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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: 199000006 Occurrence Type: Accident
Location: Oaklands NSW
Date: 4 April 1990 Time: 755
Highest Injury Level: Nil
Injuries:
Fatal Serious Minor  None

Crew 0 0 1 1

Ground O 0 0 -

Passenger 0 0 0 2

Total 0 0 0 3

Aircraft Details: Beechcraft B 58
Registration: VH-CYT
Serial Number: BK1631
Operation Type: Private
Damage Level:  Substantial
Departure Point: Canberra ACT
Departure Time: 0700
Destination: Oaklands NSW

Approved for Release: 9th August 1990
Circumstances:

The pilot with considerable rotary wing but limited fixed wing experience, was conducting a flight to an airstrip
which he had previously inspected by motor vehicle. The airstrip is aligned 080 degrees magnetic, approximately
870 metres long, and is located on the northern side of a tree enclosed paddock. On arrival, and without further
assessment of the airstrip characteristics, the pilot joined the circuit for a landing to the east into a slight headwind.
During final approach he lined-up to the right of the airstrip until alerted by the front seat passenger. The pilot then
realigned the aircraft with the actual strip while continuing the approach. Despite being high he did not consider
going around. Crossing the threshold the pilot estimated his height as 50 feet above ground level with an airspeed of
90 knots. The aircraft bounced on initial landing and did not settle until almost 400 metres beyond the threshold.
During the landing roll and with only 250 metres remaining, the pilot considered, but then disregarded going
around. He applied heavy braking causing the main wheels to lock-up. The aircraft skidded and overran the strip
before entering a three metre wide track of soft soil, with a slight rise of firm ground on the far side, which partially
dislodged the landing gear. It then continued for a further nine metres before coming to rest ten metres to the right
of the airstrip centreline, on a heading of 115 degrees magnetic. The aircraft Flight Manual landing weight chart
indicates that the airstrip length was adequate.

Significant Factors:
The following factors were considered relevant to the development of the accident
1. The pilot failed to perform an adequate pre-landing inspection of the airstrip.

2. The pilot carried out an inaccurate approach to land.



4
Aviation Safety Investigation Report
199000006

3. The pilot failed to carry out a go around.

4. Insufficient stopping distance remained following touchdown.



