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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 Executive Director 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 Executive Director 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.
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Occurrence Number: 199302213 Occurrence Type: Incident
Location: Hamilton Island
State: QLD Inv Category: 4
Date: Sunday 25 July 1993
Time: 1000 hours Time Zone EST
Highest Injury Level: None

Aircraft Manufacturer: de Havilland Canada
Aircraft Model: DHC-2 MK 1
Aircraft Registration: VH-XHJ Serial Number: 1040
Type of Operation: Charter         Passenger
Damage to Aircraft: Minor
Departure Point: Hayman Island QLD
Departure Time: 0930 EST
Destination: Hamilton Island QLD

Crew Details:

Role Class of Licence
Hours on

Type Hours Total
Pilot-In-Command Commercial 1000.0 1500

Approved for Release: Tuesday, November 29, 1994

The aircraft was engaged on a passenger charter flight to Hayman and Hamilton Islands. The first flight from Shute
Harbour to Hayman Island was without incident and the aircraft carried out a water landing. The landing gear was
then extended and the aircraft taxiied via the boat ramp to the terminal area.  After boarding a passenger, the pilot
taxied the aircraft back onto the water and retracted the landing gear. At this stage, he noted that the aircraft
electrical system voltage indication was low and that there was no charge rate indicated. He decided to take off and
fly to Hamilton Island and land on the runway. Hamilton Island is the maintenance facility for the operator.

Approaching Hamilton Island, the pilot attempted to make radio contact with the company but received no reply. 
The Hamilton Island Control Tower was not manned as it was outside its hours of operation.  The pilot was unable
to ascertain the position of the landing gear as the normal position indicators were not illuminated.  He decided to
overfly the runway at low level to gain the attention of company ground staff so that they could check the position
of the landing gear.  There were rain showers and high humidity in the area and the pilot experienced difficulty in
observing the gear position via the wingtip-mounted mirrors.

The ground staff blocked the runway with a vehicle, signalled with a red light from the control tower and waved
their arms in a fashion which the pilot took to be an indication that he should not land on the runway but alight on
the water. However, the signals were meant to convey the message that the landing gear was not fully extended.
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After briefing the passengers to put on their life jackets and adjust their seat belts, the pilot made an approach to the
water to the north of the runway. The approach was normal but immediately after touchdown the aircraft nosed over
and floated inverted in a nose-down attitude. The pilot escaped from the aircraft, which was filling with water, and
then assisted the passengers to escape. They were all rescued uninjured by watercraft.

When the aircraft was recovered, it was found that all the wheels were locked in the up position except the left
mainwheel which was partially up. Subsequent testing of the landing gear system could not find any fault in the
hydraulic-powered extension/retraction system. The electrical failure was traced to a faulty transistor in the voltage
regulator.

The manual hydraulic landing gear extension system is activated by selecting the gear down with the normal lever
and then operating a handle to pump down the four legs of the gear. The action of the lever is light and, when the
gear is down, the lever is difficult to move. The position is then checked in the mirrors and by observing the left
nosewheel position from the cockpit through the side window. It is considered probable that on this occasion, the
pilot, having initially failed to fully extend the gear, selected the gear position lever to the up position and continued
pumping, while never achieving a fully up position on all gear legs.

The pilot was experienced on the aircraft type and had completed the required company flight checks. However, his
last check on this aircraft type was six months previously, and that check did not include the operation of the
emergency gear extension system.

SIGNIFICANT FACTORS

1.  The voltage regulator suffered an internal failure which resulted in the battery failing and no electrical power
being available to the aircraft.

2.  The weather conditions resulted in the cabin windows fogging, making observation of the landing gear position
mirrors difficult.

3.  The pilot was not adequately familiar with the operation of the emergency landing gear extension system.

4.  The signals given to the pilot were misinterpreted as an instruction to alight on the water.
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