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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: 199100511 Occurrence Type: Accident 
Location: 33 km south-south-east of Jabiru NT 
Date: 7 January 1991 Time: 1523 
Highest Injury Level: Serious  
Injuries:   

 Fatal Serious Minor None 
Crew 0 0 0 0 
Ground 0 0 0 - 
Passenger 0 2 2 2 
Total 0 2 3 2 

 
Aircraft Details: Cessna 207A   
Registration: VH-MNN   
Serial Number: 20700439   
Operation Type: Charter   
Damage Level: Destroyed   
Departure Point: Jabiru NT   
Departure Time: 1430   
Destination: Jabiru NT   
 
Approved for Release: 8th July 1991 

Circumstances: 

The aircraft was nearing the completion of a scenic flight, maintaining about 800 feet above ground level, when the 
engine power reduced to 20 inches hg manifold pressure. The engine continued to run smoothly but failed to 
respond when the pilot advanced the throttle. All other means attempted by the pilot to restore the lost power were 
unsuccessful. The aircraft, which had a full compliment of persons on board, was too heavy to maintain height 
under these conditions. As it was flying over forest the pilot turned the aircraft towards the south-west where a more 
favourable open area, with a road and an airstrip, was available. This entailed having to cross an escarpment, but 
due to the aircraft's rate of descent insufficient height remained, committing the pilot to a forced landing in an 
unsuitable area. The pilot transmitted a distress call, gave the passengers a thorough briefing and prepared the 
aircraft for the forced landing. The aircraft was slowed down and allowed to sink slowly into the forest, contacting 
the first tree about seven metres above ground level. It then continued through the trees for 40 metres before coming 
to rest inverted on the forest floor. All passengers evacuated from the aircraft and were rescued by a helicopter 
which had responded to the distress call. Inspection of the engine determined that it was capable of developing full 
power at the time of the accident. The throttle cable was found to have separated from the cast bronze throttle 
control lever at the fuel/air metering unit on the intake manifold. The serrated steel bush in the throttle control lever 
at the cable attachment had become loose, causing the hole to wear elongated which reduced the edge distance from 
the hole to the end of the control lever sufficiently for it to fail when the throttle was opened. This probably 
occurred during the last takeoff. During flight, the bush, which was still attached to the cable ball end by the bolt, 
was probably in such a position as to operate the lever when the throttle control was moved to reduce power for 
climb and cruise. As the flight progressed and the cable separated from the lever, in-flight movement and vibration 
would have moved the throttle towards the closed position, with the subsequent reduction in power. Further 
inspection found that the assembly of the cable to the lever was incorrect, with the washer from under the bolt head 
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being omitted. This reduced the bearing area at the bolt head to the control lever, with the possibility that the bolt 
may have only been clamped to the bush assisting any movement of the bush in the lever. Once the steel bush 
started moving in the softer bronze material the rate of wear would have been rapid. The aircraft had flown 85 hours 
since the last periodic inspection, at which time it may have been possible to detect the first signs of wear between 
the bush and the control lever if information advising of this type of fault had been available. 

Significant Factors: 

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

1. Incorrect assembly of the washers on the control cable attachment bolt may have allowed the bush to start moving 
in the lever.  

2. The bush became loose in the control lever, with the subsequent wear elongating the hole allowing the control 
lever end to fail.  

3. The throttle control cable separated from the throttle control lever.  

4. The throttle closed sufficiently during flight to reduce engine power.  

5. The aircraft was too heavy to maintain flight.  

6. The aircraft was operating over an area unsuitable for a forced landing.  

7. Wear between the bush and the lever may have been detectable during the previous periodic inspection if 
advisory information had been available. 

Reccomendations: 

It is recommended that the Civil Aviation Authority consider issuing an Airworthiness Directive (or Advisory 
Letter) to all owners and operators of aircraft fitted with Teledyne Continental fuel injected engines :-  

1. Advising of the need for correct installation, assembly and attachment of fuel and mixture control rodend nuts, 
bolts and the location of washers to control lever arms, and  

2. Instruction for the critical repetitive visual inspection of the lever arm bolt holes and bushings for wear, and 
bushings for looseness, with the control rod bolt and washers disassembled. 


