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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: 198701687 Occurrence Type: Incident
Location: Melbourne VIC
Date: 08 August 1987 Time: 0840
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 747

Registration: 9V-SQM

Serial Number:

International Regular Public
Transport

Damage Level:  Nil

Departure Point: Adelaide SA

Departure Time: N/R

Destination: Melbourne VIC

Operation Type:

Approved for Release: 27/08/1987
Circumstances:

The aircraft was operating as Singapore Airlines flight SQ31A, enroute from Singapore to Melbourne, with an
intermediate stop at Adelaide. On arrival in the Melbourne area the aircraft was vectored by Air Traffic Control
(ATC) to a left base position for an approach to runway 34. At a point 5 nautical miles (9.2 kilometres) south of the
airport, and 1 mile (1.7 kilometres) to the left of the extended centreline of the runway, the aircraft was instructed to
turn left to take up a north-easterly heading. The crew reported at this time that "we have the field visual." The
aircraft was then instructed to make a visual approach, and to turn further left for a direct approach to the runway.
The crew acknowledged this instruction, but the aircraft was observed to pass through the extended centreline. ATC
advised the aircraft that it was now to the right of the centreline, and instructed it to turn left onto a north-westerly
heading to intercept this line. The aircraft landed without further incident. The Captain of the aircraft later advised
that he was familiar with the Melbourne/Essendon area. Appropriate navigation aids had been selected to monitor
the approach. The Captain reported that he had initially mistaken Essendon for Melbourne, because the latter had
been obscured by rain and low clouds. However, the crew became suspicious when the navigation aids did not
confirm the visual indications. They were in the process of correcting the situation when ATC instructed the aircraft
to turn to the left as it had passed the extended centreline. The crew had then sighted the Melbourne runway
complex and had proceeded visually. Recorded radar and communication data revealed that the aircraft had been
instructed to turn towards the north-west 13 seconds after it had passed through the runway centreline. Less than
one minute later the crew reported that the aircraft was intercepting the centreline. The maximum deviation from the
centreline had been about 1.5 miles (2.8 kilometres). However, it was also apparent that ATC had given the
instruction for the aircraft to make a visual approach at a point where it was almost inevitable that the aircraft would
pass through the runway centreline. The minimum height reached by the aircraft during the excursion from the
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centreline was approximately 1000 feet above the ground. Conclusions. 1. The crew initially mis-identified
Essendon Airport for Melbourne, because of cloud and rain in the area. 2. The tracking error was noted by ATC
virtually as soon as the aircraft passed through the extended centreline of runway 34. Immediate corrective action
was taken. 3. ATC had given tracking instructions such that the aircraft would have passed through the runway
centreline regardlesss of the flight conditions. 4. The crew had realised the error in aerodrome identification at about
the same time as ATC passed track correction instructions to the aircraft. 5. At no time was there a possibility of the
aircraft landing at Essendon.



