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ACCIDENT

Aircraft Type and Registration: Medway M�crol�ghts Raven X, G-MYVW

No & Type of Engines: � Rotax 447 p�ston eng�ne

Year of Manufacture: �995

Date & Time (UTC): 9 June 2006,  between �332 hrs and �4�2 hrs

Location: North of Cl�ffe, Kent

Type of Flight: Tra�n�ng

Persons on Board: Crew - � Passengers - None

Injuries: Crew - � (Fatal) Passengers - N/A

Nature of Damage: A�rcraft destroyed

Commander’s Licence: Student P�lot

Commander’s Age: 4� years

Commander’s Flying Experience: 40 hours   (of wh�ch �8 were on type)
 Last 90 days - 7 hours
 Last 28 days - 7 hours

Information Source: AAIB F�eld Invest�gat�on

Synopsis

The student pilot was briefed to fly a solo general 
handl�ng exerc�se over marshland on the south s�de of 
the Thames Estuary.  He had not returned to the airfield 
by the t�me the a�rcraft’s fuel was known to be exhausted 
and a search and rescue operat�on was �n�t�ated.  
Approx�mately 24 hours later the crew of the Pol�ce 
A�r Support Un�t hel�copter located the a�rcraft and the 
fatally �njured p�lot.  There were no eye-w�tnesses and 
no recorded ev�dence.  The �nvest�gat�on was unable to 
determ�ne the cause of the acc�dent.    

History of the flight

The student p�lot, who was also the owner of the 
m�crol�ght, arr�ved at Rochester A�rport expect�ng 
to conduct a solo cross-country flight.  He was near 

to complet�ng the m�crol�ght pr�vate p�lot’s l�cence 

syllabus and th�s was one of the few outstand�ng 

requ�rements.  However, the crossw�nd was outs�de 

his limits for the cross-country destination airfields, so 

the flying school’s chief instructor briefed him to fly a 

general handling flight in the local area.  His brief was 

to fly north to an area of marshland on the south side 

of the Thames Estuary where he would pract�se stalls, 

t�ght turns and s�mulated eng�ne fa�lures.  Th�s was the 

flying school’s normal area for general handling and 

an area w�th wh�ch the p�lot would have been fam�l�ar.  

During the briefing the instructor also confirmed with 

the student that he �ntended to depart w�th a full fuel 

tank; th�s was 25 l�tres, wh�ch was equ�valent to about 

2 hours’ flying time.  On completion of the briefing, the 



86©  Crown copyr�ght 2007

 AAIB Bulletin: 2/2007 G-MYVW EW/C2006/06/03 

student self-r�gged the a�rcraft; h�s �nstructor reported 
that he was entirely proficient in this procedure.  The 
student �nformed the Aerodrome Fl�ght Informat�on 
Service Officer (FISO) that he was departing for a 
local flight and at 1244 hrs he took off from Runway 
02L and cl�mbed away to the north.  The radar heads at 
Pease Pottage and Debden recorded that element of the 
flight where the aircraft was higher than approximately 
2,000 ft agl, but were unable to record any other vert�cal 
profile information.  The aircraft was first recorded at 
�255 hrs, just to the north of Rochester, rout�ng d�rectly 
towards the marsh area and then flying a series of 
manoeuvres �n the pre-br�efed area.  The manoeuvres 
were all over land and the recording finished at 
�332 hrs.  At th�s t�me the a�rcraft was approx�mately 
5 km east of the acc�dent s�te and head�ng �n a westerly 
direction.  There were no other confirmed sightings 
of the a�rcraft a�rborne after th�s t�me.  The crew of a 
Pol�ce A�r Support Un�t hel�copter located the a�rcraft 
and the fatally �njured p�lot the follow�ng afternoon.  
The acc�dent s�te was on a sand and pebble beach that 
was mostly overgrown w�th weeds, just above the h�gh 
t�de mark of the estuary and below a sea wall.

Search and recovery

The a�rcraft departed Rochester A�rport at �244 hrs 
and was known to have an endurance of about 2 hours. 
When this endurance had been exceeded, the flying 
school �nstructors dec�ded to commence a search of the 
area in which the student pilot had been briefed to fly.  
Th�s search commenced at �525 hrs, w�th the p�lot’s 
�nstructor and the ch�ef �nstructor us�ng a m�crol�ght 
to search the area wh�lst ma�nta�n�ng rad�o contact 
w�th the FISO at Rochester A�rport.  After they had 
searched the area for 80 m�nutes w�thout success, the 
FISO �nformed the D�stress and D�vers�on (D&D) cell 
at West Drayton that the a�rcraft was overdue and had 
exceeded �ts endurance l�m�t.

The D&D cell began trac�ng act�on and �nformat�on 
gather�ng �n an attempt to locate the a�rcraft. Th�s 
�ncluded contact�ng the Kent pol�ce force and �nform�ng 
the Aeronaut�cal Rescue Co-Ord�nat�on Centre (ARCC) 
at RAF K�nloss that the m�crol�ght was m�ss�ng.  Th�s 
act�on was unsuccessful �n locat�ng the a�rcraft and the 
ARCC launched a search and rescue hel�copter from 
RAF Wattisham in Suffolk.  The helicopter was flown 
to Rochester A�rport to collect the m�crol�ght p�lot’s 
�nstructor and the search commenced at �935 hrs.  The 
search of the area cont�nued unt�l 2230 hrs, us�ng thermal 
�mag�ng equ�pment and a poss�ble trace from the p�lot’s 
mob�le telephone s�gnal, w�thout success.  The local 
coastguard teams and l�feboats conducted a search of the 
r�vers and marshland, aga�n w�thout success.

The follow�ng morn�ng, the Pol�ce l�a�sed w�th the ARCC 
w�th regard to the cont�nued search and dec�ded to use 
the Sussex Pol�ce A�r Support Un�t based at Shoreham.  
The�r hel�copter commenced the search at �200 hrs and 
the crew located the acc�dent s�te at �245 hrs.  The p�lot, 
who had been fatally �njured, was found next to the 
a�rcraft wreckage.

Overdue Action

CAP 4�0B ‘Manual of Flight Information Services’ 
(MFIS), Chapter �� ent�tled ‘Overdue A�rcraft’ states �n 
�ts �ntroduct�on that:

‘Overdue action is not related solely to the filing 
of a flight plan.  If at any stage of a flight, the pilot 
has made his intentions clear and subsequently 
does not arrive or report when expected, FISO’s 
should seriously consider taking overdue action’.  

The Manual also states that, w�th regard to rad�o-
equ�pped a�rcraft, such as the a�rcraft �nvolved �n th�s 
acc�dent:
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if the fuel carried by the aircraft is considered to 
be exhausted…the FISO shall inform the Area 
Supervisor that the aircraft is fully overdue’.  

In practice, at this airfield, this would mean informing 
the D�stress and D�vers�on (D&D) cell at West Drayton.

Meteorology

An aftercast from the Met Office showed a high pressure 
system s�tuated over the North Sea w�th a l�ght to moderate 
south-easterly flow covering Kent.  There was no cloud 
below 5,000 ft agl and the v�s�b�l�ty was between �5 and 
25 km, reduc�ng to between 3 and 5 km �n coastal m�st 
over the Thames Estuary.  The m�crol�ght school’s ch�ef 
flying instructor was flying in the same area and at about 
the same t�me that the acc�dent occurred.  He reported 
that there was l�ght turbulence �n the area and bel�eved 
that at very low level close to the sea wall, there could 
have been significantly more turbulence, due to the effect 
of the wall disrupting an otherwise smooth airflow.

Pathology

The post mortem report concluded that the p�lot d�ed 
as a result of the mult�ple �njur�es susta�ned �n the 
acc�dent.  The nature and pattern of the �njur�es �nd�cated 
a relat�vely low energy �mpact and there was ev�dence 
at the acc�dent s�te wh�ch suggested that the p�lot had 
been able to undo h�s harness and remove h�s helmet 
follow�ng the �mpact.

Tox�colog�cal exam�nat�on suggested that the p�lot may 
have been us�ng cannab�s w�th�n hours of the acc�dent.  
The post mortem report stated that: 

‘Experimental studies have demonstrated a wide 
range of effects of cannabis on cognitive functions 
and psychomotor skills, including impairment of 

information acquisition, working memory, divided 
and sustained attention, reaction time, tracking 
and motor control.  While it is impossible to say 
whether the pilot would have been impaired by 
the presence of cannabis metabolites at the time 
of the accident, the possibility that he may have 
been certainly exists.’

The report also commented that: 

‘complex tasks such as flying are particularly 
sensitive to the performance impairing effects of 
cannabis and impairment may continue for many 
hours after the subjective effects (those felt by 
the user) have worn off.  In fact decrements on 
performance have been demonstrated on pilots 
for up to 24 hours following the use of cannabis.’

The A�r Nav�gat�on Order (ANO), Art�cle 65, states that: 

‘A person shall not, when acting as a member of 
the crew of any aircraft or being carried in any 
aircraft for the purpose of so acting, be under the 
influence of drink or a drug to such an extent as to 
impair his capacity so to act.’

Description of the aircraft

The Raven X �s a two-seat, we�ght-sh�ft m�crol�ght a�rcraft 

of convent�onal layout and structure.  The aerofo�l shape 

of the w�ngs �s ma�nta�ned by tubular battens �nserted 

�nto channels sewn �nto the upper and lower fabr�c.  The 

upper battens are cambered and reta�ned �n the channels 

by pockets at e�ther end.  When the w�ng �s tens�oned 

they are securely located �n the channel such that only 

fa�lure of the fabr�c or of the batten �tself, or a loss of 

w�ng tens�on could allow �t to spr�ng out of pos�t�on.  The 

lower battens are stra�ght and the major�ty are reta�ned 

�n the channels s�mply by fr�ct�on when the w�ng �s 
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tens�oned.  In other words, they can sl�de out rearwards 
when the w�ng �s slack but are reportedly �mmovable 
when �t �s tens�oned.  The outermost lower battens are, 
however, prov�ded w�th an elast�c cord dev�ce wh�ch 
prov�des pos�t�ve retent�on.

G-MYVW was not fitted with the more usual fibreglass 
‘pod’ around the lower parts of the tr�ke, so that the 
p�lot was fully exposed to the sl�pstream and h�s feet 
would merely have rested on the ground steer�ng pedals 
or hung beneath the a�rcraft.

On-site examination of the aircraft

The a�rcraft and �ts p�lot lay on a sand and pebble 
beach just above the h�gh t�de mark of the estuary.  The 
r�ght w�ng was stand�ng lead�ng edge down wh�lst the 
left wing lay flat on the ground and partially folded 
across the r�ght w�ng root.  The tr�ke, st�ll attached to 
the w�ng, lay �n an almost �nverted att�tude w�th the 
two ma�nwheels �n the a�r and the nose land�ng gear 
separated from the rest of the tr�ke, ly�ng on the beach.  
It was ev�dent that the p�lot had undone h�s lap-belt and 
appeared to have rolled out of h�s seat, remov�ng h�s 
gloves and helmet and seem�ngly extract�ng h�s mob�le 
telephone from (presumably) a pocket in his flying 
su�t: the mob�le phone was sw�tched on.  H�s �njur�es 
would have precluded any attempt at walk�ng.  It was 
noted that a nearly-full, 20-l�tre jerry can of fuel had 
occup�ed the rear seat, and had been secured by ty�ng 
the rear seat harness around �t.

The wooden 2-bladed propeller had broken t�ps wh�ch, 
�n both cases, had led to a break�ng-away of the tra�l�ng 
edge, leav�ng the lead�ng edge undamaged.  In one case, 
the tra�l�ng edge was m�ss�ng and not found but on the 
other blade the tra�l�ng edge rema�ned loosely attached 
at the root.  Also not recovered, desp�te extens�ve 
search�ng, was the p�lot’s r�ght shoe.

The only �tems not present at the ma�n acc�dent s�te, 
apart from the propeller p�eces and the p�lot’s shoe, were 
two r�ght w�ng lower battens, one from the t�p and the 
other from about th�rd span from the root.  The latter was 
found about 30 metres south of the wreckage, stuck �nto 
the earth at the top of the sea wall wh�lst the former was 
ly�ng on the ground to the south-west, on the landward 
s�de of the base of the wall.  

Exam�nat�on of the var�ous structural cables showed 

that the two rear flying cables running from the ‘A’ 
frame aft to attach to the w�ng keel had fa�led, as well 
as the cross-tube tens�on cable and �ts backup cable.  In 
add�t�on, one of the luff l�nes� and the r�ght w�ng land�ng 
w�re had fa�led, but apart from these all the other cables 
were �ntact (see F�gure �).  Further �nformat�on and 
d�scuss�on of the cables �s conta�ned later �n th�s report.
 

Subsequent examination of the aircraft

The m�crol�ght was transported to the AAIB fac�l�ty 
for further exam�nat�on.  Th�s d�d not reveal any pre-
impact anomalies but the failed rear flying cables were 
selected for deta�led exam�nat�on, s�nce the fa�lure mode 
of the swaged fittings did not appear to be that of a 
properly-made swage.  Essent�ally, the term�nat�ons of 
the cables are constructed by doubl�ng the cable back on 
itself around a looped fitting known as a ‘thimble’ (see 
F�gure 2).  Two copper ferrules are then cr�mped around 
the two strands of cable, normally us�ng a hand tool wh�ch 
squeezes the ferrules down to a smaller d�mens�on.  Th�s 
d�mens�on �s checked us�ng a s�mple ‘go / no-go’ gauge 
– �f the jo�nt has been properly swaged, and us�ng the  

Footnote

�  Luff l�nes are small-d�ameter cables wh�ch run from the k�ng 
post to attach to the w�ng fabr�c at var�ous po�nts along the tra�l�ng 
edge.  The�r purpose �s to prevent d�stort�on of the tra�l�ng edge 
during certain flight manoeuvres.  In-flight failure of one of these 
cables should not prove catastroph�c.
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appropriate ferrule, it will fit into the 
gauge and should guarantee that the 
copper fitting has flowed closely up 
aga�nst the cable strands and gr�pped 
them t�ghtly.  A correctly formed jo�nt 
should be stronger than the cable 
�tself and thus a tens�le overload 
force appl�ed to the cable typ�cally 
causes fa�lure of the cable adjacent 
to the jo�nt and not at the jo�nt �tself.

In the case of G-MYVW, the rear 
flying cables had pulled through 
the swage fittings at one end (see 
F�gure 3), leav�ng just a th�mble 
attached to each s�de of the ‘A’ frame.  

Figure 1  

Sketch of gener�c we�ght-sh�ft m�crol�ght w�ng to �llustrate some of the nomenclature referred-to �n the text

King post Landing wires

Cross tube

Keel tube

Rear wires

Cross tube
tensioning cable

Control bar

UprightFront wires
Flying wires

Leading edge

Ferrules

Thimble

Figure 2 

Intact swaged jo�nt



90©  Crown copyr�ght 2007

 AAIB Bulletin: 2/2007 G-MYVW EW/C2006/06/03 

If these cables were to fail in flight, the aircraft would 
almost certa�nly be uncontrollable, s�nce any attempt to 
put forward pressure on the control bar to ra�se the nose 
would have l�ttle or no effect.  A recent case of fa�lure of 
these cables on a d�fferent model of m�crol�ght, but of a 
s�m�lar layout, resulted �n an acc�dent.  In that case, the 
free ends of the cables had also tra�led backwards and 
struck the propeller.

There was absolutely no ev�dence that th�s had 
happened to G-MYVW, but the anomalous 
fa�lure mode warranted further �nvest�gat�on.  
It was not�ced that the cables themselves were 
of unusual construct�on.  Most aeronaut�cal 
w�re cables are constructed of m�ld or sta�nless 
steel throughout:  the fa�led cables clearly had 
the centre core strands made from a black, 
non-metall�c mater�al, probably polypropylene.  
Such cables are usually called ‘fibre-cored’ and 
do not appear to have found many appl�cat�ons 
�n the av�at�on �ndustry.  In th�s case, the cables 
were of the specified 3 mm diameter, but the 
des�gn assumes that 7 x 7 steel-cored cables w�ll 
be used.  Th�s term�nology �nd�cates that the 

cable �s made from seven group�ngs each conta�n�ng 
seven strands, thus there are 49 metal strands �n each 
cable.  F�bre-cored cable of the same d�ameter would be 
termed ‘6 x 7’, �nd�cat�ng that there are only 42 metal 
strands.

Consultat�on of the cable-makers’ data for steel and 
fibre-cored cables of the same diameter indicated 
that there �s not, surpr�s�ngly, much d�fference �n the 
Ult�mate Tens�le Strength (UTS) of e�ther var�ety; the 
fibre-cored type having about 7% less UTS.  However, 
the manufacturer of the hand press tool, N�copress, 
which was used to make the swages, confirmed that it 
was never intended for use on fibre-cored cable because 
the tool compresses the fitting down to a pre-determined 
dimension.  The greater compressibility of the fibre 
core would mean that the copper fitting does not form 
�tself around the outer strands as was �ntended.  Th�s 
was confirmed when several unbroken swages from 
G-MYVW were sect�oned (see F�gure 4).

Figure 3  

Broken rear cable from G-MYVW 
Note that the cable has pulled through the ferrules and 

the fibre core (arrowed)

AdhesiveAdhes�ve

Figure 4  

Sect�on through an unfa�led swage, show�ng poor gr�p of the 
cable strands by the ferrule.  Note that the fibre core is not 

read�ly apparent (although present) and that the grey mater�al 
filling the voids is cyanoacrylate adhesive, applied to stabilise 

the assembly dur�ng sect�on�ng
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All of the 3 mm cables on G-MYVW were fibre-cored, so 
�t was dec�ded that these cables, �nclud�ng the unbroken 
ends of the fa�led cables, would be subjected to a 
destruct�ve ‘pull’ test to explore the�r UTS.  Of the s�x 
swages subjected to the test, the h�ghest value recorded 
was 5.5 k�lonewtons (kN) and the lowest value was 
3.67 kN before fa�lure, all of wh�ch resulted �n pull�ng of 
the cable through the swage.  It was noted, however, that 
�n all cases the cable was start�ng to pull through the swage 
at values cons�derably lower than the ult�mate – one as 
low as 2.5 kN.  The value at wh�ch correctly assembled 
steel cables fa�led was nom�nally �n excess of 6 kN. 

Deta�led exam�nat�on concluded that the swaged jo�nts 
were of poor qual�ty, probably as a result of the use of 
fibre-cored cable.  In comparison, some original cables 
suppl�ed by the manufacturer, and of about the same age 
as those fitted to G-MYVW, were significantly stronger 
and the swaged jo�nts were sat�sfactory.  Cons�derably 
greater strength would have been ach�eved �f the correct 
cable had been used.

Trac�ng the or�g�n of the errant cables proved �nconclus�ve.  
The or�g�nal manufacturer of G-MYVW produced 
documentat�on to show that he had purchased a bulk 
supply of the correct specification at the time the aircraft 
was made.  The first owner of G-MYVW confirmed that 
he had not had to change any cables dur�ng h�s per�od of 
ownersh�p (�995-2006) and there was no ment�on �n the 
a�rcraft log book of any replacement of cables.  All cables 
on the a�rcraft appeared to be of s�m�lar age, suggest�ng 
that the deceased owner-p�lot had not changed any.

Analysis

Conclusions from on-site observations

Determ�n�ng the prec�se att�tude of the a�rcraft at �mpact 
was difficult because the nature of the ground meant 
that no clear ground marks had been left.  However, 

the r�ght w�ng was much more damaged than the left, 
w�th s�gns of ground contact along most of the span of 
the lead�ng edge.  It was therefore judged that th�s w�ng 
had struck the ground first.  The ‘snoot’ at the extreme 
front of the trike had also made hard nose-first contact 
w�th the ground, caus�ng fa�lure of the keel further aft.  
It therefore appears that the a�rcraft’s att�tude at �mpact 
was about 30º nose-down but banked to the r�ght. 
 
The a�rcraft’s speed must have been relat�vely low, 
s�nce crashes at such extreme att�tudes, wh�lst at normal 
flying speeds, would usually result in immediate fatality.  
Cons�derat�on was g�ven to the poss�b�l�ty that the two 
battens found some d�stance away from the rest of the 
wreckage �nd�cated that there had been a m�d-a�r fa�lure 
and loss of w�ng tens�on, allow�ng them to be released.  
However, they both showed damage cons�stent w�th the 
w�ng str�k�ng the ground (the �nboard batten was bent 
when �t should have been stra�ght) and �t was concluded 
that they were somehow ejected on �mpact and propelled 
through the a�r for a cons�derable d�stance.  Fa�lure of 
the cross-tube tens�on cables would be expected �n th�s 
kind of impact and later examination confirmed that they 
had fa�led �n overload.

The condition of the propeller blades was difficult to 
expla�n, s�nce they both �nd�cated a str�ke on the t�ps only, 
the lead�ng edges otherw�se be�ng devo�d of damage. 
If they had struck the ground dur�ng the �mpact sequence, 
then more lead�ng edge damage (and poss�bly fa�lures 
at the root as well) would be expected.  A search was 
conducted for any evidence that the aircraft had first 
struck the ground or an object somewhere other than where 
�t came to rest but no such ev�dence was found, although 
the nature of the terra�n made th�s search extremely 
difficult.  However, it is possible that the broken propeller 
p�eces were thrown �nto the r�ver estuary.  There was no 
obv�ous explanat�on for  the p�lot’s m�ss�ng shoe.
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Conclusions from examination of the cables

Despite the use of non-standard fibre-cored cable, 
several factors suggest that in-flight failure of the rear 
cables was not respons�ble for the acc�dent:

•	 The nature of the �mpact and the momentum 
of the p�lot’s we�ght on the control bar could 
produce enough force to fa�l even cables made 
to the correct specification;  in other words 
one would expect these part�cular cables to 
fa�l on �mpact.

•	 Although the strength of some of the cables 
was degraded, �t appears that the lowest values 
measured were st�ll h�gher than the calculated 
loads exper�enced by them, even �n h�gh ‘g’ 
manoeuvres.

•	 There was no s�gn of contact w�th the propeller 
wh�ch m�ght be expected bear�ng �n m�nd 
prev�ous acc�dents where the rear cables had 
fa�led.

•	 Although �t �s poss�ble that the cable may 
have been progress�vely pull�ng through the 
swages over a per�od of t�me w�thout be�ng 
not�ced, th�s was not borne out by m�croscop�c 
exam�nat�on, wh�ch suggested that the 
pull-through occurred as a s�ngle event.

Nevertheless, the possibility of in-flight failure of the 
cables could not be completely el�m�nated and the 
fact rema�ns that use of the type of tool employed to 
make the swages was inappropriate for fibre-cored 
cables and so the follow�ng Safety Recommendat�on 
�s made:

Safety Recommendation 2006-126

The Br�t�sh M�crol�ght A�rcraft Assoc�at�on should 
promulgate the information that fibre-cored cables 
should not be used on aircraft, unless specified by the 
manufacturer, and that the N�copress swag�ng tool was 
not designed for fibre-cored cables and will therefore not 
produce a correctly swaged jo�nt. 

Operational issues 

The �nvest�gat�on �nto the cause of th�s acc�dent was 
hampered by the lack of ava�lable ev�dence.  Once 
the aircraft had departed from the airfield boundary 
there were no eyew�tness accounts of �ts movements.  
This was not surprising, however, since the flight was 
probably over sparsely populated marshland.  The p�lot 
was not carry�ng Global Pos�t�on�ng (GPS) equ�pment 
so the only trace of the a�rcraft’s rout�ng came from 
the pr�mary radar returns from radar heads located at 
Pease Pottage and Debden.  Analys�s of the recorded 
data d�d not reveal anyth�ng unusual; �t was all w�th�n 
the pre-br�efed manoeuvr�ng area, all over land and 
cons�stent w�th the pre-br�efed general handl�ng 
exerc�ses.  The radar record�ng term�nated 48 m�nutes 
after the a�rcraft took off from Rochester when �t must 
be assumed that �t descended below the he�ght of radar 
coverage wh�ch �s approx�mately 2,000 ft agl �n th�s 
area.  At th�s po�nt, the a�rcraft was approx�mately 5 km 
east of the acc�dent s�te and head�ng towards �t.  The 
actual t�me of the acc�dent �s not known but, based on 
the amount of fuel retr�eved from the wreckage, �t must 
have occurred w�th�n about 40 m�nutes of the last radar 
record�ng.  In real�ty, �t was probably much less than 
th�s s�nce �t �s l�kely that there was leakage of fuel after 
the acc�dent.

Dur�ng th�s per�od the a�rcraft probably rema�ned 
below 2,000 ft agl where �t �s poss�ble that the p�lot 
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was carry�ng out s�mulated eng�ne fa�lures.  It �s also 

possible that he may have practised low flying along or 

close to the sea wall.  Th�s �s a fa�rly common pract�ce 

for microlights flying in this area and the student pilot 

had flown along the sea wall with his instructor on 

several occasions to practise low flying techniques.  It 

�s of note that he was head�ng towards the sea wall �n 

the d�rect�on of the acc�dent s�te when radar contact was 

lost.  The broken propeller blade and p�lot’s m�ss�ng 

shoe suggest that there may have been some ground 

contact prior to the final accident site but the initiating 

event for th�s acc�dent cannot be determ�ned.

The presence of cannab�s �n the p�lot’s body compounds 

the difficulty in understanding the circumstances regarding 

th�s acc�dent.  Although �t �s not poss�ble to say whether 

Art�cle 65 of the ANO was contravened, the poss�b�l�ty 

that cannab�s may have �mpa�red h�s judgement and/or 

handl�ng of complex tasks cannot be excluded.

It �s also ev�dent from the patholog�st’s report that the 

acc�dent was potent�ally surv�vable; �ndeed �t appears 

the p�lot attempted unsuccessfully to make a mob�le 

telephone call after the acc�dent.  Thus �t �s worth 

cons�der�ng why the p�lot was not located earl�er and 

ways �n wh�ch surv�vab�l�ty could have been �mproved.

If the crew of an a�rcraft are unable to prov�de 

any notification of an accident and there are no 

eyew�tnesses (as �n th�s acc�dent), trac�ng act�on does 

not normally commence until the aircraft is identified 

as be�ng overdue.  Ident�fy�ng an a�rcraft as overdue 

relies on a flight plan or knowledge of takeoff time and 

endurance.  In th�s case the p�lot was a student on a 

pre-briefed exercise for there was no flight plan and 

so only the flying school would have known when his 

endurance had been exceeded.  In order that the FISO 

can fulfil the CAP 410B requirement to inform the area 

superv�sor as soon as ‘the aircraft’s fuel is considered 
to be exhausted’, the a�rcraft’s endurance must be made 
ava�lable.

The m�crol�ght school �nstructors knew the area �n 
which the student pilot had been briefed to fly and 
the�r reconna�ssance of the area allowed the search to 
commence at the earl�est opportun�ty.  The FISO, when 
made aware that the a�rcraft’s endurance was exceeded, 
began trac�ng act�on and then contacted D&D when the 
�nstructors’ �n�t�al search proved fru�tless.  It would have 
been poss�ble to save t�me by contact�ng D&D as soon 
as the fuel was known to have been exhausted because 
the first actions of D&D are also to begin tracing action 
and there �s l�kely to have been dupl�cat�on of effort 
at th�s po�nt.  There �s a degree of reluctance for some 
airfields to involve D&D immediately after an aircraft 
has exceeded �ts endurance as a�rcraft, part�cularly 
those that have the ability to land on unlicensed fields, 
occas�onally land elsewhere w�thout �nform�ng ATC.  
However, �nform�ng D&D �n�t�ates a cha�n of events 
that, due to the�r resources and exper�ence, are l�kely 
to resolve an overdue a�rcraft �nc�dent �n the most 
exped�t�ous manner.

It transp�red that the m�crol�ght school’s ch�ef �nstructor 
had almost certainly flown over the accident site during 
h�s �n�t�al search but the black and yellow upper w�ng 
surface and pilot’s dark green flying suit made the site 
relat�vely �nconsp�cuous from the a�r (see F�gure 5).  
Manufacturers now use wh�te as the default colour for 
the upper wing surface but bright clothing and reflective 
str�ps would also �mprove v�sual consp�cu�ty.  Some 
microlight flying schools advocate the carrying of a 
sw�tched-on mob�le telephone �n order to prov�de a 
s�gnal for rescue serv�ces to use should �ncapac�tat�on 
prevent a call be�ng made.  Th�s acc�dent demonstrated 
that a mob�le telephone s�gnal alone cannot be rel�ed 
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upon to gu�de rescue serv�ces d�rectly to the acc�dent 
s�te.  An alternat�ve and more accurate method would 
be to use a personal locator beacon.  However, the�r use 
does depend on pos�t�ve �n�t�at�on of the beacon wh�ch 
may not be poss�ble �f the occupant �s �ncapac�tated.

Follow-up action

As a result of th�s �nc�dent the Rochester A�rport 
Airfield Director issued a memo on 22 August 2006 
wh�ch requ�res the a�rport FISO’s: 

‘to record the expected time of duration of the 
‘local’ flights from Rochester.  This information is 
to be recorded on all relevant flight strips enabling 
us to initiate prompt overdue action if required.  
Whenever possible a call should be made when 
a flight is longer than briefed in order to confirm 
everything is well.  A revised ETA should be 
obtained’.

Conclusion

The lack of ava�lable ev�dence and w�tness �nformat�on 

meant that the cause of th�s acc�dent could not be 

identified, although it did appear to be potentially 

survivable.  Despite the use of non-standard fibre-cored 

cable, the evidence suggests that an in-flight failure of 

the rear cables was not respons�ble for the acc�dent.  

Nevertheless, the poss�b�l�ty could not be completely 

el�m�nated.  A number of factors delayed the d�scovery 

of the accident site and the airfield has put in place 

a procedure to reduce one of these.  The lack of 

v�sual consp�cu�ty and on-board locat�on equ�pment 

also contributed to the difficulties of accident site 

detect�on.  However, �t �s the D�stress and D�vers�on 

cell �n conjunct�on w�th the Aeronaut�cal Rescue 

Co-Ord�nat�on Centre that have pre-em�nence �n search 

and rescue operat�ons and the�r �nclus�on at the earl�est 

stage g�ves the greatest l�kel�hood of a successful 

outcome.

Figure 5


