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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: 198703483 Occurrence Type: Accident 
Location: 1 km SE Bundaberg QLD 
Date: 21 June 1987 Time: N/A 
Highest Injury Level: Fatal  
Injuries:   

 Fatal Serious Minor None 
Crew 3 1 0 0 
Ground 0 0 0 - 
Passenger 1 0 0 0 
Total 4 1 0 0 

 
Aircraft Details: Cessna 402-C   
Registration: VH-WBQ   
Serial Number: 402C0627   
Operation Type: Aerial Work (Medevac)   
Damage Level: Destroyed   
Departure Point: Bundaberg QLD   
Departure Time: N/A   
Destination: Brisbane QLD   
 
Approved for Release: 20-Sep-88 

Circumstances: 

The flight had been arranged to transport a critically injured patient to hospital in Brisbane. The pilot evidently 
experienced some difficulty in starting one of the engines. However, witnesses reported that the engines sounded 
normal as the aircraft commenced moving from the parking area. At 0310 hours the pilot contacted Brisbane Flight 
Service Unit and reported that the aircraft was taxying. He advised that he was in a hurry, and indicated that he 
would provide details of the flight after takeoff. Two minutes later he advised that takeoff was being commenced 
from Runway 14. No further transmissions were received from the aircraft. The aircraft was seen to become 
airborne and shortly afterwards enter a fog bank. Other witnesses subsequently reported hearing the sounds of an 
impact. The investigation revealed that the aircraft had collided with a tree 800 metres beyond the aerodrome 
boundary, while tracking about 10 degrees to the right of the extended centreline of the runway. It had then 
continued on the same heading until striking the ground 177 metres beyond the initial impact point. The wreckage 
was almost totally consumed by fire. The extensive fire damage hampered the investigation of the accident. The 
surviving passenger believed that the aircraft was on fire before the collision with the tree. No other evidence of an 
in-flight fire could be obtained, and it was considered possible that the survivor's recall of the accident sequence had 
been affected by the impact and the fire. Such discrepancies in recall are not uncommon among accident survivors. 
The elevator trim control jack was found to be in the full nose-down position, but it was not possible to establish 
whether the trim was in this position prior to impact. Such a pre-impact position could indicate either a runaway 
electric trim situation or that, in his hurry to depart, the pilot had not correctly set the trim for takeoff. The aircraft 
was known to have had an intermittent fault in the engine fire warning system. The fault apparently caused the fire 
warning light to illuminate, and the fire bell to sound, usually just after the aircraft became airborne. The pilot was 
aware of this fault. It was considered possible that, if the fault occurred on this occasion as the aircraft entered the 
fog shortly after liftoff, the pilot's attention may have been focussed temporarily on the task of cancelling the 
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warnings. During this time he would not have been monitoring the primary flight attitude indicator, and would have 
had no external visual references. It was also possible that, if for some reason the pilot was not monitoring his flight 
instruments as the aircraft entered the fog, he suffered a form of spatial disorientation known as the somatogravic 
illusion. This illusion has been identified as a major factor in many similar accidents following night takeoffs. As an 
aircraft accelerates, the combination of the forces of acceleration and gravity induce a sensation that the aircraft is 
pitching nose-up. The typical reaction of the pilot is to counter this apparent pitch by gently applying forward 
elevator control, which can result in the aircraft descending into the ground. In this particular case, the pilot would 
probably have been more susceptible to disorientating effects, because he was suffering from a bronchial or 
influenzal infection. Although all of the above were possible explanations for the accident, there was insufficient 
evidence available to form a firm conclusion. The precise cause of the accident remains undetermined. POSSIBLE 

Significant Factors: 

It is considered that some of the following factors may have been relevant to the development of the accident  

1. The pilot was making a hurried DEPARTURE. It is possible that he did not correctly set the elevator trim and/or 
the engines may not have reached normal operating temperatures before the takeoff was commenced.  

2. Shortly after liftoff the aircraft entered a fog bank, which would have deprived the pilot of external visual 
references.  

3. The aircraft had a defective engine fire warning system. Had the system activated it may have distracted the pilot 
at a critical stage of flight.  

4. The aircraft might have suffered an electric elevator trim malfunction, or an internal fire, leading to loss of 
control of the aircraft.  

5. The pilot may have experienced the somatogravic illusion and inadvertently flown the aircraft into the ground. 
The chances of such an illusion occurring would have been increased because the pilot was evidently suffering from 
an infection. 

Reccomendations: 

During the investigation it was determined that neither the nursing sister nor the ambulance officer was wearing a 
seat belt. Expert medical opinion indicated that had belts been worn those occupants may have survived the 
accident. It is recommended that the Civil Aviation Authority brings this matter to the attention of the aviation 
industry in general, and to operators of aero-medical aircraft in particular. It is also recommended that the Civil 
Aviation Authority publish further information to remind pilots of sensory problems which can occur during night 
operations. 


