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Findings made in accordance with Section 81(1) Coroners Act 2009:

Andrew Alan Thomas WILSON (Born 21 February 1983) died on 15 June 2010 on
Canley Vale Road, Canley Vale in the State of New South Wales. The cause of his
death was the effects of fire and inhalation of the products of combustion which he
sustained when the aircraft that he was piloting suffered engine failure and as a
result impacted with the ground and became engulfed in flames.

Recommendations made in accordance with Section 82 (1) Coroners Act 2009:

To: The Chief Executive Officer – Civil Aviation Safety Authority (CASA)

1.

That CASA finalise the guidance material for CAAP 5.23 such that the

guidance material is completed and released as soon as possible noting that the
guidance material in question provides for multi-engine aeroplane operations and
training to support the flight standard in Appendix A of s.1.2 of the CAAP relating to
engine failure in the cruise;

2.

That CASA undertake public consultations in order to assist CASA in the

development of a legislative proposal enabling CASA to compel the attendance of
persons at compulsory sworn interviews to answer questions concerning specific
aviation and safety measures where a reasonable suspicion exists that;
a.

a significant safety risk exists or existed in an aviation operation; and

b.

evidence of a witness or witnesses likely to have knowledge of an aviation

safety risk cannot be obtained in any other way.

Paul MacMahon
Deputy State Coroner
14 August 2015

