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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: 198904200 Occurrence Type: Incident
Location: 25 km N Maroochydore QLD
Date: 24 September 1989 Time: 1710
Highest Injury Level: Nil
Injuries:
Fatal Serious Minor  None

Crew 0 0 0 0

Ground O 0 0 -

Passenger 0 0 0 0

Total 0 0 0 0

Aircraft Details: Beech D-55
Registration: VH-MNJ

Serial Number: TE-624

Operation Type: Charter

Damage Level:  Nil

Departure Point: Rockhampton QLD
Departure Time: N/K

Destination: Brisbane QLD

Approved for Release: 17th October 1989
Circumstances:

Passengers reported that after takeoff, there had been a high pitched noise and that a gap had appeared around the
top edge of the forward cabin door. The pilot, who was wearing headphones, indicated that he did not hear the noise
and was unaware of the gap at the top of the door. A female passenger was seated in the front right seat beside the
pilot and adjacent to the door. She was partially resting against the door, watching the terrain below. Her lap harness
was secured. Shortly after the pilot commenced descent from 7000 feet, there was a loud bang and the door opened.
The events which accompanied, and immediately followed the door opening occurred quickly and could not be
determined precisely. However, the female passenger claimed that the door opened 30-40 centimetres, that her right
hand contacted the upper surface of the wing, and that her head and shoulders were outside the cockpit. Two articles
of clothing she was holding were lost overboard. The male passenger seated directly behind the female passenger
thought that the door had opened fully and that the passenger fell so that her upper body was partially outside the
cockpit. The pilot reported that he thought the door had popped open only 10-15 centimetres. The male passenger
said that he reached around the seat to assist the female passenger and that she then leaned away from the door and
held on to the back of the pilot's seat. As the aircraft was slowed to 90 knots, he and the pilot attempted to close the
door without success. The pilot then decided to land the aircraft at Maroochydore. The male passenger held the door
until the aircraft landed. On a rriva | at M aroochy dor e, the pil ot operated t he door loc king mecha nism a num ber
of times an d, as i t appeared t o be fu ncti oning nor mal ly, he ele ct ed to continue the flig ht. The ma le pass en
ger offe red to take t he fem al e pas se nger's place in the front rig ht seat adja cen t to the doo r bu t the off er wa s
declined. Soon aft er de part ing Maro ochy dor e on the shor t flig ht to Brisban e, a gap again appeared around the
top of the door accompanied by wind noise. The female passenger held the door closed until the aircraft landed at
Brisbane. The maintenance organization which rectified the fault reported that the upper lock was out of rigging
such that it was not held over-centre sufficiently to allow for fuselage flexing in flight. The cable was adjusted and
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the aircraft returned to normal flight status. The effect on the sequence of events, if any, of the female passenger
leaning against the door was not determined. The cause of the the female passenger's injuries was not established.
This occurrence was not the subject of an on-site investigation.

Significant Factors:

The following factors were considered relevant to the development of this incident:
1. The upper lock hook cable was out of rigging.

2. Flight loads on the airframe caused the upper lock hook to release.

3. Airframe flexing and vibration then caused the lower latch to release later in the flight.



