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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: 198900808 Occurrence Type: Accident
Location: 40 km SE Durham Downs QLD
Date: 19 May 1989 Time: 830
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: Cessna 182-Q
Registration: VH-RUJ

Serial Number: 72099

Operation Type: Aerial work

Damage Level:  Substantial

Departure Point: Woomanooka Creek QLD
Departure Time: 0750

Destination: Woomanooka Creek QLD

Approved for Release: 11th September 1989
Circumstances:

The pilot had been airborne for about forty minutes when he decided to outland to talk to the ground mustering
party. He selected a strip of ground, as an Authorised Landing Area, with sparse low mulga scrub on the sides and a
patch at the end of the proposed landing area. Although the pilot overflew the selected area to check for
obstructions, he did not carry out his customary low level inspection of the landing surface. The subsequent landing
roll was reported to be smooth and uneventful. After talking with the ground party, they departed and the pilot
elected to take off in the opposite direction to his landing as there was nil wind. About halfway down the strip on
the takeoff roll, the pilot felt the left wheel strike an obstruction and the aircraft slewed to the left. It then ran
through some mulga, about 35 metres to the left of the centre of the strip, as it paralleled the takeoff direction. The
pilot recalled seeing an airspeed of about 40 knots at this point and as the aircraft was now clear of the scrub, he
decided to continue the takeoff. The aircraft was recovered without further incident. The accident was not the
subject of an on-scene investigation and the above information was provided by the pilot. Although the pilot's
decision to continue with the takeoff did not contribute to the cause of the accident, it is considered that this was an
error of judgement on his behalf. Subsequent examination of the damage revealed, amongst other things, that the
right elevator balance horn had been torn off. Such damage could easily have led to control surface flutter,
component failure and loss of control.

Significant Factors:
The following factors were considered relevant to the development of the accident
1. Hidden obstruction (of unknown type) struck on takeoff run.

2. Loss of directional control on take-off.
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3. Aircraft struck trees during continued take-off roll.

Reccomendations:

1. That the Civil Aviation Authority publish an article on the considerations to be made before continuing a takeoff
in the event of a loss of control and after striking objects on the takeoff path.



