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PIPELINE

Aviation Investigation Final Report

Location: Micanopy, Florida Accident Number: ERA24FA036
Date & Time: November 14, 2023, 14:09 Local Registration: N7806W
Aircraft: Piper PA-28-180 Aircraft Damage: Destroyed
Defining Event: VFR encounter with IMC Injuries: 1 Fatal

Flight Conducted Under:  Part 91: General aviation - Personal

Analysis

The non-instrument-rated private pilot was performing a visual flight rules (VFR) cross-country
flight. ADS-B data revealed that when the pilot was about 20 nautical miles (nm) from his
intended destination, the airplane began to fly erratically, with several 360° turns and multiple
climbs and descents. During this time, the pilot contacted ATC, declared an emergency, and
reported that he was “lost in weather.”

The controller began to provide the pilot with radar vectors out of the weather and informed
the pilot when he began to deviate in altitude or heading, to assist the pilot with maintaining
control of the airplane. During these communications, the pilot reported that his vacuum-driven
attitude indicator and his electrically driven turn and bank indicator had failed. The pilot
reiterated that he couldn’t see anything and reported that he thought he was “upside down.” In
the final minutes of flight, the airplane made two tight, left 360° turns with a steep descent in
excess of 5,000 ft per minute. The last ADS-B data point was about 650 ft from the wreckage
location.

Before departure, the ground controller at the departure airport reported that the weather
conditions were “IFR” and indicated the ceiling was broken clouds at 800 ft above ground level
(agl). About 1 minute later, the controller stated there were updated weather conditions, which
were few clouds at 800 ft agl, then issued a taxi clearance to the pilot. VFR, marginal VFR
(MVFR), and instrument flight rules (IFR) conditions were present along the pilot’s route of
flight, with areas of low cloud coverage and low visibility due to rain. The closest weather
reporting station to the accident location reported IFR conditions just before the accident with
2 miles visibility, rain and mist, and a broken cloud layer at 1,800 ft agl. A high-resolution
atmospheric model for the accident site indicated stratus clouds with bases about 600 ft agl
and an overcast cloud layer at 1,000 ft agl with tops near 16,200 ft.
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Aviation weather forecasts issued near the time of departure depicted general MVFR
conditions along the route of flight, and a graphical AIRMET for IFR conditions was active for a
portion of the route. There was no record that the pilot received a weather briefing prior to
departing on the flight, which would have alerted him to the forecast inclement weather along
his planned route of flight.

Postaccident examination of the wreckage revealed no evidence of any preimpact anomalies
or mechanical failures that would have precluded normal operation. The attitude indicator and
the turn and bank indicator were examined; both instruments displayed rotational scoring on
their gyroscopes, indicating that the gyroscopes were spinning at the time of impact. However,
during a pre-buy inspection performed a few months before the accident, a mechanic
determined that the attitude indicator was inoperative. The investigation was unable to
determine the nature of the malfunction, but there was no evidence that the attitude indicator
had been subsequently repaired or replaced.

The detection of carboxy-delta-9-THC in samples of the pilot’s blood indicated that the pilot
had used a cannabis product. However, the fact that no delta-9-THC was detected, and that
carboxy-delta-9-THC was not detected in liver tissue, indicated that the time between the
pilot's last cannabis use and the accident likely was long enough that he was not experiencing
acute psychoactive effects of cannabis at the time of the accident.

In summary, it is likely that as the pilot neared the destination airport, the airplane entered a
cloud layer, resulting in the pilot losing outside visual reference to his surroundings. As such,
the pilot likely became spatially disoriented and subsequently lost control of the airplane.

Probable Cause and Findings

The National Transportation Safety Board determines the probable cause(s) of this accident to be:

The non-instrument-rated pilot’s improper inflight decision making and his flight into
instrument meteorological conditions, which resulted in spatial disorientation and subsequent
loss of airplane control. Contributing to the accident were the pilot’s inadequate preflight
weather planning.
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Findings
___________________________________________________________________________________________________________________________________________|

Personnel issues Decision making/judgment - Pilot

Environmental issues Below VFR minima - Decision related to condition
Personnel issues Weather planning - Pilot

Personnel issues Spatial disorientation - Pilot
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Factual Information

History of Flight

Enroute VFR encounter with IMC (Defining event)
Enroute Loss of visual reference

Enroute Loss of control in flight

Enroute Collision with terr/obj (non-CFIT)

On November 14, 2023, about 1409 eastern standard time, a Piper PA-28-180, N7806W, was
destroyed when it was involved in an accident near Micanopy, Florida. The pilot was fatally

injured. The airplane was operated as a Title 14 Code of Federal Regulations Part 91 personal
flight.

According to air traffic control (ATC) communication records, before departure, the ground
controller at Kissimmee Gateway Airport (ISM), Orlando, Florida, reported that the weather
conditions were “IFR"” and indicated that the broken cloud ceiling was at 800 ft agl. About 1
minute later, the controller stated there were updated weather conditions, which were few
clouds at 800 ft agl, then issued a taxi clearance to the pilot. According to ADS-B flight track
data, the airplane departed ISM about 1245.

ADS-B data revealed that after departure, the airplane flew on a northerly track until the
airplane was about 20 nm south of the pilot’s destination. The airplane initially climbed to an
altitude of 3,500 ft mean sea level (msl) and flew at altitudes between 2,900 and 3,500 ft msl
until about 1314, when it descended to 2,000 ft msl. About 1322, the airplane descended
further to 800 ft msl. About 1331, a brief turn toward the east was observed, followed by a left
turn back to a northerly track. Subsequently, the airplane performed several erratic 360° turns
and numerous climbs and descents to a maximum altitude of 6,900 ft msl and a minimum
altitude of 500 ft msl, between 1335 and the last data point at 1409. The data ended after the
airplane made two tight, left 360° turns while in a steep descent in excess of 5,000 ft per
minute. The main wreckage was located about 650 ft northeast of the final ADS-B data point.

Review of air traffic control communications revealed that during the erratic maneuvering, the
pilot called "mayday" and stated he "was lost in weather." During this period, ATC attempted to
provide the pilot with radar vectors toward an area with better weather and also suggested
control inputs when the ADS-B data showed he was flying off course or beginning a descent or
climb. During the conversation, the pilot reported multiple times that multiple instruments had
failed, specifically the vacuum-driven attitude indicator and the electrically-driven turn and
bank indicator. The pilot also reported that he "mistakenly flew into weather,” "it's completely
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white,” and he could not see anything outside. At one point, the pilot reported to ATC that he
thought he was “upside down.”

Pilot Information

Certificate: Private Age: 21,Male

Airplane Rating(s): Single-engine land Seat Occupied: Left

Other Aircraft Rating(s): None Restraint Used: Lap only

Instrument Rating(s): None Second Pilot Present: No

Instructor Rating(s): None Toxicology Performed: Yes

Medical Certification: Class 3 Without Last FAA Medical Exam: October 15,2020
waivers/limitations

Occupational Pilot: No Last Flight Review or Equivalent: September 21, 2023

Flight Time: 66.3 hours (Total, all aircraft), 48.3 hours (Total, this make and model), 30.9 hours (Pilot In

Command, all aircraft)

According to FAA airman records, the pilot held a private pilot certificate with a rating for
airplane single-engine land. He did not hold an instrument rating. The pilot’s paper logbook
contained records of flights between September 1, 2020, and February 25, 2023. None of the
pilot’s logged flight time was in the accident airplane. He had logged a total of 2.2 simulated
instrument hours and 1 hour in actual instrument conditions. The most recent logged
instrument hours were on January 30, 2021.
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Aircraft and Owner/Operator Information

Aircraft Make: Piper Registration: N7806W
Model/Series: PA-28-180 NO SERIES Aircraft Category: Airplane
Year of Manufacture: 1964 Amateur Built:
Airworthiness Certificate: Normal Serial Number: 28-1811
Landing Gear Type: Tricycle Seats: 4
Date/Type of Last Inspection:  October 28, 2022 Annual Certified Max Gross Wt.:
Time Since Last Inspection: Engines: 1 Reciprocating
Airframe Total Time: 3554.1 Hrs as of last Engine Manufacturer: Lycoming

inspection
ELT: C91 installed, activated, did Engine Model/Series: 0-360-A3A

not aid in locating accident
Registered Owner: On file Rated Power: 180 Horsepower
Operator: On file Opledrating Certificate(s) None

Held:

According to FAA records, the pilot purchased the airplane on October 31, 2023. A review of
the airplane’s maintenance records revealed that the most recent annual inspection was
completed on October 28, 2022, at an airframe total time of 3,554.1 hours. A mechanic
performed a pre-buy inspection on May 11, 2023, and found several discrepancies, including
that the attitude indicator had failed. There were no logbook entries indicating the attitude
indicator had been repaired or replaced before the accident.
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Meteorological Information and Flight Plan

Conditions at Accident Site: Instrument (IMC) Condition of Light: Day

Observation Facility, Elevation: GNV,134 ft msl Distance from Accident Site: 10 Nautical Miles

Observation Time: 13:53 Local Direction from Accident Site: 2°

Lowest Cloud Condition: Few / 1300 ft AGL Visibility 2 miles

Lowest Ceiling: Broken / 1800 ft AGL Visibility (RVR):

Wind Speed/Gusts: 11 knots / 18 knots Turbulence Type /
Forecast/Actual:

Wind Direction: 40° Turbulence Severity /
Forecast/Actual:

Altimeter Setting: 30.18 inches Hg Temperature/Dew Point: 20°C/18°C

Precipitation and Obscuration: Moderate - None - Mist

Departure Point: Orlando, FL (ISM) Type of Flight Plan Filed: None

Destination: Keystone Heights, FL (42J)  Type of Clearance: None

Departure Time: 12:45 Local Type of Airspace: Class G

According to an NTSB weather study, the closest weather reporting station to the accident site
was Gainesville Regional Airport (GNV), Gainesville, Florida. A special weather observation at
1412 for GNV reported visibility 2 miles in moderate rain and mist, few clouds at 1,600 ft ag|,
and ceiling broken at 4,500 ft agl and overcast at 9,000 ft agl.

The next closest airport to the accident site with weather reporting capability was Williston
Municipal Airport (X60), Williston, Florida, located about 16 miles southwest of the accident
site at an elevation of 76 ft. The weather observation for X60 at 1355 reported visibility of 10
miles or more and an overcast ceiling at 700 ft agl. The weather reports from GNV and X60 did
not meet the basic minima for VFR flight, which include a cloud ceiling of 1,000 ft agl and 3
miles visibility.

Between 1030 and 1500, 32 PIREPs that reported sky cover were submitted within 100 miles
of GNV and below 12,500 ft. Of these, 19 reported cloud bases below 3,000 ft, suggesting
MVFR conditions, and 4 reported IFR to low IFR (LIFR) conditions. One of the reports
immediately before the accident, over the Ocala VOR (OCF), about 24 miles south of the
accident site, reported overcast clouds at 800 ft. A few aircraft reported cloud tops near 5,000
ft, while one aircraft about 40 miles west of the accident site reported being in instrument
meteorological conditions at 11,000 ft at the time of the accident.

An atmospheric sounding using High Resolution Rapid Refresh numerical weather model data
indicated stratus clouds with bases about 600 ft agl and an overcast layer of nimbostratus
clouds at 1,000 ft agl with tops near 16,200 ft near the accident site at 1400.
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At the time of departure, the National Weather Service Graphical Forecasts for Aviation
depicted general MVFR conditions over the route of flight, with rain showers and broken clouds
with bases at 1,600 to 4,000 ft and tops up to 26,000 ft expected. A graphical AIRMET for IFR
conditions also covered a portion of the route. The GNV Terminal Aerodrome Forecast issued
at 1240 expected visibility better than 6 miles in light rain and mist, ceiling broken at 1,500 ft
agl, overcast at 7,000 ft agl, with a temporary period between 1300 and 1700 of visibility 4
miles in moderate rain showers and mist, ceiling broken at 1,000 ft agl, and overcast at 3,000 ft

agl.

Neither the FAA Automated Flight Service Station provider nor third-party users of their system
had any contact with the pilot on the day of the accident. The NTSB contacted ForeFlight, a
flight planning software provider, who indicated that the accident pilot had a ForeFlight
account and had programmed the route of flight into the ForeFlight application. However, their
records indicated he did not file any flight plans or review any weather on the day of the
accident.

Wreckage and Impact Information
_______________________________________________________________________________________________________________________________________|

Crew Injuries: 1 Fatal Aircraft Damage: Destroyed

Passenger Injuries: N/A Aircraft Fire: None

Ground Injuries: N/A Aircraft Explosion: None

Total Injuries: 1 Fatal Latitude, Longitude: 29.525833,-82.283056

The airplane came to rest in a heavily wooded area, in a 4-ft-deep crater at an elevation of 100
ft msl. It struck several trees before impacting sandy terrain. All major components of the
airplane were located in the vicinity of the main wreckage.

The fuselage was fragmented and the cabin was crushed forward. Flight control continuity
was established from the cabin to all flight control surfaces through multiple cuts made by
first responders and separations consistent with tensile overload failure. The right wing was
separated from the fuselage at the wing root. The forward section of the right wing was
crushed aft. The outboard 4 ft of the right wing was separated from the inboard section and
located along the debris path. The left wing was fragmented. The inboard section of the left
wing was crushed aft. The empennage was separated from the fuselage. The stabilator
remained attached to the empennage. The trim tab remained attached to the stabilator. The
vertical stabilizer and rudder were separated and located in the vicinity of the main wreckage.
All airframe damage was consistent with impact forces rather than in-flight separation.
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Examination of the attitude indicator revealed rotational scoring on the gyroscope and the
gyroscope housing. Examination of the electric turn and bank indicator revealed vertical
scoring on the gyroscope. The compass was separated from the instrument panel. During
examination, the compass float moved when the instrument was manipulated.

The engine remained attached to the forward section of the fuselage through all engine
mounts. The crankshaft could not be rotated by hand. The propeller flange was bent from
impact but remained attached to the crankshaft. The rocker arms showed no anomalies. The
cylinders were examined with a lighted borescope; sand and oil were present in the cylinders,
but no other anomalies were observed. The magnetos produced spark on all towers. All spark
plugs were removed except the No. 2 bottom spark plug, which was damaged from impact.
The spark plugs were massive electrode type; all were light gray and exhibited worn out-
normal wear when compared to the Champion Check-A-Plug Chart. The carburetor bowl did
not contain fuel; however, the carburetor floats exhibited hydraulic deformation, consistent
with the presence of fuel at the time of impact. The oil filter was free of metallic debris. The oil
suction screen was unobstructed. The rotor and vanes of the vacuum pump were intact, and
the drive splines were also intact.

The airplane was equipped with a two-blade, fixed-pitch propeller. Tip tearing, chordwise
scratching, and S-bending were observed on the propeller, consistent with the engine
producing power at the time of impact. Furthermore, a branch, about 2 inches in diameter, that
was cut at a 45° angle, was located in the vicinity of the main wreckage.

Medical and Pathological Information

An autopsy of the pilot's remains was conducted by the Office of the Medical Examiner District
Eight, Gainesville, Florida. According to the autopsy report, the cause of death was multiple
blunt traumatic injuries, and the manner of death was accident.

Toxicology testing performed by the FAA Forensic Sciences Laboratory on the pilot detected
carboxy-delta-9-tetrahydrocannabinol (carboxy-delta-9-THC) in cavity blood and did not detect
carboxy-delta-9-THC in liver tissue.

Carboxy-delta-9-THC is a non-psychoactive metabolite of delta-9-tetrahydrocannabinol (delta-
9-THC). Delta-9-THC (which was not detected in this case) is the primary psychoactive
chemical in cannabis, including marijuana, hashish, and other cannabis products. Cannabis
may be inhaled or ingested recreationally by users seeking mind-altering effects. It may also
be used to treat symptoms of various medical conditions. Psychoactive effects of cannabis
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vary depending on the user, dose, and route of administration, and may impair motor
coordination, reaction time, decision-making, problem solving, and vigilance. Carboxy-delta-9-
THC may be detected in blood days or weeks after the last cannabis use, well beyond the
duration of acute psychoactive effects of delta-9-THC. Marijuana is a federal Schedule |
controlled substance, and the FAA considers its use by pilots unacceptable, regardless of state
laws.

Preventing Similar Accidents

_____________________________________________________________________________________________________________________________________|
Reduced Visual References Require Vigilance (SA-020)
The Problem

About two-thirds of general aviation accidents that occur in reduced visibility weather
conditions are fatal. The accidents can involve pilot spatial disorientation or controlled flight
into terrain. Even in visual weather conditions, flights at night over areas with limited ground
lighting (which provides few visual ground references) can be challenging.

What can you do?

e Obtain an official preflight weather briefing, and use all appropriate sources of weather
information to make timely in-flight decisions. Other weather sources and in-cockpit
weather equipment can supplement official information.

e Refuse to allow external pressures, such as the desire to save time or money or the fear
of disappointing passengers, to influence you to attempt or continue a flight in
conditions in which you are not comfortable.

e Be honest with yourself about your skill limitations. Plan ahead with cancellation or
diversion alternatives. Brief passengers about the alternatives before the flight.

e Seek training to ensure that you are proficient and fully understand the features and
limitations of the equipment in your aircraft, particularly how to use all features of the
avionics, autopilot systems, and weather information resources.

e Don't allow a situation to become dangerous before deciding to act. Be honest with air
traffic controllers about your situation, and explain it to them if you need help.
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e Remember that, when flying at night, even visual weather conditions can be challenging.
Remote areas with limited ground lighting provide limited visual references cues for
pilots, which can be disorienting or render rising terrain visually imperceptible. When
planning a night VFR flight, use topographic references to familiarize yourself with
surrounding terrain. Consider following instrument procedures if you are instrument
rated or avoiding areas with limited ground lighting (such as remote or mountainous
areas) if you are not.

e Manage distractions: Many accidents result when a pilot is distracted momentarily from
the primary task of flying.

See https://www.ntsb.gov/Advocacy/safety-alerts/Documents/SA-020.pdf for additional
resources.

The NTSB presents this information to prevent recurrence of similar accidents. Note that this
should not be considered guidance from the regulator, nor does this supersede existing FAA
Regulations (FARs).

Administrative Information
|

Investigator In Charge (lIC): Gibson, Kurt

Additional Participating Jennifer Viteritto; FAA/FSDO; Orlando, FL
Persons: Bob Martellotti; Piper Aircraft; Vero Beach, FL
Original Publish Date: October 22, 2025

Last Revision Date:

Investigation Class: Class 3
Note:
Investigation Docket: https://data.ntsb.gov/Docket?ProjectID=193387

The National Transportation Safety Board (NTSB) is an independent federal agency charged by Congress with
investigating every civil aviation accident in the United States and significant events in other modes of transportation—
railroad, transit, highway, marine, pipeline, and commercial space. We determine the probable causes of the accidents
and events we investigate, and issue safety recommendations aimed at preventing future occurrences. In addition, we
conduct transportation safety research studies and offer information and other assistance to family members and
survivors for each accident or event we investigate. We also serve as the appellate authority for enforcement actions
involving aviation and mariner certificates issued by the Federal Aviation Administration (FAA) and US Coast Guard, and
we adjudicate appeals of civil penalty actions taken by the FAA.

The NTSB does not assign fault or blame for an accident or incident; rather, as specified by NTSB regulation,
“accident/incident investigations are fact-finding proceedings with no formal issues and no adverse parties ... and are
not conducted for the purpose of determining the rights or liabilities of any person” (Title 49 Code of Federal Regulations
section 831.4). Assignment of fault or legal liability is not relevant to the NTSB's statutory mission to improve
transportation safety by investigating accidents and incidents and issuing safety recommendations. In addition,
statutory language prohibits the admission into evidence or use of any part of an NTSB report related to an accident in a
civil action for damages resulting from a matter mentioned in the report (Title 49 United States Code section 1154(b)). A
factual report that may be admissible under 49 United States Code section 1154(b) is available here.
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https://www.ntsb.gov/Advocacy/safety-alerts/Documents/SA-020.pdf
https://www.ntsb.gov/about/organization/AS/Pages/aviation-classification.aspx
http://data.ntsb.gov/carol-repgen/api/Aviation/ReportMain/GenerateFactualReport/193387/pdf
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