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Hello!  Good morning and Welcome to MMOPA’s virtual convention!

Thanks for tuning in to our annual safety lecture.  I hope you are enjoying our online convention this year, and congratulations to our master 
aviator recipients.  

My goal today is to discuss the accidents that have occurred since Spring 2019, and then try to put them into the larger context of MMOPA’s 
mission of improving safety.
I’m 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.

I’ll first return briefly to a couple of older accidents for which we now have final NTSB reports, and then review the accidents since our last 
convention at Amelia Island. 



But let me first quickly review how accidents get onto this list.

The NTSB defines an accident as either a serious injury or substantial damage to the plane.
Both of those terms are 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 would have been in the FAA’s incident database, and I only discuss incidents at these reviews if there are 
particular lessons for us. 

With that understanding of how accidents make the FAA’s 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. 
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My point this morning is not to affix blame; I’ll leave that to the NTSB, insurance companies, and the courts.

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 
pilots can have a bad day; any of us could.  

I certainly mean no disrespect to any of our brother and sister pilots.
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So before I talk about this year’s accidents, I want to review three accidents from last year, where:
‐ One completed investigation tells us an important bit of information,
‐ One final report tells us what we pretty much already knew, but with an added warning, and 
‐ The third report leaves me just as perplexed as I was last year.
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The first was a well‐publicized crash into the English channel.
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This was an ‘84 Malibu flying in Europe.



The charter pilot had flown his passenger from the UK to France 2 days prior to this flight.

The two were then returning 2 days later on the 310 mile flight from Nantes, France to Cardiff in the UK.



This crash got abundant media coverage because of the passenger on the flight – a very successful Argentine soccer player 
whom the Cardiff team had just bought from the Nantes team for 19 million dollars.



The flight had originally been scheduled for 9am, but the passenger’s activities delayed departure until 7:15pm, after dark.

The planned route was almost direct, and the pilot filed a VFR flight plan at 6,000 feet for the 265 nautical mile trip.



Along the way, the pilot had to descend and deviate multiple times to remain visual.   <CLICK>
After crossing Guernsey Island, he requests a further descent.  <CLICK>
That descent turned into a descending spiral into the ocean.



A couple of weeks later, the wreckage was found by a submersible.



The passenger’s body was retrieved from the wreckage; the pilot’s body was never found.

Last year I speculated the cause was spatial disorientation from VFR into IMC at night, perhaps with some icing.



Early this year, the British equivalent of our NTSB released it’s final 127-page report, 12 months after the accident.



The report did confirm some of our concerns about this type of flight, in this poor weather, at night.

There was extensive legal discussion, in that the pilot did not hold a commercial license and was not night certified.  He was 
instrument-rated, but his last recorded IFR flight was 2 yrs prior.  The plane’s autopilot was unreliable, and had been placarded 
INOP 2 yrs previously, and never corrected.

The plane hit the water inverted in a 13,000 fpm descent at about 220 kts.



For me, however, the most interesting finding was the passenger’s toxicology.

Carbon Monoxide is dangerous because it binds to the hemoglobin in our blood 200 times more strongly than oxygen, and it is 
odorless & invisible.

Once the carbon monoxide attaches to hemoglobin, it blocks carrying oxygen to our cells, and blocks removing carbon dioxide 
from the cells.



The progressive signs of carbon monoxide poisoning begin with headache and can progress to coma, depending what 
percentage of your hemoglobin is blocked.



Non-smokers have < 3% of their hemoglobin blocked.
Heavy smokers can have up to 9% blocked.

This table is from the accident report, showing what happens at higher and higher carbon monoxide concentrations.



The passenger on this accident flight had a blood carboxyhemoglobin level of 58%. 
He was almost certainly unconscious when the plane hit the water.

Since the pilot’s body was not recovered, we don’t know his CO level.  From other accidents, we know that people in the same 
cabin can have somewhat varying CO levels.  

But this pilot was certainly poisoned to some extent, given how high the passenger’s level was. 
We know the pilot was lucid on the radio 4 minutes before the crash. The final plane movements strongly suggest he was 
conscious but incapacitated at the time of the crash.



In theory, there are many ways carbon monoxide can enter a small plane cabin.

In practice, especially in our tightly sealed cabins, there’s only one likely route – via an exhaust leak into the heater muff 
around the right tailpipe, particularly if flying unpressurized.



NTSB did a review in 2009 regarding CO poisoning.  
62 accidents definitely due to CO poisoning; 
another 400 probably due
All were piston planes, the vast majority single-engine with over 1000 hrs on the engine.

NTSB recommended that the FAA mandate CO detectors in all single-engine piston planes; the FAA rejected that 
recommendation, saying normal inspection procedures should be good enough.



NTSB recommended again in 2017 that FAA mandate CO detectors in all single-engine piston planes; the FAA again rejected 
the recommendation.

Then the NTSB released this safety alert recommending directly to pilots to get active carbon monoxide detectors. 



Here’s a cheap card type detector.



And here’s an active detector with alarm.



I’d strongly urge anyone flying a piston airplane of any type, especially single engine piston models, to get an active CO 
detector.



Next I’d like to briefly talk about another tragic accident from early last year.
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This was a Mirage with a JetProp conversion.



The plane departed Shreveport in the morning into a 600’ overcast.  

<CLICK>  The plane made two circles to the left, with altitude oscillations between 700 and 1900 feet, and then apparently 
stall/spun into the river. 

The plane sank in 17 feet of water less than 4 minutes after takeoff, about a mile from the airport, and both men on board died.



Last year, I speculated this was spatial disorientation departing into an overcast sky.



The story is a little more complicated.

The pilot had had intermittent problems with his KFC-225 autopilot, with it disengaging unexpectedly after takeoff.  

In the post-accident investigation, Honeywell found a manual trim error code in the autopilot from the accident flight that would 
have caused it to disengage about 1 minute into the accident flight. This error condition would have left the flight director
operative, but would not have allowed autopilot operation until a successful preflight check was again performed.



The pilot’s JetProp transition training noted his under-the-hood work was deficient.

<CLICK>





Finally, an accident I talked about last year, where the final report actually tells us nothing new.
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This was a 2015 M350.



The new owner and a ferry pilot were flying the plane from Norfolk, where it had been purchased, back to Britain.  They had 
flown it up to Goose Bay the prior day.

The morning of the crash they departed a bit after 6am to start across the Atlantic to Greenland.

The weather in Canada had multiple cloud layers with icing, so the pilot filed a vfr flight plan at 2000’, with the intent of climbing 
once they cleared most of the weather.



Roughly 38 minutes after departure, they struck a hill near the Labrador coast, between the towns of Rigolet and Makkovik.

They were at 2000’, 200 feet below the top of the hill.



The MSA in this area is 3,300. 

Presumably, they either forgot to climb or didn’t realize they couldn’t clear the hills prior to the Atlantic.  It’s unclear whether 
they were actually VMC or not.

The owner died; the ferry pilot survived with significant injuries.  



The Canadian equivalent of the NTSB recently issued its final report, which in 8 pages basically says controlled flight into 
terrain.  Which we already knew.

No mention at all of why, so it’s still hard to understand how the pilots could do this.

All I can say is that situational awareness would demand you know and follow the safe altitude for your flight path, which 
apparently these pilots didn’t do.



So here are the accidents we talked about last year, from just a 7-month period.  I just reviewed the two fatal overseas accidents and the 
Louisiana accident.
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Here are the NTSB database accidents we’ll talk about today, for the 15-month period since last convention up until the beginning of September 
- 2 fatal accidents, and 9 other nonfatals.

In the last week we’ve had two more accidents in Texas: one a fatal crash, and a second very hard landing  fortunately with no injuries.  
I’ll talk about these at next year’s convention, once more information is available.
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I’m starting with the first of two fatal accidents in this review.
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This was a 2007 Mirage.

In 2017 it underwent a JetProp conversion; obviously this photo is pre-conversion.



The flight was planned from Naples Florida to Easton, Maryland, at FL270.

The owner and a pilot friend, with their wives, were onboard.



The owner-pilot was not instrument rated, and was a low-time pilot.

The passenger-pilot had more hours, but had no instrument currency.

Obviously, the plane was on an IFR flight plan.



Over North Carolina, the pilot told ATC he was seeing weather ahead on his radar, and requested a deviation.  He was cleared 
to Franklin VOR, which is the deviation you see here.



Shortly thereafter, the plane climbed a few hundred feet, and then entered a rapidly descending right turn, with no more 
communication.

The purple star shows the crash site, in an area of thunderstorms and heavy precip.



The fuselage was inverted and crushed in thick forest.
The wings and part of the elevator were found a mile and a half away.
Much of the tail section was never found.

Obviously, there were no survivors, including the two dogs on-board.



Scott Dennstaedt had a nice analysis of the weather in this accident on the AOPA forums last year, that was 
reposted on MMOPA.  It’s worth reading.

And if you heard Joe Casey’s sobering talk on convection at the virtual Safety Stand-down last month, you’ll 
also realize how you must give thunderstorms a wide berth.  That presentation is in the resources section of 
the website, and you should watch that as well.

Bottom line is these people did not need to die.  
Better judgment and decision making, along with some currency and high-performance experience, should 
have saved them.



Next is another needless accident. 
There were serious injuries, but fortunately no one died.
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This is a 1985 Malibu, with the pilot and 3 passengers on board.



They were flying from Akron Ohio, to a destination in Rhode Island.

Just about 2 hrs after takeoff, the pilot requested to land at Poughkeepsie New York, to use a restroom.  Boston center 
approved.

5 minutes later, the pilot informed ATC of low fuel.  Weather was clear.



For reasons that are not clear to me, given his fuel situation and nice clear vfr conditions, the pilot overflew Poughkeepsie at
11,700’, flying east.  

7 miles east of the field, still descending, the pilot turned back to the airport.

You can see multiple other airports near where he turned around back into the westerly wind. 

I don’t have a final report, or all the facts, but one wonders whether he could have landed at one of those other airports, or 
better, just spiraled down over Poughkeepsie.  I hope we’ll learn more.



The plane ran out of fuel and crashed ¾ mile short of the field.

Help was on the scene within 9 minutes, with assistance from a helicopter that found the wreckage.

3 occupants were seriously injured; one passenger had minor injuries.



And another needless accident.
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This was a 2000 Mirage, departing from Sparta Tennessee.

Runway 22 is 6700’ long.  It was a bit warm, but basically a nice day to fly.

<CLICK>  This was a very low time pilot, both overall & in type.



The pilot grossly overloaded his plane, by hundreds of pounds, and proceeded to try to take off.

After his nose & the left main lifted off, he aborted the takeoff.  He lost directional control and ran off the left side of the runway.



There were no serious injuries, even to the 7th cabin occupant, who was sitting unrestrained on the cabin floor.



Next is a strange one that I don’t know we’ll ever fully understand.  
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This was a 2010 Mirage on a vfr flight from Titusville FL west to California, with a planned fuel stop in Texas.  Most of the way 
he was cruising at 14,500’.

Roughly 3 hrs after takeoff, he descended, presumably to sightsee around the mouth of the Mississippi River.



He descended to 1,500’ near Boothville, Louisiana.

When he went to climb, he lost engine power, declared an emergency, and ditched the plane in the Gulf of Mexico. 

He put on a life preserver, exited the plane, and was picked up about an hour later by the Coast Guard.  The plane sank and 
was not recovered.

So I doubt we’ll ever learn the reason for the power loss.



Next another Malibu engine power loss.
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This was a 1984 Malibu, on an ifr flight plan from Rochester NY to Harrisburg PA, on a pretty vfr day.



The pilot made a wide right downwind and base, and was tracking the ILS-31 inbound to his destination.



He dropped the gear and 1st notch of flaps, and his engine died.

He ditched the plane in shallow water in the Susquehanna River.



He and his passenger exited the plane with only minor injuries.



The airplane was removed from the river in pieces and examined.

There is no current theory as to why the engine quit.  There was fuel on board and initial findings were negative.

But kudos to the pilot for handling a low-altitude engine failure!



Next is a very scary situation, also well handled by the pilot.
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This is a 2015 Mirage on a local flight. The owner has blocked access to Flightaware tracks, so I have only the NTSB 
preliminary report to go by.



It was a nice vfr day.
The pilot departed San Antonio International just before 5pm local on an ifr flight plan, with the intent of returning back to San 
Antonio.

During his climb to FL240, he heard a metal on metal sound that subsided.  Later in the flight, as he was descending back to 
San Antonio, he got an annunciator message of an avionics fan failure.
Shortly thereafter, smoke started filling the cabin.



The pilot suspected an electrical fire, and disconnected the autopilot, lowered the 
gear, turned the battery master off, dumped cabin pressure, and pulled the 
hydraulic pump circuit breaker just in case.  

He looked for the closest airport, but the smoke thickened, and he decided on an 
emergency off-field landing.



There weren’t great landing choices, and eventually he landed on a road next to a field.  The right wing struck a sign and spun 
the plane sideways.

Neither the pilot nor his passenger were injured.



Examination of the plane revealed a burned section of the pilot-side avionics cooling fan circuit board, which accounted for the
smoke.

Good job handling an in-flight smoke in the cabin emergency, in my opinion.



Another mechanical issue here.
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This is an ‘89 Mirage.



Which was on a vfr flight from Idaho Falls to San Martin, California.  

San Martin is a small 3000 foot uncontrolled field a bit southeast of San Jose.



On his approach to San Martin, his gear wouldn’t extend.
He wisely decided to head to an airport with longer runways and better emergency services, San Jose.

You can see the flight path here as he tried multiple extensive ways to extend the gear, without success, including removing 
floor boards to try to access the gear release valve.



He then circled near San Jose for a while to burn off some fuel, and then executed a gear up landing.



<Play>



You could perhaps critique the high flare, 
but I’m not going to, since there were no injuries to any of the four people on board.



Here is the second fatal accident I’ll discuss.
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This is an ‘84 Malibu, equipped with XM Nexrad, but no active radar.



Three people were headed from Columbia South Carolina to Tuscaloosa Alabama, a 600 mile business trip, on an IFR flight 
plan.



The flight was cruising at 6000’ westbound.

About 45 mins after departure, the controller told the pilot he’d have to deviate either north or south around Atlanta, since he
couldn’t authorize a route over Atlanta.  

The pilot elected north, and the controller gave him two fixes for the north deviation.



5 minutes later the pilot said he’d need to deviate left of course due to weather.
This was approved, and the controller told him he should clear the weather in 15-20 miles.

Let me just quote the preliminary NTSB report.



<READ>



<READ>



The plane hit the ground in the woods of a residential area, and partially burned.  The three men on board died.



As I’ve said many times before, the Flightaware depiction of weather is not usually synchronized with the accident time.  In this 
case, the depicted line of weather isn’t too far off.

<CLICK>  Here’s the actual radar depiction at the time of the crash.  You can see the top picture is a little off, but doesn’t 
change the conclusion – the pilot flew into convection.



Couple of lessons here:

- Active radar is necessary for tactical convective penetration, if you’re going to do that at all.

- Controllers can be helpful, but I wouldn’t rely on them to guide me thru convection, any more than I’d trust Nexrad.

- You always have choices, even when ATC says you can’t cross over Atlanta.



For example, about 20 miles from the crash site, away from the convection, is Covington airport.

At the time of the crash, the weather was relatively decent, and would have been a reasonable place to wait out the 
thunderstorms.  
Alternatively, it would have been a 3 ½ hour drive from Covington in a rental car back to Tuscaloosa.

Don’t ever feel you have no option but to fly into convection.



Next is first of two reported M600 runway excursions.
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This is a 2019 M600, on a trip from Abilene Texas to Williston Florida (near Ocala).



The pilot made a normal approach to runway 05 at Williston.



The wind was a moderate crosswind from the North.
The pilot made a normal approach to runway 05 at Williston, and touched down normally.

When the nosewheel touched down, the plane pulled right and off the runway. 
<CLICK>  The nosewheel collapsed in the grass.



Next is a 2002 Mirage, also with a landing mishap.
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This was a nice weather flight from  Lincoln Nebraska to Ely Minnesota.



Wind was a gusty direct crosswind from the left.



The nosewheel collapsed after landing.
No injury.



Finally, another runway excursion, in a 2019 M600.
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This was apparently a certification flight, from St Petersburg to Titusville Florida.



Wind was a mild left crosswind.

The plane landed, and veered off the right side of the runway coming to rest in the grass.  <CLICK>
None of the 3 people on board were injured.

I’ve heard there have been a number of other M600 landing loss of control experiences, none other rising to accident level.  It 
will be interesting to see if a common cause (either mechanical or pilot) will be found.



So here are the officially listed accidents since our last convention.



The first lesson I’d take away is one we see almost every year – respect convection.  

Joe Casey made a wonderful case for this respect in his thunderstorm virtual lecture at the last safety stand down.

Don’t think you can use Nexrad or ADS-B tactically.  If you’re going to make tactical decisions with your onboard radar, make 
sure you know how to use it.



Landing is the phase of flight that bites a lot of us.  
Make sure your tire pressures are adequate on every flight.
Get your master aviator recognition by doing a tailwheel endorsement, which should make you a better pilot during landings.

And related, practice your engine outs – that practice will also come in handy if your engine quits, or if you get smoke in the 
cockpit.



Fly your plane all the way to a stop, on or off airport.

We have a strong fuselage that can take a lot, as long as you don’t hit something completely unyielding.



Don’t run out of fuel.

Don’t take off hundreds of pounds over gross, unless you’re on a ferry permit and know what you’re doing.



Thanks to Dave McVinnie for these fleet numbers.

That’s a total, as of May, of <CLICK> just over 2200 planes flying.



Just for some perspective, let’s look at long-term trends in the PA46.

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

The number of accidents was generally increasing until a few years ago.  You can see the last few years have been better than the prior trend in total number of 
accidents.

But the number of PA-46’s in the fleet is also increasing, so it’s also important to look at the accident rate.
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Since the FAA doesn’t publicly estimate hours flown for individual general aviation models, I’ve used accident rate per flying PA46 aircraft as a surrogate – that’s the 
orange line, with the slowly decreasing trend line.

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

This slow decline is a bit better than that seen throughout general aviation, from the latest Nall Report.

112



Here are the fatal accidents from 1992 to the present, by calendar year.  You can see that we’d kept fatals down to just one a 
year for three years, but jumped up to four in 2019.  We now have two so far in calendar 2020.
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The fatal accident rate per 100 flying aircraft is the orange line, with the sharply decreasing trend line.
That decreasing trend line occurs despite 2014 and 2015, which were terrible years.  Thankfully, we’ve done better the past 
five years. 

So despite the four fatal accidents in 2019, we shouldn’t lose sight of the fact that we’ve reduced our fatal accident rate by 
over 75% since the early days of the PA46, and our fatal accident trend line is going down faster than GA as a whole. 

But please, let’s not add any more to this year.  I’ll already be talking about at least one fatal accident next convention; let that 
be the only one. 
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Remember that we are the weak link in aviation safety.   

Do preflight risk assessments, train frequently and well, and don’t take stupid chances.



Thanks very much.  

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

Be safe out there!!


