STATEMENT OF OPINION

F-15C, T/N 79-0075 & 81-0043 ACCIDENT
20 FEBRUARY 2008

Under 10 U.S.C. 2254(d), any opinion of the accident investigators as to the cause of or the factors
contributing to, the accident set forth in the accident investigation report may not be considered as
evidence in any civil or criminal proceeding arising from the accident, nor may such information be
considered an admission of liability of the United States or by any person referred to in those conclusions
or statements.

1. OPINION SUMMARY

On 20 February 2008, two F-15Cs assigned to the 58th Fighter Squadron, 33d Fighter Wing,
Eglin Air Force Base, Florida, impacted each other in W-151B restricted airspace over the Gulf
of Mexico. The first mishap pilot (MP1), flying the first mishap aircraft (MA1), tail number 79-
0075, safely ejected and was recovered after parachute water landing with minor injuries. The
second mishap pilot (MP2) flying the second mishap aircraft (MA2), tail number 81-0043, was
fatally injured at the time of the mid-air impact and his body was recovered during the search
and rescue effort. Both mishap aircratt were destroyed in the mid-air impact and portions of the
aircraft debris were recovered from the ocean floor in the Gulf of Mexico.

The mishap occurred during a one aircraft versus one aircraft High Aspect Basic Fighter
Maneuver (HABFM) engagement in restricted area W-151B over the Gulf of Mexico. The flight
had just completed their second neutral pass when they impacted on their third pass.

I find by clear and convincing evidence, the cause of this mishap was pilot error, in that
both Mishap Pilots failed to clear their flight paths and did not recognize their impending
high aspect mid-air impact.

2. DISCUSSION OF OPINION

I have developed my opinion of the contributing factors and the cause of this accident based on a
thorough review of radio transmission transcripts, radar data, Air Combat Maneuvering
Instrumentation (ACMI, P-5), flight simulation, analysis of the MAs flight paths based on
simulator reconstruction, MA1 Heads-Up Display (HUD) video recording, the testimony of MP1
and other F-15C pilots from Eglin AFB, data from both MA and in consultation with functional
arca experts in flight medicine, acrospace physiology, F-15C maintenance and F-15C operations.
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a. Background

When forming my opinion of the cause of this accident, I explored flight situational awareness,
experience in the F-15C, currency, proficiency, operational tempo, supervision, medical
conditions, and aircraft systems.

MP1 was an inexperienced aviator with over 761.7 total flying hours and over 484.2 flying hours
in the F-15C. MPI1 was a qualified four-ship flight lead under consideration for upgrade to
Instructor Pilot. According to interviews with wing and squadron pilots, it was consistently
emphasized that MP1 was a disciplined, capable fighter pilot who set the standard in preparation
and attitude. A review of his training record substantiated this impression. During the F-15C
grounding MP1 did not fly for 51 days. MP! had just regained currency and qualification after
the November F-15C grounding and had seventeen of thirty required sorties in the last ninety
days.

MP2 was an inexperienced wingman who had just achieved Combat Mission Ready (CMR)
status prior to the November 2007 F-15 C grounding. MP2 had 210.6 total flying hours and
118.9 flying hours in the F-15C. MP2 had received an Exceptionally Qualified rating on his
initial CMR check. All through formal training and on to his operational assignment MP2 was
identified as having an outstanding attitude, high willingness to learn, and above average military
bearing. MP2 was identified as an above average pilot and an above average Lieutenant with
outstanding motivation. During the F-15C grounding MP2 did not fly for 54 days. MP2 had just
regained currency and qualification after the November 2007 F-15C grounding and had fourteen
of thirty required sorties in the last ninety days.

It is hard not to say that the break in training from November through January was not a
contributing factor in this mishap, especially combined with their operational tempo and focus on
regaining CMR status and execution of AEF tasking. While the MPs had regained their currency
and qualifications it is questionable whether they had regained the proficiency held before the
AF stand down of all F-15Cs. However, there is insufficient evidence to conclude that pilot
proficiency directly contributed to the cause of this mishap.

I also explored supervisory issues and determined that the lack of an Operational Risk
Management (ORM) mission shaping tool combined with the lack of supervision/leadership
involvement in the reporting and understanding of training rule violations were possible
contributing factors in this mishap. However, there is insufficient evidence to conclude that an
ORM mission shaping tool or leadership awareness of a training rule violation directly
contributed to the cause of this mishap.

In addition I examined and rejected the contribution of weather or medical issues. The mishap
occurred in Visual Meteorological Conditions during a daylight-training sortie. While the sun
was bright, it was over 50 degrees off axis and 45 degrees above the horizon. Medically, both
MPs were completely qualified with no history of problems affecting their aviation duties. They
were physically fit and conscientious aviators who were well rested and physically prepared for
the mishap sortie. Additionally, all toxicology tests were negative.
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