
NARRATIVE VERDICT 

"On 16 September 2007 at approximately 15:40 local time a One-Two-Go Airlines, 

(Subsidiary of Orient Thai) MD82 aircraft, registration HS-OMG, crashed and burst 

into flames at Phuket International Airport on the Island of Phuket, Thailand. 90 

passengers and crew died as a result, 8 of whom were British Citizens and were 

repatriated to the UK. 

The evidence highlights systematic failures and a highly deficient safety culture at the 

time at both airlines. These facts are not consistent with a verdict of accidental death. 

This deficient approach to air safety, including insufficient training and overworked 

pilots are distinctive features of the accident investigation report. Cumulatively, these 

failures permeated through into the flying abilities of the pilots of flight 0G269 on 

that day with disastrous and tragic consequences." 

I wish to make it clear that my narrative verdict is applicable to each of the deceased 

who have been the subject of these inquests. 







not an ’expert’ in these matters and further aspects of her evidence can only be described 

as being anecdotal and there is a heavy reliance upon hearsay. Accordingly I have been 

very cautious when considering what weight to attach to her evidence. Having said that, 

I believe her involvement has been useful and has assisted the families in ensuring that a 

considerable volume of crucial evidence has been brought to the Authorities attention 

which in turn has been reflected in the AAIC report. 

The AAIC report discloses clear evidence of major systemic failures by both Orient Thai 

and ’One to Go’ Airlines both prior to and following the air crash on 16 September 2007. 

The primary failure so far as I am concerned relates to the corporate culture which 

prevailed both prior to and following the air crash and I quote from the AAIC report. 

"Para 2.20 	Each Department did not encourage personnel to have a corporate culture 

in having values and beliefs to perform their jobs in accordance with rules and 

regulations and to report any deficiencies which may come of use for improving task 

efficiency and increasing safety performance. The personnel did not feel properly 

connected to the Company, the organization and management lacked governance". 

It seems to me that all Airlines, should place passenger safety as a matter of the very 

highest priority. Clearly this was not the case with ’One to Go’ Airlines. The evidence 

highlighted the Airlines deficiency so far as flight crew scheduling was concerned. It 

was clear from the report that flight time and flight duty periods prior to the air crash did 

not comply with firstly limitations announced by the Flight Standards Bureau of DCAT 

and further they did not comply with the Flight Operations Manual of ’One to Go’ 

Airline. 

The report at page 32 under paragraph 2.19.1 indicates the ’flight time’ deficiencies: 

Under the heading ’The Pilot’ it states "The flight time exceeded the limitation within 7 

consecutive days by one flight, a rest period less than the requirements by one period". 

Turning to the Co-Pilot 
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"The flight time exceeded the limitation within 24 consecutive hours by one flight, the 

flight time exceeded the limitation within 7 consecutive days by 8 flights. The flight time 

exceeded the limitation within 30 consecutive days by 7 flights. The rest period was 

lesser than the requirement by four periods" and it goes on, "The exceeding of flight 

time and flight duty of both flight crew could cause the accumulation of stress when they 

encountered the deteriorating weather conditions and critical situations they may not have 

performed the operation effectively". 

It is my understanding that ’One to Go’ exhibited a flagrant disregard for passenger 

safety in failing to ensure that a system was in place to ensure strict adherence to the 

regulations controlling both flight time and flight duty periods. Further the Company 

falsified records in a clear attempt to mislead the Authorities who were investigating the 

circumstances surrounding this tragic air crash which further exacerbated matters. A 

further example of a failure on the part of ’One to Go’ Airlines related to their use of 

flight simulators. 

I quote from paragraph 2.22 of the report, which states as follows: 

"Some of the flight simulators used in the pilot proficiency check were not equipped with 

a wind shear alerting and guidance system and the EGPW’s which did not match the 

configuration of M1D82 that the Company operates this may lead to the incomplete pilot 

proficiency check as required." I heard from Mr. TAYLOR about flight simulation when 

he was giving his evidence. 

Further, the AAIC report highlights the fact that the Airline Company were failing to 

conduct appropriate pilot proficiency checks prior to the air crash, the report also 

highlighted that the airline had failed to train crew to an appropriate level in crew 

resource management which is, as I understand it, very, very important in the Airline 

Industry and further had not established a Safety Management System. There is no 

question in my mind that the catalogue of systemic failures that I have outlined 

contributed in no small part to the horrific consequences of the air crash on 16 September 

2007. It would be far too simplistic to place all of the responsibility upon the shoulders 



of the air crew. Having said that, there was clear evidence of pilot error, details of which 

have been outlined by Phillip TAYLOR of the AIB. These errors included a failure by 

the pilots to comply with standard operating procedures in respect of 6 areas and I will 

outline what those areas are. 

Firstly "stabilized approach" 

Secondly "call out" 

Thirdly "approach check lists" 

Fourthly "operation in deteriorative weather" 

Fifthly "transfer of control" 

Sixthly in respect of the "go around" procedure. 

Both of the pilots will have been aware or should have been aware that they flew on 16 

September 2007 knowing that they had exceeded flight time and flight duty periods and 

had less rest period than the indicated requirements. The pilots also failed to properly 

react to what the AAIC report describes as a "threat to land", namely the weather and in 

particular the wind condition that prevailed on 16 September 2007. 

Further the co-pilot who was relatively inexperienced and despite having worked 

excessive hours and having had inadequate rest decided, in hindsight, foolishly to land 

the aircraft manually which I understand significantly increased his workload. I heard 

that he switched the autopilot off however he left the auto throttle engaged. I have heard 

that he had to cope with an ILS system where the localizer was offset. He had to cope 

with prevailing adverse weather conditions and I heard from one of the survivors Peter 

HILL who said that he had never seen such weather conditions on an aircraft. 

It is quite clear to me, with the benefit of hindsight, of course, that the co-pilot could have 

decided at a very much earlier stage to either "go around" or divert to another airport. I 

established this morning that there appears to have been sufficient fuel on board the 

aircraft prior to the crash to have enabled the aircraft to divert to another proximate 

Airport. Instead the co-pilot, and I might add at a very low altitude and having increased 
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the power of the aircraft, decided to announce a go around and then handed over control 

to the pilot in command. Critically he failed to press the "take off go around" button. 

That was a very grave failure on his part. As the auto throttle was still engaged this 

caused the engine power to reduce. Clearly both pilots failed to properly monitor the 

power level at this stage and in particular failed to notice that the throttle levers had 

automatically returned to the idle position. The go around procedure as we’ve heard 

relied upon maximum engine power being applied as this was not applied the plane 

crashed with the horrific consequences that we’ve heard about over the last 2 days. 

I identified first of all systemic failures with the Company and secondly I identified pilot 

error but in addition there were failures which attracted further criticism. In particular 

there were shortcomings both at the Airport and in respect of the rescue operation. We 

heard about the issue relating to the width of the runway and once again I will quote from 

the report. "Its runway strip is 75 metres in width on each side of the centre line which 

didn’t comply with the standard mentioned in Annex 14 in which it is stated that the 

width of the runway strip should extend laterally to at least 150 metres on each side. The 

narrow runway strip is due to the fact that the Airport has physical limitation surfaces. 

The embankment on the side of its runway was an additional hazard that was perhaps a 

much lesser contributory factor to this dreadful accident. In addition to that there was a 

ditch located to the north and parallel with runway 27 of the Airport, we’ve heard that the 

ditch led to difficulties for rescue and fire fighting and we’ve heard that the Airport had 

entrances for rescue and fire fighting at both ends of the runways, however, for some 

unknown reason they weren’t used at the time of this air crash. In addition to that we’ve 

heard that there was a serious defect in the low level wind shear alert system at Phuket 

Airport in that half of the sensors were non-operational at the time of this collision and 

that the power cells were not working appropriately. That problem has, of course, now 

been rectified. 

A further criticism that I make is that the Aero Thai Company Limited who are the 

operators of the Airport had failed to include "crash on Airport" Procedures in the manual 

of Air traffic Service. They should have done that in order to comply with the "Airport 
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Emergency Plan" and in my view this clearly contributed to the delay and lack of proper 

co-ordination in the rescue operation and that would have impacted on the victims of this 

dreadful crash. 

The Airport Emergency Plan for some extraordinary reason had not incorporated the 

Narathorn Medical Centre into its contact list and it is for that reason that when the alert 

went out that there had been an air crash that members of the staff of the Narathorn 

Centre were not immediately alerted with a view to them attending to the many victims 

of this air crash. That was a serious failure. 

I also heard from Bonnie RIND that the Fire Service in Phuket Town was simply 

informed that an aircraft had skidded off the runway. For that reason it appears that the 

Fire Service in Phuket Town were perhaps somewhat complacent about attending the 

Airport with expedition. Clearly, that resulted in delays in the attendance of the Fire 

Service at the Airport at a time when I am sure there was a desperate need to have as 

many fire appliances as was possible. 

Further, 1 am critical of the Authorities in that they failed to take autopsy samples of both 

the pilot in command and the co-pilot in that they failed to take samples for laboratory 

examination and it seems to me that was an opportunity that was lost to evaluate whether 

or not the pilots were under the influence of alcohol or drugs. I am not suggesting they 

were but I am simply saying the opportunity was lost to establish whether or not that was 

the case. In my view it should never be allowed to happen again. Indeed it is highly 

unlikely to happen again because of the AAIC recommendation that in similar 

circumstances if alive there should be a physical examination, or autopsy samples should 

be taken if the pilots are deceased. 

I now turn to the probable causes of this crash. I think there is little point in my reading 

out what the report says, it seems to me and it certainly seemed to Mr. TAYLOR that this 

was a reasonable analysis of the cause of this accident. The primary points that are made 

are as follows: 
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The flight crew did not follow standard operating procedures. The take off go 

around button sometimes known as the Toga switch was not activated 

which resulted in the inability of the plane to increase in air speed and 

altitude during go around and it also stated that there was no monitoring of the 

change in engine power and movement of throttle levers especially during the 

critical situation. It goes on the flight crew co-ordination was insufficient and the 

flight crew had heavy workloads so if the weather condition changed suddenly 

over the Airport vicinity the state of the flight crew had accumulated stress, 

insufficient rest and fatigue and it finally stated that the transfer of Aircraft 

control that is when the co-pilot handed over to the pilot in control took place at a 

critical moment during the flight. 

Mr. TAYLOR very kindly dealt with all of the safety recommendations in detail, namely 

the safety recommendations relating to the Airline Companies; in respect of the Company 

that runs the Airport and the recommendations which were made to the Thailand Civil 

Aviation Authority, I don’t intend to go through those because Mr. TAYLOR has only 

very recently gone through them in considerable detail. 

Further I note the safety improvements that have already been implemented which are set 

out on page 42 of the report and once again I don’t propose to go through those in detail 

because Mr. TAYLOR very kindly went through them for me. 

I do wish to make a comment at this stage and it is indeed a comment I made when the 

familiestended before me when I dealt with the Pre-Inquest Review on 18 November 

2010 and that is the very grave difficulties faced by a Coroner when he is investigating 

deaths, which occur abroad. I, to a very large extent, am dependant upon documentation, 

which is supplied to me normally by the Foreign and Commonwealth Office In this 

particular case I have been supplied with the report prepared by the Air Accident 

Investigation Committee in Thailand. I also have the benefit of Miss RINDS statement 

which I found helpful. I have also had the benefit of the Victimology statements 



prepared by the Metropolitan Police who have done an excellent job in providing family 

liaison officers and ensuring that the families are looked after during these very difficult 

times. I do want to make it very clear that I have on two occasions written to the Chief 

Executives of both Airline Companies and have informed them of the hearings that have 

taken place and of course that includes this hearing and on both occasions both of those 

Companies have replied indicating that they don’t wish to be represented at the hearing’s. 

Sadly, I have no power to enforce the attendance of the Chief Executives of either of the 

Airline Companies as my powers do not extend beyond England and Wales. I can assure 

you that if I had powers to enforce the attendance of those two Chief Executive Officers I 

would have summonsed them to give evidence and account to you the families for the 

lack of safety culture that prevailed at ’One to Go’ Airline in 2007. 

VERDICT 	: NARRATIVE 

On 16 September 2007 at approximately 15 .40hours a ’One to Go’ Airline which is a 

subsidiary of Orient Thai M082 Aircraft registration HSONG crashed and burst into 

flames at Phuket International Airport on the Island of Phuket Thailand, 90 passengers 

and crew died as a result, 8 of whom were British Citizens and were repatriated to the 

United Kingdom. The evidence highlights systemic failures and a highly deficient safety 

culture at the time at both Airlines; these facts are not consistent with a verdict of 

accidental death. This deficient approach to air safety including insufficient training and 

over worked pilots are distinctive features of the accident investigation report. 

Cumulatively those failures permeated through into the flying abilities of the pilots of 

flight 0G269 on that day with disastrous and tragic consequences. 

This narrative verdict is applicable to each of the deceased who have been the subject of 

these Inquests. 



8 April 2011 

Mr. S. P. G. Fisher 	 Dated....................................... 

HM COroner 

Whilst every effort has been made to ensure the accuracy of this transcript it should not 

be regarded as a verbatim record of the proceedings owing to difficulties on occasion, 

caused by sound distortion on the audio tapes. 
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CORONER I have powers under the Coroners Rules 1984, Rule 43 to report to 

Authorities where I feel it needs to be brought to the attention of the Authority that 

change is brought about or steps need to be taken to obviate the possibility of a similar 

incident occurring in the future. I know you have raised this matter with me do you want 

to specifically address me on the areas that you would like me to report on? 

COUNSEL There are 3 areas; 

1. 	You consider writing to the Rt Hon Philip Hammond the Secretary of State 

for the Department of Transport of this Country as well as Matthias Ruete 

who is the Director General of the European Commission Air Safety Unit and 

request that ’One to Go’ and Orient Thai are monitored by both of those 

Departments to ensure compliance with the recommendations made in the 

AAIC report. 

2. We would also suggest that you write to the same two bodies again and 

suggest in strong terms that the EU black list of banned airlines is made more 

visible to the travelling public through greater awareness. 

3. You write to the Association of British Travel Agents in relation to making 

the EU blacklist available on all their members web sites so that the traveling 

public of this country know which airlines are unsafe. 

CORONER I think those are extremely sensible oposals and it is my intention to 

write to those bodies and report to them on these matters and suggest that they make the 

amendments which are proposed. 
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NARRATIVE VERDICT 

"On 16 September 2007 at approximately 15:40 local time a One-Two-Go Airlines, 

(Subsidiary of Orient Thai) MD82 aircraft, registration HS-OMG, crashed and burst 

into flames at Phuket International Airport on the Island of Phuket, Thailand. 90 

passengers and crew died as a result, 8 of whom were British Citizens and were 

repatriated to the UK. 

The evidence highlights systematic failures and a highly deficient safety culture at the 

time at both airlines. These facts are not consistent with a verdict of accidental death. 

This deficient approach to air safety, including insufficient training and overworked 

pilots are distinctive features of the accident investigation report. Cumulatively, these 

failures permeated through into the flying abilities of the pilots of flight 0G269 on 

that day with disastrous and tragic consequences." 

I wish to make it clear that my narrative verdict is applicable to each of the deceased 

who have been the subject of these inquests. 


