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Good Morning! 

 

Thanks for coming to our annual safety lecture. 

 

I plan to discuss the accidents that have occurred since our last convention, and then try to put 

them in a larger context – sort of the themes that Dr Dismukes talked about yesterday. 

 

I wish I could say that this past year saw so few accidents that we had nothing to talk about 

today.  But I can‟t – we have a lot to talk about… 

 

I‟ll go rather quickly, to fit this all into 1 hr, but at 11:30, those of you who want to get right out to 

the buses to the airport can go, and we can stay around until 11:45 for comments & questions. 

 



Let me just review how accidents get onto this list. 

 

The FAA & NTSB define an accident as either a serious injury or substantial damage to the 

plane. 

Each of those terms is further defined… 
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Serious injury is pretty much self-explanatory, and common sense. 
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Substantial damage has a very specific meaning to the FAA, and basically excludes the 

damage you‟d see from a simple gear-up landing. 
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So under that definition, this botched go-around never made it into the accident database. 

 

With that understanding of how accidents make this list, let‟s start looking at specifics. 

 

First, though, some disclaimers:  I was not present for any of these incidents. All I am doing is 

using the NTSB and other public records to describe what may have happened. In most of the 

cases, all I have is a preliminary report, with minimal information in many cases.  

But my point this morning is not to analyze the accidents to affix blame; I‟ll leave that to the 

NTSB. 

My goal is for us to look at these accidents as learning experiences; trying to learn from 

someone else‟s misfortune. 

I may speculate on causes, without any factual basis for doing so, if it helps make a teaching 

point. 

 

I certainly don‟t mean to cast aspersions on any of the involved pilots, even when I list pilot 

error as the cause. As Dr Dismukes so perfectly showed yesterday, even the best aviation 

professionals can and will make mistakes or have a bad day; any of us here could do so.  I 

certainly mean no disrespect to any of our brother pilots. 
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So with that introduction, I‟d first like to go back and review the accidents that I presented in 

previous years that didn‟t have final reports ready when I first presented them, to see what we 

could learn from the final reports.  

 

Often, the final reports bring up new causes that weren‟t initially expected, and sometimes the 

final reports just confirm our speculation. 
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The first old accident I want to discuss is N477MD, that I first presented 3 yrs ago 

in Tulsa;  

 

the final report was finally released last November. 
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This was a 2 hr flight from Missouri to Minnesota. 

 

The plane was cleared to FL230, but during the climb it turned and was lost from radar, 

breaking up in mid-air from overstress. The three people aboard died. 

 

NTSB‟s preliminary report says the plane was climbing in visual conditions…, but you shouldn‟t 

necessarily believe everything you read in preliminary NTSB reports. 
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The final report is different, in that it says there was a band of moderate to heavy precipitation 

and IMC conditions thru which the Meridian was climbing when it broke up. 
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When I showed this slide in Tulsa, I speculated that the final drop in airspeed to 118 kts was 

highly reminiscent of that string of in-flight breakups in the early days of the PA-46.  

 

Except that this weather was initially described as VMC, so that didn‟t make much sense. 

 

Well, as I said, we know now the pilot was actually in wet IMC. But he was in not 

thunderstorms. So why did he crash?? 
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We now also know a lot more:  

 

This was a 2006 Avidyne Meridian. The Avidyne glass panels contain flash memory cards that store all 
sorts of data (like pitch, roll, airspeed, altitude, vertical speed, heading, and lots more), recorded every 
second or more. These are almost like little flight data recorders.  

 

The NTSB recovered the partially crushed flash chips, and was able to recover most of the data on the 
chips. Using that data, we now know that: 

 

At no time on the ground prior to takeoff or later in the air did the ammeter data show the 13-amp draw 
(cyclic 30 sec on ground; constant in air) that would indicate the pitot heat was turned on. 

 

The Meridian was climbing about 900 feet per minute. At 15,900‟, outside air temperature reached zero, 
and within 10 seconds, both PFD‟s showed an airspeed of zero, consistent with both pitot tubes freezing 
over. A minute later, on both PFDs, the airspeed, vertical speed, and altimeter displays switched to a 
red X, because of the lack of ram pressure input.  

 

(This used to be the normal failure mode of the Avidyne‟s – whenever either pitot or static information 
was lost, all three indicators flag, because the designers of the system felt there was no way you could 
lose either pitot or static information short of a massive system failure. Somehow, I guess the engineers 
never considered the possibility of pitot tube icing. After this report, the software was changed so that a 
pitot failure would only flag the airspeed.) 
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In any case, the pilot should still have had a backup attitude indicator and altimeter at the far 

left of the panel, though the backup airspeed indicator would have also been reading zero. So 

presumably he could fly partial panel. 

 

But in this flight, very soon after the PFD‟s flagged, the plane began to turn and descend, and 

45 seconds later, in a steep dive, the plane rolled inverted, hit 5g‟s, and broke up.  

 

So here we have a failure to use pitot heat in cold precip  (exactly as in the string of early PA-46 

accidents), compounded by the pilot‟s apparent inability to control the plane on partial panel.  
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This story was just recently written up in IFR Refresher – not where I like to see stories about 

the PA-46. 

 

But this theme of Loss of Control in actual conditions is one we‟ll see again this morning. 
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The second older report I‟d like to mention from Jan ‟08 – a Meridian ILS crash. 
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Pilot was on the ILS 30L approach. 

 

The pilot attempted to intercept the localizer three times without success. The weather was challenging, but certainly not 
impossible.  [INDICATE SLIDE] 

 

He reported that he was having trouble performing a "coupled" approach and that he was trying to "get control" of the airplane 
before the flight disappeared from radar at 1227. 

 

An eyewitness saw the plane descend from the overcast in a classic stall/spin.  

 

The 3 attempts, and autopilot “coupled approach” and “get control” voice comments suggest to me the pilot was having a 
problem hand-flying the plane in IMC. 

 

The final NTSB report shows the plane was essentially normal.  

But the pilot‟s autopsy showed higher-than-maximum dosage of OTC antihistamines. 

Final cause was listed as incorrect IMC performance, contributed to by the pilot's impairment due to recent use of over-the-
counter medication. 

 

I‟m a doc, and I have no way to judge whether the NTSB is correct that this antihistamine was causal. Certainly, it‟s not a good 
idea to fly, especially a challenging ILS, when you‟re somewhat sedated. 

 

But the other points I‟d like to make from this incident are:  

1. pre-flighting ourselves and our capability to make this flight on this day; 

2. Another reminder of the importance of being able to hand fly your plane in IMC, and  

3. the dangers of multiple attempts at an instrument approach.  

 

We‟re not done with these three themes yet. 
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C-FKKH This was an ‘89 Mirage to Jetprop conversion in cruise from Edmonton to Winnepeg at 
FL270.  
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Pilot reported that his Attitude Indicator was having a problem, and the plane was having 

trouble holding it‟s assigned FL270.  

 

Shortly thereafter plane entered a steep spiral, broke up, and the 5 businessmen on board died. 
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The aerial photo of the crash site was consistent with the plane hitting the ground in a flat 

position, rather than a dive. 
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At the Dallas convention, I speculated that the plane had to be significantly over gross for this 

flight.  

 

The final report from the Canadian Transportation Safety Board is quite good. They spend more 

time than I think is warranted focusing on paperwork issues, but there is good detail about the 

flight and crash. 

 

The pilot had noticed problems with his AI on several prior flights. The KI-256 and the AP were 

bench tested prior to this flight. The gyro bearings were noisy, and the AI signals to the autopilot 

were jittery. An overhaul of the AI was recommended, but couldn‟t be done for a few weeks, and 

no loaner was available, so the pilot had the instrument reinstalled for his trip. 

 

There was no backup AI replacing the TC in this plane. 
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The plane departed at near 5,200 lbs (almost 900 lbs over gross), and weighed about 5,000 lbs 

at accident, with the CG an inch aft of the limit.  (I‟ve put those points in the correct place on 

this chart we should all be very familiar with.) 

 

The radar showed the final descent was about 30,000‟/minute, at 390 knots. The AI‟s gyro 

wasn‟t spinning at impact. 

 

Jetprops seem to carry weight well, but I sure wouldn‟t want to be flying partial panel at FL270 

at 700 pounds over gross and aft of the CG limit in IMC. 

 

PLEASE -- Let‟s all respect our plane‟s weight & balance. 

 

The other lessons I see are to not neglect maintenance to a critical instrument like the pilot‟s AI, 

and strongly consider a backup AI to replace the turn coordinator. I was practicing partial panel 

with Mary Bryant last month, and having that backup AI makes loss of the primary much less of 

an event. 
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N67TE  

 

Was a stall/spin on an night instrument approach.  
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For those of you who were attended last year, you might remember that this plane departed 

Green Bay, WI, at about 10pm for a roughly 90 mile flight to Marshfield, WI with no flight plan.  

 

The weather was not that bad, but not really VFR for a night flight at 10,500 with no flight plan 

or clearance. 
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The pilot never asked for a pop-up, but told Center he was flying the GPS approach. 

 

Witnesses saw the plane on what appeared to be a normal approach, but then it did a classic 

stall/spin, and crashed ½ mile NNW of airport, killing the pilot & his two passengers. 

23 



Some of you may also remember this accident involved an unusual pilot history. 

 

He earned his private ticket normally 2 yrs prior to the accident. But then he was given a 

commercial ticket single & multi-engine, with an instrument rating, all based on his Navy 

experience. 
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The only problem is, he was never in the military. 
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Unfortunately, the final report tells us little we don‟t already know: “The pilot's failure to maintain 

control of the airplane during final approach for landing in night, visual meteorological conditions 

for undetermined reasons.” 

 

He was taking sedating medications for back pain, but we don‟t know whether that played a roll 

in the accident. 

 

Maybe he simply got too low & slow on the approach. 

 

Maybe he picked up icing during his IMC flight without a clearance, had a raised stall speed, 

with landing configuration changes (like lowering full flaps for this 5,000‟ runway). 

 

And maybe this pilot‟s rather cavalier attitude towards the regs also indicated a casual 

approach to instrument flying practice… 
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The last of the old reports I want to mention is N535JR  

 

This was a Meridian loss of directional control on landing. The VMC landing in Aspen was 
smooth, and as soon as the nosewheel touched down, the airplane began veering left 
and right uncontrollably, and eventually ran off the right side of the runway into a 
snowbank. 

 

The nose gear rake angle was found to be correct after the accident, and no cause was 
determined.  

 

Final NTSB cause was listed as: “The pilot's inability to maintain directional control of the 
airplane during landing for undetermined reasons.” 
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So those are the old accidents that have now been closed. 

 

Again, keep in mind the partial panel LOC and the two fatal accidents on instrument 
approaches, as we go over the current cases. 
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Here are the geographic locations of accidents since last summer; a total of 15, which 

unfortunately is about average. 

 

So let‟s go thru these current accidents. 
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Our first discussion is N548C 

 

This is a 2001 Mirage with 700 hrs since new. The plane suffered the all-too-common 
veering on landing. 

 

As soon as nose wheel touched down, there was a strong veer left, off the runway; no 
injuries to the pilot or passenger. 
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This plane had the new style Piper engine mount, and so was exempt from the recurring 
50-hr penetrant mount inspection.  

 

Last annual had been 6 months and 36 flight hrs prior. 
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Just as a reminder, here‟s a diagram of the engine mount, from the Piper SB. 
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And here‟s a photo of the attachment point for the nose gear actuator. 

 

The NTSB inspection of this plane showed that the right side welded section had separated. 

There were numerous fatigue cracks where the attachment foot was welded to the tubes. 

 

The report specifically mentions that this is the 3rd NTSB investigation showing these cracks in 

the new style engine mount. 

 

The final report isn‟t out yet; I don‟t think the full story is written on Piper PA-46 engine mounts. 
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N664RS 

 

This was a Mirage coming into DeKalb-Peachtree just after dark in clear weather (vis 8 miles).  
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This was a 250 mile leg from Paris, TN, the final flight of the pilot‟s day, which had included 8 

total hrs of flying on multiple legs. 
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According to the final report, the very experienced pilot (3600 total hrs, 2500 in PA-46) was 

having trouble maintaining altitude and lateral alignment with the 20L localizer.  
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He made a night visual landing, but ran off the end of the 6000‟ runway and into the localizer 

array.  Fortunately, there were no injuries to the pilot or his three passengers. 

 

This gentleman is a diabetic, who‟d been feeling ill for several days.  

On this particular day, he‟d flown over 8 hrs on multiple legs around weather, with nothing to eat 

all day.  

 

Post-accident testing showed him to be dehydrated – no surprise.  

 

The final NTSB cause was failure to maintain control on landing, due to fatigue and illness. 

 

Remember -- We fly great planes. But we are not supermen. We need to make sure our 

preflight evaluation includes our own health and mental state. 
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N98ZZ 

 

Was a tragic accident of a 1998 Mirage with pilot & two passengers on board. 
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Relatively short 100 mile flight from Gainesville to Lakeland. 

 

Approach had descended the plane to 2000‟, and the pilot reported the destination field in sight.  

He was cleared for a visual. 

 

Shortly after, the pilot declared an emergency for engine loss of power. Approach gave him 

vectors to Zephyrhills airport. 
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He apparently couldn‟t reach that airport. 

 

And sunset occurred just before 7pm, so by 8 it would have been dark, which no doubt 

hampered finding a suitable landing site. 

 

The plane crashed 4 miles from runway 22 at Zephyrhills. 
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The plane crashed into a heavily wooded area, and burned. 

 

Final NTSB cause:  “A total loss of engine power during a night approach for undetermined 

reasons.” 

 

We‟re not going to ever know what happened with that engine. 

 

Night flight over inhospitable terrain is a risk we live with… 
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Next is  N667PC 

 

This one sounds like another mechanical issue. 
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This is a 1984 Malibu on an IFR flight from Fargo, ND to Eau Claire, Wisconsin. 

 

During descent near the end of the flight, the plane had a total loss of engine power. 
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The pilot, who was alone, executed a forced landing on a corn field about 10 miles short of the 

destination airport, with no injury.  
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Great piloting job!  The pilot didn‟t try to stretch the glide, and he found a decent field. And 

notice how nicely he lined up the landing with the plowed furrows.  Well done! 

 

This looks to me like oil or smoke staining the cowling, but we‟ll wait for the final report. 
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N600YE 

 

This is a much more unfortunate ending.  We don’t have a final report yet, so there is a 
fair bit of speculation on my part here. 
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This was a daytime IFR flight for this 2006 Meridian, from Rockport Texas to Austin. 

 

(The grandfather pilot and his grandson were returning from a week vacation in Rockport.) 
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This was a well-equipped and capable airplane. 

 

The pilot began receiving vectors from Austin approach at 11:27.  
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Preliminary radar data and air traffic control transcripts indicate the pilot was at 4,000 feet and 

established inbound on the 35R localizer at Austin about 11:32:00.  

 

Then comes the heavy workload saturation that Dr Dismukes talked about yesterday. 

 

We don‟t have the NTSB final report for field conditions, but one of our members shot this same 

approach 10 minutes after this flight, and at that time conditions were being given as 200 

overcast with 1¼  miles visibility, windy and with moderate turbulence. (That member had to go 

missed and diverted to San Antonio.) 

 

So the weather conditions were very challenging. 
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To make things more difficult still, at 11:32:22 the pilot was vectored westbound off the localizer 

for spacing on a preceding airplane.  

 

He was turned left to 260. 
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18 seconds later, the pilot was told to descend to 3,100 feet msl.  

And 24 seconds after that, the pilot was told to turn back to 080 degrees.  

 

So in under a minute, he was told to turn 90 degrees left, then descend, and then turn 180 

degrees right, in lousy weather. 

 

The pilot acknowledged the 080 heading, which was his last transmission. 

 

At 1133:22 the airplane was at 3,300 feet msl, and 174 knots GS. (Pretty fast, especially when 

you know you‟re being vectored for traffic ahead.) 
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9 seconds later, the airplane was down to 2,800 msl, going 200 knots GS.  

 

So at this point he‟s already below his assigned altitude. 
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5 seconds after that, the airplane had descended to 2,000 msl, and speed was up to 222 knots.  
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4 seconds after that, the airplane was down to 650‟ agl, and 254 knots.  
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Witnesses and ground scars indicated the airplane exited the low clouds in a vertical bank, 18 

degrees nose down. 

 

To me, that‟s basically a graveyard spiral. 

 

The crash site was about 15 miles south of the airport. 
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< Pause > 

 

Obviously, without a final report, the cause here is speculation. 

 

But to me, it looks like spatial disorientation in IMC, and the plane getting away from the pilot in 

very rough weather conditions. 
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Next is N43368, another mechanical cause. 
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This was an „84 Malibu on a 465 mile flight from Winchester, TN to Iowa City. 

 

The pilot stated that while in cruise flight at 12,000 feet the alternator light illuminated and he 

smelled smoke.  

 

He declared an emergency, and diverted to the nearest airport, which was Nashville. There 

were visual conditions. 
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The pilot lost engine power completely during the descent.  

 

He completed the engine-out landing at Nashville, and the four occupants evacuated the 

airplane with no injuries.  

 

There was smoke from the cowling.  An exam of the airplane at the scene showed fire damage 

in the engine compartment between the firewall and rear engine baffle.  

The fuel control unit feed and return lines were loose at the engine baffle fittings. These had 

apparently been disconnected for some work on the starter adapter the day prior to the 

accident.   

Final cause was given as the mechanic‟s failure to properly secure the fuel lines. 

 

The pilot had 2600 total hours, with 162 hrs in the Malibu.  

I‟d say he did a fine job dealing with this engine fire and dead-stick landing. 
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N350WF 

 

Is another really tragic approach accident. 
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The approach was the conclusion of a 5-hr flight from Vero Beach to St Louis downtown. 

 

This was an IFR flight, in IMC conditions as they got closer to St Louis. 
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The preliminary NTSB report is extremely sparse – just a few sentences – not really much help. 

 

Various news reports say the pilot had missed his first attempt at an approach at St Louis 

Downtown (blue arrow). 
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However, this is the close-up of the Flight-aware track. 

 

I ignore the minor wiggles [like these] in the Flight-aware tracks. This looks like it could be a 

360, but I don‟t see a prior approach.  So we‟ll have to wait for the final report for more details. 
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In any case, the plane crashed about 5 miles from the destination, coincidentally in a fly-in 

community [red cross] called Aero-Estates. 
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There was a massive post-crash fire, and both men in the plane died. 

 

I don‟t have any more solid information on this crash; the final report should be helpful here. 
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N6913Z 

 

Is a very sad, still mysterious accident. We don’t yet have a final cause for this one yet 
either. 
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The pilot and his passenger had arrived in Roanoke Virginia from Charlottesville (a short 90 

mile flight) at 9:30 that morning for a meeting. 

 

They met, then had lunch at the airport, put 50 gallons of fuel in the plane, and went to depart 

home back to Charlottesville. 
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They departed on runway 24 at 1:10pm, into basically nice winter weather, with clear skies, and 

wind 290 at 15 gusting to 23. 

 

Let‟s listen to the tower recording… 

                                                                  [click on icon] 
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The crash site was just off the right side of the airport. 
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The plane clipped a power line, and crashed into a UPS building. 
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The passenger escaped from the plane prior to the fire; sadly the pilot did not. 

 

The initial exam showed rudder & elevator cables were intact and seemed unobstructed. The 

aileron cables were intact in the cabin, but separated at the wing roots from overstress.  

 

There is no final report at this point, and the meaning of “control wheels locked” remains 

unknown… 
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N779MA 

 

Is another nosewheel veer accident. 

 

The pilot made a normal landing in VMC at Parkersburg, WV.   

Pilot reports that mains touched down ok, but when the nosewheel touched, plane veered hard to the 
right, which couldn’t be stopped. Plane departed the right side of the runway.  

 

An inspector found the nosewheel actuator was broken from the engine mount.  

 

The final NTSB report is pending – I don’t know if this was the original or new-style engine mount. 
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N364ST 

 

Is the next accident. 
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This is a 2005 Mirage, that was departing Clemson SC late in the evening. 

 

This was an IFR flight, but in visual conditions, so the pilot very reasonably planned to depart 

and pick up his clearance in the air. 
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The pilot turned on the pilot controlled lighting, and started to take off from runway 25. 
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Unfortunately, 1,350 feet down the 4400 foot runway, there were deer on the runway. 
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The pilot tried to fly over the deer, but the plane struck at least two of the deer. 

 

The pilot wisely aborted his takeoff, and came to a rest just off the side of the runway. 
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The nose gear collapsed, but fortunately, the pilot was uninjured.   

 

The deer did not fare so well. 

 

Not really much to say here. I guess you could taxi the length of the runway at night in a quiet 

airport, but that still doesn‟t guarantee an animal won‟t walk back on after you pass, and our 

taxi/takeoff lights are not strong enough to see an obstruction in the dark and be able to stop in 

time. 

 

I think this is similar to the night flight over inhospitable terrain issue: we know darkness adds 

risk; we each have to decide whether that small additional risk is worth it. 
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N46PT 

 

Is another mechanical problem, and another example of fine piloting. 
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This 1990 Mirage was on an IFR flight from Illinois to North Carolina. 

 

The pilot had just leveled off at 15,000‟, when the pilot‟s side window blew out and the plane 

decompressed. 

 

The pilot‟s headset got sucked out the window, but he took the copilot headset, and let ATC 

know what was going on.  
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He was vectored for an ILS approach in broken 1100‟ conditions to Owensboro, Kentucky   

(HERE), and made a safe landing. 

 

Another excellent piloting job! 

 

About 70% of the window blew out.  The final report isn‟t yet out. 
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Here‟s the 2007 SB on repetitive 50-hr pilot side window inspections, looking for cracks around 

the storm window. 
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And here‟s a picture from the SB showing where Piper suggests looking for cracks. 
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Of course, you can solve this problem by installing the new style window without a storm 

window… 
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N135CC 

 

Is another fatal accident. 
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This was an evening instrument flight from Paducah Kentucky to Louisville. 
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The flight was maneuvering near its destination. 
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The flight was descending, but seems to me like it was getting pretty slow for an approach. 
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A witness describes what sounds like a stall/spin, with a dive into the ground, right around here. 

 

The pilot and his wife died in the crash.  
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The wreckage was confined to a small area, suggesting a near vertical descent. 

 

We‟ll have to wait for the final report on this one, but I have to wonder this was another case of 

IMC spatial disorientation, perhaps made worse if maybe the pilot leveled off from his descent 

and didn‟t advance the throttle. 
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Xray Bravo Lima Tango Hotel 

 

Was a Mexican-registered Mirage here loading for a relief mission. 
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Clearwater Airpark is a small VFR airport under the Tampa Class B. 
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This is looking northward at the airport. The flight in question will be taking off towards us. 

 

Note this line of trees. They don‟t look like much in this picture, but no doubt these trees are the 

reason for that displaced threshold. 

 

The 2007 Mirage landed here at Clearwater, and took on a load of toys and relief supplies, on a 

humanitarian flight bound for Haiti (during the flooding there).  

We don‟t have the final report, and one of the key bits of information we don‟t have is the 

loaded gross weight of the airplane.  The straight-line distance to Haiti is over 800 miles; one 

media report is that the plane had 96 gals of fuel loaded at Clearwater. And there were three 

people on the plane as well. So I suspect the plane was overloaded. 

 

The pilot took off at 10am in nice weather with flaps 20 on this 3,500‟ runway 16.  

 

A pilot witness on the ground said the plane passed over the departure end of 16, very low, and 

nose-high. The tail of the plane “brushed” the treetops, and then disappeared behind the trees. 
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The airplane crashed into a residential neighborhood two blocks off the airport. 

 

The pilot later said his mistake was retracting the flaps too soon.  
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But it does look like he did do something right - he flew the plane into the crash, rather than 

stalling. Which is probably why there were no fatalities, though the pilot and one of the 

passengers were seriously injured. 

 

As I said, I suspect the final report will show a weight & balance issue. 
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N121HJ 

 

Was a flight with the pilot and an instructor. 
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The weather was good for this visual flight from Santa Monica to Arizona. 

 

While climbing thru 17,000‟, the pilots heard a loud “bang” and lost engine power. 
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They diverted to Ontario, which is shown here. 

 

During the descent, they tried to restart the engine, without success. 

 

As they got lower, they realized they wouldn‟t make the field and landed in an open field just 

short of the airport. 
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Listening to the ATC tapes, they didn‟t declare an emergency (despite numerous hints from the 

controller), and were spiraling down over the field for at least 5,000 feet.  It seems to me they 

got too far from the field, and then landed short of the airport. 

 

The pilot wasn‟t injured; the instructor was seriously injured. I‟m glad to say there were no 

fatalities. 

 

We still don‟t have the final report, but two lessons I‟d take here are: don‟t hesitate to declare an 

emergency when appropriate to clear the airspace below you, and practice your engine out 

spirals to a landing – once you‟re over the field, don‟t move far enough away in a pattern that 

you can‟t make it back. 
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Finally,   N4167A 

 

Was an engine failure on take-off. 
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The plan was for a short VFR flight from Greeley Colorado,  to Broomfield – about 40 miles. 
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I don‟t have details of the very short flight, but basically shortly after gear retraction, the engine 

lost power. 

 

Wind was 160 degrees at 10, so I assume the takeoff was on runway 16. 

 

The pilot lost the engine, and landed gear-up back on the airport with no injuries. 

Again, good outcome – nothing wrong with a gear up landing if needed to be sure to reach the 

field. 

 

Of course, this was only 2 months ago, so we don‟t have a final report. 
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So those are the fifteen database accidents since last convention up until Sept. 

 

As usual, approach & landing accidents predominate. 

 

Usually, the majority of accidents are pilot error; here mechanicals predominate. Over the past 

decade, 56% of PA-46 accidents have been pilot error, compared to about 80% in most other 

GA types. So our planes do seem to have more than our share of mechanical issues (eg: the 

nose gear veering accidents), as in this past year. 

 

Over this period, we had 5 fatal crashes with a total of 10 deaths, about same as last year. 
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Here are the five fatal accidents over the past year. 

 

Only the first has a final report, and that report doesn’t really tell us why the engine lost 
power. 
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But the point I want to make is that unfortunately, 3 of the 5 fatals seem to involve loss 
of control in the clouds on instrument approaches. Every year we have fatal LOC 
accidents in IMC, usually but not always in the approach phase. 

 

Our planes are very capable instrument platforms, but the weakness here is us. Train, 
Train, Train.  

Train until there’s no doubt in your mind of your ability to control the plane close to the 
ground in IMC.  
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Just for reference, here‟s the geographic distribution of all of the PA-46 NTSB reports since Jan 

1, 2000. 

 

We are still having too many accidents, especially fatal ones. 
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These are the six categories of accidents that, over the past decade, have had a 100% fatality 

rate if an accident occurs. 

 

There are other ways to kill yourself in a PA-46, but these cover almost two-thirds of the fatal 

accidents in our planes. I‟d consider using these categories to plan some training scenarios with 

your instructors… 
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Here are the accident trends since 1984 to the present, by calendar year (rather than 

convention year). 

 

The number of accidents is generally increasing, as is seen in the red accident number trend 

line. 

 

But since the number of PA-46‟s in the fleet is also increasing (from 83 initally to 1258 now), it‟s 

important to look at the accident rate. 

Since the FAA no longer estimates hrs flown for general aviation, I‟ve used accident rate per 

100 registered aircraft as a surrogate – that‟s the bright yellow line, with the slowly decreasing 

trend line. 

 

So, while the total number of accidents rises, our rate is very slowly dropping, which is good, 

and is probably due to better training over time. It‟s too early to tell whether factors like 

NEXRAD and synthetic vision will help our accident rate drop faster… But in my opinion, if we 

can‟t hand-fly our planes in clouds, or have engines that fail, fancy avionics aren‟t going to help. 
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Here are comparisons of our accident report rate with some other aircraft that people like us 

might fly. 

 

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

highest. 

 

I hope everyone here is sobered by these stats.  

 

I know we probably fly our planes more than some of these types, and use them in more 

weather, and the PA-46 mixes 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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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. 

 

The bottom line is we are having too many accidents in our planes.  
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Based on this accident analysis, I‟d offer the following suggestions to our members. 

 

[READ]  Use your autopilot as a tool, but never let it become a crutch. 
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Watch your W&B. Don‟t overload your planes to any significant degree, and especially keep the 

CG in the envelope. 
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We fly a strong airframe.  

 

If you can fly into the crash under control, you have an excellent chance of surviving.  

 

Consider airbags. 
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[READ]   The worst time to be developing your procedure is in an actual engine failure.  

 

Don‟t try to stretch your glide, and don‟t move away from the airport once you are spiraling 

down over it – declaring an emergency will clear away any traffic. 
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In general, the most failure prone part of our airplane is the pilot. Yet some of us don‟t preflight 

the pilot with anything like the care we should. 
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Finally, over the past few years we‟ve had a number of engine fires – that‟s probably inevitable 

when you have extremely hot gases in close proximity to extremely flammable liquids for long 

periods of time. 

 

Know in advance, and practice, what you‟re going to do if you smell smoke [and that includes 

the subsequent engine-out landing]. 
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I appreciate your attention. 

 

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

 

Questions and comments are welcome. 
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