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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: 199001981 Occurrence Type: Accident
Location: Lord Howe Island NSW
Date: 22 April 1990 Time: 1225
Highest Injury Level: Nil
Injuries:
Fatal Serious Minor  None

Crew 0 0 2 2

Ground O 0 0 -

Passenger 0 0 0 6

Total 0 0 0 8

Aircraft Details: Cessna 501
Registration: VH-LCL

Serial Number: 501-0145

Operation Type: Private

Damage Level:  Substantial

Departure Point: Sydney NSW
Departure Time: 1033

Destination: Lord Howe Island NSW

Approved for Release: 10th September 1990
Circumstances:

The aircraft was being used for a pleasure flight for the owner and some friends. The Captain calculated the landing
distances required for both runway 28 and 10, based on weather reports obtained at briefing, which indicated a
strong northerly wind component. An updated report received some 30 minutes before descent confirmed the wind
as 290 degrees at 7 knots. Approaching the island and becoming visual, the crew noted the windsock near the
western end of the runway to be indicating a slight headwind component in the 10 direction and decided on a
straight in approach to runway 10, to avoid an approaching squall/shower. The aircraft touched down firmly a short
distance beyond the threshold. Speed brakes were immediately extended and wheel braking applied. About four
seconds later the Captain called for the drag chute to be deployed. Although the co-pilot correctly activated the
handle, it became obvious that the chute had not deployed as no increase in retardation occurred. When the Captain
realised that the aircraft could not be stopped on the runway remaining he attempted to turn the aircraft towards a
clear grass area to the right. However, the aircraft was aquaplaning on the wet surface and did not respond to
steering inputs for some distance. The aircraft left the bitumen tracking to the right. It collided with a gable marker,
passed through a fence, continued down an embankment, across a road, through a second fence and came to rest
approximately 90 metres from the runway end and 70 metres to the right of the extended centreline. The left main
and nose gear legs were torn off. Witnesses to the accident said that when the aircraft landed, the runway was very
wet and the wind was westerly at 5 to 10 knots. It was determined that the Captain had made some mis-calculations
in his pre-flight assessments. He had noted the landing distance available as being the same for both runways,
whereas runway 28 has a reduced length due to terrain clearance requirements on the approach. Under the
conditions both forecast and prevailing, and using the criteria applicable at the time for an aircraft fitted with an
alternate means of retardation, i.e. drag chute, the landing distances required for both runways were greater than the
landing distances available. The Captain had also evidently applied incorrect techniques during the landing. He had
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not attempted to deploy the drag chute immediately the nosewheel was on the ground, and had not applied
unmodulated pressure to the anti-skid braking system. These measures are required by the manufacturer to obtain
maximum performance. It was found that the drag chute canister lid had been sealed with tank sealant and painted
over. The latch assembly had operated but the drogue chute spring was insufficiently strong to break the seal. When
the sealant was prised away from around the lid, the system operated normally. This error had not been found
during a check of the aircraft immediately following repainting. The lid had the appearance of an oblong radio
antenna and was not marked in any distinguishing manner. The problem should also have been noticed during a
subsequent inspection of the drag chute for moisture. The inspection is required every 90 days if the drag chute has
not been deployed, and requires the removal of the lid and drogue chute in order to feel the main chute for moisture.
The condition of the sealant would indicate that this had not been carried out.

Significant Factors:
The following factors were considered relevant to the development of the accident

1. Inadequate pre-flight planning and preparation by the flight crew. The runway distance required was in excess of
the distance available on either runway.

2. Adverse runway and weather conditions - wet surface and downwind component.
3. Improper sealing of drag chute canister.

4. Inadequate maintenance of the drag chute system.

5. Improper operation of wheel brakes.

Reccomendations:

1. It is recommended that where a drag chute is fitted, the Civil Aviation Authority considers requiring some type of
appropriate marking be applied to the canister lid to clearly identify its purpose.



