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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: 198803488 Occurrence Type: Accident
Location: "Kolane" 39 km ENE of Taroom Aerodrome QLD
Date: 14 October 1988 Time: 1845
Highest Injury Level: Serious
Injuries:
Fatal Serious Minor  None

Crew 0 1 0 0

Ground O 0 0 -

Passenger 0 0 0 0

Total 0 1 0 0

Aircraft Details: Partenavia P68-B
Registration: VH-PFQ

Serial Number: 95

Operation Type: Private

Damage Level:  Destroyed
Departure Point: Taroom QLD
Departure Time: 1835
Destination: "Kolane" QLD

Approved for Release: February 28th 1989
Circumstances:

The Taroom aerodrome had recently been equipped with a pilot activated lighting (PAL) system which was due to
be commissioned on the evening of 15 October 1988. The pilot, who is a local Council member had flown from his
property "Kolane™ to Taroom late in the afternoon, to check that the PAL system was functional. He had intended to
fly to Taroom the following evening to activate the lights for the official opening celebration, which was planned to
be held at the aerodrome. After checking that the system was working the pilot decided to take the opportunity to
practice some night circuits and landings before returning to his property. Before departing Taroom he arranged to
have two vehicles positioned at his property landing area to illuminate the strip which is 850 metres long, aligned
235/055 degrees magnetic, and 1000 feet above sea level. He apparently intended to check the suitability of the strip
for a night landing on his return. The aircraft was observed to fly over the strip in a north-easterly direction and then
make a left turn. The aircraft was then seen to descend and the sound of impact was heard by the occupant of a
vehicle near the strip. The aircraft had impacted the ground whilst in a descending left turn at a groundspeed of
approximately 125 knots. Initial impact was in a clearing near trees. The aircraft slid 91 metres before the left wing
struck a large tree and was torn off. The aircraft slid another 45 metres before coming to rest and catching fire. The
pilot was thrown from the aircraft while still strapped to his seat and was able to move himself away from the
immediate vicinity of the fire before help arrived. The pilot has no recollection of events immediately prior to the
accident. There is no indication that the aircraft was not functioning normally at the time of the accident. The
weather was fine, there was a light northerly breeze, and there was no moonlight. Indications are that the pilot may
have become disorientated whilst attempting to carry out a visual circuit when there was no visual horizon. The
landing area did not meet the requirements for night operations published in the Visual Flight Guide.

Significant Factors:
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The following factors were considered relevant to the development of the accident
1. The pilot was attempting to carry out a night visual circuit when there was no visual horizon.

Reccomendations:

It is recommended that the Civil Aviation Authority publish in the Aviation Safety Digest the requirements for night
ALA operations, and the dangers associated with night VFR flight.



