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Colgan Air 3407 Aircraft Accident Investigation
Introduction
	Aircraft accidents are occurrences that are associated with the operation of an aircraft which take place from the moment a person board to the moment they disembark an aircraft. In such circumstances, a person may suffer serious injury and death while the aircraft receives substantial damage. Aircraft accidents that lead to fatality are considered disasters, and the accident caused due to human error present worse situations yet are completely inevitable (Wood et al., 2006). The Colgan Air flight 3407 is an example of a major aircraft crash that took place on 12th February 2009 in Buffalo, New York. The cause was a failure due to human error, and it led to the death of all fifty passengers that were on board. The human error originated from a mislaid control in an instrument approach. Ultimately, the source of the accident came to be determined as the captain’s inappropriate reaction to the stick shaker warning, which had run to an aerodynamic stall from which it could not recover from. Poor management also presented an environment that brought about the accident; thus, human error was not the only cause of the accident. The paper is an examination of this aircraft accident from multiple sources.
Summary of The Accident
	The Colgan Air flight 3407 came to change aviation safety in the United States altogether. It was a commuter flight that departed from New Jersey heading towards Buffalo, New York, but it did not arrive at its destination. The NTSB reported that the last few minutes before the crash, a transcript from the cockpit voice recorder revealed the pilot was operating the flight while making jokes and chatting with the crew. It can be noted that the crew in this flight seemed to be distracted with their individual discussions rather than being attentive to the delicate demand of the flight. It is against the federal aviation administration’s policy for airline crew members to focus on issues such as private agendas and commuting matters that are not crucial to the flight. The behavior of the crew led the aircraft, which was a bombardier dash-8 Q400 to enter an aerodynamic stall making it crash into a house in clearance center, New York.
	The crash ended up killing all the 49 passengers on the aircraft flight, including one person on the ground, as the plane had crashed into a commercial area. Before the crash, the team managed to discuss details about the buildup of ice on the aircraft. The problem is that they did not seek alternative proposals for their situation. Still, instead, they continued discussing their personal matters. The first pilot did not have any experience and knowledge of icy situations, and the icing was one of the reasons the aircraft went into a stall. The captain, who had experience flying in icing condition, experienced fatigue, which made him unfit to recover from the stall. With this in mind, human error was the main cause of this aircraft accident tragedy which caused the death of many people (Jeon et al., 2019).
	The Colgan Air flight 3407 investigation was carried out by the national transportation safety board (NTSB), which retrieved the flight data recorder and the cockpit voice recorder and examined them to determine the cause of the accident. It was determined after thorough examination that the plane experienced a series of pitch and roll oscillations. Before the crash, the aircraft’s stall protection system had been triggered, but the pilot never issued a warning message to the passengers about the current situation. Additional evidence suggested that the plane had been on autopilot when it went down (Ison, 2018). The retrieved data helped in determining the cause of the crash. According to the principles of accident investigation, the state in which an aircraft accident occurs involving death and serious injury has to develop an inquiry into the circumstances of the accident. The human error approach to aviation accidents was used during the investigation, and it revealed the type of error that occurred. In the Colgan Air flight, both pilots acted on the unsafe act elements that were both decision errors and skill-based errors.
	The skill-based errors occurred when the crew members did not pay attention to their airspeed and the captain’s failure to try and recover from the stall. On the other hand, the decision error came about when the co-pilot discovered the accumulation of icing on the wins but failed to mention how serious the issues were. A background check was carried out on the Colgan Air flight pilot due to a human error being a major cause of the aircraft accident. The findings revealed previous numerous unsuccessful flight tests throughout the pilot’s occupation. He had never been adequately instructed to face a situation such as the Buffalo crash (Samost, 2018). The primary purpose of aircraft investigation is to find out why the accident occurred and formulate ways of preventing similar accidents in the future. From the preliminary analysis of the flight wreckage, it was found that the cockpit display had a maximum sustained impact from the crash while the main cabin of the plane was demolished. The other parts of the aircraft, such as the tail, had passengers still confined to their seats. 
	The air accident investigation is a complex task that often calls for a wide range of skills, and at times the nature of the accident creates the potential for great complexity. In the Colgan crash, NTSB investigators found it challenging to continue the investigation due to the freezing weather. They also struggled to access the wreckage of the plane. The investigators noted that the pilots had been caught off guard with the preliminary stall indication and the evidence received from the flight data recorder and the cockpit voice record; it proved that the pilots had done no discussions concerning the icy situation. Such evidence was obtained due to the quick response by the investigating team. Delay in responding to an aircraft accident may be costly for the investigation and also limit the accuracy of evidence obtained in regard to what caused the aircraft crash (Wood et al., 2006).  Evidence collection is central to accident investigations, and for the case where a crash kills everyone on board, investigators have to rely on more technical sources of evidence.
	 An accident investigation body also has a statutory obligation to publish, and this may be in conflict with the time taken to complete the investigation. For the Colgan air flight 3407, the pilots were also investigated before the publication of the investigation findings. Such background checks provided insightful explanations into the human error cause of the accident—the captain’s record comprised of few disappointing training episodes. The periodic tests of skill were poorly conducted; this is a mandatory test for a pilot allocated to fly in any new type of airplane in his career. The captain had a remarkably low standing according to the industry standards required for pilots (Rupp et al., 2020). All this was part of the investigation, and the reason for it was not to blame someone but instead, it would help prevent future similar accidents. The NTSB ended up putting forward 25 safety recommendations concerning procedures and policies to assist in avoiding the activities that lead to the Colgan air 3407 aircraft accident. In the safety recommendations, additional training for pilots and crew members as well as stall recovery and enhanced flight management skills over leadership curses were among the key facts addressed.
Conclusion
	Aircraft accidents are often tragic, and investigators aim to prevent any similar future accidents from occurring, and this may involve the enforcement of specific necessary measures. The tragedy of the Colgan air 3407 was a result of many errors, the first one being the process of hiring, training, and monitoring the pilots of the aircraft, which had inconsistencies. Over the years, several lawsuits have been filed by the relatives of the victims of the crash due to negligence of the pilots and the lack of appropriate knowledge of technology to deal with an emergency situation of that kind. Enhancing the pilot background investigation procedure may have helped avoid this aircraft crash. It is unfortunate that an accident such as the one involving the Colgan air 3407 that could have been avoided had the pilot made the right decision at the right time ended up killing everyone on board.
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