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-\ Pile No. 3-3313

NATIONAL TRANSPORTATION SAFETY BOARD
WASHINGTON, D, C. 20591

AIRCRAFT ACCIDENT REPORT
September 11, 1974

ATRCRAFT POOL LEASING CORPORATION
LOCKHEED SUPER CONSTELLATION
L-10494, N6917C
ML-.MI, FLORIDA
DECEMBER 15, 1973

SYNOPSIS

At 2353 e.s.t. on Decembor 15, 1973, an Aircraft Pool Leasing
Corporation's Lockheed Super Constellation L-1049H, which was operating
as a cargo carrier, crashed after takeoff from runway 9L of the Miami
International Afrport, Miamd, Florida. The aircraft struck the ground
1.25 miles east of the airport and destroyed several homes, automobiles,
and other property. The afir.raft's occupants--three crewmembers--and
8ix persons on the ground were killed. Two others were injured slightly,
The afrcraft was destroyed by impact and fire,

The National Transportation Safety Eoard determines that the probable
cause of this accident was overrotation of the aircraft at lift-off result-
ing in flight 4in the aerodynamic region o reversed commond, near the
stall regime, and at too low an altitude to effect recovery. The rcasous
for thn aircraft's entering this adverse flight condition could not be
determinead, Factors which may have contributed to the accfident include:
(a) Improper cargo loadirg, (b) a rearward movement of unuvecured cargo
resuiting sn a shift of the cencer of gravity aft of the allowable limit,
and (c) deficient crew coordination,

As the result of this accident, the Safety Board has mada several
recomnendations to the Administrator of the Federal Aviation Administra-
tion (FAA) ,

1. INVESTIGATION

1.1 History of the Fligh:

On Decraber 15, 1973, Aircraft Pool Leasing Corporation's Lockheed
Super Constellation L-1C49H, N6917C, was on a nonscheduled cargo flight
from Miaml International Airport, Mfami, Florida, to Maiquitia Airvort,
Caracas, Venezuala. The cargo load consfsted of Christmay trees from
Canada; there were no passengers,
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On the evening of December 14, 1973, N6917C was taxied to the load-
ing ranp of a freight company in the northwest area of the afirport. At
0700, 1/ December 15, 1973, loading began and was completad at 1230, The
freight loading supervisor stated that the main cadbin was completely
filled with trees. Rundles of trees were also loaded into the forward
and aft belly compartmants.

At 1329:20, Miami International Flight Service Station (IFSS) re-
ceived an fustrument flight rules (IFR) flight plan for N6917C. The pro-
posed departure time, as filed with Miami Air Ruute Traffic Control
Canter (ARTTC) was 1415. This time was subsequently amended by the crew
to 2200, because of the need to replace the aircraft's batteries, which
were missing when the flight enginees made his routine walk-arsund checks.

After replacement batteries wera p'.cchased, charged, and installed
in tt2 aircraft, the three-merber crew began preparing for departure.

At 2256, after overcoming some difficulty starting the engines, the
flight contacted Miand Ground Control (GC) and requested taxi clcarance.
N6917C was cleared to taxi to runway 9L and an en route clearance was
givan to the crew at 2307. The aircraft proceeded to the ramp area ad-
jacent to runway 9L and remained there until 7322. The crew then advised
the tower that they would like to return to ...« ramp and requested that
their flight plan be held as they expected a delay of only 15 to 20 min-
utes. A witness at the freight terminal stated that when the aircraft
returned, the crew requested somo assistance i:cause they couldn't proper-
ly close the crew compartment door. Something vas sturk in the door
roller track. The witness statzd, 'l got a screwdriver out of my car and
gave it to somebody who took it up to the copilot, and whatever it was
that was lodged in the roller, ha got it out,"

At 2341:45, the crew reestabliched radio contact with Miami GC, and
the flight was cleared to taxi back to rnnway 9L, Witnesses stated that
as the aircraft taxied from the rur'n ramp, the No. 1 engire stopped;
however, it was restarted fumedisate -,

At 2350230, the flight advised the local controller that the flight
was ready to roll, The controller asked if the flight was . . . going
from the intersection.” The flight replied, "Seven Charlie affirvative.”
The flight was cleared for takeoff on rumway 9L and advised of, ". . .
traffic 4 miles out for the vumway." At 2351, the crew acknowledged,
"One 3deven, Charlie."

Upon clearance, a rolilw: takeoff was started. According to tower
controllers, the aircraft bec.me ajrborne abruptly 4,800 feet from che
start of the takeoff, and it as2umed an unusually nose-high attituda,

1/ All “imes herein are eastern standard, based on the 24-hour click,
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According to two of the controllers, N6917C's attitude was 20° to 30°
noseup shortly after the aircraft became airborne,

The controllers ag.eed that the aircraft attained & maximum altitude
of 100 to 120 feet as 1: continued its climbout. They also agreed that
the landing gear was d.ua uatil the aircraft passed the end of the runway,
It then appeared to reiract. As the flight continued eastward, controle
lers lost visual contect with it because of a hangar that obs:ructed
their view. The hangar i{a about 120 feet high., The tower cab supervisor

recalled that the airccafu »c3 losing altitude os it disappeared behind
the hangar.

At 2352155, the lccal controller cleared N6917C to contact Mlami

departure control and 10 seconds later, the flight acknowledged, 'One
seven Charlie,"

At 2353125, a two-word transmission, "One Charlie,' was heard on the
local frequency of 118.2 MHz, At 2353135, an aircraft on final approach
to runway 9L reported to the tower that "soma kind of smoke ball went up,"

Tower concrollers also observed a flash and a ball of suoke at about the
same: tioa,

The aircraft crached 1.25 miles east of the airport. After striking
high tensfon wires and a tree, the aircraft crashed into a parking lot,

after which it coliided vith several homes and other property before
stopping.

The weather was ciear and the visibility wae 10 miles, Many persons
observed the aivcraft at varfous places along the flightpath, Most of the
witnesses interviewed were aeronautically qualified with either pilot or
maintenance backgrounds, or both, Many of them were located north and
east of the takeoff runway and adjacent to it, The majority of witnesaez
stated that the alrcraft did rot exceed an altitude of 100 to 200 feet
and that most of the time it maintained an extremely nose-high attitude.
Soma witnesses astated that the afrcraft was flying very slowly, ". . .
near a stall.” Eleven witnesses stated that the engines were either not
producing full power or were ralfunctioning in some minner., Most wite
nesses who were in a position to observe the aircraft in ite final moments
of flight, stated that the left wing was down and that the vrail was very

low; some of these reported that engine sound decreased or ceased just
before impact.

One witness, with an afrcraft maintenance background, stated: "The
aircraft continued down the rurway and then it appeared to me that the
power was reduced, and I thorght the captain was gofng to abort, but he
iid not., Power was again applied, and the aircraft broke ground about
even with Eastern's 1011 hangar, It raised to about 100 feet. Not any
more than 100 feet was reached, 1.f that, I balieve about the time he
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reached the airport fence his antf-collision light on top of the fuselage
was in full view to me, fndicating that the aircrafc had dropped its

tail and was in a severe nose-up position., At the same time, it started
to sink., It started to raise momentarily as if it were going to recover
and then sank out of sight, ., . ."

1.2 Injuries to Persons

Injuries Crew Passengers

Fatal
Nonfatal
None

Damage to Afircraft

The aircraft was destroyed by impact and postimpact fire,

1.4 Other Damage

Four homes, seven automcbiles, and a4 motorcycle were destroyed by
impact and fire. Several homes were damaged slightly.

1.5 Crew Information

The captain and the first officer were certificated properly for the
flight. The captain was qualified {n the afrcraft. The first officer did
not satisfy the second-in-command qualifications {in 14 CFR 61,55, The
fligh: engineer lacked recency of experience in the aircraft and obtained
a first-class medical certificate by withholding information concerning
his past medical history, (See Appendix B,)

1.6 Afrcraft Information

The ajrcraft was certificated and maintained according to Faderal
Aviation Adsministration (FAA) requirements. (See Appendix C,)

The L-1049H 13 certified for a maximum takooff weight of 142,100
pounds, a maxioum allowable landing weight of 114,500 pounds, and a maxi-
munm zero fuel weight of 109,500 pounds. The center of gravity (c.g.)
limits are vetween 18 percent and 32 percent mean aercdynamic chord
(MAC). On July 5, 1973, N6917C was recertified with a basic empty weight
of 72,542 pcunds at a c,g. of 13,9 percent MAC,

The aircraft was loaded with 666 bundles of Christmas trees. Report=
edly, 621 bundles were loaded in the cabin, 15 in the forward baggage com~
partment, and 310 in the aft Laggape compartment., The bundles did not
contain the sawe number of trees ard, therefore, were not the sawe size
and weight. According to the freight loading supervisor, those burdles
loaded iato tha main cargo compartwent through the rear cargo loading
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door were stacked longitudinally from the forward bulkhead to th. rear

of the aircraft. The trees ware stacked from wall to wall and from floor
to celling, without leaving a passageway to the rear of the atrcraft., The
loading supervisor testified tbat the butt ends of the trees faced the
foward end of the airplane, and additional trees were overlapped until the
trae bundles reached the ceiling., This loading pattern continued to the
resr of the aflrcraft until the atreraft was completely filled. One wite
ness reported that a small area directly opposite the door was left un-
loaded. The methods of securing cargo prescribed fn 14 CFR 91.203 were
not used, and the loading supervisor did not receive any guidance with
regaxd to load distribution, He stated that the original intent was to
load all of the trees on hand into the aircraft. When it was apparent
that this could not be done, he was told to put aa many on 18 possible,

The lack of a weight and balance manifest hampered efforts to deter-
mdne the correct weight and distribution of tha load aboard Né917C,
Based on the Canadian export declaration, the average weight of each
bundle was 33,5 pounds. Therefore, the total cargo weight was about
22,311 pounds. Randomly selected ti2a bundles at the accident scene
weighed an average of 42 pounds per bundle. An average weight of 42
pounds would have resulted in a total cargo weight of 27,972 pounds, Tae
average weight of the bundles that were not loaded aboard the aircraft
was 51 pounds per bundle. These trees, however, had been wet down after

the afrcraft had been loaded. An average weight of 51 pounds would have
resulted in a total cargo weight of 33,966 pounds.

N6917 was fueled with 3,300 gallons of 115/145 octane aviation gaso-
line, According tc the flight engineer's log, which was recovered from
the wreckage, there were 1,500 gallons in the Nos, 1 2ad 4 main tanks,
and 550 gallons in the Nos. 2 and 3 maf{n tanks. Based on these figurea,
N6917C was carrying 4,300 gallons of fuel at takeoff,

Based on the available information, the Lockheed California Company
calculated the aircraft's weight and c.g. for the various tree-bundle
weights. It was assumed that the bundles were uniformly distributed
throughout the aircraft, The table that follows shows the results of
those calculations,

Average Wefght C.8. Take Off
Per Bundle Ca:go Load MAC Gross Weight
(1bs.) (lbs.) (percent) (1bs.)

33 21,¢/8 26.3 122,536
42 27,972 28.1 128,530
51 33,966 29,7 134,524

The effect of an aft shift of the caigo on the afrcraft's c.g, was also
calculated, For each inch averege shift of the total load the effect would be:
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0.14 percent MAC for 5l-pound bundles
0.12 percent MAC for 42-pound bundles
0.10 percent MAC for 33-pound bundles

A document recovered from the cockpit showed two figures, apparently
in the captain's handwricing: A V; of 103 kn. and a V2 of 118 Kn. These
figures correspond to a takeoff gross weight of between 130,000 pounds and
132,500 pounds, respectively.

A freelance copilot, who flies regularly in the Miami area and who
had flown N6917C, said that restraining straps or cargo nets are not
generally used to secure cargo. He also stated that generally the c.g.
determinations are made by '"guesstimate' and accordingly, the pilots who
fly rhe cargoliners use the full runway length for takeoff. They normally
accelerate the aircraft slowly and make shallow 1iftoff rotations aad
climbouts to prevent load shifts.

According to information obtained durirg the inquiry from airmen who
had £lown N6917C, the landing gear safety solenoid had to be overridden
manually in order to raise the gear handle. They also stated that the
throttla friction locks on the pilot's quadrant ond on the flight en-
gineer't panel were defective and would not hold the throttles properly.

1.7 Metvorological Information

The surface weather observation recorded by the National Weather
Service at Miaml International Afrport fmmediacely tollowing the accident
was as follows:

2356 « Clear, visibility-10 miles, temperature-67°F., dew point-57°F.,
wind=180° at 5 kn,, altimatec setting=30,00 {in,

1.8 Aids to Navigation

Not applicable

1.9 Comnunications

No difficulty was reported with communications between the flight and
air traffi~ control.

1,10 Aorodrome ard Ground Facilities

The Miami International Afrport is located 9 riles NW of Miami at
geographic coordinates 25° 47' 35N, latitude and 80° 17' 10" W. longitude.
The airport elevation 18 9 feet, and has three paved runways. Runway
91./27R, which 1s 11,500 feet long snd 200 feet wide, {8 the longest of
the three. The full length of the runway 18 grooved for 90 feet on each
sfde of the centerline. High intensity rumway lights serve the rumway,




1.11 Flight Recorders

No flight data or ccckpit veice rezorders were installed in this
aircraft nor were they required,

1,12 Afrcraft Wreckage

1,12.1 Structutgg

The wreckaga was 3istributed in a residential area on MW 30th Street
between NW 32nd and NW 318t Avenues, The wrackage was confined to an
area about 530 feet long and 60 feet wide., (See Appendix D,) Gouge
marke showed rhat the left wing and the left horizontal stabilizer struck
the ground simuitaneously; they were consistent with a left wing-down
attitude of about 40° and a fuselage attitude of about 25° noseup,

There was no evidence of {n-flight structural fafilure, fire, or
explosion,

All structural separation resulted from the fwpact; there was no
evidence of in-flight malfunction or fallure of the primary structure or
of any of the €light control surfaces or systems.

The forward fuselage between FS-122 and FS-481 was separated from the
aft main fuselage section. This sectiun included the captain's, first
officer's and flight engineer's seats., All of the seats were attached to
the floor s“ructure. The captain's and first officer's seats were
twisted to the left and {n a forward direction. This entire fuselage
section was not damaged by fire,

Each of the four engfines had separated from fts attaching structurae.
The left and right wings had separated from the fuselage; both were
partially consumed by the ground fire. The left main landing gear had
geparated from its wing attaching structure, and the right main gear was
retracted and attached to the reraining portion of the right wing. Some
cargo was still inside this section of the fuselage, and no cargo tile-
down ropes, nets, or webbing were found.

One flap panel from the right wing was recovered. The flap panel
was still attached to the wing-to-fuselage filet area. The panel was
wrinkled and had been damaged by heat; the flap was partially extended,.
The distance between the forward panel of the flap roller slide and
centertine of the flap rolle~ bolt was 33.25 fn., This measurement was
set on 2 similar model aircraft; the setting corresponded to a takeoff
position of 60~-percent flap extension.

1,12.2 Systems

The windshield area was removed ‘uring rescue operations; tharefore,
controls, switches, and some fnstrument readings may have been altered,
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The damaged elavator flight control boost unit was in the manual posi-
tion, Mut the cockplt lever was in the boost "on' position. Tha elevator
flight control boost unit is operated by cables which had failed as the
result of tension overloads. The unit wvas examined extensivaly on and
off the aircraft. There was no evidence of a preimpact failure or mal-
functien,

The hydraulic cross-over valve control switch was {n the normal
position. Hydraulic pressure for both primary and secondary systems was
fndicated by gauge readings. The bulb for primary hydraulic pressure
warning contained a stretched filament.

The rudder boost was located in the taill wreckage, It was mounted
in position and cables and hydraulic lines were attached, There were no
apparent leaks {n the hydraulic lines or fittings.

The engine atart switch was found in the No. 2 ¢ngine position and
the propeller reversing light bulb filament for the No, 2 propeller was
stretched,

There was no evidence of a pitot-static systern {aflure or malfunc-
tion. The pltot tube at the lower right side of the fuselage was un-
damaged, and the fnlet was clear,

1.12.3 Powerplants

The remains of the 4 engine assemblies showed no evidence of in-
flight fire. Disassembly and inspection of the examinah'e accessories
and components of the four engines disclosed no preex’:s .ng discrepan-
cies, FExamination of the four engines showed that: (i} The removed
spark plugs were in norral condition and evidenced minimal wear; (2) the
walls of the remved cyifnders throughout the area of piston travel were
comparatively smooth; (3) the exposed pistons did not bear any indica-
tions of distress or markings suggestive of engine overspeed; (4) the in-
take and exhaust valves and valve seats were in good condition with no
indications of burning or pitting noted, Borascope examination of the
remaining i{ntact cylinders confirmed similar observations,

Cylinder removal also demonstrated that: (1) The faternal articu-
lating components of the power section were intact and were not daemaged;
(2) the piston rinzs moved freely within their respective frooves, except
where the individual pistons were heat damaged.

cxamination of the supercharger sections of the four engines re-
vealed that: (1) The power recovery turbine crank-shaft drive gear
coupling for the Nos. 1, 2, and 4 engines was broken {in a typical torsion
mode at tha drive splines, while the No. 3 engine drive gear coupling was
intact; (2) the power recovery turbines did not fndicate any preexisting
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dis*ress; and (3} the interral operating components of the Nou, 2 and
No. 3 engines' supercharger were intact, and the impeller clutches
functioned normally,

The leading edges of most of the blades of each propeller exhibited
rotational gouge and screpe marks at random locations, Most of the blade-
bending pattern was in a forward direction. Impact markings showed that
the propeller blades were symmetrically positioned or tne low pitch stop
(14°) on iwpact. The rackn located within the electric head of the Nos.
1, 3, and 4 .sgines constant speed centrol assemblies (propeller governor)
were in the taleoff posttion, The rack position of the No. 2 engine con-
stant speed control assembly could not be determined because of separation
of the gear and pinfion assembly, No machanical discrepancies or indica-
tiors of contamination were found within these assemblies.

The low pitch stop assembly of the No. 2 propeller was functionally
tested. At an appiied pressure of 800 psi, the piston did not move,
Normally, the piston moves at 290 psi. Leakage of the assewbly was 5
oz/min, where:¢ maximum allowable leakage 18 2 oz/min, It was found
that an "0" ring (Manufacturer's Parct No. 79413) was worn completely away
at one location with the remainder of the "0" ring uniformly worn to a
threadlike size.

1,13 Medical and Pathological Information

Post-mortem examination of the six persons who were killed on the
grcund revealed that they died of severe burns and smoke inhalation,
vour of these victims were pronounced dead at the scene, another died the
following morning, and the sixth victim died 3 days after the accident,

Post~-mortem examinations of the crewmembers rewvealed that they died
instantly because of severe impact trauma, No evidenie of an incapacitat-
ing disecase was found during the examination. However, during the f{nvesti-
gation of their medical backgrounds, it was discovered that the flight
engineer had a history of alcoliolism, He had been a resident of various
rehabilitation centers, including one where he was medically diagnosed
as a "severe chronic alcoholic" and as having '"alcohol epilepsy.'' He
had a history of convulsions beginning in 1966. This information was not
made known to the FAA Aviation Medical Examiners (AME's) when the appli-
cant applied for his medical certificate,

The flight engineer's November 16, 1973, First~-Class Medfcal Certifi-
cate was issued by an AME in Miami, Florida, who had previously issued
him Second~Class Medical Certificates on November 9, 1970, and on January
22, 1973, Betweern these dates, the flight engineer attempted to venew
his medical certificate in The Netherlands on T.cember 3, 1971,

According to the AME in The Netherlands, whe wrote a1 letter to the
FAA Aeromedical Certificatfon Branch, at Oklahoma City, Oklahoma, the
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flight engineer's hearing and vision were inadequate. Addiiionally, the
AME wrotae that the flight engineer was not mantally fit, or wes ". . .
under the influence of drugs or alcohol." He marked him abnormal in the
psychiatric block of the examination form, He then gave the flight en-
gineer a letter of denial because he could not issue the Second-Class

HMedical Certificate for which the flight engineer had applied,

3 The AME safd that he had presigned the medical certificate before
« denial and that later he found that the certificate, the letter of
' denial, and the AME fila copy of the appli-ation had disappeared.

The complated Second-Class Medical Zertificate, dated December 3,
197i. was found amsng the flight engineer's belongings,

v The FAA replied to the doctor in The Netherlands on January 10, 1972,
R and stated that the computer had been '"flagged" for iubsequent apolica-
A tions submitted by the flight engineer, However, there was no further

o cnrrespondence relative to this matter in the flight engineer's file,

Toxicological studies performed on the crevmembers revealed the
following levels of carboxyhemoglobin (COMb): Captain’s chest blood-23
percent carboxyhemoglobin (COHb), feworal vein blood-21 percent, first
officer's heart blood=slight trace, rlight engineer's heart blood -trace,
The captain, reportedly, was a heavy cigarette smoker. He had alsu heen
around onerating aircraft all day.

Reference to medical publications indicates that a 21 vo 2] percent
level of COib in the blood could adverse.y affect a person's visjon, c)=-
ordination, and central nervous system functions, including Judgment, Ad-
Aitionally, the flight engineer's blood contained .58 mg, percent of
meprobamate, a tranquilizing drug. The Physicians' Desk Reference to
Pharmaceutical Specialties and Biologicals mentions, in part, the following
regarding meprobamate: ", . . 0.5-2,0 ng. percent represents the usual
blood level range of meprobamate after therapeutic duses,'" FAA publica-
tion AC 91,111, *Guide to Drug Hazards in Aviation Medicine,' indicates
that meprobamite may have -he following undesirable effects in aviation:
"Tremulousness, muscular relaxation, sleepiness, naisea, aepression, al-
lergic reactions, leukope:ia, thrombocytophaonia, intolerance to aleohol,
withdrawal symmtoms,"

At 2385, the Miami tower notified the Irport fire watch officer
that an afrcraft was down about 1 mile east of rumway 9L. At 2356, the
City of Miami Fire Department raceived a call that an alveraft had
crashed and was on fire. Firefighting equipment arrived on the scene at
0001,
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The rescue pereonnel used power saws and hydraulically operated
"jaws" to gain access to the cockpit area so that the bodies of three
crewmembers could he removed., According to rescue personne!, the three
crewowrbers were found in their seats with “heir seatbelts fastened.

1.15 Survival Aspects

This was a nonsurvivable accident,

1.16 Tests and Research

The Lockheed California Company prepared a performance study for the
Safety Board uaing as a basic reference the FAA-approved Flight Manual
and Lockheed aerodynamic data, The calculations were based on a gross
waight of 134,520 pounds, a takeoff roll of 4,800 feet, wing flaps in
the takeoff position, and the existing atmospheric conditions., 1Iu addi-
tion, Lockheed assumed an angle of attack of .10, thae angle at which
stall buffet would start, The Lockheed study states, in part:

“"For the assumed weight, the 104YH Flight Manual gives a takeoff
safety speed V9 equal to 121 KCAS, and a minimum control speed with
one engine inoperative (propelier windmilling) equal to 91 KCAS,

The calculated flightpaths assume takeoff at V;, accelerating to
Vo+6 KCAS at 50 feet height above the rumway, and c¢limbout from 50
feat height at V9+6 KCAS, For the assumed N6917C angle of attack

of 119 an airspeed of 100 KCAS results. This 100 KCAS flight, on
the back side of the power and thrust curve, results in about 35 per-
cent less excess thrust available for climb than would have been
available at the cl” . speed of Vo+6 KCAS."

According to Lockheed calculations, the 4,800-feet ground roll would
have required only 9,800 brake horsepower (bhp)., Theoretically, use of
maximun takeoff power (13,384 bhp) would have resulted in a 2,200-foot
ground roll,

Flight on the backside of the power curve refers to the reglu» of
flight speeds below the speed for minimum required power setting. Aay
decrease in speed below this point results in an increase in the power
required. Therefore, a higher power setting is required to maintain a
lower airapeed, while holding altitude. The regime of flight on the back-
side of the power curve is also called the region of reversed command, to
distinguish it frowr normal command (the front side of the power curve),
where a decrease in airspeed results in a corresponding decrease in power
required,

During the public hearing, a Lockheed representative stated that,
"Tha aft center of gravity limit is reasonably close to the neutral
point." Hz defined neutral stability as a c¢.g. location rearward of the
allowable c.g. aft linit where ''the motion of the aircraft would not react
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significantly to a motion displacing the aircraft. If you went further

behind there would be a tendency for the nose to continue down or to con- ,h;sﬁﬂ
tinue up, as the case might be."” Ye also indicated that at an aft c¢.g. ,__f;
location of 37 to 38 percent MAC, "'the aircraft would probably need more E

elevator control than is available under that situation." !

% The aircraft stalls at an angle of attack between 14° and 16°.
R Stall buffet may occur betweea angles of 90 and 13°,

o Hamilton Standard was requested to provide estimated blade angles i - "
RS | based on the ambient conditions prevailing at the time of tha accident, "
e These computations were based on the rype of powerplants that were on .
P N6917C, Estimated blade angles with the propeller operating at takeoff .

9 power and at the below listed airspeeds were: 1

X Ly

i AIRSPEED LLADE ANGLE
(degrees) b

T\ 102 18.7 S

118 19.4 S5

1.17 Other Information

The aircraft was owned by aircraft Pool Leasing Corporation located

g in Miami, Florida, It was certificated and maintained under the provis- R
fons of 14 CFR 91, Subpart D, A\

e 1N

'{$; Initial contract negotiations for the flight vere conducted between ﬂﬁﬁ

N the freight forwarding agent and the flightcrew, and between the forward- E 1

_ fug agent and the aircraft owner, These agreements indicated that the &

BERt forwarding agent was the operator. llowever, the lease between the fore

warding agent and the owner was rejected by representatives of the forwarde
ing agent, and awaiver was drawn up and signed by a representative of the

. ] ajrcraft owner, This watver indicated that the aircraft owner was the
— operator.

In view of the questions surrounding the validity of these contracts, '*’  1
and the potential safety implications, the Safety Board made recommenda- o
tions to the Administrator. {Appendix E) 2

2. ANALYSIS AND CONCLUSIONS :f

: 2.1 Analysts =~
t | 'f'

} 1 The aircraft was certificated and maintained according to FAA regu-
. lations; however, the following maintanance discrejancies had not been
correcteds The landing gear safety aolenoid, the tlrottle friction
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locks, and the leaking low=-pitch stop assembly of the No. 2 propeller.
All apnlicable afrworthinass directives had heen corplied with.

There was no evidence of an in-~flight fire or exolosion, structural
failure, flight control malfunction, or systems fuilure. Although the
elevator boost unit was in thea minual or boost "off'" position in the
wreckage, the position was consistent with the impact damage it rustained.
In addition, the boost lever in the cockpit was in the “on" position,

The primary hydraulic system's low-pressure warning light had a
stretched filament, which sugjests that it was illuminated at impact, Tt
was probably triggered when the left wing struck the first Luilding and
destroyed the primary system angine pumps and lines. Hydraulic pressure
gruges reflected that there had been system pressure before impact. Since
the landing gear was retracteld after lift-off, the secondary system was
operable, Since it automatically backs up the primary, {f the primary
system had failed, the funectfoning socondary systenm would have povered
the controls. Thus, the elevator control boost unit did not malfunction
because of hydraulic power loss, 1In addition, teardown and testing re-
vealed there was no evidence of a preimpact malfurction nor did mainten-
ance records indicate a history of elevator control problems, On the
bagis of these findings, hydrsulic system fallures were discounted as a
causal factor,

Examination and testing of the engines, propellers, and their perti-
nent accessories and components showed that they were operating normally
at impact., The blades of the four propellers were found on the low pitch
stop. There are three poassible explanations for this finding: (1) Ex-
tremely low airspeed at impact; (2) tne engines were not operating and
the propellers were windimfilliing on the low pitch stop; (3) the engines
were operating with the engine power levers pulled back to the '"1dle"
position,

Based on witnesses' observations, the damage pattern of the propel-
lers, and the symmetrical blade angles at impact, the power levers must
have been retarded just before impact. This is furcher substantiated by
the fact that even at low airspeeds, the prepeller blade angles should be
at 18°, or higher, at takeoif power settings.

The leak found in the low-pitch stop assembly of the No, 2 propeller
ivdicates that this propeller could not have been placed into the reverse
position, Since the stretched filament of the associated reversing light
bulb suggests that this light was {lluminated, the light was probably
triggered during the impact sequence.

Since there i8 no physical evidence of engine problems, the varia-
tions in engine sounds are attributed to power management procedures or
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creeping throttles. Therefore, the mechanical condition of the engines
and propellers was nut related to the d{rect cause of the accident,

The consensus of the witnesses' statements was that the aircrafe
zctated abruptly to an unusually high pitch attitude and tnat the short
duration level flight after takeoff was essentially flown in a similar
attitude and at a slow spesad.

Performance data indicate that with the aircraft flying in the in-
cipient portion of reverse comand, there would have been no difficulty
in climbing, Instead, N6917C ceased to clinmd after {t reached an altitnde
of about 120 feet. Therefore, the observed attitude of the afrplane and
{ts performance during its short fifght lead directly to the conclusion
that it was flying deeply in the area of reversed command and near the
stail regime, 1In this area, drag at relatively low speede is signifi-
cantly higher than drag at higher speeds during normal takeoff, As a
result, a point may be reached at which power available {s less than :the
power required to overcome the drag and maintain level flight. 7To fly
out of this area, drag must be reduced by changing pitch attitude, power
must be added, altitude must be sacrificed, or a combination of these
corrections rast occur, Under some conditions, these cor-ections cannot
ba made, or are not practical, and a descent cr a stall may be imminent,
Such is believed to have occurred in the case of N6917C.

The Safety Bo2vd was unable to determine the reason or reasons for
the alrcraft's eatering this adverse flight condition, However, the in-
quiry disclosed several areas, any one or auy combination of which would
have led to this situation, Those which appear to be most pertinent are:

1. Improper loading or cargo shift, or both,

2. Deficlent crew coordination.

1. Improper Cargo Loading and/or Cargo Shift

The possibility that the cargo may have been improperly loaded and,
consequently, shifted, thereby causing the aircraft to initally assume
and maintain a critical attitude behind the power curve was investigated
in detail., Considerable credence was given to the estimated gross weight
based on the captain's V{ and Vo calculation=, This gross weight == ba-
tween 13C,000 and 132,500 pounds -~ falls midway between the gross weights
calculated based on average cargo bundle weights of 42 anc 51 pourds,
Therefore, the performance data that were based on a grot: weight of
134,524 pounds provide a reasonable basis for a discussion of the e¢.g.
aspects,

Most of the evidence concerning the aircraft's loading was incone
clusive, and in some cases, contradfctory. Although the performance data
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vere basad on a uniform distribution of the tree dbundlas, it is more
1ikely that the density of the load increased toward tha rear of the aire
craft, when it became apparent that closer atecking of the bundles was
needed to accommodate all of them. Therefnre, the actual c¢.g. may have
been aft of the calculated c.g. of 29.7 percent MAC, which was based cu s
uniform distribution of 5lepound bundles, Possibly, N6917C was misiraded
to the degree that its ~ ;. was at or beyond the aft c.g. bzfore t7xiing
out, This fact alone would help expiain the abrupt, nose-high v~catfon,

Although it could nct be determined to what extent the load may have
shifted during the takeoff accelucation, the witness' statement which
indicated that a swmsll area near the aft cargo door was left unloaded,
auggests that there was at least sowme room for a cargo shift. Therefore,
the Safety Board concludes that accelerative fcrces, in combination with
a vibrating metal floor, could only have had a1 aggravating effect on the
¢.g. location of the compressible and unsecurel cargo. Even if the c.g.
was 29,7 percent MAC, an average cargo shift of only 16 {nches would be
needed to reach the geur-down aft c.g. limit of 32 percaint MAC, A 60-
inch shift would be needed to reach an aft c.g. of 38 percent MAC where
flight would be extremely critival since there would not be sufficiant
elevator contro’. available. Between the latter c.g. and the aft c.g.
l1imit 1lies the neutral point, a c.g. position where the airplane would
exhibit neutral static stability.

Based on the observed performance of the sircraft and the circuu-
stances surrounding the loading of the cargo, the Safety Board believes
that a critical aft c.g. may have contributed to the accident.

2. Deficient Crew Coordination

Deficient crew coordination pertains to the flight management of the
afrcraft as related to the overall control of the f'’'ght by the captain,
the manipulation of the varfous flight and powerplai controls, and the
combination of both of these with the pcssible actions of one or more
partially incapacitated or unqualified crewmembders.

Possibly, the flaps were retracted prematurely. causing the afyvcraft
to rotate to a high angle of attack to commensate for the lift which was
lost by the retracting flaps. The factor that rules against in-flight
flap retraction was the observation that a steeper~than-normal attitude
started at groud level rather than at scome point in flight,

I1f the takeoff was started with the flaps retracted, a 4,800-foot
ground roll at normal takeoff power could have accelerated the afrcraft
to a velocity high enough to compensate for 1ift Joss by a no-flap con~
figuration, When airborne without the added drag of flaps, a well-
balanced ai~:raft could have accalerated easily in a norral cliudout,
These factors rule out a no=-flap tikeoff, Further, the flaps were found
in the takeoff poasition,
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Loss of power becaute of throttle mismanagement is aleo a possible
contributing factor, Unintentional ceduction of power to the extent that
fiight could not be maintained could have resulted from incapacitaticn of
the flight engineer. Power reduction could aleso occur subtly if the
crewnambers fajiled to monfitor the throttle friction lock.

A factor that could huve caused the crewmenbers' attention to be mis-
directed was the necessity to override the landing gear safaty solenoid
wmaavally in order to retract the gear, This coperation required two handwm,
aince the gear handle is on the aft, lower part of the center pedestal,
and the solenoid is recessed inside a hole on the lower right side of tha
center pedestal. An inexperienced and unqualified first officer might
have needed assistance to retract the gear,

Witnesses veported that the landing gear was raised late in tho take-
off and the landing gear was found {n the full “up'" position in the wreck-
age. The flight enginear would have had difficulty reaching either the
gear handle or the solenoid. Therefore, the captain or the first officer
could have been occupied raisjig the landing gear during the critical
initial portion of the flight. This fact, coupled with the loose throttle
friction, may have set thz stege for the throttles to creep back during
the takeoff.

In each of the preceding situations, the captain's unexplainsble
high COHb level, the physiological condition of the flight engineer, and
the {nexperience of the first officer may have comp'icated eventa at a
critical time and, therfora, contributed to the accident.

2.2 Conclusions

a. Findings

1. The aircraft was certificated and maintained iu accordance
with 14 CFR 91; however, there were some 4iscrepancies that
had not been corrected.

There was no evidence of preimpact structural or flight con-
trol fafilure, fire, or powerplant faflure.

The captain and the first officer were certificated properly;
however, only the captain was qualified for the flight,

The first officer did not meet the requirements of
14 CFR 91.213,

The flight engineer lacked recency of experience as required
by 14 CFR 91.211 and was not medically qualified for the
flight,
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The captain's blood contained eufficient COHb to have ad-
versely influenced his vision, coordination, and judzment,

The flight engineec's blood contalned sufficient meprobamate
to have caused detrimental effects on his performance,

The landing gear safety solenoid had to be depressed manuale
ly in order to raise the gear handle, and the throttle
friction lock on the pilot's quadrant and at the flight
engineer's station would not secure the throttles adequately.

The wing flaps were in the takeoff position at the time of
the crash,

The gross weight of the airplane was below the maxfmum
allowable weight of 142,100 pounds,

Cargo rest-aining devices were not used,

Based on avaflable aircraft loading information, the center
of gravity could have been at or aft of the aft limit when
loading was completed.

13. There was no evidence that the cargo was so tightly packed
that it could not shift.

4. The aircraft exhibited critical stability characteristics,
as evidenced by the 2brupt rotation at lift-off,

15, The aircraft was rotated and flown in the area of reverse
commund, near the stall regime,

b. Probable Cause

The Naticnal Transportation Safety Board deteridnes that the prob-
able cause of this accident was overrotation of the aircraft at 1ift-off,
resulting in flight in the aerodynamic region of reversed command, near
the stall regime, and at too low an altitude to effect recovery. The
reason for the alrcraft's entering this adverse flight condition could
not be determined, Factors which may have contributed to the accident
included: (a) Improper cargo loading, (b) a rearward movemant of une
secured cargo resulting in a center of gravity shift aft of the allowatle
1imit, and (c) deficient crew coordination.
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3. RBCOMMPNDATIONS

As .. rasult of the accident, the Safety Board on September 11, 1974,
fssued Safety Recomendations A-74-62 through A=74-64 to che Adminis-
trator, PAA, On October 2, 1974, th- Safety Board issued to the Adminig-
trator, FAA, an additionzl recommendation, A-74-84. Coples of these
recommendations are included in Appendix E,

BY THE NATIONAL TRANSPORTATION SAFPETY BOARD

Js/ JOXN H, REED
Chairman

/s8] LOUIS M, TBAYER
Mesber

/8/ T1SAREL A, BURGESS
Member

[8/ WILLIAM R, HALEY
Member

FRANCIS H. McADAMS, Member, did not participate in the adoption of this
report.,

September 11, 1974
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APPENDIX A

INVESTIGATION AND HEARING

1. Investi, ation

The Board was notified of the accident at 0017 on Decewber 16, 1973,
and an investigation team went irmediately to the scene, Workirg groups
ware esteblished for operations, weather, air traffic contro), witnesses,
structures, aystems, powerplants, human factors, and mairienance records,

Parties to the investigation included ti 2 Federal Av.ation Administra-
tion, the Lockheed California Coumpany, and tue Dade County Aviation
Department., A represontative of Alrcraft Pool Leasing Corporation later
Joined the powerplants group.

2, Public Hearing

A public hearing was held at the Everglades Hotel, Miami, Florida,
February 5 through February 7, 1974, Parties to the hearing were: the
Federal Aviation Administration, Dade County Aviation Department, /Ldircraft
Pool Leasirg Corporation, and Paulssen and Guice, Ltd,
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APPENDIX B

CREW_INFORMATION

Captain William C, Fox

Captain William C, Fox, 48, held FAA Transport Pllot Certificate
No. 1055729, airplane nmltiengine land, commercial privileges
airplane single engine land, Douglas DC=3/4, Convair 240/340/440, and
Lotkheed Constellatia, MWr. Fox also held an instrument and flight
instructor certificate that was issued on Decerber 4, 1970, and super-
seded an alrman certificate fssued July 1967, The latest rating expired
December 31, 1972, His first-class medical certificate was issued on Noveanber
November 16, 1973, The certificate noted that the holder shall wear cor=-
recting glusses while exercising the privileges of his airman's certifi-
cate., (A palr of half-frame glasses with corrective lenses was found
in the left section of the pilot compartment, and another pair of correc-
tive lens glasses was found in the captain's flight kit.)

His logbook sho:ed 11,550 flight-hours, including 7,355 hours as
pilot=in-command. His total flying time in Lockheed Constellation type
aircraft was 1,087.9 hours,.

Captain Fox was a freelance plilot. His actual rest period before

the flight could not be Jdetermined. He arrived at the airport at about
0700 o'. the day of the accident, and most of his tiw: during the myrning
and afternoon was spent walting for the aircraft to be loaded and prepared
for flight,

First Offfcer Jeffrey H. Flanders

First Officer Jeffrey H. Flanders, 30, held Comrmercial Pilot Carti-
ficate No, 1734038 with ratings for airplone single ani multicngine lanl
and sea and instruments. He also held a fiight {nstructor certificate
with ratings for airplanes and {nstrunents., His first-class medical
certificate, with no limitations, was issued January 24, 1973,

His estimated total flying time was 2,500 hours, including 1,050
hours of flight finstruction time and 650 houre of seaplane flying. Mr,
Flanders was a freelance pllot,

There was no record that he had lockheed Constellation experience
before the accident. An afr carrifer employment application, dated
January 16, 1973, revealed that lr. Flanders had 1i{sted 5 hours of “Prop
Four Engine Total Flight Time," flown i{n a Sikorsky SV44A., Following the
accident, a friend of Mr. Flanders said that Mr. Flanders and Captafn
Fox had spent some time in the afreraft (N6917C) for familiarization on
the night before the accident,
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Mr. Flarders reportedly departed his residence on Decerber 15,
1973, at approxima+tely 0700,

Flight Enginecer Arthur A, Kimball

Flight Engineer Arthur A, Kimball, 59, held Flight Engineer Certifi-
cate No. 1139732 withratings for reciprocating engine aircrait. The certifi-
catewas 1ssued February 24, 1969, Mr. Kirball's flight logbook showed that
this certificate was a renewal and that the original license had been
issued in 1949, He held a first-class medical certificate with the limit-
ation that the holdger shall wear correcting glasses while exercising the
privilegés of his afrman's certificate. The last entry in his logbook
was made on February 26, 1973; however, the flight times had not been
totaled since March 1966, At that time his total flight time was 6,044
hours.

Mr, Kimball's flight log summary started in 1954 and recorded flight
time each year to 1961. There was no record for the years 1962 and 1963,
The summary was not completed beyond June 1966, although title headings
were encered for the years 1967 and 1969. There were no entries from
October 27, 1966, to August 2, 1967, and from December 24, 1970, to
Decerber 14, 1972. Flights recorded in Lockheed Constellation aireraft
were made on December 9, 10, and 11, 1969, and totaled 11 hours, 55
minutes. The memoranda section of the flight logbook recorded a 1ock-

heed Constellation flight to South America on September 3, 1970, for a
total trip time of 71 hours 30 minutes,

He arrived at the airport at about 0700 on the day of the accident,
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APPENDIX C

ATRCRAFT INFORMATION

Alrcraft N6917C, a Lockheed Super Constellatfon L1049H, Serial No,
4815, was manufactured by Lockheed Corporation, Burbank, California, in
1957, under FAA Aircraft Specification 6A5. A Certificate of Airworthi-
ness Form ACA-136a, was issued by the FAA on April 8, 1957, to Lockheed
Aircraft Corporation, the registered owner,

On April 11, 1957, a Stavdard Certificate of Airworthiness, Form
ACA-1362, was fssued by the FAA LA-223/32, to Flring Tiger Line, Inc.

Iin September 1967, the aircraft was placed in storage in Kingma:,
Arizona, where it remained until February 10, 197C.

On January 26, 1970, Mr. F. George Areces, Preaident, Trademark
Leasors, Inc., San Juan, Puerto Rico, submitted an application for the
registration of N6917C.

On June 30, 1970, the FAA Alrcraft Registration Eligibility,
Identiication, and Activity Report indicated that the aircraft was
owned by Nortl. Slope Supply Company, Inc.

On September 10, 1970, a weight and balance certification was accom-
plished on the alrcraft for Aerofletes Internacionales, S.A. "AFISA",
The registration at that time was for HP 526 which {s a Republic of
Panama registration and is the first indication of a registration change
from U, S, registry,

In July 1971, Trademark Leasors, Inc., Rio Piedras, Puerto Rico,
Mailing Address-Acrofletes Internaciorales, Aptdo 6270, Zana 5, submitted
an Application for Certificate of Alrsorthiness to the Governnent of
Panama for HP 526, Tha application wis approved by the Republic of
Panarms on July 16, 1971, Alrcrafc HP-526 (N6917C) remained under the
Panamanian registry until the owner, Mr, F, George Areces, sold the air-
craft to Afreraft Pool Leasing Corporation, P. O. Box 176, MIAD, Miami,
Flor{da 33148, on July 6, 1973, The conveyance was filed with the FAA
Aircraft Registry on July 12, 1973, and was recorded on July 30, 1973.

Th2 last wajor fnspection was a combined annual and 100-hour re-
certification which was performed on August 16, 1973, at Aeroborne Enter-
prises, Inc., Opa Locka, Florida. The inspection was performed in ac-
cordanca with 14 CFR 91, Subpart D.

At the time of the inspection, the aircraft had accumulated 28,905
hours, of which 3,800:15 hours were flown since overhaul. During this
inspection, the altimeter and static system checks were accomplished as
required by i4 CFR 91,170,
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On Augusc 27, 1973, the afrcraft was inspected by tie FAA and {issuad
a Standard Airworthiness Certificate,

The aircraft was maintained in sccordance with an aircraft inspection
manaal approved by the FAA on July 13, 1973,

According to the records, all afrworthiness divectives were complied
with.

The aircraft was equipped with four Wright Aerovnautical Division
Turbe Compound Type 3350, Model 988TC18EA3 engines and four Hamilton
Standard 43H60 propellers. Powerplants fdentification and overhaul data
as of August 16, 1973, are as follow:

ENGINES

Installed Time Since Last Over- Installation
Position S/N_ Overhaul (hrs) haul Date date

706116 1,565 6/23/67 N/A
Ju6141 399 9/21/67 3/3/13
704355 1,528 N/A N/A
706157 1,760 N/A N/A

PROPELLERS

202279 N/A N/A N/A
190241 N/A N/A N/A
203911 N/A N/A N/A
201405 N/A N/a N/A

PROPELLER BLADE SERIAI, NUMBLAS

Propeller No. Blade No. 1 Blade No. 2 Blade No. 3

684080 684081 684299
N713682 715892 815893
729669 729670 729671
684952 684953 684954

The No, 3 propeller serial number is based upon the afrcraft records
listing. The hub did not have any identifying numbers legitle to con-
firm the serial number. The records, however, have matched all four of
the engines and the other three propellers.
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APPEDIX D

NATIONAL TRANSPORTATION SAFETY BOARD

Washinglon, D.C,

WRECKAGE DISTRIBUTION CHART
AIRCRAFT POOL LEASING CORP,
LOCKHELD SUPER CONSIELLATION 10494, N&9IIC

Approximately 1-174 Statue Miles Eact of the departute end
of Runwiy 9L of Miami International Airport
Miami, Florida - Decemder 15, 1973
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On December 15, 1973, an Aircraft Pool Leasing Corporation
Super Constellation L-1049H, operating as a cargo carrier, crashed
into a residential area shortly after taking off from Miami
International Airport, Miami, Florida, It was a nonscheduled cargo
flight to Caracas, Venezuela, which was originally planned to operate
under the provisions of 14 CFR 91D.

The National Transportation Safety Board's review of the flight
engineer's medical records showed that from 1970 through 1973, three
medical certificates were issued to him by an Aviation Medical
Examiner (AME) in Miami, Florida. Although the certificate issued
on November 16, 1973, was a First Class certificate, the application
form indicates tlat the airman applied for a Second Class certificate.
In addition, an applicant is required to take an electrocardiogram
before he can be issued a First Class certificate., In this case,
however, there is no record that an electrocardiogram was given.
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The flight engineer's medical records also contain correspond-
ence which indicates that he had tried to obtain a Second Class
medical certificate in the Netherlands on December 3, 1971. In a
letter to the FAA Aeromedical Certification Branch, dated December 16,
1971, the AME in the Netherlands stated that the applicant's hearing
and vision were inadequate. Additionally, the AME indicated that,
in his judguent, the applicant was not mentally fit and might have
been under the influence of alcohol or drugs during his examination.
Becanse of these findings, the AME had given the applicant a letter
of denial.
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In the same letter, the examining AME also stated that he sus-
pected the man had illegally obtained a presigned certificate from
his office. A completed Second Class certificate dated December 3,
1971, which bore the AME's signature, was fournd among the personal
belongings of the flight engineer following the above accident,

After receiving the letter, a representative of the Aeromedical
Certification Branch advised the AME in .lie Netherlands that the
c..puter had been "flagged' for subsequent applications by this man
and that they would do everything possible to attempt to locate
him. According to Acromedical Certification Branch personnel, there
was no further correspondence relative to this matter in the man's
medical file, Subsequent to the denial, however, the flight engineer
was issued two medical certificates,

Our investigation also revealed that the flight engineer was
an alcoholic. He had been enrolled in various rehabilitation pro-
grams, including one in which his condition was diagnosed by a phy-
sician as Ysevere chronic alcoholic," with “alcohol epilepsy.' Accord-
ing to the medical records at the rchabilitation center, the flight
engineer's convulsions began in 1966.

The toxicological analyses of the rlight engineer's blood did
not reveal basic drugs or alcohol. However, his blood did contain

.58 mg. percent of meprobamate, a tranquilizer. FAA publication
AC 91.11-1, "Guide to Drug Hazards in Aviation Medicine,'' states
the following regarding the use of meprobamate: '"Airman duties
contraindicated for 24 hours after use; however, patients requiring
tranquilizers are ordinarily excluded from duty."

In applications for medical certificates by the flight engincer,
he denied having or having had, the following: Unconsciousness for
any reason, epilepsy or fits, nervous trouble of any sort, any drug
or narcotic habit, or an excessive drinking habit. There presently
araea no effective means to confirm the existence of such ailments
which are disqualifying by 14 CFR 67A.

Although none of these findings nave been directly related to
the cause of the accident on December 15, 1973, deficiencies in the
medical certification and surveillance process allowed a medically
disqualified crewmember to participate in the conduct of the flight.

To prevent recurrence of the irregularities and deficiencies
identified herein, the National Transportation Safety Board recom-
mends that the Federal Aviation Administration:
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1. Establish a system for the processing of airmen's
medical records which 'will more effectively identify
persons who have previously been denied a medical
certificate.

Provide in your current program more effective guide-
lines to AME's by which to identify subtle, disquali-
fying ailments, such as nlcoholism and nervous condi-
tions and conduct periodfic seminars to emphasize the
importance of such factors,

Issue a Medical Alert Bulletin (similar to your
Flight Standards Maintenance/Operations Bulleting)
to AME's and other FAA medical personnel, incorpo-
rating the essential eleuents of this case, to
emphasize the need for thorough processing of medi-
cal certification records, safeguarding of medical
forms, and cautioning of presigning medical certifi-
cates.

REED, Chairman, McADAMS, ByRGESS, HALEY, Members, concurred
in the above recommendations. THAYER, Member, was abSﬁ’:::gpt voting.

(.

John H. Reed
Chairman
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On December 15, 1973, an Aircraft Pool Icasing Corporation Super
Constellation L-10LOH, NG9LTC, crashed into & residential area shorily
after taking off from Miam§ International Airport, Miaui, Florida.

It was a cargo flight which was originally planned to operaie «nder the
provisions of 14 CFR 91 Subpart D.

The Naticnal Transportation Safety Board's investigation cof the
accident revealed Jeficiencies similar to those which, in October 1970,
prompted the Secretary of Tramsportation to direct the Assistant
Secretary for Safety and Consumer Affairs to conduct an indepth
investigation of charter operaticns which use large airceraft. The
assigned tesk force publ’ shed its findings and recommendntions on
February 5, 1971, in "A Report to the Secretary on Investigaticn of
Charter Afreruft Services" (The Smith Report).

As a result of one of the task force's recommendations, a truth-
in-leasing clause was required in leoses and conditional sales contracts
(14 CFR 91..54). The intent of the provision was to assure that a
jotential lessee is aware of the responsioilities of being the operator
of an aircraft.

The trutii-in-leasing clause requirces that a copy of the charter or
lease contract be matled to the FAX Flight Stuntards Technical Division
at Oklahoma City, Ukluohoma, within 24 howrs of its execution. Bince
the copy of the agreement arrives in Oklahora City after the fli_ ht is
completed, preflight surveillance 1is impossible. Therefore, safety is
not served by compliance with this rejuluation,
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After the Alrcraft Pool Leasing accident on December 15, 1973, the
Miami GADO initiated an inteansive 2h-hour surveillance program of all
14 CFR 91 large aircraft cperating from Miami International Airport.
Althovgh scme operators have evaded survefllance by relocating their
operations, the yprogram has provided more effective surveillance and
deterred illegal operation:. The Safety Board realizes that an
expansion of this program to other major airports would impose an
excessive demand on FAA manpower and create an unreasonable imbalance
in its safety program.

Consequently, the Safety Board believes that the FAA inspection
office in the locale where the operator proposes to originate a flight
subject to 14 CFR 91 Subpart D, could more effectively exercise
swrveillance if those off ices were alerted by timely notification of
the planned operation. If this were done, it would obviate the need for a

continuous surveillance program and permit FAA to conduct this program on
a planped basis,

The following discrepancies found in the investigation of the Miami
accident might have been detected and the tlight forestalled by FAA
surveillance following an advanced notice of the operation:

(1) The first officer did not meet the second-in-command
provisions of 14 CFR 91.213.

(2) The flight engineer did not meet the minimum flight
tire requirements of 14 CFR 91,211,

(3) The cargo was not secured as required by 14 CFR 91.203.

Accoraingly, the Notional Transportation Safety Board recommends
that the Federal Aviation Administration:

Amend 14 CFR 91.54 to require that the lessee or the
comditional buyer give notice of the proposed departure
time, date, and place, no later then 25 hours before the
proposed departure time, to the Flight Standard District
Office, Genere. Aviation District Office, or Air Carrier
District Office nearest to the airport where the flight
will originate,

Members of cur Burcau of Aviation Safety will be available for
ccnsultation in the above matter if desired,

REED, Chairman, THAYER, BURGESG, and HALEY, Members, concurred in the

above reccnmerdation., MNcADAMS, Member, did not participate in the adoption
of this recommendation. / ’;;P

By:{/ John H. Reed ~

Chairman




