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Good Afternoon!

Thanks for coming to our annual safety lecture.  I hope you have all enjoyed the convention this 
year, and especially the educational portion of the convention – my own feeling is that we’ve 
had some superb presentations.  I’m intimidated having to follow the great content we’ve seen 
so far.

My goal today is to discuss the accidents that have occurred since our last convention, and 
then try to put them into the larger context of MMOPA’s mission and goals.

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.

During this program, I’ll first talk about PA46 accidents, both recent and from the past two years 
where we now have final NTSB reports. We’ll then have time for some questions, and then I’d 
like to talk about some exciting ideas MMOPA and the Safety & Training Foundation have 
worked on to improve our safety record.



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.

Both 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 gear up landing never made it into the accident database.



Nor did this botched go-around.  

Those incidents might have made the FAA’s incident database, which I’ll talk about later. But neither 
appeared in the NTSB reports, and so they aren’t covered in this safety review either.

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

First, though, I’d like to make the same disclaimer I make every year:  I was not present for any of these 
accidents. All I am doing is using the NTSB and other public records to describe what may have 
happened. In many of the cases, all I have is a preliminary report, with minimal information in some 
cases. 

But my point this afternoon is not to analyze the accidents to affix blame; I’ll leave that to the NTSB, the 
FAA, and the insurance companies.

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. 

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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Here are the geographic locations of accidents since our last convention - a total of 15 in the 
NTSB database up to early October, including one accident each in Canada and the Bahamas.  
The pins with the red outline are the three accidents with fatalities.

Interesting the way this year most of the accidents are in the middle of the country, with the 
west coast and middle Atlantic and northeast spared.
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Just for comparison, here’s the geographic slide I showed last year.

You may remember that last year was one of our best years for safety ever.
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Before talking about this past year’s accidents,  I’d like to look at a few of the prior 
accidents that now have completed NTSB reports.  

It’s always educational to go back and see if our original speculation was borne out, 
and also see what other factors emerged that we didn’t think of. 

I’ve picked a few cases here going back two years, where the final report was 
helpful.
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The first accident I wanted to talk about was from April 2011 in Mississippi.
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This was a VFR flight out of Memphis.  Climbing thru 13,000 feet, there was a loud pop, and the 
manifold pressure dropped.  The ATP instructor pilot had 2900 PA-46 hrs.  He decided to make 
a precautionary landing, and declared an emergency.

He asked ATC about the closest airport, which is shown in the green circle here.  He decided to 
go to Greenwood, in the red circle, because ATC told him the first airport didn’t have a 
mechanic.

They arrived near Greenwood high enough that the pilot shut down the engine, and dropped 
the gear to descend faster.  He then realized he wasn’t going to reach the field, so he raised the 
gear again, but saw he still wasn’t going to make it.

He lowered the gear again, added some flaps, and landed in a grassy area short of the runway.  
<CLICK>

The plane hit a ditch; there were no injuries to either pilot or passenger.

The subsequent exam showed the right turbocharger had failed, with a resulting oil leak.

Obviously, I’m second guessing the pilot’s decision to overfly the closest airport, in the interests 



of finding a convenient mechanic.  If you’re going to do that, you need to be darn sure 
you can reach your more distant field, and I would also say darn sure the mechanical 
situation isn’t going to get worse (like a fire or oil-covered windshield).

The pilot then misjudged his emergency landing, resulting in landing short, such that 
he ended up needing a lot more mechanic services than if he’d simply landed at the 
smaller field.

I understand this is Monday-morning quarterbacking, but I do think this can be a 
lesson if we’re ever in a situation where we’re tempted to overfly a sure thing.  In this 
case, there were fortunately no injuries, but that’s not always the case when landing 
short, as we saw in a fatal accident a few years ago.



Next is another mechanical accident, in a Mirage.
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The plane was at 4,500’ shortly after departure, when the pilot began to see smoke entering the 
cabin.

The pilot elected to perform a forced landing on a highway.  The nose gear wouldn’t extend, 
due to deformation of the gear doors. But as you can see in this picture, it was still a fine 
emergency landing, and the pilot was uninjured.

You can see where the fire burned near the firewall.  <POINT>

It turns out that there had been a prop strike 2 months prior.  The engine was removed, 
inspected, and reinstalled, and the plane had been flown about four hours since then. 

The cause of this fire was found to be unsecured clamps on the turbocharger exhaust 
crossover tube. 

So a totally mechanical failure, with a wonderful job of off-airport landing by the pilot.



The next final report is interesting, because it’s a double mechanical failure.
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The pilot was on a visual approach to his destination, when the gear wouldn’t extend.

The pilot tried to get the manual extension to work multiple times over the next 90 minutes, 
without success. As his fuel got low, he landed gear up, with no injuries to him or his passenger. 
So nice job there.

The reason the normal gear extension didn’t work was a failure of a low hydraulic pressure 
switch. Mechanical failure #1.

But here’s where it gets interesting.  As I’m sure everyone here remembers, the emergency 
gear release in our plane works by opening a valve that ports hydraulic fluid from the gear-down 
line to the gear-up line, thus releasing the hydraulic pressue that holds the wheels up, and so 
allowing gravity to extend the gear. That release valve has a control arm tied to the emergency 
gear handle in the cockpit.  

In this plane, the control arm for the valve was mis-rigged, and would only move ¼ inch instead 
of the approximately 2 inches required to open the valve.  So the hydraulic pressure couldn’t be 
released, and the emergency gear extension didn’t work.  Mechanical failure #2.

The NTSB report didn’t try to determine from the logs how long the emergency release valve 



had been misrigged.  But I think the lesson here is whenever one of our planes has 
any major engine compartment work performed, checking the emergency gear 
extension procedure should be a routine part of our return to service flight, both for 
the practice, and to make sure the system actually works.



The next report is one I haven’t presented before, but the final report was recently 
completed in Australia.
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The pilot was arriving to land at Meekatharra, number two, following an Embraer Brasilia.  

The pilot set up for a downwind to 09, and expected the Embraer to make the first turn off the 
active.



The Embraer instead used most of the runway, 



and turned around on the runway,  



to back-taxi.

The Malibu pilot wisely decided to go around from final.

Unfortunately, his engine quit on base leg, and he landed about a third of a mile short of the 
runway.  <CLICK>



After the accident, the left wing had a lot of fuel leaking out; the rt wing tank and the fuel filter 
were dry.

The pilot couldn’t remember switching tanks during the flight, and the conclusion is that he ran 
one wing dry, and just had the bad luck that he had to go around and the fuel didn’t last that 
extra couple of minutes…

Fuel mismanagement during the flight, but also missing the GUMP check on landing.



The next accident I presented as a complete mystery at our last convention.

I’m afraid it’s not a whole lot clearer now, even with the final report out.
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This is a 2010 Matrix, on a short 4 am flight, in California, about two years ago. 

The 65-yr old pilot, a CFI, was the only occupant, and was on his way to Paso Robles to pick 
someone up.

He was experienced, with over 32,000 total flight hours, of which 420 were in PA-46’s.



The destination weather was challenging, with the ceiling right at today’s LPV GPS minimums.  

I don’t know if the LPV existed in 2011; if not, the ceilings were below the other GPS 
approaches.

In any case, he missed his first approach, climbed back up, and returned for a second 
approach.



The pilot says that while on his second attempt, he lost engine power, and he put the plane 
down in a field 3 miles north of the airport. 

Because of dense fog, the police had to use the GPS signals from the pilot’s cellphone to find 
him.



This is an exception to the rule in PA46 accidents – a crash during an actual instrument 
approach that doesn’t end in a fatality.  

Nevertheless, you can see from this picture that the pilot banged his head pretty hard during 
the landing; it was fortunate he wasn’t more seriously injured.

This picture is another argument for airbags, in my opinion.



When I talked about this accident last convention, I hoped that the final report would tell us 
what happened to cause the loss of engine power.



Unfortunately, we are left with something of a mystery.

Multiple engine & control systems were examined, and found to be fine.  The fuel was a little 
old, but nothing that would interfere with the engine running.

The data card from the MFD was removed and analyzed for flight and engine parameters.



When the pilot went missed initially, he forgot to enrich his cruise mixture, so the engine was 
running very lean on the climb. Presumably, a temp warning light came on, and he went full rich 
just about as he was leveling at 6000’, and the mixture was left full rich the rest of the flight.  I 
don’t think this little slip had anything to do with the accident, but might indicate the pilot was 
tired at 4 am.

Shortly thereafter, there was a moderate power reduction, with a normal rate of descent, and 
then several step-wise further power reductions as he descended along the second approach 
attempt.

Then the weirdness.  About a minute and ¾ prior to the crash, the engine parameters indicate 
the throttle was closed completely, and stayed that way the rest of the flight.  Flaps and gear 
were down, so the descent rate increases to about 1800’ per minute until he hits the ground in 
landing configuration.

As I said before, there’s no record as to whether he was flying a GPS approach with vertical 
guidance or not.



This is the final NTSB cause, and it’s certainly true as far as it goes.  <READ>

But like so many NTSB general aviation reports, it doesn’t answer the WHY?

Obviously, this could have been some strange, unreproducible mechanical issue.

But you also have to wonder if this pilot, experienced as he was, was simply very tired at 4am, 
and pulled the throttle in the clouds, and didn’t realize what the plane was doing.  

Hard to believe, I know.



This next report I present just because it raises a possible cause, not because we 
really know what happened.
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N534P was a JetProp on a ferry flight from Puerto Rico to Grenada, with an eventual 
destination in Brazil.

They were 40 mins from their destination at FL270, when according to the pilot, the engine 
began to vibrate and put out some smoke, before quitting completely.  The plane was ditched 
and sank; the two pilots were rescued at sea.

The final NTSB report spent quite a while scolding the pilot for taking off 300 pounds over 
gross, and for cruising at a slightly higher power setting at FL270 than the POH recommends.  
But I don’t think either of these had anything to do with the accident.

The report also says the pilot filled up with fuel in Puerto Rico, but added no PRIST before 
departure. It would certainly have been below freezing at 270.  But while ice in the fuel could 
cause fuel starvation to the PT6, it wouldn’t explain the vibration & smoke the pilot says he saw.

So we really are left with a mystery on this one.



Next is a Mirage with a loss of control on landing.
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The landing was normal, then the plane ran off the runway to the right, and the nose wheel 
collapsed.  



The accident was due to the nose gear actuator attach point failing, as we’ve seen in many 
prior ground loss of control episodes.  Here again, the actuator separated from the engine 
mount.

The extra bit of information we get from the final NTSB report is that it had been over 300 hrs
flight hours since the last compliance with SB 1103, which requires 100 hr inspections of the 
engine mount.  While this Piper SB isn’t strictly mandatory for Part 91 operations, it seems 
unwise not to comply…



Finally, the last of the old accidents I want to review is a Malibu landing accident.
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This Malibu had a landing gear collapse on at VFR landing in Illinois.

The pilot remembered seeing 3 greens, and then landing normally.  

Shortly after landing, the nose gear, and then both main gears, collapsed.

Post accident inspection revealed the landing gear handle in the “UP” position.  The gear 
worked fine when checked.  

The pilot speculated he may have hit the gear control when he was thrown forward, moving it 
from down to up.

Personally, I think it’s just as likely that the pilot went to retract the flaps on rollout, and lifted the 
gear lever instead.  The plane could have bounced a little to unload the squat switch, and the 
gear collapsed.  Again, speculation – but the lesson is don’t fiddle with switches after landing 
until you’re off the runway.



The final report reads:  “……”



OK, those are the old accidents I wanted to review.

Now let’s get into the new accidents from this past year.
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We have a total of 15 new accidents to cover this convention.

I really don’t like having two pages of accidents to review, but let’s get into it.
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First, lets look at a Mirage engine failure.
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This is a ‘89 Mirage.



The pilot was conducting a ferry flight for a friend who had just bought the plane. 

The ferry flight of 970 miles, from Denver to Mississippi, was planned vfr at 17,500’.



The reason the flight was conducted vfr was the maintenance history, which is spotty since 6 
yrs of aircraft & engine logs were missing.

The airplane was not legal for IFR flight, but the logs did say all AD’s were complied with.



The pilot was an instructor who had a little experience in the PA46.

The preflight wasn’t terribly reassuring, but the pilot proceeded anyway.



The taxi and takeoff were normal.

At about 10,000’ in the climb, things went sour with the engine.

<READ>



The pilot made a forced landing in a hay field, where the nose gear collapsed, and the wing 
spar was damaged.  

The pilot was not injured.



As I said, this plane’s maintenance history was spotty.

Engine was overhauled in 1997, and the plane flew about 700 hrs over the next 9 yrs to 2006.

Then the plane flew only 39 hrs over the next 6 yrs, with almost no flight in the past 2 yrs.



Post crash, the engine inspection basically revealed a neglected powerplant, that had failed in 
flight, with a crankshaft seal blowing out.

<READ>



NTSB Cause:  <READ>

That this accident happened was not particularly surprising. 

The accident was probably avoidable with a little higher level of suspicion, and a little more 
diligent preflight investigation.



Next we have an unfortunate instrument approach crash.
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This was a Canadian registry Meridian. 

Unfortunately, the preliminary accident report is actually more confusing than helpful.



This is a short 40-mile trip.

Here is the essence of the preliminary report.  <READ>



This is La Crete airport, a vfr only field, with no instrument approaches.

<CLICK>

The METARS at the departure airport showed a 600’ overcast, with 2-4 miles visibility in light 
snow. 

So obviously the pilot was intending to scud run 40 miles to his home field.



The pilot was a 52 yr old father of six, and he didn’t make it. 

I can’t vouch for the accuracy of the internet information I found on the Transport Canada 
website, but the word there is that the pilot had several hundred vfr hours in helicopters, but 
only about 100 hrs in fixed wing aircraft.  

He bought the Meridian in August, did initial sim training in September, a month prior to this 
accident, and was working on his instrument rating in this Meridian.  

He’d hired a pro pilot to fly with him, and the pro pilot offered to fly this particular trip with the 
owner, but the owner didn’t feel he needed the pro pilot along for such a short trip. 

It’s hard to think of any reason for this accident other than poor pilot judgment, but the 
Canadian Transportation Safety Board does excellent reports, and hasn’t issued their final 
report. 

You can be a wonderful father and great businessman, but the weather doesn’t care… 



Next is another fatal accident. 
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This was a Mirage on an IFR flight from Destin Florida to Greensburg Indiana.  

The flight departed just after 3pm, and arrived in Indiana just after 6pm, which would have been 
dark in December.



Here is the destination airport, which has a GPS-36 approach.



The pilot and his family had left Destin a few minutes before a PC-12 carrying some of their 
friends.

The PC-12 arrived at Greensburg about 20 mins prior to the Mirage, The Pilatus was piloted by 
a more experienced pilot who flew this approach to minimums, then went missed and landed 
elsewhere.



Just after 6pm, the accident flight was cleared to PULIC, the initial fix for the GPS approach.



Witnesses said the flight smoothly descended out of the overcast and crashed.  The overcast 
was reported as 400 feet below minimums.

In addition, witnesses said the pilot-controlled lighting at the field was not turned on.



This is a tragic accident, and most likely was preventable.

There’s certainly nothing illegal with shooting an approach with weather well below minimums, 
but you really need to be primed to go missed.  

And statistically, darkness just multiplies the risk of a bad outcome.  Keep adding links to an 
accident chain, and eventually you’ll get bit.



Next is another fatal accident, the third of this past year. 
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N5339V was a Meridian departing from Paris Texas southwest to Austin Executive.

<CLICK> Destination weather was low overcast, with good visibility below the clouds.



Takeoff and initial departure were normal.

The flight was cleared to 5000’, and when approaching that altitude, was further cleared to 
16,000 feet.

That second climb clearance, and a frequency change, were never acknowledged by the pilot, 
and there was no further contact with the flight.



Shortly after takeoff, the flight entered the clouds, and should have been heading SW.

The climb was rather erratic in both altitude and speed, as seen here over the same timespan 
he was talking to Center.

From first contact with Center to the crash was just about two minutes.  <CLICK>



The wreckage was found 9 miles from departure, sitting upright in a field on a southeasterly 
heading.  The plane was pretty much intact, except for the tail, which was found about 30 feet 
from the rest of the plane.

The wreckage was consistent with an upright flat spin into the ground, followed by a fire.

<CLICK>  The pilot had reasonable flying experience, though low time in the Meridian, and 
somewhat disproportionately low actual IMC time.  (Usually expect more like 10% actual time.)

<CLICK>  The preliminary mechanical examination doesn’t immediately suggest a mechanical 
failure.

There was a lot of discussion regarding this crash on the forums.  

Speculation included pitot icing (though it seems like it would have been a little warm for that at 
5000’ this day.)

In my opinion, this was a spatial disorientation stall/spin accident; it’s possible there could have 
been a mechanical contributing factor or even pilot incapacitation, but it’s also completely 
plausible that this pilot, who was relatively new to the Meridian and not accustomed to a lot of 



flying in the clouds, simply lost control while hand flying or after the overspeed at 
autopilot altitude capture. 

I’m hopeful the final NTSB report, taking into account any data retained in the 
Avidyne and Garmins, will shed a bit more light on this sad accident where three 
people died.

I think Dick Rochfort made some excellent points in his magazine discussion of this 
accident.  Dick emphasized understanding your own proficiency and setting your own 
hard minimums.  He also emphasized the critical nature of hand-flying single pilot 
IMC, and suggested not tolerating any distractions (including radio communications) 
until the autopilot is engaged.



C-GNEW was an unfortunate mishap. 

You can tell it’s a fairly simple story, in that the final NTSB report is already out.
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This Mirage pilot was attempting a warm start in Venice, Florida, without success.

He decided to hand rotate the prop, since he didn’t feel the starter clutch was engaging.  He 
turned off the master, but inadvertently left the magneto switch on.



After rotating the prop, the engine started, and the plane rolled across the ramp into a ditch.

The preliminary report says there was substantial damage to the left wing; but this photo looks 
more like the right wing.

In any case, there’s nothing mysterious here.  NTSB’s final cause <CLICK> was …<READ>

I guess the lesson here is always treat a piston engine’s magnetos as if they were hot.



N32CA is also a relatively simple story, though the mechanical details aren’t 
yet available.

This was a 2005 Meridian, purchased by the owner about 8 months prior to this 
accident.

The pilot was starting the engine for a flight from Grand Island, NE to Denver.

I don’t have information on the pilot’s total time in the Meridian.
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After the pilot started the engine, he says he lost power to the brakes. 

The plane rolled into the terminal building, sustaining significant wing damage.

I can only imagine what a helpless feeling that must have been from the front left seat…

It will be interesting to see the final report for the mechanical details.



N71DH is a hard landing.  This accident also has a final NTSB report out.
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This JetProp was flying from Chattanooga, Tenn to Rogers, Arkansas, with an ATP rated pilot at 
the controls.

It arrived in Rogers around 7:55 pm  (sunset that day was about half an hour earlier at 7:19 
pm).



The pilot stated he’d gotten about a quarter inch of ice buildup in turbulent weather.

I presume he was flying either the ILS or GPS approach, and he says he broke out at 800’, 
which is well above minimums on either approach.



The pilot says encountered a strong downdraft at 100’ AGL, and hit the runway hard.

There was significant damage to both wings.  None of the four occupants was injured.

So I guess this falls into the category of “any landing you can walk away from”…

Looking at that picture, it’s more evidence of the underlying strength of this airframe.



Then we have a simulated engine out gone wrong.
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N665KC was on a short 40 mile flight from West Houston to Brenham, Tx, with the pilot and two 
passengers.



The pilot was apparently demonstrating an engine out approach in the Meridian.

He set up a low-power spiral from 3500’, intending to enter a left downwind for 34.

On final, he was too low, and says he increased power, but without an engine response.

<CLICK>  The plane landed hard short of the runway, damaging the fuselage and wings.

Again, no injuries to any of the three occupants.



N715BB  was a loss of control during takeoff roll.
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This is a ‘96 Mirage.



According to the NTSB report, it was taking off to the south on runway 18.



During the takeoff roll, the pilot reports the plane veered to the right so he applied left rudder.  

The plane then veered to the left.  The pilot was unable to counteract the left yaw with the 
rudder and aborted the takeoff. 



The airplane hit a snow bank and departed the runway into soft ground, resulting in the collapse 
of the nose landing gear and damage to the firewall and engine mount.  

There were no injuries.



I don’t think I need to convince anyone here about the often low reliability of the news media 
regarding the facts surrounding airplane accidents.

I usually find the media a good source of pictures, but not accurate data.  I thought I would play 
this clip from the day of this accident.  <CLICK>

So the NTSB says this was a takeoff accident.  The news chopper says it was landing.  I’ve 
gone with NTSB for this presentation.



Next we have another takeoff accident, this time in a Meridian.
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Bryce Canyon is a magnificent national park, well worth visiting.

Bryce’s airport sits in a valley at 7600’ elevation, with a suitably long runway.



The pilot of this Meridian was taking five passengers on a short 170 mile trip to Heber City, 
Utah, on a pretty vfr day.



The pilot reported that the airplane did not climb after liftoff, and veered to the left. 

He attempted to land the airplane on an adjacent taxiway; however, it touched down in a dirt 
area next to the taxiway. 

One main landing gear was sheared off. The airplane sustained substantial damage to the 
wings and fuselage.



We have the environmental conditions reported at the time of the accident.  We don’t have the 
more important takeoff weight.

But even assuming that the plane was a couple of hundred pounds over gross, <CLICK>  there 
should have been enough runway to take off and climb.

I’ll be interested in the final report on this one.



Next is another loss of control during landing.
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N13PC is a Malibu, on a 140-mile daytime vfr flight, from McKinney, TX to Oklahoma City. 

The pilot was the sole occupant.



Wind was out of the southwest, so I assume the landing was to the south.

The plane veered off the runway after touchdown, sustaining significant damage.

We won’t know much more about this one until the factual report, but it’s another in a long string 
of PA-46 landing loss of directional control accidents and incidents.



Next is an oddity – an accident with a final NTSB report out just a couple of 
months later.  You’ll see why this one was an easy investigation.

N21EP is a 2012 Meridian, with the same N number as a plane we 
discussed during the Safety Review last year.
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Just as a reminder, this was an accident 18 months ago in Florida of a Meridian that was 
totaled.

I don’t know if the new Meridian we’re discussing today has the same owner, but it’s likely, 
considering this accident occurred at the exact same private airport community.



So here’s that private airport again – Wellington, FL – with a very nice single runway.



The pilot was taxiing out for takeoff on a short 60-mile vfr flight to Vero Beach.

He was distracted during taxi, and drifted off the taxiway into a culvert.  The pilot inspected the 
plane, decided to continue, and took off on his flight.

The next day in Vero Beach, a mechanic found substantial damage to the left wing.

Presumably that damage was repaired, because 3 months later, in September, FlightAware
shows the plane flying back from Vero Beach and starting to make various trips again.

I think many of us have tried to multi-task when taxiing; copying a clearance, running a 
checklist, or whatever.  It’s not good practice, and can be quite expensive, like this case.



Next we have a Mirage engine failure.
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N502EU  was a ‘95 Mirage.



The flight departed Elkhart Indiana to Indianapolis.



At 12:14 he checked in with Chicago Center.

By 12:21 he’d reached his assigned cruising altitude of 8000’.

Less than a minute after leveling off, he lost engine power.  There are no details or pilot 
statements as to what happened.



He glided down to a forced landing in a field.



The pilot was uninjured.

In the pictures, you can see significant damage to the right wing, at a minimum.

This will be another accident where the final factual report will be very interesting.  But good 
emergency landing with no injury.



The next accident on this year’s list is a Mirage takeoff accident down in the 
Bahamas.
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This Mirage was departing a private airstrip at Cat Island.



Cat Cay Airport is on a spit of land on the east side of the island.



The runway was recently lengthened from 1135’ to 1990’.

The ATP pilot was carrying four passengers and their luggage.

The POH recommends a short-field technique of 20 degrees flaps and rotation at 69 kts.

This pilot elected to depart with 10 degrees flaps, and says he departed at 80 kts, and climbed 
to 150’.



He says the engine then failed, and the pilot set the plane down in the water.  There were no 
significant injuries.



Again, pretty amazing there were no significant injuries.



We don’t know the takeoff weight on this flight; but I assume they were at least near gross.

As I said, the takeoff was with 10 degrees flaps; the Mirage has performance charts for 0 
degrees and 20 degrees.

With 0 degrees, takeoff roll would have been at least 2000’ on an August day in the Bahamas.



With 20 degrees flaps and proper rotation speed, the takeoff roll would probably have been 
almost exactly the runway length.

Again, I don’t know the takeoff weight, but this takeoff likely was dicey, and if indeed there was 
an engine problem, there was no way it would work.  

We’ll have to see the final report on this one as well.



Finally, to close out this list, we have another landing loss of control.
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N561C is a 2002 Mirage, landing at Xenia, Ohio on a nice vfr day.



The weather was good.



The airport manager says the plane landed with the nosewheel turned perpendicular to the 
direction of travel.

(This is the statement in the preliminary report – we don’t know how he saw that…)

The plane landed, veered off the left side of the runway, and the nose gear collapsed.

I will be eagerly looking for the final report.  



Could this be connected to the torque link SB from earlier this year?

Or, probably more likely, is this another nose gear problem, perhaps from exceeding the turn 
limits during a tow?

We don’t know, but hopefully we’ll learn a lot from the final factual report. 



So, to summarize the past year:

We had three fatal accidents, two related to instrument approaches to minimums or below, and 
one likely spatial disorientation in IMC. 

Neither of these causes is anything new – accidents during actual low approaches are usually 
fatal, as are spatial disorientation accidents in IMC.

There were also two piston engine failures.

And there were six landing and takeoff accidents, along with two mishaps while conducting 
engine-out forced landings, and then two ground handling accidents that were just weird.



Here are the NTSB accident numbers from 1984 to the present, by calendar year (rather than 
convention year), in the yellow line.

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

But since the number of PA-46’s in the fleet is also increasing, it’s important to look at the 
accident rate.

Since the FAA no longer publically estimates hrs flown for individual general aviation models, 
I’ve used accident rate per 100 US-registered aircraft as a surrogate – that’s the bright blue 
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 may be due to better training over time and perhaps improved avionics like NEXRAD in the 
cabin.  But as I said two years ago, this slow decline is only slightly better than that seen 
throughout general aviation.
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Here are the just fatal accidents from 1992 to the present, by calendar year – that’s the bright 
red line.  You can see we’ve had three years of the past 21 with zero fatal accidents, last 
calendar year being one of those.

The number of fatal accidents had been generally increasing, as is seen in the red accident 
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 over the last 
decade we’ve had an average of four fatal accidents annually, so having three fatal accidents 
this year thru September isn’t anything to be proud of.  Last year there were zero fatals – I wish 
we could achieve that every year.
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Common wisdom is that winter is a riskier time for fatal accidents.  Just for interest, this is the 
distribution of fatal accidents over the past 22 years, by month.

So to some extent the common wisdom is true, looking at December in this graph.  

But there are fatal accidents throughout the year, so we can’t ever get complacent.  But be 
especially careful with the pressures of the holiday season.



I showed this slide at last year’s convention, and nothing much has changed.

It’s no surprise that the majority of fatal accidents in our planes involve pilot judgment, with 
some involving piloting skills.  And only a small proportion are mechanical-related. So the pilot 
is the primary cause of over 80% of PA46 fatal accidents.



Looking back once again at the list of the past year’s accidents, something else jumps out.  We 
don’t have a great record as a group concerning takeoffs & especially landings.

Obviously, some of this is related to our plane’s engine mount issues, specifically the weak 
nose gear actuator attach point. But by no means are all of these takeoff and landing accidents 
attributable to mechanical causes.



This becomes even more clear if you also look at incidents, in addition to the accidents.  

Here are the recorded FAA incidents over the past three years.

I’ve shown here the type of PA-46, the incident itself, and the license of the pilot along with 
time-in-type.  Recall that time-in-type has a strong inverse correlation with aircraft accidents –
with low time-in-type being the most dangerous.



Look how many of these incidents involve landings!



And look at the outcomes – multiple forced landings, some due to mechanical malfunctions.

The pilots involved are at all ratings from private pilot to ATP, and all PA-46 experience levels. 

It certainly looks like we should be focusing on landings as part of our safety initiatives, 
including engine out landings. 



This fall the Safety & Training Foundation Board looked at these statistics.

We decided this coming year’s safety seminars will have a special focus on approach &  
landings.

I’d encourage everyone to attend at least one of the upcoming seminars.  



In 2014 there will be seminars in all parts of the country, so you’ve got no excuse.  

The two in blue are the combined flight and maintenance sessions.
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Here’s the lineup of ground and flight instructors for next year – at least 200 yrs of combined 
PA46 experience among them.

If you didn’t stop by the Foundation table in the vendors hall to pick up a schedule, you can get 
one online.  

Remember, you don’t want to be discussed during this presentation in a future convention.

As both Rod Machado & Brian Udall said, preparation & training are the key.  The safety 
seminars can certainly be part of  that…



Thanks very much.

I’ll post these slides on the website in the next few days.

Questions or comments are welcome.
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