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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: 198801480 Occurrence Type: Incident
Location: Enroute Melbourne VIC to Brisbane QLD
Date: 5 March 1988 Time: 0710
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-TAZ

Serial Number: 23491

Operation Type: Regular Public Transport
Damage Level:  Nil

Departure Point: Melbourne VIC
Departure Time: 706

Destination: Brisbane QLD

Approved for Release: 30/10/1988
Circumstances:

The pilot in command was a Training Captain and he occupied the right seat, operating the radios and navigation
equipment. The other pilot was part way through his training for Captaincy on type and was flying the aircraft. After
take off the crew were initially given radar headings by Melbourne Departures Control. At 0706 hours they were
instructed to resume their own navigation. Some four minutes later while the Captain was making his normal public
address announcement to the passengers concerning seat belts the Departures controller asked the crew to "'-- just
confirm tracking direct ---." The crew reaction to this was to ask themselves if they had made an error. The pilot in
the right seat made a careful check of the navigation equipment, confirmed that all was in order and then advised the
Controller of this. While nothing was found to be wrong this unexpected query from Departures Control remained
in the minds of the crew. At 0710 the crew were instructed to change to frequency 128.5 MHz and call Melbourne
Control. This instruction was acknowledged. No call was received from the aircraft crew and further calls directed
to them on various frequencies did not obtain a response. The aircraft was tracked on radar continuously and when it
was approximately 150 miles from Brisbane the crew contacted Brisbane Air Traffic Control and asked for a
clearance to descend. Communications were normal for the remainder of the flight. Monitoring of the
communications recording for the departure from Melbourne showed that the instruction to call on frequency 128.5
MHz tapered off so that the "five" was very difficult to hear. Advice from the crew was that they had tuned their
equipment to 128.4 MHz. This was one of several Sydney Air Traffic Control frequencies and the crew heard
periodic radio transmissions to and from other airraft, which indicated to them that all was normal. When the crew
changed to 128.4 MHz they called on that frequency and thought they obtained a response. The aircraft was
operating under full radar coverage which meant that the crew were not required to make any position reports to Air
Traffic Control. The procedure under such an environment is for the crew to be told to change from one frequency
to another. As this was a training flight considerable in flight time was devoted to training tasks, in particular cross
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checking of radio navigation aids against the aircraft's main navigation system. Attempts were also made to contact
the crew on the emergency frequency of 121.5 MHz, without success. Monitoring of the Sydney frequency
128.4MHz did not reveal any calls from the aircraft, which was to be expected as it would have been beyond the
range for two way communications with the aircraft at the time. However, it is possible that the crew heard part of a
transmission from another enroute aircraft communicating with Sydney on this frequency. No calls were made to
the aircraft on 128.4 MHz, which was not one of the frequencies that would have been used on that flight.

Significant Factors:
It was considered that the following factors were relevant to the development of the incident:
1. The unexpected inquiry from Departures Control resulted in diversion of crew attention from other tasks.

2. The transmission from Departures Control to instruct the crew to change frequency was not spoken with full
clarity.

3. The presence of radio calls on the incorrect frequency led to the crew thinking all was normal with
communications.

4. The crew did not detect that they were on the wrong frequency for an extended period.
Reccomendations:

1. The aircraft was equipped with three VHF radio sets, only two of which were used. It is recommended that the
Civil Aviation Authority encourages operators of aircraft fitted with three VHF units to have one tuned to frequency
121.5 MHz as a standard operating procedure. This will allow continuous monitoring of the emergency frequency,
and provide a standby channel to facilitate contact with the aircraft. -



