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Aviation Investigation Final Report

Location: Altadena, California Accident Number: WPR16FA111

Date & Time: May 15, 2016, 08:29 Local Registration: N133BW

Aircraft: Cessna R182 Aircraft Damage: Destroyed

Defining Event: Controlled flight into terr/obj (CFIT) Injuries: 1 Fatal

Flight Conducted Under: Part 91: General aviation - Personal

Analysis 

The instrument-rated private pilot departed in the airplane on a cross-country flight under daytime 
instrument meteorological conditions (IMC). Throughout the first portion of the flight, the pilot was in 
contact with air traffic control (ATC) controllers. As the flight neared its destination, the pilot was 
instructed to turn the airplane to a heading of 030° and maintain an altitude of 4,000 ft mean sea level 
(msl). The pilot complied with the instructions and was told to change frequencies to another ATC 
sector. The new controller provided the pilot with an altimeter setting and approach information, which 
the pilot acknowledged receiving. A short time later, the controller issued the pilot directions to turn left 
to a heading of 290° and descend to 3,000 ft msl for a radar vector to the final approach course. Despite 
10 attempts by the controller to reach the pilot, no response was received. About 3 minutes after the 
controller issued the initial heading and altitude change, the pilot transmitted that he was still on the 
030° heading. The controller immediately responded to the pilot and provided him instructions to turn 
left and climb to 6,000 ft msl. The pilot did not respond, and the airplane continued on the 030° heading 
toward mountainous terrain with elevations above the airplane's 4,000-ft altitude. The controller made 
17 additional attempts to communicate with the pilot over a period of about 5 minutes. There was no 
response before radar contact with the airplane was lost. The airplane impacted mountainous terrain near 
the last recorded radar target at an elevation of about 4,000 ft.

Weather data indicated that the flight would likely have been in IMC between 2,800 and 5,000 ft msl; 
therefore, the terrain would not have been visible to the pilot. However, avionics equipment installed in 
the airplane could have displayed a moving map showing the airplane's current position in relation to 
airports, and navigational aids. 

The wreckage was severely fragmented and mostly consumed by a postimpact fire. The damage to the 
airplane was consistent with controlled flight into terrain. Although no evidence of preimpact 
mechanical malfunctions was found, the severity of the damage to the airplane precluded testing of the 
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airplane's avionics equipment. It could not be determined why the pilot was unable to communicate with 
ATC or why he failed to maintain situational awareness and clearance from rising mountainous terrain. 

The pilot's autopsy results revealed severe coronary artery disease, which placed the pilot at significantly 
increased risk of acute impairment or incapacitation by a cardiac event such as ischemia, a heart attack, 
or an arrhythmia, which could include symptoms ranging from chest pain, shortness of breath, or 
palpitations all the way to loss of consciousness. However, during the pilot's last transmission, he did not 
mention any such symptoms, and he did not seem to be in distress. Therefore, it is unlikely that an acute 
cardiac event caused or contributed to this accident. Toxicology testing identified the pilot's use of a 
potentially impairing drug, hydrocodone. However, there was no blood available for testing, and there is 
no method for calculating blood levels from liver or urine results. While the impairing effects of 
hydrocodone and its metabolite dihydrocodeine could have decreased the pilot's attentiveness or 
increased his susceptibility to a distraction, whether this occurred could not be determined.

Probable Cause and Findings

The National Transportation Safety Board determines the probable cause(s) of this accident to be:
The pilot's failure to maintain clearance from rising mountainous terrain while flying in 
instrument meteorological conditions. Contributing to the accident was the loss of radio 
communications for a reason that could not be determined because of the extensive impact 
and thermal damage to the airplane.

Findings

Aircraft Altitude - Not attained/maintained

Personnel issues Lack of action - Pilot

Personnel issues Situational awareness - Pilot

Environmental issues Low visibility - Effect on operation

Personnel issues Use of equip/system - Pilot

Aircraft (general) - Not used/operated

Not determined (general) - Unknown/Not determined

Environmental issues Mountainous/hilly terrain - Contributed to outcome

Personnel issues Use of medication/drugs - Pilot
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Factual Information

History of Flight

Approach-IFR initial approach Controlled flight into terr/obj (CFIT) (Defining event)

On May 15, 2016, about 0829 Pacific daylight time, a Cessna R182, N133BW, was destroyed when it 
impacted mountainous terrain during cruise flight near Altadena, California. The private pilot was 
fatally injured. The airplane was registered to San Diego Skylane LLC and was operated by the pilot 
under the provisions of Title 14 Code of Federal Regulations Part 91. Instrument meteorological 
conditions prevailed, and an instrument flight rules (IFR) flight plan was filed for the flight. The 
personal, cross-country flight originated from Montgomery Field, San Diego, California, at 0737, with 
an intended destination of Santa Monica Airport (SMO), Santa Monica, California.

Information provided by the Federal Aviation Administration (FAA) revealed that, about 0810, a 
controller at the Southern California Terminal Radar Approach Control facility (SCT) directed the pilot 
to proceed direct to the POPPR airspace fix and to descend and maintain 4,000 ft mean sea level (msl). 
Seven minutes later, about 0817, the SCT controller directed the pilot to fly a heading of 310° followed 
by turns to 360° and 030°. At 0821, the SCT controller told the pilot to contact the SCT valley radar 
sector controller (VLYR) on frequency 135.05.

The pilot checked in with the SCT VLYR controller and reported that he was level at 4,000 ft msl on a 
heading of 030°. The controller acknowledged the pilot report and advised the pilot that the Bob Hope 
Airport (BUR), Burbank, California, altimeter setting was 29.92. The pilot responded that he missed the 
last radio transmission. The controller repeated the BUR altimeter setting and told the pilot to expect the 
VOR GPS-A approach to SMO. The pilot acknowledged the altimeter setting and advised the controller 
that he had received automated terminal information system information "Uniform" for SMO.

At 0824, the SCT VLYR controller directed the pilot to turn left to a heading of 290° for a radar vector 
to the final approach course at SMO and to descend and maintain 3,000 ft msl. The pilot did not 
respond, and, 10 seconds later, the controller repeated the instructions, and there was no response from 
the pilot. Eleven seconds later, the controller transmitted the instructions a third time, and the pilot again 
did not respond.

Over the next 3 minutes, the SCT VLYR controller made 7 radio transmissions to the pilot. These 
included radio transmissions attempting to re-establish radio communications on frequency 121.5, 
issuing low altitude alerts, and requesting that the pilot activate the "ident" function of his transponder if 
he could hear but not transmit. The pilot did not respond to any of the attempts. The SCT VLYR 
controller checked with the previous controller to inquire if the pilot was in communication with that 
sector. The previous controller advised he was not in contact with the pilot.

At 0827, the pilot transmitted on frequency 135.05, "SoCal Cessna three bravo whiskey still three zero 
three zero.". The SCT VLYR controller responded immediately to the pilot with: "yeah three bravo 
whiskey I've been trying to get a hold of you now turn left immediately climb and maintain five (pause) 
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six thousand". The pilot did not respond.

Nine seconds later, the SCT VLYR controller transmitted, "November three bravo whiskey three bravo 
whiskey SoCal approach low altitude alert check your altitude immediately climb and maintain six 
thousand immediately and turn left heading of two one zero." The pilot did not respond.

Over the next 5 minutes the SCT VLYR controller made 16 radio transmissions to the pilot advising of 
the rising terrain, low altitude alerts, and the need to climb and turn immediately. The radio 
transmissions were made on frequency 135.05 and on frequency 121.5.

Review of recorded radar data revealed that the flight proceeded on a northwest heading after takeoff 
and paralleled the coast until nearing Torrance, California. The airplane then turned slightly right toward 
SMO. As the flight neared SMO, the airplane turned about 90° right to a northeast heading of about 30°. 
The airplane remained on this heading and maintained an altitude of 4,000 ft msl for about 19 miles until 
radar contact was lost. 
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Flight path of the accident airplane, with direction of travel noted by the black arrows.

After radar contact was lost with the airplane, an alert notice was issued by the FAA. The wreckage was 
located around 1730 by a Los Angeles County Sheriff's Office air unit in steep mountainous terrain near 
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Brown Mountain, about 2 miles north-northwest of Altadena. The accident site was at an elevation of 
about 4,000 ft msl near the location of the last radar return. Law enforcement personnel and initial 
responders reported that the airplane was mostly consumed by a postimpact fire. There were no reports 
of an emergency locator transmitter signal following the loss of radar and radio communication.

Pilot Information 

Certificate: Private Age: 57,Male

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

Other Aircraft Rating(s): None Restraint Used: Unknown

Instrument Rating(s): Airplane Second Pilot Present: No

Instructor Rating(s): None Toxicology Performed: Yes

Medical Certification: Class 3 With waivers/limitations Last FAA Medical Exam: June 26, 2015

Occupational Pilot: No Last Flight Review or Equivalent:

Flight Time: 625 hours (Total, all aircraft)

The pilot held a private pilot certificate with airplane single-engine land and instrument airplane ratings. 
The pilot was issued an FAA third-class airman medical certificate on June 26, 2015, with the limitation 
that he "must wear corrective lenses." On the application form for this medical, the pilot reported that he 
had accumulated 625 hours total flight time, none of which were in the previous 6 months. The pilot's 
logbook was not located during the investigation. 

Aircraft and Owner/Operator Information 

Aircraft Make: Cessna Registration: N133BW

Model/Series: R182 NO SERIES Aircraft Category: Airplane

Year of Manufacture: 1978 Amateur Built:

Airworthiness Certificate: Normal Serial Number: R18200450

Landing Gear Type: Retractable - Tricycle Seats: 4

Date/Type of Last 
Inspection:

November 12, 2015 Annual Certified Max Gross Wt.: 3100 lbs

Time Since Last Inspection: Engines:  Reciprocating

Airframe Total Time: 8912.3 Hrs as of last 
inspection

Engine Manufacturer: Lycoming

ELT: Installed, not activated Engine Model/Series: O-540-J3C5D

Registered Owner: On file Rated Power: 235 Horsepower

Operator: On file Operating Certificate(s) 
Held:

None

The four-seat, high-wing, retractable gear airplane, serial number R18200450, was manufactured in 
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1978. It was powered by a 235-horsepower Lycoming O-540-J3C5D engine and was equipped with a 
McCauley B2D34C21 controllable pitch propeller. Review of the airframe and engine maintenance 
logbook records revealed that the most recent annual/100-hour inspection was completed on November 
12, 2015, at a tachometer time of 3,602.3 hours, total airframe time of 8,912.3 hours, and engine time 
since major overhaul of 2,095.3 hours.

The airplane was equipped with an Aspen Avionics EFD 1000 (Pro), Garmin GNS 530W, PS 
Engineering PMA 7000B Audio Panel, King KX155 Nav/Com, and STEC System 55X autopilot. It was 
noted within the Major Repair and Alteration FAA Form 337 that was filed for the installation of the 
Garmin GNS 530W that it was certified for IFR enroute, terminal and non-precision approach use. The 
GNS 530W provides a moving map feature available to the pilot. The unit, was not equipped with a 
terrain database card.

Meteorological Information and Flight Plan

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

Observation Facility, Elevation: KBUR,732 ft msl Distance from Accident Site: 11 Nautical Miles

Observation Time: 15:53 Local Direction from Accident Site: 263°

Lowest Cloud Condition: Visibility 10 miles

Lowest Ceiling: Overcast / 1600 ft AGL Visibility (RVR):

Wind Speed/Gusts:  / Turbulence Type 
Forecast/Actual:

 / 

Wind Direction: Turbulence Severity 
Forecast/Actual:

 / 

Altimeter Setting: 29.92 inches Hg Temperature/Dew Point: 16°C / 12°C

Precipitation and Obscuration: No Obscuration; No Precipitation

Departure Point: San Diego, CA Type of Flight Plan Filed: IFR

Destination: Santa Monica, CA Type of Clearance: IFR

Departure Time: 07:37 Local Type of Airspace: Class E

At 0853, a recorded weather observation at BUR, located about 11 miles west of the accident site, 
indicated wind calm, visibility 10 statute miles, overcast cloud layer at 1,600 ft, temperature 16°C, dew 
point 12°C, and an altimeter setting of 29.92 inches of mercury.

A North American Mesoscale (NAM) model sounding was created for the accident site for 0800. The 
0800 NAM sounding indicated a relatively moist vertical environment from the surface through 5,000 ft 
msl. Above 5,000 ft msl, there was less abundant moisture with the vertical environment becoming very 
dry. With the temperature and dew point lines nearly identical from the surface through 5,000 ft msl, the 
environment would have been conducive to cloud formation. The accident flight would likely have been 
in IMC between 2,800 and 5,000 ft msl. There was an inversion in place at 6,500 ft msl that would have 
kept low clouds and IMC conditions in place, especially near mountainous terrain.

Several pilot reports were gathered surrounding the time of the accident. Pilots reported 6,000-ft cloud 
tops over Pomona, California, at 0800 and over Ontario, California, at 0838. For further information, see 
the Weather Study Report within the public docket for this accident.
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Airport Information

Airport: SANTA MONICA MUNI SMO Runway Surface Type:
Airport Elevation: 177 ft msl Runway Surface Condition:
Runway Used: IFR Approach: Global positioning 

system;VOR
Runway Length/Width:  VFR Approach/Landing: None

Wreckage and Impact Information 

Crew Injuries: 1 Fatal Aircraft Damage: Destroyed

Passenger 
Injuries:

Aircraft Fire: None

Ground Injuries: N/A Aircraft Explosion: None

Total Injuries: 1 Fatal Latitude, 
Longitude:

34.224723,-118.139442

All major structural components of the airplane were located at the accident site, and the wreckage was 
severely fragmented or consumed by fire. The wreckage was recovered to a secure location for further 
examination. The wreckage was examined on May 31, 2017, by representatives of Textron Aviation and 
Lycoming Engines under the supervision of the National Transportation Safety Board investigator-in-
charge. The fuselage was mostly consumed by fire. Remains of the cabin section and the instrument 
panel were identified, and one instrument (altimeter) was located. The center section, including the left 
and right main landing gear, was fragmented. Portions of the left- and right-wing assemblies were 
identified. The wing portions exhibited impact and thermal damage.

The left horizontal stabilizer and elevator were mostly consumed by fire. The right horizontal stabilizer 
and elevator remained attached to the aft fuselage and exhibited impact and fire damage. The forward 
and aft portions of the lower section of the vertical stabilizer remained attached to the aft fuselage. The 
lower portion of the rudder remained attached to the vertical stabilizer. Rudder and elevator control 
cables remained attached to the elevator and rudder and continued forward to the area of fuselage that 
contained portions of the landing gear gearbox.

The Bendix-King secondary radio was located and exhibited impact damage. The forward faceplate, 
including the digital frequency display screen was separated and not located. The volume knob was 
impact damaged and appeared to be about ¼ quarter of a turn from full volume. The primary Garmin 
radio was not located within the recovered debris. The audio panel was located and exhibited impact 
damage. The faceplate of the panel was displaced. Damage to the audio panel prohibited any functional 
testing.

The remains of a Bose headset cord, which featured a differential volume control, was recovered. The 
left-side volume control was found full down, or volume low, while the right-side volume control was 
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found full up, or full volume. The remainder of the headset was not located.

The engine was separated from the firewall and its mount. All engine accessories were separated. The 
propeller was separated from the crankshaft propeller flange. The engine exhibited thermal damage and 
severe corrosion (rust) throughout. The crankshaft would not rotate by hand. The upper spark plugs were 
removed; they exhibited corrosion, and the electrodes appeared to be undamaged. The upper spark plugs 
from cylinder Nos. 1, 2, 3, and 4 exhibited liquid throughout the electrode areas consistent with water 
and corrosion. The upper spark plugs for cylinder Nos. 5 and 6 exhibited dark gray deposits within the 
electrode areas. Holes were drilled in the crankcase, and the interior of the engine was examined using a 
borescope. Internal mechanical continuity was established throughout the engine. The engine accessory 
case was removed, and all accessory gears were intact. When examined internally using a borescope, all 
six cylinders exhibited corrosion and dirt.

The two-bladed constant speed propeller along with the attached crankshaft flange was separated from 
the engine. The crankshaft flange web fracture surface exhibited signatures consistent with torsional 
overload. The propeller blades, which remained attached to the propeller hub, displayed leading edge 
gouging, torsional twisting, chordwise striations across the cambered surface, and trailing edge "S" 
bending. Portions of both propeller tips had been torn away.

No evidence of any preimpact mechanical anomalies that would have precluded normal operation of the 
airframe or engine was found. 

Communications

FAA technical operations personnel conducted a historic review of all logs, radio maintenance history, 
and current operational parameters to determine if there were equipment discrepancies during the time 
of communications difficulties between the SCT VLYR controller and the pilot. No discernable pattern 
of failure or related discrepancies were discovered. In addition, no change was heard in the pilot's voice 
throughout all of the recorded transmissions. For further details, see the Air Traffic Control Group 
Chairman's Report within the public docket for this accident.

Medical and Pathological Information

The County of Los Angeles, Department of Medical Examiner-Coroner, Los Angeles, California, 
performed an autopsy of the pilot and determined that the cause of death was multiple blunt traumatic 
injuries, and the manner of death was accident. Examination of the body for natural disease was limited 
by the severity of the pilot's injuries. The brain was not available for examination. The heart was also 
significantly damaged; only one coronary artery could be identified. The proximal portion of the left 
anterior descending coronary artery demonstrated only a pinpoint lumen in an area of severe 
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atherosclerosis with calcification. Microscopy of heart tissue identified scattered regions of interstitial 
and perivascular fibrosis as well as areas of cardiac myocyte hypertrophy with enlarged, hyperchromatic 
nuclei.

The FAA's Bioaeronautical Sciences Research Laboratory, Oklahoma City, Oklahoma, performed 
toxicological testing on samples from the pilot and identified hydrocodone and its active metabolite 
dihydrocodeine in liver and urine. An additional metabolite, hydromorphone, and acetaminophen were 
identified in urine. No blood was available for testing.

Hydrocodone is an opioid pain medication often sold in combination with acetaminophen and marketed 
with the names Lortab, Vicodin, and Norco. It is a prescription medication available as a Schedule II 
controlled substance and carries the warning, "May impair the mental or physical abilities needed to 
perform potentially hazardous activities such as driving a car or operating machinery. Warn patients not 
to drive or operate dangerous machinery unless they are tolerant to the effects of the drug and know how 
they will react to the medication." Acetaminophen is an analgesic and fever reducer commonly sold with 
the name Tylenol.
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Administrative Information

Investigator In Charge (IIC): Cawthra, Joshua

Additional Participating 
Persons:

David Voelker; Federal Aviation Administration ; Van Nuys, CA
Mark Platt; Lycoming Engines; Williamsport, PA
Pete Basile; Textron Aviation; Wichita, KS

Original Publish Date: April 17, 2018

Last Revision Date:

Investigation Class: Class 

Note: The NTSB did not travel to the scene of this accident.

Investigation Docket: https://data.ntsb.gov/Docket?ProjectID=93166

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.

https://www.ntsb.gov/about/organization/AS/Pages/aviation-classification.aspx
http://data.ntsb.gov/carol-repgen/api/Aviation/ReportMain/GenerateFactualReport/93166/pdf

