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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: 199003088 Occurrence Type: Accident 
Location: 3km SE Jackson QLD 
Date: 24 July 1990 Time: 1418 
Highest Injury Level: Minor  
Injuries:   

 Fatal Serious Minor None 
Crew 0 0 0 0 
Ground 0 0 0 - 
Passenger 0 0 0 5 
Total 0 0 1 5 

 
Aircraft Details: Piper PA31-310   
Registration: VH-EDL   
Serial Number: 31-250   
Operation Type: Charter   
Damage Level: Substantial   
Departure Point: Cunnamulla QLD   
Departure Time: 1316   
Destination: Jackson QLD   
 
Approved for Release: 8th April 1991 

Circumstances: 

The aircraft operator employed two Navajo aircraft on regular crew changes at oil exploration sites. On the previous 
day one of these aircraft had become unserviceable at Cunnamulla. The operator had then hired VH-EDL to pick up 
the next day's work. This aircraft was to be flown to Cunnamulla by an engineer who would repair the faulty aircraft 
and return to Archerfield in that aircraft. One of the operator's pilots would then accept the replacement aircraft and 
continue the charter to Jackson. This pilot had not flown the replacement aircraft previously. At Cunnamulla, the 
two pilots discussed the fuel quantity in VH-EDL which they agreed was adequate for the flight to Jackson. The fuel 
quantity could not be checked visually, due to wing dihedral. The aircraft was not fuelled at Cunnamulla as 
indicated on the flight plan. During the flight to Jackson the pilot became increasingly concerned about the fuel state 
of the aircraft. He selected the auxiliary tanks but noticed that the gauges were indicating empty and assumed that 
these tanks were empty. The pilot then reselected the main tanks as his employer did not favour allowing the tanks 
to be run dry due to passenger considerations. The pilot considered diverting to an alternate strip but decided to 
continue to Jackson. At about 1400 feet above ground level and three kilometres from the Jackson strip the left 
engine began to surge and then stopped. Shortly afterwards, the other engine stopped. The pilot elected to land the 
aircraft in an area of river channels. During the landing, the aircraft struck trees and ran through a washout. 
Investigation revealed that the outboard tanks contained between 28 and 30 litres of fuel and that the inboard tanks 
were dry. No evidence of fuel leakage was found. Fuel-use calculations indicated that the aircraft was actually 
flown further than would be expected using the aircraft manufacturer's data, and that the pilot who had normally 
flown the aircraft was not making adequate allowance for fuel burn during flights. The fuel gauges could not be 
calibrated after the accident. 

Significant Factors: 
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The following factors were considered relevant to the development of the accident  

1. No record of fuel consumption was maintained for the aircraft.  

2. Fuel consumption estimates by one pilot were in error.  

3. The other pilot accepted information regarding the fuel state of the aircraft without conducting any check.  

4. The pilot did not divert when he became concerned about the fuel state.  

5. Fuel tank selections were not changed when the engines stopped. 


