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During the late afternoon of 4 March 1961, a Douglas

DC-7C airliner, painted in Caledonian
Airways colours, was parked on the ramp at Douala Airport, Cameroon, in Central West Africa.
The aircraft had recently arrived after an 8 hour 45 minute journey from Lourenco Marques
(Currently Maputo) in South East Africa. It had landed at 16:45 on the second but last planned stop
operating the northbound Caledonian Airways flight CA153 which was scheduled to continue to
Lisbon in Portugal before terminating in Luxemborg on 5 March 1962.
The aircraft had originally departed from Luxemborg as flight CA154 on 1 March 1962 routing to
Khartoum before proceeding to Lourenco Marques on 2 March 1962. The flight was being operated
on behalf of Trans Africa Air Coach (Pty) Ltd of London, a registered charter company.
The airliner had been completed for delivery by the Douglas Aircraft Corporation on 10th January
1957 in the second last year of production of the DC-7 series. It had been accorded the
manufacturer's serial number of 45160. It was still relatively young in aircraft terms having flown
only 14 548 hours since delivery. 583 hours of its total time had been logged while in service with
Caledonian Airways.
Although the aircraft was on lease from the Belgian Airline SABENA, it had been registered in the
UK in terms of the United Kingdom's aviation act and bore the registration letters G-ARUD. It was
the first airliner operated by the five month old fledgling Scottish airline and had been christened
Star of Robbie Burns in honour of a famous Scottish poet.
Caledonian Airways was a charter line, rather than a regular scheduled airline operator. This meant
that it only flew routes where a sufficient number of people had expressed an interest in paying for a
flight.
A benefit of its charter nature was that it was able to fly passengers to the USA and elsewhere for
far lower fares than those charged by the scheduled airlines due to a loop-hole in the laws regulating
bilateral passenger flights.
Likewise, its routes to and from Southern Africa were not the usual routes of companies such as

BOAC and South African Airways which originated and terminated in Johannesburg and London.
Operating on routes where there was less regulation made the operation far more affordable than it
did for other carriers who were competing on regular higher density routes.
This did, however, mean that South African passengers had to travel to Mocambique in order to
catch the flights to Europe. This had not deterred people from using the airline, however as its
favourable pricing and excellent on-board service assisted in making its flights popular. Flight
CA153 had 100 passengers aboard, only 5 short of the aircraft's maximum capacity of 105 seats.
Caledonian Airways had been the brainchild of Adam Thomson, a former British European Airways
(BEA) Viscount pilot and ex-Britavia captain, and John de la Haye, a former BEA flight steward
and Cunard Eagle's erstwhile New York office manager.
Thomson, de la Haye and three associates started Caledonian Airways from scratch with an initial
investment of £54,000 raised from institutional investors on both sides of the Atlantic, many of
which had a Scottish connection.
Caledonian Airways (Prestwick) was duly incorporated in Prestwick, Scotland, in April 1961 to
conduct worldwide IT and group charter operations, with de la Haye and Thomson being appointed
managing and deputy managing director respectively. Caledonian operated its inaugural flight on 29
November 1961 from Gatwick, the newly formed airline's main operating base, to Barbados using
the very Douglas DC-7C, G-ARUD detailed here.
The crew in charge of flight CA153 on 4 March 1962 were led by a very experienced aviator,
Captain Arthur Williams. Captain Williams was the chief pilot of Caledonian Airways and there
were few aviators alive at that stage more ably equipped to take command of the flight. His copilots were Captains Allen Frost and Gerald Walman.
The engineers were Thomas McArthur, Peter Dean and Albert Legg. In the 1960s it was still
common for airliners to carry navigators and thus the operational crew was completed by navigation
officer Mr Francis Strong.
In the cabin, the comfort of the passengers was attended to by the senior stewardess, Edith Tiplady
and her team consisting of stewardesses Elizabeth Barrie and Ruth McPherson.

A view of the interior of a DC-& airliner fitted in early 1960's charter
(high density) style. (BGA Images)

As was usual prior to any flight, the engineers were checking the aircraft and supervising the refueling process. As the aircraft was fitted with four powerful Wright “Twin Cyclone” radial engines
and had an endurance of nearly nine hours, the Star of Robbie Burns had 18 000 liters of fuel
pumped into her tanks to ensure more than sufficient range to reach Lisbon and an alternate airport
should the need arise.
The pre-flight inspection led the engineers to discover an earthing problem with the radio aerial
where it attached to the tail fin and this small problem was repaired by the apron technicians under
the supervision of the flight engineers. Other than that small detail, no other faults were found.
In the cabin Edith Tiplady and her team were supervising the stowage of the in-flight catering
supplies that would be required en-route to Portugal.
The passengers had been allowed to leave the aircraft while all these procedures were undertaken
and they had been relaxing in the terminal while the technical teams toiled in the 30 degree outside
temperature with 80% humidity.

Passenger view from the port windows ahead of the wing in a
Douglas DC-7 C airliner. (State Library Archive)
Shortly before sunset, at about 17.15, the passengers were asked to board the aircraft in readiness
for departure. While the passengers were boarding, it was discovered that the baggage weights had
been underestimated and this, allied to the high ambient temperature led the the engineers to upload
a further 756 liters of fuel. This brought the estimated total take-off weight of G-ARUD to 63 120
kgs. Unknown to the crew, however, was the fact that some 1040 kgs in payload had not been
accounted for and the actual take-off weight was 64 160 kgs. While this was within the limitations
of the aircraft, this was only 700 kgs short of its maximum permitted take-off weight.
Nevertheless, with all documentation completed and the doors closed, the crew, most probably with
Captain Williams in the co-pilot's seat as he was supervising Captain Frost who was undertaking a
route proving supervision flight, started the engines at 18:01.
It is almost certain that Mr McArthur was the flight deck engineer for the departure as his greater
experience would come in handy for the take-off which, while fully within the permitted operating
parameters for the type of aircraft, was being undertaken in darkness with high ambient
temperatures and near maximum load.
Overhead in the darkness above the airport there was broken cloud at about 1 200 feet with further
layers of cloud leading to almost total coverage at around 12 000 feet. Visibility below the cloud,
however, was more than 15 kilometers. The surface wind was about 8 km/h as, one by one, the
engines roared into life

Cockpit of a Douglas DC-7C (BGA Images)
Once the aircraft's four engines had been started, the crew called for taxi clearance and this was
duly given by the tower at 18:05. The aircraft then proceeded to taxi to the threshold of its
designated take-off runway which was to be runway 12. En-route the crew asked for a final weather
up-date and this was given to them over the radio. The crew acknowledged the weather information
and read it back correctly. Their accuracy in this procedure and all others undertaken during the
stop-over and start-up indicated an alert and professional manner.
As the designated runway was due to be used for an incoming aircraft during the taxi, G-ARUD
was taxied to the end of runway 04 in order to keep runway 12/30 clear for the landing. At 18:13 an
Air Afrique DC-4 landed and taxied to the apron and the terminal buildings. During this period
ground crews heard the DC-7's engines being run up.
Yet again, this indicated an alert and dedicated crew as the standard operating procedure set down
by Douglas Aircraft whenever a DC-7 had been idling for any length of time (in this case some
fifteen minutes or more) was to run up the engines while applying some boost to clear the plugs.
This would ensure maximum power for the take-off.
Shortly after the engine run the airliner lined-up on runway 12 and the tower gave the crew their
take-off clearance. In the cabin the lights had been dimmed for the take-off and all the passengers
were seated with their seatbelts secured. At precisely 18:20 the the airliner's engines were given full
throttle. Observers heard the engines running perfectly as the aircraft began accelerating down the
runway.
In the tower the controller noticed that the aircraft did not have its landing light on which was the
usual procedure for night take-offs. This was not a legal requirement, however, and the other
mandatory lights such as the anti-collision beacon and navigation lights were operating normally as
expected. The aircraft continued down the runway for some time – far longer than usual and this
was noted by the controller.
As he watched, the aircraft eventually took-off after covering some 2 400 meters of the runway. Its
initial climb-out, however was very slow and flat.
On board the aircraft the undercarriage had been retracted and was soon locked-up. As the airspeed
climbed to beyond 140 knots, which was the critical airspeed required to maintain flight in case of

an engine failure (also known as V2), the flaps were retracted. This led to a loss of lift which would
have been immediately apparent to the crew who would have been watching the instruments
closely.
Unknown to the crew was the fact that the aircraft had begun drifting to the left of the intended
flight path along the extended runway center-line.
In the tower the controller watched with some concern as the anti-collision beacon seemed to follow
a flat path rather than climb away from the ground as he expected.
On board the crew would have been pulling hard on the control column to increase the rate of
climb. Someone activated the flap lever and set the flaps to 10 degrees again. This would, in normal
circumstances, have led to an increase in the rate of climb at the airspeed the aircraft had attained by
that point.
Sadly for the crew and those aboard, before the flaps could deploy, at approximately 18h22m45s the
left wing crashed into a tree 70 feet above the runway elevation some 2040 meters from the end of
the runway. The tree was located more than 400 meters to the left of the extended runway centerline.

Map of take-off point, first impact and final resting place of flight CA153.
Traveling at nearly 250 km/h the aircraft was pulled to the left and downwards by the impact which
also opened-up a hole in the nose section and the front left of the fuselage. Within less than a tenth
of a second, some 130 meters further into the forest, the left side of the fuselage and the left wing
impacted further trees and the aircraft was pulled violently downwards where it struck the ground
near the edge of a tidal pond. The force of the impact was so great that the rush of air into the
fuselage burst the structure open in much the same manner as it would have been had a bomb
exploded inside the aircraft.
As regards the rest of the structure, the left wing had begun breaking up – shedding the number 2
propeller - while impacting the trees but the right wing remained largely attached to the aircraft.
The tide was high at the time of the impact and most of the aircraft was submerged in water and
mud. The large quantity of aviation fuel, however, floated on top of the water and caught fire due to
shorting from the electrical wiring and sparks from metal impacts during the crash.
The tower controller immediately raised the crash alarm and the airport emergency teams set off
down the runway within a minute or two. Assistance was also summoned from the nearby military
garrison and even doctors in the main town hospital were called out to assist the rescue teams.
As the rescuers raced down the service road at the end of the runway, however, they found their

path blocked by the river some 500 meters short of the crash site. The rescuers tried alternative
routes to the crash site but given the jungle terrain and the total darkness, they lost their bearings.
After reporting their predicament to the tower some French Air force aircraft flew overhead and
shone lights on the wreckage as they passed overhead to try and assist the teams in reaching the
scene.
Eventually, at about 01:30, the first rescuers reached the wreckage. They did so by swimming
through the tidal pools despite the still burning fuel. When they and another team – who had come
through a gap in the jungle from another direction – reached the crash site it was immediately
apparent that there was no hope of survivors. The impact speed and the disintegration of the aircraft
both made it obvious that all aboard had perished instantly on impact.
Even before daylight broke over Douala, a team of investigators had begun assembling in Europe
and Douala. Caledonian Airways had also begun to prepare to send a technical team to the accident
location within a few hours of the disaster. Amongst the first officials from the airline on the scene
on 5th March would be the managing director of the company, Adam Thompson and another senior
official, Eric Goodyear. They brought with them a UK pathologist to assist with the identification of
the deceased passengers.
The accident was, at the time, the largest to have occurred to a DC-7 and the greatest tragedy of its
kind in Cameroon.
While it eventually took the investigators more than a year to deliver their final report, the search
for clues as to the cause of the disaster, however, began at daybreak on 5th March 1962.

Investigation of the loss of
Douglas DC-7 C, G-ARUD,
British Caledonian Airways Flight CA153,
Douala, Cameroon, 4 March 1962.
In 1962 Cameroon was a French colony.
The responsible authority for airliner accident investigations in the territory was the Directorate of
Civil Aviation in Cameroon. It was, therefore, to this body that the task of investigating the tragic
loss of G-ARUD fell in terms of the applicable local laws and international conventions regulating
civil aviation.
Given that the aircraft was manufactured by Douglas Aircraft Company, based in the USA as well
as the fact that Caledonian Airways – the operator – was based in the United Kingdom,
representatives of the two countries' civil aviation authorities were asked to assist the investigators.
Furthermore, the manufacturer also provided technical assistance as needed. This is standard
practice whenever an airliner suffers an accident anywhere in the world.
Given the resources on hand in Cameroon at the time, however, it was decided fairly early on in the
initial investigation phase to have the board of inquiry convened in France where a greater array of
technical resources would be on hand to assist the investigators.
The first task, however, was to secure the wreckage site and to investigate the airport runway and its
surrounds to see if there were any immediate clues available to shed light on the tragedy. The
security of the site had been achieved shortly after daybreak on 5 March 1962.
The local military garrison and officials from the airport and the Civil Aviation Department walked
along the airfield in the direction of the take-off of Star of Robbie Burns. They searched beyond the
end of the runway and into the forest looking for any pieces of the aircraft that may have fallen off.
If such pieces could have been found, this would possibly have pointed to a catastrophic mechanical
failure as having caused the accident.
No pieces of aircraft wreckage were found on the airfield or in the forest up to the point where the
first tree had been hit. The tree was isolated and had stood proud of surrounding trees. It was some
20cm in diameter and it had been cut cleanly through at a height equivalent to 22meters above the
runway elevation. In the immediate surrounds of that tree, however, and along the line which the
aircraft had traveled to the impact point from the tree, many items of wreckage were found.
Most of these items found were from the left nose and forward interior sections of the aircraft. This
seemed to indicate that the side of the aircraft had been ripped-open by the trees. The propeller from
engine number 2 was located in the forest just short of the impact site. It was deformed and bent in
a manner that indicated that it had been under power and turning at the moment of impact. The
failure of number 2 engine as a contributory cause, therefore, was ruled-out within the first morning
of the investigation. This was, however, not acknowledged officially as the final report which was
yet to be published many months after the accident would – as is always the case – be the definitive
document on the causes or otherwise of the accident.
It must be noted at this point that G-ARUD did not carry a cockpit voice recorder (CVR) nor were
the conversations between aircraft and the control tower at Douala recorded at the time of the
accident. The omission of a CVR was not unusual as many major airlines only made these standard
fitment towards the latter-half of the 1960s once suitable equipment had been developed.

The investigators, however, carried on with recovery efforts at the crash site for many weeks. They
often had to await the dropping of the tide before venturing back into the swamp and this cat-andmouse game with the water level extended the time taken to recover items of wreckage.
Away from the scene all the data and information pertaining to G-ARUD was being gathered for
scrutiny. One of the first checks was on the maintenance and airworthiness of the actual aircraft. It
was discovered that the aircraft had recently been inspected and passed as fit for flight. Its latest
certificate of airworthiness (E 22378) had been on 18 January 1962.
The flying records of the crew were examined as were their medical histories. No medical concerns
were noted and all the crew had rested according to regulations in the previous 10 days. None had
exceeded their duty hours. The weather at the time of the accident was retrieved and witness
statements were taken from airline and airfield employees who were at the airport during the takeoff. Common to all the statements in regard to the take-off was the fact that the aircraft had rolled
along the the runway for a longer time than usual and that it had not climbed away as rapidly as
most other aircraft did after lifting off.
This failure to climb hinted at the cause as being an inability to gain altitude. The prime cause of
such a scenario would have been incorrect throttle settings, incorrect flap settings, an incorrectly
calculated take-off speed or a sudden loss of power in all the engines.
Many witnesses on the apron stated that they had heard the engines running as usual until the
aircraft disappeared from view. In due course the cockpit throttle controls were retrieved and their
settings examined. The position of the throttles and the boost settings was correct for the take-off
phase of flight on the DC-7C and thus the board eliminated incorrect power settings from their list
of causes. In addition, the propellers of all four engines all indicated a radial bending consistent
with having been under power at impact. This provided conclusive proof that engine failure was
unlikely.
Other aspects considered were that a sudden fire could have started on board or that a drastic loss of
electrical power could have caused a loss of control. The lack of evidence of fire in the fuel lines,
the engines and the interior mitigated against an on-board fire, however. The fire in the swamp after
the crash had been as a result of the accident and not a cause of it. As regards the electrical failure
theory, this possibility was eliminated on the basis of the tower controller's statement and other
testimony that confirmed the operation of the anti-collision light up to the moment of impact.
During the investigation of the cockpit controls, the flap lever was found to be bent at the 10 degree
flap setting. Examination of the actual flaps in France, however, showed that they had been fully
retracted at impact. This was determined by noting the direction of failure of the hinges and the
damage pattern on the flaps themselves. The board surmised that the selection had been made just
prior to impact and that the mechanism had not yet begun to deploy the flaps.
During the examination of the aircraft's documentation the discrepancy between the take-off weight
entered in the load sheet and the actual take-off weight at the runway threshold was discovered. The
take-off and V2 speeds were re-calculated to see if the crew had, perhaps, rotated the aircraft and
taken-off too soon with the result that the aircraft was unable to gain altitude due to too low a speed
being employed for the mass of the airframe. The differences in the actual speeds the investigator's
assumed were used, and the re-calculated speeds were negligible being only 1.5 knots, however,
and it was discovered that even if the lower speeds had been in use, the aircraft would still have
been able to climb at a good rate – certainly rapidly enough to place it well clear of any obstacles
within 1 km either side of the extended runway center line.

Fuel samples were drawn from the storage tanks at the airfield and sent to France for analysis. The
idea was to try and determine if the fuel had, somehow, been contaminated. After the journey to
France, however, it was found that the samples had evaporated and so no analysis could be
performed on the actual fuel used on the day of the accident.
However, the fact that many other airliners had called at Douala both before and after flight CA153
and had drawn fuel from the same stocks as the Caledonian Airways aircraft without suffering fuelrelated engine problems during their subsequent flights, mitigated against the fuel supply as being a
possible cause of the accident.
The undercarriage of the aircraft was examined to determine if this had, perhaps, failed to retract.
The possibility existed that the undercarriage legs, if extended, could have made first contact with
the forest and become sufficiently entangled to pull the aircraft off course. The nose gear and one of
the main gear assemblies both had their lock-pins engaged in the “Up” position. The pin on the
second main gear, however could not be located as it had become dislodged in the impact. It was
surmised, however, that given that two of the assemblies were up and locked, that the third would
also have been in that state. Impact damage on the undercarriage assemblies provided further
evidence that he gear had been retracted at impact.
As the months passed and more and more pieces of wreckage were examined and found to indicate
that the aircraft was fully serviceable, the mystery of the loss of flight CA153 appeared to deepen.
One aspect of the flight that puzzled most investigators, however, was that, in addition to an
inability to climb, the aircraft had drifted well to the left of the usual after-take-off track. The degree
of drift was too large to have been caused by the cross-wind blowing at the time of the take-off as
this accounted only for roughly 2 degrees of drift. The total drift was in the order of 9 degrees by
the time G-ARUD collided with the first tree. Perhaps the rudder had malfunctioned?
The empennage of the aircraft was recovered and sent for examination. The rudder was found to be
fully functional. The technicians discovered, however, that two components involved in the
movement of the trim tab on the right (Starboard) elevator mechanism - described in the aircraft
manuals as parts 4335688 and 3-320252-501 - had become locked.
It was apparent that the metal fingers on part 4335688 had slipped past a fixed-stop position on part
3-320252-501. The result was that the two components had locked together in that position and the
movement of the elevator was restricted. With these components jammed as they were the elevator
could not move towards the up position required to permit the aircraft to climb. This jamming was
not, on the evidence to hand, due to impact during the accident and it appeared to have been present
prior to the crash.
The investigators immediately began searching through the operational history of the DC-7 aircraft
to see if any previous incidents of control jamming of this nature had occurred. They were
particularly interested to see if the identical parts had been involved. In the fullness of time they
discovered that the jamming of the trim tab mechanism had taken place in exactly the same manner
on another DC-7 airliner. The report detailing the abandoned take-off of a KLM DC-7 (Registration
PH-DSL) at Buenos Aires airport noted that the incident was due to the jamming of the same parts
in the starboard elevator.
The response of the Douglas Company to this incident in Argentina had been to issue a technical
report to all operators of the DC-7 suggesting that the components involved be checked. The
inspection was, however, never made mandatory.

While no evidence could be obtained that proved that SABENA, the owner of the aircraft and
maintenance provider to Caledonian Airways had, indeed, performed the suggested check,
SABENA's history of compliance with all service bulletins appeared to indicate that the company
was fastidious about carrying out all suggested inspections as soon as they became aware of them.
The technical report, however, never described in detail the actual inspection to be carried out nor
did it detail any repair procedures save for the replacement of any suspect components.

PH-DSL, the KLM airliner that provided the vital clue which revealed the cause of the loss of G-ARUD.
Photo taken in 1965 during its lease by Martin's Air Charter from KLM. (BGA Images)

Plan view of a DC-7C taken from the official board of inquiry's report.

Nevertheless, the board of inquiry decided to perform tests with another DC-7C aircraft utilising the
known power settings in use by the crew of G-ARUD on 4 March 1962 in Cameroon. This aircraft
was loaded to the same weight as G-ARUD and used the same take-off roll. The movement of the
elevator was minimised so as to mimic the situation aboard Star of Robbie Burns.
It was found that the test aircraft failed to gain altitude and, when the flaps were set to zero, the
aircraft began losing altitude. The re-setting of the flaps to 10 degrees restored some climb
performance but positive up-elevator control input was required to gain any significant amounts of
altitude.
When the elevator mechanism was jammed as it had been on G-ARUD, it was discovered that a
force of more than 40kgs would have been required on the control column to move the elevator. The
normal force the crew usually applied at that point was only about 10-14kgs. Thus the amount of
effort required to move the control surfaces would have caught the crew totally unawares. It was
further surmised that a pre-occupation with pulling back may have masked the drift to the left.
After reviewing all the available evidence and expending vast amounts of money and time on the
investigation, the board of inquiry published their findings on 26 July 1963 in Paris.
While they could not – in the absence of a CVR record or the tower tapes and other evidence taken
for granted by modern air crash investigators – make statements as to the cause with 100%
certainty, they had uncovered sufficient evidence to publish the following conclusions:
In the summary of the evidence, the board provided an insight into the collective thoughts of the
investigators:
“Witnesses at the airfield confirmed that G-ARUD took an abnormally long time to lift off the
runway and thereafter failed to gain height.
The possible causes include:
1) Engine failure
2) Abnormally high drag due (Flap setting too high)
3) Difficulties arising after V2 was reached causing the crew to voluntarily or involuntarily
delay the rotation of the aircraft
4) Deliberate holding down of the aircraft after V2 was reached.”
After laying out the evidence concerning the power units being operational cause 1 was discounted.
A review of the speeds used versus the benefit of holding the aircraft down on the runway after V 2
to gain additional control in the air revealed that the benefit would have been minimal. Considerable
doubt was expressed about the possibility of Captain Williams having decided on this course of
action and thus option 4 was discounted.
The evidence of the flap settings mitigated against option 2 and thus the board was left with option
3 as supported by the tests involving the locked elevator mechanism.
The board made certain recommendations and these were to be implemented on the world-wide
DC-7 fleet as well as on airliner sin general. Among their recommendations were:
1. That the modification designed by Douglas Corporation to the elevator trim tab assembly
published by Douglas Corporation in October 1962 (Some seven months following the
accident) be made compulsory on all DC-7 aircraft.
2. That vehicle and emergency service access to off-airfield locations be reviewed and, where

required, access be improved at airfields. The report noted that as an immediate
consequence of the loss of G-ARUD the authorities at Cameroon had already cut access
routes through the forest by the time that the report was published.
3. Flight recorders providing basic flight data be fitted on all multi-engined transport aircraft
as a matter of urgency.
As a post-script to the disaster, it has been discovered that Adam Thompson (later to be knighted
and become Sir Adam Thompson) the managing director of Caledonian Airways, took a personal
interest in the arrangements for the victims who were all buried in Cameroon following a memorial
service in the city. He funded the memorial stone and arranged with a legal firm in Douala to
maintain the graves of the victims.
There can be no doubt that the crew would have done all in their power and experience to prevent
an accident but the jamming of the elevator mechanism was a circumstance – indeed a very tragic
one – beyond their experience and ability to mitigate. Perhaps the only people on board the airliner
who would have been remotely aware that a crash was about to take place would have been the
crew in the cockpit, who would have been struggling to gain altitude in pitch darkness over the
jungle.
For the passengers and cabin crew, however, the end was mercifully quick and painless and nobody
would have had time between the first impact and the final one less than 1/10 th of a second later to
realise anything was amiss.
The passing of the passengers and crew of G-ARUD, however, has left a permanent mark on
aviation history and many lives have been saved in the years that followed by the lessons learned
following the tragic loss of Star of Robbie Burns operating flight CA153.

The above image shows a Douglas DC-7 just after take-off. The undercarriage is retracting and the
flaps at the rear of the wings can be clearly seen in their 15 degree setting. This shot fairly replicates
(save for the larger flap setting) the position of G-ARUD in the sky within a few seconds of its take off
from Douala. That altitude shown, however, would have been the maximum attained on the night of 5
March 1962. (BGA Images)
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