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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: 199003106 Occurrence Type: Accident
Location: Toowoomba QLD
Date: 09 October 1990 Time: 810
Highest Injury Level: Fatal
Injuries:
Fatal Serious Minor  None

Crew 1 0 0 0

Ground O 0 0 -

Passenger 2 0 0 0

Total 3 0 0 0

Aircraft Details: Cessna 310-R
Registration: VH-BKR

Serial Number: 310R0885
Operation Type: Charter

Damage Level:  Destroyed
Departure Point: Toowoomba QLD
Departure Time: N/A

Destination: Brisbane QLD

Approved for Release: 8th April 1991
Circumstances:

The flight was scheduled as a Supplemental Airline (SAL) flight number 421S, but due to the unavailability of a
SAL qualified pilot, the flight was rescheduled as a charter flight. Both passengers were booked on airline flights
out of Brisbane, one of which was scheduled to depart at 0905. When the pilot and passengers walked out to the
aircraft it was raining, and the passengers put their umbrellas and a brief case in the right wing locker. The pilot then
closed the locker door before boarding the aircraft. The pilot transmitted a taxiing call to Brisbane Flight Service at
0801 local time. Seven minutes later, he reported lining up on runway 11 and requested an airways clearance. After
the aircraft became airborne, witnesses saw it make a left turn and proceed downwind, close to the runway, at about
150 feet above ground level. The landing gear was down, and there was a heavy rainshower in progress at the time
at the aerodrome. When the aircraft was abeam the downwind end of the runway, it was seen making a steeply
banked turn to the left. As the turn progressed through south, the bank angle became steeper and was estimated by
witnesses to be approximately 90 degrees. The aircraft then became inverted and descended into trees. A piece of
cleaning rag, found later on the runway, was identified as having been in the left wing locker when the aircraft
returned from the previous flight. The rag had apparently fallen from the wing locker after the aircraft became
airborne. It could not be determined if the door was incorrectly secured before flight or if it came open of its own
accord as the aircraft became airborne. However, it does appear that the pilot noticed the open door soon after
takeoff and was returning to land and fasten the door when the accident occurred. The resultant delay would have
caused the aircraft to arrive in Brisbane late and could explain the pilot's apparent haste to land. Witnesses near the
accident site said it was raining very heavily at the time of the accident. This could have caused the pilot to
temporarily lose sight of the runway. The aircraft had passed through the extended runway centreline by
approximately 200 metres, when the aircraft stalled and struck the trees. There were no mechanical defects found
which may have contributed to the development of the accident.
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Significant Factors:

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

1. The left wing locker door was open in flight for reasons which could not be determined.
2. The pilot was making a close low level circuit and misjudged the turn onto final approach.

3. The pilot used excessive bank during the turn onto final approach and the aircraft stalled.



