National Transportation Safety Board
Aviation Accident Data Summary
Location:

Silverton, CO

Accident Number:

CEN15FA400

Date & Time:

09/05/2015, 1408 MDT

Registration:

N1099Q

Aircraft:

CESSNA 310H

Injuries:

4 Fatal

Flight Conducted Under:

Part 91: General Aviation - Personal

Analysis
The airplane owner, who was a noninstrument-rated private pilot and did not hold a multiengine
airplane rating, was conducting a visual flight rules (VFR), personal cross-county flight in the
multiengine airplane. Before the accident flight, the pilot flew the airplane to an intermediate airport
to refuel. A review of air traffic control (ATC) radio transmissions between the pilot and an air traffic
controller between 0911 and 0938 showed that, during the approach for landing, the pilot
misidentified in every transmission the make and model airplane he was flying, referring to his
airplane as a Piper Comanche instead of a Cessna 310. Further, he did not provide correct responses
to the controller's instructions (for example, he reported he was set up for the left base leg instead of
right base leg as instructed), and he provided inaccurate information about the airplane's position,
including its distance and direction from the airport.
A witness stated that, after the airplane landed and while it was taxiing, it almost hit another airplane
and golf carts, and it was taxied close enough to the fuel pumps that it "knocked" a ladder with one of
its propellers. The witness said that the pilot was not "observant about his surroundings." While at the
intermediate airport, the pilot requested an abbreviated weather briefing for a VFR flight from that
airport to the destination airport. However, the pilot incorrectly identified the destination airport as
"L51," which was depicted on the VFR sectional chart for the Amarillo area but referred to the
maximum runway length available at the destination airport not the airport itself. L51 was an airport
identifier assigned to an airport in another state and located north of the accident location and in a
direction consistent with the airplane's direction of travel at the time of the acident.
During the departure for the accident flight, the pilot taxied to and attempted to take off from an
active runway without any radio communications with or clearance from ATC, which resulted in a
runway incursion of an air carrier flight on final approach for landing to the runway. The air carrier
initiated a missed approach and landed without further incident. The controller reported that the
runway incursion was due to the accident pilot's loss of "situational awareness." Radar data showed
that, after the airplane departed, it turned northward and away from a course to the intended
destination airport. The northward turn and track was consistent with a course to an airport in
another state. According to meteorological information, as the flight progressed northward, it likely
encountered instrument meteorological conditions (IMC) while flying into rain showers. The
wreckage was found in rising mountainous terrain, and the accident wreckage distribution was
consistent with a low-angle, high-speed impact. Given that postaccident examination of the airplane
revealed no mechanical anomalies that would have precluded normal operation, it is likely that the
noninstrument-rated pilot did not see the rising mountainous terrain given the IMC and flew directly
into it.
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The pilot had told person(s) that he flew F-4 Phantoms, but a military identification card showed that
the pilot was a retired Marine lance corporal. Although the pilot's logbook showed that he had
accumulated 150 hours of multiengine airplane flight time, there was no record of the actual flights
showing the accumulation of 150 multiengine airplane hours or any record that he had flown military
aircraft. The logbook did not show that the pilot had received any flight training in the accident
airplane. The logbooks also showed that he had flown numerous flights in the airplane with
passengers without proper certification and that he had not had a recent flight review as required by
Federal Aviation Regulations (FARs). The pilot's logbook showed that he had once made low-altitude
(10 ft above the ground) passes over a parade in the same airplane. The airplane had not received an
annual inspection for continued airworthiness as required by FARs. The pilot's noncompliance with
FARs and the logbook entries indicate that he had a history of poor decision-making and piloting
errors, which was reflected in his behavior and actions while landing at the intermediate airport and
during the taxi and takeoff phases of the accident flight.
Although the pilot had a number of medical problems that potentially could have interfered with his
ability to safely operate the airplane, including spinal cord injuries, diabetes, and psychiatric issues,
and was taking medications to treat them, these conditions and medications likely would not have
interfered with his navigational skills and his ability to communicate on the radio or affected his
decision-making. Although the available medical information was limited by the degree of damage to
the body, there was no evidence of a medical condition or effects of a medication that contributed to
this accident. Although ethanol was detected in the pilot's tissues, it likely resulted from postmortem
production.

Flight Events
Enroute - VFR encounter with IMC
Enroute - Controlled flight into terr/obj (CFIT)

Probable Cause
The National Transportation Safety Board determines the probable cause(s) of this accident to be:
The noninstrument-rated pilot's improper judgment and his failure to maintain situational
awareness, which resulted in the flight's encounter with instrument meteorological conditions and
controlled flight into terrain during cruise flight.

Findings

Personnel issues-Experience/knowledge-Experience/qualifications-Recent instrument experiencePilot - C
Personnel issues-Experience/knowledge-Experience/qualifications-Qualification/certification-Pilot C
Personnel issues-Action/decision-Info processing/decision-Decision making/judgment-Pilot - C
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Personnel issues-Psychological-Attention/monitoring-Task monitoring/vigilance-Pilot - C
Personnel issues-Psychological-Attention/monitoring-Monitoring environment-Pilot - C
Personnel issues-Psychological-Perception/orientation/illusion-Situational awareness-Pilot - C
Environmental issues-Conditions/weather/phenomena-Ceiling/visibility/precip-(general)-Effect on
operation - C

Pilot Information
Certificate:

Private

Age:

71

Airplane Rating(s):

Single-engine Land

Instrument Rating(s):

None

Other Aircraft Rating(s):

None

Instructor Rating(s):

None

Flight Time:

35 hours (Total, this make and model)

Pilot-Rated Passenger Information
Certificate:

Private

Age:

67

Airplane Rating(s):

Single-engine Land

Instrument Rating(s):

None

Other Aircraft Rating(s):

None

Instructor Rating(s):

None

Flight Time:

786 hours (Total, all aircraft), 786 hours (Total, this make and model)

Aircraft and Owner/Operator Information
Aircraft Make:

CESSNA

Registration:

N1099Q

Model/Series:

310H

Engines:

2 Reciprocating

Operator:

Pilot

Engine Manufacturer:

Continental Motors

Operating Certificate(s)
Held:

None

Engine Model/Series:

IO-470-VOCD

Flight Conducted Under:

Part 91: General Aviation - Personal

Meteorological Information and Flight Plan
Conditions at Accident Site:

Instrument Conditions

Condition of Light:

Day

Observation Facility, Elevation:

TEX, 9070 ft msl

Weather Information Source:

Weather Observation Facility

Lowest Ceiling:

Broken / 6000 ft agl

Wind Speed/Gusts, Direction:

5 knots / , 190°

Temperature:

17°C

Visibility

10 Miles

Flagstaff, AZ (FLG)

Destination:

Precipitation and Obscuration:
Departure Point:
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Amarillo, TX

CEN15FA400

Wreckage and Impact Information
Crew Injuries:

2 Fatal

Aircraft Damage:

Destroyed

Passenger Injuries:

2 Fatal

Aircraft Fire:

None

Ground Injuries:

N/A

Aircraft Explosion:

None

Latitude, Longitude:

37.761944, -107.845556 (est)

Administrative Information
Investigator In Charge (IIC):

Mitchell F Gallo

Adopted Date:

04/19/2017

Note:

The NTSB traveled to the scene of this accident.

Investigation Docket:

http://dms.ntsb.gov/pubdms/search/dockList.cfm?mKey=91934
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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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