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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: 199001142 Occurrence Type: Accident
Location: One kilometre south of Leongatha Aerodrome VIC
Date: 5 April 1990 Time: 645
Highest Injury Level: Nil
Injuries:
Fatal Serious Minor  None

Crew 0 0 1 1

Ground O 0 0 -

Passenger 0 0 0 0

Total 0 0 0 1

Aircraft Details: GAF Nomad N22B
Registration: VH-DNM

Serial Number: N22B-25

Operation Type: Private

Damage Level:  Substantial

One kilometre south of
Leongatha Aerodrome VIC
Departure Time: N/A

Destination: Leongatha Aerodrome VIC

Departure Point:

Approved for Release: 15th April 1991
Circumstances:

On completion of temporary repairs following a forced landing accident in a paddock, a permit to fly was issued
authorising a ferry flight from the accident site to a nearby strip. During the take off roll the pilot was unable to
maintain directional control and the aircraft crossed a drain before striking a fence and overturning. An inspection of
the aircraft did not reveal any defect which could have contributed to the loss of directional control. Following the
landing accident the property owner had rotary-hoed the paddock to a depth of 10 centimetres. Using a motor
vehicle, the pilot compacted a 2.5 metre wide strip along the centreline of the paddock, which sloped approximately
3 degrees down to the north. At the time of the takeoff to the north the wind was from the north-east at 5 knots. The
pilot selected a takeoff power setting of 53 percent of the maximum power available which effectively increased the
take off ground roll required by approximately 170 metres. The investigation revealed that after a 50 metre ground
roll the left main wheel entered the rotary-hoed area. The aircraft then veered further to the left before striking the
fence and overturning.

Significant Factors:

The following factors were considered relevant to the development of the accident
1. The strip width was inadequate for the safe operation of the aircraft.

2. The pilot did not maintain directional control during the take-off.

3. The pilot delayed abandoning the take-off.



