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Aircraft accident report
Introduction
American airline McDonnell Douglas MD-82 crushed at the end of runway 4R during landing at the little rock national airport in little rock, Arkansas. The national transportation safety board conducted and research and came up with a report on the cause of the crash on June 1st, 1999. The plane had a crew of two pilots, 4 flight attendants and 139 passengers on board. The captain and ten passengers were killed while 105 passengers got serious injuries and 24 of them were not injured. (Wiegmann, 2003) NTSB felt that the accident was caused by the flight crew. They failed to discontinue the approach when thunderstorms had affected airport. As such the main cause of the accident was the flight crew failure. This article looks at the human factors that were paramount in the accident.
The airplane accident was caused by poor decision making of the crew that was as a result of fatigue and stress caused by fear to land under difficult circumstances. The crew was scheduled to take off at around 2028 0n 1st June and land 2141. The flight was delayed and they were to departure at 2100 but before they took off they received communication on the weather conditions from the American airline's weather advisory and the national weather service. The flight crew was briefed on the thunderstorms along the route they were to take but failed to be briefed on the severe thunderstorms that had affected the airport. The information that was given to the crew was that weather at little rock could a factor during the arrival. The crew was advised to accomplish the flight quickly to beat the thunderstorms and they acknowledged the message. At the arrival, the crew conducted the airport officers and they were cleared to land though they were warned of lightning in the port. Cockpit voice recorder proved that at 2326 the crew had sight of little rock airport as they discussed with officers at the port. Fort Worth center cleared the flight to descend 10000 feet under the going conditions. Also, the crew conducted the little rock air traffic control tower and was advised that a thunderstorm was moving through the port from the north. Also, there was communication and argument between the pilot and the first officer in the control center on the limits of crosswinds of a wet runway. The pilot knew the the limits were 20 knots but the first officer confused himself and told the pilot the limits were 25 knots. Under this confusion and fatigue, the crew was confused and could not make the appropriate decision on whether to land or not. On the discussion on the limits of crosswinds, neither the crew nor the first officer looked at the correct limits as the pilot was confident of the limits. This was a major mistake that the pilot did. Also, at 2339, the flight was cleared to descend to 3000feet msl. The controller questioned the crew about the weather the runway but the pilot assured him it was fine as he claimed that the plane weather radar was much bet than that of the tower. The flight was then cleared to land through the 4R runway they had requested after information given from the control center on the limits of the crosswinds. This meant that the crew decided to have headwind instead of a tailwind during the landing. The captain was asked if he wanted to land but he confessed that he will give it a try though he could not see the runway. The crew stated the landing gear at 2347 but the controller informed him on the state of wind on the port. This information was not acknowledged by the crew. This was a poor decision from the pilot as the conditions were not suitable for landing according to what they had discussed with the first officer in the controller center earlier.
The second human factor of the cause of the accident can be derived from the controller personnel. Their failures can be attributed to the accident. First, the first officer who was hired in the same year had no much experience in handling such conditions as he just acquired his certification in the same year. This can be proved through his communication with the crew. His conversation with the crew on the limits of crosswinds during landing indicates he was not confident with what he was saying. He was easily convinced by the crew that the limits were 20 knots. According to the flight requirements, the person at the control tower should direct the flight crew and give guidance on the relevant information. To him, the crew provided the information which can be termed as a weakness that caused the accident. At the departure port, there were delays by the port crew that delayed the flight by two hours. These officers had information on the weather situation in little rock airport but they decided to delay the flight so that the arrival time can collude with that predicted to have a thunderstorm. This can be termed as an intentional act as they knew the consequences of such weather conditions. At the little rock airport, the first officer gave unclear information that confused the crew. First, he gave wrong crosswind limits as 25 knots while the actual limits of the wet runway are 20 knots. Also, when he noticed there will be difficulties in landing, he signaled the pilot to go round but at the low tone that the pilot did not hear nor understand. Also, at departure time, the flight crew was not briefed on the severe thunderstorm at little rock airport. This was a mischief as they were supposed to brief the crew on all issue that they were to encounter so that they can prepare psychologically. Airport crew at little rock port allowed the crew to descend to 3000 feet while the weather conditions did not allow. This made the crew question the weather as they felt that it was not the right one. Also, the port crew at little rock allowed the flight crew to land on a runway that was no appropriate. The limits of crosswinds at runway 4R were at 25 knots which were higher than the recommended limits. Also, they allowed the flight crew to use headwinds during land instead of tailwinds. These misunderstanding may have hindered the landing of the plane. The runway at little rock airport was poorly lit. The pilot could not see the runway while the controller insisted that he had the airport for him to land. Though the captained insisted that he could not see the runway, the controller and the first officer insisted that he was on the right track. During the landing, the second wave of the thunderstorm was approaching the port but the controller together with the first officer cleared the flight crew to land. This was dangerous as the crew could not make it under the storm.
Conclusion
The accident was merely caused by mischiefs of both the flight crew and the airport crew. These were mistakes that could be avoided and also avoid the accident. The flight crew cannot be blamed for the accident or the airport crew as both made mistakes.
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