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THE aircraft was engaged on a sche
duled passenger commuter service 

between Essendon and Warracknabeal. 
The flight was a single pilot IPR opera
tion and the aircraft departed Essendon 
at 1836 hours with two passengers on 
board. One passenger occupied the right 
hand front seat, and the other passenger 
the centre row, left hand seat, imme
diately behind the pilot. 

The earlier part of the flight, flown at 
the planned cruising altitude of 6,500 feet, 
was uneventful in all respects and when 
the aircraft was about 40 miles from its 
destination, the pilot commenced descent. 
The lights of Warracknabeal were clearly 
visible and when some 20 miles out, the 
pilot sighted the aerodrome lights as they 
were switched on. A little later he saw 
the lights of the 08-26 runway. 

Still maintaining a north-easterly head
ing the pilot allowed the aircraft to pass 
slightly to the east of the aerodrome at an 
indicated height of between I ,500 and 
2,000 feet, and noted that the surface 
wind, blowing from the south-east at 10 
to 15 knots, was stronger than he had 
expected. The pilot called Melbourne to 
report "Circuit area Warracknabeal" and 
to cancel SAR, then turned left to join a 
normal downwind leg for a landing on 
runway 08. After selecting the under
carriage down, the pi lot allowed the air
craft to descend gradually, peaching 1,000 
feet indicated as he turned on to base leg. 
The elevation of the aerodrome at War
racknabeal is 365 feet and at this stage 
the aircraft should have been a little over 
600 feet above the ground. 

The pilot, as he expected, had lost sight 

of the runway lights after passing abeam 
the downwind end of the runway, but 
was surprised to find that they did not 
re-appear as he turned on to base leg. 
Somewhat puzzled, the pilot decided to 
go around. Leaving the undercarriage 
down and maintaining about 115 knots 
at 1,000 feet, he turned the aircraft on to 
an easterly heading towards the Warrack
nabeal NDB, which is situated about 300 
yards directly north of the threshold of 
runway 08. At this stage the passenger 
in the right hand seat asked the pilot why 
he had abandoned the approach and the 
pilot replied that he thought the altimeter 
had stuck. However, after he had tapped 
the instrument, varied the sub-scale on 
either side of the QNH setting, and cross
checked it with the other altimeter, the 
pilot was satisfied that it was functioning 
properly. 

As the pilot approached the aerodrome, 
concentrating on homing on the NDB he 
noticed the runway lights again briefly, 
but as the aircraft passed over the NDB, 
they were hidden from his view by the 
nose and cockpit of the aircraft. 

Still at an indicated altitude of 1,000 
feet, the pilot continued east across the 
aerodrome and turned left to position the 
aircraft for a wider circuit than pre
viously. After turning downwind once 
more, the pilot looked for the runway 
lights again. Their appearance now 
seemed abnormal. They were indistinct 
as though viewed from a greater altitude 
and from further away, and the spacing 
of the two lines of lights seemed to be 
closer together. The pilot formed the 
impression he was too high, but as he 

had never seen a lighted runway with so 
indistinct an appearance he became 
apprehensive that a fog might be form
ing. He did not continue to watch the 
lights, but concentrated on flying the air
craft on instruments at 1,000 feet until he 
turned on to base leg. 

On straightening out the turn on to 
base leg, the pilot again looked for the 
runway lights but they were nowhere 
to be seen. At this stage the altimeters 
were still indicating 1,000 feet, and the 
power settings had remained unchanged 
throughout the approach. The pilot again 
decided to abandon the approach and 
began turning back towards the NDB 
but almost immediately there was a 
tremendous impact. Other impacts fol
lowed quickly and when the noise and 
violence had subsided, the three occu
pants found themselves hanging upside 
down by their seat belts in the darkotss. 

The pilot crawled out through the 
forward door and went to the rear door 
to release the passenger in the centre aisle 
seat. Assisting her to a safe distance from 
the wreckage, the pilot returned and 
helped the other passenger through the 
front door. After trying unsuccessfully to 
attract the attention of a passing car with 
the aid of a torch, the pilot and one of 
the passengers lit a fi re to indicate their 
position. About 20 minutes later they 
were found by a man who, while working 
on an adjacent property, had heard 
the sound of the aircraft's engines cease 
suddenly and the noise of impact follow. 
He had immediately reported the crash 
to the operator's agent at the a.erodrome 
and had set out to look for the wreckage. 

Left: Aerial view of terrain to west 
of airport showing approximate final 
flight path and accident site. 

Right: The Aero Commander as it 
came to rest inverted in the timbered 
area visible in the centre of the photo
graph on the oppo!ite page. 

* * * 
Warracknabeal aerodrome is five miles 

south of the town and, as the 
photograph on page 2 shows, is situ
ated in flat, rather foatureless, sparsely 
populated farming country. The aero
drome, which as already mentioned, has 
an elevation of 365 feet AMSL, is equip
ped with standard electric lighting on the 
sealed 08-26 runway and has an illumin
ated wind indicator. There is also light
ing at the terminal building. 

Impact marks made by the aircraft 
showed that it had first struck the ground 
with the port undercarriage on a heading 
of l l0°N, close to the fence of a large 
stubble paddock and a mile and three
quarters north-north-west of the runway 
th11eshold. After running 200 feet, the 
aircraft had torn its way through the 
fence into a patch of timber, where after 
colliding with several trees, it had cart
wheeled and come to rest upside down. 

It was evident from an examination of 
the wreckage, that all structural damage 
had been caused by impact forces. There 
was no evidence of any airframe or 
engine malfunction which could have 
contributed to the accident. At the 
time of impact, the undercarriage was 
extended and locked down and a quarter 
flap was lowered. 

When recovered from the wreckage, 
both altimeters were found to be giving 
erroneous readings. Detailed examination 
of these instruments however, showed 
that each had been capable of normal 
operation before the accident, and that 
the errors were the result of impact 
damage. 

It was found that the static pressure 
system connected to the altimeters in 
this aircraft was fitted with a selector 
valve that provided for an alternative 
source of static pressure. The selector 
valve was mounted on the left hand side 
of the cockpit, immediately below the 
instrument panel and adjacent to the 
cabin air controls. Tests conducted in a 
similarly equipped aircraft of the same 
type showed that it was possible for the 
valve to be placed in a mid-position 
where no static pressure was available 
to the system from either source. T his 
had the effect of locking the altimeters 
at the height they were indicating when 
the mid-position selection was made, and 
caused the a irspeed indicators to over
react with any subsequent reduction in 
altitude. Because of impact damage how
ever, it was not possible to determine the 
position of the aircraft's static system 
selector valve at the time of the accident. 

The pilot held a commercial licence 
with a first class instrument rating and 
had almost 5,000 hours flying experience. 
Of this, about I ,OOO hours had been flown 
in Aero Commander aircraft. At the 
time of the accident, he had flown 334 
hours in instrument conditions and 292 
hours at night. He had flown to 
Warracknabeal many times, several of 
them in the aircraft involved in the 
accident. 

* * * 
In the statement he made after the 

accident, the pilot said that the sky was 
clear at the time, but no horizon was 
visible. The passenger who was sitting 
in the front seat described conditions as 



"cloudless and impressively dark" and 
the witness who heard the aircraft crash 
and later located the crash site, said tha t 
the night was "exceedingly black" and 
that, because of the blackness "the 
horizon was virtually impossible to deter
mine". The evidence left no doubt that 
the weather conditions at the time, in 
combination with the geographical 
features of the area in which the aero
drome is situated, would have made the 
approach a difficult one, for which a 
great deal of care would be necessary.* 
At the time the operators first began the 
service to Warracknabeal, they issued an 
"Operations Guide" to their pilots which 
stated, in relation to night-landings at the 
aerodrome: "The surroundings are com
pletely black, and I suggest that you make 
your turn on to final at not less than 
1,000 feet on your altimeter because of 
difficulty in visual height judgement". The 
pilot had a copy of this guide in his 
navigation bag at the time of the acci
dent. 

The normal circuit procedure for a 
visual night landing at this aerodrome 
would be to descend, with the altimeter 
set to the current aerodrome QNH, to 
1,400 feet indicated (i.e. just over 1,000 

* The tact that some combinations of light 
patterns and terrain can be dangerously 
misleading, has been demonstrated in the 
U.S.A. during research conducted as a result 
of a number of night visual approach acci
dents. (See Aviation Safety Digest Nos. 48 
and 67). A further overseas accident in 
this category is reviewed on page 14 of 
rhis issue. The problems of making visual 
approaches at night is to be the subject of 
another Digest article in the near future. 
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feet above the ground) before beginning 
the downwind leg, and to maintain this 
height until ready to tum on to base leg. 
During or immediately after this turn, 
a descent to not less than 1,000 feet 
(approx. 600 feet above the ground) 
would be commenced, a iming to reach 
this height by the time the aircraft was 
positioned for the turn on to final 
approach. During the approach which 
preceded the accident however, the pilot 
did not check the aircraft's descent at 
1,400 feet indicated on the downwind 
leg, and descended to 1,000 feet indicated 
by the beginning of the base leg, rather 
than when ready to turn on to fin al 
approach. It was also apparent tha t the 
pilot changed several times from visual 
to instrument flight and back again to 
visual flight while attempting a visual 
approach, rather than remaining in visual 
contact with the aerodrome lighting 
which was the only external source of 
visual reference, and that he deliberately 
made his second circuit wider than the 
first. As well as this, having descended 
to 1,000 feet indicated (i.e. only 635 
feet above the aerodrome) on his first 
circuit, he chose to remain at this altitude 
rather than climb back to the normal 
circuit altitude of 1,000 feet above the 
ground. It seems possible that if the 
pilot had climbed back to 1,000 feet 
above ground level after abandoning his 
first approach, the accident might have 
been avoided. 

The pilot said that throughout the 
second circuit, his altimeter indica ted 
from 900 to 1,000 feet, and the passenger 
who was sitting in the right hand seat 
said that the altimeter was indicating 
1,000 feet immediately before impact. 

T he stu bble paddock in which the aircraft 
first struck the ground, looking back along 
flight path. The initial impact marks made 
by the aircraft'.1· undercarriage can be seen 
in the foreground. 

The witness who first located the scene 
of the crash and spoke to the pilot and 
his passenger, said that soon after he 
found them, they told him that "they 
believed that they were still at about 
1,000 feet when they struck the ground". 
The circumstances of the accident thus 
suggested that the a ltimeters might have 
become "locked" at 1,000 feet shortly 
before the accident. 

The manner in which the static 
p ressure selector valve could have been 
moved accidently to a mid-position , thus 
"locking" the altimeters, about ihe time 
the aircraft descended to 1,000 feet, was 
carefully considered. Although there 
was no evidence of any subsequent over
reading of the altimeters, which would 
have occurred in this situation during 
the remainder of the descent, the possi
bility of the altimeters having become 
"locked" in th is way cannot be ruled 
out. 

In his statement, the pilot said that he 
had last used the cabin air controls near 
the selector valve during the descent 
when the aircraft was at about 4,000 
feet, and that he replaced the microphone 
on its hook after his call to Melbourne 
when the aircra ft was at about 1,400 
feet. It is perhaps possible that the pilot 
could have unintentionally moved the 
selector valve a t •either of these times. 
While this possibility was being exam
ined, it was found that the amount of 
movement required to alter the selector 
valve from a position where normal 
static pressure was available, to the point 
where the static sources were shut off 
a ltogether, was very slight and could 
probably have been brought about merely 
by aircraft vibration, if the selector 

View looking along impact path as seen 
from point at which aircraft first struck the 
ground. The main wreckage can be seen in 
the middle d istance am ongst the frees. 

control was already close to this position. 
Jt was also found that, just before reach
ing the mid -position where no static 
pressure was available, the selector valve 
could occupy a position where the static 
pressure available to the system was so 
restricted that the altimeter indications 
lagged behind changes in altitude. 

Reconstructing the sequence of events 
from the evidence of the investigation, 
it is apparent that during his first circuit, 
the pilot did not check the aircraft's des
cent at 1,400 feet indicated at the begin
ning of the downwind leg, but allowed it 
to continue. Because of the fai rly strong 
south-easterly wind, the downwind leg 
would hav1e been wider and possibly 
longer than usual and the tu rn on to 
base leg was commenced at p erhaps 
1,200 feet and completed at 1,000 feet 
indicated. At this point, the aircraft's 
height was 400 feet less than in a normal 
c ircuit and as well, it was probably 
further away from the runway than 
usual. The resulting lack of visual cues 
then surprised and confused the pilot 
when he looked for the runway lights 
after completing the turn on to base 
leg. From this point on, either the 
altimeters became "locked" at the 1,000 
feet indicated p osition and the pilot did 
not subsequently notice that the airspeed 
indicators were progressively over-read
ing, or he no longer wa tched the alti
meters, but a ttempted to fly the aircraft 
by reference to the few visual cues 
available to him. 

There can be no doubt that the pilot 
was misled by the paucity of visual cues 
in the position in which the a ircraft was 
placed, but it seems likely that his depar-

ture from standard circuit procedures 
helped set the stage for the accident, by 
preventing him from making the best use 
of the visual infom1ation that was avail
a ble. An analysis of the statements 
which the pilot made after the accident 
shows this to be so. Approaching the 
field for the first time he saw the lights 
"briefly". On his first downwind leg they 
looked "normal" but he then Jost the 
flare path when turning on to base leg. 
T he pilot's reaction was simply to track 
to the NDB, leaving the aircraft in the 
same configuration he had so far main
tained throughout the circuit. He evi
dently d id not feel it was necessary to 
climb. T his in effect meant that, even 
if the altimeter indications were correct 
at this stage, the ai rcraft began its second 
circuit at low speed in almost a landing 
configuration and at a height of only 
600 feet above the ground. D uring the 
second downwind leg, the "two rows of 
runway lights were close together and 
hazy" and the pi lot believed he was too 
high. But as he was already flying a low 
circuit , the spacings of the lights should 
have sugg.ested that he was in fact lower 
than he thought. On base leg, he again 
could not see the runway lights and as 
there was no sudden descent from this 
point on, it is p robable that a consider
able p ortion of this second circuit was 
flown at a dang,erously low altitude. 

The operator's agen t at the aerodrome 
said that when he saw the aircraft during 
its first approach, it seemed to be lower 
than normal, and when it passed over 
the aerodrome, it appeared to be only 
about 200 to 300 feet above the ground. 
The witness who was working on an 

adjacent property about three-quarters 
of a m ile north-west of the accident site 
and who subs,equently found the wreck
age, saw the aircraft overfly his position 
lower than any other aircraft he had 
seen in the area. A little later he saw 
the lights of the aircraft to the south 
of his position . They seemed to be just 
above the horizon which, in the darkness, 
was almost impossible to distinguish_ 
Though he could hear t he aircraft's 
engines and they sounded normal, the 
aircraft seemed to be "exceptionally 
low". A few seconds later he heard two 
distinct impact sounds which were fol
lowed by silence, and the aircraft's lights 
were no longer visible. 

There can be little doubt that, although 
the pilot intended to level out at 1,000 
feet indicated during his second circuit, 
the aircraft in fact, continued to descend 
slowly throughout this circuit until it 
eventually flew into the ground. It seems 
likely that if the pilot had carried out the 
accepted "go around" procedure, apply
ing power, raising the undercarriage and 
climbing to the normal circuit height, he 
would have given himself the opportunity 
to either detect any defects in the instru
ment indications, or if these were correct, 
to re-orientate himself with the aero
drome lighting for another visual circuit. 
Altogether, it appears that the p ilot con
centrated too much on the instruments 
during what was intended to be a visual 
approach and tended to ignore the visual 
information provided by the aerodrome 
lighting. The result was that he mis
interpreted the m ore limited visual 
information available to him in the latter 
stages of the circuit. ~ 
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The quotations which form the title of this article are in fact two of the headings under which the 
Department's accident records are coded for statistical purposes. The Digest would be amongst 
the first to admit that, on its own, cold statistical data can be a dull and colourless method of 
presenting facts. But in this case the two quotations provide a most apt description of an accident 
pattern that has been repeated, usually in tragic circumstances, over and over again throughout the 

Film sequences taken by an amateur photo
grapher during the A ztec's ill-fated flight. 
The horizontal series shows the aircraft as 
it performed a barrel roll to !he left at 
low level over the airstrip. 

Right: The vertical sequence taken a shorl 
time later shows the Aztec diving sleeply 
during its attempt to recover from the stall 
turn type manoeuvre. In the last fram e 
the aircrafl can he seen disappearing from 
view behind frees, a split second before 
impact. 

"Unworronted low flying - C·o II is ion w ii h le rr o i n o r W o I e r" 
history of aviation. If recent events are any guide (and we can say no more at this stage because 
the accidents concerned are still under investigation) there are signs that some of these lessons 
from the past are being forgotten and that some pilots need to be reminded of the unpleasant 
realities that lie behind the majority of these statistics. 

WITH this thought in mind, the 
Digest would like to turn the clock 

back two years to review two very similar 
accidents which occurred in different 
parts of Australia within a short period of 
time. Ideally, of course, it would have 
been desirable to have examined these 
accidents in the Digest as soon as the 
investigations were completed and the 
findings released. Unfortunately the 
amount of safety education coverage 
which the Digest can provide at :rny one 
time is limited and for this reason, some 
problems, important though they are, 
have sometimes to be put as ide for other 
priorities. At the time the findings of 
these two accidents became available for 
release, the Digest's safety education 
emphasis was necessarily focused on 
some of the problems 9f night VMC 
navigation and a little later, with the 
hazards of conducting ostensibly visual 
flight in weather worse than that speci
fied as visual meteorological conditions. 
Despite the lapse of time however, the 
message of the two accident reviews that 
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follow is as relevant as ever and pro
vides unequivocal evidence that the 
stakes in the exhilarating game of 
"Unwarranted Low Flying" are very 
much akin to those of Russian Roulette. 

The first of the two accidents to which 
we refer occurred at a station property 
in Queensland after two pilots had taken 
off for a local flight in a Piper Aztec. 
The pilot occupying the left hand seat 
was a Sydney businessman who held a 
private licence and had nearly 600 hours 
experience. The pilot in the right hand 
seat held a commercial licence and was 
the manager of the Bankstown firm that 
owned the aircraft. His total aeronautical 
experience was about 500 hours of which 
130 had been flown on the P A23. 

The private pilot with four friends 
had hired the Aztec for a holiday tour 
of Queensland island resorts. This pilot 
was endorsed on the aircraft type, and in 
fact flew the aircraft from the left hand 
seat throughout most of the trip. The 
manager of the company owning the air
craft also accompanied the party and 

occupied the right hand seat during the 
tour. On several occasions during the 
trip, this pilot assumed control from the 
right hand seat. 

On the day on which the accident 
occurred, the party departed from Linde
man Island in the Aztec at 1120 hours 
and flew to Mackay, where the aircraft 
was refuelled preparatory to the return 
Hight to Sydney. Instead of flying 
directly back to Sydney however, it had 
been arranged for the aircraft to call at a 
station property some 40 minutes flying 
from Mackay, to enable the manager
pilot travelling with the party to visit 
some relatives. The llight to the station 
property was uneventful and the aircraft 
landed there at about 1300 hours. 

After the party had called on the 
manager-pilot's relatives at the home
stead, where they had afternoon tea, the 
manager-pilot invited the private pilot to 
accompany him on an inspection of the 
property from the air. The latter 
agreed and it was then arranged that 
another member of lhe party would film 

the take-off and other aspects of the 
flight with the movie camera he had 
brought with him. 

The two pilots then boarded the air
craft, occupying the same seats as before, 
and the engines were started. After the 
aircraft had taxied to the eastern end of 
the strip near the homestead, it took 
off normally into the west. 

Climbing to about 700 feet, the aircraft 
flew a left hand circuit and, as previously 
arranged with the photographer, flew 
over the homestead from the east and 
began a run parallel with, and almost 
directly over the strip. As the a ircraft 
reached the western end of the strip 
again, still at about the same height, it 
began a controlled barrel roll to the lef~. 
Completing the roll without any marked 
loss of height, the aircraft resumed 
straight and level flight until it was about 
a mile and a half beyond the western 
end of the strip. At this point, the 
aircraft was seen to zoom upwards sud
denly and enter a stall turn type 
manoeuvre to the left, which resulted in 
it entering a very steep dive towards the 
ground. The aircraft's speed increased 
rapidly as it descended and its angle of 
dive gradually J,essened as it began to 
recover from the dive. By the time it 
had dived to about 200 feet above the 
ground, it had almost regained a level 
attitude but was still descending rapidly. 

Shortly afterwards the aircraft passed 
out of sight behind trees. It did not 
reappear and sounds of impact followed. 

Some of the witnesses drove at once 
to the scene of the crash and found the 
aircraft destroyed by impact forces and 
both occupants dead. 

Examination of the scattered wreck
age and ground marks showed that 
intial impact had occurred with the 
trunk of a dead tree, 40 feet above the 
ground. The tr,ee had broken off at this 
point and the aircraft had continued for 
another 170 feet before striking lhe 
ground and disintegrating. A trail of 
wreckage was scatlered for more than 
500 feet, the main section coming to 
rest 340 feet from ground impact point. 
Analysis of the cine fi lm record of the 
aircraft's final two and a half seconds of 
flight established that it attained a speed 
of 200 knots shortly before its impact 
with the tree, and that it would have 
been subjected to a positive load factor 
of 4.3g during the attempt to recover 
from the dive. 

Although it was not possible to deter
mine which pilot was flying the aircraft 
at the time, statements made by some 
of the passengers who had been travelling 
in the aircraft during the tour indicated 
that aeronautical behaviour of this sort 
would have been quite out of character 
for the private pilot who had occupied 
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the left hand seat. The passengers vari
ously described this pilot as "careful'', 
"considerate", and "competent". On the 
other hand, there was evidence, some of 
it from the same passengers, that the 
pilot in the right hand seat was given to 
some impetuosity at the controls of an 
aircraft. 

Whichever pilot was in fact flying the 
a ircraft immediately before it crashed, 
the accident was undoubtedly the direct 
result of irresponsibility on the part of 
that person. It is hard to believe that 
anyone would indulge in aerobatics in a 
twin-engined aircraft of this type, especi
ally at low level. The fact that such an 
accident can happen is an indication of 
how difficult it is to persuade some pilots 
that their privileges and responsibilities 
are to be taken seriously. 

* * * 
The second accident involved a Beagle 

Pup, at a Victorian aerodrome. The air-
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craft had been handed over to its ope
rators, who were to act as distributors 
for the type, only the day before, when 
the aircraft's aerobatic capability was 
demonstrated by the highly experienced 
delivery pilot. After the aerobatic dis
play, the delivery pilot made a short flight 
with the operator's manager and was 
somewhat concerned to find that, 
although the manager's private licence 
was correctly endorsed for the Beagle 
Pup, his general handling of the aircraft 
left much to be desired. After they had 
landed, the delivery pilot told the man
ager that he would need to do a number 
of hours training on the aircraft before 
undertaking any solo demonstration 
flying. 

The following morning, the manager 
came to the aerodrome early, to begin a 
busy day of flying in the Pup. He taxied 
out for his first flight at about 0745 
and a little later, after making a normal 

Top: Aeri'al view of Aztec accident site 
showing wreckage trail. The point of 
impact is at ·the right of the picture. 

Bottom: All that remained of the aircraffs 
structure. The severity of the impact forces 
is clearly evident from the degree of dis
integration. 

touch and go, the aircraft was seen and 
heard making a low pass over the aero
drome. This was followed by a steep 
climb and a series of very steep turns 
over the tarmac area at a height of about 
350 feet. 

The manager copt inued to fly the air
craft locally throughout the day, taking 
up in turn a number of different passen
gers and the other pilots who wished to 
try the new aircraft type. Two of the 
pilots who accompanied him on demons· 
tration flights were experienced in aero
batics and, as well as handling the 
controls while the aircraft was airborne, 
they tried out several aerobatic man
oeuvres. The manager, though obviously 
inexperienced in aerobatics himself, was 
clearly most impressed with the aircraft's 
performances in the hands of these pilots. 

During a number of other demonstra
tion fl ights throughout the day, the man
ager "buzzed" the field on several 
occasions and made steep climbs to 
demonstrate the aircraft's agility and 
performance. On one flight, when a 
former airline pilot was in the passenger's 
seat, the manager made a low pass over 
the field at high speed, then rotated the 
a ircraft rapidly into a steep nose-up 
attitude. The passenger thought the pilot 
intended to execute a stall turn, but 
because of their low altitude and the 
pilot's limited experience on the type, 
the passenger demanded that he "put the 
stick forward". The pilot then completed 
a normal circuit and landing. 

As the day drew on, although the 
manager remarked several times that he 
was very tir ed, and that the "constant 
aerobatics" were "very fatiguing", his 
enthusiasm for the aircraft and excite
ment with his flying seemed to mount. 

By 1700 hours, the day's flying at the 

Right: Though at first glance the Beagle 
Pup appears relatively intact, the high verti
cal deceleration forces of the impact are 
evident on closer inspectio11'. 

aerodrome was almost finished. The 
manager himself had flown nearly five 
hours in the Beagle Pup, and had given 
the impression to other members of the 
staff that he had done enough for the 
day. But about this time while the 
Beagle Pup, with its port side door open, 
was still standing on the tarmac in front 
of the operations room, the manager 
happened to be talking to a woman 
member of the company's office staff on 
the operations room verandah, and he 
invited her to come for a flight. She 
agreed to go on the condition that there 
would be no aerobatics and they boarded 
the aircraft. They taxied out and shortly 
afterwards took off on the runway into 
the south-east, climbing away steeply 
before commencing what appeared to be 
a normal circuit, with the aircraft stand
ing well out from the field. 

A fow minutes la ter a Tiger Moth was 
in the final stages of an approach to 
land on the runway and, as it touched 
down, the Beagle Pup was sighted in the 
distance. The Pup also seemed to be on 
a normal final approach for the runway 
but soon afterwards was lost to view 
behind a rise which obscured the runway 
threshold from the tarmac area. The 
Tiger Moth had turned off the runway 
and was well clear, taxi-ing towards the 
tarmac area, when suddenly the Beagle 
Pup came into view from behind the 
rising ground, flying low and parallel with 
the runway at high speed. It passed the 
Tiger Moth and when about halfway 
down the runway, nosed up sharply and 
climbed very steeply. 

Watchers on the ground expected to 
see the aircraft's nose lower to a more 
normal attitude and the climb away 
continue. Instead, the aircraft continued 
to climb into a near vertical attitude 

until, at a height of about 200 feet, it 
was approaching the stall. It then began 
a wing-over to the left. The aircraft 
turned through J 80 degrees without 
losing much height, but it was now in a 
steep nose down attitude with very little 
airspeed. T he aircraft div·ed, almost 
vertically at first, gaining speed and 
levelling out as it did so. But there was 
insufficient height for it to recover fully 
and when in an almost level attitude, it 
struck the ground with great force. The 
undercarriage collapsed under the impact, 
and the aircraft skidded to a stop. From 
the distance of those watching, the a ir
frame seemed to have remained intact, 
but there was no sign of movement from 
within the cockpit. 

Those who had witnessed the crash, 
including the pilot and passenger of the 
Tiger Moth that had just landed, ran 

immediately to the aircraft to render 
assistance but, on wrenching open one 
of the cabin doors, they found both 
occupants dead. 

* * * 
It was clear from the subsequent 

examination of the wreckage that there 
had been no defect or malfunction in the 
aircraft which could have contributed 
to the accident. The examination showed 
that the impact had produced extremely 
high vertical deceleration forces which 
had distorted almost the entire structure 
and had undoubtedly been responsible 
for the fatal injuries to the occupants. 

The pilot, who was a middle-aged man, 
held a private licence endorsed for the 
Beagle Pup, but his experience on the 
type was minimal. The pilot had fos tered 
the impression that he had a great deal 
of experience as a pilot of heavy air-

View lo_oking £?long runway in. direction f!f low run showing approximate final flight path 
and point of impact. T he height at wl11ch the aircraft commenced the manoeuvre was 
estimated to be only 20 feet. 
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View of Beagle's wreckage trail as seen 
from point of impact. 

craft, but enqumes made during the 
in vestigation did not indicate that his 
ability was consistent with such a wide 
background of experience. Indeed, there 
was evidence to suggest that his flying 
was rough and lacking in precision and 
that he was over-confident. Log book 
entries showed tha t his actual flying 
experience as a pilot was quite modest. 

The evidence of the investigation all 
points to the conclusion that the comb
ination of the pilot's particular tempera
ment, his apparent desire to create an 
impression with the newly acquired 
aircraft, and the perhaps false level 
of confidence he had developed while 
flying the aircraft that day, led 
him to attempt a dangerous but specta
cular manoeuvre, close to the ground. 
Unfortunately, for the pilot and h is hap
less passenger, as in so many cases of 
unauthorised low flying, the execution of 
the manoeu vre was beyond his ability 
and probably beyond the capability of 
the aircraft at the height at wh ich it was 
performed. 

::nw::n: 

Comment 
It is well to reflect that the unfortunate 

pilots involved in these two accidents 
were probably little different from 
the majority of us. Whatever our tem
perament, most of us who fly light aero
planes are sooner or later faced with the 
temptation to indulge in unauthorised 
low fly ing or to "play to the gallery" by 
a ttempting impressive feats of man ipul
ative ability at low level. T he "wing
over" or "stall-turn" type manoeuvre, 
following a low run in front of the 
audience, seems to have a particularly 
fatal attraction. 

The circumstances of these two acci
dents, like those of the Cherokee crash 
reviewed in our January issue, provide 
subject matter for sober reflection on the 
results of yielding to such urg.es. Whether 
the indulgence happens to be the result 
of a spur-of-the-moment decision (which 
it often is), or whether it is the culmina
tion of a history of increasingly flamboy
ant flying behaviour, the fina l r.esult is 
usually the same. There is little solace 
for the individual in the distinction of 
becoming another ' significant statistic in 
the Department's accident records. ~ 

REPORT THAT HEAVY LANDING! 

looking 
tor 
Trouble! 
Needless Crash 
Landing in Scrub • • • 

ABOUT 40 minutes after departing 
from Alice Sp rings for a flight to 

a station p roperty 150 miles to the 
south-west, and while c ruising at 4,000 
feet, the pilot of a Beech Twin Bonanza 
noticed a light intermittent vibration in 
the a ircraft. T he vibration seemed to be 
increasing in intensity and, suspecting 
that carburettor icing might be causing 
the troubie, the pilot applied carburettor 
hea t fo r a minute or so. After noting 
tha t this decreased the manifold pressure 
indications about one inch and raised the 
carburettor a ir temperatures, he re
selected cold air and checked the 
magnetos of both engines in turn. 

None of these measures seemed to 
affect the vibration, which had continued 
to increase in amplitude, and after about 
six m inutes it had progressed to the 
extent tha t the instrument panel was 
shaking visibly and the movement could 
be felt through the control column. The 
pilot also noticed a noise, apparently in 
the rear of the cabin, which sounded as 
though the chain a ttached to the "air
stair " door was slappin g the cabin wall . 

The pilot decided to return to Alice 
Springs, but after turning on to a reci
procal heading, he not iced that, although 

the a ircraft was in a normal crmsmg 
configuration , with the undercarriage and 
flaps retracted and the engines at power 
settings of 31 inches of manifold pressure 
at 2,600 RPM, the indicated a irspeed of 
120 knots was 20 knots lower than it 
should have been. The pilot was unable 
to account for this loss in cruising speed 
and cal1ed Alice Springs F light Service 
to report that he was return ing because 
of an unidentified ·engine malfunction. 
Alice Springs immediately declared the 
Aler t Phase of search and rescue opera
tions and an a irways clearance was passed 
to the aircraft. 

The pilot then advised Alice Springs 
that he was changing to his company 
frequency to obtain advice on the engine 
malfunction. After talking to his com
pany's engineers, the pilot again applied 
carburettor heat, but after about five 
m inutes of engine operation in this condi
tion, the vibration seemed unchanged and 
he was convinced that carburettor icing 
was not the cause of the trouble. 

The pilo t changed back to the Flight 
Service frequency and, in response to a 
query from Alice Springs, confi rmed that 
he would be able to maintain height and 
make a normal approach and landing. 

On receipt of this information from the 
aircraft, the Alert Phase was cancelled. 

T he p ilot next began a series of checks 
to isolate the cause of the vibration, 
intending to shut down the defective 
engine to prevent damag·e. He moved 
each mixture control lever in turn to the 
idle cut-off position bu t did not alter the 
positions of the throttles or the propeller 
pitch levers. The engine instrument 
indications remained normal during the 
checks, bu t the vibration seemed to 
lessen when the port engine's mixture 
control was moved to the idle cut -off 
pos1t1on. T he pilot also tried moving 
the fuel tank selectors to different posi
tions and turned on the electric booster 
pumps in turn. The response of the 
flying controls remained normal through
out these checks, though the vibration 
was still severe enough to be shaking the 
instrument panel. 

Suspecting that the port engine was 
the source of the vibration, the pilot 
again selected the port mixture control 
to idle cut off and wound on rudder 
trim to offset the asymmetric rudder load 
produced by the Jive starboard engine. 
Apart from the mixture control lever, the 
pilot again left a ll the other port engine 
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Top: View of accident site showing the aircraft as it came to rest with the port wing and 
tailplane torn off. The wheel tracks in the foreground are those of the salvage vehicle. 

Bottom: The forward edge of the non-slip walkway showing its separation from the 
upper surface of the wing. Th e resulting turbulent airflow over the tailplane was probably 
responsible for the vibration which alarmed the pilot. 

controls at the normal cruise setting of 
31 inches of manifold pressure and 2,600 
RPM, with the carburettor selected to 
cold air. 

When the aircraft had been in this 
configuration for several minutes, he 
realised that the aircraft was continua lly 

losing height and noticed that the air
speed was now only 90 knots. Although 
the a ircraft had been cruising at 4,000 
feet on QNH when the pilot first began 
the engine checks, it had descended 
gradually to an indicated 2,300 feet. In 
the area in which it was flying, this 
meant that the aircraft was now only 

about 500 feet above ground level. The 
pilot therefore moved the port mixture 
control back to the r ich position to re
start the engine, and advanced the 
throttles and propeller controls of both 
engines to the climbing power setting of 
39 inches MP and 3,100 RPM. But 
instead of climbing normally as the pilot 
expected, the aircraft c)jmbed only about 
100 feet and then, still in the climbing 
attitude, remained in level flight at an 
indicated 90 knots. 

During his attempt to restore climbing 
power the pilot had felt no asymmetric 
foot load or yaw of the aircraft, despite 
the fact that the rudder trim was sti ll in 
the position to which he had adjusted it 
after closing down the port engine. The 
pilot then noticed a steep rise in cylinder 
head temperature and he lowered the 
aircraft's nose a little, leaving the engine 
controls as they were. T he aircraft 
began to lose height again, and because 
of the type of terrain ov·er which the 
aircraft was flying, and the fact that he 
now lacked manoeuvring height, the pilot 
concluded that his s,afest course of action 
was to make a forced landing straight 
ahead. 

Lightly timbered tea tree and salt bush 
country lay below the aircraft's flight 
path and the pilot decided that he would 
attempt to stall the aircraft into the tree 
tops with the undercarriage and flaps 
retracted. After transmitting a MAY
DA Y call to Alice Springs, he waited 
until the aircraft had descended close to 
the tops of the trees, then cut the mixture 
controls to idle cut-off, r·etarded both 
propeller pitch levers to the feathered 
position, turned off the master switch, 
and held the nose up. The aircraft struck 
the tops of two trees and descended 
rapidly in a nose-up, laterally-level atti
tude. The port tailplane was torn off 
against a tree stump as the aircraft itself 
fell to the ground heavily. The port 
wing collided with a tree and was torn 
off, slewing the aircraft to the left and it 
finally came to rest, damaged beyond 
repair, after sliding for nearly 180 feet. 
The pilot, who was the sole occupant, 
sustained only a small abrasion on his 
nose. 

* * * 

Careful examination of the damaged 
aircraft failed to associate the source 
of the vibration with any fai lure or 
malfunction of the engines, flight controls 
or aircraft systems. No doors, hatches, 

access panels, or other sections of the 
airframe were missing, and apart from 
impact damage, the engines and propel
lers should have been capable of func
tioning normally. But on the starboard 
wing inboard of the engine nacelle, the 
non-slip walkway, which is normally 
secured to the upper surface of the wing 
with adhesive, had separated from the 
wing at its forward edge. It seemed 
likely that this section of the wing-walk, 
protruding into the slipstream, could 
have created a turbulent airflow over the 
starboard tailplane and caused the 
vibration experienced by the pilot. 

H owever, the additional drag produced 
by the loose wing-walk would clearly 
have been insufficient to account for the 
loss of performance that led the pilot to 
bel ieve the crash landing was inevitable. 
In view of the fact that, before beginning 
to experiment with the engines, the pilot 
had reported he would be able to main
tain height and make a normal approach 
to land, it was apparent that, although 
the vibration led to the actions that cul
minated in the accident, it was not itself 
responsible for the accident. 

* * * 

The pilot was inexperienced on the 
aircraft type, having been endorsed on it 
only nine days previously and at the time 
of the accident, his experience on the 
type amounted to 19 hours. H is total ex
perience was approximately 1,500 hours. 
of which nearly 300 hours had been 
logged on light twin-engined aeroplanes. 

When the pilot's initial shut-down 
checks on each engine led him to suspect 
that the vibration was coming from the 
port engine, he again shut it down by 
moving the mixture control to the idle 
cut-off position, and unaccountably left 
it in this condition for several minutes. 
Although he took the trouble to trim out 
the asymmetric load on the rudder 
pedals, he did not attempt to maintain 
height by increasing power on the star
board engine. The result was that the 
aircraft lost both speed and height. 

According to the pilot, the aircraft 
had descended to a height of about 
500 feet above the ground when he 
realised it was getting too low and he 
then attempted to re-start the port engine 
and apply climbing power to both 
engines. But as the aircraft did not yaw 
noticeably and the pilot felt no asym
metric foot load in the previously
trimmed rudder pedals, it seems possible 

that the port engine did not re-start and 
produce any substantial power. It had 
been in idle cut-off, with the throttle in 
the cruise position, for several minutes 
and might well have been too cold to 
pick up immediately. 

But even assuming this engine did not 
deliver any power, the pilot's actions 
and decisions from this point on are 
difficult to understand. A height of 500 
feet is normally considered a reasonable 
one from which to execute a missed 
approach with one engine feathered, and 
the undercarriage and flaps fully ex
tended. In this case one engine was 
windmilling, but the aircraft was at 600 
feet and the undercarriage and flaps 
retracted. 

The pilot said that, having applied 
climbing power of 39 inches MP and 
3,100 RPM, the aircraft climbed only 
100 feet, then flew level at an airspeed of 
only 90 knots. He apparently accepted 
this situation as unalterable, yet he had 
600 feet in which to gain airspeed and 
still had full power available on one 
engine. H ad he made use of this height 
and power to gain airspeed, the engine 
temperatures would probably hiive 
remained within limits and the aeroplane 
should have climbed. According to the 
performance specifications for the air
craft type, it should have been capable 
of climbing with one propeller wind
milling and the live engine at rated power 
of 44 inches MP and 3,200 RPM. Even 
so, in the situation that was developing, 
it seems extraordinary that the pilot did 
not use full power earlier to try and 
avert the course of action he subsequently 
took. 

* =~ 

It was clearly evident from the invest
igation that the pilot's inexperience and 
unfamiliarity with the aircraft type, 
coupled with a general lack of knowledge 
of multi-engine aircraft handling tech
niques, had contributed in no small 
measure to the accident. This deficiency 
first showed itself in the procedure he 
adopted to try and isolate the source of 
the vibration. It is of course good 
practice (and much kinder to the engine 
concerned) to use the mixture control, 
rather than the throttle, to simulate a 
sudden engine failure during asymmetric 
flying training. But in this instance, the 
use of the mixture control to shut down 
each engine in turn to see if it was 
producing the vibration went a long way 

towards defeating the purpose of the 
exercise. The correct and far more effec
tive method would have been to care
fully close the throttle of the engine 
concerned, pause long enough to see if 
the reduction in power and manifold 
pressure had affected the vibration, and 
then re-open the throttle. , 

It was also evident that the pilot's 
later action in closing down the port 
engine for several minutes with the 
mixture control alone, leaving the other 
engine controls in their cruising RPM 
settings, and waiting until the aircraft 
was getting dangerously low before 
attempting to re-start it, had far more 
serious consequences. It was this that 
led to the loss of height, airspeed and 
aircraft performance, and finally con 
vinced the pilot he had no alternative 
but to put the aircraft down. 

The accident serves as a clear demons
tration of the fact that piloting a light 
twin-engined aeroplane in a professional 
manner is a very different matter to 
flying single engined types, and requires 
a sound understanding of the techniques 
and procedures peculiar to the operation 
of all multi-engined aircraft in asym
metric filght. Not only must the p ilot-in 
command be thoroughly familiar with the 
performance and control characteristics 
of his aircraft in its various configura
tions, but he must ensure that if any 
defect develops in filght, the aircraft 
does not unnecessarily lose height which 
might be impossible to regain. 

CAUSE ~ ••. 

The probable cause of the accident 
was that the pilot who was inexperi
enced on the type, was not sufficiently 
familiar with the aircraft's perform
ance nor with the relevant operating 
procedures. ~ 
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I. TOUCHDOl'IN POINTS OF PORT ANO STAR
BOARO MAIN UNDERCARRIAGE 156 FEET 
BEFORE RUNl'/AY THRESHOLD. 

3. INDICATIONS OF REAR FUSELAGE CONTACT 
011 RUN1YAY 161 FEET FROM THRESHOLD. 

5. INDICATIONS THAT PORT MAIN UNDER
CARRIAGE TYRES HAD BLOl'/N 1,488 FEET 
FROM RUNWAY THRESHOLD AND 16 FEET 
LEFT OF RUN\YAY CENTRELINE. 

background noise on the cockpit voice 
recording however, no useful information 
was available from it. Examination and 
analysis of the flight data record indi
cated that though the aircraft was estab
lished on final approach at a uniform 
rate of descent, it was constantly below 
the ILS glideslope path. This finding 
was confirmed by the evidence of an 
eyewitness who saw the aircraft making 
its final approach. 

The runway on which the aircraft was 
landing when the accident occurred is 
7 ,200 feet long and 150 feet wide. The 
airport's elevation is 497 feet. The run
way has no prepared area short of the 
threshold, and the ground at this point 
slopes down from the aerodrome level 
at a gradient of approximately five per 
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1. TRACKS OF PORT AND STARBOARD MAIN 
TYRES END 83 FEET BEFORE RUNWAY 
THRESHOLD. 

4. INDICATIONS OF PORT l.IAIN UNDERCARRIAGE 
TYRES SKIDDING ON RUN.TAY 385 FEET 
FROM THRESHOLD AND 8 FEET LEFT OF 
RUNWAY CENTRELINE. 

6. STOPPING POINT OF AIRCRAFT ON RUN~IAY 
4.m FEET FROM THRESHOLD. 

cent. The runway is served by an instru
ment landing system and is now equipped 
with standard high intensity runway 
lighting, but at the time of the accident 
no approach lighting was installed. 

The aerodrome is located five miles 
south of Louisville, which as seen from 
the air at night, is a sprawling city with 
an irregular complex of lights. The 
approach to runway 29 passes for the 
most part over a varied distribution of 
lights, but the sloping terrain between the 
runway threshold and a four lane high
way, 1,000 feet to the south-east of the 
aerodrome, is devoid of lights. 

At the time of the accident, the weather 
was fine with a visibility of seven miles, 
and the wind was blowing from the north-

The DC-9 with its back broken as it came 
to a stop on the runway. 

Diagram of approach end of runway show
ing point of touchdown and impact marks. 

west at eight knots. Both the captain and 
the first officer were experienced DC9 
pilots and familiar with the airport. The 
captain had a total of 5,600 hours experi
ence, and had been flying regularly into 
Louisville for the past eight years. 

• • * 
Because of the absence of any factor 

such as turbulence, poor visibility or air
craft emergency, which could have con
tributed to the accident, the investigation 
was concentrated on the circumstances 
and conditions under which the final 
approach path was flown. 

It is a well recognised fact that with 
large aircraft, the descent path described 
by the main undercarriage during an 
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approach differs from that described 
from the pilot's eyes, because he is placed 
above and ahead of the main wheels. 
The path described by the main wheels 
terminates in the touchdown point, but 
the path followed by the pilot's eyes 
intersects the runway at the aiming point. 
During a visual approach, the pilot judges 
his position above or below the glide 
path by reference to the horizon and the 
aiming point he has selected on the run
way. As the aircraft approaches the 
threshold, the pitch attitude of the air
craft is changed and a new aiming point 
on the runway is selected. This a iming 
point is always some distance down the 
runway from the touchdown point. 

As a result of training and experience, 
a pilot develops a visual frame of refer
ence which allows him to conduct safe 
conventional approaches to fiat terrain. 
Many successful approaches are made 
by effectively maintaining a "visual null" 
(i.e. no apparent change in the visual 
angle). A pilot may "fly the null" so 
consistently that when deceptive condi
tions are introduced, such as irregular 
light patterns, lights on upward sloping 
terrain, or other topographical features, 
a lower approach path may be flown 
unintentionally, resulting in a touch-down 
short of the runway. 

As a result of a study undertaken some 
time ago on the visual judgement of 
p ilots during approaches to land, Dr. 
Calvert of the Royal Aircraft Establish
ment in the United Kingdom wrote, 
"The brain interprets the two dimensional 
perspective image in the retina, selecting 
the possible meaning it may have in the 
light of other data available to it. If the 
wrong meaning is attached to the visual 
scene, then so-called illusions occur. The 
most important features of the visual field 
are the plane of the ground, and objects 
of known size on the surface". 

Because the vertical situation is diffi
cult to assess accurately, the pilot usually 
tries to check his judg.ement of it in 
every way he can. One way of checking 
this at low altitudes is to estimate the 
height of features such as trees, houses, 
roads, and to a lesser extent, the size and 
spacings of approach lights, where they 
are installed. Applying his experience, a 
pilot sets this height against the estimated 
range from touch-down. The probability 
of a misjudgement, resulting in an acci
dent, increases if the terrain has a pro
nounced slope, or if there is some other 
peculiarity which gives a false impres
sion of the position of the horizon. 

In subsequent studies, Dr. Calvert con
cluded that if landing approaches were 
to be conducted with safety in jet air
craft, a more positive method of deter
mining the descent path during an 
approach was essential, even in good 
visual conditions. Other studies con
firmed this opinion and led to the deve
lopment of the visual approach slope 
indicators that are now installed at many 
major airports throughout the world, 
particularly whe11e they are not served by 
an ILS. 

In the case of this accident at Louis
ville, a complex pattern of lights from 
residential and commercial areas provided 
height reference between the ILS outer 
marker and where the four lane highway 
traversed the approach path, 1,000 feet 
from the threshold of the runway. But 
between this and the runway threshold 
at the time of the accident, there were 
no fixed lights on the rising terrain and 
a pilot making a visual approach had to 
transfer his height judgement to the run
way and the runway threshold lighting 
complex. 

The ILS serving runway 29 at Louis
ville provides a ground clearance of 130 
feet at the point where the approach 
path crosses the four lane highway and, 
had the aircraft been stabilised on this 
glide slope, its wheels would have been 
about 50 feet above the ground when 
the aircraft arrived over the runway 
threshold. It was evident that the pilot 
did not use this ILS guidance, but relied 
upon visual reference during his approach 
to land. 

Federal Aviation Regulations provide 
that turbine powered aircraft, and other 
large aircraft, approaching to land on a 
runway served by an ILS, shall if the 
aircraft is ILS equipped, fly at an altitude 
at or above the glideslope between the 
outer marker and the middle marker. 
T his procedure was adopted when past 
experience had shown that there was a 
need for high performance aircraft to 
establish a constant flight condition dur
ing a final approach to land. T he approxi
mate three degree glideslope provided by 
the ILS establishes this constant approach 
flight condition and assists the crew in 
maintaining the proper approach pro
file. The National Transportation Safety 
Board concluded that the cause of the 
accident was related to the crew's opera
tional technique, the absence of adequate 
lighting in the approach zone and the 
sloping terrain short of the runway 
threshold. 

Probable Cause 

The National Transportation Safety 
Board determined the probable cause 
of this accident was the pilot's mis· 
judgement of altitude due to the 
absence of sufficient lights in the 
approach area, misleading information 
produced by deceptive sloping terrain, 
and that the pilot did not position the 
aircraft on the ILS glideslope while he 
was establishing the final approach 
profile. ...,. 

(Based 011 report published by National 
Transportation Safety Board, U.S.A.) 
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THE safety poster reproduced here 
was first published four years ago 

this month, in Aviation Safety Digest No. 
55. It was subsequently included in the 
fourth edition of the Visual Flight Guide. 
Unfortunately for the owner-pilot of the 
battered and overturned Cessna 185 
depicted on these pages, he had appar
ently not seen it or if he had, its message 
had made little impression. 

The pilot was a farmer from the 
Bunbury d istrict of Western Australia, 
who held a private licence with a little 
over 100 hours flying experience. When 
a friend, wbo had earth-moving machi
nery working at a road construction camp 
in the Paraburdoo a11ea 625 miles north 
of Perth, mentioned that be would be 
visiting the camp-site to supervise repairs 
to bis equipment, the pilot offered to fly 
him up to Paraburdoo in his Cessna 185. 
The pilot had not flown north of Perth 
before and saw that the trip was an 
opportun ity to further his experience. 

The four and a half hour flight to 
the Paraburdoo camp-site, made on a 
Saturday, went according to plan and 
the men stayed ih the Paraburdoo area 
helping to service the earth-moving 
equipment for the next two days. They 
intended returning south via Meekatbarra 
and Narrogin on the Monday, but further 
trouble with the machinery made it 
necessary instead to fly to Port Hedland 
to obtain some spare parts. Without 
consulting the VEC 11 Chart which he 
was carrying in the a.ircraft's navigation 
bag, the pilot and his friend took off for 
Port Hedland NOSAR, NO DETAILS. 
Subsequently, as a result, the aircraft 
entered the Port Hedland control area 

The Seorch Begun ot first light 

The missing Cessna upside down on the 
gibber plain, as located by the search air
craft, two days after the accident. 

without a clearance. After landing, the 
pilot was required to make a written 
report on the incident and was afterwards 
given a thorough briefing on the extent 
of the controlled airspace at Port Hedland 
and the procedures to be followed when 
operating into it. In the meantime, his 
companion went into town to collect the 
machinery parts. 

Later, at about 1550 hours, the pilot 
submitted a NOSAR flight plan for his 
return fl ight to the Paraburdoo camp
site, showing an ETD of 1630 hours. The 
pilot had been given a copy of the area 
forecast, but his flight plan showed no 
wind calculations or any intermediate 
check points. The time interval to the 
camp site was 75 minutes and, as last 
light at the destination was 1800 hours 
there would be only 15 minutes of day~ 
light to spare. 

The passenger was delayed in town and 
did not arrive back at the aerodrome 
until some time afterwards. When he 
did so, the parts he brought with him 
prov.ed to be heavy pieces of cast steel, 
some of them quite large. The pilot did 
not weigh them, but estimated the total 
weight as between 200 and 300 lbs. In 
order to keep the load well forward, he 
placed them in the cabin under the -~wo 
front seats, but did not restrain their 
movement in any other way. More time 
had been lost in loading, but at last all 
was ready and the men boarded the air
craft and departed. 

Because he had broken his watch at 
the camp-site before leaving for Port 
Hedland, the pilot did not note the time 
of departure but believed it was still 
within the allowance he had made when 
preparing the flight plan. About twenty 
minutes later however, as the aircraft 
was approaching the Pilbara mining 
centre some 50 miles south of Port 
Hedland, the p ilot noticed the westering 
sun closer to the horizon than he ex
pected. On checking bis companion's 
watch, he found it was already 1730 
hours. He then realised that, when they 
had departed, it was about an hour later 
than he thought and that they had 
no hope of reaching the camp-site befor1; 
dark. The pilot considered returning 
to Port Hed!and, but in view of the 
embarrassment he had experienced there 
earlier in the day, decided to go on to 
Wittenoom which he estimated he could 
reach before dark. Wittenoom was a 
li ttle to the east of the aircraft's track, 
112 miles south of Port Hedland. 

Shortly afterwards, Port Hedland 
Flight Service called the aircraft on VHF, 

to point out that the flight could not 
reach Paraburdoo until after last light. 
The pilot replied that he was diverting 
to Wittenoom but when Port Hedland 
asked the aircraft for its ETA Wittenoom, 
they were unable to read the pilot's 
transmission and requested him to call 
on HF. This the pilot did, but although 
his HF receiver was working, he found 
that he was unable to transmit on this 
frequency. 

A little later, as the sun was setting, 
the pilot sighted in the distance what 
he believed were the ranges to the south 
of Wittenoom and he descended from 
his cruising height of 6,000 feet, hoping 
to see the lights of Wittenoom. He 
attempted to pin-point his position in 
relation to Mumibillina Bluff, but in the 
fading light he was uncertain of its 
appearance. The pilot then saw that 
although the Hamersley Ranges were 
lying to port of his track, the compass 
was indicating 150 degrees, apparently 
having been affected by the heavy ferrous 
metal load in the cabin. The pilot 
estimated that the aircraft's heading was 
now 240 degrees and turned on to what 
he believed would have been a southerly 
heading, but the compass did not move. 
Realising his position was now uncertain, 
he continued to scan the distance ahead 
for the lights of Wittenoom, but when his 
view of the Hamersley Ranges, now his 
only means of position fixing, faded into 
the increasing gloom, the p ilot decided 
that he would have to make a precau
tionary landing and continue the flight in 
the morning. 

The country over which the aircraft 
had been flying was rugged with low 
hills and valleys offering little prospect 
of a successful landing, but in the dusk 
the pilot sighted a large, comparatively 
flat area about two miles wide. He 
descended and made a low run across it 
and the area appeared to be gibber plain 
country dotted with spinifex and low 
bushes. Selecting what seemed to be a 
suitable landing run, the p ilot made a 
precautionary type of approach with full 
flap and touched down at about 40 knots. 
But in that moment, the pilot saw that 
the surface was much rougher than it 
had appeared from the air and that what 
he had taken to be low bushes in the 
fading light, were in fact sizeable 
boulders. After running for only 20 
feet, the starboard landing wheel struck 
a boulder and broke off. The spring 
steel undercarriage leg gouged a furrow 
into the ground, and after the dircraft 
had bumped and skidded for a further 
100 feet, it somersaulted over on to its 
back. 

* * 
At Port Hedland in the early hours of 

the morning, the Flight Service Unit 
received a telephone call from the 
worried manager of a tractor firm in 
the town. The manager explained that 
the passenger travelling in the Cessna 
had not arrived at his destination and he 
had had no communication from him. 
Checks were begun and when it was 
learned that the aircraft had not landed 
at Wittenoom the night before, the 
Uncertainty Phase was declared. Further 
checks at a number of other air strips 
in the area were made, but when nothing 
more had been heard of the aircraft, the 
Distress Phase was declared and 14 
aircraft were alerted to search the area 
in which it was considered the missing 
Cessna could have come down. 

The search was carried on throughout 
the day without result, and resumed at 
first light the following morning. Shortly 
after 0800 hours, as a Baron aircraft was 
completing the final search leg of its 
allotted area, its crew saw a flash of 
reflected sunlight some distance to the 
south of their position in an adjoining 
search area. The aircraft flew over to 
investigate and found the missing Cessna 
on its back with its two occupants stand
ing nearby, obviously not badly hurt. 
Another aircraft, carrying a torpedo, 
was dispatched to drop food to the 
survivors and arrangements were made 
for a helicopter to fly to the crash site 
from Port Hedland to pick them up. The 
helicopter landed at the accident site just 
after 1100 hours and reached Port Hed
land again with the survivors two hours 
later. 

* .. 
The site of the crash proved to be 

forty nautical miles north-north-west of 
Wittenoom. The aircraft carried no 
water or survival equipment of any kind 
but, fortunately for the occupants, it 
was the middle of the "wet season" and 
there was plenty of drinkable surface 
water lying in nearby water courses. The 
occupants also had with them a ~mall 
quantity of barley sugar. 

Despite the heavy unrestra ined load in 
the cabin, the pilot and his passenger 
sustained only minor cuts and bruises 
when the aircraft overturned. They got 
out quickly and, in the dark about half 
an hour later, r'emoved the battery from 
the inverted aircraft and tried to operate 
the HF radio to report their position. 
Although the receiver seemed to be work
ing satisfactorily they were still unable to 
transmit. 
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The following morning they lit a 
signal fire by shorting the battery on to 
a fuel soaked piece of cloth, as they had 
no matches with them. By 0945 hours 
however, when they still had not been 
able to make any contact on the radio 
they decided to leave the ai rcraft and 
walk south-west towards some lights they 
had seen during thre night. After laying 
out a ground signal to indicate which way 
they had gone, they walked for about 
six miles, but at 1400 hours they decided 
that the lights they had seen in the night 
were the flames of a bush fire that was 
burning in the distance. They set out to 
return to the aircraft and at 1530 hours, 
on the way back, heard a search aircraft 
in the distance, but it was much too far 
away to be able to see them. Thoroughly 
exhausted, they finall y arrived back at 

T op: The extremely r.ouglz surface of the 
area 011 which the nilot chose to land. The 
starboard wheel b~oke off when it struck 
the large boulder in the foreground. 

Bottom: Some of the heavy ferrous metal 
spare parts that were carried i1~ the air
craft. This cargo, stowed under the front 
seats, probably affected the aircraffs com
pass. 
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the crash site about half an hour after 
dark and slept the night in the cabin. 

The next morning, when they saw a 
search aircraft flying a pattern to the 
north of their position, the pilot used 
one of the main cabin side windows as a 
heliograph to attract its attention. 

* * * 

If ever there was a case history that 
demonstrated that accidents don't "just 
happen" but are the culmination of 
a chain of unfavourable events and 
circumstances, this one does. In this 
case, the chain was formed by a series of 
factors which, for the most part, could 
be listed under the general headings of 
"inadequate flight preparation" and " lack 
of planning". 

The pilot was inexperienced both in 
flying generally and with the remote 
area in which he was operating. His 
aircraft carried no survival equipment, 
water, matches or survival beacon, yet 
he had set out on thre flight in the first 
place without properly ensuring that his 
HF radio equipment was serviceable. 
When he decided to fly on to Port Hed
land from the camp site, he did not make 
any attempt to study or to refer tc• his 
VEC, though he knew there was con
trolled airspace at his destination. His 
flight planning for the return flight from 
the camp site was meagre in the extreme, 
and made no allowance for wind or for 
checking the progress of the flight in 
relation to recognisable land marks. 
Despite the fact that the flight was to be 
made into a remote area late in the day, 
with no survival equipment on board, the 
pilot still elected to proceed on a NOSAR 
basis. 

When his passenger arrived with the 
heavy load of ferrous metal parts, the 
pilot gave no thought to the possibility 
that they would disturb the compass, and 
though his flight plan showed that he 
would have only 15 minutes daylight to 
spare at his destination at the end of a 
160 mile flight, he did not bother to check 
the time before departing, and appar ently 
did not record his departure time after 
take-off. Although he was only 20 
minutes out of Port Hedland when he 
realised how late it was, he allowed his 
experience earlier in the day to influence 
him against returning and instead, 
attempted to divert to Wittenoom, which 
he had never visited before, and which, 
even at the most optimistic estimate, he 
could barely reach before last light. It 
also seems that the pilot made no att,empt 
to fly a compass heading from the time he 

left Port Hedland, but merely "track 
crawled" with the aid of his WAC Chart. 
As a result, he did not notice that the 
compass was reading incorrectly until 
it was too late to remedy the situation! 

Perhaps the best that could be said 
for the owner of the aircraft was that, as 
a pilot be was probably a good bushman! 
Though, when it literally came to the 
"crunch", he applied his accumulated 
practicaJ experience and common sense 
and put the aircraft on the ground while 
he still had some light to see what he was 
doing, thereby abiding by the warning in 
the "punch line" of the Digest poster, all 
the events that led up to this final 
denouement were the very embodiment 
of the sort of situation the poster was 
designed to prevent. Similar situations, 
together with detailed advice on the 
problems peculiar to flights in the remote 
areas of Australia, have been the subject 
of discussion time and again in the pages 
of the Aviation Safety Digest. As well, 
this advice has been widely circulated in 
summary form in the Digest supplement, 
"Hints on Flight Planning and Navigation 
in Remote Areas;'.* 

One cannot but wonder what sort of 
training the pilot originally received, and 
what his aeronautical environment had 
been since obtaining his licence. As has 
been found so often in accidents resulting 
from navigational errors or shortcomings, 
the pilot seems to have tried to operate 
his aircraft with an "aerial driver" philo
sophy, rather than with a proper "pilot
in-command" concept of his responsi
bilities. In this case, the pilot as well as 
his passenger, was fortunate enough to 
emerge from his experience comparatively 
unharmed and will no doubt profit from 
it. But as the accident discussed on the 
following pages shows so clearly, not all 
exponents of this philosophy are given the 
same chance. ~ 

* Copies of this supplement are still avail
able and may be obtained by writing to the 
Editor. 

Towards the end of a NOSAR private flight from Coober Pedy to Parafield, South Australia, a Cessna 172 flew into 
the Hummock Range north of St. Vincents Gulf and was destroyed. Both occupants were killed. At the time, the hills were 
enveloped in cloud and a strong westerly wind was blowing. 

Descent into Solid Cloud 
THE aircraft belonged to an Adelaide 

opal buyer who used it regularly to 
visit the opal fields at Andamooka and 
Coober P·edy. The owner-pilot, with his 
wife as passenger, bad departed from 
Parafield the previous day and, after 
refuelling at Port Pirie, had flown to 
Andamooka where they made a brief 
stop. They then continued to Coober 
Pedy, where the pilot spent the afternoon 
and evening transacting business, and 
stayed overnight at a motel. 

The pilot and his wife were up at 
0500 hours the next morning and were 
driven to the aerodrome in time to 
depart again for Para:field as soon as it 
was light enough to do so. As was his 
practice, the pilot did not first obtain a 
weather forecast or prepare any plan, 
and after he and his wife had boarded 
the aircraft, it was seen to taxi out and 
take off in the direction of Adelaide at 
about 0600 hours. The time of begin
ning of daylight at Coober Pedy that 
day was 0618 hours. 

At 0920 hours the aircraft landed at 
Port Pirie, and was refuelled again with 
22 gallons of avgas. The weather at 

Port Pirie at the time was fine and clear, 
but further to the south it was poor 
under the influence of a strong, moist, 
westerly airstream. Although the pilot 
had not obtained a forecast, he appar
ently realised that conditions would 
deteriorate as he continued southwards, 
and mentioned to the refuelling agent 
that if the weather "closed in'', he would 
land at a private airstrip 12 miles north 
of Bute, near Port Broughton. While 
on the ground the pilot also told the 
refuelling agent that he was in a hurry 
to get back to Adelaide, and asked the 
agent to telephone his home in Adelaide 
to arrange for them to be met at Para
field at 1045 hours. This the agent did 
while the aircraft was departing from 
Port Pirie again at about 0945 hours. 

Later that afternoon, a friend 
of the pilot's, who had driven to Para
field airport to meet the aircraft, tele
phoned Adelaide Flight Service to report 
that it had not arrived as expected, and 
that he had already checked that it had 
departed from Coober Pedy that morn
ing. After a number of checks by 
Adelaide Flight Service, it was learned 

from the agent at Port Pirie the aircraft 
had been refuelled there that morning 
and that it had left for Parafield at 0945 
hours. The Alert Phase was introduced 
and, when it was not possible to contact 
the owner of the private a irstrip near 
Port Broughton to learn if the aircraft 
had landed there, the D istress Phase was 
introduced and an aerial search for the 
missing aircraft was begun. At 1750 
hours that afternoon, the pilot of one 
of the search aircraft reported that he 
had sighted wreckage on the western 
slopes of the Hummock Range north of 
St. Vincent's Gulf. 

Because it was late in the day, the 
pilot offered to land at nearby Snow
town and escort the local police and 
ambulance party to the scene of the 
wreckage. The party subsequently 
reached the site of the crash soon after 
dark, and positively identified the wreck
age as that of the missing aircraft. Both 
occupants had obviously been killed when 
the aircraft struck the hillside. 

* * * 
The aircraft had struck the ground 

heavily in a shallow nose-down attitude, 
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The main wreckage of the Cessna, with both wings tom off, as it came to rest on _the 
down-slope of the hill. The initial impact point, shown in the photograph on the prevwus 
page, was higher up the slope. 

on the north-western slopes of the 
Hummock Range, immediately to the 
south of the Barunga Gap at an elevation 
of 1,050 feet AMSL. Although the first 
impact mark had been made by the 
starboard wing tip, the main impact had 
been taken on the nose. The aircraft had 
disintegrated, and the wreckage had 
bounced and skidded downhill in a 
westerly direction until it came to rest 
against a clump of trees. Examination 
of the wreckage indicated that the a ir
craft was intact at the time of impact 
and there was nothing to indica te that any 
abnormality could have contributed to 
the accident. It was also evident that the 
engine was delivering substantial power 
a t the time. The mode of impact and 
disposition of the wreckage indicated 
tha t the aircraft was under control when 
it struck the hillside. 

No maps, charts, flight plan, navigation 
log, or navigation equipment were re
covered from the accident site, and it 
was not possible to determine the time of 
the crash from any evidence found in 
the wreckage. The a ircraft was not 
equipped with a clock and the impact 
had not stopped the watches worn by 
the occupants. Most of the contents of 
the fuel tanks had spilt or been drained 
from the tanks by broken fuel lines, 
and the flight time from the last refuel
ling operation at Port Pirie could not 
be calculated. Ther·e were no eye wit
nesses to the accident itself, but at about 
1055 how-s that morning the wife of a 
farmer working in the kitchen of her 
home three mil,es north of the accident 
site, heard a loud thud following by a 
scratching and scraping noise which at 
the time she took to be a car accident. 
Subsequent enquiries established that no 
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motor accident had occurred in the area 
that morning, and it seems probable that 
the noise was in fact the sound of the 
aircraft's impact with the hillside. 

Evidence obtained from a number of 
farmers and other residents in the a rea 
established beyond doubt that the 
weather in close proximity to the accident 
site was very poor during the morning 
of the accident and that the tops of the 
H ummock, as well as the Barunga Range 
immediately to the north , were shrouded 
in low cloud with associated drizzle, for 
most of the day. As well as this, evidence 
provided by the pilots of four other 
light aircraft which had operated in or 
near the Snowtown area at different times 
during the morning of the accident, con
firmed the fact that the ranges were 
enveloped in cloud and indicated that the 
weather was generally poor on the direct 
Port P irie-Parafield track, east of the 
ranges. However to the west of the 
ranges, towards Spencer's Gulf, condi
tions rapidly improved. The area fore
casts issued during the morning of the 
flight indicated westerly winds of 40 
knots and that south of latitude 34 
degrees south (i.e. 45 miles south of Port 
Pirie), there would be three to four 
eighths of stratus cloud at 1,000 feet, 
three eighths of cumulus at 2,000 feet, 
and five eighths of strata-cumulus cloud 
at 3,000 feet. A Sigmet, valid until 1130 
hours on the morning of the accident, 
also warned of severe turbulence below 
6,000 feet in the Adelaide area, south of 
34 degrees south. Parafield Airport was 
closed to YFR traffic on three occasions 
during the day, the third time for two 
and a half hours. 

It was apparent from all this evidence 
that the area of low cloud and poor 

weather extended east from the Hum
mock and Barunga Ranges to beyond 
the North Mount Lofty Ranges, and 
consisted of both stratiform and cumulo 
form cloud. T o the south, it extended 
over St. Vincent's Gulf and well to the 
south of Adelaide. The ar ea and term
inal forecasts would have been ava ilable 
to the pilot either by telephone from 
Coober Pedy or Port Pirie, or on the 
route frequency of 122.1 MHz from the 
F light Service Units at either Whyalla 
or Adelaide, but there was nothing to 
indicate that the aircraft had attempted 
to contact either of these Flight Service 
Units before or after landing at Port 
Pirie. 

There was some evidence to show that, 
during some flights he had made in the 
past, the pilot had not been reluctant to 
fly through patches of cloud, though he 
held no instrument rating. H e had also 
been involved in an incident 16 months 
previously in which, while completing a 
late afternoon flight from Andamooka 
to Parafield, he had pressed on in 
showery conditions and landed at Para
field 49 minutes .after last light. As a 
result of this incident, the pilot was 
formally advised to seriously consider 
discontinuing his practice of conducting 
flights to and from Andamooka and 
Coober Pedy on a NOSAR basis. It is 
apparent that he paid little attention to 
this advice. It was also learned that, 
when departing from Parafield for a 
fl ight to Port Pirie only three days before 
the accident, he had disregarded advice 
from the tower to obtain a pre-flight 
briefing. It was thus clear that the pilot 
was inclined to operate his a ircraft 
entirely to meet his own requirements, 
regardless of whether any regulation or 
other safety consideration was com
promised in the process. 

It was not possible to establish the 
flight path flown by the aircraft between 
the time it left Port Pirie and when it 
struck the Hummock Range on a west
erly heading and the tracks made good 
during this time can only be surmised. 
However, as the pilot was very familiar 
with the route, and probably confident of 
his ability to continue in marginal 
weather conditions, it seems likely that 
he would have continued on track, main
taining visual reference to the ground 
for as long as possible. But approaching 
the area of low cloud in the vicinity of 
the Barunga Range, the pilot would have 
been forced to climb to clear the higher 
terrain. Two of the other pilots who 
had flown in the area that day, said that 
the cloud was layered to the east of the 
ranges, and it is possible tha t the pilot 

climbed through gaps in the underlying 
stratus cloud to remain above the height 
of the ranges while he continued the flight 
southward, between layers of cloud, hop
ing to find a break further south, through 
which he could descend again and con
tinue the flight to Parafield visually. 

But if a break in the clouds did not 
eventuate and the pilot was not able to 
regain sight of the ground as he conti
nued sou thwards, it is possible that he 
would have turned west towards 
Spencer's Gulf where the weather was 
clearer and where, once past the Hum
mock and Barunga Ranges, a descent 
could be made over low lying terrain. 
Because of the strong westerly wind 
however, which according to other pilots 
who flew in the area that day, was very 
much as forecas t, the aircraft on its 
southerly heading would have been sub
ject to about 20 degrees of port drift. 
Though this large amount of drift should 
have been evident to the pilot before he 
reached the area of deteriorating 
weather, he could easily have "lost track" 
of the aircraft's real position once his 
view of the ground was obscured. In 

view of the evidence that the pilot had 
obtained no forecast, prepared no flight 
plan, and was keeping no form of naviga
tion log, it seems likely that he would 
have had only a very approximate idea 
of the aircraft's position from the time 
it climbed above the lowest level of 
cloud. 

In these circumstances, any subsequent 
flight through the underlying cloud cover 
would be fraught with danger. In this 
case, unfortunately for the pilot and his 
passenger, because the aircraft was prob
ably much further east than he estimated, 
or the aircraft's ground speed on its 
westerly heading was less than he allowed 
for, or perhaps because of a combination 
of both these factors, the aircraft had 
not deared the ranges when the pilot 
commenced the descent. 

Like the less serious accident reviewed 
on page 18 of this issue, this pointless 
tragedy provides eloquent testimony to 
the outcome of regarding a light aero
plane as some sort of aerial motor car, 
to be merely driven in the direction one 
wants to go. It is indeed unfortunate 
that this concept has been so actively 

fostered in recent years in the interests 
of sales promotion. Such a concept can 
be dangerously m isleading, and has un
doubtedly contributed to poor standards 
of airmanship amongst some pilots who 
have acquir,ed an aircraft and learnt to 
fly solely as a means of providing them
selves with a fast and c'c:mvenient means 
of transport in more sparsely settled 
areas of Australia. 

Far from being akin to driving a 
motor car, the responsibilities of a pilot
in-command of a light a ircraft on a cross 
country fl ight have much more in 
common with those of the master of a 
vessel at sea. For like the sea, as has 
been pointed out many times in recent 
years, aviation of itself is not inherently 
dangerous, but is terribly unforgiving of 
any incapacity, carelessness or neglect. 

Cause 
The probable cause of the accident 

was that the pilot proceeded into 
weather conditions in which terrain 
clearance could not be maintained 
visually. ~ 
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. In Brief In Brief 

T
HIS Cessna 205, owned by a north Queensland cattle station, was being flown by a jackeroo employed 

by the station, who held a private pilot licence. The pilot departed late in the afternoon to fly two of 
the station's directors to Cairns, where they were to catch a south-bound airline flight. The flight was expected 
to take two hours and the aircraft's ET A at Cairns was 19 minutes before last light. 
The pilot had flown the route many times, and as the weather had been fine all day at the station, he did not 
obtain a forecast before taking off. However, when he called Cairns from 50 miles out, he learnt that the 
coastal weather was under the influence of a moist south easterly stream, and that there was low cloud and 
showers on the ranges. The pilot reported that if he was unable to reach Cairns, he would divert to Mareeba. 
As the aircraft approached the Great Dividing Range from the west, the weather progressively deteriorated, 
making it necessary for the aircraft to divert from track a number of times to remain in VMC. More time 
was lost in an attempt to penetrate the Kurunda Gap and it was not until 1814 hours, nine minutes before 
last light, that the pilot reported he was diverting to land at Mareeba. At 1822 he reported in the circuit area 
at Mareeba but shortly afterwards lost sight of the aerodrome in the darkness and rain. He was unable to 
locate the aerodrome again and hurriedly selected a ploughed field for a precautionary landing while it was 
still light enough to see. The aircraft touched down normally, but after running parallel with the furrows for 
about SOO feet, the nose undercarriage dug into soft soil and snapped off. The three occupants were shaken 
but otherwise unhurt. 
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While cruising at 2,000 feet during a ferry flight from Weipa to 
Horn Island, Queensland, the engine of a float-equipped Bell 47 
helicopter suddenly lost power and began to run roughly. At the 
time tbe helicopter was a mile inland from the coast and over scrub 
co~ered country offering no suitable ar<ea for an emergency landing . 
W1~h the height and remaining power available to him, the pilot 
estimated he would be able to reach the beach and he turned the 
helicopter in that direction. As the aircraft was fitted with floats 
it was necessary that the emergency landing be made into wind and at 
zero forward speed. The pilot succeeded in manoeuvring the 
helicopter accordingly, but after completing the final turn into wind 
low over the beach, he found he had insufficient power remaining to 
a~rest the rate of descent. As the helicopter landed heavily, the rotor 
disk drooped and one blade severed the tail boom. Examination of 
the engine showed that the exhaust push rod of No. 6 cylinder had 
failed. 

A C~sna 172 ~ad departed from Lae, P.N.G., for a parachute 
dropping operation nearby. A student parachutist was to make a 
static line exit first from 2,500 feet, after which an experienced jumper 
and a parachute instructor were to make free fall descents from 
7,000 feet. 
When the aircraft was over the drop zone and correctly aligned, the 
student moved out ready to jump, but before he could settle himself 
in the normal position, standing on the starboard landing wheel, his 
parachute. pack c~ught on the door jamb and opened. The parachute 
deployed m the slip-stream, dragging the parachutist from his position. 
H is helmet struck the starboard tail plane heavily, and he was 
dragged across it, causing substantial damage, before he fell clear. 
The aircraft immediately entered an uncontrolled dive, with violent 
control flutter, and the second parachutist jumped. At about 1,000 
f~et, a section of the damaged starboard elevator tore away and the 
pilot was able to regain control. The parachute instructor then 
also jumped from the aircraft to see what had happened to his student. 
The student parachutist's descent meanwhile had stabilised and he 
subsequently made a normal descent. 
~espite the serious tailplane damage shown in the picture, the 
aircraft returned to Lae and made a safe landing. 

A!though the. pilot of this Slingsby Skylark was experienced in 
wmc~ launching, he was undertaking only his third flight in this type 
of glider. 
T he wind was light. and variable and when he was ready and slack 
had b~en taken up m the cable, the pilot called for full power and 
the wmch launch began. The glider left the ground after a short 
run and after climbing to 60 feet the pilot assumed the full climbing 
attitude at the recommended speed of 55 knots. Meanwhile the 
winch driver, after commencing the launch, believed there was a 
malfunction in the winch and, thinking the glider was still on the 
ground, he de-clutched the winch and closed the throttle. 
Realising that the glider has lost power from the winch, the pilot 
lowered ~he no.se ~nd p~ed the cable release knob, but the glider 
sank rap1d!Y with msuffic1ent forward speed. The pilot attempted to 
~are the a1r~raft for th~ la~ding but it struck the ground heavily 
m a flat attitude, breaking its back. The pilot was not injured. 

In Brief 
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In Brief 
While en route from Madang to Tari, the pilot of this Cessna 185 was 
advised of unsuitable weather at his destination, and decided to divert 
to Mt. Hagen. Approaching Mt. Hagen the pilot was instructed by 
the tower to land Runway 30 and informed that the surface wind 
was south-westerly at 5-10 knots. 
The aircraft made a normal final approach, but just before touching 
down it commenced to drift to starboard. T he drift was arrested by 
the application of left rudder, but shortly after touchdown the aircraft 
swung to the left. Despite the application of right rudder and brake, 
the aircraft ground-looped to the left. 

Despite the fact its surface was wet and slippery, a privately 
owned airstrip near Wonthaggi was serviceable throughout its full 
length of more than 2,000 feet. However, the pilot of this Cherokee 
Six, who had never been there before, did not obtain any accurate 
information beforehand on its condition. After arriving over the 
>trip and making several inspection runs, he erron'eously concluded that 
an area of low bracken midway along the strip was rough ground. 
Deciding that he wouJd land beyond this area, he made a fully 
flapped approach at low airspeed and touched down with 1,200 feet 
of strip remaining. He raised the flaps and applied the brakes but, 
on the slippery surface, he was not able to bring the aircraft to a stop 
before it o¥er-ran the strip and collided with the boundary fence. 

Arriving over an unattended airstrip from which he intended to 
conduct superphosphate spreading, the pilot of this Piper 'Pawnee' 
saw that sheep were grazing on the landing a rea. As his loader driver 
had obviously not arrived, he made a very low run to clear the sheep 
from the strip. Near the end of the run the aircraft struck two 
sheep , substantially damaging the starboard undercarriage assembly. 
The pilot completed a circuit however, and then landed the aircraft 
with very little additional damage. 
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Entering the circuit area at Kunjingini, New Guinea, the pilot of 
this Dornier positioned the aircraft for a landing into the north. After 
turning on to final approach and lowering 35 degrees of flap, the 
pilot saw there was a horse grazing in the shade of a tree about half 
way down the western side of the strip. The horse was not moving 
and the pilot considered it would be safe to continue the landing. 
Lowering full flap he made a normal touchdown, but after the 
Dornier had rolled a short distance, the horse suddenly turned and 
bolted straight at the aircraft, striking the propeller and starboard 
undercarriage leg. The aircraft swung to the right, and before the 
pilot could regain directional control, it ran into a ditch on the 
eastern side of the strip. Both undercarriage legs were torn backwards, 
but the three occupants were not injured. 

In Brief 

Unaware that the single runway at Zeehan, Tasmania, was only 
140 feeet longer than required by the type of aircraft he was flying, 
the pilot of this Cessna 172D crossed the threshold at about 100 feet 
and touched down with less than half the runway length remaining. 

' The pilot applied the brakes but then realized he would not be able 
to stop. He attempted to go around but there was insufficient 
distance left in which to become airborne, and the aircraft overturned 
after striking a low earth embankment 22 feeet beyond the end of the 
runway. The pilot sustained minor injuries. 

The pilot of this Tiger Moth had previously reported that recovery 
from spins to the right was more prolonged than from the left, and 
the r igging of the aircraft had been, checked and both ailerons and 
a strut replaced. 
After climbing to 5,000 feet the pilot spun the aircraft and recoverd 
several times but, believing the r,ecovery from a right hand spin 
was still taking longer that it should, he climbed back to about 3,600 
feet and again placed the a ircraft in a spin to the right. When the 
pilot applied full left rudder to recover, the aircraft cont inued to 
spin, and after two further rotations, the pilot moved the control 
column forward progressively, still holding on left rudder. When 
th is also seemed unsuccessful, he hreld on left aileron, then tried 
rocking the control column backwards and forwards, and finally 
applied power. The aircraft still did not recover, and continued to 
spin in a nose-down attitude until it struck the ground. The pilot 
was seriously injured. 
Examination of the wreckage did not d isclose any defects, and 
although the pilot later demonstrated the correct spin recovery 
technique during a flight test, it was concluded that, possibly because 
of the effects of the prolonged spinning, he had not sustained the 
complete technique for spin recovery. 
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Pi lot Contribution 

Learning from the Mistakes of Others 
These words could fairly be said to be the "theme" of the Aviation Safety Digest. Indeed they are probably a fair 
commentary on most aspects of human progress and development. In this issue's Pilot Contribution, the writer develops 
this theme a little further and offers some thoughts on airmanship which he himself has acquired by putting this 
same philosophy into practice. 

WE can all learn by the mistakes of 
others; it's cheaper that way! 

Though it has taken me 18 years to log 
my first 1,000 hours, I feel that I have 
avoided accidents and incidents by louk· 
ing and listening. There is no substitute 
for experience of course, but listening to 
fellow-pilots dissecting accidents and 
incidents is one way of learning. If one 
can sift out the " line-shooting" and bear 
the facts in mind for future reference, it 
is a quite painless way of adding to one's 
storehouse of knowledge. After all, 
good airmanship always begins on the 
ground. 

With this thought in mind, the follow
ing comments might be useful, for no 
matter how much or how little experi
ence an individual pilot may have, what 
might be termed "self-training" can make 
the difference between good and bad 
airmanship. 

SELF-DISCIPLINE: How many of us 
still say our cockpit checks aloud? There 
is nothing embarrassing in this, no matter 
how much experience one has, and there 
is less chance of forgetting some vital 
action. A perfunctory check might fail to 
disclose the one item that is about to 
cause a prang, and that would be embar
rassing! Self-discipline is also the art of 
resisting beat-ups, or flying even "when 
the birds are walking," or performing 
low aerobatics for the benefit of the 
girl friend who, bless her, would not know 
a barrel roll from a spring roll! Self. 
discipline doesn 't come from any book, 
but it CAN be acquired. Basically it is 
MAKING yourself do the right thing at 
all times, until it eventually becomes 
second nature. 

STANDARDS: Nev.er accept that your 
best is good enough; you can always 
improve on it. When others start to 
copy you, then you know your standards 
are getting near the mark, but these 
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standards have to be maintained in all 
departments. So you've recently bad a 
hundred hours of aerobatic practice, and 
are a wizard! But how good are your 
cross-wind landings? ... your naviga
tion? ... , your radio procedures? ... 
your subject knowledge? The same 
standards should apply throughout. 

MANNERS: There is no substitute for 
good manners, in the air as on the road. 
You're coming in to land at a country 
aerodrome, 140 knots downhill, and 
someone in a Tiger Moth ahead is sed
ately letting down at 58 knots. There's no 
room to land on the right, so, what do 
you do? Land in front of him, just to 
teach him a lesson? Land to the right 
anyhow? Panic? How about being a 
gentleman and going around again? This 
is also another way of building up hours! 
Bad manners are usually the result of :i. 

like temper or a super ego, but here 
again, these can be brought under control 
by self-discipline. 

OVER-CONFIDENCE: This can be 
defined as "a dangerous weapon in the 
hands of a fool". The pilot who exudes 
over-confidence is usually cultivating this 
foolish trait to overcome some defect in 
knowledge, experience, ability or all three. 
He is also heading for an expensive fall. 
The cockpit is no place for over-confi
dence, and a T iger Moth can kill you 
just as effectiv,ely as a supersonic Mirage. 
But let us have ordinary, everyday con
fidence by all means; confidence in our 
ability to handle our aircraft in a given 
situation - and with it, the wisdom to 
stay on the ground when we know that 
we can't handle it! 

PRACTICE: Do you have an hour's 
flight today, then come back in six 
months' time for another hour, just to 
"keep in practice"? Guess who you're 
fooling? And guess what's happening to 
your standards? I have occasionally re-

turned to home base after a long cross
country flight, only to perform a rotten 
landing. So, before turning it in and 
ending on a sour note, I have promptly 
gone up again and done some circuits 
and landings until they were right. If I 
could do it when a student pilot, why 
not now? There's no disgrace in this, or 
in going around again when necessary, in 
fact, it's plain common sense. 

KNOWLEDGE: 'The pilot who knows 
all there is to know about flying has yet 
to be born. The one who claims he 
does, is either a fool or a liar. And the 
expression "A little knowledge is a 
dangerous thing" is very true-if you 
place the emphasis on that key word, 
"little''. All the self-discipline, manners 
and other attributes of airmanship that 
we can acquire are to little avail unless 
we have the theoretical and practical 
knowledge necessary to back them up. 
As pilots we are expected to have know
ledge of ANO's, ANR's, AIP's, 
NOTAM's and other documents, apart 
from our practical flying. Don't knock 
them-it took a lot of bent aircraft, and 
a lot of sadder but wiser pilots, to com
pile the knowledge contained in these 
documents. But we can acquire this 
knowledge from their hard-won experi
ence the easy way, and at little or no 
expense to ourselves! 

EXPERIENCE: You will only <tcquire 
this with time, money and opportunity. 
These considerations aside however, the 
only real way to ensure that you stay 
alive long enough to amass experience 
yourself is by paying heed to the fund 
of knowledge and experience that is freely 
ava.i lable to all pilots. Then you're on 
the way! 

I don't know if any of these thoughts 
will save lives, but they may help to do 
so. I am now working on my second 
thousand hours, and hope to be wiser 
myself when I have reached that stage! 

WHY DIDN'T HE GO ROUND? 

The answer to this question is the key 
to many an overrun accident. 

Theres no disgrace in going round again .. 
even the best pilots do it! 
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