Investigators’ Forum

Written by accident investigators to provide major lessons learned from recent centralized accident investigations.
Build a Better Mousetrap

A division command sponsored parachute demonstration team (PDT) was conducting training jumps.  They were wearing non-standard rigs designed to enhance their ability to conduct various parachute maneuvers.  One such maneuver was a cutaway.

What happened?

A jumper with a United States Parachute Association (USPA) D License-Master, a USPA Professional Exhibition rating (PRO), and a Federal Aviation Administration (FAA) Master Rigger rating, exited a UH-60L aircraft at approximately 7,000 feet above ground level (AGL) to perform an intentional malfunction and parachute cutaway.

At approximately 5,500 feet AGL, the jumper deployed the main chute.  At approximately 4,500 feet AGL, he successfully induced a malfunction by releasing the right side riser.  At this point, he was suspended under the parachute attached by the left side riser only.  He rode the malfunction for approximately 1,000 feet, and then began attempting to cutaway the left side riser to complete the release of the malfunctioning canopy. 

From approximately 3,500 feet AGL to impact with the airport tarmac, the jumper attempted to release the left side riser numerous times——first with one hand, and then with both hands——by pulling on the cutaway handle.  When the left side riser failed to release, he deployed his reserve parachute.  The reserve parachute bridal and free-bag became entangled with the malfunctioning parachute.  He attempted, but was unsuccessful, in pulling/throwing the reserve parachute out and away from the malfunctioning parachute until he collided with the ground.

The PDT members initiated first-aid within seconds of impact, 911-assistance was requested, and vital signs were checked.  A backboard was not an item within the PDT medical equipment; however, civilian emergency medical services personnel onsite provided a backboard to ensure spinal immobilization throughout treatment and evacuation.

Why did it happen?

The original Tridem rig was designed for a single point release system that releases both risers simultaneously.  The modified rig used in this jump was a onetime rig manufactured to this jumper’s specifications.  He was the first to jump with this rig.  His intent with this modification was to gain the ability to release one riser at a time through the use of two primary cutaway handles.  It is important to note that there are non-standard, unmodified rigs available that are specifically designed to allow a jumper to perform this maneuver.

The result was that during the jump, when the jumper released the first riser with the cutaway handle, the second riser twisted due to the oscillating parachute.  The cutaway cable then became bound in the twisted second riser.  This made it impossible to successfully pull the second cutaway handle and release the second riser. 

When the jumper requested the alteration of the main parachute from a single point release system to that of a dual point release system, he failed to properly take into account the possible hazards associated with this change.  By changing the original configuration of the rig, the function of the rig was altered and this had specific hazards associated with the change.

The jumper failed to take into consideration the additional time required to perform dual point cutaway procedures with the altered rig.  He exited the aircraft at 7,000 feet, the manufacturer’s recommended altitude for deployment of the canopy for the unaltered rig.  This caused him to have less time to conduct emergency procedures for the unintentional malfunction of the cutaway parachute.  He failed to assess and develop reasonable altitude standards of canopy deployment for the altered rig.

The jumper did not properly develop and/or rehearse emergency procedures for this situation, and he was subsequently unprepared to react.  

In addition, he did not use a hook knife on the rig, which would have allowed him to cutaway the malfunctioning parachute.  In this case, he deployed his reserve parachute; however, the reserve was unable to successfully deploy because of insufficient wind velocity due to the malfunctioning parachute over his head.  Also, the emergency procedures in the PDT Airborne Standard Operating Procedures (ASOPs) were not specified for this particular maneuver with this modified rig.

The chain of command was unfamiliar with the conduct of training, to include regulations, ASOPs, programs of instruction, and equipment and parachuting maneuvers.  This ineffective process impeded the ability of the PDT and chain of command to identify hazards, take appropriate measures to mitigate risks, and make informed decisions.  Additionally, the chain of command was overconfident in the parachute demonstration team’s capabilities, and as a result, they received inadequate supervision.

The tragic result of this accident is that this soldier will likely have to undergo months and possibly years of physical rehabilitation.

Countermeasures

The chain of command should:


1. Evaluate existing non-standard equipment in PDTs to ensure adequacy of design, and ensure that effective training plans and procedures are in place.

2. Integrate tasks, conditions, standards, to include emergency procedures and applicable guidance, into the use of all PDT equipment.

3. Ensure the procurement of non-standard equipment is formalized and closely supervised.

4. Be familiar with applicable regulations, SOPs, equipment and maneuvers in order to make informed PDT risk management decisions.

5. Integrate each parachuting location/task/equipment/ maneuver into risk management order to mitigate hazards based on informed decisions. 

6. Ensure PDT pre-accident plans are reviewed, disseminated, and rehearsed.

7. Make sure risk management is conducted IAW FM 100-14, and take into consideration FAA regulations and USPA guidelines. 

Remember: Risk management is part of taking care of our soldiers!
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