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AIRCRAFT ACCIDENT REPORT No 2/2006
This report was published on 10 November 2006 and is available on the AAIB Website www.aaib.gov.uk

REPORT ON ThE ACCIDENT TO
PILATUS BRITTEN-NORMAN BN2B-26 ISLANDER, G-BOMG

WEST-NORTh-WEST OF CAMPBELTOWN AIRPORT, SCOTLAND
ON 15 MARCh 2005

Registered Owner and Operator: Logana�r L�m�ted  

Aircraft Type:  P�latus Br�tten-Norman BN2B-26 Islander

Nationality:  Br�t�sh

Registration: G-BOMG

Place of Accident: 7.7 nm west-north-west of Campbeltown A�rport, 
Argyll, Scotland 
Lat�tude:  55º 29.2’ N 
Long�tude:  005º 53.7’ W

Date and Time: �5 March 2005 at 00�8 hrs
 All t�mes �n th�s report are UTC

Synopsis

The watch superv�sor at the Scott�sh and Ocean�c 
Area	 Control	 Centre	 notified	 the	 accident	 to	 the	Air	
Acc�dents Invest�gat�on Branch (AAIB) at 0��5 hrs on 
�5 March 2005.  

The Glasgow based Islander a�rcraft was engaged on an 
a�r ambulance task for the Scott�sh Ambulance Serv�ce 
when the acc�dent occurred.   The p�lot allocated to the 
flight	had	not	flown	for	32	days;	he	was	therefore	required	
to	complete	a	short	flight	at	Glasgow	to	regain	currency	
before	 landing	 to	 collect	 a	 paramedic	 for	 the	 flight	 to	
Campbeltown A�rport on the k�ntyre Pen�nsula.

Poor weather at Campbeltown A�rport necess�tated 
an �nstrument approach.   There was ne�ther radar nor 
Air	Traffic	Control	 Service	 at	 the	 airport,	 so	 the	 pilot	
was rece�v�ng a Fl�ght Informat�on Serv�ce from a 

Flight	 Information	 Service	 Officer	 in	 accordance	
w�th author�sed procedures.  After arr�v�ng overhead 
Campbeltown	Airport,	the	aircraft	flew	outbound	on	the	
approach procedure for Runway �� and began a descent. 
The p�lot next transm�tted that he had completed the 
‘base turn’, �nd�cat�ng that he was �nbound to the a�rport 
and commenc�ng an approach.  

Noth�ng more was seen or heard of the a�rcraft and 
further attempts at rad�o contact were unsuccessful.  The 
emergency serv�ces were alerted and an extens�ve search 
operat�on was mounted �n an area based on the p�lot’s last 
transm�ss�on.  The a�rcraft wreckage was subsequently 

located on the sea bed 7.7 nm west-north-west of the 
a�rport; there were no surv�vors.
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The	 investigation	 identified	 the	 following	 causal	

factors:

�. The p�lot allowed the a�rcraft to descend 

below the m�n�mum alt�tude for the a�rcraft’s 

pos�t�on on the approach procedure, and th�s 

descent probably cont�nued unchecked unt�l 

the	aircraft	flew	into	the	sea.

2. A comb�nat�on of fat�gue, workload and lack 

of	recent	flying	practise	probably	contributed	

to the p�lot’s reduced performance.

3. The p�lot may have been subject to an 

undetermined	influence	such	as	disorientation,	

d�stract�on or a subtle �ncapac�tat�on, wh�ch 

affected h�s ab�l�ty to safely control the 

aircraft’s	flightpath.

Three safety recommendat�ons have been made.

Findings 

3.�.� The a�rcraft

1.	 The	 aircraft	 was	 certified,	 equipped	 and	

ma�nta�ned �n accordance w�th ex�st�ng 

regulat�ons and approved procedures.  W�th 

the except�on of a s�ngle non-a�rworth�ness 

�tem, concern�ng the stretcher assembly, the 

a�rcraft was free of recorded defects.

2. The a�rcraft’s we�ght and centre of grav�ty 

were	within	limits	during	the	accident	flight.

3. The a�rcraft had been refuelled to full on the 

even�ng of �4 March 2005, and the a�rcraft’s 

w�ng fuel tanks conta�ned a substant�al 

amount of fuel at the t�me of the acc�dent.

4. There was no ev�dence of pre-�mpact fa�lure 

�n any of the a�rcraft’s systems and the a�rcraft 

was �ntact when �t h�t the sea.

5. The a�rcraft’s elevator tr�m sett�ng would 

have resulted �n a hands-off tr�m speed of ��0 

to �20 kCAS us�ng an approach or cru�se 

power sett�ng.

6. Fuselage and w�ng sect�ons showed damage 

cons�stent w�th the a�rcraft hav�ng struck the 

sea	in	a	controlled	flight	attitude,	at	a	typical	

operat�ng speed and w�th symmetr�c eng�ne 

power.

7. No ev�dence of a techn�cal fault was found 

that m�ght have contr�buted to the acc�dent.

9. The HSI and OBI sett�ngs were not cons�stent 

w�th the a�rcraft’s pos�t�on �n the approach 

procedure. 

�0. The alt�meters were set to w�th�n � hPa of the 

reported QNH, correspond�ng to a max�mum 

d�splay error of about 28 ft.

��. The pr�mary att�tude �nd�cator was probably 

capable of d�splay�ng rel�able att�tude 

�nformat�on at the t�me of the acc�dent.

3.�.2 Fl�ght operat�ons

� The a�r ambulance task by SAS was leg�t�mate 

and conformed to standard procedures 

deta�led �n the operator’s operat�ons manual.  

The operator was respons�ble for operat�onal 

control	of	the	flight.
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2. For the purpose of a�r ambulance work, 
the operator had perm�ss�on from the CAA 
and HIAL to operate non-scheduled publ�c 
transport	flights	outside	published	aerodrome	
operat�ng hours.

3. It �s probable that when the p�lot left the 
operations	room	for	the	flight	he	had	seen	only	
l�m�ted weather �nformat�on for Glasgow and 
Prestw�ck.

4.	 The	 flight	 met	 the	 requirements	 for	 the	
prov�s�on of meteorolog�cal �nformat�on. 

5. Although the p�lot had declared h�s �ntent�on 
to route to the west after takeoff rather than 
direct	to	Campbeltown,	the	actual	route	flown	
was unusually long, g�ven the nature of the 
task. 

6. Rel�able VOR and NDB s�gnal from 
Campbeltown would probably have been 
rece�ved as the a�rcraft passed ROBBO, and 
for	the	remainder	of	the	flight.

7. The p�lot appears to have been unaware of 
h�s prec�se pos�t�on �n relat�on to the ‘MAC’ 
when h�s route was quer�ed by ATC.

8. At some stage pr�or to arr�v�ng at 
Campbeltown, the p�lot had probably seen the 
2320 hrs weather report, taken to the a�rcraft 
by the paramed�c.

9.	 The	 pilot’s	 stated	 intention	 was	 to	 fly	 the	
VOR/DMe procedure to Runway ��, and 
then to c�rcle to land on Runway 29.

�0. The weather �nformat�on ava�lable to the 
p�lot �nd�cated that the cloud base would 
very probably prevent a c�rcl�ng manoeuvre 
to Runway 29, and that even a land�ng on 
Runway �� may not be poss�ble.  However, the 
p�lot was perm�tted to commence an approach 
�n the weather cond�t�ons that preva�led.

��. V�s�b�l�t�es were at or above the m�n�mum 
requ�red for land�ng on e�ther runway.

�2. Glasgow and Prestw�ck rema�ned su�table 
as d�vers�on a�rports, and the a�rcraft had 
sufficient	 fuel	 to	 divert	 to	 either	 if	 it	 was	
unable to land at Campbeltown.

�3. The p�lot descended the a�rcraft to 3,000 ft 
before reach�ng the ‘MAC’ VOR/DMe, wh�ch 
was below SSA and contrary to procedures.

�4. The ‘MAC’ VOR/DMe was operat�ng to 
specification	 at	 the	 time	 of	 the	 accident.	 	
The assoc�ated procedure was approved by 
the CAA for use by the operator, �nclud�ng 
outs�de of normal a�rport operat�ng hours.

�5. The a�rcraft establ�shed correctly on the 307º 
outbound rad�al, and the observed speed and 
rate of descent on the outbound leg were 
consistent	with	normal	flight	profiles.

�6. The a�rcraft descended below the m�n�mum 
outbound alt�tude of �,540 ft w�th a steady rate 
of descent of about �,000 ft/m�n.  At the last 
recorded radar pos�t�on �t was 200 ft below 
the m�n�mum alt�tude and st�ll descend�ng.

�7. The autop�lot was probably not �n use �n the 
final	stages	of	the	flight.
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�8. Had the a�rcraft s�mply ‘d�pped’ below 
�,540 ft and then cl�mbed back up, �t �s 
probable that further radar returns would 
have been rece�ved.

�9. The cloud base �n the acc�dent area was 
probably as low as 200 ft and the v�s�b�l�ty 
approx�mately 2,000 m. There would have 
been few env�ronmental cues to alert the p�lot 
to the a�rcraft’s very low alt�tude.

20. The locat�on and or�entat�on of the wreckage 
tra�l was cons�stent w�th the a�rcraft hav�ng 
descended at a more or less constant rate after 
�t d�sappeared from radar, and hav�ng turned 
at the 9 DMe po�nt d�rectly on to a head�ng to 
�ntercept the �nbound course.

2�. The presence of a second p�lot may have 
prevented the acc�dent.

22. Had the a�rcraft been equ�pped w�th a rad�o 
alt�meter, or other electron�c low he�ght 
warn�ng dev�ce, wh�ch was correctly set to 
warn of a low he�ght s�tuat�on, the acc�dent 
may not have occurred.

3.�.3 Personnel

1.	 The	pilot	was	correctly	licenced	and	qualified	
to	operate	the	flight.

2. The p�lot was �n compl�ance w�th the 
applicable	flight	and	duty	time	limitations.	

3. The p�lot held an appropr�ate med�cal 
certificate.	 No	 psychological	 factors	 were	
l�kely to have played a part �n the acc�dent.

4. The p�lot had undergone formal tra�n�ng 
�n stress and fat�gue �ssues as part of the 
company’s recurrent tra�n�ng programme.

5.	 Although	the	pilot	had	flown	a	short	currency	
flight	on	the	night	of	the	accident,	he	had	not	
previously	flown	 for	32	days	 and	 therefore	
lacked	recent	flying	practise.		

6. The p�lot met the m�n�mum requ�rements 
regard�ng currency �n �nstrument approaches, 
but	 it	 is	 probable	 that	 he	 had	 flown	
comparat�vely few of these on the Islander.

7. It �s probable that the p�lot was suffer�ng, 
at least to some extent, from the affects of 
fat�gue.

8. The p�lot may have been operat�ng under 
h�gh workload, or even overload, cond�t�ons 
in	the	latter	stages	of	the	flight,	which	may	
have degraded h�s s�tuat�onal awareness.

9. The paramed�c was exper�enced as a 
passenger �n the Islander a�rcraft, and had 
rece�ved appropr�ate tra�n�ng �n safety 
procedures and equ�pment.

3.�.4 Surv�vab�l�ty

�. The p�lot’s body showed no obv�ous external 
�njur�es and no �nternal �njur�es or fractures.  
A surv�vable space was preserved �n the 
cockp�t area and �t �s probable that the p�lot 
surv�ved the �mpact.

2. The paramed�c was probably rendered 
unconsc�ous �n the �mpact when h�s head 
h�t the p�lot’s seat �n front due to the lack of 
upper torso restra�nt. 
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3.	 There	 was	 no	 operational	 or	 certification	
requirement	for	the	aircraft	to	be	fitted	with	
shoulder harnesses on the passenger seats and, 
under	 the	 certification	 standards	 applicable	
to G-BOMG, there was no requ�rement 
relat�ng to passenger head �njury protect�on.

4. It was not normal pract�se for the p�lot or 
paramed�c to wear �mmers�on protect�on or a 
lifejacket	during	such	flights.

5. Average surv�val t�me �n the sea, at a 
temperature of 9ºC, would have been no more 
than one hour.

Safety Recommendations

The follow�ng safety recommendat�ons were made:

Safety Recommendation 2006-101

The european Av�at�on Safety Agency and Jo�nt 
Av�at�on Author�t�es should rev�ew the Uk C�v�l 
Aviation	Authority’s	proposal	to	mandate	the	fitment	of	

Upper Torso Restra�nts on all seats of ex�st�ng Transport 
Category (Passenger) aeroplanes below 5,700 kg be�ng 
operated for publ�c transport, and cons�der creat�ng 
regulat�on to �mplement the �ntent of the proposal.

Safety Recommendation 2006-102

Cons�der�ng the un�que c�rcumstances of a�r ambulance 
flights,	 the	 Civil	 Aviation	 Authority,	 in	 conjunction	
w�th the Jo�nt Av�at�on Author�t�es should rev�ew the 
c�rcumstances �n wh�ch a second p�lot �s requ�red for 
public	transport	flights	operating	air	ambulance	services.

Safety Recommendation 2006-103

The C�v�l Av�at�on Author�ty, �n conjunct�on w�th the 
Jo�nt Av�at�on Author�t�es, should cons�der mandat�ng 
the carr�age of a rad�o alt�meter, or other �ndependent 
low he�ght warn�ng dev�ce, for publ�c transport IFR 
flights	operating	with	a	single	pilot.		


