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A Dat on the Back

Both engines on the A-37 flamed out at 8000 feet. The
pilot maneuvered the aircraft for a flameout pattern,
lowered the gear and flaps to dissipate airspeed and
altitude, slipped the machine on final to cross the fence at
130 KIAS, touched down in the first thousand feet, and
braked to a stop with 2000 feet of the 5000 foot runway
remaining. No damage and no doubt about it...itwasa
good flameout landing. A pat on the back? One would
think so but let’s go back and see what caused the double
engine flameout. The pilot was on a high-low mission with
“tips’’ selected on the fuel panel. At approximately 45
minutes into the flight while at 2500 feet the master
caution, fuel low, and fuel gravity lights came on and the
fuselage tank indicated 300 pounds (apparently the first
time he had checked fuel quantity). The pilot started a
climbing turn toward the nearest airport with power at 95
percent on both engines and accomplished the correct
emergency procedure by selecting pylons, checking fuel
system switch in normal, and pulling the fuel management
circuit breaker (this procedure allows fuel in the pylons to
be fed into the fuselage tank). Leveling off at 8000 feet,
and reducing power to 65 percent, he again checked the
fuselage tank quantity. This time it was down to less than
100 pounds. He flipped the switches around for some
different combinations then returned to the emergency
procedures switch configuration. Thirty seconds later
both engines quit. Why? The pattern for the emergency
was set when the pilot did not check fuel quantity and
instead relied on the tip lights to come on . . . they never
did. The correct emergency procedure was accomplished;
however, the high power setting used during climb
consumed the fuel from the fuselage tank faster than it
could be replenished from the pylons. (The Dash One
specifically cautions against high power settings in this
situation.) The reduction of power to 65 percent came
too late to alleviate the situation ...and both engines
starved to death.
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...interest items, mishaps

Checklist Complete?

There aren’'t too many people around now who
question the validify of the checklist. Few aircrews have
ever gotten into trouble for following its guidance, but the
reciprocal, |I'm afraid, is all too true. Recently two
unrelated mishaps (one incident and one accident)
occurred that demonstrates the importance of the

checklist: The pilots overhead hatch was removed fer™ N\

ventilation on the C-47 during preflight. Sometime pri

to engine start the hatch was replaced; however, it was not
physically checked for security — a required item on the
before taxi checklist. Just at liftoff the hatch departed the
aircraft. A closed pattern was flown and after landing a
check was made of the airplane and the recovered hatch,
both of which were in fine shape. The hatch was snapped
back in place and the airplane departed. The airplane was
not bent and the hatch was hardly scratched.
So . ..what's the big deal? Almost the same situation
developed on another aircraft that makes it a very big
deal. Shortly after the C-7 became airborne and after gear
retraction the upper escape hatch flew open. The flight
mechanic relayed this information to the pilot who
decided to land straight ahead since 3000 feet of runway
was still available. And land he did .. .gear up! Both
props chewed up the runway and dragged the engines to a
sudden stop. The aircraft belly-slid some 1000 feet before
coming to a rest. No fire erupted and the crew egressed
uninjured. Obviously the before landing checklist was not
completed. Granted there was an abnormal flight
condition which prompted the pilot to land immediately
but the flight crew set themselves up for the abnormal
flight condition when the flight engineer missed a
checklist item . . . he failed to insure the security of the

hatch. Complying with the checklist is a big . . . big des™ ™,
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with morals, for the TAC aircrewman

Taxi Tecuble

Rarely is there any doubt in the mind of the pilot
where the responsibility for a taxi accident lies. There
may be a hundred things that lead the pilot into the trap
kit it is he (in most cases) who adds the final weight that

ags the trap. Unfortunately there is an incident report

.+t will provide an illustration (fortunately it's from
another command). The power unit was parked in front
of the right wing of the F-4 in a position that required full
extension of the pneumatic hose to reach the aircraft.
When the engines were started the power unit was
disconnected but not moved. The before taxi checklist
was completed and the ground talk cord was unplugged;
the crew chief then stationed himself in front and to the
left of the F-4's nose. The assistant crew chief pulled the
chocks upon signal from the pilot. The crew chief
standing at the nose signaled and the pilot released brakes
and started moving forward. He checked the brakes then
turned slightly to the left to check operation of the nose
gear steering. At this time the crew chief signaled the pilot
to stop...which he did. Total distance traveled was
thirty feet, however, in the first ten to fifteen feet of
movement the aircraft had struck the power cart causing
creases, rips, and gouges in the underside of the right
wing. Can there be any doubt of the cause? Operator
factor in that the pilot did not visually clear the taxi route
prior to moving the aircraft. A large penalty to pay for the
effort of such a small look. We can’t forget about the crew
chief tho — he contributed by not moving the power unit
after it was disconnected and by signaling the pilot to
otart taxi without clearing the taxi route. Team
<. ..inreverse.

“TAC ATTACK

Good Maove

Recently a set of good moves resulted in the possible
saving of an airmachine. A landing aircraft reported pieces
of rubber on the runway. Tower got busy and determined
how many birds were airborne and contacted them all. A
quick check by each revealed that one had pieces of
rubber hanging from his left tire, however, the tire was
still inflated. A successful approach-end barrier
engagement was accomplished and the tire did not
blow . .. GOOD coordination ... GOOD landing. ..
GOOD SHOW.

Remembes

the Tail Wheel?

The C-47 is a gallant old lady but every now and then
she manages to teach (or re-teach) us a lesson. As in this
case (in another command) improper pilot technique
caused more damage to the pilot’s ego than to the airplane
(if they could all end that way) and increased the pucker
ratio almost to the breaking point. The approach and
landing were normal and the tail wheel came down as it
should. The jock slowed the airplane to a speed slightly
higher than taxi speed and unlocked the tail wheel. At the
same time he applied right rudder and differential power
and turned onto the taxiway. The aircraft continued
across the taxiway and off of the pavement heading for a
maintenance vehicle. The pilot continued the right turn
and missed the vehicle (whew!) but struck a nav-aid
checkpoint sign damaging the elevator. The out of control
condition was entered when the tail wheel didn’t unlock
caused by an attempt on the pilot's part to turn the
airplane and unlock the tail wheel at the same time
resulting in a side load being applied to the tail wheel.
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accident number |

“When | rolled out on downwind | noticed Lead was
almost crossing the target: Two and Three had good
spacing. Two’s downwind was slightly inside Three and
Four and he was just starting his downwind to base turn. |
looked back in the cockpit to set my bomb switches.
When | looked up | saw Three and | couldn’t pick up Two
because he was lower than | expected. When | saw him he
looked exactly vertical (nose low) about 800 — 1200 feet
above the ground in a very slow roll to the left. | heard
Three say, “Two what are you doing?” And | said over
the radio, ““Look out Two!” Lead went down and looked
the wreckage over.”

accident number 2

“We were watching two planes doing some type of
maneuver. They were flying together and one of them had
come out of a dive and left that area and headed towards
the northwest in a steep climb. The other one veered to
the southwest, | believe, and he climbed quite high, and
we were watching both planes and it appeared he went
into a power dive, like they were going to strafe. We were
about a mile and a quarter to his right; he came down in
his dive and apparently just about had his plane pulled out
of it; it wasn’t a vertical dive. He wasn’t coming straight
down, he was at a slight angle. And he almost pulled out.
It looked like he ejected and then the plane crashed.
There was a terrible explosion on impact. A ball of fire, a
tremendous explosion.”
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Thus far in 1971 (as of 26 August 71) there have ber™ >
27 TAC/ANG aircraft accidents, six of which have bt
weapons delivery associated. Reduced to a percentage, 1.
means 22 percent of all TAC/ANG accidents have
occurred during weapons delivery maneuvers.

A comparison of 1969 and 1970 figures for the same
time period indicates that a downward trend was in
evidence prior to this year (17 percent for 1969 and 10
percent in 1970), however, a trend reversal has now
occurred. ‘

Prompted by the apparent trend reversal TAC Safety
conducted a study of all TAC/ANG weapons delivery
accidents that occurred during the period from January
1966 through August 1971. The study was conducted to
determine where, in the range traffic pattern, the
accidents had occurred and what maneuver was being
executed.

In conducting the five and one-half year study the
following areas were considered:

@ On range accidents from all causes

® On range accidents from pilot, supervisory, and

miscellaneous causes

® Off range simulated weapons delivery accident

causes

® Uncontrolled range (no range officer) accidents

from pilot, supervisory, and miscellaneous causes.—,
® Accidents by event — strafe, skip, etc.

® Accidents by pattern location (pilot, supervisc.

miscellaneous causes)

@® Accidents by pattern location (all causes)

® Accidents by pilot experience

The following diagram indicates the pattern dispersion
of the sixty-eight weapons delivery accidents which
comprised the study.

ACCIDENTS BY PATTERN LOCATION

(all causes)
.|* REVOIN
FINAL
T + FINAL
" . < TURN
BASE
DOWNWIND sl
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It can be easily surmised that the lion's share of the

e accidents occur during the recovery, a time when
: . the pilot’s skill and the airplane integrity are taxed
““tothe greatest degree.

The diagrams below indicate the weapons delivery
accidents by event (materiel causes omitted). Eighty-eight
percent of the weapons delivery accidents occurred within
the four depicted, conventional weapons delivery
patterns. (Note: Depictions are not necessarily associated
with controlled range deliveries.)

ACCIDENTS
BY PATTERN LOCATION

(PILOT/SUPERVISORY/MISCELLANEOUS)

STRAFE
| REJOIN

RECOVERY FINAL

B

XXX X)

II . TURN

DOWNWIND

ROCKETS

‘| REJOIN
RECOVERY FINAL
| FINAL

ve I TURN
l BASE

DOWNWIND

TAC ATTACK

. FINAL

E

SKip
REJOIN
RECOVERY FINAL
l . -, FINAL
[ . TURN
BASE
DOWNWIND
DIVE
REJOIN
RECOVERY FINAL
e o o L FINAL
e * TURN
BASE
DOWNWIND

In the skip bomb pattern it is interesting to note that
the majority of the accidents occurred during the base to
final turn, a maneuver wherein the pilot is making a low
altitude, descending turn, and attempting to line up on a
specific run-in course. Overshoots due to wind direction
or miscalculation followed by an attempt to correct can
be disastrous in this low altitude regime.

A review of the thirteen dive bomb accidents revealed
that 69 percent of them (9) occurred either off range or
on an uncontrolled range. Pilots with minimum
experience, either in the UE aircraft, total time, or both
were involved in 77 percent (10) of the dive bomb
accidents.

During the review of all weapons delivery accident
causes several mishaps began to stand out as consuming a
disproportionate chunk of the overall total. Consequently,
the following charts were developed to point out the
increase in weapons delivery accidents where no ground
supervision was required.

The following chart indicates the number of off-range
accidents that have occurred in TAC and ANG for the

L[4



ON TARGET

past five years. These accidents are all pilot factor or most
probably pilot factor and were off-range simulated
weapons delivery that occurred during road recce or
missions in support of the Army on a military reservation.
Of particular note is the fact that the ANG experienced
five of the nine off-range accidents (56 percent) while
experiencing eleven of the sixty-eight (16 percent) total
delivery accidents reviewed. Pointedly, the off-range
weapons delivery accident percentage for the ANG is
abnormally high.

TAC/ANG

0ff Range Accidents-9
(SIMULATED WEAPONS DELIVERIES)

5

The following chart reflects the total number of
weapons delivery accidents where no ground supervision is
required. It includes the total of off-range accidents plus
those on-range accidents that occurred when there was no
range officer present (tactical ranges). In all of these
accidents, supervision of the flight is generated from
within the flight and it is practically impossible for the
supervisor to verify that proper dive angles, recovery
altitudes, and other critical maneuvers are being
accomplished correctly by all flight members.

18

NO GROUND SUPERVISION
(PILOT, SUPERVISORY, MISC)

8 5 2 4 1 2

10

UNCONTROLLED
RANGE

SIMULATED WEAPONS
ACCIDENTS -

DELIVERY OFF RANGE

The analysis revealed that over one-half of all__
non-materiel caused weapons delivery accidents occur
during off-range simulated delivery or uncontrolled rat
missions . . . no ground supervision.

When viewed from a training requirements standpoint
it becomes quite obvious that something is not quite right.
Continuation training sortie requirements for ground
attack tactics or armed recce are less than ONE-THIRD of
the requirements for controlled range sorties.
ONE-THIRD OF THE TRAINING REQUIREMENTS IS
PRODUCING OVER ONE-HALF OF THE ACCIDENTS.

conclusions

The base to final accidents in the skip bomb pattern
indicate a need to re-evaluate the entire maneuver. AFR
55-89 permits a zero to twenty degree dive angle during
low level bombing. While TAC units generally encourage
dive angles of ten to twenty degrees, ANG units are
continuing to employ level skip bombing practice. More
definitive guidelines are in order.

The recovery accidents in the rocket delivery pattern
are attributable, in large part, to the pilot’s trance-like
attention to the rocket trajectory resulting in a late
recovery. These accidents can be prevented by constant
re-education and supervision.

The thrust of this analysis is aimed at the weapons
delivery accidents that occur when no ground supervisi:
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Staff Sergeant Willard L. Taylor, 834 Field
Maintenance Squadron, Hurlburt Field, Florida, has been
selected to receive the TAC Maintenance Man Safety
Award. Sergeant Taylor will receive a letter of
appreciation from the Commander of Tactical Air
Command and an engraved award.

SSgt Taylor

—

Sergeant Larry G. Armstrong, 6 Special Operation
Squadron, England Air Force Base, Louisiana, has been
selected to receive the TAC Crew Chief Safety Award.
Sergeant Armstrong will receive a letter of appreciation
from the Commander of Tactical Air Command and an
engraved award.

Staff Sergeant James R. Hughes, 1 Aeromedical
Evacuation Group, Pope Air Force Base, North Carolina,
has been selected to receive the TAC Ground Safety Man
of the Month Award. Sergeant Hughes will receive a letter
of appreciation from the Commander of the Tactical Air
~ommand and a Certificate.

! SSgt Hughes
“TAC ATTACK 25












User
Typewritten Text
the winter driving season

User
Typewritten Text

User
Typewritten Text







User
Typewritten Text
So you got a ticket mister, you break my heart

User
Typewritten Text

User
Typewritten Text










