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The Transport Accident Investigation Commission is an independent Crown entity established to 

determine the circumstances and causes of accidents and incidents with a view to avoiding similar 

occurrences in the future.  Accordingly it is inappropriate that reports should be used to assign fault or 

blame or determine liability, since neither the investigation nor the reporting process has been 

undertaken for that purpose. 

 

The Commission may make recommendations to improve transport safety.  The cost of implementing 

any recommendation must always be balanced against its benefits.  Such analysis is a matter for the 

regulator and the industry. 

 

These reports may be reprinted in whole or in part without charge, providing acknowledgement is made 

to the Transport Accident Investigation Commission. 
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Important notes 

 

Nature of this interim report 

This interim report presents the facts and circumstances established up to this point in the 

Commission’s inquiry, and contains no analysis or findings.  These matters will be addressed when the 

Commission prepares its final report.  This report does include an urgent recommendation made to the 

Director of Civil Aviation under section 9 of the Transport Accident Investigation Commission Act 1990.  

The recommendation was for him to address safety issues identified early in the inquiry. 

 

Ownership of interim report 

This interim report remains the Commission’s intellectual property.  It may be printed in whole or in part 

without charge, provided that appropriate acknowledgement is made to the Commission. 

 

Final report may include different information 

The Commission intends completing a final report on the accident after it completes its inquiry.  That 

report will contain an analysis of the facts of the accident, findings and recommendations.  The 

information contained in the Commission’s final report may differ from the information contained in this 

interim report. 

 

Citations and referencing 

Information derived from interviews during the Commission’s inquiry into the occurrence is not cited in 

this interim report.  Documents that would normally be accessible to industry participants only and not 

discoverable under the Official Information Act 1980 have been referenced as footnotes only.  Other 

documents referred to during the Commission’s inquiry that are publicly available are cited. 

 

Photographs, diagrams, pictures 

Unless otherwise specified, photographs, diagrams and pictures included in this interim report are 

provided by, and owned by, the Commission. 

 

 

 

 

 

 

 



 

 

 

 

Cameron Balloons A210, ZK-XXF on an earlier flight 

(Photograph courtesy of Geoff Walker) 
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Balloon description 

 

 

 

Figure 1 

Balloon description 

(Photograph courtesy of Jason Livingston) 
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Data summary 

Aircraft particulars 

Aircraft registration: ZK-XXF 

Type and serial number: Cameron Balloons Limited A210, 4300 

Number and type of burners: 2 Thunder and Colt C3 Magnum burners and one commercial liquid 

fire burner 

Year of manufacture: 1997 

Operator: Ballooning New Zealand Limited (contracted to Early Morning 

Balloons Limited) 

Type of flight: commercial adventure 

Persons on board: 11 

Pilot’s licences: commercial pilot licence (balloon) 

commercial pilot licence (helicopter) 

Pilot’s age: 53 

Pilot’s total flying experience: over 1060 hours 

 

 

Date and time 

 

7 January 2012, 0722 New Zealand daylight time (universal co-

ordinated time+ 13 hours) 

Location 

 

1 kilometre east of Carterton, Wairarapa 
latitude: 41° 01.058´ south 

longitude: 175° 32.694´ east 

Injuries 

 

11 fatal 

Damage 

 

balloon destroyed 

33kV electric power feeder line to  Carterton broken; supply 

disrupted 
 





  

Interim Factual 12-001 | Page 1 

1. Conduct of the inquiry 

1.1. The balloon ZK-XXF struck power lines shortly after 0720 on Saturday 7 January 2012.  The 

National Rescue Coordination Centre and later the Civil Aviation Authority notified the 

Transport Accident Investigation Commission (the Commission) of the accident at about 0800 

that same morning.  The Commission immediately opened an inquiry into the accident under 

section 13(b) of the Transport Accident Investigation Commission Act 1990 and appointed an 

Investigator-in-Charge.  The Commission had assembled an investigation team in Carterton by 

midday that same day, with the remainder of the team arriving later that afternoon. 

1.2. The United Kingdom Air Accidents Investigation Branch contacted the Commission during the 

Saturday afternoon, and because the balloon had been manufactured in the United Kingdom 

it appointed an Accredited Representative under Annex 13 to the International Convention on 

Civil Aviation, to assist the Commission with its inquiry. 

1.3. In the following days the investigation team conducted the site investigation and interviewed 

witnesses, including the ground crew for the operator. 

1.4. Once the site investigation was complete, the wreckage was removed and transported to the 

Commission’s secure workshop at Wellington for further examination. 

1.5. Records were obtained from the Civil Aviation Authority, and from New Zealand Police, which 

was also conducting an investigation for the Coroner. 

1.6. On 26 January 2012 investigators examined the maintenance records for the balloon and 

conducted a first interview with the maintenance engineer. 

1.7. On the day of the accident and during the following week the Commission liaised with the 

powerlines company (Powerco) and the grid operator (Transpower) to establish the sequence 

of events relating to the power outage caused by the balloon strike.  The severed and 

damaged power cables were taken to the Commission’s secure workshop in Wellington, where 

they were examined together with the reconstructed balloon basket. 

1.8. On 15 February the Commission made an urgent recommendation to the Director of Civil 

Aviation to address safety issues identified early in the inquiry. 

1.9. On 28 March 2012 the Commission approved the draft interim report to be circulated to 

interested persons for comment. 

1.10. The Commission received submissions from 6 interested persons and these submissions have 

been considered and included as appropriate in this interim report. 

1.11. On 18 April 2012 the Commission approved the publication of this interim report. 
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2. Factual information 

2.1. Narrative 

2.1.1. On Saturday 7 January 2012, a Cameron Balloons A210 hot-air balloon (registration ZK-XXF) 

was booked to fly a local commercial adventure flight from Carterton.  At about 0540 the pilot 

released a small helium-filled pilot balloon, called a “pibal”, to check if the wind conditions 

were suitable for the flight.  The flight path of the pibal confirmed there was little or no wind 

present and the decision was made to make the flight.  At 0545 the first of the 10 passengers 

arrived at the operator’s base on the northern outskirts of Carterton.  The arriving passengers 

were met by the 2 ground crew members and given a breakfast order and passenger loading 

form to complete.  They were then joined by the pilot. 

2.1.2. At 0612 the pilot welcomed all the passengers, introduced the crew and gave an initial 

briefing on the balloon and the planned sequence of events.  The balloon was taken by trailer 

to the adjacent launch site, where it was offloaded and laid out on the grass in preparation for 

inflation.  A cold-air fan was used to inflate the envelope, a process that one of the ground 

crew reported took a little longer than normal.  There was morning dew on the ground, which 

could have held the envelope down, making it more difficult to inflate.  To complete the 

inflation and lift the envelope off the ground, hot air was injected using the balloon’s burners. 

Several of the passengers assisted the pilot and ground crew with the inflation. 

2.1.3. The inflation was recorded by a freelance photographer who had worked with the pilot and 

ground crew for several years.  The photographer was following his usual pattern of 

photographing the passengers and balloon during the inflation, then following the flight of the 

balloon, including landing, taking photographs along the way.  A compact disc of the 

photographs would then be made available to the passengers. 

2.1.4. At 0635 the passengers boarded the balloon and the pilot gave them a second briefing, 

primarily covering what the passengers should do when landing. At 0638, after the launch 

restraint or tie-off line attaching the basket to one of the operator’s motor vehicles had been 

released, the burners were operated to heat the air in the envelope further.  The balloon then 

lifted off. 

2.1.5. The pilot and ground crew had a set of 3 pre-arranged radio calls, called Check One, Check 

Two and Check Three.  As the balloon departed, the ground crew packed up the remaining 

equipment and the crew chief made the Check One call, confirming that the launch site was 

clear and they were leaving.  The pilot acknowledged the call, which meant that all was well 

with the balloon and passengers. The 2 ground crew then drove the operator’s 2 vehicles to a 

local café where the orders for the post-flight breakfast were placed.  The ground crew were 

accompanied by a group of relatives of 2 of the passengers on board the balloon, who had 

followed in their own vehicles. 

2.1.6. The ground crew remained at the café and kept a watch on the progress of the balloon.  The 

flight was also witnessed by the photographer, who travelled independently. Local residents 

were familiar with the sight of the balloon flying around the area and some of these witnessed 

portions of the flight, as did several visitors to the area.  Witnesses described the balloon 

climbing to about 1500 feet (450 metres [m]) in near calm conditions, drifting slowly south-

east before moving in a northerly then an easterly direction.  Because of the near calm 

conditions and slow, irregular movement of the balloon, the ground crew remained near the 

café for about 20 minutes before leaving.  The Check Two call was then made, advising the 

pilot that they were on the road following the balloon.  The chase vehicles initially moved to 

just north-east of Carterton and waited in a car park at Taratahi on State Highway 2. 

2.1.7. About 30 minutes after lift-off, the crew chief made the Check Three call, a reminder to the 

pilot of the time and to gain a possible indication from the pilot of where the landing might be.  

The pilot acknowledged that call and advised that the landing looked like being in the 

Somerset Road area.  The balloon was seen to descend about this time, crossing Somerset 

Road and drifting south-east.  The crew chief in the first chase vehicle started to move along 

Somerset Road to watch the balloon as it started to drift to the north-east, crossing Somerset 
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Road again and heading towards Francis Line (road parallel to Somerset Road). The crew chief 

did a u-turn and headed back towards State Highway 2. At about this time the pilot radioed the 

ground crew and told them to “hold there” as the balloon drifted farther away from the road. 

2.1.8. The ground crew, photographer and following relatives kept a watch on the balloon’s progress.  

Several residents of Somerset Road and others who worked there saw the balloon after it had 

descended and drifted slowly around their area.  One resident (“Witness A”) was inside her 

house immediately adjacent to where the balloon later entangled with power lines.  She heard 

the noise of the burners, so she went outside to the back of the house and watched as the 

balloon moved slowly past the house heading to the north-east.  Witness A was able to see the 

people in the basket and estimated the balloon was not much higher than the top of the tall 

trees as it drifted past.  These trees were about 60 feet (20m) high.  Witness A thought the 

balloon was going to land well to the north of her house as it seemed to her to be holding 

about the same height, so she went back inside. 

2.1.9. Witnesses’ estimates of the height of the balloon as it drifted further north of Somerset Road 

varied between 100 feet (30m) and 200 feet (60m).1  About 400m from Somerset Road, the 

flight path of the balloon changed and it started drifting in a south-westerly direction back 

towards Somerset Road.  The pilot radioed the ground crew again and told them that the 

landing place looked to be near Somerset Road.  The second chase vehicle and following 

relatives had by this time travelled along Somerset Road and alighted from their vehicles and 

watched as the balloon started to drift across a paddock adjacent to the property at 77 

Somerset Road.  The crew chief in the first chase vehicle did a second u-turn and pulled in 

front of the other following vehicles.  At about 0720 the witnesses saw the balloon descend to 

between 15 feet and 20 feet (5m and 7m) as it crossed the paddock where several rows of 

sprinklers were going.  This paddock was adjacent to the house where Witness A lived. 

2.1.10. A member of the group of relatives following the balloon later reported that after getting out of 

their vehicle, they felt a breeze blowing from their left (north) as they watched the balloon 

approach across the paddock.  The breeze was not considered strong and was described as 

being “an isolated gust of wind”.  The crew chief, thinking the pilot might cross the road and 

land in the adjacent paddock, walked along the road to check for access and obstacles for the 

pilot.  He radioed to the pilot asking if he had seen the horse in the paddock.  The pilot radioed 

back that he had seen the horse. 

2.1.11. As the balloon approached Somerset Road the burners were heard operating.  The balloon 

was then seen to climb and drift left towards a set of power lines that ran along the side of the 

paddock near Witness A’s house.  As the crew chief returned to his vehicle he heard the pilot 

yell out “duck down”.  The crew chief turned around to his right in time to see the balloon 

contact the power line. 

2.1.12. Witness A, who was near the kitchen window, saw the balloon approaching the power line at 

low level.  The witness ran outside and into the backyard to see the basket being caught under 

one of the wires.  The burners were reported to have stopped operating by this time.   

2.1.13. The photographer, who had stopped further south along Somerset Road, photographed the 

balloon as it collided with the power line.  The photographs showed one of the wires caught 

over the pilot’s end of the basket.  The balloon was lifting the wire upwards, indicating that the 

balloon was trying to rise. Photographs also showed a second wire caught farther down the 

side of the basket at the same end.  Witness A described some of the occupants trying to push 

the top wire off the lip of the basket. 

2.1.14. As the balloon was trying to rise, it also began to slide along the power line towards Somerset 

Road.  About 15 to 30 seconds after contacting the wires, an electrical arcing occurred.  A fire 

erupted shortly afterwards low down in the basket. Two of the passengers jumped from the 

burning basket and shortly after that the power line lying across the top of the basket broke 

and the balloon then ascended rapidly. The fire increased in intensity, engulfing the basket 

and eventually catching the envelope.  At about 500 feet (150m) the envelope collapsed and 

the balloon fell to the ground, about 150m west of the initial wire strike (see Figure 1).  The 

                                                        
1 Height estimates are from the ground to the bottom of the basket. 
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rapid ascent and fall to the ground took about 30 seconds.  All the balloon occupants died at 

the scene, including the 2 who had jumped from the basket. 

 

Figure 2 

Accident site 

(Image courtesy of Google Earth) 

 

2.2. Approximate flight path of ZK-XXF 

2.2.1. Figures 3 and 4 depict the likely flight path of ZK-XXF on the accident flight as determined 

from witness accounts, photographs taken by the photographer and photographs recovered 

from the camera of one of the passengers.  The markers identify the times and approximate 

locations of the photographs taken from the balloon.  
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Figure 3 

Approximate flight path of ZK-XXF 

(Image courtesy of Google Earth)  
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Figure 4 

Approximate final portion of flight 

(Image courtesy of Google Earth) 
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2.2.2. A global positioning system (GPS) receiver used by the pilot was recovered from the wreckage.  

The GPS was badly damaged by the fire, and has been sent to a laboratory in an attempt to 

recover data to refine the flight path of the balloon. 

2.3. Balloon information 

2.3.1. ZK-XXF was a Cameron Balloons A210 balloon envelope, serial number 4300, manufactured 

in the United Kingdom in 1997 and first registered there in 1998 as G-BXXF.  The designation 

A210 referred to the conventional shape of the envelope and its capacity of 210 000 cubic 

feet (about 6000 cubic metres).  The envelope had been purchased by its New Zealand owner 

in 2001 to replace a Thunder and Colt2 160A envelope that had reached the end of its 

economic life.   

2.3.2. The Thunder and Colt 160A envelope had been part of a balloon, serial number 1377, 

manufactured in the United Kingdom in 1989 as a complete balloon – envelope, basket, 2 

primary burners, one commercial liquid fire burner and 4 gas bottles.  That balloon had been 

sold to a Canadian operator in 1989 and registered as C-FFEV.  A photograph of that balloon is 

shown on page ii.  The balloon had been purchased by its New Zealand owner in 1996 and 

registered as ZK-EMB.  When the Cameron Balloons A210 replacement envelope was fitted in 

2001, the balloon was registered as ZK-XXF.3 

2.3.3. The basket was of a standard “T” design and measured 2.6m long, 1.52m wide and 1.125m 

high (see Figure 5).  The pilot’s compartment was at one end and contained the gas bottles, 

gas plumbing, instruments, fire extinguisher and other equipment.  The passenger area was 

divided into 2 sections along the centre of the basket.  The basket was of conventional cane 

construction supported by steel wire that looped around the basket, attaching it through a 

load frame to the envelope.  The burners were mounted within the load frame and connected 

to the gas bottles by flexible hoses that ran down 2 of the padded uprights to the 4 gas bottles 

located in the pilot’s compartment.  

2.3.4. Aircraft records showed that at the time of the accident the ZK-XXF envelope had accrued a 

total of 520 flight hours.  The balloon was required to undergo a maintenance check every 

100 flight hours or an “Annual Review of Airworthiness” – whichever occurred first.  Records 

showed the balloon had flown about 30 to 40 hours each year.  The last check was recorded 

as being undertaken on 14 September 2011 when the envelope had accrued 512 flight 

hours.  

2.3.5. The inspection included the standard Cameron Balloons inspection schedule and the Civil 

Aviation Authority’s Review of Airworthiness, “Check List Report – Hot Air Balloon”.  The check 

list report correctly recorded the manufacturer of the envelope and the model type and serial 

number.  The type certificate was erroneously recorded as being a B2GL, which was only 

applicable to Cameron Balloons – United States, and for serial numbers 5000 and higher.  

The Cameron Balloons A210, serial number 4300, was manufactured against United Kingdom 

type certificate BB12.  ZK-XXF should have been recorded against that type certificate or its 

equivalent European Aviation Safety Agency certificate, BA.013. The type certificate 

determined how the aircraft was to be maintained. This error had continued since the 

envelope had been first registered in New Zealand.  Both the basket and burners were 

recorded as being Cameron Balloons products, but were actually produced by Thunder and 

Colt. 

2.3.6. When first interviewed, the maintenance organisation was asked about the maintenance 

schedule for the Cameron Balloons A210 balloon.  The maintenance engineer gave the 

investigators Issue 7 of the manufacturer’s “Flight and Maintenance Manual”, dated 1992.  

The maintenance manual that was current and should have been used when the maintenance 

was done in September 2011 was Issue 10. After Issue 7 the manual had been split into 2 

separate documents titled “Flight Manual” and “Maintenance Manual”.  The maintainer later 

submitted that he did not hold copies of the maintenance manual and that in preparation for 

                                                        
2 Thunder and Colt was purchased by Cameron Balloons in 1995. 
3 The type certificate and registration applied to the envelope only.  Different equipment, including baskets, burners and gas bottles, 

could be fitted if approved by the type certificate for the envelope. 



Page 8 | Interim Factual 12-001 

any scheduled maintenance he would download the latest issue directly from the 

manufacturer’s website.  However, the aircraft logbook recorded that the scheduled 

inspection on 14 September 2011 had been done in accordance with the manufacturer’s 

“Flight and Maintenance Manual”, a title not used since Issue 7. 

2.3.7. There were other anomalies found in the maintenance logbook, including incorrectly identified 

components such as the basket and burner, and 4 airworthiness directives that had not been 

recorded. The documentation also showed that in 2008 the 4 gas bottles had been tested by 

a local certified gas company, but there was no associated entry in the aircraft logbook by a 

licensed aircraft engineer regarding the use of the tested bottles on an aircraft. 

2.3.8. When first interviewed, the maintenance engineer demonstrated that he had not used the 

correct method prescribed by the manufacturer for testing the strength of the envelope fabric, 

referred to by the manufacturer as a “grab test”.  The test involved clamping 2 sections of 

adjacent fabric and pulling them apart using a calibrated spring gauge to measure the force 

applied.  A minimum pull of 30 pounds (13.6 kilograms) was required to confirm the 

serviceability of the fabric.  The engineer conducting the test showed investigators how he 

used his hands to determine the strength of the fabric.  In a second interview he advised that 

if there was any doubt about the strength of the fabric he would then use the correct 

equipment.  The maintenance engineer later submitted that “at all times, when required, the 

grab test is carried out using the correct tool and calibrated scales in accordance with the 

approved instructions”. 

2.3.9. As a result of this first inspection of the maintenance system for the balloon, the Commission 

made an urgent safety recommendation to the Director of Civil Aviation to address these 

maintenance issues (refer to the end of this report for the full text and the Director’s 

response). 

2.4. Site and wreckage information 

2.4.1. The power line that the balloon struck was part of a dual-voltage span with three 33 000-volt 

(33-kilovolt [kV]) wires strung at the top and three 11 000-volt (11kV) wires below.  The 33 kV 

wires were part of the feeder to Carterton.  The 33 kV wires were suspended 10m above the 

ground at the poles, dropping to 8m at the middle of the 100m span.  The 11 kV wires were 

about one metre below that. 

2.4.2. An examination of the broken and damaged power line wires confirmed that the balloon had 

contacted the wires about 85m in from Somerset Road.  The damage to the power line wires, 

the electrical protection trip records and an examination of the balloon wreckage confirmed 

that the balloon basket had been part of the conduction path between 2 of the 33 kV wires 

that fed Carterton.  Electrical arc damage was found on the steel wires supporting the basket 

and on the bottom steel tube frame of the basket.  One of the gas bottles was found to have a 

hole in it with evidence of adjacent electrical arcing. 

2.4.3. Rescue services attending the accident scene noted that 3 of the 4 gas bottles were empty 

when they arrived or soon afterwards, and that the fourth bottle was still venting gas. 
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Figure 5 

Basket attached to ZK-XXF 

(Photograph courtesy of Geoff Walker) 

2.4.4. The weather information from 6 weather stations positioned in vineyards located around 

Carterton was obtained.  The weather stations recorded local weather conditions at 10-minute 

intervals and included temperature, rainfall, humidity, average wind direction and speed, and 

maximum wind strength during that 10-minute period.  At 0600 the temperature recorded 

varied between 9.0 and 13.1 degrees Celsius across the 6 stations and the humidity ranged 

from 81% to 100%.  At 0720 the temperature had increased to between 12.6 and 14.1 

degrees Celsius.  The humidity also increased generally to between 86% and 100%.  

2.4.5 Three of the stations recorded calm conditions throughout the duration of the flight.  Two of 

the stations recorded occasional “gusts” of between 0.9 and 5 kilometres per hour.  The sixth 

station recorded average winds of between 1.2 and 7.3 kilometres per hour and gusts of 5.2 

to 11.4 kilometres per hour.  The wind direction was mostly from the north-east but did swing 

around to the south and west occasionally. 

2.5 Toxicological information 

2.5.1 On 11 January 2012 blood and urine samples from the pilot were sent to the Institute of 

Environmental Science and Research Limited (ESR) for analysis.  On 16 March 2012 a report 

was received showing a positive result for tetrahydrocannabinol (THC).  THC is a constituent of 

cannabis.  The ESR analysis and findings will be the subject of further inquiry and will be 

analysed in the Commission’s final report. 

2.6 Urgent safety recommendation 

2.6.1 On 15 February 2012 the Commission issued one urgent safety recommendation to the 

Director of Civil Aviation regarding the maintenance and airworthiness of hot-air balloons.  Part 

of the recommendation’s preamble, the recommendation and the Director’s response are as 

follows:  

1. As a result of the Commission’s inquiries, to date, it believes that some maintenance 

  requirements in the Civil Aviation Rules Part 43 may not have been complied with in  

  respect of this balloon.  It found three incidents of non-compliance: 

gas bottle later 

punctured 

cold-air fan  

for ground inflation 

approximate location of 

wire caught on the basket 



Page 10 | Interim Factual 12-001 

(a) it appears that the manufacturer’s maintenance procedures for the balloon may 

not have been used to ensure that the appropriate maintenance tasks and 

procedures were carried out correctly, as required by Civil Aviation Rules 

43.53(3)(i) and 43.53(5)-(9) (which deal with performance of maintenance). It 

appears that the industry is not using the manufacturer’s required “grab test” to 

test the strength of the material that makes up the balloon envelope (the 

structure that contains the hot air).  Also, there is no record of the results of the 

required tests, which are relevant to the balloon’s intended purpose; 

(b) it appears that the prescribed procedure for inspecting the balloon’s burners 

and liquefied petroleum gas fuel system was not followed, contrary to Civil 

Aviation Rule 43.53(3)(i) and 43.53(8) (which deals with performance of 

maintenance); and 

(c) the balloon logbook did not show that all airworthiness directives applicable to 

balloons in New Zealand had been assessed, as required by Civil Aviation Rule 

43.153(4)(iii) (which deals with review of airworthiness). 

2. At this early stage of its inquiry the Commission has not been able to determine whether 

these non-compliant maintenance practices contributed to the accident in any way.  

However, where an aircraft is not maintained in accordance with the Civil Aviation Rules 

then such an aircraft is not considered airworthy (Civil Aviation Rules Part 1 - 

Definitions).  The Commission has also not yet been able to determine whether these 

maintenance practices are restricted to the balloon involved in this accident or extend 

to other aircraft, including balloons.  In this regard the Commission notes that there are 

74 balloons recorded in the New Zealand aircraft register and 7 licensed aviation 

maintenance engineers approved by the Civil Aviation Authority to maintain these.  Not 

withstanding this, the Commission believes that the type of non-compliance above is a 

safety issue, which requires urgent attention. 

3. The Commission, therefore, recommends that the Director of Civil Aviation: 

(a) conduct an urgent check of all maintenance organisations and licensed 

engineers approved to maintain hot-air balloons to ensure that their balloon 

maintenance practices fully comply with Civil Aviation Rules, and 

(b) satisfy himself that all New Zealand-registered hot-air balloons are airworthy 

(001/12). 

2.6.2 On 17 February 2012 the Director of Civil Aviation responded in part as follows: 

I accept the thrust and intent of the recommendations made by the Commission. 

I can advise the following: 

The CAA [Civil Aviation Authority] initiated a safety investigation into the 

maintenance practices associated with balloon ZK-XXF on 15 February 2012 

The CAA investigation will also examine maintenance practices associated with 

other balloons maintained by the maintenance provider of ZK-XXF 

The CAA investigation will identify any other issues associated with the 

maintenance practices, and thus airworthiness, of balloons in New Zealand 

The CAA investigation is being undertaken as a matter of urgency, with an initial 

report from the investigation team due on 29 February in relation to the first 

bullet point. 

The CAA views the issues identified by the Commission very seriously and will act 

swiftly to address any deficiencies found in maintenance practices that place in 

doubt the airworthiness of hot air balloons operated in New Zealand.  As a 

consequence of the advice received from the Commission, the CAA has amended 

the Terms of Reference for its investigation to more expressly address the 

maintenance and airworthiness issues of all hot air balloons as the third stage of 

the investigation. 
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2.6.3 On 6 March 2012 the Civil Aviation Authority provided the Commission with a report on the 

“Inspections of Standards for Balloon Maintenance”, summarising the visits to 5 balloon 

maintenance providers.  The inspection team had found that, while most balloon maintenance 

providers were adhering to good maintenance practices and generated no concerns, there 

were “various levels of performance in respect of adherence to the manufacturer’s 

maintenance manual and [Civil Aviation Rules]”. 

2.6.4 The Civil Aviation Authority report said that one maintenance provider in particular had not 

appeared to meet the required standards.  The reasons cited included: 

a. a lack of direct supervision of maintenance being performed by unapproved repair and 

test agencies prior to certification of that maintenance in the maintenance records 

b. an incorrect application of the “grab test”.  This was mitigated in part by the provider’s 

knowledge and experience 

c. incorrect records stating that a porosity check had been completed 

d. the incorrect technique used for the fuel system inspection. 

2.6.5 The Civil Aviation Authority report made 2 recommendations in respect of the above 

maintenance provider: firstly, “that a further in depth inspection/audit is conducted”; and 

secondly, that “consideration be given to whether re-inspection is required to validate the 

aspects of maintenance that have not been conducted in accordance with the manufacturer’s 

maintenance manual”.  

2.6.6 The Civil Aviation Authority later advised that a “section 15a, investigation” of the 

maintenance provider had been initiated.  This referred to section 15a of the Civil Aviation Act 

1990 and the “Power of the Director to investigate holder of aviation document”… “if the 

Director believes, on reasonable grounds, that it is necessary in the interests of civil aviation 

safety and security”.  In the meantime the Civil Aviation Authority had suspended the 

maintenance provider’s Inspection Authorisation until the section 15a investigation had been 

completed.  

2.7 Further lines of inquiry 

2.7.1 The Commission’s continuing lines of inquiry include, but are not limited to, the following: 

i. the certification and registration of balloons 

ii. the maintenance and continuing airworthiness of balloons 

iii. whether any malfunction contributed to the accident 

iv. balloon and pilot performance 

v. the use of performance-impairing substances and their effects on pilot performance 

vi. the regulatory framework for, and oversight of, ballooning in New Zealand 

vii. a review of wire strikes and in-flight fires involving balloons in New Zealand and other 

States. 



 

 

  



  

 

 

  



  

 

  



  

 

  
 

 
Recent Aviation Occurrence Reports published by  

the Transport Accident Investigation Commission 

(most recent at top of list) 

 

10-009 Walter Fletcher FU24, ZK-EUF, loss of control on take-off and impact with terrain, Fox 

Glacier aerodrome, South Westland, 4 September 2010 

10-007 Boeing 737-800, ZK-PBF and Boeing 737-800, VH-VXU airspace incident, near 

Queenstown Aerodrome, 20 June 2010 

10-005 Cessna A152, ZK-NPL and Robinson R22 Beta, ZK-HIE near-collision.  

New Plymouth Aerodrome, 10 May 2010 

 

10-003 Cessna C208 Caravan ZK-TZR engine fuel leak and forced landing, Nelson, 10 

February 2010 

 

10-006 Runway Incursion, Dunedin International Airport, 25 May 2010 

10-001 Aerospatiale-Alenia ATR 72-212A, ZK-MCP and ZK-MCJ, severe turbulence 

encounters, about 50 nautical miles north of Christchurch, 30 December 2009 

09-002 ZK-DGZ, Airborne XT-912, 9 February 2009, and commercial microlight aircraft 

operations 

 

10-009 Interim Factual Walter Fletcher FU24, ZK-EUF, loss of control on take-off and impact 

with terrain, Fox Glacier aerodrome, South Westland, 4 September 2010 

10-008 Interim Factual: Cessna C152 ZK-JGB and Cessna C152 ZK-TOD, mid-air collision, 

near Feilding, Manawatu, 26 July 2010 

09-007 Piper PA32-260, ZK-CNS, impact with ground following a loss of control after take-

off, near Claris, Great Barrier Island, 29 September 2009 

09-005 Cessna 182N ZK-FGZ and Bombardier DHC-8 Q311 ZK-NEF,  

loss of separation and near collision, Mercer, 40 km south of Auckland, 9 August 

2009 

 

08-007 Robinson Helicopter Company, R22 Alpha ZK-HXR, loss of control,   

Lake Wanaka, 1 November 2008 

 

09-006 Cessna 207, ZK-DEW aircraft starting incident resulting in runway incursion, 

Queenstown Aerodrome. 5 September 2009  

09-004 Britten Norman BN2A-Mk III Trislander, ZK-LOU loss of engine propeller assembly, 

near Claris, Great Barrier Island, 5 July 2009 
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