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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: 198903918 Occurrence Type: Incident
Location: Cairns QLD
Date: 8 March 1989 Time: 2100-2130
Highest Injury Level: Nil
Injuries:
Fatal Serious Minor  None

Crew 0 0 0 0

Ground O 0 0 -

Passenger 0 0 0 0

Total 0 0 0 0

Aircraft Details: Boeing 737-376
Registration: VH-TAI

Serial Number: 23483

Operation Type: Regular Public Transport
Damage Level:  Nil

Departure Point: Brisbane QLD
Departure Time: 1900

Destination: Cairns QLD

Approved for Release: 19th December 1989
Circumstances:

The pilot contacted Cairns Tower at 30 miles DME (Distance Measuring Equipment) inbound on the 153 radial
(south-south-east of Cairns), and was subsequently cleared to make a visual approach at 2053 hours. At 2054 hours
the pilot was given clearance to land on runway 15, and at 2056 hours he reported that he was making a missed
approach because he had lost visual contact with the runway. The aircraft was given instructions to make a standard
missed approach, and to intercept the localiser via the 15 DME arc (15 miles north of Cairns) for an ILS (Instrument
Landing System) approach. At 2104 hours the pilot reported that he was "having a little trouble™ and would like to
go around again and make another approach from the 18 DME arc (18 miles north of Cairns). After subsequently
being cleared for final approach on the ILS, the pilot then reported that he was "having trouble with radio aids™ and
would like to climb to 7000 feet. The aircraft was later cleared for a further instrument approach and landed at 2131
hours. The next day, checks with the company revealed that no aircraft unserviceabilities had been reported by the
pilot and that the aerodrome ground radio aids were all functioning normally during the arrival of VH-TAI. No
report had been made to the company by the pilot concerning any irregularities during the flight. A readout of the
Flight Data Recorder was carried out to ascertain the track and altitude profile of the aircraft during the approaches
at Cairns. This revealed certain irregularities including a Ground Proximity Warning "Pull Up" signal which
operated for between 6 and 10 seconds at 2055 hours. This device is to warn the pilot when the aircraft is in danger
of collision with terrain. The warning is considered to have been genuine as the terrain closure rate at this time was
in excess of 6100 feet per minute, and the aircraft was in the vicinity of Earl Hill which is 722 feet above sea level.
The weather at the time was overcast but fine at the aerodrome. There were rain showers in the area, and visibility
was reduced to 4000 metres in rain showers. The two preceding aircraft had been able to make visual approaches.
The crew declined to make themselves available to the investigators for interview, apparently under direction from
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their industrial association. This action by the crew hampered the investigation and resulted in the causal factors of
the occurrence not being determined.

Significant Factors:

The following factors were considered relevant to the development of the incident The causal factors leading to this
occurrence could not be determined.



