
- !4_r••_­
HELICOPTER PROFESSIO AL PILOTS SAFETY PROGRAM 
VOLUME 7 * NUMBER 1 * 1995 

wo I 

his letter, as well as the 

following abridged accident 
report, were submitted to us 
b. the pilot involved. 
- - Thanks, Editor. 

"I've just received your Human 
Ad and wa immediately drawn to 
your article on fatigue. 

In October of 1984, I was fly­
ing a twin-engine Navajo on a 
short haul, night scheduled flight 
when I inadvertently flew my air­
craft into the ground. 

I was attempting an unpub­
li hed non-precision IFR approach 
and bu ted my own minimums. It 
was an action I was unable to 
explain properly, either to myself 
or to the subsequent trials and 
inquiries. 

Transport Canada had prepared 
an in-depth report on my fatigued 
condition as a possible explana­
tion, but this was dismissed when 
it wa learned I had had a day off 
prior to the accident. 

That night, I alone elected to 
operate an aircraft on a night IFR 
flight with only a single pilot and 
no working auto-pilot. This route 
was only approved for VFR, but a 
passing snowstorm with its accom­
panying icing segments ruled this 
out. It gets worse, but I still felt 
compelled to attempt the flight. 
We were competing with a larger 
carrier operating Dasb-7 aircraft, 
and our management wanted us to 
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arrive before them. 
Under your article's "Effects of 

Fatigue" you listed: 
•	 an increased willingness to 

accept lower standards 
•	 a breakdown in instrument 

canning patterns 
•	 mi takes made with familiar 

action 
•	 decreased attention 'pan 
•	 and especially, the channel­

ized attention with loss of 
situational awareness. 

This last one really bit home. 
My biggest concern that night 
while I was descending was the 
build-up of snow on the runway 
that wa' reported to me by the 
morning pilot. 

Because I was late, the compa­
ny radio operator had left his sta­
tion to attend to passengers wait­
ing in the terminal, and J was 

o 
therefore unable to learn the run­
way conditions, nor the fact that 
the weather had dropped to 600 
obscured. 

This particular runway was 
approximately 1000 feet shorter 
than the recommended takeoff­
stop di tance required. I was also 
operating approximately 400 
pounds over gross as we were not 
permitted to refuel enroute, and I 
chose to carry my required IFR 
fuel res rves - fewer passengers 
wasn't an option. 

This was only my fifth week of 
employment with this carrier and 
I'd already lost over 20 pounds. 
We were on call 24 hour' a day for 
medevacs, and were expected to 
fly one cheduled flight a day, plus 
charters, if any. I had only L60 
hours on type and had just 
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IFR rating for this job, after a two 
year lack of employment. I later 
learned this outfit had fired over 40 
pilots in a one year period - almost 
all for refusing flight . 

I had allowed this to affect my 
no-go decisions and when we 
che ked the weather, we were even 
hallenged by management. 

IFR flight was generally di.­
couraged due to required fuel and 
pilot needs, since a second pilot 
meant one less pas enger. That 
night I was told I had nine pas. en­
gers, and my co-pilot was bumped. 
I still decided to fly IFR and cancel 
when overhead my de tination. 

In my des ent I failed to level at 
a sat beacon crossing altitude and 
continued down to my preplanned 
circling ltitude. Unfortunately, I 
was not overhead, and we struck an 
2900 foot hill 20 miles south of the 
runway. 

I had left a job 2 years earlier 
after losing an ongoing battle over 
safety problems, and here I was in 
a worse situation and needing the 
hours more than ever. 

That night, I had no less than 
five adequate reasons to cancel or 
postpone my flight, but I chose to 
go - it wa Friday ill ht and all my 
passengers wanted to go home as 
well. 

The 'snowball- ffect' was at full 
speed. At the time I hould have 
been leveling off (or diverting), but 
I was more concerned with ched­
ules and bad weather ahead. I had 
convinced myself I was almost 
overhead and it was only a 'minor' 
hortcut. 

To this day, I still cannot believe 
how I allowed my elf to deteriorate 
to such a level that I was incapable 
of flying safely. It co t six passen­
g r their lives and ended my 
career. This was a decision I must 
still live with. 

I have tried speaking to student 
pilots about my accident, but had 

often been met with the 'It'll never 
happen to me' response that I now 
recognize all too well. 

I don't know all the answers but 
your article helped explain some of 
my actions that night. I would be 
more than pleased if you can use 
my accident to further educate 
pilots of all types that are faced 
with these pressures. 

To date, there has be n little 
"good" to come from my experi­
ence. I have met a pilot who stud­
ied my accident in his commercial 
training, but I felt that he didn't 
think it could happen to him. - I 
later learned he too pushed the 
weather and almost didn't make it. 

I am including a copy of the 
Department of Transportation's 
Safety Letter which summarizes the 
Accident Board's Report quite 
accurately. 

The only changes that I would 
add to it would be my list of snags 
that were unconfumed - none of 
the pilots were allowed to write up 
sna s, and didn't want to testify 
that they flew aircraft in this condi­
tion." 

ajor Accident Report 
Introduction 

A Piper Navajo PA-31-350 
Chieftain aircraft was on a night 
IFR flight from Edmonton, Alberta, 
to Peace River, Alberta, with a 
planned enroute stop at High 
Prairie. The pilot descended from 
a ruise altitude of8,500 feet for 
landing at High Prairie. He 
descended below the minimum 
obstruction clearance altitude for 
the area and, while in cloud at 
2,850 feet above sea level (ASL), 
the aircraft struck high ground 
about 20 miles east-southeast of 
the airport. Six passengers died; 
the pilot and three other passen­
gers survived. 

Weather Conditions 
The forecast for the region 55 

miles east of High Prairie called for 
occasional broken ceiling at 600 
feet above ground level (AGL), 
1,500 feet AGL overcast, with visi­
bility of four miles in light freezing 
drizzle, light snow and fog. 
Moderate icing in cloud and mod­
erate to heavy icing in cloud and 
precipitation were forecast. The 
Navajo Chieftain encountered icing 
in cloud during the climb from 
Edmonton. 

The outlook for the region 
around High Prairie was for IFR 
ceilings during the period of this 
flight. An ob ervation at 1800 hour 
Mountain Daylight Time at High 
Prairie showed a balloon ceiling of 
500 feet AGL broken, 900 feet AGL 

vercast, and visibility of 12 miles. 
The Navajo Chieftain left 
Edmonton airport at 1910. A special 
observation taken at 2330, after the 
aircraft had rashed, showed a ceil­
ing of 400 feet overcast and visibili­
ty of one and a half miles in fog. 

The Aircraft 
The Pip r PA-31 350 Navajo 

Chieftain was manufactured in 
1977 and had 6,080 airframe hour 
at the time of the crash. The aircraft 
was certified in accordance with 
the appropriate regulations, and 
there were no snags or deficiencies 
that would have contributed to thi 
accident. 

Accident inve tigators calculat­
ed that the aircraft left Edmonton at 
a gross takeoff weight of about 400 
pounds above the maximum allow­
able; and the center of gravity was 
within prescribed limits. 

According to the pilot the num­
ber two ADF receiver in the aircraft 
was unserviceable. 

High Prairie Airport 
The High Prairie airport is situ­

ated in a narrow strip of uncon­
trolled air pace between two adja­
cent airways. Field elevation is 
1,974 feet (ASL), with a 3,000-fo t 
asphalt runway. At the time of this 
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accident, High Prairie did not have 
a published instrument approach 
procedure, and aircraft arrival ' 
required VFR weather conditions. 
The NDB is private and urunoni­
tored, and is located less than half a 
nautical mile from the airport. 

The Pilot 
The pilot was 24 years old and 

held a enior commercial pilot's 
license. He had 2,251 hours of fl y­
ing experienc , including 118 hours 
on type and 124 hours in the last 90 
days prior to the accident. He had 
been on duty six hours, and had 
had 17 hours off prior to the begin­
ning of this work period. There 
were no medical restrictions lo the 
pilot's license, and there was no 
evidence that the pilot was suffer­
ing from a chronic or acute illness 
prior to the accident, or was taking 
medication. 

The pilot may have been experi­
encing anxiety about the possible 
loss of his flying job du to con­
frontations with the company man­
agement, relating to other flights 
and duti s in the few days preced­
ing the accident. 

Under the impression that fail­
ure to do so would result in his di ­
missal, the pilot had flown a 
MEDEVAC flight solo when the 
weather conditions had called for 
two pilot . He had, according to his 
account, been criticized by the 
chief pilot for taking too much time 
at the weather office. There had 
also been acrimonious exchanges 
concerning engine covers for the 
aircraft, and about cargo left behind 
in the wing locker compartments 
on a flight completed the night 
before the accident. 

Examination of Events 
and Issues 

Low-level airway Alpha 7 
between Edmonton and Peace 
River NDBs has a minimum 
enroute altitude (MEA) of 7,000 
feet ASL and a minimum obstruc­

tion clearance altitude (MOCA) of 
5,600 feel ASL. The flight plan­
ning on this flight called for opera­
tions in the controlled airspace of 
the airway until a point just three 
miles short f the runway. As 
already noted, the airport itself is in 
a segment of uncontrolled airspace 
and did not, at the time, have an 
instrument approach procedure. 

The pilot was requir d to estab­
lish visual night condition before 
descending VFR in controlled air­
spac . This demanded three miles 
flight visibility or greater, 500 feet 
vertical separation from cloud, and 
the ground in sight. After the pilot 
entered uncontrolled airspace near 
the airport, regulations demanded 
only one-mile flight visibility. The 
pilot descended from 8,500 feet to 
the MEA of 7 000 feet. According 
to regulations he should not have 
left 7,000 feet unless visual meteo­
rological condi ions permitted a 
VFR descent and landing. The 
actual weather conditions were les 
than required to accomplish the 
VFR landing at High Prairie. 

Although the aircraft did n t 
have two wor 'ng ADF receivers 
(necessary to meet the conditions 
of the company's operating certifI­
cate for flight along this route), the 
pil t estabHshed his enroute posi­
tion using information from a VOR 
and an NDB. 

The pilot mi takenly believed 
that the location of the NDB was at 
the highest point of the terrain. In 
fact the terrain ri 'es, then slopes 
downward towards High Prairie. 

The pilot de ided to desc nd 
below the MEA, and the MOCA of 
5,600 feet, believing thi to be safe, 
based on hi location. His intent 
wa to perform a cruise descent to 
an altitude of 800 feet above the 
airport elevation. This procedure, 
although not legal, had been 
demon trated by company person­
nel on an earlier occasion. 
Evidence obtained during the acci­

dent investigation revealed that
 
operational flying procedures of
 
this kind were not uncommon in
 
the company.
 

I The pilot knew the weather was 
not great at High Prairie before 
leaving Edmonton, and had told his 
passengers they might not be able 
to land there. He probably was 
feeling pre. sured to accomplish the 
tri p, and since there had been high 
turnover in pilots at the company, 
insecure about his job. 

The Navajo Chieftain descended 
at 300 feet per minutes, at an lAS 
of 170 to 180 mph. Cloud was 
entered at 8,000 feet in descent, 
and the descent was continued with 
an anticipated level-off at 2,800 
feet ASL. The pilot was about to 
level off when the aircraft struck 
tree-covered terrain 50 feet below 
the crest of a 2,900-foot hill. 

Eight feet of the right wing was 
heared off by the initial impact 

with trees, and the aircraft rolled 
about 90 degrees to the right, then 
hit rising, snow-covered ground. It 
bounced and came to rest almost 
inverted in three feel of snow. 

The passenger seated in the co­
pilot's seat and the three pas engel's 
seated on the right side of the air­
craft received fatal injuries caused 
by the crushing of the upper-right 
fuselage and roof. Two passengers 

I seated on the left side received fatal 
head and chest injuries on impact 

I	 with the internal aircraft tru ture. 
The pilot was injured when his 
head hit the instrument panel, and 
his chest struck the control column. 
He was not wearing the available 
shoulder harness. 

The cargo in the aft compart­

ment was neither tied down not
 
restrained by a net. The load of
 
briefcases and a microcomputer
 
were found in the forward cabin
 
and scattered outside the aircraft
 
along the wreckage path.
 

There was no legal require­
ment to carry survival or fIrst aid 

cont'd. on pg. 4
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equipment, and no such equipment 
was aboard. 

The survivors used a pocket 
light r to make a fire, which was 
v ry important to the survival of 
the p ople thr ughout the night 
until rescue forces arrived. No visu­
al signaling devices or flare were 
available, but the emer ency loca­
tor transmitt r (ELT) worked prop­
erly. Because there was no readily 
available flashlight, the pilot was 
not able to ascertain that the ELT 
was in the ARMED or ON posi­
tion. He instructed one of the sur­
vivors t peri dically move the 
ELT switch through the different 
positions, to be sure that it was 
transmitting at least some of the 

time. The intermittent transmission 
wa received by search-and-rescue 
(SAR) aircraft. 

The aircraft had been declared 
o erdue at High Prairie at 2040 
local time. A search was initiated 
and an ELT ignaI was picked up. 
By 0125 hours, the SAR aircraft 
had pinpointed the crash 20 miles 
southeast of High Prairie. However, 
the combination of night, low ceil­
ings and poor visibility did not 
allow for imm diate rescue. Flares 
were dropped over the site through 
the clouds to assist ground rescue 
parties. It was not until fter 1000 
the next morning that a rescue and 
medical team were lowered to the 
ground by helicopter hoist to com­
plete an evacuation. 

Conclusions 
The final report of this accident 

contained a variety of findings, 
cause factors, and recommenda­
tions. The human factors that led to 
this crash are complex and varied, 
but the general profil of this pilot 
and this company fits other pilots 
and other companies across 
Canada. At the 'implest level, this 
accident was caused by a pilot 
making an enroute descent in cloud 
when he had not determined the 
height of the ground along his pro­
po. ed track. But the real killers 
were the human factors of inade­
quate ri k management and super­
vision, coupled with weak pilot 
decision making due to marginal 
company training standards.--...­

RO ESSIO A 
CHANICS / TECH CANS 

he acronym HELIPROPS is 
taken from the term Helicopter 
Professional Pilot Safety. 

As the great majority of heli­
copter incidents and accidents are 
due to pilot errors. the focus of the 
HELIPROPS Program has been on 
human factors that contribute to 
pilot error. 

The use of the acronym 
"HELIPROPS", and the pa't focus 
of the articles in the Human AD 
Newsletter on pilots, should not be 
taken as an implication of a lack of 
respect for the vital role that pro­
fe sional mechanic and techni­
cians have in overall aviation oper­
ations. 

In act, the title for the 
HELIPROPS New letter - the 
Human AD - wa borrowed from 
the maintenance expression 
"Airworthiness Directive". 

Th HELIPROPS Program, irre­
spective of its acronym, has recog­
nized that proD ssionalism in main­
tenance is as important as profes­
sionalism in flying. 

Consequently, this and future 
issues of the Human AD will 
reflect the fact that errors in main­
tenance just as errors in flying, are 
largely Human Factor errors. 

Incidents and accidents are fre­
qu .... ntly associated with human 
etTors related to complacency, anxi­
ety, poor communications fatigue, 
di tractions, failure of short term 
memory, and inattention. 

Complacency 
Just as an experienced and well 

trained pilot can slide into compla­
cency, so too can a maintenance 
technician. 

Paradoxically, the very things 

that contribute to afe and efficient 
maintenance operations can also 
Ie d to complac ncy. 

Reliabl equipment, familiar 
surrounding" repetitive routines, 
sound communications, and consis­
tent teamwork can be hypnotic, and 
can I ad to the development of an 
attitude that "nothing ever goes 
wrong - nothing can go wrong." 

That's when the c mfort of the 
situation turns int complacency in 
even the most dedicated pel's n. 

Anxiety 
A mechanic, just like a pilot, 

can get nervous or anxious about 
his/her decisions and performance. 

The next flight - and proba ly 
one that is especially important for 
whatever reason - may be depen­
dent entirely on the technician's 
skill in troubleshooting an unusual 
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