


As Jon Sisk mentioned in his convention introduction, this issue of safety has been very much 
on the Board’s mind this past year, especially because of the spate of tragic accidents we 
talked about last hour.

Back in April at our Board meeting in Lexington, KY, the Board considered the accidents we’ve 
been seeing, along with your input from the member survey, and decided to make improving the 
PA-46 safety record our priority.

We established a formal safety cmte, ….



These are the questions the Safety Committee addressed, and this is essentially an outline for 
this next portion of my Safety Review.

Questions 2 & 3 were also hot topics in the comments portion of the member survey from the 
spring.



We on the safety committee, and indeed, the whole board, took Tom Skerritt’s advice from Top 
Gun, in our work…

<CLICK>

We tried to approach this process without preconceptions and with an open mind. As you might 
guess, from a bunch of highly opinionated PA-46 pilots, that wasn’t always easy to achieve, but 
I know we did try. 

We didn’t always agree, and in fact on several proposals, we disagreed vehemently. But I think 
the consensus end result is a good starting point; we’ll see if you all agree…



So, How are we doing as a fleet??

Well, I just went over the highest single year accident total in PA-46 history.  So that starts to 
answer the question.

But how can we get a more objective handle on the question?



…..

“Per registered aircraft” is pretty crude, and doesn’t account for different types of flying done. 
(For example, I would submit that much of the type of flying done in a pressurized cabin class 
plane like ours is qualitatively different than the flying done in a Cessna 182, or even a Cirrus.)

But, despite these challenges, we felt it was important to try to honestly answer the question of 
“How are we doing?”

I know Greg Feith yesterday said he doesn’t like statistics, but rather individual accident report 
analysis, and I partially agree with him. But I think some properly used statistics can give us a 
starting point for questions, so the next few slides will have an emphasis on basic stats. If you 
made a vow long ago never to look at another p-value, don’t worry – the conclusions are still 
clear.



I showed this slide at last year’s convention.

Here are comparisons of our total accident report rate with some other aircraft that people like 
us might fly, over the past ten years.

Our PA-46 raw accident rate is the highest rate of all of these aircraft types, almost twice the 
next highest.

As I said, I know we probably fly our planes more than some of these types, and use them in 
more weather, and the PA-46 encompasses both turbines & pistons (unlike the TBM & PC-
12’s).  Regardless, I wish our type had an accident rate closer to those latter types.
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One of the things the safety committee did was to focus on fatal accidents. The obvious reason 
is these are the most serious type of accident. The not as obvious reason is focusing on fatals
winnows away things like the poorly designed engine mount, which has resulted in bunches of 
non-fatal accidents in our airframe.

Looking at just fatal accidents, we also have the highest rate of fatal accidents per registered 
airplane of these models.

Again, that doesn’t account for higher annual flying hours in our planes, but I’d be happy with 
the TBM or Pilatus rates.

I think everyone would agree that the bottom line is we are having too many accidents in our 
planes. 
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A question that was repeatedly asked in the member survey was whether there were 
differences between the piston and turbine PA-46 models.

Again, extremely difficult to answer this with any certainty, and we’re again forced to use fleet 
size instead of miles flown or hours flown.

But here’s a back of the napkin approach to that question…

<CLICK>

The 2011 FAA registration record shows 907 piston models, but we know 260 of those have 
been converted to JetProps.

There are 378 registered Meridians.

Using these numbers as denominators will actually overstate the accident rates a little, since 
the planes built but no longer registered are ignored. But let’s ignore that factor, and use these 
numbers.



Looking back at all accidents in the NTSB database since 1984, and using those denominators 
from the previous slide, we get these accident rates.

The piston rates are roughly twice the turbine rates, and this difference is highly significant.

Statistically, the Meridian & JetProp numbers are the same, with a borderline better record in 
the conversion.



Here’s the slide I’d previously showed, but separating the piston PA-46 from the turbine models, 
for ALL accidents.

You can see, the piston model has a total accident rate 3 – 4 times comparable planes, and the 
turbine roughly twice, and both of these are highly significant.
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Looking at ONLY fatal accidents, the story is quite a bit different:

The piston model has a slightly higher accident rate; the turbine a slightly lower – but both 
these differences are not significant. 

So my conclusion that the fatal accident rate for our plane isn’t significantly different from these 
other models, either piston or turbine.
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Summarizing…

<CLICK>



I showed you this slide last hour, looking at our fatal accidents since 1992, with a rate that is 
slowly trending down.

If you do the calculations from 1990 – 2010, our fatal accident rate has decreased by 43.4%.
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With thanks to Dave McVinnie, here’s the equivalent graph for all of general aviation.

The yellow trend line at the bottom is for fatal accidents, and you can see it’s slowly decreasing 
too.

If you do the calculations from 1990 – 2010, the GA fatal accident rate has decreased by 
43.7%.  <CLICK>



So I think you have to conclude that our PA-46 improvement in fatal accident rates just reflects 
the overall GA improvement, as opposed to anything we can take credit for as an organization.

So the question we are left with is one that many of you asked on the member survey:



Now, I know that MMOPA offers other things of value to the members: the website forums, the 
magazine, Kevin’s hotline, this convention, the camaraderie and so on.

But the original mission of MMOPA was to improve safety of the fleet.

The Board feels that every so often an organization should ask itself, are we fulfilling our 
mission??

So this is the question that the safety committee asked itself…



These factors make it hard to carefully investigate our question, but the safety cmte didn’t let 
that stop us.



What we did was….

Caveats:

Likely some false negatives: some accident pilots who were members, but we don’t show them 
as such.

Our membership includes overseas pilots in that 57%, whereas we only considered 
domestic/Canadian accidents, since those are the ones where full accident reports are most 
easily found.

However, both of these errors would actually tend to overstate the value of membership, so we 
proceeded.



So, looking at MMOPA membership, we focused on fatal accidents, since those are less likely 
to be affected by extraneous NTSB reports for issues like our poorly designed engine mount or 
pilot side window.



….

<CLICK>

There is no demonstrated MMOPA membership advantage as regards one’s likelihood of being 
involved in a fatal accident.

Note that this is NOT the same as saying there is no effect, just that we can’t statistically prove 
an effect.



We then looked at attendance at the Safety & Training Foundation seminars.

We have MMSTF attendance records going back to 2004. There were 23 fatal domestic 
accidents since then.

17% of the fatal accidents in seminar attendees, and 83% in non-attendees.

…..

We compare the 14-20% with the 17% of seminar attendees, and it very unlikely that there is a 
significant effect here. Granted, these are small numbers, but nothing jumps right out.



…

Granted, large potential estimate errors, but the conclusion is inescapable.

<CLICK>

Given that conclusion, the logical question is what should we be doing differently, or what else 
should we be doing?

But to answer those, we first have to understand the accidents our pilots are having.



That is….



The majority of fatal accidents in our planes involve pilot judgment, with some involving piloting 
skills.

Only a small proportion are mechanical-related.

You all agreed with this conclusion in the member survey.

The question is, what specifically are the pilot factors involved??

Unless we answer that question, we don’t know where to focus our efforts.

To put it another way, if we don’t make the right diagnosis up front, the prescribed cure probably 
won’t work.

So what are some possibilities?



One theory is that as a younger, more tech savvy pilot population gets into planes, they focus 
too much, or become too dependent on all the fancy avionics we’re buying.

<CLICK>

That is, basic flying skills deteriorate as we let the boxes fly for us. This theory has gotten a lot 
of press in the last couple of months.



Here’s another theory of what’s going on, to which Greg alluded in his talk yesterday –
boundary migration.

In the center area, deviation becomes “normal”.
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Another theory has to do with pilot experience and time-in-type.

I showed this slide two conventions ago.

For many pilots, the PA-46 is the first cabin class pressurized airplane they’ve flown. Many 
pilots transitioning to PA-46’s are not familiar with flight level operations, and expand their 
weather envelope significantly when they start flying this plane.

This was a 10-year review of all accidents. While PA-46 pilots have comparable median total 
flying experience as pressurized 210’s and Barons and turbo Bonanzas, our median time in 
type at time of accident is lower than most of these other planes. This confirms Greg’s gut 
feeling that he mentioned yesterday.
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Most of the risk of having an accident falls on pilots with less than 500 hrs in type. (this is also 
true of other planes)

Now, this may be just a statistical anomaly, in that most pilots of any general aviation plane tend 
to have fewer than 500 hrs in type. 

Nevertheless, since PA-46 pilots have fewer hrs time-in-type than most comparable aircraft, it 
intuitively makes sense that the PA-46 pilots would tend to have a higher accident rate.
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This shows the previous accident distribution, with the MMOPA experience distribution 
superimposed, which I derived from a website forum survey a couple of years ago.

Less than 50% of MMOPA pilots have under 500 hrs in type, while 67% of PA-46 accidents 
happen to that group of pilots. 

From this data, I would certainly suggest that pilots be especially careful during their first 500 
hrs in type. And this would lead me to think that training standards focused on transitioning and 
low time-in-type pilots might be helpful.

You all agreed with some of these themes in the member survey earlier this year.
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Here are the top responses in the member survey to the question of what can we do to improve 
safety.

Almost half of you focused on the pilot, especially human factors, judgment and training.

A lot of you said you didn’t know, or that there’s really nothing more that could be done. 

But the safety committee decided to look more at these pilot factors.



If we look at only the pilot training suggestions, the largest is to improve pilot judgment.

So that raises the question of “Can you teach judgment?”



The Board decided to answer this in the affirmative.

The mission of MMOPA is to improve safety, which in large part involves improving pilot 
judgment. We choose to assume, based on examples from the airlines and the military, that 
judgment can be taught. Since we are fortunate have an expert cadre of PA-46 instructors, the 
learning by modeling that this quote talks about is something we can do.



This past May, there was a large meeting of flight instructors and other aviation folks in Atlanta,
looking at how to increase the pilot population, and how to improve GA safety.

The report from that meeting included these four recommendations (among others) to improve 
the safety record of general aviation.

Accident analysis and higher-order pilot skills (which I read as judgment) are key themes.

The MMOPA Board agrees with these goals.

But the question remains, how do you do this?



The safety committee looked at other aviation efforts that had resulted in improved safety 
records.

The first two rely on large groups (other than the pilot) involved in the judgment and decision 
making (Dispatchers, superior officers, wingmen, mission planners).

A lot of that isn’t really applicable to the general aviation Part 91 operations where we use our 
planes.

But 8 of you brought up the MU-2 story in the member survey. This is what Greg talked about 
yesterday in his lecture.



So let’s talk a little bit more about the MU-2.



The MU-2 was sold in the US between 1963 and 1987 – a total of 770 were sold.

The plane definitely had some performance quirks that could catch untrained or unfamiliar 
pilots, and as a result, the MU-2 had a poor accident record.



Because of this accident record,

In the late 1980’s, the FAA did a special safety review of the plane, just like the review that was 
done on our plane. And just like our plane, the MU-2 was cleared of inherent fault.  But the 
accidents continued

<CLICK>

A second FAA review was conducted in 2005. Again, no inherent fault was found with the plane, 
but pilot training was felt to be deficient.

<CLICK>

And in 2006, heavily influenced by the study Greg Feith did on the plane, the FAA released a 
special FAR specific to the MU-2.



This special FAR was released in 2006, and updated in 2008. It’s 135 pages long in the federal 
register, with lots of diagrams, tables, and so on.



Basically, what this SFAR did for/to MU-2 pilots was…



In almost 5 years since the MU-2 SFAR was mandated, there’s only been one fatal accident in 
the US.

That’s a pretty impressive result.



Here’s the PA-46 fatal accident curve superimposed over the MU-2.

When you remember that there are five times as many PA-46’s, it gives you an idea how poor 
the MU-2 fatality rate actually was.

But look at the difference in curves over the past five years.

It would be great if the PA-46 should have a curve like the green one, rather than the yellow 
one.



The MMOPA Board feels that this SFAR is an example of carefully considering the peculiarities 
of one airframe, and the accidents of that airframe, and using that analysis to design optimal 
training goals.

Let me emphasize…  “the PA-46 will NOT….”



The Safety Committee, and then the Board, looked at all of this information and analysis, and 
came up with a number of recommendations that we are presenting to you, the members of 
MMOPA, today.

These recommendations have been already presented by Board members to our instructor 
community, and a lively discussion has begun.



The Board feels…

<READ>

The key here is that careful analysis of accident records by experienced pilots/instructors is 
required to understand where the various training emphases should be.





Once developed….







This is the problem-solving model the Board is following.

Collect & analyze data to understand the problem.

Consult with flight instructors and other experts.

Consider all our options and try to come up with the best options to pursue, and use those 
experts to turn decisions into action plans.

Communicate to the membership and implement the plan (part of what I’m doing today, and 
we’ll continue at the members meeting on Saturday).

And then follow the plan and its results, and modify the plans as needed.

We believe if we continue to follow this process, we can advance MMOPA’s mission of 
improving safety among the fleet.



I appreciate your attention. I hope these suggestions will stimulate reflection & then action 
among the membership.

I’ll post these slides on the website in the next day or two.

Questions and comments are welcome.
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