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Good Morning!

Thanks for coming to our annual safety lecture.

My goal today is to discuss the accidents that have occurred since our last convention, and 
then try to put them into a larger context – what Greg Feith was talking about yesterday in his 
excellent keynote lecture on human factors and accident investigation keynote.

I’m also a strong believer in trying to learn from others’ experiences, since life is too short for 
each of us to get all the direct experience we could each use.

The safety review format will be a bit different this year. First, I’ll go rather quickly over this past 
year’s accidents in this first hour. At 10 o’clock we’ll have a break with the vendors, and then at 
10:30 sharp I hope you’ll come back for the second hour, which will be devoted to ideas for 
improving safety throughout the fleet, like Jon Sisk talked about in his welcome remarks 
yesterday.



But let me first quickly 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.

And, as Greg Feith made evident with his story about dinging the MU-2 for a person who walked into a 
spinning prop, sometimes the NTSB’s final cause can use some tweaking, so on occasion the cause I’ll 
list here isn’t quite the same as the NTSB.

I certainly don’t mean to cast aspersions on any of the involved pilots, even when I list pilot error as the 
cause. As our keynote lecture yesterday stated so perfectly, 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 here are the geographic locations of accidents since our last convention - a total of 23. This 
total is unfortunately the highest we’ve ever had between conventions.

The fatal accidents are outlined in red.

There was also an accident, fortunately without serious injuries, in Australia, back in June. I 
haven’t included that accident in today’s discussion because I have no confirmed information 
about it except for a picture, and because that accident isn’t in the NTSB database.
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Here’s how I display the accidents.

As I said, the causes are my classifications, either because the NTSB final report 
isn’t out yet, or because I disagree with the NTSB.

The underlined N#’s are those with final NTSB reports, so the details are much 
more available, and we speculate less.

So let’s go thru these current accidents.
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Our first discussion is N106LB, which has a final NTSB report completed.
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This was a daylight VMC flight from Little Rock down to Lakeway Airport near Austin, Tx.



The pilot says he was distracted by the backseat passenger, and landed on runway 34, a 3900’ 
runway with a 25’ down grade, despite an 18 knot tailwind. 

He realized the plane wouldn’t be stopped by the end of the runway, and tried to go around by 
applying full power.

The engine didn’t respond, and the plane ran off the runway and into a ditch. The passenger 
was seriously injured, but both people survived. 

Personally, I think the pilot was lucky his engine didn’t respond.

Contrast this accident with all the times we’ve seen go-arounds end up with high speed crashes 
or stall/spins. In my opinion, a low speed run off the end of a runway beats a very late 
attempted go-around every time.



Next is N24WW.
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This was a short 34 mile day vfr trip from Durango, CO down to Farmington, NM. 

The pilot shot a practice ILS approach, and prepared to land. He extended the gear and flaps, 
but just above touchdown, he noticed his gear lights weren’t green.

He applied full power, and immediately retracted gear/flaps to go around. But the plane settled 
to the runway, and essentially landed gear up.

As some of you might guess, especially if you’ve flown with Mary Bryant, the Night Dim switch 
was later found to be in the night position.

I think the main lessons here are: 1. check you have three green while still high enough to 
safely do something about it. (I use “3 green over the fence” myself), and

2. During a go around, don’t touch the gear or flaps until a positive rate of climb is achieved.

As an aside, the only reason this accident made the NTSB list is because there was substantial 
damage to the left wing; otherwise, a gear up landing wouldn’t be classified as an accident by 



the NTSB.



Next is N90SE, 
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a 116-mile VMC flight from Richland, WA to Spokane, WA.



The relatively short flight ended with what the pilot described as a normal landing on runway 3L.

Just after touchdown, the airplane began a skidding turn to the right. The pilot was unable to 
correct the turn, and the airplane continued off the side of the runway, damaging the right main 
gear and right wing. 

The valve of the tire's inner tube had fractured, resulting in a flat tire.



You all should have seen the SB that came out last month about Goodyear inner tubes. This 
talks about problems in cold weather operations, and isn’t particularly helpful, IMO.

I don’t know the details on this accident, but this was a short flight in September in Washington 
State, so not exactly frigid conditions. So I don’t think the story is complete on these inner tube 
issues yet.



Next is N767TP.
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This was a Meridian that had just finished maintenance at the Olathe.

On take-off, at 300 feet, the PT6 rolled back to idle.



The quick-thinking pilot used the manual override fuel lever to manually feed fuel to the engine, 
bypassing the normal PT6 fuel control unit. Both Meridian’s and JetProps have this capability, 
for just such a situation as this pilot found himself in.

The engine spooled back up at about 50 feet AGL, and the pilot was able to land safely.

However, these manual fuel controls are VERY sensitive – it’s very easy, especially with loads 
of adrenalin surging thru your body, to give the engine too much fuel.  That apparently 
happened in this case, and the engine experienced an over-temp, which is how this episode got 
into the NTSB database.

But expensive as a turbine over-temp is, the safe return to a landing is probably better than a 
total loss of power at 300 feet AGL.

The factual report isn’t out yet, so we don’t know what was wrong with the engine. But kudos to 
the pilot.



Next is N234PM.
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This was a 88-mile VMC flight, with an IFR flight plan, from Port Mansfield, Texas (T05) up to 
Sinton, Texas (T69).



The preflight and run-up for the Meridian were unremarkable, as was the rotation.



Following gear retraction, at about 125 knots, the engine lost power for about 2 seconds, then 
regained power for 3 to 4 seconds, and then quit completely.



The pilot flew under some power lines and performed a forced landing in a field. During landing 
the left wing impacted a tree. There were no injuries.

Excellent piloting job!!

Once again, we don’t yet know what caused the power loss.



D-ETXA was a German registered plane which crashed in Poland, killing both 
occupants.

The plane apparently crashed some hundred feet aside the runway centerline. 
Local press photos from the accident site showed foggy conditions, the airfield only 
has a non precision approach procedure. 

I have no more information; there is no report yet on the German website.
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N548C was a Mirage with a tragic accident.

The pilot had flown from Destin Florida early in the day, did some business and 
recreation, and was returning with his wife’s mother and uncle for a Thanksgiving 
week vacation.
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The flight from New Orleans to Destin is a straight-line distance of 186 miles.

There were IMC conditions, and an IFR flight plan was filed for the night flight.



Destin airport sits on a little spit of land, with both approaches over water.



At about 7:30pm, the flight was cleared by Eglan approach for the GPS-14 approach at Destin.

This is a pretty straightforward GPS approach that takes you at 1600’ almost right over Eglin Air 
Force Base on final, and then over the bay to a landing.



The profile on this non-precision approach shows straight-in minimums of 460 and 1, with the 
airport at 22’ above sea level.



Roughly a half-hour prior to the approach, the reported weather at Destin was wind 140 at 3, 
both temperature and dew point 19 degrees C, and so not surprisingly, visibility was 1/4 mile in 
what witnesses described as heavy fog. The ceiling was reported at 100 feet.

Compare that with the minimums, and I wouldn’t have been optimistic about getting in.

This was a low-time pilot, with 408 hours total, and only 34 hours in the PA-46.



Eglin Approach saw the plane disappear off radar at 200’, and shortly thereafter called the FBO 
to verify that he’d landed.



In fact, the plane hit the water of the bay about 500 yards from shore, in 5-foot deep water.

<click>



The left main gear and the flaps were retracted; the nose and rt main gear were still partially 
extended.



Throttle, mixture, and prop levers were all full forward.

To me, this all suggests that the pilot had initiated a missed approach, but either not soon 
enough, or not aggressively enough. With that reported weather, in the dark, this pilot should 
have been on a hair trigger for the missed.

It reminds me a bit of the earlier accident I presented where the pilot initiated a go-around, but 
then touched down with the gear already retracted. 

A lesson for us is that, whether on a go-around or a missed approach, the most important thing 
is to add power and climb. Nothing else needs to happen until you establish that positive rate of 
climb.  Then you can start to multi-task, with things like raising gear and flaps. But initially, just 
climb.

We don’t have a final report here, but I think this is an example of unrealistic expectations of 
getting in when the weather is just plain bad, and then not aggressively managing the missed 
approach. 

News reports show the sea fog had pretty much dissipated by mid-morning the next day. At the 



start of a week vacation, obviously the wise decision would have been to wait 
overnight and fly back the next morning…

Clearly, there are some skills issues here, but the main factor, in my opinion, is pilot 
judgment.



Next is a turbine loss of engine power.
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N350MM was a JetProp conversion.

The flight under discussion



was from Cozumel to New Orleans, with the pilot and 3 adult passengers.

The weather was good visual, and they were on an IFR flight plan cruising at FL 260.

At 2pm, the pilot (who happened to be a retired Air Force general and fighter pilot) saw 
fluctuating torque readings, and shortly thereafter completely lost engine power. During the 40 
minute glide down, the pilot tried numerous items, including fuel tanks/ignition/boost pumps/etc. 
He also tried four air restarts.



They saw this mobile oil rig, which actually wasn’t supposed to be in this position 100 miles 
from shore. 

It so happened that, after a stint helping with the effort to cap the blow out BP spill, the rig's 
crew had been ordered 170 miles south of New Orleans to wait for clearance to begin drilling 
again. They were supposed to have moved on the week before, but they were delayed, so the 
platform just happened to be along this planes route.



Our pilot ditched the plane near the rig, all occupants emerged essentially uninjured, and the 
plane sunk after about 20 minutes. 



They were picked up by the oil rig rescue boat just a couple of minutes after the plane sank…



And They were brought aboard the oil rig.

A coast guard helicopter later picked them up, and they arrived in New Orleans only about 6 
hours late.

Water in that part of the gulf is over a mile deep, so we’re never going to know what happened 
to cause the engine power loss.

But great job of ditching and evacuating.



N92358 was a Mirage …
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… on a night vmc flight using vfr flight following, from Bowling Green, KY up to Anoka, MN.



This was a high-time pilot who only had 50 hours in the PA-46. 

Shortly after reaching his cruising altitude of 16,500’ he described an apparent pressurization 
problem. Things stabilized when he descended to 10,500’, and he continued on to his 
destination.

Two and a half hours later, he began a descent into his destination. After leveling at 1,500’ AGL, 
his engine lost all power. He tried multiple maneuvers without success, and landed the plane in 
a snow-covered field a bit over two miles from his destination. He says as part of his trouble-
shooting, he switched tanks just prior to the touchdown.



The snow was over 2’ deep, and the left wing separated from the fuselage. 

The FAA inspector found an empty right fuel tank, while the intact fuel tank in the separated left 
wing was full, with the fuel selector set to that full tank.

It’s unfortunate that the pilot didn’t manage his fuel enroute, and then apparently didn’t switch 
tanks when the engine stopped, until just at touchdown.  But there were no injuries, so by that 
measure, this was a good emergency landing.



Next is a very sad loss of control – N9103N
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The flight departed from the Aitkin, Minnesota, about 0930 am, en route to Beaumont, Texas.

The departure weather was 400’ overcast and 4 miles visibility. 



The pilot was cleared to climb to 17,000 feet in instrument conditions.

Shortly thereafter the pilot reported to the controller that he had lost the autopilot and that he 
was trying to recover from an unusual attitude.

One pilot on the ground stated he heard the airplane engine "winding up which I assumed it 
was in a spiral." He stated that he heard the airplane for 3 to 5 minutes during which time the 
engine sounds varied as did the direction of travel of the airplane. 



The sound of the engine stopped so he went out looking for the airplane. He found the airplane 
in an field approximately 1 mile from his location. 

The pilot, his wife, and their dog died in the crash.

We don’t know precisely what happened, but it certainly sounds from the little evidence we 
have that the pilot lost control of the plane in IMC after the autopilot failed or disconnected. It’s 
certainly possible ice could be involved, and I hope this isn’t another pitot tube icing accident. 
Hopefully we’ll learn more from the final report.

I’m a big believer in the autopilot as an aid to the pilot in single pilot operations, but we have to 
be sure we can fly the plane ourselves in any conditions in which we’re going to fly. This issue 
of possible overreliance on automation is one Greg Feith mentioned yesterday, and that I’ll 
come back to in our second hour.



This next was an accident in Japan. The Japanese Safety Board apparently doesn’t 
publish preliminary reports, so all I have is what I found in Japanese newspaper 
reports.
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The Mirage took off from Kumamoto Airport at 630’ elevation, and two minutes later hit the side of 
a mountain 7 miles at 2790’, killing the pilot and his wife.

The only airport weather record I could find online showed visibility 6 miles in rain, so I think it’s 
likely this accident occurred in IMC.



Next is a Meridian landing accident.
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N5365D was on a VMC flight from Reno, NV to Phoenix.

On landing, the mains touched down first, and when the nosewheel touched down, there was a 
vibration, followed by a veer to the right. The plane went off the runway, and the main gear 
collapsed. There were no injuries to the five people on board.

The final report is pending, but it seems pretty clear to me that the nosewheel issues with our 
various models of PA-46 aren’t yet fully solved.



Next is N727MC, another tragic story.
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This an IFR flight from Phoenix up to Pueblo, CO.



The pilot and passenger departed Deer Valley airport at noon.



Around 1:40pm local time, fairly close to its destination, the plane disappeared from radar, from 
a cruising altitude of FL200, after reportedly telling ATC he was unable to maintain altitude.

There’s no final report, and we have no radio transmissions or radar tracks yet. Newspaper 
articles talk about snow storms at the time of the accident, and also talk about two other flights 
deviating and landing short of Pueblo around the same time, due to icing.

The wreckage was found by its ELT the next afternoon in heavily wooded mountains about 50 
miles short of Pueblo. 

It’s pure speculation, but given the news reports and the reported distress call, one has to 
consider significant icing as a cause of this accident. We all need to remember that our planes 
are NOT all-weather aircraft.



Next is N9172V. 
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This was VMC flight from Baltimore, MD up to Allentown, PA.



On landing in Allentown, there was a right crosswind – 290 at 17 knots.

The very experienced pilot landed on runway 25 with a crosswind correction. 

The landing was hard, and the plane swerved to the left. Then the nosewheel collapsed.

The pilot and passenger were not injured.

The NTSB final report cause was listed as:  “The pilot's failure to adequately compensate for 
crosswind conditions, resulting in a hard landing.”



N619VH was another very unfortunate accident.
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This was a VFR Mirage flight from Bedford, PA up to Monroe, Michigan, with 3 people on board, 
on an IFR flight plan.

The pilot apparently cancelled when he got close to his destination airport.



This is Custer airport in Monroe, at an elevation of 616’.

<click> 

This is Stewart Road. 

A witness says the plane passed over Stewart Road very low and at high speed, with the gear 
up.

The radar track showed the plane <click>  HERE, on a heading of 207 degrees, at 800’ MSL, 
going 132 knots,.



The plane crashed a little south of the X shown here.

<CLICK>  

Inspectors found 37 propeller slash marks in runway 21 beginning halfway down the runway.



<CLICK>

The wreckage had the gear and flaps retracted.

So, I suppose this could have been a gear-up landing gone bad. 

But what it really looks like to me, granted, with no proof, is a low pass gone horribly wrong.

All three people aboard the plane died.



N146DG
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This was a flight in VMC on an IFR flight plan from Memphis, with a planned destination of New 
Orleans.

Climbing thru 13,000, there was a loud pop, and the manifold pressure dropped.

The ATP-rated pilot decided to make a precautionary landing, and chose GWO (Greenwood, 
MS).



They arrived over Greenwood high, so the plan was a downwind pattern for runway 18.

However, the oil pressure was dropping towards zero, so the pilot elected to do a straight-in to 
runway 18.

He lowered the gear, shut down the engine, and then realized he was low.

He raised the gear to help with the glide, but saw he still wasn’t going to reach the field.

He lowered the gear again, added some flaps, and landed in the grassy area short of the 
runway. The plane hit a ditch; there were no injuries to either pilot or passenger.

So, as they say: a landing you could walk away from.

We all need to practice our engine out landings, especially judging proper altitudes to make the 
field. Fortunately in this case, there were no injuries, but we’ve had some bad cases of landing 
short on emergency landings with serious outcomes, even when there was enough altitude to 
make the field. This warrants recurrent practice for all of us.



N46ME  
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This is a beautiful 2005 Meridian.   



It was departing from Rock Springs, WY.

During the takeoff roll, at about 70 knots, the plane started pulling to the right. 

The pilot aborted the takeoff, and stopped the airplane on the runway using brakes and reverse 
thrust. 

The right main gear tire was blown, and the right aileron ended up buckled at the center hinge 
location.  No injuries, and a smart move by the pilot of aborting the take-off.



N80JB is a Mirage.

73



This was a VFR flight from Fort Worth, Texas, headed down to San Antonio.



The plane was at 4,500’ shortly after departing Fort Worth, when the pilot noticed the engine 
fluctuating and running rough. 

He started diverting, and then began to smell and see smoke enter the airplane cabin.

The pilot elected to perform a forced landing on a highway about here  <CLICK>  near Chico. 



The nose gear wouldn’t extend. But it was still a fine emergency landing, and the pilot was 
uninjured.

You can see where the fire burned near the firewall.

A final report is pending regarding the cause of the fire.  But again, kudos to the pilot for a job 
well done.



N712MK  
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This flight left Portland, OR about 0830, for a flight to Lake Havasu City, Arizona in VMC under 
an IFR flight plan.

On a visual approach to his destination, the gear wouldn’t extend.



The pilot tried to get the manual extension to work multiple times without success, and as fuel 
got low, he landed gear up, with no injuries to him or his passenger. So nice job there.

We don’t yet have official information as to why the failure, or especially why the failure of the 
emergency extension procedure.



Next is…
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a 1993 Mirage, on a day VMC flight from Las Vegas, NV to Flagstaff, AZ.



Weather at Flagstaff was good that morning, but windy and gusty.

Just after landing, a gust of wind pushed the plane off the left side of the runway, where the 
nosewheel collapsed.

There were no injuries to the pilot or 2 passengers.  The firewall got bent, which is how the 
flight came onto the NTSB list.



Here we have another very tragic accident.
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This Mirage was departing Rantoul, Illinois (near Champaign), destined for Sarasota, Fl.

<CLICK>

The father was flying his wife and daughter to a volleyball camp in Florida.



The day prior to the accident the pilot obtained a weather briefing and filed an IFR flight plan.

A witness said that the pilot's wife told the pilot that she had to use the restroom. The pilot said 
to hurry because a storm front was coming.

Weather 5 minutes prior to the departure was reported as:  <CLICK>

A commercial pilot witness at the airport, reported the plane took-off from runway 27, and 
started to turn to the south. 

This same witness stated that a weather front was arriving at the airport and that the strong 
winds from the northwest appeared to push the tail of the plane up and the nose down. The 
airplane crashed here. <CLICK>



The burned wreckage showed gear up and flaps 10 degrees.

There’s a lot of speculation online as to the role weather played in this tragedy.  The recorded 
weather doesn’t sound bad, but we all know that as a bad storm approaches, the winds can 
become treacherous very quickly. 

We know the pilot was in a hurry to leave (by the report about rushing his wife’s bathroom stop), 
so clearly the weather was on his mind.

I guess the only lesson I can draw now, this early in the investigation, is that if you’re feeling an 
urgency to rush your departure, maybe you should consider whether what you’re doing really 
makes sense…  Very difficult to step outside yourself that way…  We have to carefully avoid 
target fixation.



And finally, we have another landing loss of control accident.
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This was a 2001 Meridian flying from Atlanta up to Manassas, Virginia  in visual conditions on 
an IFR flight plan.



The pilot landed on 16L, and when the nosewheel touched down, the plane veered to the left off 
the runway.

There was a slight breeze from 220 at 4 knots.  The airplane was recently out of annual 
inspection.

Obviously, I don’t yet know the cause of this loss of control, yet another landing mishap for our 
PA-46’s.



So, in summary, 

This is the most accident reports for any convention to date, with a tie for most fatal accidents.

That’s not a good trend.

Over time, we are seeing more and more mechanical causes, but the major factor is still the 
pilot.



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 white accident number trend 
line.

But since the number of PA-46’s in the fleet is also increasing (from 83 initially to 1276 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 
orange trend line.

So, while the total number of accidents rises, our rate is very slowly dropping, which is good, 
and may be due to better training over time and perhaps improved avionics like NEXRAD in the 
cabin.  But as I’ll talk about next hour, this slow improvement in the accident rate is nothing to 
write home about.
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If we look at just fatal accidents, we had 7 this past year (with of total of 17 deaths).

Some of these are issues of skills, other are more issues of judgment.

The sad thing, though, …



… is that all of these are due to Pilot causes.



Here are the just fatal accidents since 1992 to the present, by calendar year.

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

The fatal accident rate per 100 registered aircraft is the yellow line, with the slowly decreasing 
trend line.

Again, it’s good that the fatal accident trend is downwards over the long term, but averaging 5 
or 6 fatal PA-46 accidents annually is still too high. We’ll talk more about this in the second 
hour.

94



These are the six categories of accidents that, over the past 11 years, have had a 100% fatality 
rate if an accident occurs.

Out of our 7 fatal accidents this past year, 5 fit into these categories. The low pass and the 
take-off crash are the other two.

There are other ways to kill yourself in a PA-46, but the categories shown here cover about two-
thirds of the fatal accidents in our planes. I’d consider using these categories to plan some 
training scenarios with your instructors…

What’s not shown here is the issue of technical flying skills versus judgment.

For example, a crash on an instrument approach could be a lack of instrument flying skills. But, 
if this were the third approach attempt, or if this was a crash with the weather ¼ mile visibility 
and indefinite ceiling 100, to me that’s a judgment accident, because you probably shouldn’t 
have been there in the first place. 

Often, both factors come into play in the same approach, and that’s what I think we need to 
keep in mind when training.
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So that’s a summary of the 23 NTSB database accidents since last convention. I hope you’ve 
found it a little sobering.

As I said, we’re going to take a break now, and resume here at 10:30, to talk about what 
MMOPA might be able to do to improve this safety record.

But we do have <X> minutes left, if anyone has any comments…



Let’s take a 30 minute break.

When we return, I’d like to put this all into a bigger context, and talk about what we as an 
organization might want to do about this accident story.





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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