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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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This occurrence was not the subject of an on-site investigation 
Occurrence Number: 198803527 Occurrence Type: Accident 
Location: Toogoolawah QLD 
Date: 13 August 1988 Time: 1730 
Highest Injury Level: Fatal  
Injuries:   

 Fatal Serious Minor None 
Crew 0 0 0 0 
Ground 1 0 0 - 
Passenger 0 0 0 0 
Total 1 0 0 0 

 

Aircraft Details: Beechcraft D50-A Twin 
Bonanza   

Registration: VH-CLO   
Serial Number: DH-158   
Operation Type: Private (Parachute Jumping)   
Damage Level: Nil   
Departure Point: Toogoolawah QLD   
Departure Time: 1724   
Destination: Toogoolawah QLD   
 
Approved for Release: March 10th 1989 

Circumstances: 

The deceased and two of her friends had gone to Toogoolawah to participate in a "First Jump" parachute training 
course. They arrived at about 0900 hours and after completing registration procedures joined another 18 persons on 
the 21 student course. The training was initially conducted by a senior parachute instructor until the acting chief 
instructor and another instructor arrived about an hour later. The course then proceeded under his supervision with 
the other two instructors assisting. Following the completion of the practical and theory parts of the course a written 
examination was completed by each of the students and the course was divided into smaller groups for the parachute 
descent from the aircraft. The first group of eight students successfully completed their descents. The parachutes 
were repacked and issued to the second group of seven students. Prior to them boarding the aircraft the acting chief 
instructor, who was performing the duties of the jumpmaster and supervising the descents from the aircraft, checked 
each student's equipment. When he was satisfied, the students, the jumpmaster and another experienced parachutist 
boarded the aircraft. The aircraft took off at 1724 hours and climbed to 3000 feet, the planned exit altitude for the 
students. Two students jumped successfully and the deceased then took up the exit position in the aircraft doorway. 
She was given the instruction to jump by the jumpmaster, who then observed her descent. He reported that the body 
position that she adopted, after leaving the aircraft, was not correct in that her body was not arched sufficiently. The 
student then rolled slightly to her right with her left arm becoming fouled with the pilot parachute used to extract the 
main parachute. The student then turned to fall stomach down before being pulled upright. The jumpmaster then lost 
sight of the student and an observer on the ground reported that she did not attempt to deploy the reserve until about 
five seconds before impacting the ground. The reserve parachute became entangled with the lines, bag and pilot 
chute of the main parachute and did not inflate. A subsequent inspection of the equipment used by the student did 
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not find any defect or inconsistency in its operation. Students on the course indicated that most parts of the course 
provided adequate training for the jump. However, adverse comments were received concerning the number of 
students on the course and the written examination. In general, it was felt that 21 was too large a group for the 
organisation to train given the amount of equipment available and the necessary time restraints caused by the need 
for all students to complete the jump, from the one aircraft in the one day, before dark. They believed that the 
written examination was poorly administered and inadequate. The investigator's opinion is that the examination 
lacked objectivity. . 

Significant Factors: 

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

1. The student parachutist did not adopt the correct body position after exiting the aircraft.  

2. The student parachutist delayed in activating the reserve parachute. 

Reccomendations: 

It is recommended that the Civil Aviation Authority review the adequacy of the written examination given to 
students who are undertaking "First Jump" courses. Also that they review the ratio of instructors to students, and 
students to equipment on such courses, with the view to setting maximum levels of students on these courses. 


