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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: 198901578 Occurrence Type: Accident 
Location: Pakenham VIC 
Date: 17 September 1989 Time: 1600 
Highest Injury Level: Fatal  
Injuries:   

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

 
Aircraft Details: Britten Norman Islander   
Registration: VH-RUT   
Serial Number: 165   
Operation Type: Private   
Damage Level: Nil   
Departure Point: Pakenham VIC   
Departure Time: 1530   
Destination: Pakenham VIC   
 
Approved for Release: 5th February 1990 

Circumstances: 

The exercise was planned as a relative descent from an exit altitude of 6000 feet. One parachutist was equipped with 
a video camera and it was planned that he take a video of the other parachutist during the descent. The exercise was 
thoroughly briefed and rehearsed on the ground prior to take-off. It was planned that the parachutist being filmed 
would deploy his parachute at 3000 feet to enable the opening sequence to be recorded on video. The other 
parachutist would then deploy his parachute at about 2000 feet. During the climb it became evident to the pilot that 
the cloud base was too low for the planned 6000 foot exit. He advised the parachutists that they would have to exit 
from an amended altitude of 5000 feet. There were a total of 10 parachutists on the aircraft and the two involved in 
this accident were the last to exit. They exited the aircraft as briefed and the video exercise commenced. This 
continued until the parachutist taking the video sensed that they were low. He checked his altimeter and thought it 
read 2500 feet but he thought they were lower so checked again and said that it read 1400 feet. He later believed 
that he had misread 1500 feet for 2500 feet. He signalled to the other parachutist that the free fall part of the jump 
was complete. The other parachutist responded with a look of surprise. He then broke away from the formation by 
performing a backward sommersault. The parachutist taking the video deployed his chute but he said that the other 
parachutist kept free falling. Witnesses on the ground said that the deceased's parachute was deployed at very low 
altitude and it appeared as though full line stretch (but not canopy deployment) was achieved at about the same time 
as he hit the ground. The nature of the injuries sustained by the deceased were consistent with hitting the ground in a 
feet first vertical position which was also consistent with the witness reports. Inspection of the parachute did not 
reveal any faults and again the inspection was consistent with the observation of the witnesses. As the descent had 
been recorded on video it was possible to establish elapsed times between when the prachutists left the aircraft and 
when certain critical events occurred. This in turn established that both parachutists initiated parachute deployment 
much lower than had been planned and in particular, the deceased did not initiate deployment until it was too late 
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for his descent to be arrested. Both parachutists were wearing altimeters. The deceased's altimeter was mounted on 
his chest whereas the other parachutust wore his on his wrist. It was evident from the video record of the descent 
that the deceased did not monitor his altimeter. The deceased's altimeter was smashed when he hit the ground. The 
other altimeter was thoroughly checked and found to be functioning correctly. From the video it was also evident 
that it took some time for the parachutist who was being filmed to formate on the jumper with the camera after they 
left the aircraft. The parachutist operating the video camera had made about 930 jumps at the time of this accident. 
The deceased was making his 103rd jump. 

Significant Factors: 

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

1. Loss of altitude awareness by both parachutists due to the circumstances of the jump, probably including . 
concentration on video filming, . exit altitude lower than planned, . failure of jumpers to monitor altitude during 
descent, and . the time taken by the jumper being filmed to formate on the jumper doing the filming. 

Reccomendations: 

1. The Australian Parachute Federation was involved in this investigation and as a result of their involvement their 
investigator has recommended that in future camera jumps an audible altimeter warning device should be used to 
prevent loss of altitude awareness. This recommendation is supported by the Bureau of Air Safety Investigation.  

2. During the investigation both parachutist's altimeters were dismantled and thoroughly checked. The deceased's 
altimeter showed evidence of prior salt water immersion in that internal corrosion of some of the working parts was 
evident. His log book indicated he had jumped into the sea seven months previously. It was the opinion of the 
investigator who conducted that examination that such corrosion, as it progressed, would cause an altimeter to fail. 
It is recommended that The Australian Parachute Federation advise its members of this and require that altimeters 
that have been subjected to salt water immersion be thoroughly cleaned and checked prior to further use. 


