M National Transportation Safety Board
Aviation Accident Data Summary

Location: ANVIK, AK Accident Number: ANCO1LAQ66
Date & Time: 06/02/2001, 0930 AKD Registration: N25BA
Aircraft: Helio H-391B Injuries: 1 None
Flight Conducted Under: Part 91: General Aviation - Business

Analysis

The private certificated pilot was departing a river in a float-equipped airplane. During the takeoff
run, the airplane came up on-step, but started to veer to the left. The pilot was holding full right
rudder, but the airplane continued to turn left. He aborted the takeoff, but the left float collided with
the bank of the river, and the right wing struck a tree. The airplane received damage to the left float
assembly, the fuselage at the forward left float attach point, and the leading edge wing slat of the right
wing. The float assembly was installed the previous month, 11.5 hours before the accident under a
Supplemental Type Certificate (STC). Since the float installation, the pilot said he had trouble
obtaining full right rudder travel of the aerodynamic rudder. After the accident, a mechanic found an
incorrect set of springs, as part of the water rudder/aerodynamic rudder rigging, installed on the
airplane. An FAA airworthiness inspector reviewed the tail spring concerns raised by the pilot. She
found that the float installation STC specified the use of D-376 water rudder steering springs. Due to
the lack of immediate availability, the installer used Scott 3200 tailwheel steering springs. The
installer told the FAA inspector that due to the similarity of the two spring sets, he has utilized Scott
3200 tailwheel springs in the past on other float installations, utilizing FAA field approvals, and
substitution of the springs have been widely used in the floatplane industry. In this case, the installer
did not obtain an FAA field approval. The installer told the FAA that when the floats were installed on
the accident airplane, the rigging of the water and aerodynamic rudders allowed proper movement of
each assembly. The installer reported that the difference in the two spring assemblies, as measured
by applying a 40 pound weight to each set, was 3/8 inch further extension of the D-376 springs.

Probable Cause

The National Transportation Safety Board determines the probable cause(s) of this accident to be:

The pilot's continued operation of the accident airplane with known equipment deficiencies, and an
improper installation of the float assembly by maintenance personnel. A factor in the accident was
the pilot's delay in aborting the takeoff.

Findings

Occurrence #1: LOSS OF CONTROL - ON GROUND/WATER
Phase of Operation: TAKEOFF - ROLL/RUN

Findings

1. (C) OPERATION WITH KNOWN DEFICIENCIES IN EQUIPMENT - CONTINUED - PILOT IN COMMAND
2. LANDING GEAR,FLOAT ASSEMBLY

3. (C) MAINTENANCE,INSTALLATION - IMPROPER - OTHER MAINTENANCE PERSONNEL

Occurrence #2: ON GROUND/WATER ENCOUNTER WITH TERRAIN/WATER
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Phase of Operation: TAKEOFF - ABORTED

Findings

4. TERRAIN CONDITION - DIRT BANK/RISING EMBANKMENT
5. (F) ABORTED TAKEOFF - DELAYED - PILOT IN COMMAND

Pilot Information

Certificate:

Airplane Rating(s):
Other Aircraft Rating(s):
Flight Time:

Private Age: 46
Single-engine Land; Single-engine Sea  Instrument Rating(s): None
None Instructor Rating(s): None

126 hours (Total, all aircraft), 66 hours (Total, this make and model), 78 hours (Pilot In Command, all
aircraft), 102 hours (Last 90 days, all aircraft)

Aircraft and Owner/Operator Information

Aircraft Make:
Model/Series:
Operator:

Operating Certificate(s)
Held:

Flight Conducted Under:

Helio Registration: N25BA

H-391B Engines: 1 Reciprocating
AURORA VENTURS INC. Engine Manufacturer: LYCOMING
None Engine Model/Series:  G-0435C2B2-6

Part 91: General Aviation - Business

Meteorological Information and Flight Plan

Conditions at Accident Site: Visual Conditions Condition of Light: Day
Observation Facility, Elevation: Weather Information Source: Pilot

Lowest Ceiling: None Wind Speed/Gusts, Direction: 8 knots / , 360°
Temperature: 13°C Visibility 20 Miles
Precipitation and Obscuration:

Departure Point: ANVIK, AK Destination: ANVIK, AK (K40)

Wreckage and Imeact Information

Crew Injuries:
Passenger Injuries:
Ground Injuries:

Latitude, Longitude:
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1 None Aircraft Damage: Substantial
N/A Aircraft Fire: None
N/A Aircraft Explosion: None

62.869444, -160.742778
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Administrative Information

Investigator In Charge (lIC):  SCOTT ERICKSON Adopted Date:  02/20/2002

Investigation Docket: NTSB accident and incident dockets serve as permanent archival information for the NTSB’s investigations.
Dockets released prior to June 1, 2009 are publicly available from the NTSB’s Record Management Division

at pubing@ntsb.gov, or at 800-877-6799. Dockets released after this date are available at
http://dms.ntsb.gov/pubdms/.

The National Transportation Safety Board (NTSB), established in 1967, is an independent federal agency mandated by Congress
through the Independent Safety Board Act of 1974 to investigate transportation accidents, determine the probable causes of the
accidents, issue safety recommendations, study transportation safety issues, and evaluate the safety effectiveness of government
agencies involved in transportation. The NTSB makes public its actions and decisions through accident reports, safety studies, special
investigation reports, safety recommendations, and statistical reviews.

The Independent Safety Board Act, as codified at 49 U.S.C. Section 1154(b), precludes the admission into evidence or use of any part of
an NTSB report related to an incident or accident in a civil action for damages resulting from a matter mentioned in the report.
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