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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: 198900236 Occurrence Type: Accident
Location: Old Lamboo Homestead (37 nm SW Halls Creek) WA
Date: 13 May 1989 Time: 1215
Highest Injury Level: Nil
Injuries:
Fatal Serious Minor  None

Crew 0 0 1 1

Ground O 0 0 -

Passenger 0 0 0 1

Total 0 0 0 2

Aircraft Details: Cessna C210
Registration: VH-KRJ

Serial Number: 21058856
Operation Type: Private

Damage Level:  Substantial
Departure Point: Old Lamboo WA
Departure Time: 1215
Destination: Old Lamboo WA

Approved for Release: 26th April 1990
Circumstances:

The pilot was relatively inexperienced on the aircraft type and bush flying. She had flown into Lamboo Homestead
airstrip during the morning to drop off her employer. She had then flown over to the newly graded strip at Old
Lamboo where her employer's mustering team was camped. After approximately one hour on the ground, the pilot
decided to do a circuit of the airfield with one of the mustering team as a passenger. She had not landed at this
airfield before and did not consult the aircraft performance charts. The performance charts indicated that twenty
degrees of flap was required and that the available take-off distance required to clear the obstacles at the threshold
was marginal. The pilot elected to make a flapless take-off. When approximately 2/3 along the 700 metre strip, and
the aircraft did not appear to be accelerating normally, the take-off was abandoned. The pilot expected that the
aircraft would stop within the remaining distance, however, the aircraft did not stop as expected and continued
beyond the end of the strip. The aircraft was substantially damaged before coming to rest approximately 110 metres
past the prepared threshold. Subsequent investigation indicated that the pitot tube was partially blocked and this had
caused the airspeed indicator to under read.

Significant Factors:

The following factors were considered relevant to the development of the accident

1. The pilot attempted operation beyond experience/ability level.

2. The pilot did not use the aircraft performance charts to determine if runway length was adequate.

3. The pilot did not use the correct flap setting.
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4. The pilot misjudged speed and obstacle clearance required and ran off runway.

5. The pitot tube was partially blocked causing the Air Speed Indicator to under read.



