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Bye Bye Birdie
By MCpl Matt Vincent, 423 Maritime Helicopter Squadron, 12 Wing Shearwater, Nova Scotia
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Birds and aircraft have many things in 
common. They fly high, seemingly 
floating on a pillow of air. Some may 

even say they are works of art. However, 
they don’t mix well, and when they cross 
paths the result is never pretty. This story  
is not unlike any other bird strike incident, 
except there’s a small twist and a lesson to 
be learned that can be applied across many 
aspects of operations – not only when 
dealing with our flying feathered friends.

We were having a great navy day aboard  
the HMCS St. Johns sailing the Caribbean Sea. 
The helo was off on a routine surveillance 
mission, and the techs and I were soaking up 
some sun on the flight deck awaiting the 
return of the aircraft. I noticed that this day, 
much like the few days before it, there were 
an abnormally large number of small sea 
birds flying around the deck. Some seemed 
to be enjoying the free ride hanging out  
on the on the ropes, while others pecked 
around the deck in search of food. 

When we got the word of the helo’s return, 
we got ourselves ready and prepared the 
flight deck, and as a part of that preparation, 
we shooed away the remaining birds. When 
the helo returned, they began their usual 
Destroyer Deck Landing’s, which are practice 
landings and takeoffs. During one of these 
practice runs, upon takeoff a certain Mr Birdie 
decided to fly directly into the main rotor, 
instantly transforming himself into pink 
vapour. The Flying Co-ordinator immediately 
notified the then unaware aircrew and it 
was decided to land and assess the situation.
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Upon a quick wipe of the remaining bird 
residue, an inspection showed that the 
damage was not sufficient to warrant a 
blade change, but the incident got us 
talking. Why were there so many birds 
around lately? Where were they all coming 
from? Then someone pipes in, “Ha, it’s 
probably because of those sailors were 
feeding the birds on the flight deck again.” 
Needless to say, our Detachment Commander 
and Chief were not impressed. Why would 
anyone do such a thing knowing there’s a 
helicopter fly off the back of the ship? The 

Det Commander immediately made a pipe 
to the whole ships company telling the 
crew to not feed the birds, emphasizing 
the dangers birds pose to safety of flight.

So, what’s the point? Is the Navy just flight 
safety ignorant? Well no. No more than we 
all were if you think about it. We didn’t even 
consider that the ships company would be 
so unaware of flight safety concerns. They, 
unlike us, who have had the privilege of 
having flight safety beaten in to us since 
we started our careers, have not had enough 
exposure to aircraft to fully understand. 

The fact of the matter is that we frequently 
work with outside agencies, be it Navy, 
Army, civilians, and yes, other Air Force 
personnel who may not be immersed in 
the same flight safety culture we are. It is 
our responsibility, as techs and aircrew, to 
educate the people who work around us 
and promote flight safety ideals whenever 
and wherever possible.  
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By Officer Cadet Spencer Warren, Southern Ontario Gliding Centre (Central Region Gliding School), Trenton, Ontario

In the summer of 2009 I was an instructor 
of the Basic Glider Pilot course for the 
Air Cadet Gliding Program in Trenton, 

Ontario. As a young graduate of this program, 
I had worked as a civilian instructor for 
about two years, and this would be my 
second summer instructing cadets to 
receive their Glider Pilot Licences. During 
the summer training program, there were 
roughly 100 cadets who required about  
50 flights each to complete their licences. 
The course took place over six weeks, and 
because of this short time span, there was  
a significant time pressure to fly whenever 
possible. While this pressure is rarely pushed 
by the management of the gliding program, 
it’s common for individuals within the 

organization to have self-imposed pressure 
– since everybody wants to get the job 
done on time. 

This self-imposed pressure became especially 
evident to me on one particular occasion 
during that summer. It was near the end of 
the course, and all of my students were in 
the solo practice phase of their flight training. 
We were operating at the airport in Picton, 
Ontario. The weather was good and we 
were all keen on doing as much flying as 
possible. On a good day, it is often possible 
to complete over 100 glider flights per day, 
particularly if delays on the ground are 
kept as short as possible. Even a few minutes 
ground delay for each launch can add to a 
significant reduction in training flights. 

With this in mind, I was debriefing a 
student on the flight they had just 
completed. As I finished the debriefing, 
another pilot removed themselves from 
the flying rotation, and because of this, 
there was an opportunity to send another 
student immediately for a flight. In an 
effort to keep efficiency at a maximum,  
I shouted for my student to meet me at  
the glider, and we completed a very hasty 
pre-flight briefing. Normally, pre-flight 
briefings for solo practice are quite short, 
and are only a basic outline of the flight for 
the student to follow. On this particular 
instance, the student was to release from 
the tow plane at 1500 feet above ground 
and practise steep turns before joining a 

The Perils of Efficiency
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circuit and landing. However, in light of  
my own self-imposed pressure to get my 
student airborne as quickly as possible, I 
rushed through the briefing faster than 
normal. The student quickly entered the 
glider and departed. Prior to licensing, all 
solo flights are monitored visually and over 
the radio by the instructor, and shortly 
after my student’s takeoff I watched as  
my student released from the tow plane 
abnormally early. I then heard the tow  
pilot announce that the glider had released 
at only 500 feet above ground. Immediately 
after releasing, the glider turned around 
and completed an abbreviated approach to 
an alternate runway at the airport. I was 
relieved to see the glider touchdown safely 
and to hear my student announce over the 
radio that he was down and safe. 

So what caused the student to release from 
the tow plane prematurely at a very low 
altitude? He explained to me later that due 
to our rushed briefing, he had not had enough 
time to mentally prepare for the flight. He 
had been unsure about which maneuvers 
he was supposed to practise and his thoughts 

were focused on this during the climb 
behind the tow plane. After realizing he 
had become distracted, he quickly looked 
at his instruments and saw the “hundreds” 
needle on the altimeter passing through 
the number we had discussed for release. 
He was briefly confused and thought he 
was at release height, so he abruptly released 
from the tow plane. Immediately afterwards 
he realized he was in fact a thousand feet 
lower than the normal release altitude. At 
this point, his emergency training kicked  
in resulting in a well executed turn back  
to the airport. 

As with most other flying incidents, I realized 
that there were several small factors that 
lined up to create the end result. There were 
policies and procedures in place which could 
have prevented the premature release; 
however, it’s my opinion that it was my 
inattention as an instructor that ultimately 
could have led to a disastrous situation. In 
an effort to maintain operational efficiency,  
I neglected to adequately prepare my student 
for flight. I allowed a self-imposed time 
pressure to affect my decisions, and cut 

corners during the briefing in order to keep 
the flight line moving on time. Because of 
this, the lack of adequate preparation led 
to unnecessary stress on the student 
during the climb, and ultimately, a loss of 
situational awareness which could have 
resulted in an off-field landing. 

Following this event, I’ve become increasingly 
aware of the danger of self-imposed pressure, 
and take care to avoid rushing procedures. 
A slight delay in completing the task is far 
more desirable than rushed procedures 
resulting in an error. Furthermore, I’ve come 
to realize that the AMISAFE checklist is critical, 
and that it does not only apply to instructors, 
but to every member of the flight crew 
including the student. It’s imperative to 
ensure that students are prepared for flight 
both physically and mentally. In my several 
years of instructing the gliding course 
following this event, I’ve been diligent not 
only in applying this knowledge myself,  
but also in passing on this lesson to each  
of my students so they may learn from my 
mistake.  
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By Captain Brent Sherstan, 408 Tactical Helicopter Squadron, Canadian Forces Base Edmonton

Hard Landing
After walking away from a hard 

landing in a CH146 Griffon, and as a 
relatively junior Aircraft Captain (AC) 

flying with a very junior First Officer (FO), 
here are several points that I’ve learned 
that I hope others will not have to learn  
the hard way.

It was a beautiful VFR day and I was 
scheduled for a basic handling and 
emergencies trip (BHE) with a junior FO 
fresh off the Griffon OTU. Another aircraft 
was scheduled to fly at the same time so 
the other AC and I discussed developing a 
tactical scenario for our new FOs, but upon 
realizing how little they’ve flown in the past 
few months we decided to just concentrate 

on basic sequences. Little did we know 
how much the low flying rate at the squadron 
would affect us later on during the trip.

After a thorough pre-flight briefing, we 
began to run through all the basic sequences: 
circuits, emergencies, autos, and confined 
areas. During the flight I noticed that the 
FO was very cautious and prompted him 
throughout to work on his tactical flying 
and learn to expedite his sequences; this 
resulted in dire consequences.

As the flight drew to a close, I told the FO 
to take us back to the fuel pumps as it is 
standard practice for the crew to refuel the 
helicopter before signing it back in. During 

this last approach, I could tell that the FO 
was trying to heed my advice and it was 
noticeably quick. During the initial stages 
of the approach, I did not see any reason 
for concern and was interested to see how 
the FO was going to manage the final 
stages. Throughout the flight, the winds 
were light and shifted from westerly to 
southerly, and then to calm. Our approach 
was south westerly approximately 200 feet 
south of the fuel pumps, which are on the 
edge of the field. There is a chain link fence 
marking the boundary. I was aware that 
the approach would be tight but thought 
we still had an “out” if we turned more 
southerly, which would allow us to extend 
the manoeuvre.
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As we entered the final stages of the 
approach, we were still coming in high and 
fast but I was not yet overly concerned 
because I assumed (incorrectly) that the FO 
would extend the approach until we were 
more in control with the “blades loaded” 
(stable regime of flight) before turning 
northerly to the fuel pumps. This was not 
the case. The FO initiated his turn when we 
were about 60 feet above the ground and 
that’s when we felt the sink. As we started 
to fall, the flight engineer called “50… 
40… 30… up! up! up!”. From about 60 to 
30 feet the FO was trying to salvage the 
landing by pulling in collective (adding 
more power), and despite this action,  
we continued to descend and braced for 
impact. Thankfully we landed in a level 
attitude and the skids did their job absorbing 
most of the energy. The Griffon finally 
came to rest on its belly with the skids 
completely destroyed and laying in pieces 
beside the machine. The crew received minor 
bumps and bruises but nothing significant.

Being a fairly junior AC, I’ve learned many 
things from this incident including:

1.	 Don’t get complacent – incidents can  
	 happen at any time, even during the most 
	 basic sequences. Of all the complicated 		
	 manoeuvres we did during the flight, it 		
	 ended up being a basic approach to the 		
	 fuel pumps that ruined our day.

2.	 Recognize the abilities AND limitations  
	 of yourself and your crew. Even though  
	 something is within your comfort zone,  
	 it may be outside of someone else’s  
	 comfort zone or their ability to recover.  
	 Always be prepared to take control early  
	 as that may be the only way to salvage 
	 a situation going bad.

3. 	Pay careful attention to each member’s  
	 proficiency. There is a great difference  
	 between currency and proficiency, and  
	 as such, the crew should refrain from  
	 pushing themselves until they are fully  
	 proficient.

4.	 Finally, always adhere to the basic rules  
	 of flight and wait until the helicopter is  
	 stable with the blades loaded before  
	 attempting to manoeuvre close to the  
	 ground. Turning downwind wasn’t  
	 necessarily the final nail in the coffin, but 
	 doing so without the blades loaded was.

In being lucky enough to walk away from  
a potentially catastrophic incident, several 
valuable lessons were learned. Hopefully 
the rest of the community can learn from 
my experience instead of finding out the 
hard way.  
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	 TYPE:	� CF188 Hornet (188738)

	 LOCATION:	 Lethbridge, Alberta

	 DATE:	 23 July 2010

During an air show practice at 
Lethbridge County Airport, CF188738 
experienced a loss of thrust from its 

right engine while conducting a high angle  
of attack (AOA) pass at 300 feet above ground 
level (AGL). Unaware of the problem but 
feeling the aircraft sink slightly, the pilot 
selected maximum afterburner on both 
throttles in order to overshoot from the 
manoeuvre. The aircraft immediately started 
to yaw right and continued to rapidly yaw/roll 
right despite compensating control column 
and rudder pedal inputs.

With the aircraft at approximately 150 feet AGL 
and about 90 degrees of right bank, the pilot 
ejected from the aircraft. The aircraft continued 
in a tight descending corkscrew to the right 
prior to hitting the ground nose first.

The ejection system worked flawlessly, but 
the pilot was injured when he landed firmly 
under a fully inflated parachute. 

The investigation revealed a number of 
factors that contributed to this occurrence. 
The engine malfunction was likely the result 
of a stuck ratio boost piston in the right engine 
main fuel control (MFC) that prevented the 
engine from advancing above flight idle when 
maximum afterburner was selected. The large 

thrust imbalance between the left and the 
right engines caused the aircraft to depart 
controlled flight and the aircraft was 
unrecoverable within the altitude available. 
Contributing to the occurrence was the subtle 
nature of the engine malfunction that was  
not detected by the pilot when the overshoot 
was attempted.

In response to this occurrence, the Royal 
Canadian Air Force (RCAF) expedited the 
implementation of a program to upgrade 
all CF188 MFCs. Additionally, the RCAF made 
changes to the conduct of the CF188 air show 
routine by increasing the high AOA pass 
altitude from 300 feet AGL to 500 feet AGL, 
improving the air show training program and 
ensuring that both engines of the CF188 air 
show aircraft have upgraded MFCs. 



Issue 1, 2013 — Flight Comment	 35

	 TYPE:	 CH147 Chinook (147202)

	 LOCATION:	 20 km southwest of Kandahar City, Afghanistan

	 DATE:	 05 August 2010

On 05 August 2010, Chinook CH147202 
was conducting a sustainment mission 
outside Kandahar Airfield. While 

transiting at low altitude between two forward 
operating bases, the aircraft was forced down 
due to an explosion and in-flight fire. The source 
of ignition was reported as being due to 
insurgent fire that was directed towards the 
aircraft. Following the sound of a detonation, 
flames and black smoke immediately began 
entering the cabin through the left side of the 
open rear cargo door. Despite the presence of 
dark smoke in the cockpit, the pilots were able 
to rapidly and successfully land the aircraft in 
an open field. After landing, all aircrew 
members and passengers exited the aircraft, 
although some sustained minor injuries from 
the fire or during egress. 

The scope of the Flight Safety Investigation 
was limited to the review and analysis of 
aviation life support equipment, egress 
procedures, and other issues pertaining to 
occupant safety. Deficiencies in cabin safety 
standards for crashworthiness and egress 
highlighted the need for a comprehensive 
RCAF passenger and cabin safety policy, as 
well as the need for full scale cabin safety 
assessments in both new and legacy fleets, 
in order to identify and mitigate safety 
deficiencies. 

Additionally, the investigation identified 
that during the deployment, a number of 
flying and safety orders were routinely 
deviated from without the appropriate risk 
assessments being in place. Operation in 
accordance with established orders and 
the deliberate and controlled deviation 
from those orders through a documented 
risk assessment process, especially during 

elevated risk operations, is an essential 
responsibility of Command. The importance 
of documenting deviations to safety orders 
cannot be overstressed as it enforces a 
rigorous approach to assessing risk, develops 
appropriate mitigation strategies and 
support, and communicates clearly whose 
responsibility it is to assume and mitigate  
that additional risk. 
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	 TYPE:	� Runway Incursion

	 LOCATION:	 Goose Bay Airport (CYYR), Labrador

	 DATE:	 29 May 2012

Acivilian-operated Beech 1900 aircraft 
was landing on runway 34 at CYYR. 
The aircraft was in the landing flare 

when a vehicle entered runway 34 at the 
intersection of runway 26 and then stopped. 
The aircraft passed within an estimated  
25 feet of the vehicle but continued its 
landing roll-out without further incident.  
A Flight Safety Investigation, coordinated 
with the Transportation Safety Board, was 
convened to investigate the incident.

The investigation determined that the ground 
controller (GC) did not use the term “negative”  
to issue a restriction to the vehicle operator’s (VO) 
request to cross the runway and that the VO 
did not actively scan the runway for potential 
traffic conflicts prior to proceeding onto  
the active runway. Additionally, the VO’s 
misinterpretation of the GC’s clearance was 
exacerbated by the VO’s expectancy to hear 
the term “proceed” or “negative.” Upon hearing 
“proceed,” the VO erroneously assumed that 
he was cleared to his requested destination.  
It was further determined that non-standard 
phraseology was used by CYYR Air Traffic 
Control (ATC) and that 1 Cdn Air Div publications 
did not define currency or specify a validity period 
for the Ramp Defensive Driving Course (DDC) 
qualification.

Safety recommendations included the 
publication of a Flight Safety Debriefing 
article summarizing CF runway incursion 
trends within the past ten years. 1 Cdn Air Div 
reviewed the Civil Aviation Daily Occurrence 
Reporting System filing policy, clarified the 
timelines for the Ramp DDC validity period, 
and made the revamped Ramp DDC program 
accessible through their website. It is further 
recommended that 1 Cdn Air Div formally 
publish the Ramp DDC currency and validity 

requirements and review the content of the Ramp 
DDC program and ATC National Professional 
Knowledge exam. Recommendations specific 
to CYYR included ensuring ATC terminology 
and phraseology is conducted according to 
the ATC Manual of Operations, relocating the 
GC speaker in the control tower, and imposing 
the successful completion of a written and 
practical airfield driving test for the local Ramp 
DDC qualification. 

Approximate distance between the vehicle and Beech 1900 wing tip (marked by the person).
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	 TYPE:	� CH146 Griffon (146437)

	 LOCATION:	 Edmonton, Alberta

	 DATE:	 05 July 2012

On completion of a Basic Handling  
and Emergency training flight,  
Griffon CH146437 was attempting to 

conduct a descending, decelerating transition  
to the hover to a spot south of the fuel pumps 
with a right hand turn to a northerly heading. 
During this final turn, the aircraft began to 
sink rapidly; the First Officer (FO) raised the 
collective to a position which he believed to 
correspond with maximum mast torque (QM) 
but the aircraft continued to descend. Just 
after the FO levelled the aircraft, Griffon CH146437 
landed hard and sustained “C” category damage. 
The Flight Engineer suffered minor injuries.

The investigation focused on power management, 
aircrew flying rates, aircrew fault analysis, 
aircrew factors, crew pairing and mentorship. 

The investigation concluded that the crew 
entered into a settling with power situation 
from which they did not recover. An incorrect 
wind advisory by the Advisory Controller, an 
inadequate wind appreciation by the crew 
and the attempt of a descending, decelerating 
transition to the hover with an inadequate 
assessment of closure rates were factors in 
this accident. A significant contributing factor 
included poor power management; the blades 
were not loaded during the final approach, 
both pilots inaccurately assessed the collective 
position and they did not increase it to its 
maximum travel. Lastly, the aircraft captain 
(AC) did not recognize the point at which  
he needed to provide assistance to the FO. 

Collective travel, corresponding QM and  
rotor RPM were available to slow the rate of 
descent and potentially prevent the accident.  

The investigation team also found that the low 
yearly flying rate amongst 1 Wing pilots could 
hamper skill development, delay progress in the 
pilot upgrade program, and degrade experience 
levels. Several ACs within 1 Wing have not received 
any formal fault analysis and debrief training 
and may be ill-prepared to mentor and assist 
junior FOs. The AC’s expectancy and complacency 
during the approach and the FO’s lack of consistent 
crew pairing during the early stage of his rotary 
wing flying career were also safety concerns. 
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	 TYPE:	� CH146 Griffon (146453)

	 LOCATION:	 Approximately 6.5 NM north-west  
		  of Yellowknife airport (CYZF),  
		  Northwest Territories

	 DATE:	 13 February 2012

While supporting Exercise ARCTIC RAM, 
Griffon CH146453 was conducting a 
night familiarization in the approved 

Low Flying Area. On the return to CYZF, while 
practicing low level flying, the aircraft overflew 
a lake and cut three high-tension power lines 
with the wire strike protection system at 54 feet 
above ground level (AGL) approximately  
6.5 nautical miles north-west of CYZF disrupting 
electrical power to the city of Yellowknife. In 
the ensuing post-impact confusion, the crew 
then allowed the helicopter to descend to 
approximately 6 to 21 ft AGL before they 
conducted a climbing 180-degree turn, 
inadvertently overflying the same power 
line again. The helicopter returned to CYZF 
from the north, overflew the airfield, 
hovertaxied to the ramp and shut down. The 
aircraft sustained “B” category damage.

Without the use of a checklist during a poor 
mission brief, the investigation found that  
the crew was not adequately prepared for this 
flight. No map or route reconnaissance of the 
area was completed, however, they still 
conducted unplanned low level flying in an 
unfamiliar area without reference to a map.  
After having completed their training, on the 
return to CYZF the crew chose to fly north of 
their intended route to conduct this low level 
flying training. Their perception of this mission  
as a low risk/low threat flight, their expectations 
regarding the distant location and large size 
of the transmission line, and their low state  
of arousal led to a reduced vigilance that 
contributed to a breakdown of visual scan. 

Due to this breakdown, combined with the 
lack of familiarity with the northerly flight 
path and a distracting discussion on simulated 
emergency considerations, the crew experienced 
geographical disorientation that precluded 
them from manoeuvring in time to see and 
avoid the transmission line.

Post-accident, the exercise low level flying 
altitude was raised to 500’ AGL, errors with 
maps were corrected and the Commander  
1 Wing provided direction on proper pre-flight 
planning, reconnaissance procedures, wire 
strike avoidance training, flight authorization 
procedures and supervision of inexperienced 
crews.

Safety recommendations include reviewing 
directions to Flight Authorizing Officers  
and to crews in the event of aircraft damage 
sustained in flight. Defence Research 
Development Canada was asked to review 
aircrew post-deployment/post-high 
operational tempo risk factors and human 
performance training tools to develop risk 
mitigation and coping strategies for RCAF 
implementation. Other recommendations 
include the implementation of a mission 
acceptance and authorization process for all 
CF fleets, inspection procedures of crew life 
support equipment, guidance to Flight Surgeons 
when dealing with civilian hospitals and 
post-occurrence testing of night vision 
goggles. 
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	 TYPE:	� CH146 Griffon (146434)

	 LOCATION:	 Forward Operating Base Afghanistan

	 DATE:	 06 July 2009

G riffon 434 was tasked to transfer two 
passengers to and from a Forward 
Operating Base (FOB). As power was 

increased for the takeoff a very large dustball 
developed. Immediately after takeoff, the 
aircraft drifted forward and to the right, struck  
a barrier, rotated left, rolled onto its right side 
and caught fire. One pilot was unharmed, one 
sustained minor injuries and one passenger 
suffered serious injuries. The remaining three 
personnel tragically perished in the crash.  
The aircraft was destroyed.

Dustball during morning landing.

Crash site after evacuation of survivors morning landing.

In consideration of the anticipated dustball  
and high density altitude conditions, the crew 
combined the maximum performance and 
instrument takeoff (ITO) procedures. 
Unintentional forward and right drift was 
induced at takeoff by the helicopter’s inherent 
hover instability and the lack of adequate pilot 
instrumentation. During the takeoff and while 
cross-checking flight instruments, the Flying 
Pilot lost visual references, reduced power, 
which slowed the helicopter’s climb momentum, 
and inadvertently made a right cyclic input  
that exacerbated the helicopter’s right drift. 
Additional right drift was introduced with the 
zero pitch and roll attitude technique of the ITO. 
In addition, the intense dustball created a 
degraded visual environment (DVE) that 
removed the crew’s visual references, impairing 
their ability to see and avoid the barrier. 
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	 TYPE:	� C H

	 LOCATION:	 A

	 DATE:	 0

The investigation identified that the aircraft 
weight exceeded limits, the crew did not 
complete pre-flight performance calculations, 
and they attempted the takeoff without 
knowing the helicopter’s available power. 
Errors and omissions in critical operational 
and technical reference material precluded 
the crew from accurately conducting essential 
pre-flight calculations had they attempted to 
do so. Furthermore, evidence existed of a 
systemic lack of understanding within the 
CH146 community of how to correctly utilize 
performance data. Pilot training for operations 
in DVE was also found to be inadequate. 

The investigation identified that the Griffon 
was deployed to Afghanistan without proper 
mitigation strategies for certain missions. 
There was a breakdown in communication 
between command and tactical levels about 
the commander’s intent to mitigate limited 
aircraft performance in Afghanistan’s 
environment. Finally, limited amount of 
personnel in key headquarter positions 
contributed to inadequate planning support 
during the deployment preparation and 
planning phases. 

Post-accident, safety actions included risk 
management activities, improvements to 
technical airworthiness processes, amendments 
to aircraft publications, changes to flight 
procedures, and the creation of performance 
planning software. Flying orders were modified 
to require all Griffon passengers be seated in 
approved seats with lap belts secured for 
takeoffs and landings. The annual pilot 
examination was modified to address 
performance planning deficiencies. Defence 
Research and Development Canada and the 
Directorate of Air Requirements initiated 
projects to enhance crew efficiency in a DVE. 
Additional preventive measures include 
further revisions to the aircraft publications, 
performance calculation training, training in 
DVE for all CF helicopter pilots, and operational 
currency requirements. Improvements to 
software planning tools, upgrades to 
Griffon systems for operations in DVE, the 
modification of Crash Fire Rescue standards 
for deployed operations, reviewing performance 
deficiencies associated with adapting civilian 
aircraft models for CF use, and the creation of 
capability planning teams for major deployments 
are also recommended. 



Issue 1, 2013 — Flight Comment	 41

	 TYPE:	� C H

	 LOCATION:	 A

	 DATE:	 0

	 TYPE:	� Heron 255

	 LOCATION:	 CFB Suffield, Alberta

	 DATE:	 16 July 2010

H eron 255 was leased from Israel Aerospace 
Industries (IAI) to MacDonald, Dettwiler 
and Associates Ltd (MDA). It was being 

operated by MDA and involved an IAI instructor 
providing training to the Royal Australian Air 
Force when the accident occurred. Given the 
crash location, DFS was tasked to lead the 
investigation, which was coordinated with  
the Transportation Safety Board of Canada. 

The mission consisted of three circuits, the 
first two using the Remote Auto-Landing 
Position Sensor (RAPS) to conduct approaches 
to the overshoot and the last one to conduct a 
Differential Global Positioning System (DGPS) 
approach and landing.  Throughout the 
mission both the Unmanned Aircraft (UA) and 
the Advanced Ground Control Station (AGCS) 
experienced multiple intermittent navigation 
failures. In addition, the vehicle’s outboard 
flaps failed and remained in the down 
position on the overshoot after the second 
RAPS approach.

While on short final during the DGPS 
approach, the student Air Vehicle Operator 
(AVO) noticed that the UA was flying too low. 
While attempting to recover, the student AVO 
made a button selection error that required 
the AVO instructor to take control of the UA.  
The UA was in the process of retracting its 
landing gear and executing the overshoot 
when it hit an electrical pole and was destroyed 
in the crash. The accident caused a power 
outage to the town of Ralston, AB, and CFB 
Suffield. There were no injuries.

The investigation determined that multiple 
navigation system failures ultimately 
affected the UA’s programmed altitude control. 
Exacerbating these component failures were 
the crew’s poor altitude monitoring technique, 
inadequate system knowledge, and problem 
solving abilities. Their decision to overlook the 
checklist and ineffective employment of the 
vehicle’s Low Altitude Warning signal also 
contributed to this accident.

Safety recommendations included operational 
directives published by MDA involving the use 
of the Low Altitude Warning signal and actions 
in the event of multiple navigation system 
failures. Software was updated to improve 
the navigation system computer interface 
with the DGPS system and to adjust altitude 
information in the event of a DGPS failure. 
MDA now requires that UA automated 
approaches are monitored by AVOs in the 
same manner that pilots of manned aircraft 
monitor their automated approaches. 
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“Best regards from the waterfront to all who have flown, fixed, controlled, supplied, carried in your DDHs and AORs or in other ways 
have had anything to do with the venerable Sea King helicopter over the last 50 years.

On the afternoon of August 1st 1963, two Sea Kings landed on at the then HMCS Shearwater Naval Air Station. The lead helicopter  
was flown by the Squadron CO at the time, Lieutenant-Commander Ted Fallen, and was copiloted by none other than our then 
Lieutenant Colin Curleigh, who tells a very funny story  about “who” was actually flying the machine. That one will be for the 
retelling at the planned reunion in 2013.

There is much more information about the events planned on the website (www.seaking50.ca), so we encourage you all to take a look. 

On behalf of the committee which is arranging the Sea King Golden Jubilee, begin planning to come home to Shearwater to help us 
celebrate the old girl’s 50 years of service to the nation. Watch our website as it continues to develop for news of events which are planned 
for this weekend, and please set aside the date of 1 August 2013 for a visit home to see the Sea King and Shearwater as it sits today.”

Sea King 50th Anniversary: 1963 - 2013

 Ph
ot

o: 
Cp

l N
ed

ia 
Co

ut
in

ho

Yours aye, John M. Cody  
Co-Chair                

Alan Blair 
Co-Chair

Tim Dunne  
Publicity Chairman


