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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: 198900827 Occurrence Type: Accident 
Location: 12 km NNW Orroroo SA 
Date: 20 September 1989 Time: 1222 
Highest Injury Level: Fatal  
Injuries:   

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

 
Aircraft Details: DHC-2 Beaver   
Registration: VH-IDD   
Serial Number: 1532   
Operation Type: Aerial Work   
Damage Level: Destroyed   
Departure Point: 10 km NNW Orroroo SA   
Departure Time: 1216   
Destination: 10 km NNW Orroroo SA   
 
Approved for Release: 27th February 1991 

Circumstances: 

The aircraft had been delayed in servicing and repair and had only been released six weeks prior to the accident. 
This delay had caused the operator/pilot to fall behind in his commitments and, according to some witnesses, caused 
him to worry about the situation. On the day of the accident, the pilot had just completed spraying a 243 hectare 
paddock and had landed to reload. After take-off for the new task, the pilot was seen to make an aerial inspection of 
the paddock before entering the first swath run. At the end of this run, the aircraft collided with a Single Wire Earth 
Return (SWER) powerline and crashed. It was later shown that the aircraft was in a bank to the right of about 18 
degrees. The SWER line ran across one end of the paddock at an angle and on the crop side of a windmill just inside 
the fence which bordered the road. The line contacted the right maingear and outboard sprayboom attachment struts 
on the right wing. The wire broke after impact but the aircraft hit the ground heavily on the right main gear. The 
gear detached from the aircraft, the propeller struck the ground and the aircraft slewed around as it came to rest after 
some 27 metres of ground travel. The front half of the aircraft was destroyed by fire which broke out almost 
immediately the aircraft stopped. Two main hypothesis were proposed. One was that the pilot was distracted from a 
less than demanding task by business worries. The other was that the pilot had perceived that the SWER line was on 
the right of the windmill and outside the fence and therefore did not present an obstacle to his procedure turn. 
Neither hypothesis could be substantiated. An additional concern was the fact that the pilot had died from impact 
injuries in an accident that, prima facie, was survivable. Concern focused on whether the pilot had secured his 
harness properly and/or whether the inertia reel had failed. Detailed engineering inspection of the inertia reel by the 
Bureau and the manufacturer could not positively determine the mode of operation of the inertia reel. However, the 
post mortem report showed that the nature of injuries to the pilot, while sufficient to cause death prior to the fire, 
were such as to indicate that the inertia reel had probably not failed. 
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Significant Factors: 

The following factor was considered relevant to the development of the accident The pilot did not see the powerline 
in time to avoid a collision. 


