Aviation Safety Investigation Report
198803482

Cessna 172-N

25 September 1988



2
Aviation Safety Investigation Report
198803482

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: 198803482 Occurrence Type: Accident
Location: 3 km SW of Southport QLD
Date: 25 September 1988 Time: 1143
Highest Injury Level: Nil
Injuries:
Fatal Serious Minor  None

Crew 0 0 1 1

Ground O 0 0 -

Passenger 0 0 0 2

Total 0 0 0 3

Aircraft Details: Cessna 172-N
Registration: VH-UVN

Serial Number: 17269466
Operation Type: Private

Damage Level:  Substantial
Departure Point: Archerfield, QLD
Departure Time: 1045
Destination: Archerfield, QLD

Approved for Release: 6 February 1989
Circumstances:

The pilot was carrying out a flight around the Archerfield Training Area. Approaching the southern boundary of the
area he heard a change in engine note. The tachometer confirmed a loss of some 200 RPM, however, all other
engine instruments indicated normal operating conditions. Full throttle selection failed to produce any change in
engine RPM. The pilot elected to divert to Southport for a precautionary landing. After joining the downwind leg of
the circuit he found that he was unable to control the engine RPM with the throttle. As a result he was unable to
slow the aircraft to the normal landing speed. He decided against shutting the engine down and making a glide
approach, as he was concerned that if he misjudged the approach the aircraft could land in the built up areas north of
the aerodrome. On downwind once again, the RPM decreased to a level which was too low to sustain level flight.
The pilot chose the clearest area in front of him for a forced landing. The area was a swamp and the aircraft nosed
over shortly after touchdown. The engine had been overhauled and re-installed in the aircraft, 78 (in service) hours
before the accident. The throttle arm linkage had come loose at the carburettor, effectively denying the pilot control
of the engine. Examination of the castellated nut, which held the linkage in position, found no evidence that it had
been torqued correctly or that a split pin had been installed.

Significant Factors:

The following factors were considered relevant to the development of the accident

1. Improper maintenance and inspection.

2. Throttle lever assembly came undone at the carburettor - pilot lost control over engine RPM.

3. Pilot encountered unforeseen circumstances beyond his capability and experience level.
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4. Engine RPM reduced below that required for level flight.

5. Pilot forced to land on unsuitable terrain.



