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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: 198800736 Occurrence Type: Accident 
Location: 7 Km North of Freeling SA 
Date: 24 November 1988 Time: 1855 
Highest Injury Level: Serious  
Injuries:   

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

 
Aircraft Details: Cessna 172N   
Registration: VH-IGP   
Serial Number: 172-70662   
Operation Type: Aerial Work   
Damage Level: Substantial   
Departure Point: Parafield SA   
Departure Time: 1755   
Destination: Parafield SA   
 
Approved for Release: February 23rd 1989 

Circumstances: 

While flying at approximately 150 feet agl on an instructional power line inspection, the instructor closed the 
throttle to simulate engine failure. The student turned towards a suitable paddock and commenced a practice forced 
landing. When it was assessed that the forced landing would have been successful the student was instructed to go-
around. There was a minor delay in applying power during which time the aircraft continued to descend. The 
instructor then took control of the aircraft. The aircraft started to slowly gain altitude but due to the up sloping 
terrain and trees at the end of the paddock, the aircraft's rear fuselage collided with the trees. The instructor then 
closed the throttle and the aircraft settled into the trees. The student was a CPL holder and he had completed several 
low level forced landing practices. During these practices the student had always completed the go-around without 
difficulty. This fact influenced the instructor into allowing the practice forced landing to proceed to a lower level 
than would have been the case if the student had demonstrated some difficulty with the go-around. This expectancy 
that the student would perform the go-around without difficulty probably led to the instructor being slow to take 
over control of the aircraft in the very short time available to prevent the accident. The student was taken by surprise 
by the initiation of the practice engine failure. When a practice forced landing is started from 150 feet the whole 
exercise is compressed into a short time frame. This short time frame plus the additional work load from the practice 
emergency would have increased the workload on the student to a high level. The student believed that he heard the 
first command to go-around and started to increase the power, albeit slowly, but this is not supported by either the 
instructor or the passenger. The student was concentrating on successfully completing the forced landing practice 
and it is likely that a combination of channelised attention and high workload was responsible for the pilot not 
hearing the first command to go-around. 

Significant Factors: 
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It was considered that the following factors were relevant to the development of the accident  

1. The instructor allowed the practice forced landing to continue to too low a height above ground level.  

2. The instructor was slow to take over control of the aircraft.  

3. The student was affected by a combination of high workload and channelised attention.  

4. The student was slow to apply power. 

Reccomendations: 

1. It is recommended that the CAA considers requiring the instructor to initiate the go-around from practice low-
level forced landings by applying power. 


