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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: 198802354 Occurrence Type: Accident 
Location: Coffs Harbour NSW 
Date: 7 April 1988 Time: 2113 
Highest Injury Level: Fatal  
Injuries:   

 Fatal Serious Minor None 
Crew 1 0 0 0 
Ground 0 0 0 - 
Passenger 2 3 1 0 
Total 3 3 1 0 

 
Aircraft Details: Piper PA31-350   
Registration: VH-HOX   
Serial Number: 31-7552023   

Operation Type: Regular Public Transport 
(Supplementary Airline)   

Damage Level: Destroyed   
Departure Point: Coolangatta Qld   
Departure Time: 2006   
Destination: Coffs Harbour NSW   
 
Approved for Release: 4th September 1990 

Circumstances: 

The aircraft was operating a scheduled service from Brisbane to Port Macquarie with planned intermediate stops at 
Coolangatta and Coffs Harbour. Weather conditions over the route were influenced by a widespread unstable 
airmass. The terminal forecast for Coffs Harbour indicated a surface wind of 360/15, visibility in excess of 10 km, 5 
octas stratus at 1000 ft, 5 octas cumulus at 2000 ft. Thunderstorms, associated with visibility reduced to 2000 metres 
were also forecast for periods of up to 30 minutes. The actual weather conditions at Coffs Harbour were generally 
consistent with the terminal forecast. Runway 03 was in use throughout the evening. Coffs Harbour airport was 
equipped with NDB, VOR and domestic DME radio navigation aids. A VOR/DME procedure was published for 
runway 03 approaches. For aircraft not equipped with DME, a VOR or NDB approach was available using common 
tracking and minimum altitude criteria. Runway 03 was also equipped with a 6 stage T-VASIS and 3 stage runway 
lighting. All facilities were reported as functioning normally, with the exception of the VOR which was 
experiencing intermittent power failures due to the effects of heavy rain. The VOR was able to be reset manually 
from the Coffs Harbour control tower. Although the tower was scheduled to be unmanned before the arrival of VH-
HOX, the duty air traffic controller elected to man the tower until the aircraft had landed. The controller also called 
out a technician to attend to the VOR. The aircraft was equipped with dual ILS/VOR and ADF receivers, plus 
International DME. Domestic DME equipment was not fitted to the aircraft, although required by ANO 20.8. After 
descending in the VOR/NDB holding pattern, the aircraft was cleared for an instrument approach. The pilot had 
been told of the intermittent operation of the VOR and had said he would revert to the NDB. At that time the 
weather conditions were fluctuating about the circling minima of 950 feet (QNH) and five km visibility. The 
controller advised the aircraft of a heavy shower to the south of the field. The aircraft subsequently completed the 
approach and the pilot reported "visual". The controller said he saw the lights of the aircraft in a position consistent 
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with a right downwind leg for a landing on runway 03. The aircraft was then cleared to land. Shortly after, the 
controller saw the lights of the aircraft disappear briefly, consistent with the aircraft passing through a localised area 
of rain/cloud. The lights then reappeared briefly, as though the aircraft was turning onto finals, before disappearing. 
This was immediately followed by short series of "clicks" on the tower frequency. The aircraft was called 
immediately but failed to respond to any calls. The accident site was located about 1070 metres short of the landing 
threshold, and about 750 metres to the right of the extended runway centreline. The aircraft was found to have 
initially struck a nine metre high tree in a nose low attitude, steeply banked to the right, on a track of 050 degrees. 
After striking the tree with the outboard section of the right wing, the aircraft struck other trees before hitting the 
ground and overturning. A fire broke out shortly after the aircraft came to rest. As a result of his remaining on duty, 
the controller was able to provide immediate notification of the accident to the emergency services. This action 
facilitated the rescue of survivors. A subsequent examination of the aircraft structure, systems and components, 
found no evidence of any pre-existing defect or malfunction which could have contributed to the accident. The pilot 
was properly licenced and qualified to conduct the flight. Evidence was provided to show that the pilot had probably 
flown a total of 930 hours in the previous 365 days, thereby exceeding the ANO 48 limitation of 900 hours. Other 
breaches of Flight and Duty Limitations were found to have occurred during the previous 12 months, however, 
during the three months prior to the accident no significant breaches of ANO 48 were found which could have 
contributed to the accident. Specialist medical advice considered the 30 hour exceedence of the 900 hour limitation 
was not significant in this accident. Other specialist advice was obtained concerning the possibility of the aircraft 
being affected by low level windshear or a microburst during the final stage of the night circling approach. It was 
considered this was not a factor in the accident. Considerable evidence was presented during a subsequent Coroners' 
Inquest concerning allegations of irregular operating practices by the operator over a period of several years prior to 
the accident. Much of this evidence was only provided after the granting to witnesses of immunity from 
prosecution. Despite this, no new evidence was presented which related to the accident flight. The investigation 
concluded that, on the evidence available, the aircraft was turning onto a short right base leg when it entered a 
localised area of rain and low cloud. The pilot was required to look out of the right cockpit window to enable him to 
maintain visual reference with the approach end of the runway. It is considered probable that the pilot briefly 
diverted his attention from the flight instruments while attempting to maintain that visual reference as the aircraft 
passed through an area of reduced visibility. During that period the aircraft continued to roll to the right, resulting in 
an inadvertant loss of height. The pilot was unable to effect a recovery before the aircraft struck trees. 

Significant Factors: 

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

1. Low cloudbase, with localised rain squalls and reduced visibility.  

2. Low level, right hand, night circling approach.  

3. Pilot lost visual reference at a critical stage of the approach.  

4. Pilot did not initiate missed approach.  

5. Pilot probably diverted attention from the flight instruments. 

Reccomendations: 



5 
Aviation Safety Investigation Report 

198802354 
_____________________________________________________________________________________________ 
1. During the course of the investigation it was recommended that the Civil Aviation Authority review its policies 
and procedures concerning the surveillance of commercial flying operations in general aviation. The objective of the 
review would be to facilitate the identification and rectification of improper operating practices within the industry. 
The Authority subsequently advised that the level or frequency of surveillance of commercial aviation operations 
was being increased. 


