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Abstrack This report explains the crash of N1 l5GP into terrain at Shelton, Nebraska The safety 
issues discussed include attempted aerobatic maneuven in comercial aircraft, check flights among 
peas, management reqomiility to instill commitment af flight dkty, and Federal Aviation 
Administration oversight of 14 CFR Part 135 operations. 
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AIRCRAFT ACCIDENT/INCIDENT SUMMARY 

Accident Number: CHT-93-MA-143 
Airplane Operator: G? Express Airlines, Inc. 
Airplane Type: Beech Aircraft Corporation , C - 9 9 ,  N115GP 
Location: Shelton, Nebraska 
Date and Time: April 28, 1993; 2350 d t  
Injnries: 2 Fatal 
Type of Occurrence: Controlled Flight into Terrain 

1. THE ACCIDENT 

On April 28, 1993, at 2350 central daylight time, a Beech Aircraft 
Corporation Bsech C-99, N115GP, operated by GP Express Airlines, crashed near 
SheIton, Nebraska. The airplane was destroyed, and the two pilots on board 
sustained fatal injuries. The purpose of the flight was for the pilot in the right seat 
(the check pilot) to administer a &month competencylproficiency check, required 
under the provisions of title 14 Code of Federal Replations (CFR) Part 135, to 
the pilot in the left seat (the flying pilot). Both pilots were qualified check airmen 
with the airline. The flight, which was conducted under 14 CFR Part 91, 
originated at the Central Nebraska Regional Airport, Grand Island, Nebraska 
(GRII, at 2343. No flight pian was filed, nor was one required, and visual 
meteorological conditions prevailed at the time. 

About 1 minute zfter departure, the check pilot contacted the Federal 
Aviation Administration’s (FAA) Minneapolis Air Route Traffic Control Center 
(Minneapolis Center) and requested a transponder check on the airplane’s 
transponder. After Minneapolis Center determind that the transponder was 
operational, the check pilot terminated the Center’s services, switched to a visual 
flight rules transponder code of 1200, and continued with the flight. 

A witness who had been looking out 2 window of her home, which was 
along what was determined to be the flightpath of the airplane, reported seeing red 
and blue lights at a low level, moving in what she classified as an erratic manner. 
Because she thought it was an airplane and was concerned about the nature of its 
flightpath, she went outside to get a better look. The witness described the 
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airplane lights as gong up sharply, and then c o h g  down sharply. She called to 
her son, who also observed the lights. He rcported that the lights disappeared 
behind the trees several times, and then reappeared, heading upward sharply. The 
woman and her son watched the airplane continue to the west until it was out of 
sight. 

About midnight, a motorist who was d r i v e  west on Interstate 80 near the 
Shelton interchange reported that, to the north, he had observed an orangecolored 
fireball shooting into the air. He described the initial fireball as lasting about 10 
to 15 seconds, and a secondary fireball of lesser intensity that lasted about 10 
seconds. He reported the occurrence to the Buffalo County (Nebraska) Sheriffs 
Department. The Sheriff's Department initiated a search for the source of the 
reported fireball but was unable to locate the site that night. The next morning, 
the wreckage of N115GP was found by the owner of a farm near Shekon, who 
reported the fmding at 0715 to the Hall County Sheriffs Department. 

GP Express' policy was to close all corporate offices after the last scheduled 
flight had arrived at GRI until the first scheduled flight prepared for departure the 
next morning. As a result, its management was unaware that the airplane was 
missing when it opened the office at 04.00 on April 29. The wife of the flying 
pilot had become concerned when he failed to return home by 0200, as he had told 
her he would, and had attempted to call the company repeatedly, but was not 
successful until she called at 0430. At 0630, the company contacted the FAA and 
reported that the airplane was missing. 

The wreckage extended 1,560 feet from the point of initial impact, on a 
headiig of 294" magnetic, The cmrdinatesS' of the impact site were 40"49'20" 
North; and 98"41'14" West. The ba t ion  was on a 243" radial, 19.3 miles from 
GRI. 

The examination of the wreckage showed that the airplan? had struck the 
ground in a nose-level attitude with the left wing slightly down. There was a fan- 
shaped fire scar extending approximately 400 feet from the point of initial impact. 
The wreckage path was strewn with airplane parts from the point of initial impact 
to the main wreckage, which came to rest 1,200 feet from the point of initial 
impact. The main wreckage was consumed by a postcrash fire (see Figure 1). 
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The GP Express Pilot Operating Handbook and Aircraft Flight Manual, 
combined into one publicatioc, governs the operation of the C-99; it prohibits the 
performance of any aerobatic nianeuver in the C-99. 

3. ELIGETCREW Ih’FORMATION 

The pilots on the accident airplane were instructors md check airmen who 
were authorized by the FAA to perform flight checks for the airline’s C-99 
crewmembers. One other GP Express pilot, the chief pilot, was a C-99 check 
ainrm. The chief pilot described both as “extremely ccmpetent“ and very 
knowledgeable about aircraft system. He told Safety Board icvestigators that 
neither pilot had applied to be a check aiman. The airlie had asked them to 
apply Secause of their superior piloting skills md howledge of aircraft systems, 

The autopsies and post mortem toxicological tests revealed no evidence of 
medical problems or the presence of any drugs or alcohol that could have impaired 
either pilot’s performance. A search of the National Drivers Register did not 
reveal that either pilot had been convicted of violating Driving While Intoxicated 
or similar automobile-related ruies or reguiations. Neither had been involved in 
an aviation accident nor did either have any record of violatkg an aviation-related 
ru!e or regulation. 

The Left Seat Pilot (Flying Pilot) 

The flying pilot, age 29, held an airline transport pilot (ATP) certificate with 
an airplane multiengine land rating and a type rating in the Beech 1900. He also 
held a certified flight instructor certificate with ratings for airplane single-engine 
and multiengine land, and instrument airplane. He had a first-class medical 
certificate, issued March 17, 1993, without limitations or waivers. 

The flyjlag pilot was hired by GP Express on September 29, 1989. 
According to the r B m 6  on file with GP Express, at the time of hire the flying 
pilot had accrued 1 , 6 6 6  total flight hours, of which 44 were in multiengine 
airplanes and 93 were in either actual or simulated instrument conditions. Before 
his hire, the flying pilot had been familiar to GP Express personnel because of his 
association with Keamey State Colkge and his flight activities in the central 
Nebraska area. Airlie personnel had developed a relationship with the nearb 
college. 
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GP Express initially assigned the flying pilot to the position of first officer 
on the Cessna 402. On January 30, 1990, he transitioned to the C-99 as a first 
officer. On May 5, 1990, he upgraded to a captain's position on the Cessna 402, 
and to the same position on the C-99 on October 4, 1990. He became a ground 
instructor on January 10, Q91, a day later he became a company flight instructor, 
and 5 days after that he becme a check airman, all on the C-99. On October 19, 
1992, he transitioned to the Beech 1900. He was qualified to perform line, 
competency, and proficiency checks in the C-99. He was a line captain in both 
ths C-99 and Beech 1900 airplanes. 

According to company records, at the time of the accident, the pilot had 
5,611 hours total flight time, of which the company estimated 2,200 were in the 
C-99. During the 24 hours, 30 days, and 90 days preceding the accident, the 
flying pilot had flown 4, 82, and 275 hours, respectively. 

Two performance-related comments were found in his GP Express personnel 
file at the time of the accident. He had received a verbal warning on February 10, 
19S2, for not adhering to the GP Express dress requirements for pilots on duty. 
Three days later he received a letter of commendation for his performance as 
captain of a flight based on an observation of an FAA inspector who had been on 
bozd. The letter from the director of operations noted that: 

[the inspector had] nothing but praise for the conduct of the flight and 

inspector] said the briefics was clear, the flight was smooth, and he 
enjoyed it. In an industry where the negative is usually emphasized, 
those kinds of comments are good to get. Keep up the good work! 

GP Express records indicated that on April 21, 1993, the flying pilot 
provided 8 hours of ground school training. The next day he flew a trip that 
began at X240 and ended at 2329, with e.leven takeoffs and landings. On April 23 
he logged 3.5 flight hours during a day that began at 1550 and ended at 2020. 
He was off duty o ~ i  April 24 and 25 and had gone hunting with some friends. On 
April 26, he flew 3.8 hours in a trip that began at 0705 and ended at 1409 and 
% v G ! v ~ ~  six takeoffis and landings. On April 27, he flew 7 hours in a trip that 
began at 0605 and ended at 1545. On April 28, the day of the accident, he flew 
the same trip that he flew on April 26, with his duty day ending at l429. 
According to his wife, the flying pilot had maintained a relatively constant sleep- 

the performance of [the] Captain ... and [the] First Officer ... [The 
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wake cycle for several days before the accident., and he had rested briefly before 
rhe accident flight. 

The flying pilot’s former supenisor at &e fixed base operator @BO) 
operated with Kearney State College described him as an employee who was well 
liked by his students and who was very respgnsibIe. He CoDSistently reported on 
rime for work and performed his duties pro€essionaIly. 

Witb one exception, no pilot, fannity member, or acquaintance was aware 
that the flying pilot had ever pedomd aerobatics. He had not dm 
aerobatics wiih his wife, his former instructor, or anyone whom safety Board 
investigators interviewed. One GP Express .fiTst officer told safety Board 
investigators &at while he was in rrainiq md had not yet been hired by &e 
airhe, he had observed the flying pilot perfom two wingovers and an approach 
to a hammerhead stall in a C-99 on a namevenue flight from EAR, to GRI. Both 
ma3euvers are aerobatic maneuvers and, hence, not permitted to be perford on 
these air& The first officer believed that this was done to scare him, and 
because he had not yet bsen hired, he did not believe that he was in a position to 
complaii to company management. As a result, GP Express did not learn of this 
report until after this accident. 
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unauthorized maneuvers. Investigators informed him of &e allegation regarding 
the aerobatic maneuvers that the flying pilot was reported io have performed. The 
pilot, now a captain with GP Express, denied witnessing the flying pilot perform 
the alleged meuvers. 

The flying pilot had applications for empioyment as a pilot on file with 
major airlines. He had discussed with his wife, and others, his desires to join a 
major zirlie. Howsver, his wife told Safety Board investigators that, given the 
economic climate that had existed for some time preceding the accident, the flying 
pilot had begun to acknowledge tbat such opportunities would not be likely in the 
near M e .  He had discussed with her plans to apply for employment as a pilot, 
or as an aviation specialiit, witb v k w  federal agencies. 

The flying pilot was married and the father of two sons, aged 4 and 9 years. 
CoUeagues and f r ied  confirmed that he was happily married and was not 
experiencing personal or financial difficulties at the time of the accident. 

The check pilot, age 28, held an ATP certificate with an airplane 
multiengine land rating and a type rating in the 3eech 1900 .  He also held a 
certified flight instructor certificate with airplane singleengine and multiengine 
land ratings. He had a first-class m e d i d  certificate, issued November 2 5 , 1 9 9 2 ,  
without limitations or waivers. 

The check pilot was hired by GP Express on May 28,1990. At the time he 
was hired, he had accrued a total of 1,002 flight hours, of which 24 were in 
mdtiengine aiqAanes, and 34 were in actual or simulated instrument conditions. 
GP Express initially assigned the check pilot as first officer on the C~SSM 402. 
On September 24, 1990, he transitioned to the C-99 as a first officer, and on 
January 3,1991, he upgraded to captain on the Cessna 402. He transition& to the 
C-99 as a captain on June 20, 1991, and to the Beech 1900 as a captain ou 
November 24, 1992- o n  September 21, 1992, he bzcarne a check airman Gn the 
C-99. He was a company-desigmted ground school and flight instructor in the C- 
99. He was qualified io perform line, competency, and proficiency checks in the 
C-99. He was a l i e  captain in bo& the C-99 and Beech 1900 airplanes. 

According to company records, &e check pilot had 3,941 hours total flight 
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time, of which de  company esrimated 1,760 were in the C-99. During d e  24 
hpurs, 30 days, and 90 days preceding the accident, the check pilot had flown 4, 
69, anS 225 hours, respecfively. 

There were no negative items in the company records of the check pilot. 
On February 6,1992, he had received a letter of commendation from the director 
of operations for the favorable comments of passengers on two flights in which he 
was a crewmember. Tine director of operations told him that: 

It is a pleasure to pass along these passenger's comments to you. The 
professionalism and airmanship demonstrated by you on these two 
trips was excellent and is recognized. This is the kind of service we 
stand for and your actions are the reason GP Express will continue to 
grow and prosper. On behalf of all of us, dank you and 
congratulations on a job truly well done. 

The check pilot was characterized by company pilots as a very competent 
pilot who was quiet and reserved until one got to know him. Like the flying pilot, 
he was uniformly acknowledged to be an excellent pilot with an exceptional 
knowledge of airplane systems. 

In December 1992, the check pilot submitted a letter to de chief pilot 
expressing his desire to resign his designation as a check airman, citing as reasons 
d e  irregular work schedule, additional workload, aDd time demands.' In March 
1993, he submitted a request to the airline to work as a part-time pilot. An 
agreement was reached between the check pilot and GP Express in April, and he 
was to begin part-time status in May. According to friends and family, the check 
pilot had begun to pursue his avocation cf home remodeliig as a second source of 
income, and was preparing to pursue this endeavor full time after leaving d e  
airhe. 

According to GP Express, on April 21 and 22, a week before the accident, 
d e  check pilot flew a 3.8 hour trip that began at 0605 and ended at 1419, with six 
takeoffs and landings. On April 23 he also flew 3.8 hours on a trip that began at 
1545 and ended at 2235, with six takeoffs and landings. He was off duty on April 

'Although the check pilot had resigned his position as check airman, be had reached an 
agreement with the company to administer check rides on an "as needed" basis. 
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24, April 25, and April 26. He flew 3.8 hours on April 27, on a trip that began 
at 1545 and ended at 2236, with six takeoffs and landings. On April 28, the day 
of the accident, he flew 3.7 hours on a trip that began at 1042 and ended at 1535. 

The check pilot was married and the father of a 4-month-old son. 
Cotleagues and friends were consistent in their descriptions of him as a happily 
married man who particularly enjoyed fatherhood. He had no known personal or 
financial difficulties. 

The two pilots were friends who regularly socialized, with their families, 
outside the work environment. Both family members and friends portrayed the 
pilots as individuals who enjoyed playing "jokes" on each other. These jokes, 
which were considered pranks, included putting petroleum jelly inside the door 
handles of the other's vehicle. 

4. COCKPIT VOICE RECORDER 

The airplane was not equipped with a flight data recorder, nor was one 
required, at the time of the accident. It was equipped with a B&D Instrument 
CVR, which contained 32 minutes of good quality audio information recorded on 
three channels. Qne channel provided audio signals from the cockpit area 
microphone. The other two channels cont2ined audio signals from the captain's 
and the first officer's respective audio panels. The CVR contained recordings of 
both the accident flight and the prior flight, which was a repositioning flight from 
EAR to GRI (See Appendix A). 

Repositioning Flight 

The CVR of the repositioning flight indicates that at the beginning of the 
flight, the captain asked the first officer if he was up for a "vertical thing." The 
captain then contacted the EAR station and told the station agent to "look out d e  
window." The station agent, who later told Safety Board investigators that she did 
not see the airplane flown in an unusual manner on takeoff, asked the crew if it 
could perform the maneuver again. The crew did not comply with the request and 
proceeded to GRI. 

Throughout the flight, transmissions from a local radio station could be 
heard on the CVR. In addition, the crew engaged in a great deal of conversation 
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not pertinent to the flight, such as singing with the music that was being broadcast. 
At one point in the flight the captain remarked on the interphone, "just about 5 
minutes ago 1 was telling you, I said hey, I ain't going to be doing any more of 
this aerobatics..S minutes later, here we are." The recording ended with the first 
officer remarking, "Oh gee. We laid the seats down pretty." The captain 
responded with, "Just like I wanted them to." The airplane h d e d  without 
incident at GRI. 

Safety Board investigators interviewed both pilots individually after the 
accident. Both denied engaging in aerobatic maneuvers. The captain said that he 
had been practicing a high speed descent, a maneuver he had been required to 
perform twice to successfully complete a C-99 check ride that the chief pilot had 
administered to him the day before. 

Accident Flight 

The portior of the CVR recording for the accident flight revealed that, just 
before takeoff, the flying pilot suggested, "Try the single wheel takeoff maybe." 

! Good for those tires." The transmission of a radio station could also be heard in 
the background of the CVR on this flight. After the transponder check with 
Minneapolis Center, the check pilot commented to the other, "That's as official as 
we get tonight." Shortly thereafter, the flying pilot could be heard saying, "Lazy 
eights in a ninety-nine." eights are a coordination maneuver required of 
applicants for an FAA commercial pilot certificate. 

B He then remarked, "We'll ride the left side, we'll see how long we can do it. 
I 

Subsequently, the flying pilot said, "I bet it would be real easy to just take 
it right on over." The pilots then discussed rolling airplanes. At 234952, the 
flying pilot referred to his experience rolling Cessna 152 and 172 airplanes,* and 
said, "...I guess we've got enough speed right now. And you just kinda start 
coming in like this, pullin up ... and keep positive Gs on it. Take it all the way 
around, unload ... and then point straight for the ground." The recording ended 
after this last remark, at 235035. 

5. COMPANY INFORMATION 

Safety Board investigators were unable to confirm that the flying pilot had performed such 
maneuvers before the accident flight. 
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In January 1986, the FAA granted approval to GP Express Airlines, hc., 
to operate as a commuter air carrier based in GRT under 14 CFR Part 135. The 
airline began operations with an Essentiai Air Service @AS) contract to provide 
air service to six cities in central Nebraska using Cessna 402 airpianes. In 1987, 
the company acquired its first C-99 airplane- In 1990, the company acquired its 
k t  Beech 1900. In 1392, the company applied for, and was awarded, an EAS 
contract to provide passenger service to cities in Alabama, Georgia, Mississippi, 
and South Carolina, in addition to the service it provided to cities in Colorado, 
Kansas, Minnesota, Missouri, Nebraska, South Dakota, and Wisconsin. 

The company’s corporate headquarters, scheduling, operations, and 
maintenance functions are located at GRI. The company maintained five pilot 
domiciles in its midwest operating area and four pilot domiciles ir? its southern 
operation. At the time of the accident, the company employed 65 pilots, and 
operata3 eight C-99 and five Beech 1900 airplanes. 

All of the company stock was held by the chief executive officer (CEO) and 
his wife. Its daily operations were overseen by a presidenugeneral manager, a 
director of operations, a duector of maintenance, and a chief pilot. There was no 
director of training or training department formally established in the company. 
The CEO, who was the founder of the airline, had also served as president until 
May 8, 1992, when he hired a president to oversee the company’s daily 
operations. At the time of this accident, to comply with FAA requirements, the 
CEO was listed as serving as the airline’s director of operations, although he stated 
that the duties of that position were actually performed, on an acting basis, by the 
chief pilot. 

From the time it began scheduled passenger service in 1986 until this 
accident, GP Express has had 10 different directors of operations, six different 
directors of maintenance, and 12 different chief pilots. The company has hired 
another director of operations since this accident. 

Before this accident, the company had sxperienced two other fatal accidents. 
On December 22, 1987, a Cessna 402 crashed on approach to Chadron, Nebraska. 
The Safety Board determined that the probable came of that accident was [the 
application ofl improper instrument flight rules (IFR) procedures, and the failure 
of the pilot-in-command to maintain proper altitude during a nondirectional beacon 
approach. 

.*. . , . . 
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On June 8, 1992, a day after it initiated southern operations, a GP Express 
C-99 crashed on approach to Amiston, Alabama? On March 2, 1993, the Safety 
Board determined that the probable causes of the accident were: 

The failure of scnior management of GP Express to provide adequate 
trainhg and 0perati0~1 support for the startui, of the southern 
operation, which resulted in the assignment of aa inadequately 
prepared captain with a relatively inexperienced first officer in 
revenue passenger service, and the failure of the flightcrew to use 
approved instrument flight prcJcednres, which resuited in the loss of 
situational awareness and terrain clearance. Conmiuting to the 
causes of the accideut was GP Express' failure to provide approach 
charts to each pilot and to establish s t a b i i  approach criteria. Also 
contributing were the inadequate crew coordination and a role reversal 
on the part of the captain and first officer. 

The CEO of the airline disagreed with the Safety Board's findigs 
concerning management's role in the cause of the Anniston accident. He believed 
that the pilots of the airplane that crashed at Anniston were qualified and had been 

properly execute a straightforward instrument approach. 

\ 
! trained properly to perform their duties on that flight but that they had failed to 

As a result of the Anniston accident, the Safety Board issued six safety 
recommendations to the FAA, Safety Recommendations A-92-133 and A-93-35 
through -39. Three of those addressed airlines operating under 14 CFR Part 135. 
These urged the FAA to require that such airlines: provide all pilots operating 
under 14 CFX Part 135 access to instrument approach charts, develop and include 
in their procedures and training programs stabilized approach criteria, and require 
that the pilot-in-command of flights with two or more flightcrew members have at 
least 100 hours of flight time in 14 CFR Part 135 operations. The FAA did not 
a g e  with the Safety Board's recommendation on individual pilot access to 
instrument approach charts (A-93-35), and as a result, the Safety Board classified 
the FAA's response "Open-Unacceptable Action" on November 19, 1993. 
Because the FAA had agreed, in principle, to the other two recommendations 

-~ ~ 

3Aircraf t  Accident Report--"Contmlled Collision with Terrain, GP Express Airlines, Inc., 
Flight 861, A Ekechcraft c99, N118GP, Anniston, Alabama, June 8, 1992." (NTSWAAB- 
93/03) 

..... 
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addressing 14 CFP- Part 135 operations (A-93-36 and -39), the Safety Soard 
classified them "Open-Acceptable Aciion" on November 19, 1993. The Safety 
Board aiso issued a recommendation to the FAA to deveiop guidance and 
evaluation criteria for use by hincipal Operations Inspectors (POIS) to use to 
evaluate the quality of airline training programs in crew resource management 
(CRM) (A-93-37). Because the FAA, in response to the Safety Board, issued a 
handbook on CRM, the Safety Board classified the recommendation "Closed- 
Acceptable Action" on November 19, 1993. The fifth recommendation urged the 
FAA to require airlines to provide pilots, hired as captains and trained by outside 
sources of pilot training, with additional flight training on procedures unique. to the 
airhe (A-93-38). The FAA's response indicated that existing regulations met !he 
intent of the recommendation, and as a result, the Safety Board concurred with this 
analysis and, also on November 19,1993, classified the recommendation "Ciosed- 
Reconsidered." The Safety Board also reiterated previous recommendations that 
urged the FAA to establish minimum experience levels for pilots paired in the 
same airplane (A-88-137), and require that air!iies operating under 14 CFR Part 
135 train their pilots in CRl.4 (A-90-135). These recommendations are being held 
as "Open-Acceptab!e Response" pending completion of FAA action. The 
remaining recommendation from the Anniston investigation (A-92-133) was issued 
before the full report and asked the FAA to require thzt aircraft must be operated 
by two crewmembers, be equipped with a four-channel CVR, the exclusive use of 
the third CVR channel to record only audio signals from the cockpit crew intercom 
system and the two "hot" boom microphones. The FAA responded by referring 
to the European Organization for Civil Aviation Electronics on performance 
standards for CVRs. On April 23, 1993, the Safety Board classified Safety 
Recommendation A-92-133 "Open-Unacceptable Response," pointing out that the 
work in Europe does not address the problem identified at Anniston. 

GP Express told Safety Board investigators that it had taken action to meet 
the intent of several of the recommendations. For example, it said that a CRM 
program had been planned as a result of the Anniston accident, and it was to 
implement such training on May 10, 1993. GP Express management informed the 
Safety Board that it had modified its policies to promote pilots into the captain 
position, rather than hiring someone into that position without previous experience 
with the airline. In addition, the airlime implemented procedures to prevent two 
pilots who were inexperienced in the same type aircraft from flying that aircraft 
together, and provided additional information on new routes for pilots first flying 
those routes. The company had not taken action on acquiring a second approach 
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plate far each aircraft since the existing system a p p d  to be functioning 
adequakly. Nearly all of the pilots that Safety Board inieAgators met with stated 
that they saw no changes in GP Express policies or pr0ced;xes as a result of the 
Anniston accident? 

The CEO said that he complied with all applicable FARs and would not 
tolerate any deviations &om those regulations. He beiieved that, while d e s  for 
operating flights conducted under 14 CFR Part 9i were different from those 
conducted under Part 135, the basic operation of aircraft should be the same. This 
belief was not written in a company publication nor stated in a company 
communication. The CEO believed that the company not only met the 
requirements of the FARs, but in several insQnces it exceeded them. For 
example, the use of Flight Safety International to perform pilot screening for 
the airlie had reduced the chances of personal biases and friendships influencing 
the selection of pilot candidates for the airline. The airlie operated its aircraft at 
less than the maximum allowable cruise speeds, thus placing less stress on the 
engines and enhancing their reliability. Further, since 1988, the company has 
spent in excess of $25,OOO annually on external audits of both operations and 
maintenance. The audits examined all areas of operations and maintenance to 
determine the quality of the programs, and the extent of their compliance with 
applicable FA%. The CEO stated that these audits "provide[d] an unbiased report 
on the ability of our management team to perform their function on behaif of the 
personnel at our organization." 

He acknowledged that many pilots were unhappy with the company. He 
attributed snany of the difficulties in the company's relaGonship with its &lots to 
its director of Operations at the time, a belief shared by many of the pilots that 
Safety Board investigators interviewed. The CEO believed that, 2fter discussing 
this and other issues repeatedly with the director of operations, the company 
addressed that problem by terminating his employment in February 1993. The 
CEO stated that he intended to hire a replaceinent around mid-May. Safety Board 
investigators were unsuccessfal in their attempts to locate and communicate with 

After this accident, the FAA's POI urged the company to implement each Safe 
Recommendation that the Safety Board issued as a resuli of the Amiston accident (see Appendix 
B). The company complied with the request. In addition, the FAA administered check rides 
to each captain who had been checked by a pitot on the airplane that crashed in this accident. 
All passed the check rides. 

.* 
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this former director of operations. 

The CEO said that he intended to make the airline the best one possible. He 
solicited ideas for improving the airline from all sources, and encouraged 
employees to offer suggestions to management. He believed that the relationship 
the airline had maintained with the FAA was a good one. 

He stated that GP Express terminated any employee who "willfully, 
consciously and with premeditation" violated FARs. He cited several instances in 
w%ch he had acted on this pclicy, includkg one in which the employment of a 
director of maintenance was terminated for intending to falsify company actions 
on required maintenance items. The GP Express Employee Handbook contained 
rules with respect LO safety, among which were the following: 

Company Rules and Regulations are in place for the safety of 
Company personnel and passengers. Personnel witnessing or who are 
aware of violations of company policies are to report same to 
management immediately. 

All Company equipment, whether ground or flight, is to be utilized 
in a m e r  consistest with care and concern. 

You are expected to work and conduct your activities while on the job 
and at anytime while on Company or airport premises in a manner 
consistent with professionalism and absolute safety. Horseplay or 
other unsafe activities of any kiud are not permitted. 

Pilots interviewed by Safety Board investigators believed that the president 
and chief pilot of the airline were trying io do a good job, but that they were 
limited by the CEO in their ability to effectively discharge their duties. All of the 
pilots had complaints regarding the scheduling practices and schedule changes, 
which often prevented them from planning vacations and taking time off. They 
attributed this to an insufficient number of pilots to meet scheduled revenue service 
demands. Several pilots acknowledged that at least some portion of the scheduling 
difficulties had also been caused by the crew scheduler. Largely because of pilot 
complaints about what they described as the scheduler's efforts to intimidate them 
to take flights during scheduled off4uty periods, GP Express had intended to 
transfer her to another position in the company. The president of the company 
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said that the transfer, which took eEect on May 17,1993, had been decided upon 
about 3 weeks before the accident. 

." 

GP Express records indicated that from May 1 ,1990 ,  to April u),i991,35 
pilots were hired. Of the 18 who had left the airline during that perid, 15 had 
resigned and three had been furloughed. In the next 12 months, five p20ts were 
hired and 19 left-16 of those had resigned, two had been terminated and one had 
been furloughed. In the next 12 months, 26 were hired, and five resigned, one 
was terminated, and one left for other reasons. F3ecmse GP Express did not 
systemticdy determine the reasons for the pilots' resignations, the Safety Board 
was unable to determine with certainty the reasons why each of the pilots left the 
airline. However, GP Express records indicate the following with regard its pilot 
resignations/terminations: 

15 were hired by airlines operating more sophisticaied equipment 
One went on a leave of absence for maternity leave 
Two were terminated for violating company policies unrelated to 

One left due to unwillingness to relocare, and 
0 One was deceased. 

flight operations 

GP Express often scheduled a pilot to fly for 6 days in the mornings, gave 
him or her 24 hours off and then scheduIed him or her for 6 days in the afternoon 
and late evening. Safety Board investigators found that many GP Express pilots 
waited until the "grace month"' to be administered proficiency checks. This was 
true for the flying pilot of the accident flight, who had ody 2 days re-g in 
his grace month. GP Express management stated that most pilots were ir their 
grace month when scheduled for checks. There were two instances of record since 
May 1 9 1  when a captain had flown revenue flights while out of currency. Both 

514 CFR Part 135.297(a) states: "No certificate holder may use apilot, nor may any person 
serve as pilot in command of an aircraft under IF3 unless, since the beginning of the sixth 
calendar month before that service, that pilot has passed an instrument proficiency check under 
this section administered by the Administrator or an authorized check pilot." 

14 CFR Part 135.3019(a) allows a crewmember who is required to take a test or flight 
check under this part to complete the tes of flight check in the calendar month before or after 
the calendar month in which it is required. The month after the repired calendar month is 
commonly referred to as the "grace month." 

- .  . . .  . .. . . . .  
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of these instances resulted in FAA action. After the first such instance, the 
Principal Operations Inspector (POI) detmmined that the audit system GP Express 
was using had failed to identi@, track, or expose the possible problems of 
scheduling crewmembers who are not in compliance with 14 CJ?R 135.297. 

In accordance with CoqhcdEnforcement Bulletin 90.6, GP Express 
agreed in writkg to the suggested guideline: "Schedule pilots during the grace 
month only with the written consent of &e Director of Operations." GP Express 
aPs0 outlined the system W it would implement to alleviate future schedding 
problems. Enforcement action on the second occurrence was pending at the time 
of the accident. 

A number of pilots interviewed told Safety Board investigators that GP 
Express required pilots to attend lengthy ground school sessions (for as Iong as 10 
hours a day) during periods in which they were flying their line schedule. 
Training flights and check flights usually occurred ai night, due to the availability 
of company aircraft, after crews had flown a full duty day. On occasion, pilots 
were asked to fly nonscheduled ferry flights, maintenance flights, parts deliveries, 
and other nomweaue-prodw5ng flights under 14 CFR Part 91. 

GP Express had initiaily established the following minimum requirements 
in hiring pilots: 1,OOO to 1,200 totai flight hours and 100 to 200 hours of 
mdtiengine time. Before the accident at Anniston, the airline had increpsed the 
requirements to 1,500 total flight hours and 300 hours of dtiengine time. The 
air1k.s screened candidates for its pilot positions by examining their r&tm&, 
interviewing the candidates, and adminkterjng a test. The test was general in 
-re, and covered a range of fI+g subjects: general aircraft knowledge, 14 CFR 
Part 91 regulatims, weather, and radar summary interpretations. The background 
kvestigaiion of an appficant consisted of a driver's li@ense check, pilot certificate 
verification, and a check of the previous employer. Once accepted, d e  new hire 
pilots attended a company indoctrination and Cessna 402 ground school. Upon 
completion of ground school, the pilvts were assigned as first officers to the 
Cessna 402, or the C-99 as the C~SSM 402 was phased out of scheddd revenue 
passenger service in the 1991-1992 time frame. 

In April 1992, the company contracted wirh Flight Safety International (FSI), 
Wichita, Kansas, to supply it witb applicants for pilot positions. Thc candidates 
were required to meet GP Express' established requirements and were then 

. .  
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scr=ned by FSI, which submitted a list of qualified applicants to rhe airbe. FSI 
conducted a background check covering the previous 5 years, a driving record 
check, acc idd ic iden~ vetification, and a pilot CatiCcation check. If the 
backgromd screening was acceptable, FSI adrninistered a 4-hour battery of tests, 
which covered math, verbal, and psychological areas. The airline &ea selected, 
from the list of appiicant pilots, the candidates to be trained by FSI €61 the C-99 
or Beech 1900. Upon successful wmpl&on of their training, a check ride was 
administered by an airline check airman. The candidates paid for ikir own 
training at FSI. 

6. FAASURVEILLANCE 
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7. ANALYSES 

Tbe safet;. kard found no evidence of preexisting airplane structural 
-res, system &fects, or m3lfUnctions that could have led to the accident. Ali 
smrchual Eaihues observed were caused by overlozds associated with ground 
impact. A% the time of the accident, &e airplzne was properly certificated and 

led in at~~&* with the applicable FARs, and was operated within its * -  

areighr a d  pralance ii nitations. 

Tbe p i k  of NI f5GP were qualified in the airplane in accordance with the 
FA& and company policy. There was no evidence that either of the crew had 
medial protrlems nor was there evidence of the preselice of any drugs or alcohol 
&at dbold have impaired either pilot’s perfo, *mance. 

Hltightuvyl Conduct and Performance 

fbe conversations W e e n  the pilots recorded on the CVR during the 
addent flight htkr support the conclusion that there were no flightcrew physical 
proMtms or airplane problems that would have affe.cted their control of the 
airphe. Tbeir conversation and the discovery of the completed grade sheet also 
&mns&a& that neitber pilot intended to conduct an airman check on the flight. 
Tbc recordtd cockpit di&ussion clearly reveals that the flying pilot of the accident 
akpbue performed a prohibited maneuver (apparently a barrel roll) at night and 
at an altitudt insufficient to reasonably assure recovery of the airplane. 
Fmdwnnoat, the check pilot exercised no authority to oppose the intentions of the 
flykg pilot while the flying pilot described and p e r f o r d  the maneuver. 

O;I*I- Ehan the very challenge of its performance, the Safety Board could 
W 00 d y  appa;ent reawn to explain why the pilots attempted to perform this 
marmeaver. Bo& pilots were characterized as well-adjusted individuals who 
eajoyed tbeir W i e s ,  friends, and community. Neither was experiencing life 
eve ?kt  muid be characterized as negative. Both had young children and, by 
& ammnts. were active participants in g o d  spousa! and familial relationships. 
Bath were living within their P i c i a 1  means. Both appeared to lave every reason 
to woid tumecv risks. 

Ail persons a - h m  Safety Bozrd investigarors interviewed who were familiar 
with th:: p i i g  aSiities of the pilots were consistent in their praise of those 
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abilities. All pilots, both company and noncompy,  including FAA inspectors 
who had flown with the pilots, described them as among the most skilled pilots 
they had koown. That they were s e l e c t e d  by GP Express to be check airmen 
indicates the high esteem in which the company held their piloting abilities- The 
evidence indicates that the pilots acted responsibly and safeIy when performing as 
pilots of scheduled revenue passenger aircraft and when instn~ctiug and checking 
on those aircraik To others and probably to company management and FAA 
observers, they appeared to bc responsible, self assured, competent, and highly 
Skilled. 

However, both family members and friends portrayed the pilots as 
individds who enjoyed playing "jokes" on each other. As described to Safety 
Board investigators, &e jokes appeared to be harmless pranks. In fact, the CVR 
reveals tfnat the pilots were discussing a variety of pranks (albeit some Wetched 
and hence, without iiieiy actual pei-formanoe) that they could potentially play on 
others. htermthgly, the characterizations by friends and Emily of these pranks 
were in the context of the two pilots together. They were rarely described 
performing the pranks individually, but when together, they were described as 
enthusiastic practical jokers. 

The Safety Board believes that it is consistent with the practical joking side 
of their character that the intrinsic gratification that would a m e  from having 
perfomed a challenging maneuver may have provided suScient reward in itseif 
to justify the maneuver atteqt.  The pilots knew that they wuld not discuss such 
maneuyers with others without jeopardizing iheir aviation careers, and khey knew 
that no one else would be aware of the roil because M) witnesses would be present- 
Thus, the circumsrlnces of this fligbt created the conditions under which these 
pi3ots could attempt such an unauthorized manaver as a barrel roll without fear 
of retribution. The flight took place at night, in uncontrolled airspace, away from 
populated areas, and below the Line of sight of the nearest ATC radar tkiiity. 
Moreover, as captains with the airlie, they would have known that they would 
encounter few opportunities to fly a turbinepowered airplane in a 14 CFR Part 91 
flight together under these cicurnstances. 

The Safety Board believes that, given the sum of the e.vidence regarding the 
accident flight, the WilIingness of both pilots on the CVR to perform &e 
unauthorized maneuver, and the completed Form 8410-3, that the pilots exhibited 
contempt for adherence to the very FA% and company requirements &at they 
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were responsible for instilling in others. Further, even overlooking the violation 
of the most fundamental rules governing the conduct of flight proficiency checks, 
the pilots showed a self-destructive disregard for common sense by performing a 
highly demanding maneuver at night, less than 2,000 feet above the gr07md. 
Therefore, the Safety Board believes that the cause of the accident was the 
deliberate disregard for FBRS, GP Express procedures, and prudent concern for 
safety by the two pilots in their decision to execute an aerobatic maneuver during 
a scheduled check ride flight. 

Given the Iate hour of the flight on the night of the accident, the Safety 
Eoard consid2red the possible role of fatigue in contributing to the decision of the 
pilots to perform an aerobatic maneuver, since research indicates &at fatigue can 
contribute to poor judgment and poor decisionmaking. The evidence indicates 
that, on the days preceding the accident, both pilots were on a wake-rest cycle in 
which they were awake during daylight hours and asleep during nighttime hours. 
Thus, participating in a check ride at night could have been potentially disruptive 
to their established wake-rest cycle. 

However, the wives of both pilots indicated that in the afternoon on the day 
of the accident the pilots were able to relax and that both pilots had received 
regular, restful sleep in the days before the accident. Moreover, thc conversation 
between the pilots during the accident flight, as captured on the CVR, does not 
reveal any obvious signs of fatigue or sleepiness. In fact, both pilots could be 
described on the CVR as relaxed, joking, and alert during the flight. Given the 
difficulty in detecting or objectively measuring the presence of fatigue in human 
behavior, the Safety Board is unable to determine the extent, ic any, that fatigue 
may have played in the decisions and actions of the pilots in this accident. 

The egregious nature of this accident leads the Safety Board to consider the 
possibility that other pilots operating aircraft certificated for 14 CFR Part 135 
operations, in circumstances similar to those of t h i s  accident, have considered 
performing aerobatic maneuvers. ’While the Safety Board was unabie to 
conclusively determine that the pilots of the repositioning flight had performed 
aerobatic maneuvers, the conversation recorded on the CVR during the flight, 
specificaliy the references to “vertical thing” and “aerobatics,” suggested that 
unauthorized meuvers  were conducted. At the very leas, the CVR reveals that 
&s pilots displayed immaturity and a lack of professionaiism and responsibility 
about the aircraft with which the airliie had entrusted them. To ensure that other 
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pilots are aware 
reprehensible acts, 
Paa 135 should be 

of the potential consequences of such irresponsible and 
the Safety Board believes that all pilots ~ p e d ~ g  under 14 CFR 
informed of the circumstances of this accident to dissuade them 

from even considering such actions. Therefore, the Safety Board believes that the 
Regional Airline Association should inform its members of the circumstances of 
this accident and affirm that the interests of safety require that strict adherence to 
all FARS and company operating procedures be maintained at all times. 

Company Culture 

The Safety Board found that GP Express took some actions to enhance saf-ety 
that were not required by regulations. It regularly contracted with outside experts 
t3 perform audits of the company’s maintenance and operations procedures. In 
addition, the company took specific action to address complaints of its pilots. For 
example, after learning of pilot dissatisfaction with its director of operations, and 
after observing closely the nature of his interactions with the pilots, the company 
removed him from that position, shoortly before this accident. Notwithstanding 
these actions, the Safety Board believes that the circumstances of this accident, as 
well as the circumstances of the Anniston accident, indicate a problem that goes 
beyond the performance of individual flightcrew members. 

The company experienced a high rate of turnover among its corps of 
managers responsible for developing operational procedures and policies, and 
overseeing their subsequent implementation. As a result of its inability to retain 
management personnel in key positions over time, the company was unable to 
develop and maintain consistent interpretation and application of its rules and 
procedures relevant to the operation and conduct of its Rights. 

The management turnover may have accounted for the company’s difficulties 
in scheduling pilot competency/proficiency checks sufficiently in advance of the 
“grace” period provided in the regulations. The demonstrated inability of the 
company to abide by FAA requirements governing the scheduling of 
competency/proficiency checks suggests a broader difficulty of GP Express to 
oversee traming and checking programs. The facts of this accident demonstrate 
that the company was unaware of how these two check airmen, and the pilots of 
the previous repositioning flight, were adhering to apflicable rules and procedures 
when company management was not in a position to directly oversee the flights. 
In addition to the flagrant violation of FA% in the accident flight, the failure of 
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the pilots in the repositioning flight to use standard challenge and response 
checklist callouts indicates that on some routine flights, the necessary appreciation 
of safety standards was absent. 

The Safety Board believes that GP Express could have taken stronger action 
before this accident that would have demonstrated to its persomel a management 
commitment to safety. Some areas that warranted improvements were identified 
after the Anniston accident. However, even after the Anniston accident, there 
were few substantive changes that would have bees apparent to line pilots. The 
Safety Board believes that the evidence indicates that GP Express met the letter but 
not the spirit of the FARs. This was most evident in the scheddiig of pilots for 
the administration of competencyfproficiency checks on the last possible day 
allowed. The Safety Board believes that the checks may have been given more to 
establish records of FAR compliance than for actual proficiency or competency 
verification. Moreover, the circumstances of this accident illustrate the inherent 
danger posed when colleagues are assigned to administer training or check flights 
to each other. It is not reasonable to expect that two friends with nearly equal 
piloting experience and stature withii the company would perform a 
comprehensive check flight when they know that the flyingfcheck pilot roles may 
be reversed on another flight. 

The Safety Board believes that the company could have been more sensitive 
to the flight and duty time demands on its pilots. Although the Safety Board could 
not find any violation of current FARS, investigators received repeated complaints 
from pilots about canceled vacations and company requests to work on scheduled 
days off. The airline demonstrated repeated patterns of allowing its check airmen 
to work on company required tasks, within, but up to the federally limited 
requirements of, flight time and duty times. 

The Safety Board recognizes that an airline cannot oversee the performance 
of each flightcrew on every scheduled Bight. Thus, to assure that pilots are aware 
o€ their responsibilities to act professionally at all times, it is necessary for the 
company to promote a safety philosophy as the opportunity arises through its 
training and flight check structure. By requiring instructor pilots to demonstrate 
their performance to pilots more senior in the company hierarchy, the airline can 
be more assured that professional attitudes and safety philosophy are being passed 
to line pilots. Without such company oversight, airlies have no assurance that 
their check airmen are demonstrating the standards of judgment and be3avior 
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expected of them. GP Express had a third check airman, the chief pilot, on its 
staff, and the Safety Board believes that, as the immediate superior of the airman 
d i g  to be checked, he should have been the individual designated to conduct 
the check flight. Therefore, the Safety Board believes that airlines operating 
scheduled passenger service should, where feasible, attempt to schedule trainiog 
and check flights so that they can be administered by pilots who are higher in the 
company’s hierarchy than the pilots Wig checked. 

The Safety Board believes that the absence of effective CRM training is 
another indication of the company’s less than total commitment to safety. 
Following the Anniston accident, in which the Safety Board cited GP Express’ 
CRM training as “inadequate,” GP Express failed to implement any changes in 
cm training. 

The Board recognizes that, unlike the AMiston €light, the accident and the 
repositioning flights were nonrevenue flights, operated under the less restrictive 
requirements of 14 CFR Part 91. Nevertheless, the Board believes the conduct of 
the fightcrews on both flights, as captured on the CVR, reflected a lack of cockpit 
discipline and a disregard for safe operating procedures. With regard to the 
accident flight, both of the pilots appeared to be willing participants in the decision 
to conduct an unauthorized and hazardous maneuver in violation of FARS, 
company policy, and prudent airmanship. In the case of the repositioning flight, 
the maneuvers performed by the captain represented a departure from routine flight 
operations and were conducted without the cooperation or explicit consent of the 
first officer. No briefings in preparation for the maneuvers were conducted 
between pilots, nor were the actions of the captain questioned or challenged by the 
copilot. 

Although the Safety Board cannot conclude that CRM training would have 
prevented this accident, it notes that the provision of an effective CRM training 
program would have communicated to the pilots a message of company 
commitment to safety and proper flightcrew conduct and coordmation. More 
importantly, CRM training places special emphasis on the role of check ainnen 
and instructors to demonstrate and reinforce the concepts of effective CRM to 
other pilots. These key personnel often receive special CFW instruction and 
trainiig to emre that they understand and embrace the principles of CRM before 
it is administered to pilots flying the fie. Had the pilots involved in the accident, 
as check airmen, been responsible for practicing and instructing the principles of 
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CRM on a daily basis, they might not have been tempted to engage in the type of 
behavior that resulted in the accident. 

The Safety Board recognizes that the FAA does not require air carriers 
operating under 14 CFR Part 135 to establish CRM programs. The Safety Board 
has previously addressed this issue in its investigation of the accident involving 
Aloha Islandair flight 1712; and in its investigation of the accident at Annistoc. 
In its reports on the accidents cited, the Safety Board issued and reiterated Safety 
Recommendation A-90-135, which asked the FAA to: 

Require that scheduled 14 CFR Part 135 operators develop and 
use Cockpit Resource Management programs in their training 
methodology by a specified date. (A-90-135) 

In its ietter of February 8, 1991, the FAA stated that it was considering 
amending the training requirements of 14 CFR Part 135 to include a requirement 
for CRM training. On May 22, 1991, the recommendation was classified "Open- 
Acceptable Response," pending further information from the FAA. The Safety 
Board has been informed that a draft of a notice of proposed rulemaking on this 
subject is now in the review process within the FAA. The Safety Board believes 
that th is  latest accident further illustrates the need to train all pilots operating 
aircraft in scheduled passenger service in the principles of CRM. Consequently, 
the Safety Board reiterates Safety Recommendation A-90-135 and urges the FAA 
to complete actions on this issue. 

The Safety Board believes that, rather than promofing a strong safety 
philosophy, the airline established an environment in which the minimum 
expenditure necessary to meet the letter of the applicable FARs was acceptable. 
Although the Safety Board cannot state conclusively that changes in company 
procedures wouid have prevented two apparently competent pilots from performing 
unauthorized maneuvers in its aircraft, it does believe that establishing a 
commitment to the highest principles of safety could have influenced the check 
airmen to act in accordance with these principles. Therefore, the Safety Board 
believes that GP Express' faiiure in its obligation to communicate the message of 
safety and to establish an environment in which dedication to safety overrode all 

6Aircraft Accident Rqort-"Aloha Islandair, Inc., Flight 1712, De &Wand Twin Otter, 
DHC-6-300, N707PV, Halawa Point, Molokai, Hawaii, October 28,1989" (NTSBIAAR-9WO5) 
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other concerns was a direct cause of this accident. 

The Safety Board believes that while aircraft of airlines operating under 14 
CFR Part 135 are engaged in airline-related flying activities, company personuel 
should be available and in a position to instantly communicate with the aircraft if 
necessary. Certainly in this accident, had the company had a flight foliowing 
procedure, including communiczhons and the monitoring of departures and 
landings of nonschedded as well as scheduled flights, it could have recognized that 
the airplane was no longer maintaining communications, and it could have alerted 
the FAA to the missing airplane sooner. Further, if an aircraft is experiencing an 
emergency requiring rapid assistance from the company, the airline could 
communicate with the aircraft and be in a position to provide assistance. The 
Safety Board realizes that having company personnel available for all flights may 
place an undue burden on CFR Part 135 operators. If the availability of company 
personnel is not practical, the company should at least require that the flightcrews 
of after-hours airline-related flights Ne a flight plan for every flight in which they 
are a crewmember. This will enable a more timely rescue effort in the event that 
a flight plan is not closed. Therefore, the Safety Board believes that the FAA 
should require airlines operating under 14 CFR Part 135 to place personnel on 
duty with the ability to rapidly communicate with aircraft that are engaged in 
company-related flight activities when such activities are taking place or require 
that an appropriate flight plan is filed for the type of flight activity performed. 

FAA Surveillance 

The Safety Board believes that the level of FAA surveillance of GP Express 
was equal to or perhaps even higher than the average level of surveillance for 
similar airlines. However, the occurrence of this accident indicates that even this 
level of surveillance was not sufficient to accurately assess &e safety philosophy 
of the company and its check pilots. While 662 reports of inspection activities had 
been entered-into the PTRS since October 1, 1990, the absence of substantive 
comments makes it difficult to assess the scope of the inspections and trends that 
might be valuable to the POI'S oversight role. 

The FAA fomerly had a list of air carrier compliance alert indicators, 
which were contained in Action Notice 1800.6 of August 4, 1988. These 
indicators were changes in certificate holder operating characteristics that may 
affect safety and regulatory compliance. However, the Action Notice was not 

. . ,- . . .. 
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given the permanency of the Air Transportation Operations Inspection Handbook. 
Such a tool would have helped the POI of GP Express to spot the indicators that 
may accompany potential safety deficiencies. For example, had more emphasis 
been given to the frequent turnover in management personnel, particularly the 
director of operations, and to the absence of a dedicated training officer, the FAA 
might have been prompted to give more attention to the C-99 check pilot program. 

In view of the recent history of air h e r  management being cited as causal 
or contributory in aircraft accidents; the Safety Board believes that the FAA 
should complete Chapter 8 of Volume 3 of its "Air Transportation Operations 
Inspectors Handbook," (FAA Order 8400.10), which deals with "Air Carrier 
Management Effectiveness." 

8. FINDINGS 

1. The flightcrew was qualified and current in accordance with 
FARs and company policy. 

2. There was no evidence of airframe or powerplant failure or 
malfunction before the airplane struck the ground. 

3. The flying pilot was scheduled to be given a proficiency check 
by the check pilot. 

4. The flying pilot and the check pilot, who were both check airmen 
with the company, were good friends. 

5. The flying pilot discussed and apparently attempted to 
demonstrate a prohibited aerobatic maneuver to the checking 

7Aircraft Accident Reports-"Controlled Collisim with Tenain, GP Express Airlines, Inc., 
Flight 861, A Beechcraft C99, NIIXGP, Anniston, Alabama, Jane '8, 1992." (NTSBIAAR- 
93/03); "Tomy International, Inc., d/b/a Seenic AiT Tours, Flight 22, Beech Model El=, 
N342E, In-flight Collision witb Terrain, Mount Halealcala, Maui, Hawaii, April 22, 1992." 
(NTSB/AAR-93/01); and "Britt Ainvays, Inc., d/b/a Continental Express Fiight 2574, In-flight 
Structural Breakup, EMB-l2ORT, N33701, Eagle Lake, Texas, September 71, 1991." 
(NTSB/AAX-92/04); and Aircraft AccidentlIncident Summary Report--'LOss of control, 
Business Express, Inc., Beechcraft 19oOC N81 lBE, Near Block Islaad, Rhode Island, December 
28, 1991." (NTSBfAAR-93IOliSUM). 
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pilot, who voiced no objections. 

6.  A lack of professionalism on the part of the pilots on the 
accident flight and the prior repositioning flight was indicative 
that the company safety philosophy was not effectively passed 
on to check or l i e  pilots. 

7. Company management personnel did not adequately supervise 
the airline's scheduliig, flight, and training operations. 

9. PROBABLE CAUSE 

The National Transportation Safety Board determines that the probable 
causes of this accident were the deliberate disregard for Federal Aviation 
Regulations, GP Express procedures, and prudent concern for safety by the two 
pilots in their decision to execute an aerobatic maneuver during a scheduled check 
ride flight, and the failure of GP Express management to establish and maintain 
a commitment to instill professionalism in their pilots consistent with the highest 
levels of safety necessary for an airlie operating scheduled passenger service. 

10. SAFETY RECOMMEXWATXONS 

As a result of the investigation of this accident, the National Transportation 
Safety Board recommends that the Federai Aviation Administration: 

Require airlines operating under 14 CFR Part 135 to place personnel 
on duty with the ability to rapidly communicate with aircraft that are 
engaged in company-related flight activities or require that an 
appropriate flight plan is filed for the type of flight activity 
performed.(Class E, Priority Action)(A-94-ll) 

Complete Chapter 8 of Volume 3 of its "Air Transportation 
Operations Inspectors Handbook," (FAA Order 8400. lo), which deals 
with "Air Carrier Management Effectiveness." (Class II, Priority 
Action)(A-94-12) 

The National Transportation Safety Board also recommends that the Regional 
Airline Association: 
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Inform its members of the circumstances of the GP Express Airiines 
accident in Shelton, Nebraska, on April 28, 1993, and of the Safety 
Board’s safety recommendations to the Federal Aviation 
Administration regardiug this accident. (Class II, Priority Action) 
(A-94-13) 

BY THE NATION& TRANSPORTATION SAFETY BOARD 

Susan coughtin 
Vice Chairman 

John K. Lauber 
Member 

James E. Hall 
Member 

Statement of Chairman Carl W. Vogt and Member John A. Hammerschmidt, 
concurring in part and dissenting in part: 

We agree that this accident occurred because the pilots deliberately disregaded the 
FARs, GP Express’ procedures, and aviation safety by attempting an aerobatic maneuver during 
the scheduled check ride. However, we cannot make the leap that GP Express’ failure to 
establish and maintain a commitment to instill a high= level of professiomlism in heir pilots 
probably caused these well trained and experiend pilots to fly in such an unprofessional and 
unsafe manner. We concur with the report and recommendations as adopted by the majority, 
but in line with staff recommendations would find that the probable and contributing causes of 
the accident were as follows: 

The National Transportation Safety Board determines that the probable cause of 
this accident was the deliberate disregard for Federal Aviation Regulations, GP 
Express procedures, and prudent concern for safety by the two pilots in their 
decision to execute an aerobatic maneuver during a scheduled check ride flight. 
Contributing to the accident was the failure of GP Express management to 
establish and maintain a commitment to instiU professionalsm in their pilots 
consistent with the highest levels of safety necessary for an airline operating 
scheduled passenger service. 

January 19,1994 
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APPENDIX A 

Transcript of a B & D Instruments cockpit voice recorder (CVR), sln 
unknown, installed on a Beechcraft C-99, N115GP, which was involved in 
an accident near Shelton, Nebraska, on April 28, 1993. The text of the 
transcript includes a repositioning fiight in the same aircraft that was 
completed shortly before the accident flight. 

INT Crewmember interpixme voice or sound sotlrce 

RDO Radi~ transmission from accident aircraft 

CAM Cockpit area microphone voice or sound source 

-1 Voice identifii as Pkt-inGommand (PIC) of repositioning RigM 

-2 Voice identiEd as &-Pilot of r e p c s i k x i n g  Right 

- 3  Vcice identified as Pilot-in-Command {PIC) of accidenr flight 

-4 Voice identifjed as Co-Pilot of accident Right 

-? Voice unidentified 

OPS-1 Radio transmission from Keamey  operations 

LKS-1 kdo transmissian from Lakes Air Right eighty seven. 

MSP-1 Radii transmissiorr from Minneapolis Ak Route T d t  Conlrd Center 
Unintelligible word 

@ Non pertinent word 

# Expletive 

% Break in continuity 

0 Questionable insefiion 

(( 1) EdaoriaI insertion 
- - -  Pause 

Note: Times are express& in central daytight time (cor). 
Times shown in brackets { j are computer re feree  times. 



k 

! 

INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME & 
SOURCE CONTENT SOURCE 

TIME & 
CONTENT 

START of RECORDING 

START af TRANSCRIPT of REPOSlflONlNG FLIGHT 

CAM 
1035:49 

1036:22 
CAM 

CAM 
1036:64 

1037:26 
INT-1 

103735 
INT-2 

INT-1 
1037:37 

1037:30 
INT-2 

1037:40 
INT.1 

INf -2  
1037:45 

INT-1 
1037:49 

(00:04) 

station)) 
((60Und Of music similar to standard broadcast radio 

(0037) 
((sound of engine increasing in RPM)) 

(0i:OQ) 
((sound of another engine increasing in RPM)) 

(01 :411 
I guess we're gonna do a vettical (thing here, huh?) -.- 
huh? 

I- .. .., 

(01:50) 
uh? -I what? 

(01:62) 
are you up for it. 

(01:63) 
ah, I could handle it. 

(01:55) 
OK. --- I'm such a boring permn. 

no doubt. 

(02:04) 
" (aulo feather) 

(02:OO) 

w 
P 



INTRA.COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME & 
SOURCE CONTENT GOURCE CONTENT 

TIME & 

1037:52 (02:07) 
INT-2 good over here, 

INT-1 
103755 (02: 10) 

up inside. ((sound similar to rhylhmic blowing Into 
mlcrophone)) ladles and gentlemen, now performing 
for your pleasure. 

1030:08 (0291) 
INT-2 the @ man. 

INT-1 
1039:14 (02:29) 

((sound similar to whislling into microphone)) 

1038:27 
OPS-1  

1038:30 
RDO-1 

1038:32 
OPS-1 

1030:33 
RDO-1 

OPS-1 
1038:S 

I 0 3 w r  
RDO-1 

1038:.50 
0 P S . l  

(0242) .* 
[02:45] 
hay is for horses, go ahead. 

(0247) 
4' 

(02:4U) 
go shead, 

(02:50) 
"* you're 80 funny. 

(02:52) 

two. PD, seven ten, PD. 
hey, no problem, kiddo. hey ulr, zero zero zero 

(03:06) 
OK, m o  taro zero two Papa Delta, roro seven ten 

you later. 
Papa Della. you guys have a nice night, we'll talk to 

. . . '  . A  
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INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME & 
SOURCE CONTENT SOURCE CONTENT 

TIME & 

103a:56 
9 D O - I  

1038:59 
OPS-1 

1039:Ol 
RDO-1 

O P S - I  
1039:05 

1039:00 
RDO.2 

?039:09 
0 P S . l  

1039:Irl (00:20] 
INT-1 roady to go7 f ind check? 

INT-2 
1039:17 (0332) 

final's clear. --' fin4 is clear. and an'. Iciators, 
exteriors, transponder, water meth, cabin temp, auto 
ignition, timo. 

INT-I  
1039:20 (0343) 

alright hold onto your U .  

really? INT-2 
103930 (0345) 

'1030:32 (0347) 
CAM ((sound similar to engtne RPM incrcasing.)) 

(03:li)  
you bet. look out your window, OK. 

(0314) 
OK, you got an audience. 

(03:16) 
roger. --- who's the best pilot you ever met? 

(03:20) 
you are. 

(03:Zl) 
@J is. 

(03:24] 
as fer as you know 



INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME b 
SOURCE , . .CONTENT BOURCE ~ ~ CONTENT 

TIME & 

INf-2 
1039:M 

103953 
lNT-2 

CAM 
Io4O:oo 

1040:iO 
I N f - I  

INT.1 
i MO:C;3 

INT-t 
\041:03 

CAM 
1041:oo 

.1041:1s 
CAM 

CAM 
lO4i:Icl 

1041:68 
INt-1 

INT-2 
1042:19 

(0349) 
they're out. they're on, they're S Q ~ .  ihey're alive. 

(04:OO) 
they're a1 H hundred, there's one. 

(04:lti) 
((several beap sounds similar to trim ill tnoliorl)) 

(04:26] 
mx power. 

(05:08) 
1 4  

(05:tO) 

(06:21) 
((sound Sintiler lo eogino RPM decreasing)) 

p w a i  back lo cruise (on) props. 



INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME 6 
SOURCE CONTENT SOURCE - CONTENT 

TIME & 

CAM 
104235 (06:50) 

((sounds similar to trim in motion)) 

OPS-1 
1042:22 

1042:25 
RDO-2 

1042:26 
RDO-I  

O P S - I  
1042:ZO 

104229 
R D O - i  

OPS-1 
1042:30 

R O O- I  
1042:32 

1042:30 
OPS.1 

RDO.1 
1042:43 

OPS- I  
1042:46 

{06:37) 
hey, do it again. 

(06:40) 
((sound of laughtor)) 

(06:41) 
((sound of laughter)) sorry. 

(06:43) 
*' WQ missed it. 

(06:44) 
what'e that7 

{06:45) 
we missed It. one more time. 

(06:4?) 
no, rsorry kids. 

(06:63) 
ahhhhhhh. 

{06:50) 
good night. 

(07:Ol) 
ahhhhhh. good bye. 

Y 



INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME & 
SOURCE CONTENT SOURCE CONTENT 

TIME & 

104251 
INT-1 

104254 
INT-2 

INT- I  
1042:55 

104256 
INT-2 

INT- I  
104256 

104257 
INT-2 

1042:58 
INT-1 

INT-2 
I 042:5e 

INT- I  
104259 

1042:59 
INT-2 

1043:OO 
INT- I  

(07:06) 
climb check. 

(07:09) 
gear and flaps? 

(07:iO) 
up and up. 

{07:11) 
power and props? 

fourteen and two. 
(07: 11) 

(07:12) 
props sync? 

(07: 1 3) 
it's on. 

{07:13) 
engine gauges7 

(07: 14) 
green and matched. 

(07:14) 
water meth? 

(07: 1 51 
it is uh. 

1042:48 (07:03) 
RDO-I  see ya, 
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INTRA-COCKPIT COMMUNICATION AIR-QROUND COMMUNICATION 

TIME e 
SOURCE CONTENT SOURCE CONTENT 

TIME & 

1043:02 
INT-2 

1043:04 
INT- I  

INT-2 
1043:OQ 

INT- I  
1043:OfJ 

1043:OQ 
INT-2 

INT-1 
1043:i 1 

1043:lQ 
INT-2 

INT- I  
1043:30 

INT-2 
1044:OQ 

(07: 17) 
we don't have it. is that what you're trying to say? -. 
auto feather? 

(07:lQ) 
I was looking for the switch. it's off. 

(07:23) 
and exterior lights? 

(07:23) 
yeah. 

(07:24) 
station call? 

(07:26) 

he. that's pretty cool man. came down like a # rock 
it'$ ah, done. 'three minutes, like we're euppased to 

there. 

(07:33) 
oh yeah. 

(07:45] 
((sound of whistling)) cool beans man, cool beans. 

((sound 01 laughter)) just climin' like a banshee. 
"" ((sound of yawning)) --. where the #am I going? 

(08:24) 
let's see how high we can go a, 



INTRA*COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME & 
SOURCE CONTENT SOURCE 

TIME & 
CONTENT 

! 
! 1044:lO 

INT-1 

INT-2 
1044:18 

1044:19 
INT- I  

INT-2 
1 M4:22 

1044:24 
INT-1 

1045:20 
CAM 

1046:31 
INT- I  

INT-2 
1046:33 

104635 
INT-2 

INT-1 
1046:46 

(08:25) 
one time we went to ten thousand feet from Grand 
Island to Kearney. @ *' had the can you know, he was 
doing this. we were going lo Kearney one day. I was 
flying. I was just sitting there smiling. we went to ten 
thousand feet. 

(08:33) 
((sound of laughter)) 

(08341 
he looks up and he goes, aw #@, ###. 

(0837) 
((sound of laughter)) 

(0839) 

it's like oh, I'm sony. here we go. 
I got a cold @, it's gonna take us forever to get down. 

(09:35) 
((sound similar to change in engine power)) 

(10:46) 
you're qulet 

what? ((sound similar lo standard radio broadcast)) .-- 
( I  0:48) 

** quiet. 

(1 0:50) 

broadcast)) 
((increased volume of sound similar to standard radio 

(1 1:01) 
great balls of fire. ((singing along with radio broadcast)) 

Y 



INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

1046:57 
INT-2 

INT-1 
1046% 

INT-7 
1047:03 

INT-2 
1047:12 

1047:13 
INT-1 

1047:19 
INT-2 

1047:lO 
INT-1 

1047:21 
INT-7 

1047:22 
INT-1 

1047:34 
INT-2 

1047:40 
INT-1 

TIME & 
SOURCE CONTENT SOURCE 

TIME & 
CONTENT 

(11:12] 
((sound of music stops)) 

(11:13) 
((whistling sound)) 

(11:18] 
here we go, justa walking down the street. 

(11:27) 
((sound similar to standard broadcast station resumes)) 

(1 1:28) 
just about five minutes ago I was telling you I said hey 
#, I ain't going to be doing any more of this aerobatics 
#. ((sound of laughter)) 

(11:34) 
no no @ 

(11:34) 
five minutes later imre we are. 

(11:36) 
rooaar. ((sound of laughter)) 

you know? really sucks. 
(11:37) 

[I 1 :49) 
well, altimeters are still fourteen, probably, and left 
traffic three five7 

(1155) 
Yep. 



1047:41 
INT-2 

1047:44 
INT-1 

1048:16 
INT-7 

1048:44 
INT-1 

1048:4% 
INT-2 

INT-1 
1048:48 

1048:51 
INT-2 

INT-1 
1048:54 

INT-2 
1048:56 

INT-1 
1049:OO 

1049:13 
INT-2 

INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME & 
SOURCE CONTENT SOURCE 

TIME & 
CONTENT 

(11:56) 
in range. exterior lights, and in range is pretty much 
done. 

oh. ((sound of whistling)) 
(1 1:59) 

(12:31) 

(12:59] 
we only got one problem here. 

(13:Ol) 
what's that? 

(13:03) 
uh, we only got one missile lek 

(1306) 
oh no, what do we do? what are you doing? 

(13:09) 
slowin' down. I'm bringing 'em in closer. 

(1311) 
you're gonna do what? 

[13:15) 
I'll hit the the brakes. he'll fly right by. then '**what's 
that called uh? what was it called? ooooh, hot shots. 
they hit the brakes, the brake pedal, you know? 

{13:2a) 
yeah . 

w P 



. 
INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME & 
SOURCE CONTENT SOURCE CONTENT 

TIME & 

104934 
INT- I  

1051:34 
INT-1 

INT-1 
1051:43 

1051:44 
I NT-2 

CAM 
1051 :45 

1051 :47 
INT-1 

INT-2 
1051:40 

105152 
INT-1 

105153 
INT-2 

1051 :59 
INT-1 

(13:29) 
they Ily right by 'em. hit the brakes. they fly right by. 
((sound of whistling)) 

1050:48 (15:03) 
R D O- 2  Grand Island traffic, Regional Express twenty six, is 

ten to the southwest, be slraight in, runway throe 

(16:49] 
((sound of whistling)) 

(15:58) 
approach tlaps, 

(15:59) 
cornin' down. 

(16:OO) 
((sound similar to landing gear warning horn)) 

1 16:02] 
horn works. 

twice. 
(16:03) 

(16:07) 
good horn 

(16:08] 
oh yeah, lights are on, radar's on standby, cabin temp 
mode's set, auto feather? 

(16:14) 
it's armed. 

five Grand Island. 



INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME & 
SOURCE CONTENT SOURCE CONTENT 

TIME & 

1052:OO 
INT-2 

1052:05 
INT-1 

1052:09 
INT-2 

INT-1 
1052:ll 

1052:22 
INT-2 

1052:24 
INT- I  

105239 
INt-7 

INT-I 
1052:41 

INT-2 
1052:45 

1052:46 
INT-1 

INT-2 
1052:49 

(16:15) 
flaps are at approach. gear, prop sync to go. 

(16:20) 
yep. yeah boy. yeah bo, 

(16:24) 
ye bo. 
(163261 
ye bo. bok at all these softball fields. I can really 
groove on them. 

(1637) 
what's this softball #. 

{16:39) 
those guys are out there working on the field. --- yep, 
they're out there fixin' it. --- cool. 

(16:64) 
cool. 

we're just like cruisin' along here aren't we7 we're just 
(16:56) 

like toolin'. 

just havin' fun. 
(17:OO) 

(17:Ol) 
toolin' over downtown Grand Island. what are you 
doin"? 

(17:04) 
nothing, why7 



INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME & 
SOURCE CONTENT SOURCE 

105251 (17:06) 

TIME & 
CONTENT 

INT-I what do you think I am, stupid? 

INT-2 
1052:53 (1 7:08) 

didn't catch it the first time though, did you? 

1052:66 (17:ll) 
INT-1 I thought, why's he "* my rudder? does he want to fly? 

1053:OO H7:151 
INT-2 i see ybu lookin' like this, like you're, what a head fake 

there. lot of traffic. 

INT-1 
1053:W (17:Zl) 

what a bull #. 

1053:09 (17:24) 
INT-2 linal's clear. 

1053:ll (17:26) 
ROO-2 Qrand Island traffic, Regional Express twenty six on, 

throe tnib final, runway three five, Grand island. 

INT-1 
1053:18 ( 1  733) 

((sound of whistling)) 

1053:23 (1738) 
CAM ((sound of clicking similar to radio being keyed several 

times)) 

105328 (1 7:43) 
INT-7 ((sound of laughter)) 

1053:31 (1 7:46) 
INT-7 ((sound of mor0 clicks and laughter)) 



INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME & 
SOURCE CONTENT SOURCE CONTENT 

TIME & 

1053:37 
INT-1 

1053:39 
INT-2  

1053:53 
I N T - I  

INT-2  
1053:58 

1053:59 
INT-1 

1054:05 
I N T - I  

IN  T-7 
1054:07 

1054:09 
INT-2 

1054: 1 1 
INT-1 

1054:16 
INT-2 

(1 752) 
sixiy flaps. 

11754) 
comln' now. 

(1 808) 
'' told me he's going to get my car today cause i put a 
Mr. Potato Head on his car. 

(18:13) 
yeah. 

(18:14) 
'cause he put the Potato Head in my in my box so I 
thought I'd put it on his car as a hood ornament, you 
know. 

(18:20} 
*'" probably goln' to come back and my tires are 
gonna be gone. 

(18:22) 
((voice sound similar to whoop whoop whoop)) 

that'li be good. I'm sure he'll do something. 
(18:24} 

(18:26) 
lull drag. I'm goln' to be #. I'm gonna call the sheriff, 
have him goio his house and arrest him, ((sound of 
iaughter))~ 

that's full flaps tliree green. we're cleared to land. 
(10:31] 



INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME & 
SOURCE CONTENT SOURCE CONTENT 

TIME & 

1054:19 
I N T - I  

1054:21 
INT-2 

INT- I  
1054:51 

INT-2 
1054:54 

1054:55 
INT-7 

INT-2 
1054:56 

1054:56 
I N T - I  

1055:05 
INT-? 

INT-1 
1055:D6 

INT-2 
1055:22 

(18:34) 
hope so. 

(18:36] 
and uh, blue lines. lookin' good. good. you're slowing 
down, that's good. no babe in the back the uh, you 
don't have to (press) her. -. there's the red line. eighty 
five, eighty, seventy five, sixty, forty, thirty, twenty, 
wow. 

two In a row. I'm too cool. 
(19:06) 

(19:09) 

(19:iO) 

of course. 

(I 

(19:11] 
want me to get that for you? 

(19:11) 

break. 
((sound of laughter)) oh no. just you relax. take a 

(19:20) 
" lires. 

(l9:21) 
((sound of laughter)) sor , had to be done, stnack. 
the master caution lhing x ere and there. the imprint. 

(19:37) 
look in the mlrror. it looks real c o o l  though. 



INTRA*COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME b 
SOURCE CONTENT SOURCE .CONTENT 

TIME & 

1055:27 
I N f - 1  

1055:33 
INT-2 

1055:34 
IN?-1 

1055:35 
INT-2 

1055:35 
I N t 4  

1055:% 
INT-2 

1056:36 
I N f - 1  

INf-2 
1055:38 

1055:37 
INT- I  

INT-2 
1055:37 

1 O55:38 
I N T - I  

105938 
INT.2 

(19:42) 
he walksaround all day going like this, tlying to reset it. 

(19:48) 
auto ignition, auto feather? 

{ 19:49) 
off and off. 

(19:50) 
lights and ice7 

off (19:67 an off, 

{19:60) 

(19:61) 
UP. 

ttirn? 
(19:51) 

(1952) 
set checked. 

flaps? 

(1952) 
electrical load? 

(1 953) 
good. 

(10:53) 
'7 

c 



.. . .... 

INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME 
SOURCE CONTENT SOURCE TIME & 

CONTENT 

1055:39 
INT-1 

INT-2 
1055:40 

INT.1 
1055:41 

INT-2 
1055:5l 

1055:tZ 
INT-1 

INT-2 
1056:07 

INT-1 
1056:08 

1056:12 
INT-2 

INT-1 
1056:16 

(1954) 
good. 

(19:55) 

{19:56) 
good, that's good, and they're all good, everything's 
good. 

(20:OS) 
that's good. well hey, we're done. 

{20:07) 
guess I can park this way. nope, I still have tires. oh, 
cool. oh, oh, look al what's on top of my car. what the 
# is on top of my car? that #. 
(20:ZZ) 
what is it? 

(20:23) 
Mr. Potato head. oh, I'm goin' to have 4~ gel him, 

{20:27) 
oh gee. we laid the seats down prett'/. 

(2091) 
just like I wanted thom to. 

END O! TRANSCRIPT Of REPOSITIONING FLIGHT 



INTAA*COCKPlT COMMUNICATION AIR-aROUNt) COMMUNICATION 

TIME & 
sounc?. TIME & -.~ CONTENT ~~ SOURCE CONTENT 

BEGINNING of TAANSCAIPT OF ACCIDENT FLIGHT 

CAM 
1139:13 

114001 
I N f - 3  

INT-4 
1140:02 

CAM 
1140:12 

1140:15 
INT-3 

INT-3 
1140:20 

INT-4 

114034 
INt-3 

1 l40:33 

1140:35 
INT-4 

INT-3 
1140:38 

(2055) 
((sound sftnilar to engine ignition)) 

(21 :43) 
Ihe sdvenlure begins. 

(21:44] 
&, dit, dil, da, da. 

(2134) 
((sotmd 01 engine RPM increasing)) 

(2l:ti7) 
((sound similar to radio broadcast)) 

(22:OZ) 
it's me clicking on your company ihia afternoon, as you 
upprmohed the terminal In Grand Islund. 

did you hear thal? 
(22:15) 

(22:le) 
what? 

did you hear me clicking7 
(22:17] 

yeah. 
(22: 10) 



INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME 4 
SOURCE CONTENT SOURCE CONTENT 

TIME & 

INf-4 
114030 

1140:41 
INT-3 

114050 
INT-4 

1 140:5e 
INT-3 

CAM 
1141:05 

1 141 :07 
INT-4 

INT-3 
1141:13 

INT-4 
I t41:1a 

1141:ZO 
INT-3 

(22:20) 
was that you clicking or was that @? 

(2223) 
that's me. 

(22:32) 

possible, isn't it? 
its lots of fun endeavoring IO be as, as annoying as 

(22:30) 
lo annoy the correct people too. 

(22:47) 
((sound similar to engine RPM increasing)) 

(22:4D) 
oh, that would be so sweet if (ED parked my truck out 
here. oh, # that would be open season on his ##. 

(22:65) 
((sound of laughter)) 

(2300) 
I don't think the airport authority would groove on that, 
do you? 

110 I don't think so. I was telling @ thal uh, he he needs 
(23:02) 

to bring his front end loader here and we're thinking 
abut cool places we could put his jeep like on top of 
the fuel Iruck, or places that would support it. 



i 
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INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME & 
80UflCE CONTENT SOURCE CONTENT 

TIME & 

1141:41 
INT.4 

1141:51 
INT-3 

1142:OO 
INT-4 

1142:W 
INT-3 

1142:12 
INT-4 

1142:16 
INT-3 

(23:23) 
that'd be fun to put it, you know, ABC truss has that 
big dumpster, have the front bumper sitting on one 

of it so none of the wheels touched It. 
side of it and the back bumper sitting on the other side 

(2333) 
we're also thinking about some of those ditches if you 
could find one of thaw really deep narrow ditches and 
place one bumper on one side, the back bumper on 
the olher and the wheels would be suspended. 

{23:42} 

there 80 they're abu t  eighth inch off or some, so they 
I bet you could jack hls whoels up and put blocks under 

touch. 

that'd be a really good one to do on him. 
(23:48) 

(23:54] 
I think the blinking headlights would be oh so ]oyous. 

(2357) 
((sound of laughter)) a- yeah, I think that would be 
good. -1 no body. 

v1 
W 

114294 (24:16) 
RDO-4 Grand Island traftii, sky slug five Golf Pop, departing 

to the west, three five Qrend Island. 

CAM 
1142:41 (2423) 

((sounds eimilar to engine RPM Increasing)) 

INT-3 
1142:50 (2432) 

try the single wheel takeoff maybe. 



INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME & 
SOURCE CONTENT SOURCE 

TIME & 
CONTENT 

1142:54 
INT-4 

1142:58 
INT-3 

1143:'12 
INT-4 

114395 
INT-3 

INT-4 
t143:34 

1143:35 
INT-3 

INT-4 
1 143:40 

INT-3 

INT-4 
1143:45 

1143:43 

INT-3 
1143:46 

CAM 
114351 

which one? 
(24336) 

(2438) 
We'll ride the left side, we'll see how long we can do it. -- gmd for those tires. 

(2454) 
they're a hundred and twenty mile an hour tires, aren't 
they? 

(24:57) 
something like that. -- ((sound similar to radio 
broadcast begins)) the G indicator. 

(25:16) 
smite you in the heed? 

(25: 17) 
it did. 

(25:22) 
I know where @I lives on a 

(25:25) 
OK 

(25:27) 
on @. you been there. 

{25:26] 
sure. 

(2333) 
((sound similar to engine RPM decreasing)) 



INTRA*COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME & 
SOURCE CONTENT SOURCE CONTENT 

TIME & 

114354 (2596) 
INT-4 just want to malce sure our transponder works. 63 

asked me to check it. 

1144:06 
RDO-4 

MSP-1 
1144:18 

1144:23 
RDO-4 

1144:36 
MSP-1 

1144:41 
RDO-4 

M S P - I  
1144:45 

1144:53 
LKS-1 

1144:55 
MSP-1 

L K S - I  
1145:OO 

(25:48) 
Minneapolis Center, Beech Airliner one one five 

five hundred, request. 
Golf Pop, off Grand Island climbing through thirty 

(26:OO) 
Beech one one five Qoif Papa, go ahead. 

(26:05) 
yes sir, uh, just put a new, uh, number one 
transponder in here, wondered if you could, uh, 
give us a code, check it out for us? 

(26:l 81 B 
Beech, uh, five Golf Papa, squawk two six six four. 

(26:23) 
twenty six sixty four, for five Golf Pop. 

(26:27) 
Lakes Air eighty seven, change to my frequency 
one one niner point four. 

(26:35) 
Lakes Air eighty seven made the switch. 

(26337) 
Lakes Air eighty seven roger, the, uh, Grand leland 
altimeter's three zero one three. 

(26:42) 
zero one three, Lakes Air eighty seven. 



INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME & 
SOURCE CONTENT SOURCE CONTENT 

TIME & 

1142:54 
INT-4 

INT-3 
1142:56 

114312 
INT-4 

114315 
INT-3 

1143% 
INT-4 

114335 
INT-3 

114340 
IN?'-4 

11.4343 
INT-3 

114345 
INT-4 

INT-3 
1143:46 

CAM 
1143:51 

(24:36) 
which one? 

(2438) 
we'll ride the left side, we'll s0e how long we can do it. -- good for those tires. 

[24:541 
ihey're'a hundred and twenty mile an hour tires, aren't 
they7 

(24:57) 

broadcast begins)) the (3 indicator. 
something like that. .. ((sound similer to radio 

smite you in the head? 
(25:16) 

(26:17) 
it did. 

(25:22) 
I know where @ lives on a 

(25:25) 
OK 

(25:27) 
on @. you been there. 

(25:28) 
sure. 

(2593) 
((sound similar to engine RPM decreasing)) 



i 

INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME & 
SOURCE CONTENT SOURCE CONTENT 

114354 (25:36) 

TIME & 

INT-4 just want to make sure our transponder works. @ 
asked me to check it. 

RDO-4 
1144:06 

1144:18 
MSP-1 

1144:23 
RDO-4 

1144:36 
MSP-1 

1144:41 
RDO-4 

1144:45 
MSP-I 

1144:53 
LKS-1 

1144:55 
MSP-1 

1145:OO 
LKS-1 

{25:48] 

Golf Pop, off Grand Island climbing through thirty 
Minneapolis Center, Beech Airliner one one five 

five hundred, request. 

{26:00) 
Beech one one five Golf Papa, go ahead. 

(26:OS) 
yes sir, uh, just put a new, uh, number one 
transponder in here, wondered if you could, uh, 
give us a code, check it out for us? 

VI 

(26:le) 
Beech, uh, five Golf Papa, squawk two six six four. 

4 

twenty six sixty four, for five Golf Pop. 
(26:23) 

{26:27) 
Lakes Air eighty seven, change to my frequency 
one one niner point four. 

(26:35) 
Lakes Air eighty seven made the switch. 

{26:37) 
Lakes Air eighty seven roger, the, uh, Grand island 
altimeter's three zero one three. 

{26:42) 
zero one three, Lakes Air eighty seven. 



! 

INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME & 
SOURCE CONTENT SOURCE CONTENT 

TIME & 

1145:02 (26:44) 
MS P-1 Beech five Golf Papa I'm picking up the 

transponder, uh, I show you about four southwest 
of Grand Island, mode C shows three thousand five 
hundred. 

114519 
INT-4 

1145:20 
INT-3 

INT-4 
1145:21 

1145:22 
INT.3 

CAM 
114323 

INT-7 
1146:40 

1145:5l 
INT-3 

Cool'? 
(27:Ol) 

(27:02) 
cool. 

(27:03) 
that's as officlal as we get tonight. 

(27:04) 
that's right. 

{27:0,5) 
((sounds similar to trim in motion)) 

(27:22) 
i 

(27:33) 
lazy elghts in the ninety nine. 

1145:ll (26:53) 
RDO-4 that's right on for five Golf Pop, thanks a lot, uh, 

we're going to twelve hundred, uh, have a nice 
night. 

1145:16 (213:G8) 
M S P- 1 Golf Papa roger. 



INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME & 
SOURCE CONTENT SOURCE 

TIME 8 
CONTENT 

INT-4 
1145:53 

I N 1 4  

114600 
CAM 

1146:02 

1146:59 

INT-3 

1148:07 
INT-4 

CAM 
1146:OO 

1148:ZO 
INT.4 

11 46:35 
INT-3 

1 14646 
INT-3 

INT-4 
1146:53 

done etnybody with the, uh, rudder trim with the yaw 
(27:35) 

damp on yet? then when they click it off on final, 
wham. 

(27:41) 
((sound of laughter)) 

(27:42) 
((sound similar to trim in motion)) 

(27:44) 
these new guys coming might be worth that *, for 
(ones) that doing that to. 

(27:49) 
I was thinking like @ and those klnd of people. 

(2750) 
((sound similar to landing gear warning horn)) 

(28:oZl 
uh, I need lo elimlnate that #. 

(28: 17) 
yes, mine is regularly indicating that {way) also. -- 
((sound similar to human voice imitating engine noise)) 

(28:28) 
ready lo spew yet? 

(28:35) 
negative commandor. commander ralph blowchowski. 



INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME & 
SOURCE CONTFNT SOURCE 

TIME & 
CONTENT 

1147:04 
INT-3 

INT-3 
1147:12 

INT-4 
1147:15 

IMT-7 
1147:19 

1147:21 
INT-4 

1147:44 
INT-3 

1147:47 
INT-7 

1147358 
INT-3 

INT-4 
114O:lO 

1148:12 
INT-3 

I N f - 4  
1148:25 

(28:46) 
fella really needs to (rim well ((possibly: a lrirn wheel)) if 
you gonna do a lot of that, ((sound similar to trim in 
motion)) 

(2854) 
((sound similar to radio broadcast continues)) 

(2857) 
need an extra one? 

(29:Oi) 
((sound of chuckle)) 

j29:03) 
they wonder why all the sun visors are out and all the 
seats are *, and all the magazinesare in the aisle. 

' I bet it'd be real easy to just take it right on over. 
(2s:za) 

(293.29) 
wheeeeeeeeee. 

keet, il kinda Dositive and lust, ' freak shut out, big 
(29:40) 

timi started ihrough and messed up. 

(29:62) 
keep ' (low) 

(29354) 

altitudes. 
((sound of laughter)) -. not big fan of unusual 

(30:07) 
((mund eimilar to human imitating airplane engine)) 



INTRA-COCKPIT COMMUNICATION AiR-GROUND COMMUNICATION 

TIME & 
SOURCE CONTENT 

TIME & 
SOURCE CONTENT 

CAM 
114827 

1149:07 
INT-3 

1149:i 1 
INT-4 

INT-3 
1149:12 

1149:16 
INT-3 

1 l49:31 
INT-4 

114933 
INT-3 

1149:36 
INT-4 

INT-3 
1149:37 

INT.4 
1149:39 

INT-3 
1149:42 

(30:OQ) 
((sound similar to trim in motion)) 

(3049) 
the switch is still broken over here. 

(30:53) 
press to talk slays on? 

yeah. 
(3054) 

(3068) 
((sound similar to redia broadcast ended)) -- (it is) our 
desire to see the world turn upside down and then 
right itself again. 

(31:13) 
how would this be7 

(3135)  
by doing what we're just doing but keopin' going. 

(31:18] 
have you done swh a thing? 

{31:19] 
no. 

(31 :21) 
I've not eilher. I've never rolled an airplane. 

(31:24) 
you never rolled any airplane? 



INTRA-COCKPIT COMMUNICATION AIR-GROUND COMMUNICATION 

TIME & 
SOURCE CONTENT SOURCE CONTENT 

TIME & 

INT-4 
1149:43 (31:25) 

zero polnt zero. 

114945 (31:27) 

1149:61 (31:33) 

INT-3 well #. never rolled a ninety nine. 

I N 1 4  done a lour oh two? 

INT-3 
114952 (31:34) 

nope. one fifly twos, one sevenly twos. that's when I 

they don't roll very well at all. we were oing aileron 
knew it was time to get out of Instructin , those slugs, 

come around kinda hard the barrel roiI1s a lot easier on, 
rolls where you just sit liko thls and Iu6t crank, and they 

uh, they don't have enough poop to barrel roil, one 
seventy two's not l b o  bad, just where, you's kinda 

row. and you Just kindn start coming in ike this, puilln' 
nose down I guess we've got enough 8 eed right 

up. .. 

t 

P 
1160:2E (3230) 
INT-3 and keep positive Gson it. take it ail the way around, 

unload .-- 
1160:35 (3237) 
INT-3 and then point straight for the ground. 

END of TRANSCRIPT of ACCIDENT FLIQHT 

END of RECORDING 
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