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Abstract 

On 9 May 2008, a Boeing Company 737-8CX aircraft, registered PK-GEF, was being 

operated on a scheduled passenger service between Denpasar, Republic of Indonesia 

and Perth, WA. On board were two flight crew, six cabin crew and 76 passengers. 

The flight crew reported that, once established in the cruise, they reviewed their 

briefing material and noted that the threshold for runway 21 at Perth was displaced due 

to runway works.  

On approach to land at Perth, the aerodrome controller issued the flight crew with the 

landing clearance, ó... runway 21 displaced threshold, cleared to landô. When the 

aircraft was about 15 seconds from touchdown, the flight crew questioned the presence 

of cars on the runway and conducted a go-around. 

On the second approach, the flight crew were again issued the landing clearance ó... 

runway 21, displaced threshold, cleared to landô. The aerodrome controller recalled 

observing the aircraft on what appeared to be an approach to land on the closed section 

of the runway and instructed the flight crew to go around. The go-around instruction 

also included information to assist the flight crew in identifying where the aircraft was 

to be landed. That additional information, together with the high workload being 

experienced by the flight crew at that time, may have momentarily confused them, with 

the effect that they did not assimilate and act on the instruction to go around.  

As a result of this incident, the airport operator undertook a number of safety actions. 

Those actions included: the review of its dispatch of Method of Works Plans (MWOP) 

to relevant stakeholders; the implementation of a more robust MWOP receipt and 

acknowledge system; and the establishment of a project safety group in support of all 

critical airside works. 
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THE AUSTRALIAN TRANSPORT SAFETY BUREAU 

The Australian Transport Safety Bureau (ATSB) is an operationally independent 

multi-modal bureau within the Australian Government Department of 

Infrastructure, Transport, Regional Development and Local Government. ATSB 

investigations are independent of regulatory, operator or other external 

organisations. 

The ATSB is responsible for investigating accidents and other transport safety 

matters involving civil aviation, marine and rail operations in Australia that fall 

within Commonwealth jurisdiction, as well as participating in overseas 

investigations involving Australian registered aircraft and ships. A primary concern 

is the safety of commercial transport, with particular regard to fare-paying 

passenger operations.  

The ATSB performs its functions in accordance with the provisions of the 

Transport Safety Investigation Act 2003 and Regulations and, where applicable, 

relevant international agreements. 

Purpose of safety investigations 

The object of a safety investigation is to enhance safety. To reduce safety-related 

risk, ATSB investigations determine and communicate the safety factors related to 

the transport safety matter being investigated. 

It is not the object of an investigation to determine blame or liability. However, an 

investigation report must include factual material of sufficient weight to support the 

analysis and findings. At all times the ATSB endeavours to balance the use of 

material that could imply adverse comment with the need to properly explain what 

happened, and why, in a fair and unbiased manner. 

Developing safety action 

Central to the ATSBôs investigation of transport safety matters is the early 

identification of safety issues in the transport environment. The ATSB prefers to 

encourage the relevant organisation(s) to proactively initiate safety action rather 

than release formal recommendations. However, depending on the level of risk 

associated with a safety issue and the extent of corrective action undertaken by the 

relevant organisation, a recommendation may be issued either during or at the end 

of an investigation.  

The ATSB has decided that when safety recommendations are issued, they will 

focus on clearly describing the safety issue of concern, rather than providing 

instructions or opinions on the method of corrective action. As with equivalent 

overseas organisations, the ATSB has no power to implement its recommendations.  

It is a matter for the body to which an ATSB recommendation is directed (for 

example the relevant regulator in consultation with industry) to assess the costs and 

benefits of any particular means of addressing a safety issue. 

About ATSB investigation reports: How investigation reports are organised and 

definitions of terms used in ATSB reports, such as safety factor, contributing safety 

factor and safety issue, are provided on the ATSB web site www.atsb.gov.au 

http://www.atsb.gov.au/
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FACTUAL INFORMATION 

History of the flight 

On 9 May 2008, a Boeing Company 737-8CX aircraft, registered PK-GEF, was 

being operated on a scheduled passenger service between Denpasar, Republic of 

Indonesia and Perth, WA. 

At about 1140 Western Standard Time
1
, the flight crew commenced duty in 

Denpasar, for a planned departure time of 1240. After the flight crewôs arrival at the 

aircraft, the company flight operations officer (FOO) provided them with an 

operational briefing and with the flight documents that were pertinent to the flight. 

The flight subsequently left the terminal at Denpasar at 1235. On board were two 

flight crew, six cabin crew and 76 passengers. 

The flight crew reported that, once established in the cruise, they reviewed the 

Notices to Airmen (NOTAMs)
2
 for the flight (see Appendix A) and noted that the 

threshold for runway 21 at Perth was displaced due to runway works.  

At about 1530, in preparation for arrival, the flight crew obtained the Perth 

Automatic Terminal Information Service (ATIS)
3
 and conducted a briefing 

covering the approach and landing.  

At 1557, the approach controller cleared the flight crew to conduct the runway 21 

localiser (LLZ) approach
4
. At 1600, and with the aircraft established on the standard 

runway 21 LLZ approach path, the aerodrome controller (ADC) issued the landing 

clearance, ó... runway 21 displaced threshold, cleared to landô. When the aircraft 

was about 15 seconds from touchdown, the flight crew questioned the presence of 

cars on the runway with the ADC, and conducted a go-around. 

On the second approach, the flight crew were again cleared to conduct a runway 21 

LLZ approach and, at 1614, the ADC issued the landing clearance, ó... runway 21, 

displaced threshold, cleared to landô. The ADC recalled observing the aircraft on 

what appeared to be an approach to land on the closed section of the runway and, at 

1615, instructed the flight crew to go around.  

Recorded air traffic services (ATS) audio data revealed that, in the go-around 

instruction, the ADC provided information to the flight crew that identified where 

they should land the aircraft.  

                                                      

1 The 24-hour clock is used in this report to describe the local time of day, Western Standard Time 

(WST), as particular events occurred. Western Standard Time was Coordinated Universal Time 

(UTC) + 8 hours. 

2 NOTAM. A notice or advisory that was disseminated by all means to provide crews with 

information on the establishment, condition or change in any aeronautical facility, service, 

procedure or hazard. 

3 ATIS. An automatically-recorded message that was transmitted on a particular frequency, and 

advised crews of: the current weather conditions; the pressure altimeter setting that, when set, 

indicates the airfield height (QNH); active runway(s); and so on. 

4 The localiser was a component of an instrument landing system (ILS) that provided azimuth 

guidance to a runway. It was used in conjunction with a published descent profile to assist flight 

crews to position their aircraft for landing. 
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The flight crew of a departing Fokker 50 aircraft that was holding at taxiway Delta, 

observed the 737 during the final stages of its approach. The crew recalled that the 

profile was consistent with what they felt was an aircraft approaching to land in the 

normal touchdown zone, and that they heard the ADC issue the instruction to go 

around. They then observed the aircraft fly level over the runway works area at an 

estimated 30 to 50 ft above ground level (AGL), prior to touching down beyond the 

displaced threshold. The recorded touchdown time was 1616. 

Apart from the standard radio transmissions associated with the aircraft taxiing to 

its parking position, no further communications were recorded between the flight 

crew and the ADC or surface movement controller. 

Personnel information 

The pilot in command (PIC) held a valid Airline Transport Pilot Licence 

(Indonesian). Total flying experience was about 11,790 hours, including about 

1,370 hours on the Boeing 737-800 series aircraft. 

The copilot held a valid Airline Transport Pilot Licence (Indonesian). Total flying 

experience was about 3,530 hours, including about 1,150 hours on the Boeing 737-

800 series aircraft. 

Prior to the flight, both flight crew members completed a 2-day rest period. The 

most recent flight into Perth by the PIC was about 1 month prior to the incident and, 

by the copilot, about 10 days prior to the incident. On each of those occasions, the 

landing was conducted on runway 21 and prior to the commencement of the runway 

works that necessitated the displaced threshold. Both flight crew members reported 

operating into Perth on more than six occasions during the past 3 months. 

Both pilots indicated their compliance with the óLevel 4ô International Civil 

Aviation Organization (ICAO) English Language Proficiency
5
 standard.

6
 

Meteorological information 

The forecast weather for the aircraftôs arrival into Perth indicated mostly fine 

conditions with some scattered (SCT)
7
 cloud at 3,000 ft. The relevant forecasts are 

included at Appendix B. 

The ATIS indicated light and variable winds, cloud FEW at 1,500 ft and visibility 

greater than 10 km. 

                                                      

5 In September 2007, ICAO adopted Assembly Resolution A36-11, which related to the 

implementation of language proficiency requirements for holders of all flight crew licences issued 

by contracting States. That resolution recommended the implementation of those proficiency 

requirements prior to 5 March 2008. 

6 Level 4 was the minimum standard stipulated for crews conducting international operations.  

7 An okta is the unit of measurement that is used to report the total sky area that is visible to the 

celestial horizon. One okta is equal to 1/8th of that visible sky area. The term okta is also used to 

forecast or report the amount of cloud in an area, along a route or at an airfield. The numbers of 

oktas of cloud are reported or forecast as follows: Few (FEW), meaning 1 to 2 oktas; Scattered 

(SCT), meaning 3 to 4 oktas; Broken (BKN), meaning 5 to 7 oktas, and Overcast (OVC), meaning 

8 oktas. 
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At the time of the incident, the sun was about 15 degrees above the north-west 

horizon. Consequently, the position of the sun was about 90 degrees from the 

runway heading and would not have impaired the crewôs vision on the approach to 

runway 21. 

Aids to navigation 

Precision approaches to runway 21 were normally possible via an instrument 

landing system (ILS) that provided glidepath and LLZ (azimuth) information to 

appropriately-equipped aircraft. Due to the displacement of the threshold, the 

glidepath component of the runway 21 ILS was deactivated. Given the 

unavailability of the ILS, when using runway 21 for international arrivals, air traffic 

control (ATC) was required to sequence those aircraft via the LLZ approach. 

The LLZ approach provided azimuth guidance to the runway and recommended 

altitudes at 1 NM intervals to touchdown. That approach profile assisted flight 

crews to position their aircraft at about 500 ft above the relevant runway threshold 

elevation at 2 NM (3.7 km) from touchdown. From that position, the remainder of 

the approach and landing was required to be conducted visually.  

Communications 

A review of recorded ATS and other data revealed that: 

Å The ATIS that was valid for the aircraftôs arrival was broadcast between 

about 1500 and 1618, and included: 

Perth terminal information X-ray. 

Runway 21 and 24 for arrivals, runway 21 for departures. Runway 21 

displaced threshold marked by vee markers and cones, temporary PAPI 

available. Runway 21 glidepath not available, taxiway golf not available, 

departure frequency 118.7. 

Wind variable, maximum downwind 3kts, visibility greater than 10 km, cloud 

few 1,500ft, temperature 26°, QNH 1016. 

On first contact with Perth ground or approach notify receipt of X-ray. 

Å The Take-off and Landing Data (TOLD) card that was compiled by the 

flight crew for the landing, indicated their receipt of information X-ray and 

detailed the above information. However, there was no reference to the 

displaced runway 21 threshold recorded on the TOLD card. 

Å At 1551, the flight crew contacted the approach controller and were advised 

to expect a LLZ approach for runway 21. In the read back of that 

instruction, the flight crew acknowledged the receipt of ATIS information 

X-ray. 

Å At 1559, the flight crew advised that they were established on the LLZ 

approach. The approach controller then cleared the flight crew for the LLZ 

approach, instructed them to reduce the aircraftôs speed to the required final 

approach speed, and to contact Perth Tower on frequency 120.5 MHz. 

Å The ADC contacted the flight crew at 1600 and instructed them to continue 

the approach, passed traffic information about a light aircraft that was on 

approach to runway 24, and issued a landing clearance. That landing 
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clearance included specific reference to the displaced threshold. When the 

flight crew questioned the landing clearance, the controller responded 

óaffirm runway 21 with a displaced threshold, cleared to landô. 

Å About 25 seconds after the controllerôs confirmation of the landing 

clearance, the flight crew questioned the presence of cars on the runway. 

The tower controller responded ódisplaced threshold sir youôve got to 

overfly those to the displaced threshold south of taxiway Deltaô. The flight 

crew responded by advising that they were conducting a go-around. The 

flight crew were subsequently provided with altitude and heading 

instructions to reposition the aircraft for another approach to runway 21. 

Å At 1614, the ADC instructed the aircraft to, ócontinue approach runway 21 

with displaced landing thresholdô. About 20 seconds later, the controller 

issued the landing clearance ówind 270 degrees at 7 kts, runway 21 

displaced landing threshold, cleared to landô. 

Å At 1615, the ADC observed the aircraft undershooting the displaced 

threshold and issued the instruction ógo-around sir, go-around, you are in 

the undershoot of the runway, youôll  land south of taxiway Delta, south of 

the [holding] Fokker 50ô. 

The flight crew recalled that, during the second approach, they only heard a 

clearance to land, and did not recall hearing the instruction to go around or any 

other information. 

Aerodrome information 

Perth Airport comprised two intersecting runways; runway 21/03 and runway 

24/06. Runway 21/03 was the longest runway, measuring 3,444 m. 

At the time of the incident, the threshold of runway 21 was displaced 888 m due to 

runway works. The runway works were associated with the installation of high 

intensity runway lights between taxiway Delta and the runway 21 threshold. The 

runway works were scheduled to take place daily, between the hours of 0730 and 

1700. 

The temporarily displaced landing threshold was marked by óvee barô
8
 markers and 

strobe lights on each side of the runway. The permanent threshold and touchdown 

markings were not obscured, and the works area was marked by four, 6 m closed 

runway crosses (Figure 1). 

                                                      

8 Markers comprising gable markers painted white and positioned on each side of the runway 

together with flush, white, arrow markings. 
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Figure 1: Runway 21 works area looking south. Note the 6m cross (circled) 

 

The flight crew recalled that, during the first approach and subsequent go-around, 

they did not see the closed runway crosses and that, on the second approach, they 

saw the closed runway crosses ótoo lateô.  

A temporary precision approach path indicator (PAPI)
9
 was installed 407 m from 

the displaced threshold of runway 21 and was positioned to provide flight crews 

with visual approach slope guidance to the displaced threshold touchdown point. 

The flight crew of the incident aircraft reported that, on each approach, they 

disconnected the autopilot and observed the PAPI at or prior to reaching the 

minimum descent altitude (MDA)
10

 for the runway 21 LLZ approach. That 

observation by the crew indicated that the aircraft was undershooting the approach 

path to the displaced threshold. 

Organisational and management information 

Airport operator 

The runway works were promulgated by the airport operator via Method of 

Working Plan (MOWP) YPPH 02/08. That plan advised that the runway works 

were scheduled to occur between 23 March 2008 and 9 May 2008, and included a 

                                                      

9 PAPI. An optical aid that assisted pilots to maintain glidepath to the touchdown point (nominally 

300 m beyond the runway threshold), and comprised banks of red and white lights that were 

precisely aligned towards incoming aircraft. Red lights showed that an aircraft was too low and 

white that it was too high. 

10 MDA. A specified altitude in a non-precision runway or circling approach below which descent 

could not be made without visual reference. In this instance, where the recommended 

distance/altitude table was followed, the MDA placed the aircraft at about 500 ft above the runway 

threshold elevation and 2 NM (3.7 km) from the permanent threshold of runway 21. 
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plan view of the works (Figure 2) and a number of draft NOTAMs for promulgation 

at the appropriate stage of the works. There was no indication in the MWOP or 

draft NOTAMs of the consideration of the effect of those works on the final 

approach profile to the displaced threshold from the MDA of the runway 21 LLZ 

approach. 

At the time of the incident, the mailing addresses on the distribution list for the 

MOWP, including for the aircraft operator, were predominantly to local offices that 

were located at Perth airport.  

The MOWP included a covering letter that summarised the details of the runway 

works and provided contact details should recipients of the plan have any enquiries. 

Also included, was a form for the acknowledgement of receipt of the MOWP and 

any comments. That form listed the following specific instructions and conditions: 

The purpose of this acknowledgement form is to ensure that a copy of the 

Taxiway Lima 2 Overlay Repairs and Resealing and Runway 03/21 Inset 

Light Installation MOWP YPPH 02/08 has been delivered and reviewed by an 

organisation representative qualified to provide comment in relation to the 

proposed works. Where applicable, documentation forwarded to airlines 

should be reviewed by the Manager, Flight Operations. 

Please ensure that a suitably qualified officer reads the content of the Draft 

MOWP document and where necessary provides comment. The 

acknowledgement form must be signed and returned to [the airport operator]. 

Conditions 

¶ I/We have read the DRAFT Method of Working Plan and acknowledge and 

accepted the restrictions and constraints to aircraft traffic and operations. 

¶ The Flight Operations Manager (airline)/Organisation Manager has 

reviewed the content of the Method of Working Plan, and fully 

understands the restrictions associated with aircraft activity. 

¶ I/We understand that the comments provided above may or may not be 

adopted by [the airport operator] in documentation of the final Method 

of Working Plan. 

The airport operator reported that there was a poor response rate overall to the 

covering letter, and that there was no acknowledgement from the aircraft operator 

that was involved in this incident.  

Aircraft operator 

The company FOO provided operational control over company flights, and flight 

planning support to the flight crew. Those support duties were specified in the 

companyôs Basic Operations Manual, and included, but were not limited to: 

Å receiving and providing handout briefing material 

Å providing a route/weather analysis 

Å having a thorough knowledge of the serviceability of airports, airways and 

navigational facilities 

Å ensuring that all essential information was forwarded to the flight crew in a 

timely manner to ensure a safe and efficient flight 
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Å conducting a thorough and professional flight crew briefing that included 

all significant information that may affect the operation of the flight, etc 

Å being fully familiar with all NOTAMs applicable to the operation. 

The flight crew reported that, in the flight crew briefing that was provided by the 

FOO in Denpasar, the FOO stated that there were no significant NOTAMs affecting 

the flight, and did not include any reference to a displaced threshold on runway 21 

at Perth. 

The aircraft operatorôs Perth office recalled receiving a copy of the MOWP, which 

was retained in Perth for reference by flight crew. The MOWP was not forwarded 

to the operatorôs flight operations department in Indonesia. The aircraft operator 

reported that, had they received a copy of the MOWP, they would have issued a 

notice to their flight crew. 

Figure 2: Part of the MOWP showing the stage 2 runway works area 

 


