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赴美南加大參加「意外事件調查分析」訓練心得報告
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1、 前言

回顧過去我國民航之整體飛航安全事件發生之情況，與國際間之民航意外事件所發生之比例遠高於重大意外及失事事件實在是相同的。換言之，如能掌控意外事件之發生或惡化，則絕對可能減少重大意外與失事事件。

有鑑於此，台灣飛安基金會在促進我國飛安之具體作業中，列有「意外事件調查分析」之培訓計劃。今年特選定前往素享飛安教育盛名之美國南加大飛安管理學院，並提供兩名額給負責意外及重大意外事件調查之政府機關。經選派由交通部民航局標準組技士耿驊及行政院飛安委員會失事調查官方粵強獲准前往。台灣飛安基金會出資負擔兩人往返機票及學費（每人1760美元）。另兩員之生活費由所屬機關支付。並於九十年十一月廿六日至卅日間在南加大之洛杉磯國際機場分校上課。

在行前曾受飛安基金會董事長王文周先生指示應盡全力收集課程內容等相關資料，以為我國自主飛安訓練課程研究開發之參考；為確實達成參訓之成效，同時配合本局目前正法制作業中的「飛安相關事件處理規則」的政策方針及平日業務需求，爰於行前研提彙總本次出國受訓的學習目標計四項：

（1） 各國主管機關對意外事件Reportable item的規範及各航空公司飛安事件報告之作法。

（2） 對飛安事件分類的方法和類別為何。

（3） 各國在飛安報告上對電子文件交換（EDI）的使用程度。

（4） 意外事作調查的方法和程序和傳統失事事件調查手法之異同

（5） 教官使用之教材、教助、教具及教學方法為何，是否有其特有創意及啟發價值。

學習歸來後與行政院飛安會方調查官共同討論，咸認該課程之內容，有足資我國民航業及有關政府機關參考之處，特提出心得報告如後，冀供參考。

2、 受訓內容

本次南加大舉行之「意外事件調查分析」課程，共分為四個主題，分述如下：

（1） 「意外事件調查」 ： 由原為NTSB資深調查官之Mr. Charles Leonard擔任主講。Mr. Charles Leonard具超過三十五年之航空經驗，介紹事件調查作業內容至為詳盡，包括：

a. 調查技巧之運用

b. 資訊收集

c. 資料評估

d. 如何分析並找出事故原因

e. 提出報告（含改善建議）

f. 意外事故案例研討，如附錄

（2） 「意外事件之預防」 － 由Mr. Michael Alvarado擔任主講。Mr. Alvarado為資深飛安分析專家。其內容主要包括：

a. 事件預防之五步驟：

(資料收集(資料分析(提出對策(執行改進(評估結果

b. 以骨牌理論追溯事件發生之原因

c. 講解組織與文化在事件預防擔任之角色

d. 講解人為因素在事件肇因擔任之角色

e. 提出應列入強制報告之意外事故種類，包括飛航操作，客艙安全有關之報告，詳如附錄

（3） 「意外事件分析」 － 由Dr. Gary Eiff擔任主講。Dr. Eiff曾擔任航電機械人員，擁有FAA執照，有30年維修經驗，亦擁有商用駕駛員執照，有4800時之飛航經驗。Dr. Eiff原為南伊里諾大學航空系講師，主講航空電子維修及故障排除。目前為普渡大學航空技術系副教授。其主講內容包括：

a. 如何評估事件

b. 收集那些疏失資料

c. 收集資料之深度如何

d. 如何運用資料作為分析作用

e. 分析出之資料，如何作為疏失管理之用，以杜絕意外事件。

f. 人為因素與疏失管理之關聯

g. 舉例介紹疏失管理在航空界之運用.，如英國BASIS，波音MEDA等系統。

（4） 「意外事件案例研討」 － 由南加大飛安管理班主任Mr. Michael Barr主講。經說明意外事件案例內容後，將學員分組任調查工作，學員根據事件之初報資料，進行調查及實務演練。其程序如下：

a. 首先評估事件之層次，決定通知那些部門主管或民航局及調查機關。

b. 決定組成那種型式之調查團隊。

c. 決定收集那些資料文件，含人員訓練資料、手冊類別等。

d. 訪談那些人，包括機師，維修人員、目擊證人、ATC人員等。

e. 整理事實報告包括CVR、FDR、QAR資料。

f. 據事實報告，進行分析工作。

g. 由分析，列出結論及事件肇因。

h. 提出改善建議及調查報告

3、 心得

（一）依原先設定的目標，本次「取經」的最重要工作就是設法由觀摩中掌握南加大飛安學院教官們的教學方式及教材、教助使用技巧。實地勘訪過發現，南加大飛安學院的教學能量並不很大，目前該院是租用洛杉磯機場附近一座辦公大樓的幾個房間，除四間辦公室、印刷室及教具儲放室外，教室只有一大間（容納二十個人）、一小間（容納八至十人）。實物教材只有看到中型的直昇機槳轂一具。雖然從照片上及文宣上看到美軍各單位仍陸續送訓至南加大飛安班，但從參訓學員的談話間也聽到也有不少單位逐漸把人員送至十二年前從南加大分家的南加州安全學院（SCSI），因為該學院和美國空軍有合作關係在新墨西哥州的KIRTLAND空軍基地內有一佔地廣大的CRASH SITE，故相當引人。目前雙方所能提供的課程非常雷同，業務上彼此相互競爭。

（二）在教材、教助的使用上，南加大配有單槍、實物投影機及錄影機等設備，但因老師多為外聘，故單槍搭配筆記電腦仍為最常使用的設備。教學方法上採用的是百分之六十講授、百分之四十案例分析的作法。優點是充份討論，氣氛較為活潑，缺點是在學員表達程度不一的情況下，時間不易掌握；往往花了許多口頭討論的時間，還來不及寫成制式報告，時間就用完了。

（三）課程內容上，第一單元「意外事件調查」是由前運輸安全委員會的調查官授課，其方法和失事調查的並無二致。同行的方調查官和筆者曾在飛安會短暫共事過，也曾合作過國內幾件失事事件的飛機系統調查任務，均已擁有若干實務經驗，故對教官上課教材多能掌握。有鑑於該名教師是從美國空軍的飛安官一路作到國家運輸安全委員會的資深調查員，特別抓住詢問為何美國空軍「事故調查教則」和現行NTSB報告陳述的方式有所不同？他則認為美軍教則的方式較傳統、角度較窄，但思路比較有條理，NTSB雖用「可能原因」一詞取代以往的「主要原因」、「次要原因」，而著重於所謂「系統問題」、「潛在問題」，但必需在分析中充分表述以成立論並能言之成理，不然反而容易失去焦點，也不昭公信。

（四）第二模組「意外事件預防」主要利用Jamse Reason的人為因素分析模式（簡稱RJ模式）為綱目，主要講述起司理論在飛安中的應用，對多數飛安同仁來說應該很熟悉了，在此就不多著墨。

（五）第三模組「意外事件分析」其實講得是該名教官目前在FAA的支持下所進行的一項計畫，已有八家美國航空公司加入（具體哪八家教官保密不宣）。細察其作法，其實有點像日本人在八十年代所作的「品管圈」，只是現在是「飛安圈」：先用品質機能展開的方式作出飛安工作的檢查表，再利用稽核人員實地對第一線人員的飛安表現進行訪查，統計數據後作出相應分析。課後詢問教官這方種方法對飛安工作究竟有何「創新」之處，教官第一這不是什麼新方法，第二也沒有高深的理論依據，只是重點在於「作」與「不作」，如何去「推動」的問題。我國自從數年前大力推動飛安工作以來，無論主管機關或民間業者，對於國外思想的引介均頗下了一番心力，但在政策的實際落實和所有從業人員的觀念培養上，此番話值得所有飛安工作者我們深思。另外，該名教官也介紹了目前若干疏失管理軟體在航空界的運用。其間並曾詢問目前被國際間及國內業者廣泛援引的國際航空運輸協會（IATA）的HOTEI事件分類法是否合適作為飛安事件的分類？教官的觀點是美國海軍人為因素分類法(Human Factors Analysis and Classification System,as HFACS)那套比較好，該系統也是在RJ模式下對事件進行解構分析，並被美國海軍作為事件分析準據（後經查為美國海軍文件OPNAV 3750.6R）。

（六）第四單元是「意外事件案例探討」，利用小組討論的方式把四天來的所學作一個總結。為方便日後可能的教學工作，均已將其案例攜回（如附錄）。關於報告系統上，在美國因為NTSB的法源和FAA使用的聯邦航空法規是兩套系統，故失事事件是走CFR830.6表格向NTSB提報，至於意外事件的報告，在航空公司分有「強制報告」（Mandatory Reporting Event）掌握較重大的意外事件，這部份通常FAA的POI也會知道；「應可報告事件」(Reportable Event)則鼓勵員工進行提報，根據教官的說法，「強制」與「應可」之間由航空公司政策決定，FAR中並沒有規範。另外還有兩種有免責權的自願報告系統為美國國家航空及太空總署的飛安報告系統（ASRS）及FAA與各航空公司合作的飛安行動伙伴（Aviation Safety Action Partnership, as ASAP）計畫。

4、 國際交流

本次參訓學員中除了來自我國政府的兩員外，其他學員有來自不同國家地區多人，讓我們有了很好的機會進行國際交誼。除了課堂上的吸收和領會之外，藉此出國之便，能夠和世界各地不同單位的航空人員交流，了解不同單位的工作形態及問題，並宣傳我國近年來的努力成果，增進國際間對我國飛安工作的認知及重視，也是重點工作項目。把握本次難得的機會，對幾個參訓單位的飛安業務進行認識如下：

（1） 美國聯合航空公司的「飛安報告處理」部門。美國聯合航空公司無論從員工規模或機隊數量來說均列當前世界前五強，其飛安部門為品保部門下的一支，又因業務性質歸屬將不同的部分設在該公司幾個不同的HUB：航務品保（FOQA）設於芝加哥、飛安報告處理設在丹佛的訓練中心內、簽派安全部門設在丹佛機場、維修安全部門則位於舊金山的修護基地。飛安報告處理部門使用ACCESS軟體對飛行組員的報告進行處理，並沒有像其競爭對手美國航空（AA）使用有連線及電子交換能力的Airsafe作業平台。目前該公司的組員報告系統有兩個主軸：一個是公司內部的「強制報告」處理，其數量每週約數十至百來件，囿於該處理部門只有三個人，後端工作皆委由美國NASA ASRS辦公室進行分析，除該公司前述的小型資料庫外，ASRS辦公室約會將其中的半數左右報告經匿名化處理後納於其資料庫中（即目前在網路上可公開獲得的ASRS DB）。另一個主軸則是配合FAA的政策執行所謂的ASAP自願報告系統，這是一種公司內部的「局長飛安信箱」，其報告者在某種程度上享有來自FAA特許的免責權以鼓勵自動提報，目前系統的接受度約為每星期十來份；除聯航外，美國航空、大陸航空及全美航空等公司均有配合辦理。

在傳統印象裏，聯合航空，特別是該公司的維修部門及工程計畫部門，其觀念與能量總是引領業界風潮，走在時代最前端。但這次與公司基層員工接觸後，言談間認為那些成就都已是過往，如該公司在六、七十年代開發的基礎建設已不敷現今瞬息萬變的市場動態；諸如老舊的APLLO系統在市場佔有率上因競爭不過AA的SABRE系統而慘遭收編。從小處來看，該公司在飛安處理採用小型資料庫加人工作業的方式也不若AA的Airsafe系功能齊全。

（二）加拿大空軍的飛安體系。加拿大空軍本次由派駐在魁北克省一個CF-18飛行大隊的飛安官帶著兩個中隊飛安官參訓。據了解其作為北約盟國的一員，除使用北約的STANAGS系統和其他盟國進行飛安資訊交流外，該國空軍的飛安管理與事件調查方法、管理體制及使用準則均與美國空軍雷同，在事件定義上也是依修護金額訂定飛安事件的等級劃分而不是依照ICAO附約十三的精神。值得一提的該國空軍目前刻正計畫推行目標資源管理（Object Resource Management, as ORM），此點與我方空軍的飛安作為類似。

（三）北歐航空（SAS）公司的地勤安全。作為第一家將飛安管理與品質管理正式結合並獲得歐盟航航空營運許（AOC）可的SAS公司，派出一位有修護背景的地勤經理參訓。SAS的安全工作分為飛行安全、機坪安全、地面安全及作業安全四種，每月召開飛安品質保証委員會，討論有關安全的議題，是全面飛安管理的教科書範本。在該名經理所負責的地面安全方面，他比較在意的是：雖然目前歐洲各國都廣泛將自己所需要的JAR納於該國自己的民航法規中或者在法規中明確規範某些要求必需援引JAR的某部，但JAR目前對DG（危險物品）的規範仍有不足，實務上他們還是引用ICAO的Doc 9284及IATA的DGR手冊為作業準據，特別是IATA的DGR因為內容較能配合實際且經常更新，是危險物品特業處理的重要參考指南。比較弔詭的是IATA的文件並未被賦予任何法律效力。

（四）挪威某直昇機公司的北海操作經驗。鑽油平台的運補是目前直昇機作業的一項重要業務。北海油井的任務在最近的幾次意外事件後，使得挪威運輸部不得不組成一個專案小組來調查此事；該國民航局也對經營北海運補任務的直昇機公司飛安狀況持續關注。本次挪威某家直昇機公司三個機隊的總機師都來參訓可能多少也有點關係。該公司目前操作的有歐洲直昇機公司的SA－332及365兩型和較老舊的美國塞考斯基S－61型。其中332型有幾架是最新的MK2型，裝有HUMS狀態監控系統可執行維修監控，受制於HUMS的設計體制，還作不到FOQA的功能。

（五）波音公司防衛部門的安全觀。在民航界工作接觸到的波音公司多是商用機部門，此次波音公司則是由防衛部門派了一位品保工程師參訓，帶給我們有別於傳統商用飛機的系統安全觀念。在民航業界，特別是民航製造業，品保工作主要以SAE的ARP 4754、4761、及DO－178B三份文件作指導；現行美軍在軍品上仍奉行之經年的MIL－STD 882、178等文件為歸臬，但是來自波音防衛部門的同學則認為這些文件都沒有英國國防部的DEF 0055及0056文件來得實用，可惜是這兩份都屬軍事文件，不容易獲取。軍、民航比較之下，他認為軍方的系統安全度要比民間來得嚴格許多：美國民航界經常因為翻修能量高、工程技術水準強，為了有利成本降低及時效爭取，而有FAA的委任工程代表（DER）駐廠制度，DER可依現實狀況簽核超過修理手冊範圍或手冊未敘明的改裝、修理動作。來自波音的同學便認為這種作法往往只會考慮到事情的「可行性」而很難顧及「安全性」，因為「安全性」必需經過慎密的規劃與由上到下（系統全功能或其他部件失效對線上可換件的影響）、由下到上（線上可換件失效後對系統的影響）雙重思考，有疑點的部份還要再經測試，流程是全面性的，不是看看藍圖或發發工程命令就可以解決（目前我國現行的適航檢查制度採沒有工程考量的DAR制，並不能對修理廠的超階段、超修進行批審，尚無此方面的顧慮）。
5、 結語

（1） 飛安事故調查之精神在發掘真正原因，以作為後續預防工作之參考。在課程中及課後的詢問與討論裏，我們了解了報告的條件和種類、如何進行事件調查及事件分析並撰寫調查報告，但在實務上，除航空公司的飛安人員、本局的航務、適航檢查員可利用上面所介紹的方法執行調查外，尚須與歷年歷次事故資料進行系統化之整理，以分析得出一趨勢，作為鑑往知來之參考。惟有廣度與深度兼備的調查與分析，方為最佳的事故預防策略，也是本組分析科一直努力的方向。
（2） 廿一世紀是知識經濟的時代，組織與經濟型態已從傳統的「規模經濟」、「範籌經濟」走向了「網路經濟」。如何利用網路詳實收集及運用所收集意外事件資料，必須由業者與監理機關密切配合。目前本局推動的飛安管理資訊系統以WEB化的界面和各公司連線，並藉此要求、鼓勵業者利用網路機制作為提報、控管的工具，實為知識經濟的具體表現。業者應摒除懼怕意外事件曝光之心態，樂於提出資料；主管機關在業者提出報告後應積極輔導其事件調查之工作，並完備法令以鼓勵提報，雙方經有良性之互動，則意外事件之收集、整理始可完備。
而未來負責重大意外事件調查之飛安委員會及負責意外事件調查之民航局，均應循事故之肇因，提出改善建議，作為飛安預防重要之一環，以杜絕事故之再發生，使我國成為世界一流之飛航安全區域，一掃過去予人飛安不良之印象。

（3） 本次訓練課程內容規劃完整，由事件之定義解說，到進行調查分析而至提出改善建議均納入在內。惟課程中雖有案例分析之實務演練，也由學員上台說明如何進行調查，提出分析方向導出結果，惜時間有限，未能由教師教導學員撰寫分析報告，形成學員缺乏分析寫作之經驗。故未來國內舉辦「意外事件調查分析」之課程，必須讓學員有撰寫之機會，以加深其對分析之實際作業印象。

有關需提出報告之意外事件項目，經收集詳如附錄（三）。供本局同仁及飛安基金會參考，以加強對應提出意外事件報告之認知。

6、 附錄

（1） 任課教師個人簡歷

（2） 意外事件案例

(July 13,1994 Learjet 35於大西洋城事件

(SAAB340於Baton Rogue （BTR）意外事件

（3） 航空公司「強制報告」意外事件項目

(飛航作業

(客艙安全

（4） 參訓學員名單

附錄（一）任課教師個人簡歷

附錄（二）意外事件案例一 Learjet 35於大西洋城

附錄（二）意外事件案例二 SAAB340於Baton Rogue

附錄（三）航空公司「強制報告項目」（飛航作業）

附錄（三）航空公司「強制報告項目」（客艙安全）

附錄（四）參訓學員名單

7、 圖片集
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圖一、南加州飛安學院的教材室一隅，每位教官有一口箱子安裝教具，

不過倒是很少看到教官們使用
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圖二、教材櫃，飛安學院所有課程的講義在此
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圖三、供直昇機失事調查課程使用的一具中型直昇機槳轂[image: image4.jpg]



圖四、可容納二十人的主教室
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圖五、可容納八至十人的討論室
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圖六、主要上課教具：實物投影機、單槍及錄放影機，

整合在一部推車上有其機動及便利性
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圖七、課後聯誼，作者與北歐航空及大溪地航空人員
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圖八、課後聯誼，飛安會方調查官與波音公司人員
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Michael J. Alvarado, an expert in aviation safety and human factor prevention, is the
vice-president of Geis- Alvarado and Associates, Inc., in Napa, California; a
company which provides training and consulting services in the areas of
management, aviation safety and human factor training.

Mr. Alvarado is also a faculty member at the University of San Francisco in the
College of Professional Studies. There, he evaluates student learning in
management, personnel management and military science.

Prior to this, Alvarado served as deputy aviation officer, Sixth U.S. Army, Presidio
of San Francisco. In this position, he was responsible for coordinating training
support for Army National Guard and U.S. Army Reserve aviation units in the 12
western states. He conducted Aviation Resource Management Surveys to evaluate
unit readiness in the areas of safety, operations, maintenance management, and
standardization and training. He also developed and conducted training programs
in Aircrew Coordination Training as part of a systematic program designed to reduce
*human factor* accident potential within Army aviation.

He earned his B.A. in political science with honors at the University of Puget Sound,
Tacoma, Washington and his M.A. in management and supervision from Central
Michigan University, Mount Pleasant, Michigan.
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BIOGRAPHY

Michael L. Barr is currently the Director of Aviation Safety Programs in
the School of Engineering’s Continuing Education program at the
University of Southern California.

Mr Barr joined the U.S.C. faculty in 1985. He specializes in the
development and management of pro active safety programs. He is
nationally and internationally known for his studies on management
culture. He has taught in Israel, Indonesia, Singapore, Canada, Denmark
and Taiwan. Mr Barr was chosen to give the keynote address to the
Republic of China, Taiwan's National Aviation Safety Conference and
was selected to be a member of the Flight Safety Foundations’ ad hoc
committee for the establishment of standards to be used in aviation
safety audits and evaluations. He is a frequently called upon to discuss
aviation safety matters by the national and international media. Mr Barr
was selected to be one of the primary presenters at the 1998
International Society of Air Safety Investigators annual meeting in
Barcelona Spain. In 1999, he was a primary speaker at the Flight Safety
Foundation’s Corporate Safety seminar

In 1999, he was selected as an Aviation Pathfinder by Maintenance &
Operation Magazine.

He was Director of Safety at various command levels in the Air Force
and personally investigated or served as technical advisor to many
major aircraft accident investigations. Mr Barr was a F-100 combat
fighter pilot and flight safety officer in the Republic of Vietnam.

Michael Barr is a graduate of the United States Naval Academy with a
B.S. in Engineering. He was awarded a M.A. in Human Relations from
Webster College of St. Louis, Missouri. He is graduate of the u.Ss.C.
Flight Safety Officers and Advanced Safety Management courses. He
holds a commercial pilots certificate and is a member of the Inter-
national Society of Air Safety Investigators.
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Biography

Dr. Gary Eiff has been a university educator for the past twenty-one years, instructing in
undergraduate aviation maintenance and aviomics curriculums as well as graduate level courses
in human error and human factors. Dr. Eiff is currently an Associate Professor in the Aviation
Technology Department at Purdue University where he has taught since 1992. Prior to coming
to Purdue, he taught avionics bench-level troubleshooting and repair at Southern Illinois
University, at Carbondale.

Dr. Eiff is co-founder of the Aviation Human Factors Research Team at Purdue which provides
undergraduate and graduate students the opportunity to work on actual industry problems while
pursuing their education. Over the past six years, student reseatch teams mentored by Dr. Eiff
and his co-founder, Professor Denver Lopp, have provided industry partners with pragmatic
solutions to their error management and human factors problems. The team has completed over
30 applied research projects and has accumulated over 12,000 hours of research observation time
in actual aviation work environments. The team currently has 39 students working on 5 projects
spanning several United States locations as well as Hawaii and Hong Kong.

Prior to his teaching career, Dr. Eiff worked as an A&P mechanic, avionics technician, and pilot
in the corporate aviation field. With over 30 years of industry experience, he brings a practical
view to his research and teaching endeavors. During his industry experience he held several
managerial positions including Shop Manager, General Manager, and Chief Executive Officer in
several aviation maintenance organizations. Dr. Eiff holds an A&P license, Radio Class I, 2,
and limited 3, Autopilot, and Limited Instrument Repairman Certificates. He also holds
Commercial and Flight Instructor ratings with privileges for single and multiengine land and
glider aircraft. Dr. Eiff has over 4800 hours of flight experience.
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Chuck Leonard is retired from the National Transportation Safety Board (NTSB), where he was a
Senior Air Safety Investigator. While at the NTSB, Chuck investigated more than 200 aircraft
accidents and numerous incidents, as an Investigator-In-Charge and Group Chairman. Included in
hisinvestigations were numerous large commercial aircraft (747, 727, 737, DC-8), corporate aircraft,
and many general aviation airplanes.

Prior to the NTSB, Chuck was a captain for Eastern Airlines for 23.5 years, until his retirement. He

was also a military pilot, entering the Air Force in 1955. He was on active duty for about eight years-
and in the Air National Guard for more than 12 years, flying mostly fighters, such as the F-86 and the

F-104. He was also a flight examiner/instructor in the Air Force, flying the then new Northrop T-38.

He is rated as an Airline Transport Pilot, with more than 17,000 flight hours.

Chuck has an undergraduate degree from Trinity College in Hartford, Connecticut. He has attended
numerous courses in aircraft accident investigation, as well as training from the NTSB, FAA, and
FBL He is a member of the International Society of Air Safety Investigators (ISASI) and the Society
of Automotive Engineers (SAE - Aerospace Engineering Division).

He is currently a partner in the aviation safety firm of Herlihy & Leonard. In this capacity, Chuck has
traveled extensively, in and out of the United States, investigating aircraft accidents. He is still
actively involved in many accident and safety-related activities around the world.
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1.0 HISTORY OF FLIGHT

On Wednesday, July 13, 1994, at 1505 eastern daylight time, a Gates Learjet 35, N69PS,
operated by Mid-Atlantic Jet Charter, Inc. aborted a takeoff at the Atlantic City
International Airport, Atlantic City, New Jersey and did not stop on the paved runway
surface. The aircraft sustained minor damage to the landing gear assembly and bottom of
the fuselage. There were no injuries to the crew of two or the eight passengers. Visual
meteorological conditions prevailed, and an IFR flight plan was filed. The charter flight
was being conducted under 14 CFR Part 135.

The airplane was destined for Newark, New Jersey. The crew taxied to and was cleared
for takeoff on runway 13, which was 10,000 feet long and 180 feet wide. The captain
stated:

“I don’t recall the airspeed, but it was before V1...the plane
pulled hard to the left and I had a tough time keeping it
straight...I recall seeing material flying past my window. I
called for an abort, power levers to idle, max braking. I
tried applying thrust reverse, but it didn’t work. I asked the
first officer if he had armed the thrust reversers...I looked to
see and they were armed, but they didn’t work. I asked the
first officer to apply emergency brakes and pull the parking
handle...As we went off the end of the runway, I felt the
landing gear impact some concrete pad.”

The first officer stated:

“Prior to V1, the captain called for an abort due to an
abnormal directional control problem. I released the
spoilers, armed the thrust reversers as per procedure. The
captain was using heavy brakes to no avail. I tried the
emergency brakes and we continued past the end of the
runway onto the grass. we rolled over a concrete pad and
we felt a thump. When we stopped, I went to the cabin and
opened the passenger door and all eight passengers and
crew walked out on their own power.”




[image: image15.png]A witness, an airport ground employee, stated:

] saw the aircraft leave the end of runway 13 travelling about 40 knots...the aircraft went
about 200 yards past the end of the runway.”

The weather at the time of the incident was clear skies, temperature 89 F, wind 180
degrees at 12 knots.

1.1 PILOT INFORMATION

The captain held an Airline Transport Certificate, with single and multi-engine land and
instrument ratings. His logbooks reported a total of 5869 flight hours, with 35 hours in
this make and model airplane, of which 7 hours were in the last 30 days.

His most event FAR Part 135 Airman Competency/Proficiency Check was accomplished
on March 17, 1994, in a Learjet 25.

He was issued a First Class Medical Certificate on March 4, 1994, with no limitations or
waivers.

In addition to the Learjet 35, the captain also flew the following airplanes for Mid-Atlantic
Jet Charter: Learjet 25, Hawker Siddeley 125, Beech King Air 200, Piper PA-31-225.

The first officer held an Airline Transport Certificate, with single and multi-engine and
instrument ratings. He reported a total of 3722 flight hours with 50 hours in this make
and model airplane, of which 7 hours were in the last 30 days.

His most recent FAR Part 135 Airman Competency/Proficiency Check was accomplished
on September 8, 1993, in a Learjet 25.

He was issued a Second Class Airman Medical Certificate on September 28, 1993, with
no limitations or waivers.

1.2 AIRCRAFT INFORMATION

N69PS was equipped with a drag chute. It had not been used during the abort. The
flight papers, including the airplane crew checklists, were removed from the airplane.
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The airplane departed the runway paved over-run and impacted a concrete structure,
which had previously supported a runway approach light. This structure was level with
the ground. By the time the airplane impacted this structure, all four tires were blown,
and it was rolling on rims or parts of rims. Ditches were dug by the rims approximately 4
inches deep prior to impacting the structure.

All four main tires were blown during the event. Fragments of these tires were removed

from the runway by airport personnel without documenting the location. These fragments
were taken to the Mid-Atlantic facility.

2.0 NOTIFICATION

The Federal Aviation Administration Flight Standards District Office, in Philadelphia,
Pennsylvania, was notified of the incident by officials of Mid-Atlantic Jet Charter at 1530
EDT. The Principle Maintenance Inspector was advised that the damage to the aircraft
was minor. He gave permission to move the airplane to the Mid-Atlantic maintenance
hanger, and for company personnel to conduct an internal investigation and report to him,
if an unusual issues were revealed.

Incident Case Study
Situation: Assume you work for this operator and are assigned to

investigate the incident. You are physically in the operator’s offices
located at the Atlantic City Airport. The aircraft has not been moved.

Objectives:

¢ Determine the level of initial response - who, what, when

« Determine what data needs to be gathered - tests, interviews

« Analyze this data and develop the root cause (s) of the incident
o Develop corrective actions - safety recommendations

o Do these need to be shared with other operators?

« Prepare a written summary of these activities - to be presented to the
class in an informal report



[image: image17.png]AIRCRAT INCIDENT REPORT

SAAB 340B

OVEREVIEW:

While cruising at flight level (FL) 220 (22,000 feet in visual meteorological conditions
(VMC) at night, the crew was instructed by air traffic control to descend to 11,000 feet in
preparation for an approach to Baton Rogue Airport (BTR), Louisiana (Twenty-two
minutes after the incident, weather was reported as visibility 10 miles, measured ceiling
12,000 feet, ceiling 7,500 feet and winds 220 degrees at four knots.) The captain (the
pilot flying) moved the power levers to flight idle for descent. As the airplane descended,
the airspeed overspeed warning sounded for about 13 seconds. The power levers had
moved over the flight idle gates, into the beta range. An extreme overspeed of both
engines and propellers occurred, substantially damaging both engines and resulting in
dual engine flameout The flight was over an airport when the engine failure occurred.
The crew then declared an emergency and made a power-off emergency landing at that
airport. During the landing, the airplane ran off the runway end and to a stop in a field.

NARRATIVE:

The Saab 340 B was a scheduled passenger flight from Dallas/Fort Worth International
Airport (DFW), Texas to BTR. While enroute at FL 220the flight was cleared by
Houston FAA air route traffic control center (ATRCC) to descend at the pilots discretion
to maintain 11,000 feet, in preparation for an approach to BTR. The captain was the pilot
flying. At 2120:09, the airspeed overspeed warning sounded for about 13 seconds. The
cockpit voice recorder (CVR) transeript indicated that neither the pilot commented on the

overspeed warning.

The first officer then briefed the captain on the most recent automated terminal
information service (ATIS) for BTR, and indicated that visual approaches were being
conducted to Runways 31 and 22R. "When told by the first officer that the wind speed
was 'light and variable,' the captain said 'well what the heck's wrong with the instrument
landing system (ILS) to runway 137' The first officer responded '...nothing, they'll
probably give it to us." A landing on Runway 13 would have resulted in a straight-in

approach from their position.

At 2122:10, the captain stated, 'Man, we're almost the speed of heat...two sixty four ... or
two-sixty two... three sixty-two." At 2124:32, he said, 'gosh, we gotta come down." The
flight crew was then told by Houston ARTCC to contact BTR approach control. When
ihe first officer called BTR approach, he reported descending trough 15,500 feet to
11,000 feet. The controller asked the crew what approach they wanted; to which the first
officer responded that they wanted a straight in approach to runway 13. The controller



[image: image18.png]then gave the crew a vector to the localizer and told them to expect a visual approach, and
to descend to 2000 feet.

At 2127:19, the captain said, 'A little bouncy bouncy here. I wonder what's causing that?'
The first officer replied, T don't know... with calm winds down there you got something
in this cloud layer or something.' The captain replied, 'yeah.! The captain then said...
‘yeah, we'll just...kinda slow this baby up a little bit." About five seconds later, the
autopilot disconnect chime sounded. About six seconds later, the sound of an increase in
propeller/engine revolutions per minute (rpm) frequency and amplitude could be heard on
the CVR.

" TFour seconds after the onset of the sound of an increase in propeiler/engine rpm
frequency and amplitude, and after the sound of the master caution chime, the first officer
said, 'What happened?' The captain replied, "'What the #*~#' The first officer stated that,
"Your both engines flamed out, 'and 'Both engines flamed out... you've got an airport

underneath you:"

At 2128:43, the first officer broadcast a "MAYDAY, 'to BTR, stating that they had lost
both engines and asking '...is there an airport underneath us? The BTR controller
replied, '...yes sir, the false river airport and it should be lit, and believe five thousand
feet runway length, stand by." The captain flew a circling , power-out descent to a
landing to the south, on the 5000-foot by 75-foot runway (18/36) at False River Airpark.
The first officer lowered the landing gear, using the hydraulic pump override, shortly
before touchdown. Following initial touchdown, the airplane became airborne again, with
about 1600 feet of runway remaining, then touched back down on the runway about 6006
feet from the departure end, leaving intermittent tire braking or skid marks until the
airplane departed the end of the runway.

After departing the end of the runway, the airplane traversed soft, grass-covered soil, and
a 25 foot wide by 6 foot ditch, then went through a combination steel post, chain link and
barbed wire fence. It came to a rest,

upright, in a sugarcane field, approximately on runway heading, about 1,425 feet from
the departure end of the runway. After the airplane came to a stop, the first officer exited
the cockpit. After he observed fencing materials wrapped around the landing gear, he
jowered the airstair door to assist passengers exiting the cabin s that they would not jump
into the fencing. Simultaneously, the flight attendant using her flashlight, attempted to
direct passengers out the forward right emergency exit. Seeing the fencing material under
the right front door, she directed the passengers toward the left door, which the first
officer opened. None of the passengers were injured during the impact or evacuation.
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Investigators reviewed the maintenance records of the incident airplane. There were no
minimum equipment list (MEL) discrepancies or other discrepancies with the airplane the
day of the incident flight. Following an examination at the incident scene site, the
airplane's engines and propellers were shipped to their respective manufacturers for
further examination. The examination revealed no preexisting faults that would have
precipitated the in-flight engine/propeller overspeed and subsequent loss of power.

Investigators reviewed the flight data recorder (FDR) readouts to determine the position
of the power levers during the descent. The FDR onboard the incident aircraft was a
Fairchild model F800 that recorded 128 data parameters. In the descent, the FDR showed
that the engine parameters remained steady for about one minute prior to the first
indication of the movement of the power levers (at 2127:43) associated with an
overspeed event. The power levers remained near the fight idle stops after 2126:39. The
captain stated that at the time the engine roar and overspeed incident began, he had the
power levers at the flight idle stops where he had set them after the airplane had passed

through about 12,000 feet. :

At 2127:43, the data showed the power levers beginning to move aft of the flight idle
stop position. The airspeed was recorded as 226 knots indicated airspeed (KIAS), and the
airplane was descending through about 9,232 feet. About 9 seconds later, ... as the
airplane was descending through 9,040 217 knots, the FDR showed a rapid rise of both
propeller rpms from the steady reading of about 1,225 rpm to an rpm value at or above
the maximum recordable FDR reading of 1,500. At this time, the engine power levers had
moved about 4 inches aft of the flight idle gate to positions aft of the ground idle detents.

There were two interruptions of the FDR data during the descent and landing because of
the loss of electrical power. The first power loss was for 40 seconds... during the time the
engines were shut down. The recording then resumed and the FDR operated for another 2
minutes and 51 seconds.... Because of the second power interruption to the recorder, the
airplanes touchdown on the runway and subsequent events in the incident sequence were

not recorded on the FDR.

A sound spectrum analysis of the CVR engine/propeller frequencies was conducted. The
analysis showed that both propellers had been operating steadily at about 1200 rpm for
several seconds before the overspeed event. After the power levers were moved into the
beta range, the spectrum showed that one propeller reached about 1,965 rpm and the
other propeller reached about 2,190 rpm, or about 142 percent and 158 percent of red line

rpm, respectively.

The Saab 340B flight manual (AFM) prohibits movement of the power levers aft of the
flight idle stop while in flight.

Investigators reviewed the power-design on the Saab340B for the possibility of
inadvertent movement into the beta range. They found that the design met the regulatory



[image: image20.png]provisions by the incorporation of spring-loaded latches to prevent inadvertent movement
of the power levers aft of the flight idle stops and into the beta range. To move the power
levers aft of the flight idle stops and get into the beta range, the latches on the power
levers must be lifted about 1/2 inch using two fingers in order to overcome the combined
spring force of 12 pounds. In the beta range, a tactile detent is provided to distinguish the
threshold between ground idle and propeller reverse pitch.

When they were interviewed following the incident, both the captain and first officer
stated that they did not intentionally move the power levers below the flight idle stop into
the beta range. Further, neither indicated that they were aware of unintentional raising the
triggers on the levers to permit movement into the beta range. The first officer was
performing the non-flying duties, and the investigator believes it unlikely that he touched
the power levers. The captain recalled moving the power levers to flight idle a few
minutes before the engine overspeed occurred.

When the overspeed occurred the airplane was in a high-speed descent and was
encountering turbulence. Because the power levers were already at flight idle, to slow the
airplane to make the ride more conformable for the passengers, the captain would have to
reduce the descent rate and slow the airspeed using airplane pitch. The only other option
was to increase propeller drag by using beta range. The disengagement of the autopilot a
few seconds after he made the comment about slowing the airplane suggests he intended
to fly the airplane manually and decrease the airspeed.

The FDR confirmed the captain's awareness that both power levers were at the flight idle
gate for about one minute before they were moved past the gate. The rate of movement of
the levers in the beta range averaged 3: degrees per second; this is consistent with a
deliberate action, rather than an inadvertent or sudden action. ‘To prevent inadvertent
movement of the power levers below the flight idle position, the lever mechanism is
designed so that a distinct movement of the hand .and finger is required to raise the
triggers and release the flight idle stop. The mechanism functioned normally during post
accident tests. The investigator concludes that that the captain manipulated the triggers
and moved the power levers into the beta range.

The background and qualifications of the flight crew were reviewed. The captain had
been employed for 9 years. He had more than 20,000 hours total time, and about 300
hours in the Saab 340B (almost all captain). The first officer had been employed with the
company for 7 years and had 6,500 hours, with about 1,700 hours in the Saab340B. All
physicals and certifications were current.

The flight attendant had completed flight attendant training 8 months before the accident.
Before entering flight attendant training, she had been employed in a non-flying position.

The investigation reviewed the actions of the flight crew and attendant regarding
passenger safety during the emergency landing. About ten minutes prior to the intended
arrival at BTR and prior to the in flight emergency, the flight attendant had instructed
passengers to buckle their seatbelts and stow their tray tables.
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instructed the flight attendant to the cabin for an emergency landing. However, the
instruction was broadcast to BTR on the air traffic control frequency instead of the public
address system. Although the flight attendant entered the cockpit, she did not obtain
instructions from the pilot. Nevertheless she certainly should have had enough cues to
determine that an emergency was in progress.

Passengers stated that there were no announcements from the cockpit about the
emergency. Some passengers stated that after the flight attendant returned from the
cockpit, she did not instruct the passengers to fasten their seatbelts she neither warned
them of an emergency landing nor told them to assume the brace position. Some
passengers noted that an emergency landing or crash was apparent after the roar, and that
vibrations and flames at the rear of the engines had stopped. The flight attendant should
have instructed the passengers to prepare for an emergency landing. The lack of
coordination left the passengers ill prepared for the potential crash landing. However, the
performance of the flight crew and flight attendant was excellent after the airplane came
to a stop. Under other circumstances, the lack of proper preparations for the emergency
landing could have led to serious injuries or death.
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The flight crew and flight attendant were properly trained and qualified to
conduct the flight;

Weather and air traffic control handling were not factors in the accident;

The airplane had been maintained in accordance with its approved
maintenance program, and there were no preexisting defects that contributed
to the accident;

The captain actively moved the power levers from the flight idle gate into
the beta range for undetermined reasons. Operation of the propellers in the
beta range while in flight is prohibited by the airplane flight manual.

There were no mechanical failures of the power lever systems that could
have permitted the movement of the power levers into the beta range without
positive action by the pilot.

The propellers and engines experienced extreme overspeed when engine and
propeller governing was lost while operating in the beta range. The engines
were substantially damaged during the overspeed and necessitated a power-
off emergency landing.

Although the design and certification of the power levers met existing
requirements, thé requirements were inadequate because they permitted a
design that did not prevent movement into the beta range in flight.

The airframe and engine manufacturing industry, the FAA, and other
certification authorities from other countries were slow in reacting to several
recent in flight beta occurrences that led to serious incidents.

The flightcrew and flight attendant failed to prepare the passengers for the
emergency landing, although they performed a timely and -effective
evacuation once the airplane came to a stop.



[image: image23.png]RECOMMENDATION:

Issue an airworthiness directive applicable to Saab 340 airplanes that would
require installation of a system that prevents the power levers from moving
aft of the flight idle stops into the beta range in flight regardless of pilot
action. Until the system is installed, cockpit placards should be installed in
Saab 340 airplanes to warn pilots not to move the power levers into the beta
range while in flight.

Revise Title 14 Code of Federal Regulations (CFRs) parts 25.1155 to require
a positive means to prevent operation of the propeller in the beta mode while
in flight, unless the airplane is certificated for such use.

Review all other turbopropeller designs to determine whether in-flight
engine operation in the beta range should be prohibited. Issue appropriate
airworthiness directives applicable to those airplanes to install a system to
prevent movement of the power levers into the beta range, and require
appropriate warnings in airline operating manuals and on cockpit placards
to warn pilots not to move the power levers into the beta range in flight,
unless the airplane is certificated for such use.
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All Crews Must File a Safety

Mandatory Reporting Events

File The Necessary Re

Air Safety Reporting

When a system DEFECT occurs, which adversely affects the handling
characteristics of the aircrait or renders it unfit to fly.

When an inflight ENGINE SHUTDOWN occurs.

When there is a warning of FIRE or SMOKE.

When an EMERGENCY is declared.

When SAFETY EQUIPMENT or PROCEDURES are defective or inadequate.
When deficiencies occur in OPERATING PROCEDURES or MANUALS.
When there is incorrect LOADING of FUEL, CARGO, or DANGEROUS
GOODS, or when there is a significant error in the WEIGHT & BALANCE.
When operating standards are degraded due to deficient GROUND
SUPPORT or ground facilities.

When an incident occurs resulting in GROUND, AIRCRAFT, or PROPERTY
DAMAGE.

When a REJECTED TAKEOFF is executed after 60 kts.

When an EXCURSION occurs; if any part of the aircraft leaves the paved
surface during taxi, takeoff, or landing.

Whenever significant aircraft HANDLING difficulties are experienced.
When a NAVIGATION ERROR occurs, involving a significant deviation
from the intended track.

When an ALTITUDE error of more than 300 ft. occurs.

When there is an EXCEEDENCE of the limiting parameters for the aircraft
CONFIGURATION.

When COMMUNICATIONS fail or are impaired.

Whenever a GO-AROUND (below 1,000 ft), or a2 WINDSHEAR GO-
AROUND from any altitude is flown.

Whenever a STALL WARNING occurs.

When flight DIVERSION or RETURN TO FIELD occurs, or when landing
on WRONG RUNWAY.

When a HARD or OVERWEIGHT LANDING is made.

When a serious loss of BRAKING occurs.

When the aircraft is EVACUATED.

When the aircraft lands with reserve FUEL or less remaining.

When a NEARMISS, ATC INCIDENT or WAKE TURBULENCE event
oceurs.

When a TCAS RA or GPWS warning occurs (or a TA in RVSM airspace).
When significant TURBULENCE, WINDSHEAR or other severe WEATHER
is encountered {including LIGHTNING strikes).

When serious ILLNESS, INCAPACITATION, INJURY, or DEATH occurs
1o crew or passengers, if the EMERGENCY MEDICAL KIT (EMK) or
AUTOMATIC EXTERNAL DEFIBRILLATOR (AED) is used, or if
contact is made with INFECTIOUS DISEASES.

< VIOLENT, ARMED, or INTOXICATED passengers

<

When the use of DRUGS or ALCOHOL by on duty crewmembers has
been detected.

..oy CEDETECTORS are activated or vandalized.
When an act of aggression (e.g. BOMB THREAT or HIJACKING) occurs,
or when SECURITY procedures are breached.
When a BIRD STRIKE or FOREIGN OBJECT DAMAGE occurs.
ANY EVENT WHERE SAFETY STANDARDS MAY HAVE BEEN
COMPROMISED.
ANY EVENT WHICH MAY PROVIDE USEFUL INFORMATION FOR THE
ENHANCEMENT OF FLIGHT SAFETY.

Air Safety Report Cabin Safety Report

ort Accordin
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19)
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23)

24)

to the Color

Cabin Safety Reporting

When an act of aggression .e¢.u. BOMB
THREAT or HIJACKING) occurs.

When SECURITY procedures are breached.
When the cabin is PREPARED for an
EMERGENCY LANDING.

When a COMMUNICATION SYSTEM f(e.g.
PA, Video Equipment, or Call Bells) fails or
becomes impaired.

When there is a DECOMPRESSION of the
aircrait.

When a DISRUPTIVE PASSENGER <
confronted.

When DEATH occurs to crew or passengers.
When EMERGENCY EQUIPMENT is NON
OPERATIONAL or NOT PRESENT, {also
notify Captain).

when an EMERGENCY LANDING is
performed.

When the aircraft is EVACUATED.

When FIRE/SMOKE/FUMES are present in the
passenger compartment.

When a HAZARDOUS MATERIAL is present
in the passenger compartment.

When an INTOXICATED PASSENGER
confronted.

When the jumpseat is BROKEN or
INOPERABLE.

When an OVERFLOW of the LAVATORY
WATER occurs.

When there is a POTENTIAL HAZARD which
may cause injury to a customer of Flight
Attendant. For example: torn carpet or broken
cart.

When there is @ PROBLEM ENFORCING

FARs.

When there is a SAFETY RELATED
INTERRUPTION DURING STERILE
COCKPIT.

When significant TURBULENCE s
encountered.

When a SLIDE is inadvertently DEPLOYED.
When a LAVATORY SMOKE DETECTOR s
activated or vandalized.

\When there is a passenger SMOKING
incident.

ANY EVENT WHERE SAFETY STANDARDS
MAY HAVE BEEN COMPROMISED.

ANY EVENT WHICH MAY PROVIDE
USEFUL INFORMATION FOR THE
ENHANCEMENT OF CABIN SAFETY.

Report Within 24 Hours

Disruptive Passenger Incident Report
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AmErica WEST AiRLINES
Flight Operations Manual

Reportable Events

1 Any event which may provide useful information for the
enhancement of flight safety.

2 Any event where safety standards are significantly reduced.
3 When an emergency is declared.
4 When there is a warning of fire or smoke.

5 When safety equipment or procedures are defective or
inadequate.

6 When deficiencies occur in operating procedures.

7 When operating standards are degraded due to deficient ground
support or ground facilities.

8 When an incident occurs resulting in ground, aircraft,
or property damage.

9 When an internal or external communications system fails or is
impaired.

1 O When the aircraft is evacuated.

1 1 When significant turbulence, windshear or other weather is
encouqtered (including lightning strikes).

1 2 When serious illness, incapacitation, injury, or death occurs to
crew or passengers, if the emergency medical kit is used, or if
contact is made with infectious diseases.

1 3 When the removal of violent, armed or intoxicated passengers
is required.

1 4 When the use of drugs or alcohal by on duty crewmembers has
been detected or suspected.

1 5 When lavatory smoke detectors are activated or vandalized.

-
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AMERICA WEST AIRLINES
Flight Operations Manual

Reportable Events

1 6 When an act of aggression (i.e.: bomb threat or hijack) occurs,
or when security procedures are breached.

1 7 Emergency equipment is absent or non-operational.

1 9 When the cabin passenger oxygen masks depioy due to
loss of pressurization.

20 When a passenger refuses to comply with the no smoking
regulations.

21 When a system defect occurs which adversely affects the
handfing characteristics of the aircraft or renders it unfit to fty.

22 When an inflight engine shutdown occurs.

23 When there is incorrect loading of fuel, cargo or dangerous
goods, or whén there is a significant error in the weight and
balance.

24 When a rejected takeoff is executed after applying takeoff thrust.

25 When an excursion occurs; if any part of the aircraft leaves the
paved surface during taxi, takeoff or landing.

26 When operating standards are degraded due to poor or confusing
airport signage, taxiway markings, ramp “J” lines, lighting, etc.

27 When an inaccuracy is discovered in any navigation chart, flight
release, NOTAM, or operations manual that adversely affects

safety of flight.

28 When a navigation error occurs, involving a significant deviation
from the intended track.

29 When an altitude error of more than 300 feet occurs.
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30 When there is an exceedence of the limiting parameters for the
aircraft configuration, or when a significant speed change
oceurs.

31 When a flight diversion (for any reason other than destination
below minimums) or return to field occurs, or when
tanding on the wrong runway.

32 Whenever a stall warning occurs.

33 When a hard landing requiring inspection, or overweight landing
is made.

34 When a serious loss of braking occurs.
35 When the aircraft lands with reserve fuel or less remaining.

36 When a near-miss, ATC incident, or significant wake turbulence
event occurs.

37 When a TCAS RA or GPWS warning requiring evasive action
oceurs.

38 When a bird strike or foreign object damage occurs.

39 When an electronic device interferes with cockpit instrumentation
of navigation.
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1. Notify the Company. 1. Contact the Dispatcher listed on your Flight Release. If unable, in an
Collect calls emergency contact Operations Control Center - (412) 747-5898/5899.

are accepted 2. Contact Flight Safety - i412) 747-5980 or (800) 299-3550

2. Notify ALPA. Capt John Cox - Central Air Safety - (813) 867-2299 or (800) 759-8888 pin# 2220377
Collectcalls Capt Dan Sicchio - Accident Invest - (315) 676-7964 or (800} 759-8888 pin# 957127
are accepted Capt Matt Merillat - Violations - (703) 281-9546 or (800) 759-8888 pin# 3024355

ALPA Worldwide Hotline - (202) 797-4180

3. Understand that all records and any other items of evidence relevant to the incident/accident must be preserved.
Ensure someone is preserving evidence and recording the names, addresses, and telephone numbers of al! available
witnesses.

4. In case of a serious incident or accident keep your crew together. Obtain rest facilities away from the scene, it
possible. Let the Company and your ALPA representative know your location at all times.

5. If any crew member requires hospitalization, be alert to the fact that s/he might be in shock and not know it.
Semeone other than you should determine that you are physically and mentally competent to answer questions and
make accurate statements.

6. Recognize that your responsibility is to cooperate with any safety.or legal investigation. The Company and ALPA
employ experts to compile complete and accurate statements. Do not make any statements except as part of that

process. -

7. Prepare all written statements with the assistance of a Company attorney and, if you desire, an ALPA attorney.
Your statements can affect, not only yourself, but the Company as well. Fill out an ASR within 24 hours, and
consider filing a NASA report within 10 days. Make copies for yourself.

8. You must show the FAA your certificate if asked, but do not relinquish your certificate to any investigator.

9. If you are confronted by the local law enforcement agencies be aware that you have the same rights as any
citizen. Provide general information, such as name and address, but if any additional interrogation is attempted,
politely explain you wish to exercise your right to be represented by an attorney before answering.

10. Drug and alcohol testing is required to be done by the Company (not the NTSB), pursuant to FAA policy, if
either pilot contributed to the incident/accident, or cannot be completely discounted as a contributing factor.
Failure to keep the Company advised of your whereabouts may be deemed as a refusal to submit to testing. Ensure
vou receive your copy of the appropriate testing paperwork.

Alcohol testing, if required, must be administered within eight hours. Some state laws authorize
crew members to be alcohol tested by focal law enforcement. Clearly identify under whose author-
ity the request is being made. Refusal to submit to a test which indicates the weight of alcohol in the
breath is in violation of FARs.

Drug testing, if required, must be done as soon as possible, but not later than 32 hours after the accident.

_11. Consider contacting a Critical Incident Response Program (CIRP) Representative.
F:O Conny Kleissas - (800) 759-8255 pin# 2139624
Capt Randy Hass - (412) 561-0272 or (888) 308-1008
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Air Safety Report (ASR)

(Oue Reporting Form per Flightcrew, if details are agreed apon)

U S S
Ref#/YY/ Fleet
(For internal Use Only)

This Form MUST Be Submitted To the Corporate Safety Department Within 24 Hours of the Event, Ahways Submit the Original

Phone: Fax: Company Mail: U.S. Mail:
Toll-free  (800) 299-3550 Dialnet  747-1056 PIT/ H-465 US Airways Corporate Safety
Dialnet  747-0134 Outside (412) 747-1056 PO Box 12346 - PIT/ H-465
Outside  (412) 747-0134 Pittsburgh, PA 15231
(1) CAPT /FO/FA / OTHER BASE EMPLOYEE # (2) OTHER PERSONNEL BASE EMPLOYEE#
(3) Date of Event (MM/DD/YY) (4) Approximate Local Time of Event (5) Fight Nanber

DAWN /DAY / DUSK / NIGHT / TIME
(6) Flight Segment (7) Location of Eveat (if applicable) (8 Gate # (if applicable)
FROM: TO:

(9) Aircraft Type (10) Atrcraft Registration Number

DIVERT CITY (if applicable):

(T1) Fiight Phase (Circie one or all that apply)

S

Parked - Push-Back - Taxi-omt - Takeoff -, Initial Climb -  Climb
Cruise - Holding - Descent - Approach - Landmg -  Taxi-in - Towing
(12) Rumway # (if applicable) {13) Runway Condition (If applicable) (14) Inftight / Alrfleld Weather
DRY / WET/ICE/SNOW / OTHER IMC/ VMC/OTHER
(15) RTO Speed (16) Alrcraft Altitude (spectfy AGL/MSL) (17) ETOPS (18) RVSM
© | YEs/NO i YES/NO
(09) Event Title (check If apphicable) O  Excecdance T Near-maiss/ ATC Incident @ TCAS RA/RVSM/ GPWS
Q  Aircraft Damage O  Rwy/ Twy Excursion Q  Operating Procedures Q  Use of Reserve Fuel
Q  Aftitude Deviation QO Firc or Smoke Waming Q  Overweight Landing Q  Wake Turbulence
QO  Bird Suike Q FoOD Q  Passenger llness / EMK Q  Weight and Balance
Q Communication Failure 0O  Go-Around *  Passenger Smoking Q  Other Safety Concern(s)
Q  Dangerous Goods Q  Ground Support Q  Rejected Take-off (RTO)
Q  Diversion Q  Handling Difficulties Q  Renwn To Field RTF)
Q  Emergency A4 Intoxicated Passenger 0  Safety Equipment FILE DISRUPTIVE
Q  Engine Shutdown Q  Loss of Braking 0 Security Breach PASSENGER INCIDENT
O  Evacuation Q  Navigation Error Q  Stall Wamning REPORT

__

(20) Factual description of event with any relative factors (westher, ATC, airfleld facilities, etc.) (Additional space provided on reverse side)

{SEE ADDITIONAL INSTRUCTIONS ON BACK)

Form: ASR-3A 3/99
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Cabin Safety Report (CSR) "

Ref #1YY/ Fleet
U-S AIRWAYS (For Internal Use Only)

, This Form MUST Be Submitted To the Corporate Safety Departinemt Within 24 Hours of the Event. Always Sabmit the Origimai .

Phone: Fax: Company Mail: U.S. Mail:
Toll-free  (800) 299-3550 Dialnet  747-1056 PIT/ H-465 US Airways Corporate Safety
Dialnet ~ 747-5739 Outside (412) 747-1056 PO Box 12346 - PIT/ H-465
Outside  (412) 747-5739 Pittsburgh, PA 15231
(1) FA/OTHER (2) EMPLOYEE# | (3) BASE (4) SUPERVISOR
(5) Date of Eveat MM/DD/YY) (6) Approximate Local Time of Event (7) Flight Number
DAWN /DAY / DUSK / NIGHT / TIME

(8) Flight Segment &) Location of Event (If applicabic) (10) Gate # (if applicable)
FROM: TO:

(1) Alrcraft Type (12) Alrcraft Registration Namber
DIVERT CITY (if applicable):
(13) Flight Phase (Clrcle one or all that appty) —

Parked - Push-Back -  Taxi-out - Takeoff -  loitial Climb .  Climb
Cruise - Hoiding - Descent - Approsch - Landing - Taxi-in - Parked
(14) Weather Conditions (15) Cabin Lighting 1
(16) Event Title (Check All That Apply) Q  Evacuation (All F/As file please) Q  Safety Standards Reduced
*  Bomb Threat/ Hijacking Q  Fire/Smoke / Fumes Q  Significamt Turbulence
Q  Breach in Security Procedures Q  Hazardous Material Exposure Q  Slide Deployment
Q  Cabin Prep (All F/As file please) *  Intoxicated Passenger *  Smoke Detectors Activated or Vandalized
Q Communjcation System Failure Q  Jumpseat Broken * Smoking [ncident (All involved F/As file
Q  Death Onboard Q  Lavatory Water Overflow please)
Q  Decompression 3 Potential Hazard which may cause O Useful Information for the Enhancement of
. Disruptive Passenger (All F/As file please) Injury to Customer or F/A Safety
O Emergency Equipment not Present or *  Problem Enforcing FARs
Operational O Safety Related Interruption during . FILE DISRUPTIVE PASSENGER

Q  Emergency Landing Sterile Cockpit INCIDENT REPORT
{17) Passenger(s) Iavolved O Y O N (18) Witness(es) 0 Y O N
Name OMOF | Name OMOF
Address Address
City / State { Zip City / State / Zip
Phone ( ) _ OHOW | Phone( ) oHAW

(19) Factual description of event with any relative factors (weather, airfield faclities, cabin equipment, etc.) (Additional space provided on
reverse side)

Form: FAS-507 3/99



[image: image31.png]Disruptive Passenger Incident Report .

. FILE THIS REPORT FOR ALL CATEGORY II OR Il INCIDENTS Ref #/ YY1 Floet
U'S AIRWAYS w (For lateraal Use Only)

Ul

Each Crewmember Must Submit a Completed Incident Report Within 24 Hour of the Event to the Corporate Safety Department

Phone; Fax: Company Mail: U.S. Mail:

Toll-free (300) 299-3550 Dialnet 747-1056 PIT/ H-465 US Airways Corporate Safety
Dialnet  747-0134 Outside (412) 747-1056 PO Box 12346 - PIT / H-465
Outside  (412) 747-0134 Pittsburgh, PA 15231

(1) CAPT/FO/FA/CUSTOMER SERVICE " (2) EMPLOYEE# | (3) BASE (4) SUPERVISOR / CHIEF PILOT

(5) Dute of Event (MM/DD/YY) 6) Approximate Local Time of Event (7) Flight Namber

(8) Flght Segment (9) Location of Event (if appticable) (10) Gate # (if applicable)

FROM: TO:

(11) Alreraft Type (12) Alrcraft Registration Number

DIVERT CITY (if applicable):

(13) Flight Phase (Clrcle one or all that apply)
Parked - Push-Back - Taxi-out - Takeoff - Initial Climb — Climb - Cruise - Holding - Descent - Approach ~ Landing - Taxi-in - Parked

(14) Event Title (Check AD That Apply) Q  Disruptive Passenger - Q. Smoking Incident (Compiete Section 18 )
Q  [ntoxicated Passenger QO Other FAR Non-Compliance
Q  Terroristic Remarks
(15) Disraptive Passenger(s) (16) Witness(es)
Name OMOF | Name aMar
Address Address
City / State / Zip City / State / Zip
Phone ( D OHOW | Phone( ) OHOW

(17) Factual Description of Event (Additional Space Provided on Reverse Side)

(1%) Smoling Event -A—uumhgpm—mm-—mm

Yes No NA

Was the "no smoking” briefing given prior to departure?
Was the passenger smoking in his/her soat?

Was the passenger smoking m the lavatory? Il

Did the passenger refuse to comply with an initial request to stop smoking? 1 M
[F YES to #3, did the lavatory smoke detector alarm sound?

Did the passcuger disable or atlempt to disable the smoke detector?

[TNO to #9, did a crewmember check to make sure the smoke detector wes operational and if it
was not, report to maintenance?

3. Was the Captain advised?

Pl il el ol Bl o ol

THIS REPORTING FORM MAY BE SUBMITTED
TO THE FAA OR OTHER AUTHORITY
A SIGNATURE 1S REQUIRED

SIGNATURE
Form: HDP-2 3/99
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Location:  Skyview Center 1

Ms. Diana P. Buchhoiz
Database Coordinator

United Airlines

UAL Trng. Cntr.

7401 E. Martin Luther King Blv
Denver, CO 80207

(303) 780-3973

Fax (303) 780-5609
diana.buchholz@ual.com

Mr. Yueh-Chiang Fang
Investigator

Aviation Safety Council - Taiwan
16th F1. No. 99 FU-HSING N. RD
Taipei 105,

TAIWAN R.O.C.
+886225475200

Fax +886225474975
jfang@asc.gov.tw

Mr. Ole Hagen

Norsk Helikopter AS

P.O. Box 63

N-5868 Bergen Lufthavn
NORWAY

+4755982370

Fax +4755982369

oha@norheli.no

Mr. David A. Isaacson
United Technologies, Inc.
UTFlight

200 Signature Way

East Granby, CT 06026
(860) 292-3238

Fax (860) 292-3259 .
Isaacsda@corphq.utc.com”

r. William Naser
Aventis Pharmaceuticals
3405 Airport Rd.
Allentown, PA 18109
(610) 264-5987

Fax (610) 264-7583
bill.naser@aventis.com

Capt. William Pickering
Air Pacific Limited =~
Flight Operations Department
Nadi Airport .
Fidl
679737506
Fax 679720705
bpickering@airpacific.com.ij

Class Roster

November 26-30, 2001
8:30 A.M. to 4:30 P.M.

Mr. Robert L. Conrado
Aviation Safety Officer

02AIlA1 Incident Investigation & Analysis

Mr. Wagner F. Da Rocha
Services Difficuities CTA

California Dept. of Forestry and Fire Protection Sao Jose dos Campos

3841 Baziey Way
Mather, CA 95655

(916) 231-1141

Fax (916) 255-4154
bob_conrado@fire.ca.gov

Mr. Arne M. Gilberg

Norsk Helikopter AS

P.O. Box 63

N-5869 Bergen Lufthavn
NORWAY

+4755982370

Fax +4755982379

ArneMartin.Gilberg@norheli.no

Mr. Philippe Heytens
Kapt VL

SFSO

Vliegbasis

Kt -Brogel 3990,
BELGIUM
+3211512544

Fax +3211512640
heytensp@baf.mil.be

Mr. Joseph M. Krezelak

Boeing

Space & Communications Group
P.O. Box 3999, MS 8K-63
Seattle, WA 98124-2499

(253) 657-5260

" Fax (253) 657-2585

Joseph.m.Krezelak@bgoeing.com ’

Mr. Mark” Nelson

Aventis Pharmaceuticals
3408 Airport Rd.
Allentown, PA 13109
(610) 264-5087

Fax (610) 264-7583

mark nelson@aventis.com

Dag Reiersen
Norsk Helikopter AS
P.O. Box 171
N-4097 Sola,-
NORWAY
+475164660C

Fax #4751646892
dre@norheli.na

BRAZIL
+561239475166
Fax +551239414100
wagnerfr@uol.com.br

Mr. Karsten C. Green
Cimber Air
Sonderborg Lufthavn
6400 Sonderberg,
DENMARK
+4574420865

Fax +4574436694
kar@city.dk

Keng Hwa

Researcher

Civil Aeronautic Administration
No. 340 Tung Hwa

N. Rd.,

Taipei 105,

TAIWAN R.O.C.
+886223496084

Fax +886223496071

Mr. Roy Ove Ludvigsen
Norsk Helikopter AS
P.O. Box 171

N-409 Sola,

NORWAY
+4751646600

Fax +4751646609
rlu@siorheli.no

Mi. Peter Qrre
Auditor
Scandinavian Aitlines System, SAS
Quality Assurance, STOEQ
SE-195 87 Stockhoim

SWEDEN
+4687973789
Fax +4687874370
peter.crre@sas.ce

Mr. Gregory T. Stallwood
Progress Energy

"F.O. Bax 1851 RDU

Raleigh, NC 27602

(919) 840-7347

Fax (519} 840-7345
gregory.smallwood@gpgnmail.com
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Location:

Mr. Luc Terium

CDT VL.

WFSO

Viiegbasis 10 WTAC
KL-Brogel 3990,
BELGIUM
+3211512222

Fax +3211512602
teriumi@attglobal.net

Mr. George R. Wassmuth
K-MAX IL.S Program Manager
Kaman Aerospace

Old Windsor Road
Bloomfield, CT 06002

(860) 243-7006

Fax (860) 243-7047
wassmuthr-kac@kaman.com

Total Enrolled: 23

Class Roster

November 26-30, 2001
8:30 A.M. to 4:30 P.M.

Mr. Alessandro Testi

ANPAC ltalian Commercial P/A
Via Luigi Armaroli #3
Bentivoglio

Bologna, 40010,

ITALY

+393483423228

Fax testial@libero.it

Mr. Jeffrey Wearn

Civit Av.System Safety Officer
Transport Canada

4900 Yonge St., Suite 400
Toronto, Ontario, M2N 6AS
CANADA

(418) 8952-0674

Fax (416) 952-0179
wearnj@tc.gc.ca

02AlA1 Incident Investigation & Analysis

Mr. John Vandebosch
Belgian Air Force

SFSO 23 SQN

10 WTAC

KL-Brogel 3980,
BELGIUM

+3211512531

Fax +3211512630
vandeboschj@baf.mil.be




