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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: 198602638 Occurrence Type: Accident
Location: Cheviot Hills, 139 km NNW of Hughenden QLD
Date: 11 February 1986 Time: 1415
Highest Injury Level: Nil
Injuries:
Fatal Serious Minor  None

Crew 0 0 2 2

Ground O 0 0 -

Passenger 0 0 0 0

Total 0 0 0 2

Aircraft Details: HUGHES 269C
Registration: VH-WAA

Serial Number:

Operation Type: Aerial Work-Survey
Damage Level:  Substantial
Departure Point: Cheviot Hills QLD
Departure Time: 1415

Destination: Cheviot Hills QLD

Approved for Release: May 22nd 1986
Circumstances:

The helicopter was being used as an platform for test equipment. Part of the test equipment included an aerial that
was mounted vertically below the helicopter. This aerial could be retracted and stowed in a horizontal position for
landing by operating a control which was positioned in front of the technician. On this occasion the pilot
inadvertently attempted to land the helicopter with the aerial extended. Just prior to touch down the helicopter began
to vibrate, the pilot lowered the collective and the helicopter rolled onto its right side. Following the completion of
each test it was normal for the technician to raise the aerial prior to landing. On this occasion, the technician became
engrossed with the transmission of test data and forgot to retract the aerial. The pilot was concentrating on the
landing and neglected to ensure that the aerial had been retracted. Normally if a landing is attempted with the aerial
extended a weak link in the system fails and the aerial is retracted by a spring. However, it is believed that because
the helicopter touched down with little forward speed the weak link did not fail at the required time in the landing
sequence.



