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Readers are advised that the Australian Transport Safety Bureau investigates for the sole purpose
of enhancing transport safety. Consequently, Bureau reports are confined to matters of safety
significance and may be misleading if used for any other purposes.

Investigations commenced on or before 30 June 2003, including the publication of reports as a result of
those investigations, are authorised by the CEO of the Bureau in accordance with Part 2A of the Air
Navigation Act 1920.

Investigations commenced after 1 July 2003, including the publication of reports as a result of those
investigations, are authorised by the CEO of the Bureau in accordance with the Transport Safety
Investigation Act 2003 (TSI Act). Reports released under the TSI Act are not admissible as evidence in any
civil or criminal proceedings.

NOTE: All air safety occurrences reported to the ATSB are categorised and recorded. For a detailed
explanation on Category definitions please refer to the ATSB website at www.atsb.gov.au.



http://www.atsb.gov.au/�
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Occurrence Number: 198801415 Occurrence Type: Accident
Location: 7 km south of Hamilton VIC
Date: 26 April 1988 Time: 1705
Highest Injury Level: Nil
Injuries:
Fatal Serious Minor  None

Crew 0 0 1 1

Ground O 0 0 -

Passenger 0 0 0 0

Total 0 0 0 1

Aircraft Details: Sadler Vampire
Registration: 250075
Serial Number: N/A
Operation Type: Private
Damage Level:  Substantial
8 km NNW of Hamilton
VIC
Departure Time: 1645
8 km NNW of Hamilton
VIC

Departure Point:

Destination:

Approved for Release: 28th September 1989
Circumstances:

After takeoff the aircraft was flown to another property some 25 kilometres away. As the aircraft was circled around
the property the pilot noticed that the engine was not delivering full power. He changed the fuel tank selection but
this did not restore the lost power. The aircraft gradually lost altitude and the pilot realised it would be necessary to
land. On final approach at a height of about 30 feet above the ground the engine failed completely. The aircraft was
landed heavily. An inspection of the engine found that it had seized. Earlier in the year the manufacturer had issued
an Advisory Circular referring to engine overheating problems with the type and recommending that a modification
be incorporated. The modification was to install a cooling fin to the engine to improve the flow of cooling air. The
circular also stated that modification kits would be posted out to all owners. The owner/pilot had just received his
modification kit but had not fitted it.

Significant Factors:

The following factors were considered relevant to the development of the accident
1. Original design did not provide for adequate engine cooling.

2. The owner/pilot had not installed the engine cooling modification.

3. Engine failed due to overheating.

4. The pilot misjudged the landing flare following the engine failure.



