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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: 198803506 Occurrence Type: Accident
Location: Lake Monduran (50 km W Bundaberg) QLD
Date: 5 December 1988 Time: Not known
Highest Injury Level: Fatal
Injuries:
Fatal Serious Minor  None

Crew 2 0 0 0

Ground O 0 0 -

Passenger 1 0 0 0

Total 3 0 0 0

Aircraft Details: De Havilland Beaver DHC2
Floatplane

Registration: VH-BSL

Serial Number: 1618
Operation Type: Aerial Work
Damage Level:  Substantial
Departure Point: Bundaberg QLD
Departure Time: 1135
Destination: Bundaberg QLD

Approved for Release: 29th June 1989
Circumstances:

The aircraft reported departing Bundaberg for Monduran Dam on a no SAR flight at 1135 hrs EST with three
persons on board and an endurance of 270 minutes. The purpose of the flight was to complete the endorsement of
the pilot under check and to assess the suitability of an area of water on the coast to where the passenger, who was
the regular pilot of the aircraft, was to fly the aircraft the following day. The pilot in command had flown 27 hours
in the previous three months, of which 9 were on type. The pilot under check had flown only one hour in the last
three months. This flight had been in VH-BSL. At approximately 1200 hrs, the aircraft was observed in the Lake
Monduran area. It flew two left hand circuits, landing into wind towards the dam wall each time. After the second
takeoff, it turned left and was seen heading north from the lake. Nothing further was heard or seen of the aircraft.
Following an extensive search, the wreckage was located six days later lying inverted in 15 metres of water
approximately 2 km WNW of the dam wall in the area of the junction of the main east-west channel and a north-
south channel of the lake. Both floats had separated from the aircraft and the right float was severely torn for about
half its length. There was substantial water impact damage to the windshield frame/cockpit roof area and to the
upper leading edge surfaces of both wings. No fault was found with the aircraft or its systems which might have
contributed to the accident. It could not be determined who was manipulating the controls of the aircraft at the time
of the accident. Evidence was obtained that it was the habit of the check pilot to have pilots undergoing
endorsement or check to fly two circuits landing into wind and then to carry out crosswind landings. The check pilot
and the pilot under check had previously operated at the dam and alighted on to both the east/west and the
north/south channels. Having been observed to fly two into wind circuits and then head north and not be sighted
again, it is possible that the aircraft then commenced crosswind operations onto the north/south arm of the lake,
landing in a southerly direction with a crosswind from the left. Information from the Bureau of Meteorology
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indicated that the surface wind in the area at the time of the accident was 090" magnetic at 15 knots. This
information was confirmed by witnesses at the dam wall who observed white caps on the surface of the dam. The
north/south channel of the lake was bounded on its east side by steep hills rising to 70 metres above water level. The
effect of this high ground was to partially blanket the north/south channel from the easterly wind. The position of
the wreckage was in the area where the wind shadow effect would have ended and where the wind would have
blown at full strength along the main east/west channel of the lake. The crosswind limitation for the aircraft as
stated in the flight manual was 8.7 knots. Commenting in early 1988 on an enquiry regarding the raising of this
limit, the aircraft manufacturer emphasised the 8.7 knot limit and advised that any test work to raise the limit should
proceed cautiously starting at or below the current (8.7 knot) limit. If the aircraft was conducting crosswind
operations in the north/south channel, and suddenly encountered a 15 knot crosswind on exiting the wind shadow
area, the control difficulties confronting the pilot could have been significant. The aircraft wreckage was intact
except for the floats which had been torn off by water impact forces. The right float was severely damaged while the
left was intact. The forward tip of the right float had been severed by the propeller. The remaining forward section
had then been forced upwards and outboard and had broken off. This weakened the float support structure, causing
it to fail, and allowing the remaining section of the right float to strike the right side of the fuselage just aft of the
cabin. Damage of this type an magnitude was most probably caused by the nose of the right float digging into the
surface of the lake at relatively high speed. For this to occur, the aircraft was banked to the right at float impact - a
possible consequence of encountering a strong crosswind from the left. There was no evidence that the aircraft had
hit a submerged object.

Significant Factors:
The factors associated with the development of this accident could not be determined.
Reccomendations:

During the investigation it was found that failed passenger seats were of sub-standard manufacture. This
information was relayed to the Civil Aviation Authority and the Authority subsequently issued an Airworthiness
Directive requiring rectification of the seats.



