33,
"...right 1 o'clock, 5 miles, right-left co-ordinated at FL110." The G4 pilot asked for the transmission to be repeated
so LARS reiterated the traffic information passing the details slowly and clearly. The G4 pilot responded with
“Alright, we're looking for the traffic, we’re descending to level 110 [C/S]" LARS immediately reacted with “[C/S]
negative descend FL120", which the G4 crew acknowledged 5sec later with “...roger we’re maintaining flight level
120...[C/S]” before at about 0828:21, reporting visual with the conflicting traffic. Some 21 sec later at 0828:42,
LARS transmitted avoiding action to the G4 crew “[C/S] avoiding action, turn left heading 270, you were
descending to FL120". The G4 crew acknowledged the turn at 0828:48 and LARS passed traffic information on
the conflicting track again [at about 0829:03], “[C/S], previously reported traffic right 1 o'clock. 1 mile, right - left
now indicating 500[ft] below". The G4 crew, again, reported visual with the conflicting traffic. The G4 crew was
instructed to resume a heading for Inverness when the ac levelled at FL120 [at 0829:13].

Simultaneously, SCATCC (Mil) Controller 4 (CON 4) was working the DA20, which had departed from Leuchars
and was routeing NW maintaining FL110 under a RIS. W COAST SC had previously called to co-ordinate the G4
descending above the DA20, to agree that the G4 would not fly below FL120 against the DA20 that was
maintaining FL110. Traffic information was passed to the DA20 crew regarding the descending G4.

The Lowther Hill Radar recording shows the G4 21nm S by W of GUSSI, tracking 010° just to the W of the W3D
centreline, indicating FL129 Mode C (1013mb) descending at 0827:14, with the DA20 17 nm SSE of GUSSI
tracking NW indicating FL110. The lateral separation between the 2 ac’s tracks at this point is 8%2nm. The
respective ac continue on converging tracks and the G4 continues a descent on Mode C. At 0827:52, STCA
[which is available to the ScATCC (Mil) controller] was activated when horizontal separation is 6nm, the G4
indicating FL119 Mode C whilst the DA20 maintains FL110. The Mode C indication on the G4 continues to
descend through FL117 and at 0828:21, with 700 ft vertical separation evident, the horizontal separation is 5nm.
In response to LARS’s avoiding action instruction, the G4 is seen in a L turn at 0828:44 as it continues to descend
until the ac’s Mode C ‘bottoms out’ at FL113 at 0828:55, with 300ft minimum vertical separation evident when the
ac are 1-:9nm apart. Minimum horizontal separation of 1:7nm occurs moments later on the next radar sweep, as
the G4 climbed through FL117 Mode C.

The G4 had previously been co-ordinated, whilst under the control of W COAST SC, to fly not below FL120 against
the DA20, under the control of CON 4, which was maintaining FL110. The co-ordination was passed on from W
COAST SC to LARS. Subsequently, when LARS identified the G4 and placed the flight under a RAS, details of
the co-ordinated DA20 was transmitted to the crew as "traffic right 1 o'clock, 5 miles, right-left, co-ordinated at
FL110". The G4 crew responded by stating that they were "descending to FL110". LARS immediately passed a
corrective instruction that the G4 crew should have only descended to FL120, which the G4 crew acknowledged
and subsequently reported visual with the co-ordinated traffic at 0828:21. Nevertheless, the G4 continued to
descend and at 0828:42 LARS observed the G4's Mode C passing through FL120 and passed horizontal avoiding
action as well as reiterating that the G4 should not be below FL120. The G4 crew acknowledged the turn and
immediately started a climb to FL120 and reported visual with the DA20. LARS demonstrated excellent situational
awareness and reacted quickly to the G4 crew descending below their assigned level. The traffic information
passed to the G4 crew was in accord with that stipulated at JSP 552 915-3-5.

ATSI reports that the G4 crew contacted the W COAST SC [combined Tactical and Planner controller] at 0804:10,
and reported climbing to FL190 on track for ‘GOW’. The flight was correctly identified and placed under a RIS.
The pilot was informed that the routeing would be GOW and then W3D for Inverness. At 0821:25, the service was
changed to a RAS, as the ac routed direct to RANOK.
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Having noted the presence of the DA20 at FL110, at 0825:30, the W COAST SC coordinated with SCOTTISH
MILITARY in respect of the G4 down to FL120, with the DA20 not above FL110. The W COAST SC then
telephoned Lossiemouth and passed on the coordination. The Lossiemouth controller could see both of the
subject ac on his radar. The W COAST SC reiterated that the agreed coordination with SCOTTISH MILITARY was
not to descend the G4 below FL120 until clear of the DA20. The Lossiemouth controller replied “Okay, that’s co-
ordination agreed and you can send him across to me now”. The telephone conversation ended at 0826:20, and
immediately the W COAST SC transmitted “[C/S] maintain flight level 120 on reaching contact Lossie Radar 119
decimal 35”. This was promptly read back by the crew as “we’ll maintain twelve and now to nineteen thirtyfive
...(sic). A short time later, the W COAST SC observed the Mode C readout of the G4 descending below the
assigned level of FL120 and consequently, into conflict with the DA20. On telephoning Lossiemouth to confirm
the G4 crew was maintaining FL120, he was told that the controller concerned with the flight was also talking to
Scottish Military. Later, W COAST SC was advised that the G4 crew had “just carried on descending...”.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, transcripts of the relevant RT frequencies, radar
video recordings, reports from the air traffic controllers involved and reports from the appropriate ATC authorities.

This was an unusual report insofar as the controller who filed the Airprox, the SCACC W COAST SC, was not
actually providing an ATS to these two ac at the time the Airprox occurred. However, it was accepted for
assessment because it was the SC who had completed the co-ordination in the first instance to ensure separation
existed between these two ac.

It was evident that the W COAST SC had initially instructed the G4 crew to descend to FL120, which although the
G4 crew had duly acknowledged this level, was subsequently breached and was the origin of the Airprox.
However, a CAT pilot Member noted from the G4 pilot's laudably frank report the distraction caused by the
administrative calls about the ground transport for the G4 pilot’s passengers. He opined that the crew’s RT calls
on another frequency to resolve administrative arrangements, whilst in a dynamic scenario such as this, were not
sound professional practise. Apparently dealing with non-essential tasks had distracted the co-pilot sufficiently
that he had misheard the traffic information about the Falcon that the Mil ATC Ops report had shown was actually
passed twice. The G4 pilot had reported that his co-pilot had erroneously reset the selected level on the altitude
hold to FL110 after confusing the level of the Falcon given in the traffic information as their own newly assigned
level. Civilian controller Members commented that traffic information is not given in this form by civilian controllers
- by indicating the actual level of the other traffic - to avert any potential for such confusion as indeed occurred
here. Notwithstanding that the Mil ATC Ops report had said that the traffic information message format was in
accord with that stipulated at JSP 552 pg 915-3-5, some military controller Members contended that the
Lossiemouth LARS controller could, preferably, have given the traffic information in another form: eg by reporting
the Falcon as being 1000ft below the G4’s assigned level without actually specifying the level of the other ac at
FL110. This was another of the three methods that are specified for use at the controller’s discretion. There were
possibly circumstances where passing an actual level was appropriate, but it was evident that this form of passing
traffic information had indeed confused at least one pilot in the G4 and it might not, with hindsight, have been the
best method here. After considering all these factors the military controller Members suggested that the use of
this specific phraseology should be reviewed with a view to including a more comprehensive caution as to its use,
highlighting again to military controllers the potential for confusion when traffic information is transmitted to civilian/
foreign aircrews, which the Board agreed should be recommended to the MOD. Fortunately the alert LARS
controller had picked up the co-pilot’s first error thereby illustrating the value of the read-back mechanism. But
though the G4 pilot had said in his report that he had recognised his colleague’s error at this point and reset the
altitude hold to FL120, it did not appear to the CAT pilot Members that either he or his co-pilot were cross-checking
the ac’s ‘automatics’ closely enough. After the actual level of FL120 had been correctly read back a second time,
the radar recording had revealed that the G4 had descended further than its pilot had thought, as apparently the
altitude hold system had not captured the ac at FL120. A CAT pilot Member said this was a known problem that
the G4 crew should have guarded against more closely and resulted in the significant excursion of 700ft below
their assigned level that occurred over 30sec after the crew had been reminded that they should level at FL120.
The Board concluded therefore that this Airprox had resulted because the G4 crew descended below their cleared
and co-ordinated level into conflict with the Falcon DA20.

The Board commended the Lossiemouth LARS controller for his alertness and sound appreciation of what was
happening, as it was clear that the controller had to step in again with avoiding action instructions when he
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detected that the G4 crew had descended below their assigned level in the vicinity of the Falcon. For their part,
the Falcon pilot’s brief report was probably indicative of the seriousness with which they viewed the situation, but
generally no avoiding action would normally have been proffered by SCATCC (Mil) under a RIS. The G4 crew was
aware of the Falcon from the traffic information given, had the other ac in sight at least 30sec before the CPA and
throughout the incident. Moreover they reacted promptly to the avoiding action passed by the LARS controller
such that TCAS, which was ‘standing by’ if needed, was not according to the G4 pilot’s report called upon to help
resolve the situation. This, coupled with the minimum horizontal separation recorded of 1-7nm convinced the
Board that no risk of a collision had existed in these circumstances.

PART C: ASSESSMENT OF CAUSE AND RISK

Cause: The Gulfstream 4 crew descended below their cleared and co-ordinated level into conflict with the Falcon
DAZ20.

Degree of Risk: C.

Recommendation: That the MOD review the use of the traffic information phraseology promulgated at JSSP552
915 Serial 5, with a view to including a more comprehensive caution as to its use, highlighting again to military
controllers the potential for confusion when traffic information is transmitted to civilian/foreign aircrews.
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AIRPROX REPORT NO 125/04

Date/Time. 6 Jul 1448
Position.  5134N 00040E (1nm W

Southend - elev 48ft)

Airspace: ATZ (Class: G)
Reporter:  Southend APR (+ADC)
First Ac Second Ac Third Ac
. Type PA31 PA28R EC145
Operator: Civ Pte Civ Pte Civ Pte
Alt/FL: 1000ft NR 1000ft
(QNH) (aal) (QNH)
Weather  VMC CLBC VMC NR HAZE
Visibility: ~ >10km >10km NR

Reported Separation.
500ft V/0-5nmH NR

Reported Separation:

NR

PA31vEC145 100ftV/0-6nm H PA28RVEC145 NR

PA28R is not seen
on recorded radar
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PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE SOUTHEND APR reports that unknown traffic was observed on radar approaching the ATZ from the N. One
of the 2 contacts was believed to be a PA28 (not the subject ac) on the frequency at 2400ft, but it was not positively
identified. The other contact was tracking to pass about 1nm W of the overhead and was about 3nm NNW of the
aerodrome when the PA28 pilot reported overhead. He asked the ADC to look out for this unknown traffic. At
1447, coincident with the traffic crossing the ATZ boundary, a call was received from an EC145 pilot, on handover

from Stansted routeing to Le Touquet at

1000ft. The unknown traffic was seen by the ADC as an EC145 inside

the ATZ and in confliction with 2 ac in the visual cct, a PA31 and a PA28R. The PA31 pilot initiated his own avoiding
action and the ADC gave avoiding action to the PA28R pilot. When he asked the EC145 pilot to confirm his
position, he replied Gravesend although the Direction Finding (DF) trace did correspond with the contact on radar

and the helicopter observed from the VC

R. He passed Tl to the EC145 pilot on the cct traffic and also informed

him that he had possibly infringed the ATZ but no response was received and no further RT communication was

established, despite trying several times.
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UKAB Note (1): The Southend METAR shows EGMC 1420Z 13006KT CAVOK 21/06 Q1022=

THE PA31 PILOT reports flying solo inbound to Southend VFR heading 060° at 120kt and following instructions
from APP to join downwind RH for RW24. He was informed that a helicopter was approaching him from the N not
on frequency. He was transferred to TOWER and proceeded to enter the downwind leg. The ADC told him that
the helicopter was passing him L to R which he saw in his 11 o’clock range 1nm 500ft above. It was apparent that
the helicopter was going to pass in front and above which it did by 0-5nm and 500ft; no avoiding action was needed
nor taken.

THE PA28R PILOT reports heading 240° at 70kt on initial climb-out from RW24 at Southend and in communication
with Southend TOWER on 127-72MHz. ATC told him about a conflicting helicopter and instructed him to turn R
to avoid it. He saw it, a dark coloured type flying straight and level, in his 1 o’clock crossing R to L and he
immediately turned R, passing behind and below it.

THE EC145 PILOT reports outbound from Stansted to Le Touquet VFR and being handed over from Approach
Control to Essex RADAR on the London INFORMATION frequency 124-6MHz, he thought. He was on a SSE’ly
heading turning onto S when he gave the Essex controller his previously assigned code from APPROACH with
Mode S on. At this time he was having problems getting the Navigation Management System (NMS) to display
what he needed for his position report so, whilst he was working on this, he had placed the helicopter on a S’ly
heading at 1000ft on the A/P. He gave a position report, based on where he thought he was, after he checked with
a VFR map. All the while he assumed that Essex RADAR had him in radar contact as he had been handed over
and had not been asked to squawk ident or given a new squawk code. Upon reaching the coastline near Chapman
Sands, he realised that he had reported at a position further to the S than he actually was and that he had been
close to Southend Airport on their western perimeter. After landing at Le Touquet, he telephoned Southend ATC
to explain why he had not been on their frequency and he was informed that he had infringed the ATZ and crossed
the extended C/L of an active RW. He apologised, as there had been no excuse for it, but told them that the radar
controller had not notified him of anything. Apparently Southend ATC had attempted to contact him but he had
not heard anything.

ATSI reports that there are no apparent ATC causal factors. Southend has only primary radar. At 1446:30, the
ADC, following information from the APR, warned the PA31 pilot, which was RH downwind RW24, of "...unknown
contact on radar that's presently three miles north but appears to be heading towards the field". This information
was updated about 30sec later "...observed from the tower there's an unknown helicopter appears to be entering
the zone just two miles north of the field". The PA31 pilot sighted the helicopter. The ADC then transmitted to the
PA28R pilot, which was carrying out a touch and go, "...make an early right turn if possible into the circuit there's
unknown traffic that's just infringed the ATZ, helicopter low level in your twelve o'clock.” The PA28R pilot reported
traffic in sight and said he would be making an early R turn. Meanwhile, at 1447, the helicopter had contacted
Southend Approach and, although N of the airport, reported at Gravesend, some 15nm SW. The pilot was given
a FIS, which he acknowledged, warned about cct traffic, but no further transmissions were heard from the pilot on
the frequency. The ADC/APR team did well to notice the helicopter and pass appropriate information/advice to
the pilots involved.

UKAB Note (2): The Southend APR RT transcript reveals the following exchange:-

1447:30 APR- “EC145 c/s roger what type of helicopter are you and report your position”.
EC145 — “Standby”.

EC145 — “Yeah we are er echo charlie one er four five and we are Gravesend position above Gravesend”.
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APR — “EC145 c/s roger flight information service QNH one zero two two”.
EC145 — “Roger information one zero two two thank you”.

1448 APR — “EC145 c/s | believe you have entered Southend aerodrome traffic zone there is traffic in the
Southend circuit at one thousand feet believed to be directly in front of you”. No reply received.

1449 APR - “EC145 c/s are you just crossing the coastline to the righthand si- er is there an island on your
righthand side”. (part word-si). No reply received.

APR - “EC145 c/s Southend radar do you read me”. No reply received.
1450:30 APR — “EC145 c¢/s Southend radar”. No reply received.

UKAB Note (3): The UK AIP at AD 2-EGMC-1-5 Para 2.17 promulgates Southend ATZ as a circle radius 2nm
centred on longest notified RW (06/24) 513417N 0004 144E from the sfc to 2000ft aal, aerodrome elevation 48ft
amsl.

UKAB Note (4): Analysis of the Debden radar recording reveals only the encounter between the PA31 and EC145.
At 1446:30 the EC145 is seen 3-5nm N of Southend steady tracking 190° squawking 0210 (Stansted/TC assigned
code) indicating altitude 1000ft (London QNH 1020mb) which is maintained throughout. At the same time, a 7000
code is seen, believed to be the PA31, 4-:25nm WSW of Southend tracking 040° indicating 1500ft QNH
descending. Just over 30sec later (1447:06) the EC145 squawk changes to 7000 before it enters the ATZ 12sec
later crossing through the PA31’s 12 o’clock range 2-5nm, both ac indicating altitude 1000ft. The ac continue to
close as the EC145 slowly diverges until the CPA occurs at 1447:54, the PA31 now at 900ft with the EC145 in its
3 o’clock range 0-6nm, 100ft above it. The EC145 then passes 1-15nm W of Southend before exiting the ATZ at
1449:00 2nm SW of the aerodrome.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of the subject ac, transcripts of the relevant RT frequencies,
radar video recordings, reports from the air traffic controllers involved and reports from the appropriate ATC
authorities.

It was clear that the Airprox was caused by the unauthorised penetration of the Southend ATZ by the EC145 pilot
who flew into conflict with cct traffic. Members concurred with the EC145 pilot's comments that there was no
excuse for infringing an ATZ which is clearly shown on 1:250,000 and 1:500,000 topographical charts. Moreover,
the pilot should not have been relying on the NMS which should have been used as an aid to VFR navigation (map
reading), not the primary method of navigation. ATCO members were critical of the EC145 pilot for not informing
ATC if he was unsure of his position as this would have alerted the ATSU that he might need assistance. Also,
contrary to his report, the radar and RT transcript had shown the ATS with Stansted/Essex had been terminated,
a change of squawk to 7000 conspicuity code was seen and the EC145 pilot had then called on the Southend
frequency and been given a FIS, not a radar service. He had, erroneously, reported at Gravesend and after the
APR had established that the helicopter was entering the ATZ, it was of concern that when Tl on conflicting cct
traffic had been given and he had been informed of the ATZ infringement, he did not reply to any of the
transmissions or report leaving the frequency.

Turning to risk, the ATC team at Southend had done well to spot the potential confliction. The ADC and APR had
passed timely and accurate Tl to the PA31 pilot who had seen the crossing EC145 and assessed that it posed no
risk. The ADC had then told the PA28R pilot of the crossing helicopter and issued an early R turn out, after its
touch and go, as avoiding action. The PA28R pilot saw the EC145 crossing R to L and turned R, passing behind
and below it. Taking into account all of these elements, the Board were able to conclude that any risk of collision
had been effectively removed.
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PART C: ASSESSMENT OF CAUSE AND RISK

Cause: Unauthorised penetration of the Southend ATZ by the EC145 pilot who flew into conflict with cct traffic.

Degree of Risk: C.

38



AIRPROX REPORT No 126/04

AIRPROX REPORT NO 126/04

Date/Time: 14 Jul 1515

Position.  5144N 00008E (Departure from

RW20 North Weald - elev 32 ft)
Airspace: North Weald ATZ (Class: G)

Reporting Ac Reported Ac
Tipe: c172 B25 Mitchell =T =
Operator: Civ Pte Civ Pte
AIL/FL: 200ft 510ft

(QNH 1014 mb) (QFE 1003)
Weather = VMC CLBC VMC CLBC
Visibility: ~ >10km 10km
Reported Separation.

0 V/300yd H 500ft V/200m H
Reported Separation:

NR

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE C172 PILOT reports flying a dark blue and white ac with strobes selected on from North Weald to a farm strip.
Shortly before take off while she was in contact with North Weald Radio, she heard another ac call for joining
instructions and call ‘Base Leg’. She called ready for departure from RW 20 and shortly after called ‘lining up for
immediate departure’ and requested a L turn out onto track. As the RW in use was 20, she assumed the other ac
was behind her. On take off she saw a twin engined Mitchell Bomber with its landing lights on coming towards her
at the far threshold of the opposing RW and the same height. She made a L turn to avoid it, as a R turn would
have taken her ac further across the Mitchell’s path. It passed down her right side 300yd away, just above, and
she assessed the risk of collision as being high.

THE B25 MITCHELL PILOT reports heading 020° at 180kt positioning the Mitchell bomber from Duxford to North
Weald. The flight was carried out in VMC below a solid cloud layer at 2000ft. They had routed to the West of the
Stansted Control Zone via BKY and BPK. On approaching North Weald they requested joining instructions and
they were advised of the QFE and that RW 20RH was in use. They requested any traffic and were told there was
no known circuit traffic but that one ac was taxying for departure. They then stated that they would join base for
02 [he thought] to make a fly by and circle to land RW 20: again they were informed there was no known traffic to
affect. They joined base and called, with no response they then called final, again no reply. They had all available
lights on the ac switched on. On crossing the threshold at 500ft they saw a C172 coming the other way and making
a climbing L turn to avoid them. They immediately turned L and climbed away. At this point the North Weald Radio
Operator told them to climb to circuit height and join for RW 20RH, which they were already doing. They did not
at any time hear any radio calls from the C172. Having later spoken with the Cessna pilot they said that she was
not aware of what the Mitchell was doing and had made RT calls lining up and taking off. The incident was brought
about by their non standard join to the circuit; however this was only carried out as they had been informed that
there was no traffic and they were not aware of the presence of the Cessna. If they had been aware of, or informed
of the traffic they would have carried out a normal circuit join. He understood that this was not the first time such
an incident had occurred at North Weald and thought that an Air Ground Service was not sufficient for an airfield
housing such a diverse collection of high performance ac.
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UKAB Note (1): The transcript of the North Weald reveals the following:

TO FROM TRANSMISSION TIME

North Weald NXXXXX ‘Er Callsign B Twenty Five Mitchell 1408
inbound to yourselves from Duxford
er we're just passing Ware twelve
hundred feet one zero one four for
Joining’

NXXXXX North Weald Callsign runway two zero righthand
QFE one zero zero three’

North Weald NXXXXX ‘Two zero right one zero zero Callsign

North Weald NXXXXX ‘Er callsign you any circuit traffic’ 1409

NXXXXX North Weald ‘One for er taxiing for a departure
nothing else known’

North Weald NXXXXX ‘Roger I'd like to join then left base for
two zero for a fly by circuit height’

NXXXXX North Weald ‘Roger’

North Weald G-YYYY ‘Callsign is ready to line up for 1409
immediate departure’

G-YYYY North Weald Callsign roger current wind two four

zero seven knots’
UKAB Note (2): The North Weald management believes that the times on the transcript may be up to 4min slow.

UKAB Note (3): A primary contact matching the track for an approach to North Weald RW 02, as described by the
Mitchell pilot, can be seen on the recording of the Debden radar before and after the event. Although the 7000
with Mode C squawk of the C172 can also be seen shortly after the event, neither ac painted at the time of the
incident.

ATSI reports that no report was received from A/G operator; he confirmed only that he was providing an A/G
service at the time and that it was from the VCR. The RTF recording reveals that the B25 pilot was informed that
the RW in use was 20 with a right hand circuit, which was read back correctly by the pilot and thereafter he stated
his intention of joining left base for RW 20, followed by a fly by at circuit height, neither of which he apparently
carried out. It is unfortunate that the B25 pilot did not state for which RW when reporting on base leg and later on
final approach.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, transcripts of the relevant RT frequency, and a
radar video recording.

The Board regarded this as a very straightforward, although potentially serious incident. Despite transmitting his
intentions very clearly the Mitchell pilot, possibly due to his confusing RWs 02 and 20 in his mind, did not then
follow that flight profile. This resulted in his ac flying into conflict with, and hazarding, the C172 that was departing
in accordance with the procedures in force at the time. Fortunately the sequence of events was such that the C172
pilot saw the Mitchell at a time when circumstances allowed her to take effective avoiding action.
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PART C: ASSESSMENT OF CAUSE AND RISK

Cause: The Mitchell pilot did not follow his stated intentions, joined for the incorrect RW below circuit height and
flew into conflict with the departing C172.

Degree of Risk: B.
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AIRPROX REPORT NO 127/04

Date/Time: 16 Jul 1556

Position.  5306N 00140W (3nm N of TRENT VOR) O
Airspace;  Daventry CTA (Class: A) & e
Reporting Ac Reported Ac TR qb o
Tipe: RJ 100 B737 “:‘; Yos
Cperator: - CAT CAT R S,
Alt/FL:  FL150) FL160 R L
Weather ~VMC CLAC NR CLBL I
Visibility:  50km >10km amp e m
Reported Separation: o v
300ft \//1-5nm H NR }g
Recorded Separation: j‘b A
300tV @ 1-8nm H -

1-4nm H @ 1500ft V

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE RJ100 PILOT reports that he was in descent into Manchester, NNW bound and in receipt of an ATC service
from MACC. He was flying in VMC, with scattered cloud at 11,000ft and an in-flight visibility of 50km. In the vicinity
of the TNT [TRENT] VOR in a stepped descent at 250kt from FL160 to FL140, a TCAS TA was enunciated on
traffic at 10 o’clock - 5nm away, some 500ft above his ac and descending towards them. Upon passing FL150,
ATC requested that they increase their rate of descent, whereupon a B737 was acquired visually at 10 o’clock at
arange of 3nm. The autopilot & auto throttle was disconnected and the descent rate increased to 3500ft/min; the
B737 passed through their 12 o’clock at 1%2nm some 300ft above his ac. TCAS did not enunciate an RA. On arrival
he discussed the occurrence with the MACC Watch manager. He did not assess the risk.

THE B737 PILOT did not complete an Airprox report form but provided a thorough account of this occurrence after
consulting with the 15t Officer, who was the PF. Whilst inbound to Leeds/Bradford the weather conditions were
good with a visibility of >10km, although there were thin layers of scattered cloud at varying levels through which
they were descending. They were being stepped down by MACC in their descent towards Leeds and were in the
vicinity of the TNT VOR. The speed was approximately 300kt maintaining a reasonable RoD (about 1000ft/min)
in a stepped descent which they assumed was necessitated because of an ac descending below them. He could
not remember the specific flight level they were cleared to. ‘Proximate’ traffic was shown on TCAS descending
beneath them and slightly behind, which he reported to ATC. The Controller instructed the other ac [the RJ100]
to increase his RoD. Soon thereafter the ‘proximate’ indication became a TA and his 15t Officer saw the other ac
in their 4 o’clock about 1nm away and below their level. Cloud had previously obscured the other ac: however,
the RJ100 was now visibly clear of their flight path and posed no threat and the TA cancelled itself after only a brief
period. He did not assess the risk.

THE MACC TRENT SECTOR CONTROLLER (TRENT SC) reports that the Sector had been opened about 10min
before the occurrence as it had became busy very quickly with traffic presented by LACC DAVENTRY Sector. The
B737 was flying parallel to and to the W of the RJ100. His first priority was to descend the RJ100 and then to
descend the B737 in turn, whilst repositioning both ac appropriately. He descended the RJ100 to FL160 and when
it was below FL166, descended the B737 to FL170, with the ac on converging headings, to achieve the crossover.
As they approached each other, in plan, he descended the RJ100 to FL140 and observed the Mode C passing,
he thought, FL159 so assumed [erroneously] that it was descending whereupon he instructed the B737 to descend
to FL160. However, as the labels garbled, he quickly realised that the rate of descent of the B737 was far greater
than that of the RJ100. Therefore, he immediately instructed the RJ100 to expedite descent through FL150, but
did not issue any avoiding action as the B737 was already ahead, and faster than the RJ100. Traffic information
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was not issued but prescribed separation was eroded; he assessed that minimum horizontal separation was 2nm
and the minimum vertical separation 300ft.

ATSI reports that at the time of the Airprox, both ac were in receipt of an Area Control Service from the TRENT
SC located at MACC and both the workload and traffic loading were described as ‘very high’. The relevant ATC
equipment was all reported to have been serviceable and no other factors, which may have adversely affected the
controller’s performance, were identified during the course of the investigation.

Up until some 10min before the Airprox, the STAFA/TRENT Sector had been operating in a ‘bandboxed’ mode as
traffic levels were light. It became apparent, by the arrival of numerous fpss that this situation would change
shortly. The controller was summoned back from a break to open the TRENT sector, which he did. He advised
that there was little traffic at first and then numerous flights started to call. The Sector CO-ORDINATOR had
alerted him to the fact that the RJ100 and B737 would not be in optimal positions when they came onto his
frequency. Normally, Leeds traffic is positioned onto the E side of the airways system and Manchester inbounds
further W, closer to the centre of CAS. The RJ100 established communication with the controller at 1551:10, and
reported descending to FL200, heading 335° and maintaining a speed of “...two ninety or less’. The ac was
positioned on the E side of the airways complex and passing abeam Birmingham. The controller instructed the
crew to continue on the heading with the speed restriction. Approximately 2min later, the B737 crew established
communication with the TRENT SC and reported descending to FL200 “....with a good rate”. At that time, the
B737 was in the RJ100’s 8 o’clock - 6-5nm heading 330°. The B737 was W of the RJ100, on a slightly diverging
heading, and, due to their respective destinations of Leeds and Manchester, the SC realised that he would have
to reposition the ac so that the B737 was east of the RJ100. His task was to cross the tracks over and comply
with the Standing Agreement for the B737, which was to be level at FL120 by the northern Sector boundary, as
well as descending the RJ100 to its allocated stack level of FL90. The controller descended the RJ100, initially to
FL180 and then to FL160. He then instructed the crew of the B737 to turn R onto 360° and descend to FL190.
Up to that point, the two ac had been flying almost parallel with each other, 6-:8nm apart. At 1555:25, the controller
instructed the RJ100 crew to reduce speed to 250kt. He subsequently explained that this was to stream the ac
behind another Manchester inbound. By that stage, the RJ100 was passing FL168 whilst the B737 was in its 9
o’clock position at 5-6nm. The controller then instructed the B737 to descend to FL170. At 1556:00, when the 2
ac were 4-3nm apart, with the Mode C of the RJ100 indicating FL159, although in fact the ac was maintaining its
cleared level of FL160, the controller transmitted to the B737 crew “[C/S] turn further right onto 010 degrees and
just...say maintain in fact descend now to flight level 160”. At the conclusion of this transmission, the radar
recording shows that the RJ100’s Mode C was still indicating that the ac was maintaining FL160, whilst that of the
B737 was passing FL177 in the descent to FL160. The ac were now only 3-7nm apart and converging. The
controller reported that the SSR labels of the 2 ac were overlapping and so the Mode C indications were not clear.

At 1556:15, the controller instructed the RJ100 crew to descend to FL140 and whilst the pilot was reading this back
STCA activated at 1556:24. The controller reacted to this by transmitting at 1556:30, “And [RJ100 C/S] can you
give me a good rate now through 150”. The ac were still virtually abeam each other, but converging at a range of
2:9nm. The Mode C of the RJ100 indicated FL160 and that of the B737 FL174, still reducing fairly rapidly. Shortly
afterwards, at 1556:40, the crew of the B737 transmitted “[C/S] we have traffic 300 feet below’. The radar
recording shows the RJ100, still indicating FL160, heading 335° with the B737 in its 9 o’clock position at 2:-6nm
passing FL165. The two ac continued to converge and the controller transmitted “[RJ100 C/S] expedite through
one five zero for me”. Recorded vertical separation reduced to a minimum, at 1556:53, when the RJ100 was
passing FL157 with the B737 in its 10 o’clock at 1-8nm and 300ft above.

The controller stated that it was his normal practice, when using Mode C readouts to climb and descend ac to
levels previously occupied, to wait until the ac had passed through the level by some 200ft. By the time the
clearance was issued and read back he would have expected the ac vacating the level to be 500ft or more through
it. MATS Part 1, Section 1, Chapter 5, Page 10 para 9.3.1 c) states:

“An aircraft climbing or descending may be considered to have passed through a level when the Mode C readout
indicates that the level has been passed by 400 feet or more and continuing in the required direction”.

At the time the descent clearance to FL160 was issued to the B737, the Mode C of the RJ100 indicated FL159..
The Mode C readout of the RJ100 remains at FL159 for several sweeps of the radar and then changes to FL160.
Furthermore, the ground speed readout reduces from 370kt to 320kt in compliance with the controller’s instruction
to reduce to 250kt (IAS). It seems probable, therefore, that the controller mistakenly interpreted the Mode C
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readout of the RJ100 as descending through FL159 and on this basis wrongly cleared the B737 to FL160. The
controller said that, in his opinion, the frequency was extremely busy, and the RTF recording supports this. He
commented that the ATIS message at Manchester requires ac to report their ac type and the code letter of the
message received on first contact with Manchester. Some crews provide these details when they first call MACC,
rather than Manchester APPROACH, which is the intention of this requirement but it can increase the Sector RTF
loading. He went on to say that at the time he was giving the descent clearances to the subject ac, as they
progressed northwards, their SSR labels were overlapping. However, both the STAFA controller, who was sitting
adjacent to the subject controller, and the CO-ORDINATOR drew his attention to the developing problem. His
recollection was that, having been alerted to the problem, he could not get in on the frequency due to RTF
congestion. This is not substantiated by the RTF recording, which shows that between 1556:00, when the
clearance to descend to FL160 was issued to the B737, and 1556:40, when the pilot of the B737 reported traffic
300ft below, the only communications on the frequency were three short RTF exchanges between the controller
and the subject ac.

MATS Part 1 lays down criteria for assessing level occupancy, and also when controller may allocate a vacated
level to another ac, using Mode C readouts. Had these requirements been followed than it is unlikely that this
Airprox would have occurred.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, transcripts of the relevant RT frequencies, radar
video recordings, a report from the air traffic controller involved and a report from the appropriate ATC authority.

The commendably frank report from the MACC TRENT SC and the comprehensive analysis provided by ATSI had
set out for the Board the essential factors within this Airprox. It had been revealed that in attempting to crossover
the B737 and RJ100 and descend the two ac to the levels required, standard separation had not been maintained.
Members concurred with the view expressed in the ATSI report that when the TRENT SC had observed the RJ100
at FL159, he had erroneously perceived at that moment that the RJ100 was descending. In fact, the RJ100 crew
were actually levelling their ac at the assigned level in accordance with the TRENT SC’s own instructions to
descend to FL160. Whilst recognising that the radar recording did not replicate what was actually displayed to the
SC, it did illustrate this Airprox quite clearly and showed three concurrent indications from the RJ100 at FL159 just
before the ac settled at the assigned level. Although the SC had issued a speed reduction to 250kt, evidently he
had not descended the RJ100 further from FL160 before he had instructed the crew of the B737 to descend to
that same level. In this situation with the ac on converging tracks and the B737 overtaking the slower RJ100 it
was clear that horizontal separation could not be maintained. Here the prescribed horizontal separation, below
FL195 and N of a line through TRENT — STAFA, was 3nm. Consequently, although he had instructed the RJ100
crew to descend to FL140 15sec later and subsequently asked for a good rate of descent, Members agreed that
the vertical separation between these two ac had not been assured. The ATSI report had pointed out that the
criteria for assessing level occupancy and also when a controller may allocate a vacated level to another ac using
Mode C readouts are clearly laid out in the applicable MATS Part1 entry. Controller Members agreed that had
these requirements been complied with, then this Airprox would not have occurred. Thus the Board determined
that this Airprox had resulted because the MACC TRENT SC had descended the B737 to the level already
occupied by the RJ100.

Having been alerted to the situation firstly by STCA and also by the transmission from the B737 crew, the TRENT
SC had asked the RJ100 crew to “...give me a good rate now through 150" thereby attempting to restore
separation more quickly. Although the SC had not prefixed his next transmission with the words ‘avoiding action’
it was clear that the RJ100 crew had responded appropriately to the second request to “..expedite through one
five zero for me” by deselecting the ‘automatics’ and descending the ac at a good rate. Whereas the B737 had
been a mere 300ft above the RJ100 at a range of 1-:8nm, the latter’s crew had achieved some 1500ft below the
B737 by the time that horizontal separation had reached a minimum of 1-4nm. Furthermore, the RJ100 crew were
flying in VMC and the B737 had been spotted out at ten-o’clock as it drew ahead. The B737 crew was also aware
of the other ac visually and also from TCAS, which was ready to act if needed but as it was only a TA had resulted.
Therefore, the Board agreed unanimously that no risk of a collision had existed in these circumstances.
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PART C: ASSESSMENT OF CAUSE AND RISK

Cause: The MACC TRENT SC descended the B737 to the level already occupied by the RJ100.

Degree of Risk: C.
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AIRPROX REPORT NO 128/04

Date/Time: 18 Jul 1236 (Sunday)
Position:  5349N 00113W
(2nm N of Sherburn-in-Elmet)
Airspace: London FIR (Class: G)
Reporting Ac Reported Ac
Type: PA22 Untraced N
QOperator: Civ Pte NK ~ ”*‘2;;,7;;”355”
Alt/FL: 2200ft NR VRP ECCUP Reservor {7\ cnusnrerton %
(1013mb) A e
Weather ~ VMC CLBC NR ot N szsaos
Visibility: ~ 30km NR :
Reported Separation: Shemg_m T
nil V/50-100m H  NR
Recorded Separation. °© I.'s' N»f amaersie (&)

Not recorded

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE PIPER PA22 PILOT reports he was flying from Sandtoft to Leeds Bradford Airport in his red & white ac, in
level cruise at an altitude of 2200ft Leeds QNH (1013mb), some 1500ft clear below cloud with an in-flight visibility
of 30km. Whilst contacting Leeds APPROACH (APP) overhead Selby, North Yorkshire he had taken up a track
from North Selby to Eccup Reservoir (VRP) whilst in receipt of a FIS from APP, squawking the code assigned: the
ac was not fitted with Mode C at the time of the Airprox. His planned track had consciously bisected the airspace
between Sherburn and Church Fenton and he was approaching a position 2nm N of Sherburn Aerodrome at
1230UTC, he thought, heading 285° at 87kt. He opined that this is a busy section of airspace and during his
lookout scan he saw a movement in his L peripheral vision. Upon turning his head to the 70’clock he saw a white
low-wing single engined ac — possibly a RANS RV6 or a Europa — passing behind him in a “max rate” turn to
starboard with about 75° AOB. The minimum separation was about 50-75m at the same altitude: he added that it
was hard to judge but the other ac was at most 100m away. He took no action to avoid the other ac himself as its
pilot was turning away: moreover there was no time to do so. He assessed the risk as “very high”.

AIS MIL reports that the other ac is not shown on radar recordings. The Claxby radar was used to track the PA22
from a position 9nm SE of the reported Airprox position, but no other ac is shown in its vicinity which might possibly
be the reported ac. Despite extensive enquiries they have been unable to identify the other ac which therefore
remains untraced.

UKAB Note (1): Mil ATC Ops advises that Church Fenton ATC was closed on this particular Sunday. The UK AIP
at ENR 2-2-2-1 notifies the Church Fenton ATZ as a radius of 2nm centred on RW06/24, extending from the
surface to 2000ft above the aerodrome elevation of 29ft amsl, Fri-Sun 0600-2259UTC in summer.

UKAB Note (2): The UK AIP at ENR 2-2-2-1 notifies the Sherburn-in-Elmet ATZ as a radius of 2nm centred on
RW11/29, extending from the surface to 2000ft above the aerodrome elevation of 26ft amsl, 0830-Sunset in
summer. An A/G Station operates on 122-6MHz, callsign SHERBURN RADIO, during these hours.

UKAB Note (3): This Airprox is not shown on recorded radar, nor is another ac shown in the immediate vicinity
of the PA22 either before, during or after its transit between Church Fenton and Sherburn-in-Elmet aerodromes
above the respective ATZs. The PA22 is shown NW bound from Selby following the pilot’s reported track (NMC
fitted), but the ac passes the reported Airprox location of 2nm N of Sherburn-in-Elmet some 6min 26 sec after the
reported timing given by the PA22 pilot, whilst still tracking NW. Furthermore, the PA22 pilot reports that the
Airprox occurred whilst heading 285°, but the ac is not shown on this heading until it is 2nm W of Church Fenton
after 1237:45.
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PART B: SUMMARY OF THE BOARD’S DISCUSSIONS

Information available included a report from the pilot of the PA22, radar video recordings, and a report from the
appropriate tracing agency.

It was unfortunate that AIS (Mil) had been unable to identify the reported ac and so it was immediately apparent
to the Board that with only the PA22 pilot’'s view of this Airprox it would be difficult to arrive at any meaningful
conclusions and virtually impossible to draw any safety lessons. The Board was briefed that the PA22 did not show
clearly on primary radar and was probably at the outer limits of recorded primary radar coverage, but the Claxby
SSR did show the PA22 very clearly. Although the reported position, timing and heading given by the reporting
pilot did not quite gel with the radar recording, the pilot had subsequently confirmed in a telephone call that the
Airprox occurred in the reported position of 2nm N of Sherborn-in-Elmet. From the PA22 pilot's perspective he
had reported sighting the other ac in his 7 o’clock - no more than 1000m away - as the other pilot was making what
appeared to be a robust avoiding action turn. As the other ac was at the same altitude it appeared it was also
above the Sherburn ATZ in the ‘Open FIR’, but without a report the Board was unable to determine whether the
other pilot had seen the PA22 and was taking avoiding action or not. Therefore, the Board could only conclude,
rather unsatisfactorily, that this report had stemmed from a conflict with an untraced ac. Furthermore, with only
one pilot’s view and no conclusive radar data, the Members concluded there was insufficient information available
to assess the risk.

As a general airmanship point, it was evident to Members that the PA22 pilot was flying just above the upper limit
of the respective ATZs as he transited between Church Fenton and Sherburn-in-Elmet under a FIS from Leeds
APP. Leeds would not have any knowledge of the cct traffic at Sherburn so whilst recognising the PA22 pilot’s
legitimate right to be where he was, it might have been more appropriate to communicate with SHERBURN RADIO
at this stage of the flight whilst passing this close to another aerodrome. This was not meant as a criticism of the
PA22 pilot: some thought that a better understanding of the local traffic scenario in the immediate vicinity might
have been acquired from contact with Sherburn, before switching to Leeds APP just W of the lateral ATZ boundary.

PART C: ASSESSMENT OF CAUSE AND RISK

Cause: Conflict in the FIR with an untraced ac.

Degree of Risk: D.
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AIRPROX REPORT NO 129/04

Date/Time: 18 Jul 1120 (Sunday)

Position:  5125N 00024W
(Kew Bridge London)

Airspace: London CTR (Class: A) Lot
Reporting Ac Reported Ac

Type: AS 355 F2 Model ac

Operator: Civ Comm NK Aok

Alt/FL: 750ft NK
(QNH 1014)

Weather VMC CLBC NK

Visibility:  >10km NK

Reported Separation: Nperrved

0H 10-20ft V NK

Recorded Separation.
NR

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE AS 355 PILOT reports flying a white, blue and gold ac on a non-scheduled passenger sightseeing flight over
London in contact with the Heathrow SVFR Controller and squawking as directed. He was flying at 750ft amsl at
125kt and heading 285° approaching Kew Bridge on route H10 when he saw what appeared to be a light fixed
wing ac flying on the approach path for LHR 27R. He then realised that it was a radio controlled model ac and
that it was very close (100ft away at about the same height) so he initiated a hard L turn to avoid it and tracked it
visually as it passed from the front R windscreen past the R chin bubble window. It was close enough for him to
make out the engine and sprung nose leg. As soon as it had passed, he turned hard R to avoid conflict with LHR
inbounds and to maintain the Helicopter Route. He saw the model descending towards the central point of the
river between Kew and Richmond Bridges. Neither he nor any of his 5 passengers, all of whom saw the model,
could see any evidence on the ground of radio control activity.

UKAB Note (1): Despite extensive attempts, including help from the British Model Flying Association, the operator
of the model ac could not be traced. A ground witness of the incident reported people operating model ac from
Old Deer Park at the time of the Airprox.

THE LTCC LL SVFR Controller He was working an AS 355 helicopter on a pleasure flight. At the time of the
incident the helicopter was Westbound on H10 when the pilot reported that he had had an Airprox with a radio-
controlled ac and that he would be taking reporting action. No contacts were observed on radar on either of the
LHR radar heads.

UKAB Note (2): Although the AS 355 can be seen on the recording of the Heathrow radar, the model cannot be
seen at any time.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included only the report from the AS355 pilot and a radar video recording.

Members found it difficult to comprehend how a model ac came to be operating at such a high altitude in a busy
part of Class A CAS not far from Central London. If the model ac was being flown from Old Deer Park, as had
been suggested, it had probably strayed out of radio range and was therefore not under control at the time and
could have gone anywhere. In the absence of any other information the Board determined that this was the most
likely cause of the Airprox. If this were the case, and since the AS355 pilot was close enough to describe the model
in such detail while conducting an evasive manoeuvre, then it was clear that due to the proximity of the model, the
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safety of the helicopter had not been assured. No data was available on the effect that the helicopter would have
had on the model and whether they would have collided or whether the airflow round the helicopter would have
deflected the model to such an extent that they would have missed each other.

PART C: ASSESSMENT OF CAUSE AND RISK

Cause: Conflictin Class A Airspace with an untraced model ac.

Degree of Risk: B.
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AIRPROX REPORT NO 131/04

Date/Time: 22 Jul 1040

Position.  5422N 00101W
(5nm E Billsdale Mast)
Airspace: UKDLFS (Class: G) A
Reporting Ac Reported Ac
Type: Tucano Hawk
Operator: HQ PTC HQ STC .~
Alt/FL: 250ft ag| 250ft ag| AN W
(RPS 1013mb)  (RPS) R
Weather =~ VMC CAVOK VMC CAVOK | . I e
Visibility:  >10km >{0km |
Reported Separation:
100ft V/50mH  Not seen "<
Recorded Separation:
Not recorded

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE TUCANO PILOT reports flying a black ac with HISLS and landing lights selected on squawking 7001 on a
QFl instructional sortie in the UKDLFS. He was heading 255° at 240kt and as he levelled off at 250ft, having pulled
up to cross a ridgeline, he spotted a Hawk in his 2 o’clock 1nm away on a converging heading, and slightly above
his level. Because he was already beneath the Hawk and the valley was opening up in front of him, he bunted
and the Hawk passed above and behind him. The Hawk appeared to be on a heading of ~140° and remained
straight and level throughout the encounter.

THE HAWK PILOT reports that he was informed of the Airprox by telephone a few days after the event. He had
been on a low level Navigator instructional sortie in the North Yorkshire Moors flying at 420kt. He saw a Tucano
2min before the reported event, but it transpires that this was not the reporting ac. The Airprox was about 1min
later and less than 2min to an Initial Point (IP) for a target run and he then entered a busy period of pre-target
checks with the Weapon System Operator. He did not see the reporting ac. They were 5nm NE of Billsdale mast
at the reported time of the Airprox and at that time had been heading 130° and at about 300ft agl. The terrain was
hilly in the area concerned and he could quite possibly have been in a nose up attitude in rising terrain.

THE TUCANO STATION comments that this would appear to be a relatively routine encounter at low level.
Fortunately, the Tucano pilot became visual soon enough to assess his options although, given the terrain, they
were limited. The introduction of TCAS 1 in 2005 will provide Tucano pilots with a vital aid to resolve conflictions
of this nature more effectively resulting in greatly enhanced safety margins.

THE HAWK STATION comments that as the Hawk crew did not see the ac that is believed to have originated the
Airprox signal, they are unable to comment on the risk of this Airprox. What is apparent, however, from both the
originating signal from the Tucano, and from the Hawk pilot, is that the undulating terrain might have been a factor
in a late tally. In the case of the Hawk, it is possible that increased workload approaching a target run may have
reduced lookout time and that this may have also been a contributory factor. The lesson remains unchanged —in
the busy airspace that surrounds the Vale of York airfields, lookout must remain at the top of the priority list.

HQ PTC comments that although the Tucano pilot saw the Hawk at 1nm, he was restricted from taking more
radical action to achieve greater separation by the rising terrain. However, being already slightly below the other
ac, we are content that he was able to maintain a constant tally on him and to take the optimum avoidance (bunt)
once the terrain opened up beneath him, without any significant risk.

HQ STC comments that the Tucano's black colour scheme, and the fact that it was below the Hawk, was almost
certainly the main reason why the crew failed to spot the Tucano. The adopted black colour scheme works well
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when highlighted against cloud or blue sky but less well against the dark ground of the North Yorkshire Moors. It
is unlikely that the Tucano's wing mounted landing lights were visible to the Hawk. The Tucano pilot made a good
decision to avoid the Hawk, which was in keeping with the spirit of the Rules of the Air. We echo the Hawk Station's
comments regarding the Hawk's lookout and expect the proposed fit of TCAS to the Tucano will reduce the risk in
the future.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, radar photographs/video recordings and reports
from the respective operating authorities.

Members noted that this incident had occurred in the North Yorkshire Moors, a very busy low flying area both for
training and operational ac where the rolling and hilly terrain limits acquisition time available for ac flying at 250ft
agl. In this case however, both ac needed to be at that height in order to accomplish their respective training tasks.
Experts advised, however, that good practise and teaching in 2-seat ac is always to have one crewmember
specifically nominated to conduct lookout duties; this is even more important in situations where the crew workload
is high as lapses are more frequent.

Ac colour schemes are always a matter of compromise and ‘high visibility’ differs not only from high to low altitude
but also on ambient light conditions. In this case, the black colour and wing mounted landing lamps had not helped
the Hawk pilot to acquire the Tucano and may even have had the opposite effect.

Members determined that the appropriate and timely action of the Tucano pilot had prevented there being any risk
of the ac colliding in this incident The Board noted and welcomed the fitment of ACAS to Tucano, and other military

ac, as Members considered that this would provide a marked enhancement to flight safety of military and civil ac
alike.

PART C: ASSESSMENT OF CAUSE AND RISK

Cause: Conflictin the FIR (UKDLFS) resolved by the Tucano pilot.

Degree of Risk: C.
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AIRPROX REPORT NO 132/04

Date/Time: 24 Jul 1249 (Saturday)
Position:  5112N 00011E (14nm finals RW26L

London GatW|Ck - elev 196ft) Ac silhouettes omitted for clarity
Airspace. LTMA (Class: A) conoam —
Reporting Ac Reported Ac 1248:52 -ZSOO’ALT

1249:18

Tpe: A321 Untraced Light ac R T
Operator:  CAT NK i R
Alt/FL: 3000ft NK A =) eeda

(QNH 1025mb) - “E G o
Weather =~ VMC CLOC NK \
Visibility:  NR NK pazrs]’
Reported Separation.

0 1‘nm 2nm

100ft V/72nmH  NK

Recorded Separation.
0-2nmH

Radar Derived. Mode C indiications are ALTITUDES London QNH
(2025mb)

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE A321 PILOT reports he was inbound to London Gatwick IFR and in receipt of radar vectors under a RCS
from GATWICK APPROACH on 126-82MHz. The assigned squawk of A1017 was selected with Mode C. HISLs
and landing lights were selected ‘on’.

Flying level at 3000ft QNH (1025mb) in VMC, approaching 15nm finals to RW26L heading 260° prior to descent
at 160kt, a contact was first seen on TCAS at 12 o’clock about 2nm away and 100ft below his ac. He looked up
and both he and his 15! Officer saw a single engine low wing light ac (LA) — it had a dark coloured fuselage with
white wings — similar to a Piper Warrior in their 1230-1 o’clock position executing a stall turn/wingover some 100ft
below his ac’s altitude. Recognising immediately that the LA did not have sufficient energy to climb up to his
airliner’s altitude, he did not deem it necessary to take any avoiding action. The LA then dived down gaining
airspeed and crossing from R — L about 400m ahead to about 4-800ft below his ac, before passing down his ac’s
port side and clearing astern. During this period, TCAS enunciated an RA — MONITOR VERTICAL SPEED - so
the autopilot was disconnected and he was prepared to manoeuvre if need be, but none was required. He
assessed the risk as “medium” and stressed that the LA only appeared on TCAS at a range of z2nm despite the
10nm scale being selected. He believed that the RA was generated by the light ac that he had seen.

THE LONDON GATWICK AIRPORT AIR CONTROLLER (TOWER), reports that at 1249UTC, whilst passing
10nm from touchdown for RW26L, the A321 crew reported sighting a light ac performing aerobatics some 400ft
below their ac. TOWER informed the A321 crew that the traffic was unknown and asked if the pilot was happy to
continue his approach, which he was. Gatwick RADAR was contacted and he informed them of the A321 pilot’s
report. The LA was not known to them nor was its pilot in contact with Gatwick RADAR, but the A321 crew was
told about them. However, the crew reported that the unknown LA — a “warrior type” ac — was now behind them.

AIS (MIL) reports that despite extensive enquiries around the vicinity of this Airprox, they have been unable to
identify the primary contact that is believed to be the reported LA. The pilot of another ac squawking A7000 was
traced and was eliminated as the reported LA. Unfortunately, although this pilot remembers seeing an airliner in
the distance he did not spot the unidentified LA himself.

UKAB Note (1): Tracing action was terminated on 23 Nov 2004. The identity of the reported LA remains unknown.
ATSI commented that there are no apparent ATC causal factors within this Airprox which occurred when the A321

was flying level at 3000ft London QNH — some 500ft above the base of the LTMA, which is 2500ft amsl. Because
the unknown LA was only displayed to RADAR as a primary return, there was no reason for ATC to believe it had
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penetrated CAS. In this case RADAR had complied with the requirement of MATS Part 1, Section 1, Chapter 6,
Page 4, para 9, which states that:

“...controllers should not normally allocate a level to an ac which provides less than 500ft vertical separation above
the base of the Control Area...”.

UKAB Note (2): MATS Part 1, Section 1, Chapter 5, Page 13, also states that: within Class A airspace,

“Neither avoiding action nor traffic information shall be passed unless radar derived or other information indicates
that an ac is lost, has experienced a radio failure, or has made an unauthorised penetration of the airspace.”

UKAB Note (3): The A321 is shown on the Pease Pottage radar recording at 1248:40, descending through 3400ft
ALT (1025mb) on a left base leg and closing on the RW centreline from the S. At the same time an A7000 squawk
is displayed by ‘Another ac’ at 1900ft ALT Mode C tracking generally ESE. On the radar sweep timed at 1248:46,
the ‘other ac’ indicates it is in a climb and is shown passing 2000ft as the A321 is descending through 3300ft ALT,
some 1300ft above it. The Untraced LA — shown only as a primary contact — is first displayed westbound on the
next radar return at 1248:52, before turning L about. The ‘other ac’ levels at 2400ft whilst maintaining its ESE’ly
course as at 1249:18, the A321 levels at 3000ft ALT and eases out of the L turn inbound, closing the centreline
gently from the L as the Untraced LA turned through S. The LA then crossed through the RW centre-line and
steadies eastbound as it also passes through the A321’s 12 o’clock at a range of 2nm, before the latter passes
abeam the ‘other ac’ ‘port to port’ at a range of 0-7nm at 1249:36. At this point the ‘other ac indicates 2400ft ALT
with some 600ft of vertical separation evident. The A321 achieves the final approach track and passed abeam
the Untraced LA just after 1249:54; the minimum horizontal separation at this point was 0-2nm, before the
horizontal separation starts to increase between these two ac. No SSR is evident from the untraced LA at all. Thus
if no SSR transponder was operative it could not generate the reported TCAS RA indication in the A321. This was
more probably the combined result of the climb initiated by the ‘other ac’ whilst below the A321 that was passing
through its 12 o’clock descending through 3300ft Mode C.

PART B: SUMMARY OF THE BOARD’S DISCUSSIONS

Information available included a report solely from the pilot of the A321, transcripts of the relevant RT frequencies,
radar video recordings, reports from the air traffic controllers involved and a report from the appropriate ATC
authority.

It was clearly unfortunate that despite the conscientious efforts of AlS (Mil) to trace the LA involved its identity
remained unknown. Pilot Members opined that this was a very difficult incident to assess with, effectively, only
one side of the story, but the Board agreed that the A321 pilot should not have received a TCAS RA from the non-
squawking untraced LA. (Members could not remotely conceive that the LA could have been transponding on
Mode A/C and that the squawk had not been recorded.) Without an SSR response, TCAS was effectively
rendered blind to non-transponding ac, so Members agreed that it seemed certain that the TCAS RA had been
triggered by the other transponding ac when it legitimately commenced its stepped climb beneath the LTMA in
Class G airspace. Civilian controller Members stressed that this was one of the inherent problems of TCAS
equipped ac operating close to the vertical boundary of CAS with transponding VFR traffic legitimately operating
below in the Open FIR. The ATSI report had shown that the A321 was at 3000ft - correctly 500ft above the base
of CAS - but airspace boundaries are invisible to TCAS which would not have ‘known’ that the other ac would be
levelling off below the LTMA. TCAS had faithfully reacted to the potential confliction with the other ac when its pilot
initiated a climb. This RA of “MONITOR VERTICAL SPEED” was essentially passive in nature and did not require
any additional action by the A321 crew. CAT pilot Members thought it feasible that the A321 pilot might have
misinterpreted the TCAS display and inadvertently misread the separation against the other ac as 100ft when it
might have been 1000ft at that point. Certainly over 1000ft of separation was evident when the A321 passed
through the other ac’s 12 o’clock and the radar recording evinced no less that 600ft against this contact and 0.7nm
at the CPA. Once TCAS assessed the respective acs’ trajectories were no longer in conflict the RA would have
cleared.

Noting the potential for nuisance RA's from transponding traffic below the LTMA, the HQ STC Member observed
that the guidance quoted within the MATS Pt 1 might need to be reviewed before the carriage of transponders is
mandated throughout UK airspace. But it was evidently this initial warning from TCAS that had moved the A321
pilots’ eyes out of the cockpit at a critical moment whence they acquired the untraced LA visually. The reporting
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pilot's assessment of the range — 400m - as the LA crossed ahead was less than that evinced by the radar
recording at 2nm but without any Mode C indication from the untraced LA it was impossible to verify the A321
pilot's assessment of the vertical separation. That was not to say that the Board questioned the veracity of the
A321 pilot’s report in any way, but it was feasible that the untraced LA was manoeuvring legitimately only just
below the base of CAS and had appeared closer vertically than it actually was. Members noted that the A321 pilot
did not consider that any avoiding action was warranted. Nevertheless, without any independent data to show that
the untraced LA had actually penetrated inside CAS the Board could only conclude, rather unsatisfactorily, that
this Airprox had stemmed from a perceived conflict with an untraced LA close to the base of the LTMA.
Furthermore, the dearth of factual information about the untraced LA precluded any cogent determination of the
inherent risk here.

PART C: ASSESSMENT OF CAUSE AND RISK

Cause: Perceived conflict with an untraced LA close to the base of the LTMA.

Degree of Risk: D.
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AIRPROX REPORT NO 133/04

Date/Time: 23 Jul 0647

Position:  5123N 00312E (5nm NW COA)
Airspace:  Brussels/Amsterdam UIR/UTA .

(Class: B) FZE 10
Reporter: LACC -

First Ac Second Ac 7 °:gg;;°
Type: Dornier 328 B757 Moo v
Operator: CAT CAT - 1{ Amsterdam FIRIUTA
Alt/FL: FL270 FL270 ~~e_ " ol
Weather ~VMC VMC TR < \/ I T
Visibility:  >10km >10km e s
Reported Separation: e T I

NR ~3nm (ACAS) 0 5
Recorded Separation L1 1

100ft V/IMin 2.1nm H. (0 V at 2.5nm)

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE LACC TACTICAL CONTROLLER (TAC) reports that sectors 12,13 and 14 were operating in a bandboxed
configuration and the traffic complexity was increasing considerably as ac were stepping on each other. After
consulting with the Planner they called for the sector to be split: however this did not occur until after the incident.
The B757 had been co-ordinated in at FL270 (as opposed to the usual level of FL280) beneath the much slower
D0328 which was at FL280 but in front. With this in mind, he decided to descend the Do328 to FL250 to sit
beneath the B757 to enable him to make its 30 DME LOGAN restriction. He then realised that he had given an
unsafe clearance and promptly gave avoiding action to both ac. At no time did either ac report that they had
received a TCAS warning. Satisfied that the avoiding action had resolved the conflict he continued controlling the
other ac on frequency until the sector was split.

THE LACC CLACTON PLANNER reports that he was working as the planner for the bandboxed Clacton sector
and the workload was fairly high. He was alerted by TAC to the conflict between the 2 ac involved. He had not
noticed that TAC had descended the Do328 due to his high workload. TAC and he had just decided to split the
sector before TAC noticed the unsafe clearance. TAC issued ‘avoiding action’ to both ac and when he (the
planner) was satisfied the action had been successful he returned to planning duties.

THE DORNIER 328 PILOT reports flying a scheduled passenger flight from Munich to London City. He had just
passed COA and was handed to London Control while heading 290° inbound LOGAN as cleared at 300kt and
FL280 and cleared to descend to FL250. He saw another ac on TCAS overtaking from behind but did not receive
any alert or any information from the controller. Shortly afterwards he was given an avoiding action right turn of
20°. The potential conflict was seen by London Control in time to take appropriate action and he assessed the
risk of collision as being minor.

THE B757 PILOT reports flying a scheduled freight flight from Frankfurt to Luton heading about 300° inbound
LOGAN, as cleared, at FL270 and 420kt. He saw another ac on TCAS at 3nm ahead of him and was surprised
that the controller reported that it was descending to FL250 because their initial descent had been to FL270 and
at that time they were on a similar heading and overtaking the other ac. However, they did not get any explanation
from the controller but he gave an immediate change of heading on to 245°. They did not get any TCAS warning
and he did not assess the risk.

UKAB NOTE (1): The incident took place on the boundary of the Brussels/Amsterdam FIR/UIRs on UL179/608

with about 35nm to run to the London FIR/UIR. This is outside the area of airspace delegated to London Control
(Clacton S13/14). The respective authorities considered it most appropriate that UKAB investigated the incident.
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ATSI reports that the Clacton Sector TAC described his workload as high at the time of the Airprox. This, he
thought, was partly because of poor presentation of eastbound traffic from LTCC. As a result of the increase in
workload and after consultation with the Planner, a request was made to the Local Area Supervisor (E) to split the
sector; however, it remained bandboxed when the incident occurred, the additional controller arriving just
afterwards.

The B757 pilot established communication with the Clacton Sector at 0645, reporting: “Radar good morning
(callsign) two seven zero”. Despite this report, the PFS being annotated with the correct level, and the ac being
clearly visible on the radar display, the controller did not register that the flight was at FL270 and assumed that it
was at FL280. This level would have been in accordance with the Flight Level Allocation Scheme (FLAS): the
agreement is for traffic routeing via COSTA on UL179/UL608 to be level at FL280 at KEGIT. Additionally, however,
the LACC MATS Part 2, Page CLN-29, states:

“In circumstances where two or more ac are inbound at the same time, Maastricht may utilise the levels below the
normal data transfer level (FL280) down to FL260. In this case the ACT message will contain the revised level or
telephone co-ordination will take place between Maastricht and S14”.

TAC commented that this co-ordination must have taken place as a copy of the FPS showed that the standard
printed level of FL280 had been crossed through and replaced by a hand written FL270. He added that although
in the circumstances it is not a specific requirement as both ac were procedurally separated, he would have
expected the Planner to have ‘cocked out’ the PFS or otherwise drawn his attention to the revised level. He said
that he had no recollection that either had occurred.

The Do328 pilot made his initial call shortly after the B757 pilot. Although the Do328 pilot did not report his level
he was, at the time, level at FL280. The radar recording shows that both ac were on similar tracks with the slower
Do0328, at FL280, 6.4nm ahead of the B757 at FL270. TAC stated that he had believed that both ac had been
transferred from Maastricht at the same level (FL280) but agreed that the PFS display would have shown the true
situation. He commented that the PFSs for both ac were displayed under the same designator but not directly
adjacent to each other. He realised that the Do328 would need to be given an early descent clearance to ensure
that it made the Standing Agreement Level of FL220, 30nm before LOGAN. Consequently, at 0646, he instructed
the Do328 to descend to FL250. He explained that, due to conflicting traffic at FL240, he was unable to issue
descent straight to FL220. He was aware that the B757 was faster than the Do328 (163 knots on filed TAS) but
was confident that separation would be maintained. He estimated that the Do328 would pass FL270 on the
descent i.e. 1000 feet below the believed level of the B757, before horizontal separation was lost. He, therefore,
turned his attention to the traffic situation elsewhere on the sector. The radar photograph, timed at 0646:00, shows
the subject ac on similar tracks. The Do328, at FL280, is 5.6nm ahead of the B757, at FL270. The radar recording
reveals that the Do328 vacated FL280 about thirty seconds later, by which time the lateral distance had reduced
to 4.3nm.

TAC stated that he first became aware of the potential confliction just before the STCA activated. As soon as he
was able (another ac was transmitting at the time), at 0647 he issued an ‘avoiding action’ right turn heading 310°
to the Do328. This was followed by an ‘avoiding action’ left turn heading 240° to the B757. By this time, the ac
were 2.8nm apart. As the confliction was not being resolved, the controller took further action by instructing the
Do0328 to climb to FL280 and the B757 to turn further left heading 210°. With hindsight, he thought that it would
have been more appropriate to allow the Do328 to continue its descent to FL250, as it was just about to pass
through the level of the B757, when he instructed it to climb. Separation reduced to 2.3nm/200 feet (the minimum
recorded) [UKAB Note: 2.1nm and 100ft on the Pease Pottage radar recording] before the respective turns, given
to both flights, began to take effect. In the event, the Do328 descended to FL265 before arresting its descent but
by then the tracks were diverging. Neither pilot reported receiving a TCAS warning.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, transcripts of the relevant RT frequencies, a radar
video recording, reports from the air traffic controllers involved and reports from the appropriate ATC authorities.

Members commended the controller concerned for his frankness in reporting this incident, thereby allowing a full
appraisal of the circumstances by the UKAB and lessons to be passed to others.
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The ATSI advisor explained to the Board that, in accordance with the LACC MATS Part 2, traffic on UL179 between
KEGIT and SASKI is released for descent to FL220 within Brussels airspace, subject to known traffic.

Board Members pointed out that the Local Area Supervisor had the responsibility for forecasting traffic density and
allocating manpower to meet forecast demand. It follows, that (s)he would have the necessary information to
inform any decision to split combined sectors in a timely manner, before controller loading becomes a problem, as
it did in this case. However, following considerable discussion, ATC specialist Members considered that, in this
case, controller loading had not contributed directly to the incident.

The Board considered that the S12/13/14 Tactical Controller had made an error by descending the Do328 through
the level of B757 which, although it was below and behind it, was overtaking at a rate of 2nm/min and therefore
reducing the separation which was initially sufficient; it was however eroding rapidly. Fortunately he spotted his

mistake about 172 min later and took appropriate action, using the correct terminology, to resolve the situation as
quickly as possible and prevent any compromise to the safety of either ac.

PART C: ASSESSMENT OF CAUSE AND RISK
Cause: The CLN SC descended the Do328 into conflict with the B757.

Degree of Risk: C.

57



AIRPROX REPORT No 134/04

AIRPROX REPORT NO 134/04

Date/Time: 23 Jul 1649

Position:  5309N 00227W
(2nm W of Sandbach) R
Airspace: London FIR (Class: G) Vi N
Reporting Ac Reported Ac
Type: Microlight B206
Operator:  Civ Trng Civ Trng vanchestor GTR
Al/EL: 1500t 1600t :/\?\K —
(QNH 1024mb)  ALT Y sandbacn AT
Weather ~ VMC CLBC VMC CLBC Radar Derived Jet Rarger Arclid
Visibility: ~ 20km >10km e
Reported Separation: , o
150ft V/nil H 200ft V/150m H —_
Recorded Separation: ol
Not recorded

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE FLEXWING MICROLIGHT PILOT provided a very frank account and reports that he was conducting a
general handling instructional sortie from Arclid Microlight site with a student. The microlight has a fluorescent
yellow wing. He was operating in “good” VMC some 1000ft clear below cloud, flying out of sun on a heading of
040°(M) at an altitude of 1500ft QNH (1024mb) whilst instructing his student in recovery from unusual attitudes.

Approaching a position about 2nm W of Sandbach at 50kt, the helicopter was spotted late at 2 o’clock — about
300m away in level flight slightly below his machine, whereupon he initiated a climbing 45° L turn, which “seemed
the best avoiding action” as he did not want to get caught out underneath the helicopter rotor’s down-wash. The
other ac — a single rotor helicopter possibly a black Jet Ranger - passed about 150ft directly beneath his microlight
with a “high”risk of a collision. He stressed that particular emphasis was being placed on lookout due to the nature
of the exercise and reports that it is particularly worrying that the helicopter was not seen beforehand. Without his
avoiding action climbing L turn he estimated that the vertical separation would have only been about 50ft.

THE B206 JET RANGER PILOT reports that he was conducting an instructional sortie flying from Wycombe Air
Park to Blackpool. The helicopter has a grey underside with blue upper works and the white high intensity strobes
were on. As the pilot-in-command he sat in the left hand seat, acting as an instructor to the pilot in the right hand
seat who though also rated on the B206 helicopter, had fallen out of currency. They were not in receipt of an ATS
but “listening-out” on 119-52MHz and were flying in VMC some 5000ft below cloud with an in flight visibility of
>10km. A squawk of A7000 was selected, but neither Mode C nor TCAS is fitted.

Heading 345° (M) at 90kt, flying in level cruise at an altitude of 1600ft, their attention was drawn to two other
microlights that were flying on a converging path from R to L. Because of these other ac, they spotted the subject
microlight relatively late at a range of about 200m. His co-pilot in the RHS saw it first because his view was
obscured by the helicopter’s doorframe. As the microlight was in a climb and appeared to have already started a
turn to pass astern he elected not to take any avoiding action himself and to maintain his course and speed. The
microlight passed about 150m away and 200ft above his helicopter with a “low” risk of a collision.

UKAB Note: The Airprox is not shown on radar recordings as the microlight is not evident at all. However, the

B206 Jet Ranger is shown in transit (NMC fitted), passing 2nm W of Sandbach at the reported time of the Airprox
— 1649.
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PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, and radar video recordings.

It seemed to the Members that there was little dispute between the reports provided by both pilots. Nevertheless,
the absence of any recorded radar data did not permit independent confirmation of the geometry of this close
quarters encounter in Class G airspace. Clearly both were legitimately proceeding about their various tasks and
this Airprox was fundamentally an issue of lookout in the see & avoid environment of the ‘Open FIR’. The
microlight pilot had reported that he was instructing his student in recoveries from unusual attitudes when he
spotted the JetRanger late some 300m away. Although it was not clear exactly what manoeuvre was being flown
here, the Board complimented the instructor for his laudably honest account. Undoubtedly this had been a
salutary lesson to both the instructor and his student on the importance of an effective overall search for
approaching ac before initiating any unusual exercise that might impede the essential responsibilities to avoid
other ac during the manoeuvres themselves. Members recognised this can be especially difficult when instructing
ab-initio students but the consequences are plainly apparent from this report. A Member suggested that the dark
colour-scheme of the JetRanger might have adversely affected its conspicuity to other pilots especially from just
slightly above as here. However, it was all a matter of contrast against the backdrop of the surrounding terrain
and research has suggested to some operators that black or a very dark colour is the best overall compromise
with bright contrasting upper works. Hence the black/yellow colour scheme of military training helicopters and
police ac. Here the presence of the approaching helicopter had not been evident to the microlight instructor until
a late stage, who in this converging situation was required to give way under the ‘Rules of the Air’, which in the
end he accomplished. It seemed readily apparent to the Board that here was one part of the cause - a late sighting
on the microlight intructor's part.

From the cockpit of the JetRanger the RHS student pilot had spotted the microlight first, and then drawn the LHS
pilot’s attention to it: he reported it was seen about 200m away after looking around the door-pillar, but he elected
to maintain his course & speed. The hindrance to effective lookout scan caused by ac structures is well
recognised: JetRanger door pillars have been a notable feature in previous Airprox reports where other JetRanger
pilots have also recounted such difficulties. Pilot Members were in no doubt that a good, effective lookout regime
must prevail even if it means moving the ac to facilitate looking into hidden sectors. Viewed from slightly below as
here, the microlight’s fluorescent yellow wing might not have been so apparent to the helicopter pilots against the
backdrop of the sky. It appeared that the JetRanger pilots had seen the microlight a little later than the latter’s
pilot, who by that stage, had started to climb and turn away from the helicopter. The Board agreed this was again
a late sighting by the helicopter pilot. The vertical separation reported by both pilots (150—200ft) seemed to be
generally in accord and the microlight instructor was wise to take robust action when he climbed and turned above
the Jet Ranger to remove any chance of being caught by the helicopter’s rotor downwash, which could have had
potentially disastrous effects on his more fragile machine. The microlight instructor’s resolution of this conflict was
also a factor here. Nevertheless, whilst his robust avoiding action proved entirely effective in averting an actual
collision, the Members were unanimous that, in their view, the safety of these two ac had not been assured in these
circumstances.

PART C: ASSESSMENT OF CAUSE AND RISK

Cause: Late sightings by both pilots, the conflict being resolved by the microlight pilot.

Degree of Risk: B.
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AIRPROX REPORT NO 135/04

Date/Time: 26 Jul 1807
Position.  5151N 00004W (NE of Ware)

Airspace: London FIR (Class: G) !
Reporting Ac Reported Ac .L

Type: Microlight PA32 ;

Operator: Civ Pte Civ Pte ) ,."

Alt/FL:  1000ft 1200ft } --------- L

(QNH 1018 mb)  (QNH 1017 mb)
Weather ~VMC CAVOK  VMC CAVOK ;
Visibility: ~ 30km >10km ;

Reported Separation.
0 V/<100ft H ~700ft VV/800ft H i

Recorded Separation:

Not recorded

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE MICROLIGHT PILOT reports flying a yellow, black and white microlight with a strobe fitted carrying a
passenger on a local sortie from Hunsdon microlight strip. He was heading 100° at 70kt and at 1000ft, following
a similar ac, which was 50ft below and 300ft ahead on his starboard side. He did not see the other ac [the PA32]
until it was very close and he thought that they would have collided if it had not been for his avoiding action. He
felt he should have seen the other ac sooner but his passenger who was very nervous had distracted him. He
was trying to keep her calm by pointing out landmarks on the ground, which had reduced his lookout. He thought
that the PA32 pilot had not seen him as the latter’s flight path did not alter until about one mile after the event when
the PA32 made a 180° turn. The position of the incident was taken from his GPS track log and showed a tight L
turn where he believes the incident took place. The height and time were estimates as, although he was a very
experienced pilot, he was very shaken after the incident. He was able to see and recall the registration of the other
ac but was not absolutely sure that it was correct as the incident had taken place very quickly and the PA32 had

passed within 100ft of him. He assessed the risk as being very high.

UKAB Note (1): The other ac was traced from the registration provided by the Microlight pilot and the owner
confirmed that it was in the area at the time and agreed to provide a report.

THE PA32 PILOT reports flying a local GH sortie from High Cross, solo, in a red and white ac squawking 7000
with Mode C. At the time of the incident he had been turning L through 180° at 130kt and climbing through 1200ft.
Some 7-800m on his port side, he saw a large red balloon that was very near to landing, being at a height of less
than 30ft. He also a single red microlight from a distance of 3-4km at about 3-400ft [he was at 1200ft QNH =

~1100ft agl] and he passed about 800ft laterally behind it. He assessed the risk as nil.
UKAB Note (2): At 1805:17 a 7000NMC squawk can be seen on the recording of the Debden Radar 4.3nm NE

of the reported position heading S. Although the incident is not seen on the recording, at 1807:52 a primary-only
contact can be seen manoeuvring in the precise area taken from the Microlight GPS. At that time the 7000NMC

squawk is 0.6nm beyond the primary contact having passed through the position.

UKAB Note (3): The leading Microlight was coloured blue. The pilot of the reporting Microlight also saw the red
balloon in the position reported by the PA32 pilot, but did not see any other Microlights (or other ac) in the vicinity.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac and a radar video recording.
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The Board was not able to resolve positively the differences in the separation reported by the 2 pilots. Members
decided, however, that because of the Microlight’s pilot’s partial recall of the registration of the other ac and that
both pilots reported seeing the red balloon in the area, then this PA32 had been the other ac involved. The Board
then considered whether the PA32 pilot had seen the reporting Microlight or a different one. The reporting pilot
was in a yellow, black and white Microlight; the ac he was following was blue but the PA32 reported seeing and
avoiding a red Microlight. None of the pilots saw any other ac in the area. Although they could not be positive,
Members thought that the PA32 pilot had not seen the reporting Microlight and might have seen, and avoided, the
leading ac but mistaken the colour. There was also a possibility that the PA32 pilot had been distracted by the
landing balloon. There was therefore some discussion by Members as to whether or not there was sufficient
information to determine the cause and degree of risk.

That the Microlight pilot had seen the PA32 late was clear. Even if startled however, Members thought that the
Microlight pilot would not have been mistaken by a large margin in his estimation of the separation. Further, if the
pilot of the PA32 had seen the reporting Microlight, Members thought it unlikely that he would have then flown close
enough to cause concern to the other pilot. Both these factors lead the Board to conclude that the PA32 pilot had
seen and avoided a different Microlight, possibly the leader, but had not seen the reporting ac. In addition,
Members thought that the avoiding action taken by the very manoeuvrable Microlight, although late, had been
sufficient to prevent there being an actual risk of collision; the safety of the respective ac had nontheless not been
assured.

PART C: ASSESSMENT OF CAUSE AND RISK

Cause: Non-sighting by the PA32 pilot and late sighting by the Microlight pilot.

Degree of Risk: B.
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AIRPROX REPORT NO 136/04

Date/Time: 26 Jul 1611

Position.  5345N 00400W
(37nm NW WAL) | ISLE OF MAN CTA

Airspace:  AWY L10 (Class:A) | = /T Radar derved loves

Reporting Ac Reported Ac L2 S ete G ToTame
Tipe: EMB145 JS41
Operator:. CAT CAT \613;'2 1107
Alt/FL: FL150 TFL170 N

R N W

Weather ~VMC CLNC NK g NE T
Visibility:  >50km NK L %”‘

Reported Separation.
400ft VO-5nmH NR

Recorded Separation.
500ftV 0-3nm H

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE EMB145 PILOT reports in the cruise at FL150 routeing direct to WAL at 310kt and in communication with
MACC. A JS41, which had departed the IOM ahead of them, was visually acquired ahead and to the L of the nose
climbing through their level to FL170. Shortly thereafter, a TCAS warning ‘monitor vertical speed’ was annunciated
followed shortly by an RA ‘climb’. The A/P was disconnected and the guidance was followed, vertical deviation of
200-300ft occurred before the warning ceased. ATC were advised of the TCAS manoeuvre and of them resuming
their cruise level; ATC then issued a radar heading of 180°. The turn was executed and then, when clear of the
traffic, a direct routeing to MIRSI was issued. He estimated the JS41 passed 0-5nm clear to his L and 400ft below
as they overtook it but he did not assess the risk.

THE JS41 PILOT reports that he was aware of the incident from ATC but could add little information to the
investigation. He had been aware of an ac departing Ronaldsway behind him and, as his ac was not at the time
fitted with TCAS, he only saw the other ac after it had overtaken him.

THE MACC WEST/IOM COORDINATOR reports that he issued clearances to IOM/Ronaldsway ATC for both the
JS41 and the EMB145 to climb to FL110 but could not recall if they were given together or separately. Both ac
departed and the radar controller subsequently took control, climbing both ac to their requested levels. The sector
was busy and complex, especially in the area around WAL, and STCA was observed to activate 35nm NW of WAL
as the subject acs’ targets and labels merged. He thought that the EMB145 crew reported a TCAS climb but he
could not comment on the exact report as he was engaged in telephone coordination at the time. Separation was
eventually regained.

THE MACC WEST/IOM RADAR CONTROLLER reports that he received a call from the JS41 crew airborne from
Ronaldsway climbing to FL110. As there were no conflictions, he climbed the flight to its requested cruise level
FL170. Shortly afterwards another flight, EMB145 c/s, called airborne Ronaldsway: this had also been given an
initial clearance to climb to FL110. A recent trend with the usual type of ac (DHC8) operating between Ronaldsway
to Manchester had been for the flight to request a cruising level different to that on the flight plan. Because of this,
he asked the crew for their desired cruise level and was somewhat surprised to hear that the crew wanted FL150.
He said that what he failed to appreciate on this occasion was that the ac type was an EMB145 jet which was
faster than the JS41 ahead. He therefore saw no apparent confliction with traffic ahead and climbed the EMB145
to FL150. His attention was diverted from this area of the radar display because of a busy and complicated mix
of traffic in the MACC TMA and as he did not perceive there to be a problem. He only became aware of the
confliction between the subject ac when STCA activated and, as he realised his mistake, the EMB145 crew
reported a TCAS climb. Although he belatedly turned both ac onto headings, which moved them further apart, the
speed of the EMB145 had already moved it clear of the JS41’s flight path so the turns were largely unnecessary.
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ATSI reports that both controllers were operating on the combined MACC West/IOM Sector. The Radar Controller
commented that he had been moderately busy in the 7min he had been in position prior to the Airprox, adding that
there had been a somewhat complex traffic situation in the WAL area to resolve. The Coordinator said that he had
been extremely busy in the hour he had been in position but not enough to warrant splitting the sector. He agreed
that, at the time of the incident, the traffic situation in the WAL area was complex.

At 1552, a telephone call was received by the West/IOM Sector Coordinator, from Ronaldsway, requesting
departure clearance for the JS41. The latter unit confirmed that the flight was being operated by a JS41 (it is
understood that a B1900 is often used on the route). The Coordinator issued a clearance to FL110 and the
appropriate squawk, both of which were read back correctly. In accordance with agreed procedures, between
MACC and Ronaldsway, whereby “On receipt of a clearance Ronaldsway will pass an ETD for the ac which will
then be input in to HCS. Ronaldsway will not pass an actual airborne time to MACC unless it differs from the ETD
already passed by +/- 5minutes”, an ETD of 1557 was passed. Approximately 4min later, another departure
clearance request was received from Ronaldsway, this time concerning the EMB145. Again the flight was cleared
to FL110 and issued with the appropriate squawk but no mention of the ac type was mentioned on this occasion.
Ronaldsway passed an ETD of 1601 for the EMB145. The Coordinator commented that he could not remember
whether he had realised that this flight was being operated by an E145. The ‘usual’ ac used by the company on
that route is a DHC8, comparable in performance to the JS41. It was reported that the E145 was not on a
passenger carrying service but was on a positioning flight, following a period of maintenance at Ronaldsway,
thereby explaining the ‘unusual’ type. The Coordinator reasoned that, as he had allocated FL110 for both ac, he
must have assumed that the following ac was a DHCS8. If he had realised that it was a jet ac then he would
probably have done more to ensure separation e.g. to instruct Ronaldsway to resolve the confliction using radar
headings. Assuming similar types, he had, he thought, assessed that adequate spacing would be maintained en
route although no positive clearance, to guarantee it, was issued. Consequently, these two clearances did not
ensure, as required, that the subject ac were procedurally safe, whether or not the ac were of similar performance.
He did add that, in his experience, Ronaldsway would take any necessary action to ensure that the ac would be
separated, even if he had not specified any particular action. In accordance with his normal method of operation,
he would have placed the fpss for both flights in the display, ‘cocked out’, to allow the Radar Controller to
incorporate them in the appropriate place as required. He added that the Radar Controller, present when the
incident occurred, took over shortly after this had taken place.

The JS41 crew established communication with the MACC West/IOM Sector, at 1604, reporting passing FL55 for
FL110 and routeing towards WAL. As there was no traffic to conflict, the radar controller cleared it to climb to
FL170, its flight plan level. Just over 2min later, the EMB145 crew made their initial call on the frequency, reporting
passing FL60 for FL110, also on course to WAL. The controller explained that he had not realised that this flight’s
ac type was an EMB145, on this occasion, although the fps did show the correct type. He added that he was
aware, from previous experience, that DHC8 crews invariably requested a cruising level, which differed from that
filed (FL150). Accordingly, he asked the pilot of the EMB145 his requested level and was somewhat surprised
when the pilot replied FL150. He said that the Coordinator also thought this was rather unusual but made no
comment about the flight being operated by a type other than a DHC8 (presumably because he was still unaware
of this fact). The EMB145 crew were instructed to climb to FL150 at 1606:36, at which time the radar recording
shows this ac 10-4nm behind the JS41, with a ground speed 68kt faster. Itis possible at MACC to select ac ground
speeds on the radar display but the radar controller could not recollect whether these were being displayed at the
time. He commented that he usually opts not to display them on a regular basis, preferring to select them as and
when necessary. Having cleared, what he thought were, ac of similar performance to climb to separated levels,
the radar controller turned his attention to the traffic situation elsewhere in the sector, namely the WAL area. He
said that he had wanted to check that the clearances issued by the Coordinator were resolving a complex situation
concerning the interaction between Blackpool, Warton and Liverpool departures.

The radar recordings reveal that the EMB145 reached its cleared level, FL150, at 1610:40. By this time, the
distance between the subject ac had decreased to 1-9nm with the JS41 passing FL139 and the speed differential
having increased to 179kt. Separation was lost as the JS41 climbed through FL140, 1-4nm ahead of the EMB145,
at 1610:51. The radar controller said that he was alerted to the situation when STCA activated, at 1611:06. Shortly
afterwards (1611:25), the pilot of the EMB145 reported a TCAS climb and “resuming flight level one five zero”.

[UKAB Note (1): The radar recording of the event shows that the EMB145 overtook the JS41 on its RHS with CPA

occurring at 1611:18 the EMB145 at FL150 passing 0-3nm SSW of the JS41, 500ft above. The next radar sweep
shows the EMB145 0-4nm S of, and 400ft above, the JS41. Thereafter, the EMB145 pulls away from the JS41,
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climbing and reaching a maximum level of FL153 at 1611:53 before descending, 300ft above and 1-:8nm ahead of
the JS41 climbing through FL150.]

The Radar Controller commented that, when the STCA activated, the labels of the subject ac were overlapping,
such that it was not possible to determine their respective positions/levels. He said that he looked for the conflict
alert list, which would have shown him the levels of the subject ac, but it was not readily visible, having been
positioned, somewhat unusually he thought, at the bottom LHS of the display. In response to the TCAS report
from the EMB145 crew and now being able to observe the relative positions of the subject ac, he instructed the
flight to turn R heading 180° and the JS41 crew to turn L heading 110°. By this time, as the EMB145 had already
overtaken the JS41, the controller’s intention was to establish the requisite 5nm horizontal separation as quickly
as possible.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, transcripts of the relevant RT frequencies, radar
video recordings, reports from the air traffic controllers involved and reports from the appropriate ATC authorities.

Members could add little to the ATSI report. An ATCO wondered whether the busy bandboxed sector should have
been split, as both MACC controllers had commented. The ATSI Advisor informed Members that there would have
been little advantage in splitting the sector as the majority of the traffic was on the West Sector and it was the
complexity of the situation in the WAL area that had increased the workload. The West/IOM Coordinator had
issued Ronaldsway ATC with departures clearances that were not procedurally separated as he had apparently
assumed the second ac was a DHCS8, not the EMB145. Although Ronaldsway had not mentioned this to the
Coordinator, the information on ac type and speed was available on the fps. This information was not assimilated,
later, by the West/IOM RC but the catch-up situation would have been clearly evident on the radar display.
Members agreed that both the Coordinator, when issuing the initial clearance, and subsequently the RC had not
appreciated the difference in ac performance which had been a contributory factor to the Airprox. However, when
the subject acs’ crews called on frequency climbing to FL110, they were laterally separated by over 10nm. The
RC then climbed both flights to their requested cruising levels without ensuring standard separation between both
ac and this had caused the Airprox.

Although STCA alerted the RC to the situation, he had been unable to issue any instructions immediately owing
to overlapping labels. The EMB145 crew had then announced a TCAS climb which was quickly followed by the
crew reporting that they were returning to FL150. The RC then issued turns to both flights to increase lateral
separation as quickly as possible. The JS41 crew were aware that there was another ac behind them but only
saw the EMB145 after it had overtaken them. Fortunately the EMB145 crew had seen the JS41 in a climb just
below and to the L of their nose, and had then overtaken the JS41 0-5nm on its R, estimating it to be 400ft below
- the radar had shown the ac displaced by 0-3nm horizontally and 500ft vertically. Thereafter the EMB145 pulled
away and the crew had then initiated a climb in reaction to the TCAS RA command, climbing 300ft before
descending back to FL150. During this manoeuvre, the RC had issued turn instructions to both flights. At the end
of the day, the visual sighting by the EMB145 crew and subsequent TCAS manoeuvre were enough to persuade
the Board that safety had been assured during the encounter.

PART C: ASSESSMENT OF CAUSE AND RISK

Cause: The MACC West/IOM RC did not ensure standard separation between the subject ac.

Degree of Risk: C.

Contributory Factor: The MACC West/IOM Coordinator, when issuing the departure clearance, and the RC did
not appreciate the difference in ac performance.
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AIRPROX REPORT NO 138/04

Date/Time. 29 Jul 1252

Position. 5123N 00215W (12nm SW
Lyneham) e gae o TS o
Airspace: CTA/FIR (Class: A/G) R viezo
Reporting Ac Reported Ac
Type: FK70 Tornado GR1
Operator. CAT DPA
Alt/FL JFL140 FL150-200
Weather ~ VMC CAVOK VMC NR 1252:15
Visibifity:  10km >10km 7149 109 o 5NM
Reported Separation: ek
Nil V/3nm H NK Tornado GR1a | Radar Derived af
Recorded Separation. ey
3-7nm H

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE FK70 PILOT reports that the 15! Officer was the PF whilst inbound to Cardiff from Amsterdam at 300kt in
CAVOK weather and in receipt of an ATS from Bristol APPROACH (APP). Whilst in descent at 1500ft/min passing
FL140, he thought, in a position 070° BRI at about 15nm, ATC issued an avoiding action L turn onto a heading of
140°. The other ac was then displayed on TCAS climbing toward them, first as a TA, before TCAS enunciated an
RA climb command, whereupon the other ac was seen [but he did not specify the sighting range]. He assessed
the minimum horizontal separation was 3nm as the other ac passed at the same level and their maximum vertical
deviation as a result of the TCAS RA climb was 500ft. Bristol APP said his ac was in CAS at the time of the Airprox.

THE TORNADO GR1 PILOT reports that his ac has a red, white and blue colour-scheme and the HISLs were on
whilst conducting a singleton practice test techniques sortie from Boscombe Down with a student in the front seat.
He was operating in VMC at 480kt, out of sun, manoeuvring between FL150 — FL200 [UKAB Note (1): Mil ATC
Ops reports it was FL70-FL200] whilst in receipt of a RIS from Boscombe ATC. A squawk of A2604 was selected
with Mode C but neither TCAS nor any other form of CWS is fitted.

The manoeuvre being set-up for the practice was a climb on a heading of N towards the airway followed by a
descending R turn, but these manoeuvres had to be flown closer to CAS than he would normally because of cloud
to the S. ATC informed them about the other ac on the airway, but as they were remaining clear of the airway they
did not adjust their manoeuvre profile. They saw the traffic briefly about 5nm away just before they entered their
planned turn, but there was no confliction. He was unable to assess the minimum separation when they passed
through the level of the other ac but added that no avoiding action was taken and the risk was “nil”.

THE BRISTOL APPROACH RADAR CONTROLLER (APR) provided a comprehensive account and reports that
whilst operating as the APR he was supervising a trainee radar controller. The FK70 was inbound to Cardiff and
had been released by LACC tracking towards the BRI descending to FL110. The flight was being afforded a RCS
in Class A airspace and the crew instructed to descend. When the FK70 was about 25nm E of the BRI both he
and his trainee observed a high-speed military contact squawking A2604, which was on a steady northerly heading
and climbing quickly through FL110 — the Tornado. It was about 15nm SW of and converging with the FK70, which
was descending through FL165. The trainee immediately issued avoiding action to the FK70 crew of a 90° L turn,
he thought, and passed traffic information, whilst also starting co-ordination with Boscombe Down ATC. The
Boscombe Down controller advised that their ac — the Tornado GR1 - was operating up to FL150 clear of CAS.
The Tornado was less than 3nm from the edge of CAS, flying at high speed directly toward the CTA, before the jet
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then commenced a very tight R turn and cleared to the S. By this time the FK70 had left CAS and the pilot reported
that he had received a “TCAS warning”. When the Tornado was clear, the FK70 crew resumed their course
towards Cardiff. Minimum horizontal separation was 3nm but vertical separation was not observed as the
Tornado’s Mode C “dropped out” during its R turn.

ATSI reports with RT transcript that the FK70 contacted Bristol APPROACH at 1249, inbound to Cardiff, via the
BRI. The flight had been placed by the trainee on a radar heading of 270°, descending to FL110, when both the
trainee and the mentor noticed a high speed military contact tracking N, climbing through FL110, with a Boscombe
Down allocated squawk - the Tornado. It was on a conflicting track with the FK70, some 15nm away so just before
1252:00, the trainee issued an ‘avoiding action’ turn to the FK70 crew, “[C/S] turn left immediately heading 140
degrees avoiding action military traffic southwest of you 8 miles indicating [FL] 144 climbing”. The FK70 crew
responded at once “roger immediate left turn 140 [C/S]". The radar photograph, timed at 1251:51, shows the FK70
heading W, passing FL162 Mode C within the Class A Cotswold CTA (base FL105) with the Tornado 12:4nm away,
climbing through FL145. The controller was faced with a difficult decision as to which direction to turn the FK70.
It could be contended that if this encounter had occurred in Class G airspace, then a L turn would have been
appropriate. However, in the circumstances, it resulted in turning the flight away from the ‘safety’ of CAS, towards
the unknown ac operating outside CAS. After the FK70 crew requested the other ac’s altitude APR advised “it’s
148 climbing...expedite the left turn now the traffic should pass down your righthand side”. At 1252:30, APR said,
“[FK70 C/S] stop your turn heading 270 degrees traffic’s now turning south of you 3 miles”. Whereupon the FK70
pilot replied “Yeah we are climbing TCAS climb and we have the traffic in sight we...resuming altitude [sic] 110”.
MATS Part 1, Section 1, Chapter 5, Page 13, states that, in Class A airspace:

“Neither avoiding action nor traffic information shall be passed unless radar derived or other information indicates
that an aircraft is lost, has experienced a radio failure, or has made an unauthorised penetration of the airspace”.

None of these applied although it is understandable why the controller was concerned about the potential
confliction and the perceived necessity for taking some action. Having issued the avoiding action, a telephone call
was made to Boscombe Down requesting co-ordination on the military traffic, which, by this time was turning away
from CAS. The radar recordings reveal that the Tornado made a hard right turn and did not enter CAS.

[UKAB Note (2): The Clee Hill SSR recording reveals that horizontal separation was 3-9nm when the FK70 crew
had arrested their ac’s descent at FL156, still within CAS and responding to the avoiding action L turn instruction
that would take the airliner outside CAS. Minimum horizontal separation of 3-7nm occurred on the next radar
sweep at 1252:40 as the FK70 climbed through FL160, but no Mode C was indicated from the Tornado as the jet
turned about southbound. As the FK70 exited the CTA boundary at 1252:56, the FK70 crew had ascended to a
maximum of FL164 in response to the TCAS RA; but by then the conflict had been resolved, with the Tornado
4-8nm away southbound at 460kt indicating FL106.]

MIL ATC OPS reports that the Tornado GR1 crew called Boscombe Down APPROACH (APP), at 1245:51,
climbing out from low level, 50nm W of Boscombe Down. The Tornado was identified and placed under a limited
RIS, due to poor radar performance, to operate in the block FL70 to FL200. At 1251:59, APP reported to the
Tornado crew "[C/S] controlled airspace north east 4nm, base level FL105, traffic on the airway indicating FL160".
The Tornado pilot responded with "[C/S] copied turning now”. At 1252:14, the Bristol APR called Boscombe Down
ZONE requesting “2604 squawk...co-ordination please against my traffic north east of it by 3nm descending”.
ZONE told the Bristol APR to "standby" but Boscombe APP immediately stepped in on the landline and reported
"7344 OK my aircraft's turning away from controlled airspace at the moment. He's in the block FL50 to FL200".
Bristol APR is then heard in the background saying, "[C/S] stop your turn heading 270°, traffic’s turning south of
you range of 3nm." A different voice at BRI states at 1252:43 that "it's 2nm to the airspace heading due north at
about 350kt, that is not good" and stipulated that he was going to "file on that".

The Clee Hill Radar recording shows the Tornado at 1252:32, in a R turn onto a reciprocal heading when the ac is
2-5nm from CAS, but as the Tornado turns it's Mode C disappears. The Tornado was operating in the block FL70 to
FL200 and was flying closer to CAS than normal due to weather in the S of his operating area. APP warned the
Tornado pilot that he was 4nm from CAS and passed limited traffic information on “...traffic on the airway indicating
FL160" - the FK70 - after which the pilot immediately initiated a R turn to remain clear. The Tornado flew no closer
than 2%2nm from CAS. Minimum horizontal separation between the 2 ac was 3-7nm but the minimum vertical
separation cannot be determined as the Tornado's Mode C is not displayed during the jet's R turn. There are no
contributory military ATC factors apparent within this Airprox.
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DPA comments that this Airprox exposes a number of difficult issues, which affect the provision of an ATC service
within CAS and unknown conflicting traffic. In this case, faced with a fast moving contact heading towards the
boundary of the CAS, it would be reasonable for the civil controller to contend that, whilst the ac had not made ‘an
unauthorised penetration of the airspace’, it gave the strong impression that it was about so to do. From a different
perspective, the pilot of the Tornado states that he knew exactly where the CAS boundary was and had planned
his flight profile to avoid penetration. Indeed events show that this proved to be the case. Both these views, in
their own way, are entirely correct. Clearly, the closeness of the turn to CAS was brought about by the necessity
of the Tornado operation, because of cloud, to be further to the N than might otherwise be the case. Perhaps the
question might be posed, how close can a pilot fly to the edge of CAS whilst outside and how close to the edge
should traffic be when being controlled inside CAS? Whatever the answer; any suggestion that CAS should be
increased to avoid such incidents will simply move the problem from one place to another.

This and other similar Airprox involving Boscombe Down ac in the vicinity of Bristol indicate that a greater level of
co-operation and understanding, on both sides, is required and must be encouraged.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, transcripts of the relevant RT frequencies, radar
video recordings, reports from the air traffic controllers involved and reports from the appropriate ATC and ac
operating authority.

Civilian controller Members recognised the awkward situation that confronted the Bristol APR when providing an
ATS to flights that were within CAS, when confronted with fast moving conflicting traffic outside CAS. Here, with
hindsight, if the APR had done nothing then a confliction would almost certainly never have arisen. But then the
APR had no knowledge at the time of what the Tornado crew was doing; in that respect the trainee controller’s
concern was entirely understandable. Clearly the Tornado pilot’s report, coupled with DPA’'s comments, showed
there was no intention to penetrate CAS whatsoever and the GR1 crew was merely flying their sortie legitimately
in Class G airspace whilst in receipt of an appropriate ATS from Boscombe APP. The APP controller had
conscientiously reminded the GR1 crew about the CTA, about which they were entirely cognisant anyway, and
evidently passed traffic information about “...traffic on the airway indicating FL160”. The GR1 crew were thus
aware of the FK70, that it was inside CAS and of their own proximity to the CTA boundary, but unaware at the time
that the airliner might be leaving CAS because of the APP controller’s choice of words. The ATSI report had made
it plain that the trainee Bristol APR controller had spotted the Tornado and issued an avoiding action L turn onto
140° to the FK70 crew coupled with traffic information, whereupon the Tornado turned about to the S. Whilst
recognising that the trainee was under instruction from a qualified mentor, controller Members - both civilian and
military - were critical of this avoiding action turn. It was pointed out that as the Tornado was displaying a squawk
assigned to Boscombe Down ATC, who are not an ‘Autonomous Radar Unit’ with the ability to provide a RCS in
CAS, it should have been readily apparent to the mentor that the ac would not be penetrating CAS in the normal
course of events. Some believed this was a ‘spur of the moment’ reaction by an inexperienced trainee to the
approach of a high speed contact: in retrospect, a R turn would have kept the FK70 within Class A airspace and
probably increased the separation, whereas the L turn instruction placed the airliner directly into confliction with
this fast jet in the FIR. It would appear from the respective reports that the GR1 crew had been manoeuvring in
the general vicinity S of the CTA and W of Boscombe for some time before the Airprox occurred. Indeed the radar
recording revealed that the GR1 had steadied on a northerly course at least 1% minutes before the APR
transmitted the avoiding action L turn to the FK70. A controller Member familiar with this airspace thought that the
Bristol APR should have spotted the Tornado manoeuvring in the FIR earlier and contacted Boscombe APP for
traffic information/co-ordination earlier than he did, whereupon the intentions of the GR1 crew could have been
passed or co-ordination effected before avoiding action became a priority. Conversely, if the GR1 crew was aware
that they would be flying further N and closer than normal to the CTA boundary then a ‘heads-up’ to Boscombe
APP would have been helpful, who could then have passed traffic information to the APR. DPA apparently wished
to engender a greater level of co-operation and understanding between the units involved here, which was a
laudable aim. In the Board’s view more effective co-operation between the flying units and ATSUs in this vicinity
should be encouraged. Returning to the crux of the matter, clearly the APR trainee had acted with the best of
intentions, but he had based his avoiding action on an erroneous perception that the Tornado would infringe CAS.
This was apparently also the perception of the mentor who had not countered the trainee’s turn instruction and
who was clearly also concerned at the proximity of the fast jet ac to CAS. The Board concluded therefore, that
acting on a perception of a possible CAS infringement, the Bristol APR had turned the FK70 into conflict with the
Tornado GR1, which the Members agreed unanimously was the cause of this Airprox.
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From the reporting FK70 pilot’s perspective he was following the instructions issued by the APR. The GR1 was
displayed on the FK70’s TCAS: a TA and then an RA was enunciated, commanding the FK70 pilot to reverse his
descent into a climb above the level of the GR1 that he had also acquired visually. Whilst this would have
concerned the FK70 crew at the time, the radar recording showed that at this point the Tornado was turning
southbound, outside CAS, 3-9nm away from the FK70. As it was the GR1 remained 22 nm outside CAS, its pilot
having also seen the airliner briefly and who remained unconcerned. A wide-ranging discussion ensued about
whether a TCAS RA might have been triggered if the FK70 had been steering a steady course inside CAS with
another ac manoeuvring fast, only just outside CAS: it was considered that the RA might still have occurred
anyway. The Board agreed unanimously that no risk of a collision had existed here. However, this Airprox
illustrated well the difficulties which can ensue if controllers and pilots alike do not consider carefully the impact
that each can have on each other’s diverse operations in the limited and increasingly complex airspace available.

PART C: ASSESSMENT OF CAUSE AND RISK

Cause: Acting on a perception of a possible CAS infringement, the Bristol APR turned the FK70 into conflict with
the Tornado GR1.

Degree of Risk: C.
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AIRPROX REPORT NO 139/04

Date/Time: 29 Jul 0815
Position:  5333N 00330W (16nm NW WAL)

Airspace: AWY L10/L975  (Class: A) '?(

Reporting Ac Reporting Ac Fiest
Dupe:  B737-200 DHCE | I
Operator: CAT CAT ek e showiede G rotamd
Al/FL:  FL160 LFL110 VAL
Weather ~VMC CLAC VMC CLOC o ;;;;:;;
Visibility: ~ >10km >10km . "

106757

Reported Separation.
1000ft V/2-5nm H 400ft V/0-25nm H .

Reported Separation: om0 e "
1100ftV1-9»mH4 | | 7

BOTH PILOTS FILED

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE B737 PILOT reports en route to Dublin cruising at FL160 heading 290° and 320kt and in receipt of a RCS
from MACC on 128-:05MHz. Prior to the Airprox, the workload was low with medium RT loading and the visibility
was good above cloud. About 10nm NW of WAL, he saw traffic on TCAS 20nm ahead flying in the opposite
direction above his level which then commenced descent. There was no time to query this with ATC as TCAS
gave a TA alert followed by an RA ‘descend’ command. Separation reduced to 400ft when the ac were 5nm apart
but as the TCAS guidance was followed, the other ac was seen to pass 1000ft above and 2-5nm clear to the R.
He assessed the risk as medium but it would have been high without TCAS.

THE DHCS8 PILOT reports inbound to Manchester heading 130° at 220kt and in receipt of a RCS from MACC.
Fifteen miles NW of WAL during descent at 1500fpm to FL110 from FL170, a TCAS TA alert was received on traffic
about 3nm ahead showing -500ft and reducing. As the separation reached -400ft the TCAS alert rapidly hardened
to a TCAS RA ‘climb’ demanding 1500fpm. The command was followed and the other ac, a B737, was heard to
call ‘TCAS descent’. The B737 was seen by the co-pilot to pass to their R looking 45° down and about 0-25nm
away. At sometime during the encounter, ATC gave a turn onto 085°. He assessed the risk as high.

THE MACC WEST/IOM RADAR CONTROLLER reports the B737 was on radar heading 290° at FL160 against
a DHCS8 on heading 130°at FL170 with conditional clearance to descend to FL110. The heading given to the
DHC8 was insufficient to maintain 5nm separation behind the B737. STCA activated so she turned the DHCS8 L
onto 085° and gave TI, by now there was about 9nm separation between the ac. The B737 crew reported a TCAS
RA and descended to FL153, the subject ac passing with 5nm and 1000ft separation. When clear, the B737 was
cleared to climb to FL160 and the DHCS8 was turned back onto heading 100° and the descent clearance was
confirmed.

ATSI reports that the Radar Controller was operating the combined West/IOM Sector. She commented that up
until just before the Airprox occurred she had been busy but, by then, her workload had decreased significantly.

The incident occurred during her first duty back at work following a period of two cycles of leave. Concerned that
she may not have been ‘up to speed’ after this break, she said that she had asked if she could be rostered initially
in the Coordinator position. In the event, she was asked to take over as the Radar Controller rather than the
Coordinator, possibly because of a problem with having suitably qualified staff to operate the sector at the time. A
unit investigation of the incident resulted in a recommendation, made by local Human Factors personnel, that “all
controllers are offered the option of a short period of re-familiarisation upon their return to duty after extended
leave”.
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The DHCS8 crew established communication with the West/IOM Sector, at 0800, reporting maintaining FL170, on
radar heading of 140°. In accordance with the Traffic Orientation Scheme, this ac had been positioned on the S
side of airway L10, prior to transfer from SCACC. Subsequently, in order to keep the flight within the confines of
the airway due to a N’ly wind, the controller instructed the DHC8 crew to turn L heading 130°. Approximately 5min
later, the B737 crew made their initial call on the frequency, reporting at FL160, heading 300°. Radar recordings
show that, at the time, the subject ac were on reciprocal tracks, 62nm apart. The B737 was about 25nm from WAL,
inbound to Dublin, and was planned to route via L975, which would involve a L turn in the WAL area, to pick up
the airway. Consequently, at some point, the tracks of the subject ac would have to cross. At 0811:10, the Radar
Controller issued a 10° L turn as a tactical adjustment to the B737’s heading. Immediately afterwards she
instructed the DHCS8 crew to “descend when ready flight level one one zero”. The radar timed at 0811:20, when
this descent clearance was issued, shows the subject ac 41-1nm apart, on conflicting reciprocal tracks. The Radar
Controller confirmed that she was aware that the headings issued to both ac would not ensure that the requisite
5nm radar separation would be maintained. Her intention was to monitor the progress of the two flights and when
vertical separation was re-established, after the DHC8 had descended through the level of the B737, she would
route the latter L along L975. She could offer no explanation why she had instructed the DHCS8 crew to descend
“when ready” rather than “now”, especially as she was relying on this ac descending through the level of the B737.

Having issued the descent clearance to the DHCS8 crew, she turned her attention to the traffic situation elsewhere
in the sector. She commented that, by this time, the workload had decreased from the previous busy period. For
the next 3min, during which time she was involved with controlling 4 flights, she had relaxed her concentration and
did not monitor the progress of the subject ac as intended. She reasoned that this may have been as a direct
result of her lack of recency. Radar recordings show that the DHC8 commenced descent at 0813:46,
approximately 2-5min after it was cleared to descend ‘when ready’. At the time, the two ac were 12nm apart.

At 0814, at about the time STCA activated, the Radar Controller said that she realised the situation between the
two ac. Her first reaction was to instruct the DHCS8 crew to “turn further left now heading zero eight five”. Her
understanding was that the two ac were about 9nm apart at the time and the L turn issued to the DHCS, she
believed, would ensure that horizontal separation would be maintained. Consequently, she did not judge it
necessary to prefix the instruction with the term ‘avoiding action’. The ac were in fact now about 6nm apart, with
a closing speed in the region of 700kt. She issued Tl to the DHCB8 crew but before she could instruct the B737 to
turn, its crew reported a TCAS descent. The DHCS8 crew then reported a TCAS climb. Radar recordings of the
event reveal that the B737 commenced its descent (0814:24) when the two ac were 4-4nm apart, with the DHC8
at FL161. The B737 continued its descent and, at 0814:28, was passing FL157, by which time the DHCS8, 3-8nm
away, was climbing through FL163 (the minimum recorded vertical separation). As a result of the action taken by
both crews in respect of the TCAS alerts, vertical separation was restored at 0814:31, when the ac were 3-1nm
apart. At the time the Radar Controller believed that the action taken had prevented a loss of separation. It was
only some time later that she was informed that a loss of separation had occurred. Once again she thought she
may have over estimated lateral distance between the two ac as a result of the recency issue.

[UKAB Note (1): The CPA occurs at 0814:43, the subject ac passing starboard to starboard by 1-9nm, the B737
level at FL154, 1100ft below the DHCS8 at FL165.

The Radar Controller was obviously concerned about her ability to cope with a busy traffic situation having been
on a period of extended leave. In the event, whilst the sector was busy she coped with the traffic situation without
incident. It was only as the sector became quieter, when she allowed her concentration to decrease, that the
Airprox occurred. Although it has not been possible to determine why her request to function as the Coordinator
was not granted on this occasion, the unit are aware of the relevant issues and the matter is being addressed.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, transcripts of the relevant RT frequencies, radar
video recordings, reports from the air traffic controllers involved and reports from the appropriate ATC authorities.

The initial discussion focussed on the competency/recency issue raised by the RC. The ATSI advisor informed
Members that MACC reported that it was unfortunate that her message, requesting Coordinator duties, was not
passed to the people responsible for rostering on the day of the Airprox. However, it is considered that an absence
of two cycles does not constitute an extended absence. Consequently, as there was no doubt as to the
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competence of the controller and she had not specifically requested the presence of another controller for
monitoring purposes, then normal manning considerations would have applied.

Moving on to the incident, the RC had coped well during the period preceding the Airprox. However, she had then
put both of the subject ac on radar headings and given a ‘conditional’ descent clearance to the DHC8 crew. She
had then relaxed her concentration and did not monitor the subject ac’s progress as intended, knowing that lateral
separation was not assured. Members agreed that, in carrying out these actions, the MACC West/IOM RC had
vectored both ac into conflict which had caused the Airprox.

The RC noticed the confliction as STCA activated and had turned the DHC8 L in the belief that horizontal
separation would be maintained, not appreciating that the subject ac had a high rate of closure and were closer
than estimated. Fortunately, the B737 crew had seen the deteriorating situation much earlier on TCAS and had
swiftly followed the RA ‘descend’ command, visually acquiring and then watching the DHCS8 as it passed 1000ft
above and 2-5nm clear to their R. Likewise, the DHC8 crew had also been alerted to the conflict by TCAS and
had quickly changed their descending flight profile by following the RA ‘climb’ guidance, the FO seeing the B737
pass below and close to their R. Although this had had the potential for being a serious incident, the positive and
prompt actions taken by both crews led the Board to conclude that any risk of collision had been quickly and
effectively removed.

PART C: ASSESSMENT OF CAUSE AND RISK
Cause: The MACC West/IOM RC vectored the DHC8 and B737 into conflict.

Degree of Risk: C.
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AIRPROX REPORT NO 140/04

Date/Time: 30 Jul 1256

Position.  5130N 00016E(8nm E Lon City)

Airspace: London TMA (Class: A)
Reporting Ac Reported Ac

Tpe: F900 Zlin 526F _
Operator: Civ Exec Civ Pte ~-ficvom]
Alt/FL:  3000ft NR

(QNH 1019mb) RS
Weather =~ VMC CAVOK NR 11’;:5’.,“;’7:’
Visibility:  10km NR b
Reported Separation. 0 5 tnm X,

L

0.2nm H/Oft V not seen

Recorded Separation:
Not Recorded V/0-35nm H

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE F900 PILOT reports flying an unscheduled executive flight from Asturias (Spain) to London City (LCY). While
level at 3000ft and 8nm just before the final descent to RW 28 LCY and heading 276° at 160kt, a very light
aerobatic ac crossed from left to right at same alt 300 metres ahead of them. He assessed that the risk would
have been very high had it happened 10sec later.

THE ZLIN 526F PILOT reports flying VFR at 190kt from Popham to a private site in Essex routeing to the E of the
London CTR and below the 2500ft base of the TMA. His ac was not fitted with IFF. He was not aware of the
Airprox until contacted by UKAB some time later, did not see the other ac and could not recall most of the details
of his flight at the reported time. He considered that the height of the incident reported to him by the UKAB (3000ft)
is incorrect as he flies the route regularly, is aware of the height of the base of CAS and is always very careful to
observe the 2500ft restriction in this area, normally flying the leg at 2000ft.

UKAB Note (1): The QNH at Popham for 1200 was 1019mb and the airfield elevation is 550ft. The London QNH
at 1300 was also 1019.

THE THAMES RADAR CONTROLLER reports that at 1257 the pilot of an F900 at 8nm on the final approach
reported light ac passing very close and that he would be filing an Airprox report. A primary contact was observed
in the vicinity tracking NE. The crew of the F900 were informed that the other ac should be below 2400ft since the
base of CAS in this area is 2500ft. He was unable to track the other ac due to poor radar performance. No Tl or
avoiding action was given.

ATSI reports that the traffic loading, sector workload and complexity were not reported but analysis of the rtf and
radar recordings indicate all to have been moderate.

The F900 pilot established contact with Thames Radar at 1249 as the ac was approaching DET from the S at
4000ft, was informed that he would be vectored for an ILS approach to RW 28 at LCY; he was instructed to leave
DET on a heading of 270°.

By 1255 the FO00 had been cleared down to 3000ft and was instructed to turn further left on to 310° from a base
leg heading to close the localiser from the left, to report established.

At 1256:34 the F900 pilot called Thames stating: “XXXX, we just crossed er, small light aircraft, a Zlin, same

altitude and one nautical mile ????”. The Thames Controller sought confirmation that the ac was at the same
altitude, as the unknown traffic should have been outside controlled airspace, not above 2400ft. The reply from
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LEAOS1L was “he was three thousand and one hundred, just above us”. The crew stated that they intended to file
a report on the incident and identified the other ac as a white and red Zlin.

TCAS did not activate, neither did STCA. The Radar replay shows a non-squawking return on a conflicting track
at 1256:28 and the tracks crossed at 1256:34.

There were no ATC causal factors as the F900 was at least 500ft above the base of CAS, as required by MATS
Part 1, Section 1, Chapter 6, Page 4.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, transcripts of the relevant RT frequencies, a radar
video recording, reports from the air traffic controllers involved and reports from the appropriate ATC authorities.

On the basis of the reports and tracing action, the Board had no doubt that the Zlin was the other ac involved in
this incident.

Although the F900 could be verified from radar to have been at an altitude of 3000ft, since that of the Zlin could
not be verified, the actual altitude at which this incident took place could not be determined positively. The Board
therefore considered in detail the reports by the two pilots. Although the Zlin pilot reported that he flew the route
regularly and was aware of the base of CAS at 2500ft, Members thought that it was most unlikely that the F900
pilot had made an error in his observation that the Zlin was above rather than below his altitude. Accepting that
there were no hard facts to substantiate their view, the Board agreed that it was probable that the Zlin pilot had
made an altimetry error which resulted in him flying at a higher altitude than he thought or had planned. This may
also explain why the Zlin pilot did not see the Falcon, as it would have been below his starboard wing rather than
above it.

The Board considered the height and QFE at Popham relative to London City and the London QNH but there did
not seem to be any obvious linkage to the altitude that Members believed the Zlin pilot had been flying. In any
case the F900 pilot had seen the Zlin, which the radar recording showed to be at a distance of 0-35nm at the CPA,
and decided that the circumstances did not warrant any avoiding action. Members thought therefore that the F900
pilot did not consider that there had been any risk that the ac would have collided.

PART C: ASSESSMENT OF CAUSE AND RISK

Cause: The Zlin apparently entered Class A CAS without clearance and flew into conflict with the FO00 which
he did not see.

Degree of Risk: C.
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AIRPROX REPORT NO 142/04

Date/Time: 31 Jul 1545 (Saturday)
Position:  5233N 00023W (Sibson Airfield - elev 100 ft)
Airspace: Peterborough/Sibson Free-Fall Drop Zone

(Class: G) It has not been possible to depict this incident
Reporting Ac Reported Ac

Type: Parachutists x2 Chipmunk

Operator: Civ Club N/K

Alt/FL: 2200ft QFE N/K

Weather ~ VMC CLOC VMC CLOC

Visibility:  >20km NK

Reported Separation.
10ft H NR

Recorded Separation:
Not recorded

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

PARACHUTIST 1 reports that at approximately 1645 on 31 July 2004 at Sibson Parachute Centre, he
took part in a 3-way sky-dive. After they reached their break off altitude of 4500ft, they separated and
he deployed his parachute at 3000ft. Once his deployment had completed at around 2200ft he looked
directly in front of him and witnessed a Chipmunk light ac in a hard right bank turn away from him roughly
300ft away. The ac was heading directly under the run in of their Let 410 ac but in the opposite direction.
Once the ac had finished banking, it was then heading directly away from him, in the same direction as
the run in. Just after the Chipmunk had rolled out of its turn, the following group deployed their
parachutes and 2 canopies had completed their deployment very close to the ac at about the same level.
After the incident he saw video footage from the helmet camera of Parachutist 2 who was extremely
close to the ac, appearing to be just a few metres away. He considered this incident to be very serious
and if there had been a collision it would probably have resulted in fatal injuries to both the jumper and
the Chipmunk pilot.

PARACHUTIST 2 reports that at their break-off altitude of 4500ft, he tracked away from the other
skydiver at 90° to jump run. As he was tracking, he spotted a light ac 90° to the left of him. He estimated
it was approximately 1000ft below and on a heading almost directly towards him. He thought that if they
had continued on track, they would certainly have collided, so he deployed his main parachute
immediately. As it was deploying, the ac passed about 10ft in front of him and carried on the same
heading. He estimated the altitude at that point to be approximately 3000ft. He considered this to be
an extremely serious incident given the proximity to himself and other parachutists. If he had deployed
slightly later they would have collided with fatal consequences to himself and possibly the pilot.

THE LET 410 PILOT (PARACHUTISTS DROP PLANE) reports at approximately 1500, he departed
Peterborough Sibson for the 1qth parachute sortie of the day. He climbed to FL130 and at two minutes
to drop, heading 220° at 85kt, he received “clear drop” signal from Sibson drop zone. All the
parachutists were released from the ac and he descended without seeing any other ac during the flight.

THE JUMPMASTER reports that on the 31 July 2004, she was asked to jumpmaster the 11t Jift of the
day. The climb and jump run were uneventful and at approximately 1min to drop, she opened the cabin
door, visually assessed the jump run and saw no other ac in the surrounding area. At 0.4nm from the
target area, she instructed the first group to exit the ac and then ensured that separation was maintained
between them and the following groups. She was the last to exit the ac and she did not see the Airprox.
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THE PETERBOROUGH PARACHUTE CENTRE comments that at 1545 a Chipmunk was observed
entering their parachute-dropping zone. At this time 3 free-fall parachutists deployed their parachutes
approximately 2-300ft to the ac’s left. The Chipmunk then made a rapid turn to the right and flew directly
below the 2"% group, a two-man formation. On seeing the Chipmunk the free fall parachutist deployed
and missed the ac by less than 20ft. A video of the event accompanied the report. Centre staff was
unable to trace the ac to any of the local airfields. The risk to both parachutist and pilot was
considerable.

UKAB Note (1): The registration of the ac could not be seen on the video recording. A study was
conducted of the exact colour scheme and markings of the ac involved; this narrowed the field to around
30 ac. Two extensive and independent attempts to trace the ac involved were conducted lasting several
months which included contacting all Chipmunk operators in the UK with ac of similar colouring. Despite
this, the Chipmunk pilot was not traced.

UKAB Note (2): Peterborough/Sibson is notified at the UKAIP ENR 5-5-3-3 as a Free-Fall Drop Zone
up to FL150- with a radius of 1.5nm centred on position 5233.35N 00023.46W normally during daylight
hours.

THE BPA comments that the present rules and procedures are quite sufficient if they are observed. It is
unfortunate that the pilot could not be traced despite the best efforts of the Secretariat and AlS Mil.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports and a video film from the parachutist, a report from the pilot of the
drop ac and a report from the manager of the parachute centre.

Members considered this to be a potentially very dangerous display of poor airmanship by the untraced
pilot, both for flying through the well known promulgated parachute area and for failing to come forward
despite in all probability being aware of the incident by way of the tracing action.

Two members very familiar with parachuting and drop zone operations considered that a good all-round
visual search of the area might have revealed the presence of the Chipmunk which would have been a
maximum of 3nm away at the time the 2min call was made from the ground to clear the drop. They
expressed concern that there was no information in the reports to determine if such a search had been
conducted.

There are a sizable number of inadvertent penetrations of protected airspace each year brought to the
attention of the Board; so many that in the view of Members if such penetrations can cause a hazard to
the legitimate users of that airspace, robust back-up procedures must be put in place to ameliorate if not
remove the risk.

The Board determined the prime responsibility for the creation of this very dangerous incident lay with
the Chipmunk pilot who in their opinion had been grossly irresponsible in endangering the lives of not
only the reporting parachutist but also all others on that jump. Further, Members had little doubt that
had a parachutist collided with the Chipmunk, rather than missed it by the 10ft reported, then its pilot too
would have suffered fatal injuries.

The Board proposed that details of this incident, including the video if the parachutist agrees, be
included in the various flight safety forums run by CAA and others.
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PART C: ASSESSMENT OF CAUSE AND RISK

Cause: The untraced Chipmunk pilot flew through a notified and active freefall parachute drop zone
into conflict with a group of parachutists.

Degree of Risk: A.
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AIRPROX REPORT NO 143/04

Date/Time: 5 Aug 2134 (Friday Night)
Position.  5113N 00231W
(12nm SE Bristol) 2133:26
Airspace: LON FIR/JUKNLFS(Class: G) :
Reporting Ac Reported Ac

2134:00
(projectéd posn)

Ivpe: EC135 C130 v
Operator: Civ Comm HQ STC i
Alt/FL: 1700t 250ft AGL R g
(QNH 1013mb)  (RPS 1013mb) \'=.. o
Weather =~ VMC CAVOK  VMC CLOC | 2raate
Visibility: ~ >10km NR '
Reported Separation: i
5-700ft V/INilH  3-500ft V/Yanm H ’1\
Recorded Separation: ! Plotted Posn of EC135 when
Not recorded o 1 2 3 L o amgam g
(Estimated from projected positions L1 1 1 v

1100ft V/ ¥a nm H)

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE EC135 PILOT reports that he was returning to Filton in receipt of a FIS from Bristol APR and squawking 0061
[the respective Police ASU code] with Mode C. The ac had red anti-collision lights and nav lights selected on and
the ac was ACAS equipped. While heading 350° at 1500ft QNH and 120kt, 10nm SW of Bath, Bristol RAD
reported a C130 4-5nm SW of Bath at 1500ft. He climbed to 1700ft and saw a data tag on the ACAS approximately
6nm NE. He turned all the searchlights on. TCAS then showed the traffic at 3nm and -600ft and subsequently
gave a ‘Traffic, Traffic’ warning. He pulled up and turned and the occupant of a rear seat saw a C130 with a single
red light on the tail. He stopped the turn at 2200ft amsl 5-700ft directly above the C130. The C130 had no other
lights or anti collision beacons lit, was not on the same radio frequency and did not deviate from its flightpath in
any way.

This was the second occasion he had been under flown by a C130 at night and was very frightened even with the
TCAS warning. From his previous military experience he understood that unless specific permission had been
granted by MOD, the regulations stated that anti-collision lights had to be selected on when low flying on NVG and
in such cases a NOTAM would be issued. In this incident the C130 had only one single red light on its tail.

He assessed the risk of collision as being high and reported the incident to Bristol RAD.

UKAB Note (1): Bristol Radar passed Tl immediately after the EC135 pilot reported at 2130:20 that he had
completed his task and was recovering to Filton. This Tl gave the C130 as being 3nm E of Bath i.e. bearing 360°
from the EC135’s position at 18.5nm and at 1500ft. Two further Tl updates followed over the next 3min and the
pilot reported that he had the C130 on ACAS before he called at 2134 that he had taken avoiding action.

THE C130 PILOT reports flying a single ac with anti-collision lights on and nav lights selected on low flash,
squawking 7001 with Mode C on a night low level NVG standardisation sortie at 250ft agl and on planned time on
a NOTAM'd route. A helicopter was sighted at 3-4nm about 500ft above their height so he turned his ac left to
avoid the helicopter but it turned towards them and then put very bright IR searchlight onto their ac. The helicopter
then disappeared without incident and they felt no risk at all to their ac and were very surprised to learn that an
Airprox had been raised.

UKAB Note (2): Due to the discrepancy in the lighting regime reported by the pilots, the C130 Station was
contacted and asked to verify the lighting status of the C130. They responded that the standard light settings for
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NVG flights are HISLS on red, anti collision light on red, Nav lights on low/flashing, which were the settings in use
at this time.

THE C130 STATION comments that the C130 was flown by an extremely experienced instructor crew who had
done all in their power to ensure an incident of this nature did not occur. The ac was properly lit and was flying on
a NOTAM’d route which had been promulgated to all night LFS users by UKNLFS. The Station Commander was
most concerned at the directing of a high power light at the C130 crew. Users of the UKNLFS should be aware of
the very serious flight safety implications of this and the danger of this action ‘blinding’ the C130 crew.

THE BRISTOL RADAR CONTROLLER reports that a EC135 called on returning to Filton from an incident at
Wincanton. As part of a previous traffic situation, Lyneham had previously advised that they had low-level traffic
at 1000ft leaving their airspace to the SW. A low-level 7001 squawk was observed 3nm E of Bath tracking SW so
he gave Tl to the EC135 pilot saying that he believed it to be a C130. The 7001 squawk then disappeared although
subsequently there were several intermittent primary contacts. The EC135’s squawk did not show on radar at any
time. He updated the EC135 crew with the intermittent contact 2nm E of Radstock. The pilot stated he had a TCAS
contact in that location which was 6nm NE of his position. Both contacts then disappeared, appearing again 12nm
SE BRI with no squawks. As he believed there was now a risk to both ac, he gave EC135 pilot Tl with a bearing
of 2 o’clock and a distance of Y2nm from his believed position. The EC135 pilot then stated that he had taken
avoiding action and would be filing an Airprox, which was done by telephone after landing at Filton. Lyneham
advised him of the identity of the C130.

ATSI reports that they had nothing to add to the Bristol Controller's report other than that he did more than was
expected of him in passing Tl to the EC135 pilot while providing a FIS.

UKAB Note (3): Although a'Y series NOTAM (Y2685/04) giving details of the C130’s route was requested by RAF
Lyneham. The NOTAM did not state that the ac would be operating on reduced lighting. Y Series NOTAMS are
distributed only to users of the UK LFS (day or night) and AUS.

UKAB Note (4): The recordings of the Clee Hill and Burrington radars were reviewed. Although both ac can be
seen intermittently operating in the area and the projected tracks apparently cross with 1100ft vertical separation
less than a minute after the event, the actual incident was not recorded.

UKAB Note (5): The military regulations for operating without lights or with no Navigation or Anti-Collision lights
are at JSP 550 Regulation 323 which refers to the UK Mil AIP Vol3 for Low level operations. This states:

‘Exercises with navigation lights only are to be cleared through MFAC Sqgn, SO2 LF who will publish  appropriate
NOTAM navigation warnings only’.

Although the regulations for lights out activity are clear, it has not been possible to find any MOD-wide regulation
or dispensation regarding reduced lighting operations.

The RAF Lyneham Flying Order Book Order C12 (Aircraft Lighting) states:

‘a. Navigation Lights Only (Bright Flash). If the Captain plans to use navigation lights only (e.g. TALO Leader),
he is to include this fact in the route UKLB NOTAM request’.

HQ STC comments that the RAF Hercules force have, until this Airprox, been using a standard operating
procedure (SOP) of flying with their Nav lights set to "DIM" when night low-flying on NVGs. This SOP was in
accordance with the RAF Lyneham Flying Order Book. However, there was an assumption amongst the force that
the MOD had an exemption to operate with reduced lighting; discussions with DAS(LA) revealed that there was
no such exemption. HQ 2 Group, the operators of the ac in this incident, have taken action to amend Hercules
C130 night SOPs to ensure that nav-lights are set to "ON" (full brightness) with immediate effect. They will only
utilise the "DIM" setting at night on the lead ac of a pair of formating Hercules - otherwise the brighter lights will
dazzle the formating Hercules. The trail, or formating, Hercules will have its nav lights at full brightness. All other
flights with unusual lighting at night will be subject to NOTAM action.

Further work on this matter is being staffed and procedures for using "DIM" lighting will be discussed at a
forthcoming meeting on low flying issues. This Airprox and Airprox 105/04 will be raised at this meeting.

78



AIRPROX REPORT No 143/04

It is disturbing to see that the high intensity light on the helicopter was trained on another air user with the potential
to dazzle the other aircrew, or in this case, 'gain-out' the electro-optical Night Vision Goggles. This practise should
be discouraged on grounds of flight safety.

With reference to this Airprox, it is evident that the C130 crew saw the helicopter and had the opportunity to
manoeuvre as required. From the distance of 3-4nm when the C-130 crew saw the helicopter (before being
dazzled by the high intensity light) there was never a risk of collision unless the helicopter had descended towards
the C130.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, transcripts of the relevant RT frequencies, radar
photographs/video recordings, reports from the air traffic controllers involved and reports from the appropriate ATC
and operating authorities.

The Board noted the similarity between this incident and Airprox 105/04.

In common with Airprox 105/04 the pilot of the police ac, in this case an EC135, had wisely opted to request a FIS
and had also been given a very good service, in this case from Bristol APR. This service followed by a TCAS
warning had alerted him both to the approaching C130 and the need to take avoiding action. Shortly thereafter he
was able to acquire the C130 visually, and having seen it he turned towards it, reducing the separation, and
illuminated it with his ‘searchlights’; Members questioned both actions. The rotary wing specialist informed the
Board that this particular EC135 does not carry an IR searchlight but is equipped with a ‘Night Sun’ which is a
visual spectrum searchlight. Although the EC135 pilot reported that he had illuminated the C130 with his
‘searchlights’, the specialist advised that he thought the pilot might have meant his landing light. Some Members
nevertheless agreed with the HQ STC observation that the training of any light onto another ac was at best unwise
and could be hazardous.

This C130 flight had been the subject of a Y series NOTAM since it flew through an area of the UKNLFS normally
reserved for helicopters; the NOTAM however did not stipulate that the ac would be operating with reduced
lighting. Further, the NOTAM was not forwarded by AUS to AIS Heathrow for retransmission as an A series
NOTAM thereby making it available to non-military airspace users. The Board was informed that such
retransmission is not routine procedure (see below).

The C130 pilot was operating on NVGs and had seen the EC135, 500ft above his height, from about 4nm. He
took appropriate action to increase the existing lateral separation in addition to the vertical separation, which had
increased from 500 to 1000ft as a result of the EC135’s climb in response to the TCAS warning. Even allowing
for this vertical separation, Members were concerned that the EC135 pilot had turned towards the C130, thereby
reducing the lateral separation to about “anm rather than turning to the right and away from it if he felt his ac to be
endangered. Nonetheless both pilots had seen the opposing ac throughout the evolving situation thus ensuring
that there never had been any risk of their ac colliding. Further, due to the distances that the respective pilots had
acquired the opposing ac, the reduced lighting regime of the C130 had not been a factor in this incident.
Notwithstanding, in the context of this Airprox and 105/04, discussion followed regarding night low-level operations
with reduced lighting.

While accepting that military ac are exempt from the external lighting requirements of the Air Navigation Order
(ANO) and that the regulations for operations with no lights are clear and unambiguous, Members noted the
apparently confused regulatory situation regarding the operation at night of military ac with reduced lighting.
Although the Board fully accepted that low-level training at night was an essential military skill, Members
considered that the MOD had a duty to ensure that military ac conducting such flights (including operations with
external lighting below that specified in the ANO for their civilian counterparts) should be the subject of NOTAM
action. For such NOTAMs to be of use to non-military pilots it is imperative that current distribution procedures be
revised. HQ STC advised, on behalf of the MOD, that work is ongoing to resolve these current difficulties. The
Board welcomed the pre-emptive action taken by HQ STC to improve flight safety as a result of this and another
similar incident [see Airprox 105/04]. The US 3 AF advisor to the Board undertook to ensure that US forces
operating in the UKNLFS were informed of these procedures. Members also noted the open approach to the
promulgation of information concerning night low level training taken by the MOD through the MOD/ESH
(Emergency Services Helicopter) Working Group.
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PART C: ASSESSMENT OF CAUSE AND RISK
Cause: Conflict in the FIR (UKNLFS) resolved by both pilots.

Degree of Risk: C.
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AIRPROX REPORT NO 144/04

Date/Time. 5 Aug 1543

Position.  5055N 00047W (3-5nm N GWC)
Airspace:  AWY L980 (Class:A) e
Reporting Ac Reported Ac | ,}’1;;
Type: A320 A340 it
Operator:  CAT CAT A
AIL/FL: JFL130 FL130
Weather ~ VMC VMC CLOC | > e
Visibility:  NR 10nm
Reported Separation: A G — g
Nil V 2nm H Nil V 1nm H il e
Recorded Separation:
Nil V 1-6nm H

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE A320 PILOT reports inbound to Gatwick approaching FL130 in descent near to GWC at 250kt and in receipt
of a RCS from London on 135-05MHz. After receiving a TCAS TA alert on traffic below, showing —600ft in level
flight at FL130, the ac was spotted in his 10 o’clock as an A340 turning away at a range of 2nm. The A340 moved
to his 0930 position, owing to the slow catch-up speed, and when he reported levelling at FL130, ATC issued an
avoiding action R turn onto heading 150°. He had no knowledge of the other ac which was on a different frequency
and holding because of Heathrow weather closure. ATC was very busy at the time, however the A340 had been
seen earlier on his TCAS display, 2100ft below descending, as he was expediting his descent to FL130 and
reducing speed from 280kt to 250kt. He assessed the risk as medium.

THE A340 PILOT reports inbound to Heathrow routeing to OCK heading 070° at 250kt and at FL130 and in receipt
of a RCS from London on 134-12MHz. An ac was seen on TCAS in their 3 o’clock range 1nm indicating +500ft
and descending. After the Capt, PNF, called ATC as the other ac showed +300ft, a TCAS TA alert was received
followed by ATC issuing an avoiding action L turn and descent to FL120. The FO, PF, took out the A/P and initiated
descent, as TCAS indicated nil vertical separation and 1nm horizontal against the other ac on their RHS. During
the encounter, the other ac was not visually acquired, the crew were busy on the RT and following ATC instructions
as well as assessing weathers and fuel owing to thunderstorms present at Heathrow. He assessed the risk as
medium.

THE SECTOR 20 TACTICAL (S20T) CONTROLLER reports she agreed a course of action with S19T for her
presentation of the A340 to the TC OCK Sector against S19T’s presentation of the A320 to TC WLO. As soon as
they had finished their coordination, the S19P shouted across that TC OCK Sector wanted the A340 descending
to FL130 heading 070°. Being different from her agreed coordination with S19T, she asked S19P to confirm again
what was required, the latter did so and wrote 070 on her fps. She pointed to the A340 on S19T’s radar display
and said “heading 070°, down to FL130 and to TC now”. The S19T said yes so she did so. The environment
around S19/20 was very busy, confusing and noisy but at the time she was content that coordination was effected.
She then became very busy with holding traffic at BEWLI and other S20 traffic and did not notice the developing
situation with the A320.

THE SECTOR 19 TACTICAL (S19T) CONTROLLER reports starting his session as an OJTI and when a zero
landing rate for Heathrow was declared, he and his trainee decided to hold Heathrow inbound traffic at BEWLI.
However, as the situation became complicated, he terminated training and took control of the position whilst the
S$19 Planner (S19P) took on a secondary controller. As well as coordinating with S20T, he was receiving verbal
information from S19P and the secondary S19P was writing on, and moving around, his fpss in what he believed
was an attempt to assist his ‘picture’. The A340 had been coordinated with him by S20T to leave BEWLI hold
descending to FL130. He opted not to work the flight but advised the S20T that the subject A320 inbound to
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Gatwick would be heading 045° descending to FL130 and it was agreed that the A340 would also be heading 045°.
He then forgot to transfer the A320 onto the next TC sector. Whilst involved with another traffic situation, he was
simultaneously alerted by the South LAS and the crew of the A320 about a loss of separation. He issued an
avoiding action R turn to the A320 crew followed by Tl and once separation had been restored, the A320 was
routed direct to HOLLY and transferred to TC.

THE SECTOR 19 PLANNER (S19P) CONTROLLER reports that during split sector operations the Planner
position was being ‘manned and boyed’ owing to zero landing rate at Heathrow with TC telling them to hold all
Heathrow inbounds ‘out’ so this traffic was holding at BEWLI. During one telephone conversation the TC controller
agreed to take the A340 from BEWLI at FL130 so she told the 2 tactical controllers, who agreed a course of action
between themselves. When she telephoned TC and asked how they would like the A340 positioned, the TC
controller said heading 070°. She informed both the S19&20Ts, the S19T said that he would not work the flight
and that the S20T should pass it direct to TC heading 070° descending to FL130; this was done by the S20T. A
couple of minutes later, there was an A320 flight inbound to Gatwick which was a lot faster than the A340. She
then became busy coordinating with TC, S20T about other traffic in and out of the BEWLI hold and S25, and did
not hear the S19T descend the A320 to FL130 whilst it converged with the A340, which was still maintaining
FL130. STCA activated and the S19T turned the A320 sharply R with avoiding action. She telephoned TC to see
if they were speaking to the A340 crew and to turn it L.

THE SECTOR 19 PLANNER (S19P) SECONDARY CONTROLLER reports being asked to ‘man and boy’ the
Planner position because the situation was very busy and complex. Whilst concentrating on the Planner tasks,
she heard the A320 crew ask about traffic at the same level so she looked at the radar and saw the STCA activate;
the S19T turned the A320 R to increase separation.

THE TC OCK SECTOR CONTROLLER reports having just taken over the position in an extremely complex traffic
scenario with weather affecting the majority of the sector. The standing agreement into the sector for Heathrow
traffic had been suspended with traffic being individually coordinated. The A340 had been coordinated into the
sector at FL130 on a heading of 070°, which the ac tracked but he noticed a Gatwick inbound (the subject A320)
descending to the same level. The A340 crew reported a ‘traffic alert’ on TCAS so he gave the flight an avoiding
action descent to FL120 which the crew eventually complied with.

ATSI reports that at the time of the Airprox, the A320 was in communication with the S19T and the A340 was in
contact with the TC Ockham SC, having just been transferred to his frequency by the S20T. The S19T described
his workload as ‘High in a complex situation’ whilst the traffic loading was ‘Medium’. The S20T described her
workload as ‘Medium but complex’ and the traffic loading as ‘Low’.

All controllers explained that a zero landing rate had been declared for Heathrow some 10—15min before the
Airprox occurred. This resulted in ac, inbound to Heathrow, being held at BEWLI (approximately coincident with
Bournemouth International Airport) and having to be individually coordinated between S19 and TC Ockham, rather
than relying on the Standing Agreement, into the London TMA. As a result, the workload of the Local Area Group
(LAG), comprising of Sectors 18, 19, 20 & 21, quickly increased in volume and complexity, leading to a number of
interested observers standing behind the controllers at operational positions. Several of the controllers
commented that the environment behind S19 and S20 was ‘very busy, confusing and noisy’. This, some of them
felt, was a distraction.

At the time of the Airprox, one controller was in the process of taking over the S19P position. Throughout the
report, the controller in situ is referred to as Planner (A), and the controller taking over the position as Planner (B).
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The diagram below shows the layout of the LAG at LACC, for the sectors involved.

1P ey e

SECTOR 21 SECTOR 18

SECTOR 19 SECTOR 20

Key: A =Assistant P =Planner T = Tactical

It is necessary for some eastbound LTMA traffic routeing via S20 to pass through S19 before entering TC'’s
airspace, as the two sectors exist alongside each other with abutting airspace. It is common practice for the S19
and S20 Tactical controllers to agree between themselves whether ac can be transferred from S20 direct to TC,
or whether S19 needs to communicate with them. However, the responsibility for coordination from S19 airspace
into TC Ockham’s airspace lies with the S19P, regardless of which Tactical controller transfers the ac to TC.

The A320 crew established communications with the S19T at 1529:55, descending to FL330 and routeing
northbound from the Cherbourg Peninsula to GARMI. The S19T instructed the crew to fly a heading of 030° and
advised that they could expect a WILLO 3C STAR for Gatwick. At that time, the A340 crew were in communication
with the S20T and established in the hold at BEWLI. At 1530:55, the S19P (A) telephoned the TC SW Coordinator
for an update on the situation with respect to Heathrow inbounds. As a result of this conversation, they
coordinated the A340 into TC Ockham’s airspace at FL130. This information was passed to the S20T who, at
1532:15, cancelled the hold for the A340. The flight continued eastbound towards BEGTO and was cleared to
descend to FL180.

Shortly afterwards, the S19T instructed the A320 to turn L onto 010° and descend to FL200. This was later
changed to FL220. These actions put the subject ac on converging tracks, the A340 heading E and the A320
virtually N. At 1536:20, the S19P (A) telephoned the TC SW Coordinator to establish where Heathrow inbounds
should be routed. The reason for this query was that previously, the TC SW Coordinator mentioned that, due to
weather, it might be necessary to hold traffic at Midhurst VOR, which is not normally used as either an en-route
hold or inner stack for London TMA inbounds. At the time, the A340 was just S of Southampton and so the
Coordinator requested that the ac should be placed on a heading of 070°. This information was relayed to the
S20T by the S19P (A), and in turn it was relayed to the flight. The crew were also instructed to descend to FL130
before being transferred to TC. Although the flight would pass through their sector, S19 had opted not to work the
A340, however, they still remained responsible for ensuring that the appropriate coordination with TC took place.
At 1539:10, the A340 crew established communication with the TC Ockham SC reporting that they were passing
FL162 for FL130 on a heading of 070°.

Meanwhile, the A320, still with the S19T, was maintaining FL220 in the 2 o’clock position of the A340 at a range
of 14nm. At 1540:00, the S19T instructed the crew of the A320 to turn R, from the heading of 010°, onto 045° and
descend to FL160. Shortly afterwards (1540:30) he added “A320 c/s descend flight level one three zero expedite
your rate of descent please”. The A340 was now 7-5nm N of the A320, still heading 070° and passing FL149 for
FL130. At 1541:15, STCA activated as the A340 was passing FL139 with the A320 in their 3 o’clock position,
range 5-7nm, passing FL182.

At 1542:15, the TC Ockham SC asked the crew of the A340 whether they could turn L for Ockham and the crew

replied with a request for information on any weather showing on the radar. On being advised that weather returns
are suppressed on the ATC radars, the crew reported turning for Ockham. The two ac were now only 3nm apart
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and converging, the A340 level at FL130 heading 070° and S of it, the A320 passing FL147 heading 045°. At
1542:35, the TC Ockham SC transmitted “A340 c/s you can actually turn further left now and to descend now flight
level one two zero it’s avoiding action descend level one two zero”. The crew acknowledged this and reported
traffic in sight in their 3 o’clock at 1-5nm. At 1542:50, some 90sec after STCA had started activating, the S19T
transmitted “A320 c/s avoiding action turn right inmediately heading one five zero degrees”. Shortly afterwards,
the S19T informed the crew of the A320 that the conflicting traffic was turning L and descending. The two ac
continued closing towards each other with separation reducing to a minimum, at 1542:59, when the A320 was in
the 3 o’clock position of the A340 at a range of 1-6nm, with both ac at FL130. Shortly thereafter, the avoiding action
instructions took effect and separation was quickly restored.

The S19P (A) advised that her workload had increased because of the need to hold traffic at BEWLI. It was
explained that if traffic was flight planned to route close to BEWLI, as indeed the A340 had, then it was a relatively
simple matter to update the electronic data. However, if traffic was not planned to follow routes via or adjacent to
BEWLI, such as flights routeing via the Cherbourg Peninsula, the process of changing the electronic data system
was complex and time consuming. This holding scenario had not occurred very often since S19P (A) had
validated, but it had been covered during her training.

On this occasion, agreement had been reached, originally, that both the A340 and the A320 should be transferred
to TC heading 045° and descending to FL130. The A340 would be transferred from S20 direct to the TC Ockham
SC, and the S19T would transfer the A320 to the TC WILLO SC having complied with the agreed coordination.
This effectively meant that the S19T would have to ensure the requisite lateral separation between the subject ac.

Planner (B) was asked to take over the S19P position from Planner (A) and she started to do this some 5min before
the Airprox occurred. When Planner (B) arrived at the position, Planner (A) was still carrying out the operational
tasks, and so Planner (B) started to familiarise herself with the traffic situation. Recollections of what had taken
place around this time, differed. Planner (B) believed she had been there to take over the position, although this
was at variance with what was stated in her 1261, which describes her arriving at the sector to operate in a ‘man
and boy’ mode. Planner (A) was under the impression that the situation was too complex (due to the holding at
BEWLI) to handover, and so Planner (B) was there to assist in a ‘man and boy’ mode. It is reported that Planner
(A) moved away from the planning position to behind the tactical controllers, shortly after the arrival of Planner (B).
However, the Local Area Supervisor (LAS) instructed Planner (A) to remain on the sector due to the complexity.
Planner (A) then returned to the S19P’s position and continued with the executive tasks of the planner role.

Coordination was being effected, in part, by word of mouth from the S19P (A) to both the S20P and S20T. This
added to the noisy environment around the sectors. The S19T and S20T each recalled the initial coordination
agreed for the A340 and the A320 as heading 045° and descending to FL130 for both ac. However, as stated
earlier, S19P (A) subsequently checked with the TC Coordinator as to the required coordination in respect of the
A340, as the possibility of holding traffic at Midhurst had been mentioned. The TC Coordinator advised that the
A340 should be placed on a heading of 070° descending to FL130. This information was passed to the S20T who
asked for the S19P to repeatit. The S19P (A) did this and then wrote ‘070’ on the S20T’s fps. The S20T said that
she had pointed to the A340 on the S19T’s radar display and stated “Heading 070°, down to FL130 and to TC?”,
implying that this was her intended course of action and was seeking approval from the S19T. She went on to say
that she was convinced the S19T had given a positive acknowledgement of this.

In obtaining this ‘approval’, it was reasonable for the S20T to expect that the S19T would ensure separation was
provided between the A320 and the A340. The S19P (A) recalls this conversation taking place, and she too
believed that she had provided this information to the S19T. The latter advised that he had no recollection of the
change of heading being communicated to him. He went on to say that his fps for the A340 had ‘180 130’ in the
level box and two lines drawn through the callsign. This indicated to him that he would not be in communication
with the ac but it would be transferred direct from S20 to TC Ockham descending to FL130. There were no
headings written on the strip, neither the original 045° nor the revised heading of 070°. MATS Part 1, Appendix D
page 1, para 2.3 states: ‘The flight data display shall be updated immediately to reflect the current traffic and
control situation whenever necessary. In order to ensure that all relevant air traffic control actions are reflected in
the data display, it is essential that agreements made during controller to controller communication, whether this
is effected by the use of recorded telephone lines or intercom systems or by ‘face to face’ verbal coordination, are
indicated on the flight data display. All items such as levels, pertinent traffic, headings and/or speeds must be
recorded on the data displays of both controllers involved.’
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For reasons undetermined, the unit were unable to find the S19T’s fps for the A340 so his recollections could not
be corroborated. The S19P (A) recalls writing the revised heading of 070° on the S20T’s strip but not on the
S19T’s strip. Additionally, the face-to-face coordination between the two Tactical controllers resulted in just the
coordinated levels being recorded and not the heading. The unit's MATS Part 2, MOPS Chapter 3 para 3.3 states,
under the heading of ‘Planner Strip Marking’: ‘Coordination out of the sector shall be annotated in Box D’.

The S19T advised that he had taken over the position some 10min prior to the Airprox taking place. He was
intending to operate as an OJTI with his trainee, however, he quickly assessed that the complexity was too much
for the trainee at his present level of training. The trainee unplugged from the position and sat behind observing
for a while before leaving the sector. The S19T described the environment around the sector as noisy and busy.
The Planners were shouting to each other over the heads of the Tactical controllers. There were also problems
with producing strips which he suggested might have been the failure to remove the electronic ‘Hold message’
from ac about to leave the BEWLI hold. The S19T stated that the S19P (B), who had just arrived on the sector,
was engaged in writing on and moving around his strips into Expected Approach Time (EAT) order. He believed
that this was an attempt to assist him in retaining the up to date traffic situation, but this was not his normal method
of operating and was a distraction to him. Planner (B) could not recall doing this but stated that the situation,
although complex and busy, was under control.

The S19T said that having agreed the coordination in respect of the A340 and the A320, both heading 045°, he
concentrated on his other tasks. He had no recollection of the heading on the A340 being changed and when he
looked at the radar, he thought that the flight was following a track commensurate with a heading of approximately
045°. He had instructed the A320 crew to turn R onto 045° and then issued descent instructions, first to FL160,
on top of the A340, and then to FL130, the agreed level for transfer to TC. Although STCA had activated at
1541:15, when the A340, working TC Ockham, was passing FL139 and the A320 FL182, he had not seen this due
to concentrating on his other traffic. It was only when the LAS, who was observing from behind, pointed at the
radar screen and the crew of the A320 reported that they were levelling at FL130 that he saw the confliction. He
immediately gave avoiding action and, shortly afterwards, passed TI.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, transcripts of the relevant RT frequencies, radar
video recordings, reports from the air traffic controllers involved and reports from the appropriate ATC authorities.

Members sympathised with the LACC and LTCC ATCOs involved in this incident. The imposition of a zero landing
rate at Heathrow had rapidly increased the workload of all the controllers involved and created a very busy,
complex and unusual situation. The S19 team had drafted in extra staff to help although it was not clear whether
the S19P (B) had arrived to take over the position or assist in ‘man and boy’ operations. The S19T had said that
the S19P (B) had been ‘helping’ him by writing on and moving the fpss around into EAT order but as this was not
his normal ‘modus operandii’ it had been a distraction. It appeared that there was no clear guidance as to where
responsibilities lay during these ‘man and boy’ operations. Other team members had found the environs ‘noisy
and busy’ owing to the Sector Planners’ ‘word of mouth’ coordination, over the Tactical controllers’ heads, and the
number of ‘observers’ standing close-by. Undoubtedly, at the time, the intentions of all of the controllers involved
was to put ‘all hand to the pumps’ to sort out the traffic situation but the number of people around the area most
probably, at times, distracted one or other of the controllers from the ‘matter in hand’. Members agreed that the
sum of these elements had caused the S19 and S20 teamwork and actions to be confusing and disjointed which
had contributed to the Airprox. The S19T and S20T had agreed coordination to place the A340 and A320 on
parallel headings (045°) with both descending to FL130 for transfer to their respective LTCC sectors. However, it
appeared that the heading information had not been annotated onto the respective fpss. Following the TC
Coordinator requesting a heading change for the A340 onto 070°, the S19P (A) had informed the S20T and written
the information on his fps. Without the S19T’s fps being available nor a recording of the actual conversation that
took place, it was unclear exactly what information had been displayed to the S19T but from the S20Tand S19P
(A)'s perspective, the change of heading for the A340 had been acknowledged by the S19T, after it had been
pointed out to him on the radar display, and so the revised coordination request had been agreed. This was not
remembered by the S19T who could only recall the cleared level of FL130 and the two lines drawn through the c/
s part of the fps: he had not assimilated the new, revised heading. It was clear that a positive read back should
have been obtained from the S19T and then the agreed coordination should have been written on the fps.
Members agreed that because the fps marking on flight data display did not accurately reflect the situation at the
time, it had denied all controllers in the Sector team of a visual ‘aide memoir’ record of what had been agreed
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during their ‘face to face’ coordination, and this had also been contributory factor to the Airprox. The S19T had
then assessed that the A340’s track was as expected and vectored the A320 onto the originally agreed heading
and descended the flight to FL130 which had brought the subject ac into conflict which had caused the Airprox.
Following these instructions, the S19T had turned his attention to other traffic, forgetting to transfer the A320 to
the next TC sector which would normally occur well before GWC. The S19T and S19Ps (A) and (B) had all
apparently not seen STCA activate, only becoming aware of this when it was pointed out by the LAS standing
behind. This ‘safety net’ had been active for approximately 90sec prior to remedial action being commenced,
during which period there was a chance to break the chain of events. These two elements were felt to have been
the last contributory factors. Had the A320 been transferred to TC, it would almost certainly allowed the expecting
WILLO SC to take control earlier and effect action to resolve the deteriorating situation.

Turning to risk, the A320 crew was given an early ‘heads-up’ on TCAS of the A340 below them, as they expedited
their descent, and received a TA alert as they approached FL130. The ac was visually acquired and, as they
started to pass 2nm abeam it, ATC gave an avoiding action R turn onto 150°. The A340 crew had also seen the
A320 on TCAS, 1nm to their R, 500ft above and descending. Simultaneously with a TA alert, ATC issued an
avoiding action L turn and descent, which was complied with, although the A320 was not seen visually but TCAS
indicated 1nm separation. The LACC and LTCC controllers involved had seen the situation late but had issued
robust avoiding action instructions to resolve the confliction. These actions, combined with the ‘sightings’ by both
crews and the actual geometry of the encounter, were enough to persuade the Board that the safety of both ac
had been assured.

PART C: ASSESSMENT OF CAUSE AND RISK

Cause: During a complex and busy situation, the S19T did not assimilate the revised coordination request
regarding the A340 and vectored the A320 into conflict with it.

Degree of Risk: C.

Contributory Factors:

1. The S19T did not transfer the A320 flight to LTCC nor notice STCA.
2. Apparent lack of annotation of coordination or headings on fpss.

3. The S19/20 teamwork and actions were disjointed.
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AIRPROX REPORT NO 145/04

Date/Time: 1 Aug 1832 (Sunday)

Position.  5244N 00019W
(3nm N of Market Deeping) N +
Airspace: LFIR (Class: G) Y te004 |
Reporting Ac Reported Ac \ 31:%.:"
Tvpe: PA38 Aviasud Mistral — 21.‘15;‘/2;?%@",
Operator:  Civ Pte Civ Pte Cottesmare 01 3140
Al/FL:  1000ft NR frmmma M e
(QFE 1021mb)  NK ATz (%
Weather ~ VMC HAZE VMC CLNC 3\ L‘-.\
Visibility:  5000m >10km % y
Reported Separation: Wiy LT
Nil V/200mH  NR r
Recorded Separation:
Not recorded

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE PA38 PILOT reports flying a local sortie from a private site near Sleaford heading 180° at 85kt and 1000ft agl
and not in communication with any ATSU squawking 7000 with NMC. The ac was coloured white/orange and the
wing-tip strobe lights were switched on. Although the weather conditions were hazy (5000m), the visibility was
such that safe flight was possible. About 2nm N of Market Deeping he spotted a Microlight, an Aviasud Mistral
Biplane, in his 11 o’clock range 300-400m at the same level on a converging/crossing course L to R. It was
coloured white with no strobe lights apparent, cruising straight and level. He immediately executed a steep L turn
to avoid it, estimating it passed 200m to his R. He believed the pilot of the Mistral was not aware of his presence
as no avoiding action was seen to be taken by the other ac. He assessed the risk as ‘B’ opining that the cause of
the incident was poor observation by himself and the other pilot.

THE AVIASUD MISTRAL PILOT reports heading 270° at 55kt enroute from Fenland to a private site near
Coalville, Leicester, and not in communication with any agency; he would normally be in contact with Cottesmore
but they were closed. Neither transponder nor lighting was fitted to his white/red coloured biplane. Although he
remembered the incident occurring to the N of Market Deeping, he was traced over 1 month after the event so his
recollection of distances and the other ac’s details were vague. The visibility was good, >10km, but some leftover
haze remained and he was flying into sun. This may have been why he spotted another ac late, in his 3 o’clock
range 500m at the same level. His lower wing also may have possibly obscured it. No avoiding action was taken
as the other ac was seen to turn L to pass behind. He assessed the risk as low.

UKAB Note (1): The Met Office reports that Cottesmore and Wittering aerodromes were closed but automatic
SYNOPS for the area in the period1800-1900Z reveals that the visibility was between 10-15km with clear sky
conditions.

UKAB Note (2): The Rules of the Air Regulations 1996 Rule 17 Rules for avoiding aerial collisions Para (1)
General (d) states “An aircraft which is obliged by these Rules to give way to another aircraft shall avoid passing
over or under the other aircraft, or crossing ahead of it, unless passing well clear”. Para (2) Converging (b) (ii)
states “...when two aircraft are converging in the air at approximately the same altitude, the aircraft which has the
other on its right shall give way”.

UKAB Note (3): Analysis of the Debden radar recording proved inconclusive. At 1830:04 a 7000 squawk showing
NMC is seen, believed to be the PA38, 6nm N of Market Deeping tracking S which 1min later turns R to track 210°.
Forty seconds later a single pop-up primary only return, possibly the Aviasud Mistral M/Light appears the PA38’s
11 o’clock range 0-75nm; the contact disappears on the next radar sweep so no track is discernible. The PA38
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continues tracking 210° until 1832:04 when it is seen tracking SE, having turned sharply L, which is maintained for
two sweeps before turning onto a S’ly track. This manoeuvre, 3nm N of Market Deeping, correlates with the
avoiding action described by the PA38 pilot but the Airprox, per se, is not seen on recorded radar.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac and radar video recordings.

There was no doubt that this had been a conflict in Class G airspace where ‘see and avoid’ pertained. Although
the Mistral pilot was required to give way, compliance with the Rules of the Air is dependant upon pilots seeing
each other. From the sighting distances quoted in each report, it was clear that both pilots had seen each other
late and this had caused the Airprox. The Mistral pilot was flying into sun which, when combined with any residual
haze, would have made visual acquisition more difficult. He had seen the PA38 about 500m away to his R and
taken no action as it was seen to turn L to pass behind. The PA38 pilot had seen the Mistral, slightly later, in his
11 o’clock range 300-400m crossing L to R and had immediately executed a steep L turn to avoid it, estimating it
passed 200m away to his R. One Member thought that from the geometry of the encounter and the separation
distances quoted, safety had been compromised during the encounter. This view was not shared by the majority
of the Board. Although these had been late sightings, the robust avoiding action taken by the PA38 pilot was
enough to ensure that any risk of collision had been quickly and effectively removed.

PART C: ASSESSMENT OF CAUSE AND RISK
Cause: Late sightings by both pilots.

Degree of Risk: C.
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AIRPROX REPORT NO 146/04

Date/Time. 3 Aug 1210

Position:  5328N 00503W (15nm East LIFFY) e e
Airspace.  Airway L975 (Class: A) — FLos = IH208 FL209
Reporting Ac Reported Ac LY 2m TEeee L
Type. Dash 8-300 Hawk
Operator. CAT HQ PTC - _’* —
Alt/FL: FL210 FL200 ‘ e e,
F"ﬂ°/ | fFLZOS
Weather ~ VMC VMC CLOC o’ fuar ai
Visibility:  10km >10km ) wo .
Reported Separation. 0 5 10nm 5NM T
700ft V/5-6nm H  Not seen L1 |
Recorded Separation:
500ft V/5.2nm H

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE DASH 8-300 PILOT reports flying a scheduled passenger flight from to Shannon to Manchester in good
weather. While heading 100° at 260kt and FL210 in Airway L975, he became aware of a developing situation
when Dublin ATC advised another ac ahead of them to stop climb at FL210 due to fast moving military traffic. At
this time they saw ‘other traffic’ displayed on TCAS at 5-6nm range in their 2 o’clock. Almostimmediately they got
an RA indication followed moments later by a TCAS ‘Climb’, ‘Climb now’, which coincided with ATC instructing
them to turn left onto 070°. TCAS initially requested a climb rate of 1500ft/min and on passing FL215 it announced
‘adjust vertical speed’ to 300-400ft/min. ATC was advised of the TCAS climb and the conflict cleared at FL217
whereupon the ac was restored to FL210, the cleared level. The first officer became visual with the infringing traffic
as it turned left away from them at close range.

THE HAWK PILOT reports flying an instructional sortie with a student in the front seat as PF in a black ac with
HISLs, nose and anti collision lights on. He was conducting a spinning exercise in the only clear weather area to
the W of Valley. He contacted Aberporth and obtained a clearance into N part of D201 [adjacent the S boundary
of L975]. He was aware that they were drifting to the N in order to stay in the good weather. Following a spin
recovery flown by the student, he (the student) entered a slack left turn. The QFI was aware they were operating
close to the N boundary of D201 so he checked his position and the TACAN showed they were approaching the
VYL 300° radial at 18nm, so he told the student to tighten the turn, continue left onto S and start working clear of
the northern edge. The student turned to the S and, having started at FL200, descended to FL180 in the turn. At
no time did he feel they were in CAS, their limited navigation aids indicating that they had remained outside; he
was however, aware they were close to the N edge of the Danger Area at the time of the turn onto S, hence the
call to the student to tighten the turn.

UKAB Note (1): TACAN position VYL 300/18nm equates to 5323.4N 00459.5W which is ¥2nm inside the S edge
of Airway L975. This corresponds precisely with the position shown on the St Annes radar recording at 1209:26,
a few sec after the left turn had been commenced.

THE DUBLIN CONTROLLER reports that the DASH8 was 10nm E of LIFFY level at FL210 heading E; at the same
time another ac, 4-7nm NE of it was in the climb to FL230, also heading E. A 7000 Squawk was seen tracking NE
with an unverified Mode C showing it climbing through FL160 and entering L975. A ‘Traffic Advisory’ was passed
to all relevant traffic. The DASHS pilot informed the Controller that he was responding to a TCAS RA just as the
7000 squawk was about to leave CAS heading S.

UKAB Note (2): The recording of the St Annes radar shows the 2 civil ac in L975 both heading E. The ac that was
not involved was just inside the N boundary of the airway, initially abeam and below the DASH8 which was at
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FL210 but cleared to climb to F230 through its level; the tracks were separated laterally by 6.4nm as it overtook
the DASH8. The DASHS8 was level at FL210, 1.3nm inside the S edge of the Airway as the Hawk penetrated CAS
8.1nm ahead of it, initially heading NNW, but immediately commencing a hard L turn. As the Hawk left CAS 23sec
later the DASH8 was 5.2nm away climbing through FL213 in response to the TCAS RA.

UKAB Note (3): MATS pt 1 at S1 Ch5 P11 12.1.4 states:

“Although ac operating in controlled airspace are deemed to be separated from unknown ac flying in adjoining
uncontrolled airspace, the radar controller should aim to keep ac under his control at least two miles within the
boundary where possible. Unpredictable manoeuvres by unknown ac can easily erode separation.”

HQ PTC comments that they are mindful that Valley based Hawks are poorly equipped to maintain accurate
navigational awareness, easily and with confidence. The proximity of regulated airspace and the need for clear
air often (literally) backs their pilots into an unenviable corner if they are to complete the task. The Hawk’s TACAN
was telling the accurate truth: our pilot was just in the airway. The GPS fleet fit is almost complete and will provide
a confidence crosscheck against the TACAN range/bearing. The Hawk T1 replacement will have the nav kit of the
future. Meanwhile, we shall warn our crews to leave a better margin for error when operating close to airways.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, transcripts of the relevant RT frequencies, a radar
video recording, reports from the air traffic controller involved and reports from the appropriate ATC and operating
authorities.

The ATSI advisor clarified the procedures to be applied in the area of the occurrence (i.e. area of delegated ATS)
which are outlined in a LoA between Dublin ATCC and London ACC; Annex F, Para F2.2.8 states: '.... when traffic
is positioned tactically on Airways L975 or L70 the transferring controller shall ensure that:

Traffic, in any circumstances, is positioned not less than 2nm from the northern or southern edge of the airway’.

Despite the statement in MATS Pt1 at UKAB Note 3 above, the Board was informed by ATC Members that it is
common practise to effect separation by putting ac at the opposite extremities of Airways. The reason for the
cautionary advice at both statements in the MATS and the LoA is to ensure that separation is not eroded in exactly
the circumstances of this Airprox when an unknown contact penetrates the edge of an airway. Notwithstanding the
guidance above, ATC specialists informed the Board that the current density of traffic made the lateral separation
of same-way, same-level airway traffic almost unavoidable.

In this case however, before the Controller was able to take any action following the brief Hawk incursion, the
DASHS pilot received and reacted correctly and in a timely manner to a TCAS RA. The RA had also allowed him
to acquire the Hawk visually and a combination of his actions had prevented there being any risk that the 2 ac
would have collided. Members thought it worthy of note that, in their opinion, the DASHS pilot would still have
received, and have had to react to an RA, even if the Hawk’s turn had been early and tight enough to keep it just
clear of the Airway.

Despite the weather constraints and that in this case there had been no risk of collision, Members thought that the
Hawk pilot was unwise in choosing to operate in that area. Military aircrew Members agreed that when conducting

GH, pilots should always allow a good safety margin from CAS thus avoiding inadvertent infringements such as
occurred here. The Board considered that the Hawk pilot’'s poor judgement had contributed to the incident.

PART C: ASSESSMENT OF CAUSE AND RISK
Cause: TCAS RA followed by a visual sighting in Airway L975.

Degree of Risk: C.

Contributory Factors: Unauthorised penetration of Class A CAS by the Hawk pilot.
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AIRPROX REPORT NO 147/04

Date/Time.: 12 Aug 1348

Position:  5153N 00150W (5nm NE WCO)
Airspace: Daventry CTA (Class: A)

Reporting Ac Reported Ac _ .
Tupe: A320 B737-800 o e o o
Operator: CAT CAT =R v N,
AlFL: LFLAT0 TNR o w BT - °
Weather ~VMC CLAC ~ VMC CLOC w0
Visibility: ~ >10km NR &
Reported Separation:

600ft V/0-25nm H NR s e
Recorded Separation: e

1200ft V 0-3nm H

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE A320 PILOT reports inbound to East Midlands heading 360° at 320kt and cleared by London ATC on 130-92
MHz to descend to FL170. Passing FL200 TCAS gave a TA alert on traffic in his 12 o’clock so he reduced his
ROD. Descending through FL185 ATC gave avoiding action ‘level-off at FL180 and turn R onto 090°’: however,
owing to his ROD, he levelled at FL175. As this was achieved, a B737 was seen passing through his 8 o’clock
range 0-25-0-5nm away and 600ft below at FL169. After being recleared enroute to SAPCO and given descent
to FL100, ATC told him that the B737 was apparently only cleared to climb to FL160. He assessed the risk as
medium.

THE B737 PILOT reports that he could only recall some aspects of the incident after completing his report from
memory some 3 months post incident. The weather was very unstable with many large and active Cb clouds and
hence the RT was busy with pilots requesting weather avoidance. He had been issued a step-climb clearance
when southbound close to WCO and had heard another ac being given descent clearance. He heard another ac
being given ‘avoiding action’, he thought, whilst TCAS simultaneously sounded a TA alert. His ROC was moderate
with v/s selected on the MCP. The v/s was reduced and visual contact was established with a medium sized ac
above them in their 10 o’clock turning away to the NE. An unresolved discussion then took place on the flight deck
as to whether the conflicting ac had been cleared down to, or through, their level. As safely resolved TAs are not
unheard of in the LTMA they continued normal operations.

THE TC CAPITAL SC reports taking over the position having just been working as the CAPITAL Coordinator for
50min. He mistakenly believed that working as the Coordinator he had obtained a ‘RFC’ (released for climb) for
the B737 on a Stansted SID from TC MIDLANDS. Therefore when the B737 crew checked-in on the frequency
he climbed the flight to FL180 which put it into conflict with an A320 inbound to East Midlands, which had been
descended through a section of his airspace without coordination.

THE TC WELIN SC reports that she had just taken over the sector 5min after working as the TC LAM SC. The
A320 was avoiding weather and was routing from OCK direct to WELIN descending to FL220 on a standing
agreement. Having checked with TC COWLY, via the Coordinator, she instructed the A320 crew to descend to
FL170 on top of any CPT departures including the subject B737; this latter flight was opposite direction traffic, seen
at FL160, but was not on her frequency. As the subject ac approached each other she saw the B737 was climbing.
She told the A320 crew to stop descent at FL180 and, knowing that it may well pass through that level and not
knowing the level to which the B737 was climbing, she gave the A320 crew an avoiding action turn onto 090° with
TIl. The A320 crew reported seeing the B737 pass down their LHS and also stated that they would be filing an
Airprox.

ATSI reports that it was not possible on this occasion to conduct a Field Investigation into this Airprox. The
following report has therefore been completed from radar and RT recordings and ATC reports.
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The A320 was inbound to East Midlands from Faro and following a direct route between OCK and WELIN. The
flight had been transferred from LACC Sector 26 to TC WELIN in accordance with the standing agreement. The
standard route for such flights is via the Midlands Radar Gate which is situated between Luton and Westcott.
However, on this occasion the A320 was not on the ‘standard route’ and was W of the normal track, this deviation
was for weather avoidance. The A320 crew contacted the WELIN SC and reported descending to FL220, the
standard level for transfer from LACC S26. The WELIN SC requested that the MIDLANDS Coordinator coordinate
further descent to FL170. The sequence of sectors through which the A320 would pass was as follows: LACC
S26 — TC WELIN — TC COWLY. However, if the ac was descended early by the WELIN controller whilst following
this non-standard track, it would also enter the TC CAPITAL sector airspace.

Shortly after the request for further descent, the WELIN SC reported that the MIDLANDS Coordinator advised her
to descend the A320 ‘now’. However, unbeknown to the WELIN SC, the MIDLANDS Coordinator had only
coordinated with the COWLY sector and not the CAPITAL sector into whose airspace the A320 would enter if it
descended at that time. Had the coordination that had actually taken place, i.e. only with the COWLY sector, been
annotated on the WELIN SC'’s flight progress strip it should have been apparent that the complete coordination
required had not been undertaken. MATS Part 1, Appendix D page 1, para 2.3 requires the flight data display to
be updated to reflect the current traffic situation as well as any agreed coordination whether face-to-face or by
telephone or intercom.

When the A320 was instructed to descend to FL170, the ac was 11nm SW of the western edge of the Midlands
Radar Gate and following a northerly track so that it would pass at least 6nm W of the Radar Gate. This meant
that it was descending into CAPITAL’s airspace, which exists from FL195 — FL215 in that position. Had the flight
followed the standard track then it would have been to the E of this and remained within WELIN sector’s airspace.

The B737 was outbound from Stansted, following a CPT SID and had been climbed to FL160 by the BNN sector
and then transferred to the CAPITAL sector. Prior to taking over the CAPITAL SC position, the controller had been
working in the CAPITAL Coordinator position and he had believed, mistakenly, that he had coordinated further
climb for the B737, with the COWLY/WELIN sector. However, this was not the case and the fps was correctly
annotated in that it did not indicate that any such coordination had been undertaken.

The result of these two omissions was that the A320 was descending into CAPITAL'’s airspace without coordination
being effected and the B737 was being climbed from CAPITAL'’s airspace into WELIN’s, again without the requisite
coordination having been undertaken.

At the time the WELIN SC instructed the crew of the A320 to descend below FL220 (1346:10), the B737 was 19nm
to the NNE and passing FL155 climbing. The B737 was turning L onto a near reciprocal track to that of the A320.
As soon as the B737 crew contacted the CAPITAL SC (1347:15), he instructed them to climb to FL180, mistakenly
believing that this had been coordinated.

[UKAB Note (1): As the B737 commences climb at 1347:32 (FL161), the A320 is 4:9nm to the S of it, passing
FL192 in its descent.]

The WELIN controller quickly spotted the problem and instructed the crew of the A320 (1347:45) to stop their
descent at FL180. However, realising that the A320 might be unable to arrest its descent at that level, an avoiding
action turn onto 090° was issued as well as passing Tl. Meanwhile, the CAPITAL SC was alerted to the confliction
by STCA (1347:38) and started to transmit to the B737 crew. However, he did not believe he could do anything
to resolve the confliction and simply said “B737 c¢/s ah disregard’.

[UKAB Note (2): The CPA occurs between radar sweeps. At 1347:50, the A320 is descending through FL179
0-6nm S of, and 1400ft above, the B737 indicating FL165 climbing. At the next sweep 6sec later the ac have
passed, the B737 is now climbing through FL166, 0-9nm S of, and 1000ft below, the A320 indicating FL176. Itis
estimated that at the CPA, vertical separation was 1200ft as the subject ac pass each other, port to port, 0-3nm
apart.]

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, transcripts of the relevant RT frequencies, radar
video recordings, reports from the air traffic controllers involved and reports from the appropriate ATC authorities.
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The NATS Advisor informed Members that a Temporary Operating Instruction TOI142/04 has since been released
promulgating a trial procedure effective from the 1st January 2005 on all TC sectors providing guidance to
controllers with regards to the requirements for the layout and content of coordination messages and the
associated strip marking. It was clear that tactical coordination was required on this occasion as the A320 was
routeing W of the Midlands Radar Gate. Ac flying through this radar gate would be in compliance with a standing
agreement which is designed and established so that individual coordination is not required. An ATCO, familiar
with TC operations, informed Members that when the WELIN SC earlier descended the A320 from FL220, it had
been through a thin layer of CAPITAL airspace from FL195-215 without coordination. However, Members agreed
that the Airprox had occurred later, well within COWLY Sector airspace where tactical coordination had been
effected between the WELIN and COWLY SCs via the MIDLANDS Coordinator. The CAPITAL SC had received
the B737 at FL160 from the BNN Sector but with the ac within the COWLY Sector. Therefore any further climb
could only be effected by the CAPITAL SC if he had coordinated climb with the MIDLANDS Sector or if he had
waited until the ac crossed his sector’s airspace boundary, a line from a position 5nm N of CPT to BNN VOR. The
CAPITAL SC believed that he had coordinated climb with the MIDLANDS Sector when operating as the CAPITAL
Coordinator immediately prior to taking over the SC position. This was not the case and this erroneous belief had
led the TC CAPITAL SC climbing the B737 into TC MIDLANDS airspace without coordination and into conflict with
the descending A320 which had caused the Airprox.

The A320 crew were aware of the potential conflict when receiving a TA alert and they had reduced their ROD.
The WELIN SC had also noticed the developing situation and had issued an avoiding action ‘level-off’ instruction
and a R turn, which the A320 crew actioned immediately, arresting their descent at FL175 and visually acquiring
the B737 as it passed their 8 o’clock about 0-25-0-5nm away and about 600ft below. The B737 crew had also
received a TCAS TA alert and they had adjusted their ROC, seeing the A320 in their 10 o’clock passing to their L
and above. These actions taken by all parties, when combined, had been very effective in taking the heat out of
the situation, the subject ac passing separated by 1200ft vertically. This led the Board to conclude that safety had
been assured during the encounter.

PART C: ASSESSMENT OF CAUSE AND RISK

Cause: The TC CAPITAL SC climbed the B737 into TC MIDLANDS airspace without coordination and into
conflict with the descending A320.

Degree of Risk: C.
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AIRPROX REPORT NO 148/04

Date/Time: 15 Aug 1933 Twilight (Sunday)

Position:  5139N 00018W
(6nm E of LAMBOURNE VOR)

Airspace: London TMA (Class: A)

Reporter: LTCC Heathrow Int Director

First Ac Second Ac

Type: Global Express  A320 e e
Operator: Civ Exec CAT
Alt/FL: FL8O LFL80 - D
LAMBOURNE 87 @ 1933:09 o
Weather ~VMC NR NR 485 @ 193249 /:9""?
Visibility: ~ >10km NR [As202] Vo
Reported Separation: VOB Radar Derived al
LTCC INT DIR N:  600ft V/1nm H o orsmy

600ft V/1inm H NR

Recorded Separation.
600ft V/0-6nm H

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE LTCC HEATHROW INTERMEDIATE DIRECTOR NORTH (DIR) reports that the A320 was inbound to LAM
for RW27L at London Heathrow descending to the ‘Minimum Stack Level’ of FL80, E of LAMBOURNE (LAM). The
Heathrow QNH had recently changed from 1013mb to 1012mb and in such conditions of ‘low’ pressure he should
have descended the A320 no lower than the ‘Minimum Stack Level’ + 1000ft [ie FL90]. He was alerted to the
confliction with the Global Express by the pilot of the A320, who questioned his cleared level of FL80. Avoiding
action and traffic information was issued and whilst he was making this transmission the STCA went straight to a
high severity (red) alert. Prescribed separation was eroded to a minimum of he thought 1nm horizontally, 600ft
vertically.

THE LTCC NORTH EAST DEPARTURES SECTOR CONTROLLER (TC NE DEPS) reports that the Global
Express had departed from Luton on a DVR SID and was flying level at FL80, IFR under a RCS in the LTMA. As
it passed under the LAM hold, he observed the A320 descending out of FL90 turning inbound to LAM. Avoiding
action was given to the Global Express crew [of a L turn onto 090°], though traffic information was not issued, but
the ac were almost on top of each other at the time. The Global Express crew reported visual with the A320.
Prescribed separation was eroded.

THE CANADAIR GLOBAL EXPRESS (Global Exp) PILOT reports that his ac has a predominantly white colour
scheme but all the available ac lighting was on including the landing lights in the twilight. He was outbound from
Luton to Brussels IFR but flying in VMC and in receipt of a RCS from London CONTROL on 118-82MHz. A squawk
of A0553 was selected with Mode C. TCAS is fitted but during the period of the Airprox only a TA was enunciated.

Heading 157° whilst approaching 20d on the DETLING 337R at 250kt a low-wing twin engined airliner was seen
3nm ahead — the ac’s landing & taxy lights could be seen clearly — in a climbing L turn. No avoiding action was
required as the Airbus crossed 1nm ahead from L- R about 600ft above his ac according to the TCAS display - no
RA was triggered at all. He assessed the risk as “low”.

THE A320 PILOT provided an extremely brief report stating that the crew detected an ‘intruder’ just prior to an
ATC instruction to change heading. The co-pilot reports that whilst descending from FL90 to FL80 and turning
inbound to LAM the intruder was observed to level at FL80. The Descent was stopped to avoid the other ac and
the maximum excursion below FL90 was only 200ft down to FL88 he thought. The risk was assessed as “low”.
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ATSI reports with RT transcript that at the time of the Airprox the A320 was under the control of the Heathrow
INTERMEDIATE DIRECTOR NORTH (DIR) and the Global Exp was under the control of the LTCC NE DEPS. The
DIR reported that he had been in position for about 40min and described his workload as “high” with a “medium”
traffic loading.

TC had been holding inbound traffic at BRASO (20nm E of LAM) at FL180 and above, prior to ac routeing in
towards LAM. DIR advised that he had just ‘emptied’ the LAMBOURNE stack and was awaiting further traffic. He
added that the Traffic Manager was trying to keep the delays to 15min or less. The A320 was inbound to Heathrow
via LAMBOURNE, followed by an MD11, which had an earlier Expected Approach Time and would have to be
positioned ahead of the A320 in the landing sequence. TC NE descended the A320, in steps, down to FL100
entering the LAM hold at 1929:25, before being transferred to the DIR at 1931:00.

Meanwhile, the Global Exp had departed Luton following a DOVER SID. At 1926:00 the Global Exp crew
established communications with the TC NE DEPS who instructed them to route direct to BROOKMANS PARK
(BPK) and issued a climb clearance progressively to 5000ft QNH, 6000ft QNH and then to FL80. At the time the
latter clearance was given, the A320 was levelling at FL140 just approaching LAM with the Global Exp at 2 o’clock
- 11nm passing 5600ft. At this point, the MD11 was 18nm behind the A320 and maintaining FL180 having been
cleared from BRASO to LAM. The DIR explained that his plan had been to give the A320 one complete hold,
during which time the MD11 would have reached LAM and been vectored straight off to the W and fitted into the
landing sequence, ahead of the A320. The TC MATS Part 2 HRW4.4 para 4.4.3.1 states:

“To facilitate departures from Stansted, Luton and Northolt routeing via DET, Minimum Stack Level is allocated
to TC North East for use by all traffic routeing east of the LAM VOR’.

The ‘Minimum Stack Level is defined in the MATS Part 2, GEN 2.18 as:
“...the lowest whole flight level giving a minimum of 10001t separation above the transition altitude”.

The current TC Minimum Stack Level is displayed at the bottom of the radar display in a small palette labelled ‘Min
Stack’. At the time of the Airprox, the QNH was 1012mb and the Minimum Stack Level was, therefore, FL80. The
MATS Part 2 DAT4.3 para 4.4 states:

“When a flight level is not available for use due to pressure changes, the flight level is to be blocked out’.

Consequently, FL70 was not available to the DIR and should, accordingly, have been crossed out on the relevant
flight progress strip (fps).

When the A320 crew contacted the Heathrow DIR they reported passing FL110 descending to FL100. At 1931:20,
DIR responded “[C/S] thank you descend flight level 80 delay from now is just over 5 minutes”. This was clearly
read back by the crew “...descending level 80”. The A320 was passing S abeam LAM, established in the hold
passing FL115, with the Global Exp level at FL80, 10nm to the N on an ESE track. The DIR explained that he had
been concentrating on the situation between the MD11 and the A320 and realised the need to descend the latter
as soon as he could. Investigations have shown that the London QNH had dropped from 1013mb to 1012mb at
approximately 1830. This resulted in the lowest useable level available to the Heathrow DIR, in the vicinity of LAM,
changing from FL80 to FL90. DIR had been in the operational position since 1850 and so was aware of both the
QNH and the Minimum Stack Level. He acknowledged that he had not crossed out FL70 on his strip as is required
according to MATS Part 2. In his experience, this was an omission that occurred regularly amongst controllers,
although some ATSAs crossed out the unusable levels on strips.

DIR remained unaware of the developing conflict but, at 1932:40, as the A320 reached the end of the outbound
leg of the hold and turned L inbound towards LAM, the pilot transmitted “[A320 C/S] please confirm cleared level’.
DIR immediately saw that the Global Exp was in the A320’s 12 o’clock at about 2-:6nm with the Global Exp
maintaining FL80 and the A320 passing FL89 in descent. He transmitted at 1932:50, “[A320 C/S + shortened
A320 C/S] avoiding action turn left heading 260 degrees traffic in your 1 o’clock range 3 miles flight level 80"
During this transmission, at 1932:52, STCA activated at ‘low severity’ before changing to ‘high severity’ at 1933:08.
The A320 crew promptly acknowledged the instruction at 1933:00, “[C/S] left turn heading 260...”. At the same
time, the TC NE DEPS was instructing the Global Exp crew to “[C/S] turn left now heading of er 09 er correction
turn left heading 090 degrees avoiding action”. The Global Exp crew acknowledged immediately “to 090..not a
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factor”. [UKAB Note: The controller then instructed the Global Exp crew to descend to an altitude of 6000ft at a
good rate, which the crew acknowledged and actioned before they were instructed 30sec later to resume their own
navigation direct DET and climb back to FL80. Later, when advised by the controller that an Airprox report would
be filed the Global Exp crew reported “okay it wasn’t a factor we had him in sight....all the time miles away”.] The
turn instruction issued to the A320 quickly took effect and minimum separation occurred at 1933:01, when the
Global Exp was in the A320’s 3 o’clock at a range of 0-6nm and 600 ft below it. Shortly thereafter, the two ac were
tracking away from each other and separation was quickly restored 24 sec later.

DIR was aware that there was an option to co-ordinate a descent for ac below ‘Minimum Stack Level plus 1000ft’
but the controller had not carried out any such co-ordination in respect of the A320. He stated frankly that the
descent clearance had been given in error, due to focusing on the two inbound ac, rather than in the mistaken
belief that such a descent had been coordinated. DIR did not cross out the levels that were not available to him
on his fps, as is required by MATS Part 2. Itis important that DIRECTORS follow this procedure in order to remove
potential confusion as to which levels are available for use. Had he done so here, this may well have reminded
him that FL80 was not available without prior coordination. As it was, this descent instruction brought the A320
into conflict with the Global Exp, which was maintaining this level in order to pass under the LAM hold.

Itis understood that work is progressing towards the automatic deletion of unusable levels, when strips are printed.
However, until this facility is available, Local Competency Examiners should ensure that controllers are complying
with the relevant MATS Part 2 procedure.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, transcripts of the relevant RT frequencies, radar
video recordings, reports from the air traffic controllers involved and reports from the appropriate ATC authority.

It was readily apparent from the controller’s laudably frank account and the comprehensive ATSI analysis that this
Airprox had resulted from an honest mistake by the DIR which the controller had conscientiously reported. The
ATSI report had shown that DIR had erroneously instructed the A320 crew to descend to the Minimum Stack Level
of FL80 when the airspace at this level was delegated, in accordance with standard procedures, to the TC NE
DEPS SC. This brought the A320 into conflict with the Global Express, which was maintaining this level in order
to pass under the LAM hold. However, there followed considerable debate regarding the topic of fps marking. A
civilian controller Member intimately familiar with the standard operating procedures used within LTCC Sectors
explained the intricacies of this particular aspect to the Board. He said that the ATSI report had observed that the
DIR had incorrectly descended the A320 to a level not available to him because it was ceded to TC NE DEPS for
outbound traffic. Whereas to the E of LAM and within the hold, DIR could only descend his traffic in the stack down
to the minimum stack level +1000ft (here FL90) prior to departing LAM westbound, it was not entirely correct to
say that the minimum stack level was not available to him. To imply that this level (here FL80) should be blocked
out on the printed fps by the DIR, thereby indicating that it was not available to be assigned by him, was not what
the MATS Pt2 required as this level can indeed be used by DIR when controlling traffic W of LAM. Other controller
Members concurred and realised that this level might be assigned to a flight by the DIR — correctly — later on during
the approach. Consequently, it should not have been blocked out on the fps in use at the time. Because of the
pressure changes FL70 was not an applicable level and had been correctly blocked out, therefore, in the
Member’s opinion the controller had indeed operated within the requirements of the MATS P12 regarding this
particular aspect. He added that when the pressure is dropping and the QNH is around 1013/1012mb this could
present additional complications for controllers, which would not be readily apparent. The fpss are printed out for
use on the sectors in advance of the flights arriving on the sector frequency. Over a period of time if the pressure
is varying around 1013-1012mb, the minimum stack level will change and its availability to the Heathrow
Intermediate Director could fluctuate. Whilst operating in accord with the stipulated guidance, controllers do have
to use their own judgement as continually reprinting strips in such a scenario would be very unwieldy and could
potentially lead to other mistakes. The Board was briefed that work is progressing towards the automatic deletion
of unusable levels when strips are printed. However, this facility will probably not be available until Autumn 2005.
Nevertheless, the fps level ‘blocking out’ issue was just a visual cue to the DIR not to assign inappropriate levels
which, by virtue of the extant procedures, were not available to the DIR in this portion of the LTMA without co-
ordination. The Board concluded unanimously, therefore, that this Airprox had resulted because the LTCC
Heathrow Intermediate Director North descended the A320 to a level allocated to another Sector and thus into
conflict with the Global Express.
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Turning to risk, it was apparent that the A320 crew had astutely detected the presence of the Global Express
beneath them as they descended towards it. The radar recording had shown that the A320 had ‘bottomed-out’ at
FL86 — not 200ft below FL90 as the crew had thought. Both controllers had issued traffic information and avoiding
action away from each other’s ac, the DIR’s barely 8sec before the CPA. Similarly, that issued to the Global
Express crew at 1933:00 by NE DEPS had little effect on the eventual outcome as it was transmitted after the CPA,
just as the ac tracks were opening away from each other. A civilian controller Member said that the A320 crew
had demonstrated sound situational awareness by reducing the rate of descent in this fast-paced but fleeting
scenario and contrary to their last instruction had eventually climbed before descending once more. However,
from the A320 pilot’s brief account it was not evident if he had been assisted by TCAS with either a TA or an RA.
The radar recording evinced a climb from 1933:09, eventually to FL89 after the CPA but in a CAT pilot Member’s
view he thought an RA in the A320 unlikely. Nevertheless, the Global Express crew had spotted the A320 visually
from some 3nm away following their TA and were ready to take more robust action if needs be, which the Global
Express pilot reported it was not. This coupled, with the pilot's own assessment, convinced the Board that no risk
of a collision had existed in these circumstances.

PART C: ASSESSMENT OF CAUSE AND RISK

Cause: The LTCC Heathrow Intermediate Director North descended the A320 to a level allocated to another
Sector and thus into conflict with the Global Express.

Degree of Risk: C.
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AIRPROX REPORT NO 150/04

Date/Time: 15 Aug 1605 (Sunday)

Position:  5157N 00033W (8nm NW Luton)
Airspace:  AWY L10 (Class: A) Not radar derived
Reporting Ac Reported Ac nor to scale
Type: B737-300 Untraced Parachutist
Operator. CAT N/K
AIL/FL. FL100 (N/K)
Weather ~ VMC CLOC NK
Visibility:  >10km
Reported Separation.
Nil V <0-5nm H ﬁ
Recorded Separation:
NR

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE B737 PILOT reports heading 080° at 250kt inbound to Luton under a RCS from TC. About 5Snm W of Luton
at FL100 both pilots noticed a free-fall parachutist pass <0-5nm on their starboard side. The parachutist was
wearing a red suit with yellow and blue stripes on the arms and legs. He reported the incident to the controller,
assessing the risk as high.

AIS MIL reports that the B737 was monitored from W of Cranfield until it turned onto base leg for Luton. During
this period, no radar returns were seen that could be identified as being a parachute-launching platform on, or near
to, the B737’s route. The BPA were contacted who stated that 9 parachute displays were notified on the day but
none were near to the reported Airprox position. The NOTAM Office were not aware of, nor issued any NOTAMs
for, any parachute dropping activities or mass balloon releases in the area on the day in question.

ATSI reports that the B737 was inbound to Luton from Prestwick and was being vectored for a RH cct to RW26.
As the ac was passing approximately 8nm NW of Luton, descending to FL100, the crew reported a close
encounter with a parachutist. Examination of the radar recording indicates no likely parachuting ac and there was
no activity at the nearby parachuting sites that had been notified to TC. A suggestion was made in the unit report
that as a B777 had passed underneath the B737 at FL90, close to the time of the reported sighting, it is possible
that the company logo on the forward fuselage or the B777’s tail colour scheme might have been mistaken for a
parachutist wearing a colourful outfit. It has not been possible to determine exactly what the reporting crew saw.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the B737 crew, transcripts of the relevant RT frequencies, radar video
recordings, reports from the air traffic controllers involved and reports from the appropriate ATC authorities.

There was very little information available to members on which to assess this incident. It was thought that if the
object seen had been a freefall parachutist, there must have been a ‘launch vehicle’ in the immediate area at the
time of the incident. However, no contenders were seen on radar, there being no unknown returns in the area.
The only piece of positive information was from the B737 crew who reported the incident on RT at the time and
then subsequently completed an ASR which provided a graphic description of the parachutist’s clothing and
stating that it passed within 0-5nm. The B737’s flight path at the time was firmly within Class A airspace, well clear
of any adjacent notified parachuting sites none of which were active . From the facts that were known and without
any hard evidence that whatever was seen was a parachutist, discussion moved on to consider what other
possibilities remained. Previously, mass balloon releases have generated colourful objects in the middle airspace
levels but for the day in question none had been notified to AUS through the normal channels. At the end of the
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day, Members were unable to add any further credence to this incident: all that could be said was that the B737
crew had seen something and had perceived a conflict with an unknown object. Owing to insufficient information
available, the Board were unable to make an assessment on the risk.

PART C: ASSESSMENT OF CAUSE AND RISK

Cause: Perceived conflict with an unknown object.

Degree of Risk: D.
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AIRPROX REPORT NO 151/04

Date/Time: 23 Aug 0944

Position:  5728N 00254W
(22%snm WNW of ADN VOR) 0
Airspace:  Scottish FIR (Class: G)
Reporter; ScACC MORAY SC e 0942:10
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Tvpe: C650 Citation Canberra PR9 ‘Q\ms 0942:40
Operator. Civ Exec HQ STC Y
Al/FL: FL140L TFL390 o
Weather ~VMC NR VMC CLBL ‘\/
Visibility.  >10km NR an%ttzomﬁs
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MORAY SC: 2:73nm H/500ft V V1o ~Lg
500ft V/2-7nm H il V/2nm H e
Recorded Separation: Radar Derie alac ovels Mode C
2nm H

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE ScACC MORAY COMBINED TACTICAL & PLANNER CONTROLLER (MORAY SC) reports that the
Cessna Citation was inbound to Inverness and in receipt of a RIS in Class G airspace. The flight had passed the
ADN descending for their assigned level of FL110, as previously agreed with Lossiemouth RADAR. He was about
to effect a hand-over on the Cessna Citation to Lossiemouth RADAR when STCA was triggered by another ac -
the Canberra - climbing up through FL140 towards the Cessna. As the Canberra was displaying a SCATCC (Mil)
squawk, he telephoned Console 3 for co-ordination, he was informed by the controller that the Canberra was
“looking for” FL390 but still under the control of Lossiemouth RADAR. Because both ac were rapidly approaching
each other both vertically and in azimuth he instructed the Cessna Citation crew to turn L onto a heading of 200°
for avoiding action. The pilot readback a heading change of 20° to the L so he corrected this and also gave traffic
information about the Canberra, which was now at 2 o’clock - 4nm. The Citation pilot reported the traffic in sight
and that it was “pretty close”, but declined to file an Airprox when asked. He assessed that the minimum
separation from the Canberra was 2-73nm horizontally and 500ft vertically. When clear of the Canberra the
Citation was turned back toward the INS VOR and handed over to Lossiemouth RADAR.

THE CESSNA 650 CITATION PILOT reports that his ac has white, black & red livery and the HISLs were on whilst
inbound to Inverness from Berlin-Templehof and in receipt of a RIS from Scottish CONTROL. The assigned
squawk was selected with Mode C and TCAS is fitted.

Some 20nm W of Aberdeen, heading 295° at 280kt whilst descending through FL140 he thought, the Controller
passed an avoiding action turn onto 200°. He immediately complied with the turn instruction and then spotted the
other ac visually which had also been displayed on TCAS about 30sec to 1 min beforehand, in a steep climb about
2-3nm away, so he also decreased his rate of descent. The other ac — he thought it was a low-wing twin-engine
turbo-prop - passed about 2-7nm away and some 500ft above them after the avoiding action had been taken. Only
a TA was enunciated but he assessed the risk as “medium”, adding that the information from the controller came
late, but it did seem to him that the other ac had a steep climbing attitude.

THE CANBERRA PR9 PILOT reports his ac has a hemp & grey camouflage-scheme, but the HISLs were on
whilst outbound from Lossiemouth for Marham. The assigned squawk was selected with Mode C, but neither
TCAS nor any other form of CWS is fitted. During the climb out from Lossiemouth they were advised by ATC of
traffic in their 10-11 o’clock. They were initially under a RAS he thought, but once they were clear of cloud and
VMC they downgraded to a RIS, still climbing but into the sun. Whilst southbound to the W of Aberdeen climbing
at 350kt, he manoeuvred his ac during the climb to aid his own ac’s conspicuity and assist in looking for the
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reported traffic. Another ac was then spotted about 2nm away approaching from their port side at the same level.
Whilst he believed this to be the other ac involved, he had no way to confirm this at the time and in his view as
they were talking to ATC throughout they could not believe an Airprox had occurred.

He stressed that the ac is painted in hemp-grey and is difficult to see adding that throughout the period leading up
to and beyond the incident he was in contact with either Lossiemouth RADAR or SCOTTISH MILITARY.

THE CANBERRA PR9 PILOT’S STATION comments that the Canberra crew was under a radar service
throughout the period leading up to and including the time of the reported Airprox. He had been warned of the
traffic and responded accordingly. The traffic he saw was well clear of his own ac but he advises it was too far
away to identify the ac type. In the Canberra pilot’s opinion there was no risk of collision and he was surprised to
find himself the subject of an Airprox. The Canberra is not equipped with HUD or cockpit voice recorders.

MIL ATC OPS reports that the tape timings at Lossiemouth were found to be wrong by 6 min. Checks are being
carried out to ensure that timings at Lossiemouth remain accurate and military ATSUs have recently been
reappraised of the requirement to regularly synchronise their recorder time references.

The Canberra PR9 was departing from Lossiemouth to return to Marham with a requested cruising level of FL390.
The Canberra crew called Lossiemouth DEPARTURES (DEPS) on climb out at 0939:56 requesting a RIS, but
DEPS placed the flight under a FIS initially as the ac was below radar cover and instructed the pilot to climb to
FL240. At 0940:16, the Canberra crew acknowledged the climb and requested a R turn onto 155°, whereupon
DEPS issued a squawk of A4633, identified the ac and placed the flight under a RIS just before 0940:45,
instructing the Canberra crew to "turn right heading 155°”. This R turn brought the Canberra onto a conflicting
track with the Cessna: traffic information was first passed to the Canberra crew about the Cessna Citation at
0942:48, when DEPS transmitted "traffic left 11 o'clock 15 miles crossing left-right indicating FL180 descending”.
The Canberra pilot responded with "[C/S] looking requesting RAS on a heading of 160°". DEPS placed the flight
under a RAS at 0942:57 and then placed the Canberra crew under their ‘own navigation’ that necessitated a 5° R
turn. However, at 0943:13, the Canberra pilot reported "victor mike above, Radar Information, request an update
on the traffic", so DEPS reapplied a RIS and called the Citation for the second time "traffic now left 10 o'clock 10
miles crossing left-right indicating FL175 descending". Traffic information was passed again at 0943:48: "traffic
110'clock, 5miles crossing left-right, indicating FL165 descending”, whereupon at 0943:54, the Canberra crew
reported visual and left the frequency 1min later. No deviation was observed in the Canberra's track. DEPS had
correctly applied the RIS to the Canberra and had passed accurate traffic information on 3 occasions regarding
the Cessna - once at the pilot's request and twice on his own initiative. Once the Canberra pilot was visual with
the Citation after the 5nm range call there was no further requirement to update the traffic.

[UKAB Note (1): The Aberdeen Radar recording shows the Canberra climbing out of Lossiemouth at 0940:40,
squawking A4633 and climbing on a track of 090°. The Citation is 33nm SE of the Canberra, tracking 290° and
indicating FL233 descending. The Canberra starts a R turn at 0940:50 and steadies on a track of 160° at 0941:27.
The Canberra's Mode C disappears for one sweep at 0942:04, whilst the Citation is indicating FL208 descending.
Both ac contacts continue to converge and STCA activates at 0942:40, when the Canberra is indicating about
FL108 climbing and the Citation is indicating FL192 descending; the lateral separation between the two contacts
is 15nm. The Citation is seen initiating a L turn onto a track of 200° when the lateral separation between the ac is
4-5nm and the Canberra is indicating FL138 climbing up toward the Citation, which is displaying FL173
descending. At 0943:53, both acs’ trajectories have crossed - the Canberra indicating FL167 climbing some 300ft
above the Citation passing FL164 descending; the lateral separation at this point is 2%nm. The point of minimum
horizontal separation of 2nm is achieved on the next sweep but no Mode C is displayed by the Citation. About
2400ft of vertical separation is evident on the next sweep at 0944:07, as the horizontal separation between the 2
ac increases.]

ATSI reports that the Cessna Citation was inbound to Inverness from Berlin at FL360, via the Aberdeen VOR and
in receipt of an area control service from the SCACC MORAY Sector. At 0931:30, Scottish passed an estimate for
Inverness of 0949 to Lossiemouth in accordance with agreed procedures. After some initial confusion on the part
of Lossiemouth, it was agreed that the ac should descend to FL110 and a handover would be effected to
Lossiemouth. At 0938:20, the MORAY SC instructed the Cessna Citation to descend to FL110 and informed the
crew that it would be a limited RIS below FL245, which they acknowledged.
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Sometime later, STCA activated in respect of the Cessna Citation and an ac displaying a Scottish Military squawk
- A4633 - and so at 0942:50, the MORAY SC telephoned ScATCC (Mil) Controller 3 to enquire what level the
conflicting ac - the Canberra - was climbing to. Controller 3 replied that the ac was still working Lossiemouth but
was requesting FL390 with him. Even though the ac was in receipt of a RIS, the MORAY SC elected to pass
avoiding action and traffic information to the Cessna Citation crew. The radar recording shows the track of the
Canberra change from south easterly onto a southerly one, which was in direct conflict with the Cessna Citation.
At 0943:47, the Cessna Citation was passing FL166 with the Canberra in its 2 o’clock at a range of 3-4nm, passing
FL156. The Mode C of the Canberra then ‘dropped out’ as the two ac continued to converge until, at 0944:10, the
Canberra is shown passing FL192 in the Cessna Citation’s 5 o’clock position and passing behind it. Analysis of
the Separation Monitoring Function indicates that the minimum separation was 2:87nm and 500ft.

At 0945:00, the MORAY SC telephoned Lossiemouth ATC to handover the Cessna Citation. When he queried the
outbound Canberra, the response from Lossiemouth was “Erm yeah disregard that carry on with handover’. The
MORAY SC advised that he had taken avoiding action with the Cessna Citation against the Canberra. The
handover was completed and the Cessna Citation crew was instructed to contact Lossiemouth at 0946:10.
Subsequently, the MORAY SC elected to file an Airprox report. Even though the Cessna Citation was in receipt
of a RIS, the decision by the MORAY SC to pass avoiding action is commended.

HQ STC comments that this encounter in the Open FIR (Class G) would seem to have generated more alarm than
would be usual for a 2nm+ encounter. The Canberra crew were visual with the Citation from 5nm and had no
concern as it yielded and manoeuvred across its nose in accordance with Rule 17 of the Rules of the Air. When
coupled with the Citation’s reported sighting of the Canberra of 2-3nm away it is difficult to imagine that there was
ever any risk of collision. Indeed, with both ac operating under RIS, where the pilot remains responsible for his/
her own separation, it is surprising that the Citation pilot chose to continue his flightpath with the Canberra
advisorally displayed on his TCAS out to the right hand side.

The Canberra, like most other military ac, can and will achieve climb rates that exceed those normally executed
by civil ac. It would appear that the Canberra’s climb rate in excess of 5,000ft/min in the final minute of the
encounter had surprised the controller. However, it is difficult to judge the effectiveness of the avoiding action
given to the Citation at it would appear to have made the Citation crew lose sight of the Canberra. This unsighting
may be the reason why the Citation crew felt uncomfortable during the encounter, whereas the Canberra pilot,
having the Citation fully in view, could not believe that this was an Airprox. That said, it is pleasing to see that the
ScACC controller attempted to keep both ac apart even when it was not dictated to do so under the terms of a RIS.

PART B: SUMMARY OF THE BOARD’S DISCUSSIONS

Information available included reports from the pilots of both ac, transcripts of the relevant RT frequencies, radar
video recordings, reports from the air traffic controllers involved and reports from the appropriate ATC and
operating authorities.

The Board noted that the Canberra crew were apparently unconcerned by the incident. Furthermore, the Citation
crew had not been inclined to report this Airprox themselves. The MORAY SC'’s report had evidently stemmed
from the co-ordination difficulties he experienced at the time. Furthermore, the Board appreciated the difficulties
over the provision of radar services in the Open FIR where many ATSUs are legitimately providing a whole range
of services to a wide variety of different flights all conducting various tasks. But the crux of the matter here, as far
as civilian controller Members were concerned, was the assignment and use of SCATCC (Mil) squawks by military
terminal units prior to handing the ac over to the Centre. This topic had been discussed at length by Members
before, but there was also a general observation that the Canberra should have been handed over to SCATCC
(Mil) a lot earlier. If the Canberra had been transponding a Lossiemouth allocated squawk from the outset the
MORAY SC would have realised which unit was providing the radar service and co-ordination could have been
swiftly concluded. A civil controller Member pointed out that this Airprox had occurred over 20nm from
Lossiemouth and a military controller advisor believed that the unit was exceeding its remit in providing a radar
service to the Canberra crew above FL150 at this range. Another military controller Member opined that invariably
this topic would be covered in an LOA between the terminal unit and the military ATCRU; this procedure was
commonplace in both FIRs, but civil controllers opined that it was still at odds with the UK SSR Code Assignment
plan promulgated in the UK AIP. Once again, the Mil ATC Ops advisor agreed to research this issue outwith the
meeting.
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The ATSI report had shown that the MORAY SC had passed details on the flight to Lossiemouth ATC and it had
been agreed that the Citation would be descended to FL110 and a hand-over effected. Lossiemouth ATC are
indeed charged with providing a radar service to civilian ac inbound to Inverness under an MoU (Mon — Fri only).
Moreover, the Citation was in effect ‘known traffic’ to Lossiemouth ATC who should have been expecting the ac.
However, it was evident that both flights were being afforded a RIS where neither controller was responsible for
effecting separation between these two ac. In the case of the MORAY SC this was dictated by Unit policy rather
than the pilots’ choice. Nonetheless, the Board was concerned that it resulted in avoiding action being issued,
which good practise would suggest could have been prevented through co-ordination. The Mil ATC Ops report
revealed that Lossiemouth RADAR had conscientiously passed accurate traffic information on three occasions,
which enabled the Canberra crew to sight the Citation from a range of 5nm. Consequently, from their perspective
the Canberra crew had early sight of the other traffic and it was not surprising that they were content with the
separation that existed as they climbed above the Citation over 2%nm away. All this was unknown to the MORAY
SC whose laudable attempts at co-ordination had been frustrated at the time because he was not aware that
Lossiemouth was still controlling the Canberra prior to hand-over to ScATCC (Mil). Perhaps understandably
concerned, therefore, at the proximity of the Canberra climbing rapidly towards the C650, the SC issued avoiding
action to the Citation crew, who it turned out was also aware of the presence of the climbing Canberra from the TA
and had sighted it 2-3nm away. With the benefit of the comprehensive reports provided, the Board recognised
that this report had resulted from a perceived confliction by the MORAY SC whilst undoubtedly acting with the best
of intentions. The Members concluded unanimously that no risk of a collision had existed in these circumstances.

[Post meeting Note: The Mil ATC Ops Advisor provided a copy of the extant LOA between Lossiemouth and
ScATCC (Mil). This LOA enables Lossiemouth controllers to switch pre-noted traffic to SCATCC (Mil) without a
formal hand-over being effected - effectively a ‘silent handover’ - when passing FL80 whilst squawking the
assigned ScATCC (Mil) code. However, the ac must be “...free from co-ordination and clear of confliction”. Hence,
with the Citation in evident confliction against the Canberra the terms of the ‘silent handover’ could not be complied
with before the ac had passed each other. Co-ordination could have been effected by Lossiemouth DEPS with
the MORAY SC, where a short phone call could have resolved any difficulty. However, a formal hand-over to
ScATCC (Mil) Controller 3 would have been required. ScATCC (Mil) have elected to address the topic of unit
assigned squawks being displayed prior to hand-over within a forthcoming periodic safety audit.]

PART C: ASSESSMENT OF CAUSE AND RISK

Cause: Controller perceived confliction.

Degree of Risk: C.
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AIRPROX REPORT NO 152/04

Date/Time: 24 Aug 1100
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PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE FALCON DAZ20 PILOT provided a very comprehensive account, reporting that his ac has a blue livery and
the HISL was on whilst towing a low-level height-keeper target in the prevailing maritime weather of no cloud and
a visibility of 30km out of the sun. He was operating over the sea conducting a trial with a surface vessel that was
providing “radar control” [tactical radar direction] on a discrete UHF frequency. Although TCAS is fitted neither a
TA nor an RA was enunciated during the period of the Airprox.

Whilst flying at 256kt (TAS) level at 1800ft on a pressure setting of 1004mb (1mb below QNH), the towed Hayes
target was reeled out on a towline of some 10,000ft [over 1-66nm] in length, the resulting 950ft line droop placing
the target at an altitude of about 850-900ft amsl. He added that the target is also displaced to the L of the ac’s
track but by an unknown distance.

At position 55°11’N 005°39’'W, whilst heading 100° and just before he was about to descend the Falcon to 900ft -
for a target altitude of 25ft - two jets were spotted, firstly on TCAS and then by the ship’s radar controller as they
flew past at a range of between 3-5nm. The test run was aborted as a Tornado GR4 flew N of his ac’s track but
behind them as he carried out a gentle R turn in avoidance onto 120°. Stressing that he was restricted in his ability
to manoeuvre whilst towing, he could only assess the range from TCAS. He estimated that the Tornado was about
2nm horizontally/1100ft vertically from his Falcon jet, but it was difficult to estimate how close the Tornados flew to
the cable and target astern and suggested it was approximately 2nm and 500ft to 800ft. He assessed the risk of
a collision with his ac as “low” but against the towed target “medium”. [UKAB Note 1. The second ac seen by the
Falcon pilot was most probably the Hawk ‘bounce’ ac referred to below.]

THE TORNADO GR4 PILOT reports he was flying a singleton low-level evasion sortie in his grey/green
camouflaged jet against a single Hawk bounce ac. A squawk of A7001 was selected with Mode C, neither TCAS
nor any other form of CWS being fitted. Flying in VMC with a visibility of 15km cross-sun, they were aware that
EG D509 was active and had planned to stay clear of it. He was also aware of the large NOTAM’d warning area
within which a target-towing ac was flying that was unable to comply with the ‘Rules of the Air'. However, they
were flying a visual-evasion sortie so optimum lookout was required under the principle of see and avoid.

During the time of the incident there were flying at about 420kt on an approximate heading of 102° at between
250-750ft Rad Alt. The Falcon ac was not seen and they were only made aware of it when the bounce ac pilot
informed them that he had heard a call on RT which they had missed.

An officer from Faslane telephoned the Sqn after they had landed to discuss the occurrence.
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THE TORNADO GR4 PILOT’S STATION provided a particularly helpful contribution to the investigation of this
Airprox and commented that NOTAM H909/04 warned that from 0800-1900 daily on 23-27 Aug 04, up to 2 DA20
and 1 Hawk ac would conduct various serials in a block measuring some 20nm by 20nm from surface to 8000ft
amsl.

During the planning of their sortie the Tornado crew had tried to avoid this area, on all 3 occasions planning to
transit between Prestwick and EG D509. When this became impractical they planned to route one leg through the
NOTAM'd area, but had avoided the Danger Area itself [EGD 509] to the N. The Tornado was flying a low level
sortie against a Hawk ‘aggressor’ that was setting up for the next ‘bounce’ at medium level at the time of the
Airprox. The Tornado was on track at the time of the Airprox and measurement of the distance between the Falcon
pilot’s reported position and the Tornado’s track suggests that the horizontal separation was in the order of 3nm.

The Tornado crew did not see the Falcon but suggest that their lookout was enhanced by the nature of the sortie;
whilst this would certainly be the case, the nature of these sorties requires an increased proportion of lookout time
to be high and to the rear. Thus lookout, while enhanced, is spread over a larger volume of sky. In any event, had
the Falcon been on an intercepting track rather than 3nm distant on a diverging track it would have almost certainly
been spotted.

The navigator of the Tornado offered the opinion that if the Falcon required avoidance criteria for their NOTAM
then it should have been promulgated as an ‘avoid’ rather than a warning. Certainly this might be a sensible option
for short periods on the riskier serials if these times are known in advance. Alternatively, in this case, a safety
frequency could have been promulgated in the NOTAM which would have allowed the Tornado and Hawk to
establish where the Falcon was operating.

HQ STC comments that the towing of such a large target should attract segregated airspace. Itis doubtful whether
the GR4 crew had realised that the tow length was 1-66nm long otherwise they would not have been happy to fly
in its vicinity — unfortunately they fell into the trap of “it's just another warning”. It is doubtful whether this
complacency will occur again amongst this particular crew but could in the future with others. It is requested that
DASC run a tri-service flight safety article in AVIATE on this event and give detail on the type of tow and target.
The establishment of a safety contact frequency is supported and should be considered by the relevant authority.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, a brief report from the trial sponsor and reports
from the appropriate operating authority.

The Board noted that the GR4 navigator was of the opinion that if the Falcon’s target—towing evolution required
“avoidance” then the NOTAM should have promulgated it as an ‘avoid’ rather than a warning. OC MFACS (Post
title change to OC LF Ops) advised the Board that he could promulgate mandatory avoidance criteria within the
UKDLFS for observance by military crews from the surface to 2000ft msd only. It was suggested that AUS might
be able to do this in the FIR for the aviation community as a whole, but Members realised that this was probably
not feasible in Class G airspace as they thought AUS had no mandate to prohibit ac from entering a NOTAM'd
area. [Post meeting Note: Consultation with OC AUS after the meeting confirmed this view was correct.]
Members considered that publication and adherence to more specific timings for the activity might be more
beneficial. However, it was pointed out that the combinations of the ship’s programme/ac serviceability and the
weather could all interfere with the best-laid plans. Nonetheless, the NOTAM had contained landline & mobile
telephone numbers upon which the sponsor could be contacted before flight; in advance of the trial and also during
the event itself. The Board was briefed that the sponsor had accepted that it would be feasible to promulgate the
UHF frequency in use for the trial, which might potentially enable military crews to obtain more specific and up-to-
date information on the status of the activity: the Board agreed that this could be advantageous.

Returning to the Airprox itself, penetration of the NOTAM’d areas was solely a matter of airmanship for those
involved. There was nothing preventing the GR4 crew from entering the NOTAM’d area. Nevertheless, some
Members did not consider that it was entirely wise to do so. At the time, whilst the GR4 crew was aware of the
NOTAM’d activity, they were perhaps not entirely cognisant of the overall extent of this target-towing evolution.
Hence the HQ STC Member’s comment regarding widespread publicity about it for the education of military crews.
Here the GR4 crew had reported they had made a conscious decision to plan their flight into the NOTAM’d area
on a ‘see and avoid’ basis, but to remain outside of the active Danger Area - D509. Significantly, the NOTAM had
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not included the information about the length of the towline that was in the order of 1:66nm. As it was, the GR4
crew had not seen the Falcon ac at all: had they been aware of the amount of wire being trailed around (and the
nature of the target on the end of it) they might have decided differently about penetrating this area, given the
difficulties of seeing and avoiding this virtually invisible hazard. In their assessment of the inherent cause and risk,
the Board only ever considers what actually happened, not what might have happened if things had turned out
differently. Without complete recorded radar data illustrating the event it was difficult to ascertain the minimum
separation between the GR4 and the target (apparently the closest object to the GR4) but with the Falcon pilot’s
best estimate of 2nm, it was the unanimous opinion of the Members that this Airprox was the result of a sighting
report (TCAS) during target towing operations and that there had been no risk of a collision in the circumstances
reported here.

Considerable debate ensued about the efficacy of such hazardous evolutions occurring outside established
permanent Danger Areas. The CinC Fleet Member explained that such evolutions are regularly conducted in the
Royal Navy’s South Coast Exercise Areas (SC EXAS) situated in the English Channel, under the auspices of Flag
Officer Sea Training. Indeed, this particular surface vessel was scheduled to continue with these trials in the SC
EXAS after the period of this Airprox. But there they have the added benefit of radar surveillance from an ATCRU
by an Air Traffic Controller of the ranges with a complete Danger Area Crossing Service & Danger Area Activity
information Service available to aircrew, on call, from Plymouth Military. In some experts view, this setup was a
model for the ‘flexible use of airspace’ which undoubtedly enhances safety for participants and transit pilots alike
and a safe method of conducting such evolutions where any inherent risk is reduced to minimal proportions. He
added, however, that anecdotal evidence suggested that the number of incidents occurring with target towing
flights manoeuvring outwith the Danger Areas appeared to be on the increase, which was noted by the members.

Whilst HQ STC had suggested that DASC might promulgate more information on this activity. The DASC advisor
was not convinced that the very generalised approach of an article in a tri-service flight safety publication was

entirely beneficial. In his view, more comprehensive information within the NOTAM might have been more useful
here.

PART C: ASSESSMENT OF CAUSE AND RISK
Cause: A sighting report (TCAS) during target towing operations.

Degree of Risk: C.
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AIRPROX REPORT NO 154/04
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PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE VIGILANT T MK 1 PILOT reports flying dual on a local instructor-training sortie in a white ac with red
markings with nav, landing and strobe lights on, in contact with Syerston Radio and squawking 7000 with no Mode
C. Following a roller landing on RW25 and while carrying out a right hand circuit, a blue medium sized helicopter
was observed passing under the left wing when rolling out of the downwind turn heading 070° at 60kt. No avoiding
action was possible in the time available and the downwind turn provided separation.

THE R44 PILOT reports that he was not aware of the incident until contacted by AIS (Mil) some days later. He had
been airborne at the time and in the area instrument training and GH sortie but had no recollection of the events.

UKAB Note (1): Syerston is notified in the UK AIP ENR 2-2-2-4 as having an ATZ of 2nm radius centred on
530121N 0005447W up to 2000ft aal. The airfield elevation is 228ft and the main RW is 07/25.

UKAB Note (2): At 1229:43 a 7000 squawk, presumed to be the R44, can be seen on the recording of the Claxby
radar 4.1nm to the NW of Syerston tracking SSE at FL012. It passes 2.7nm to the W of the airfield and departs
to the SW. At 1230:19 a 7000NMC squawk appears on the radar 0.6nm SE of Syerston tracking SW The 7000
NMC squawk, presumed to be the Vigilant, disappears from radar for 1 sweep while turning onto the downwind
leg 2.7nm SW of the airfield. During this 14sec period the incident appears to have taken place. At the time the
R44 was flying at a constant height of FL012 and had just commenced the right turn onto a SW track and the
Vigilant is in the right turn, as reported by its pilot at 800ft agl (1030ft amsl). The QNH at 1230 for the Syerston
area was 1005mb putting the R44 at 960ft amsl.

UKAB Note (3): The R44 pilot stated in a telephone conversation with AIS (Mil) that he was familiar with the area
and often operates in the vicinity of Newton disused airfield (4nm SW of Syerston).

HQ PTC comments that they are conscious that Syerston, straddling as it does a number of prominent line
features to tempt VFR fliers, has suffered a disproportionate number of incursions in recent times. However, this
incident, although undoubtedly an Airprox, took place outside the ATZ and therefore the VFR rules unequivocally

apply.
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PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac, a radar video recording, and a report from the
Vigilant operating authority

Although only about “2nm outside the protection of the Syerston ATZ, this incident took place in Class G airspace
of the open FIR where ‘see and avoid’ is the prime means of deconfliction. Although sympathetic to the
infringement problem of the Syerston ATZ, the Board determined that, in this case, it had had no bearing on the
incident. The incident took place in a well known busy bottleneck area for VFR traffic and specialists considered
that the helicopter instructor had not only been unwise to select that area to conduct GH training but should also
have been looking for Syerston traffic. Additionally, the Vigilant pilot by conducting instructional duties on very
large circuits outside the ATZ was thought by Members to be equally unwise, possibly demonstrating poor
technique. Having elected to fly outside the ATZ, he too should have been looking for other (transit) traffic.

That neither pilot saw the opposing ac was of concern to the Board. At the time of the confliction both ac were in
a right turn and the respective pilots would probably have been looking into the turn. Such turns however do not
absolve aircrew from the need to clear their flight paths, quite the reverse in that it becomes even more important.
Members thought that the R44 would have been obscured to the Vigilant pilot by the left wing until he rolled out of
the turn. On the other hand, the Vigilant should have been visible to the R44 pilot from the right hand seat so it
was thought likely that he may have been distracted by other tasks.

Members considered that none of the 4 pilots had seen the opposing ac at the precise moment of the encounter

and only the Vigilant Instructor had seen it after the ac had passed. The Board thought that it followed that only
good fortune had prevented the ac colliding; there had therefore been a significant risk of collision.

PART C: ASSESSMENT OF CAUSE AND RISK

Cause: Non-sighting by the R44 pilot and effective non-sighting by the Vigilant pilot.

Degree of Risk: A.
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AIRPROX REPORT NO 155/04

Date/Time: 28 Aug 1357 (Saturday)

Position:  5120N 00132W (Rivar Hill Airfield -
elev 730 ft)
Airspace: London FIR (Class: G)
Reporting Ac Reported Ac Gider Site Height 3800ft AVEL
Type: Astir Glider Chipmunk or 3000t AAL SR
Operator: Civ Club Civ Pte 2000t
Alt/FL: 800ft 2500ft Ty T
(QFE 987 mb) (RPS) 2, 12rmfromoertre
Weather  VMC CLOC VMC CAVOK Arfidd Length Arfield Bev
Visibility:  >10km >10km 4800ft (fromsat imege) 730t
Reported Separation.
100ft V/IOH Not seen ) Giider Site 2nm Diameter !
Recorded Separation.:

Not recorded

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE ASTIR PILOT reports that he was at 800ft on a winch launch from Rivar Hill Airfield, heading 180° at 60kt
and 45° nose-up when he saw a Chipmunk ac with military markings and was able to describe the colour scheme.
[UKAB Note (1): He also reported seeing another similarly marked Chipmunk but did not describe its relative
flightpath or timing]. The (first) ac crossed 100ft directly above him from his right to left. He was not able to take
any avoiding action in the time available and assessed that it was safe to continue with the launch. He assessed
however that the risk was high as he opined that the other pilot had not been aware of the airfield. In the opinion
of the winch driver, with a slight variation in timing or position, there could have been a collision or the reported ac
could have hit the winch cable with fatal consequences.

THE CHIPMUNK PILOT reports that at the time of the occurrence he was returning from Henstridge to Halton at
2500ft amsl and 95kt having flown outbound on the same route that morning. The route took him N from
Gillingham then tracked via Westbury to Newbury Race Course and then NE direct to Halton. This route aimed
to keep him clear of D123/D124 which he had ascertained by telephone in the morning were active up to 3000ft.
The NOTAMS and Weather were checked before the morning departure.

The visibility on the return leg was excellent with only scattered cloud at a base of 4000ft. Because of the number
of gliding sites en-route and because they had seen gliders in the air around Upavon, Keevil and Rivar Hill in the
morning, he and his passenger were keeping a sharp lookout on the return trip. VFR navigation was
straightforward with landmarks appearing on time and in the correct place. His planned track aimed to take him
N of the Rivar Hill side, and though not as obvious as the other glider sites mentioned above, he noted it on both
legs.

He did not observe any gliders in the air around Rivar Hill on his track and thought that he had flown clear of the
site. His ac is based at a mixed-use grass airfield with winch and tug launches and opposite circuits for powered
and unpowered ac and thus he is very glider cautious. He could not conceive that he would ever fly directly over
an active gliding site.

UKAB Note (2): The nearest METAR available was the 1350 for Lyneham:

EGDL 281350Z 26010kt 9999 SCT 035 BKN 050 18/16 Q1013 BLU NOSIG=

The Cotswold RPS for 13-1400 was 1009mb.
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UKAB Note (3): Rivar Hill is promulgated as a Glider Launching Site up to 3000ft agl in the UK AIP ENR 5-5-1-4
operating daily during daylight hours.

UKAB Note (4): A direct track from Westbury (town) to Newbury Racecourse passes approximately 0.8nm N of
the centre of the Rivar Hill Glider site.

UKAB Note (5): Although several intermittent contacts are shown on the radar recording, it has not been possible
to determine which, if any, of those are the glider and Chipmunk in question. Further, there is no contact
corresponding to the second Chipmunk reported by the glider pilot.

UKAB Note (6): The elevation of Rivar Hill Airfield being 730ft puts the glider at an altitude of 1,530ft, climbing
steeply, at the time of the Airprox. On a comparable altimeter baro setting, the Chipmunk would have been at an
altitude of approximately 2,440ft.

PART B: SUMMARY OF THE BOARD'S DISCUSSIONS

Information available included reports from the pilots of both ac and a radar video recording.

The BGA Advisor provided a written comment in which he advised that Rivar Hill is notoriously difficult to see in
all light conditions. He stressed that it is most important that all ac keep well away from winch cables, as any
collision would almost certainly remove a wing especially if the cable speed is high as it acts similarly to a
chainsaw. Additionally, should the ac strike half way up the cable length, up to % mile of cable (the top half) may
wrap itself around the ac’s fuselage and tail with disastrous effects. He also pointed out that once a glider is in the
launch phase there is little chance of the pilot seeing conflicting traffic unless it is slow and comes from behind,
because of the extreme climb angle. Similarly, the winch driver will probably not see any traffic until quite late since
they must maintain an unbroken watch on the launching glider. Although others at the control point may see
potential danger, there will always be a delay in communicating the stop signal to the winch driver.

There are frequent incursions, mainly by light ac into active glider sites, and procedures, if followed, should be
robust enough to disclose the presence of intruding ac. While accepting the BGA advice above, assuming that
the position of the Chipmunk reported by the glider pilot was accurate, Members considered that in this case the
Launch Control Party should have seen the Chipmunk approaching before the launch was commenced and
ordered a delay until the area was safe.

Members were in little doubt that the Chipmunk pilot had planned his route correctly but had flown closer to Rivar
Hill than he intended. Although the Rivar Hill Glider site is very difficult to see, as it is a grass strip and blends into
the farmland background, the Chipmunk pilot was familiar with it and should have offered it a wider margin.

The glider pilot however saw the Chipmunk and, from his height, he could have abandoned the launch and landed

safely back on the strip if he had considered that there was any risk by his proceeding. He opted however, to
continue which implied to the Board that there had been no risk that the ac would have collided.

PART C: ASSESSMENT OF CAUSE AND RISK

Cause: The glider was launched into conflict with the Chipmunk which was flying very close to a notified glider
site.

Degree of Risk: C.
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AIRPROX REPORT NO 156/04

Date/Time. 26 Aug 2001 Night T memn
Position:  5622N 00406W (35nm NW of /
Edinburgh) i bV
Alrspace:  Scottish FIR (Class: G) / I
Reporter:  Edinburgh APR
First Ac Second Ac \\;
Type: B737-300 Tornado GR4
Operator: CAT HQ STC
Alt/FL. FL100J NK
Weather  IMC In Cloud NK
Visibility:  "0” NK
Reported Separation.
NR Not seen
Recorded Separation.:
900ft @ 1-12nm H

PART A: SUMMARY OF INFORMATION REPORTED TO UKAB

THE EDINBURGH APPROACH RADAR CONTROLLER (APR) reports that the B737 was inbound to Edinburgh
and under a FIS in Class G airspace [the ATSU had erroneously suggested it was a RIS, which was not apparently
the case]. The flight had been the subject of a handover from ScACC TAY Sector, but there had been no mention
of any conflicting traffic at that time and he could not recall any other radar blip in the area. Four Tornado jets had
however just completed a flypast of Edinburgh Castle for the Edinburgh Tattoo. Whilst he had turned his attention
to traffic approaching from the S, the TAY SC rang h