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1.  PURPOSE.  This bulletin responds to four National Transportation Safety Board (NTSB) recommendations, which are discussed individually in the attached appendices.  





2.  DISCUSSION.





  A.  Appendix 1 addresses NTSB recommendation A-96-140 in which the NTSB asks the Federal Aviation Administration (FAA) to establish a policy regarding the wearing of shoes during aircraft emergency evacuations.  





  B.  Appendix 2 addresses NTSB recommendation A-96-156, which asks the FAA to provide guidance to air carriers regarding the need to train flight attendants to deliver appropriate commands as soon as they suspect an impact or other condition which could result in the need for passengers to assume the brace for impact position.   





  C.  Appendix 3 addresses NTSB recommendation A-96-157, which asks the FAA to ensure that air carriers have adequate procedures to ensure flight attendant communication and coordination during emergencies.  





  D.  Appendix 4 addresses NTSB recommendation A-96-158, and asks the FAA to issue a bulletin recommending the history of the accident to be used during training on accidents and incidents.  





  E.  Appendix 5 contains the Survival Factors Group Chairman’s report for the accident referenced in appendix 4.





3.  ACTION.  Principal operations inspectors (POI) are requested to ensure that the information contained in this bulletin is made available to their assigned air carriers.





4.  PROGRAM TRACKING AND REPORTING SUBSYSTEM (PTRS) INPUT.  Inspectors shall make a PTRS entry to record the actions directed by this bulletin with each of their operators as outlined in HBAT 94-08.  The PTRS entry shall be listed as activity code number 1381 and the National Use field entry should be FSAT9707.  Inspectors should use the comments section to record comments of interaction with the operators.





5.  INQUIRIES.  This FSAT was developed by AFS-203.  Persons making inquiries should call AFS-203, at 202-267-3735 or AFS-540, at �703-661-0530.





6.  EXPIRATION.  This bulletin will remain in effect until �May 31, 1998.











/s/


Katherine Hakala


Acting Manager, Air Transportation Division





ATTACHMENTS


�



APPENDIX 1.





NTSB RECOMMENDATION A-96-140





BACKGROUND.  





According to the NTSB report accompanying this recommendation, during a recent aircraft evacuation, passengers were instructed to remove their shoes.  Therefore, the NTSB issued recommendation A-96-140, asking the FAA to develop a uniform policy regarding the wearing or not wearing of shoes during an aircraft evacuation.  Many safety experts believe that shoes provide protection from debris and fuel following an accident and shoes should be worn during an aircraft evacuation.  The only problem with shoes appears to be the wearing of high heeled shoes down the slide. It is unlikely they could damage a slide; however, that possibility does exist.  There is the more likely possibility that high heels could hit another person or could become wedged in various places, thus resulting in injury.  





POLICY.  





The FAA believes that the proper procedures regarding shoes during an aircraft evacuation is to leave them on.   In the case of a forewarned evacuation it is desirable to remove high heeled shoes and stow them in a approved stowage area such as an overhead bin.  They should not be placed in the seat pocket. 








�



APPENDIX 2.





NTSB Recommendation A-96-156





BACKGROUND.





During a recent NTSB accident investigation regarding a B-747, the NTSB report states, the “NTSB determined that only three of the 12 flight attendants shouted the appropriate commands as soon as the impact sequence started.  However, several of the flight attendants acknowledged seeing or hearing things not associated with normal operations, such as crunching and tearing noises, engine separation, and significant spillage of carry-on baggage,  during the airplane’s off-runway excursion.  The NTSB recognized that in the large cabin of a B-747, not all flight attendants had access to the same information about the event, therefore, flight attendants might have formed different opinions about the gravity of the situation.  However, the Safety Board concludes that during this accident sequence, despite some ambiguity about the situation, there were ample indications in most parts of the passenger cabin to have caused a greater number of flight attendants to shout brace commands before the airplane came to a stop.  The NTSB believes that the FAA should issue an FSIB to POIs of 14 CFR Part 121 air carriers to ensure that flight attendant training programs stress the importance of shouting the appropriate protective instructions at the first indication of a potential accident, even when flight attendants are uncertain of the precise nature of the situation.”





POLICY.  





Flight attendants should be trained to give brace for impact instructions to passengers when they first suspect there is a problem which could lead to impact and/or aircraft evacuation.  This training should be included in evacuation drills, door operations drills and in classroom discussions.  








�
APPENDIX 3.





NTSB Recommendation A-96-157





BACKGROUND.  





According to the NTSB report accompanying this recommendation, during the investigation of a recent accident “the NTSB determined that there was a lack of communication and coordination which was evidenced by an inconsistent pattern of the flight attendant’s emergency commands before the airplane came to a stop. The large cabin layout of the B-747, and the large size of its cabin was an issue in the cabin crew’s communication, coordination and actions immediately after the airplane came to a stop.  While the decision not to evacuate the airplane (made independently by the flight attendants and the flight crew) may have been appropriate, these decisions were made without adequate knowledge of the post accident condition of the airplane.  The flight attendants had vital information that they did not relay to the purser or the flight crew.  For example, flight attendants did not provide information to the flight crew about the separation of the No. 4 engine, the severe floor disruption in the forward cabin, the smell of smoke and kerosene in the cabin, or the condition of the injured flight attendant.





Normally, the PA and interphone systems provide effective means of communications among flight attendants, and between the cabin and flight deck.  In this accident, the purser was unaware that his PA announcements were only audible in the forward cabin, and thus passengers and flight attendants in the rear of the airplane did not receive any information about the decisions not to evacuate.  Further, the purser and three flight attendants did not use megaphones as an alternative to these communications systems.  The deadheading flight attendant went forward in the cabin to find out what was planned, but he did not return to the aft cabin to share the information with the other flight attendants.  





The Board’s review of Tower Air flight attendant procedures revealed that no back-up procedures had been established for communicating or assessing conditions in the post accident contingency of inoperative or unpowered PA and interphone systems.  However, the likelihood of impact damage to PA and interphone equipment, as demonstrated in this accident, indicated that such back-up procedures are essential.





The Board concluded that existing Tower Air flight attendant procedures provided inadequate guidance to flight attendants on how to communicate and to coordinate their actions during and after the impact sequence.  Further, because the Safety Board is concerned that the flight attendant procedures of other air carriers may also be inadequate, the Safety Board believes that the FAA should issue an FSIB requiring POI’s of 14 CFR part 121 air carriers to ensure that their air carriers have adequate procedures for flight attendant communications, including those for originating emergency commands to passengers, transmitting information to flight crews and other flight attendants, and handling post accident environments in which normal communications systems have been disrupted.”





POLICY.  





Title 14 CFR section 121.417 requires crewmember training on emergency equipment, including megaphones.  Therefore, when crewmembers receive training conducted as part of this requirement, they should be trained on the location, function, and operation of emergency equipment, including the megaphone.  In addition, crewmembers should be trained to follow specified procedures in the event that the Public Address system or the interphone do not work.  This is especially important in large airplanes where crewmembers may need to communicate with each other without the aid of the interphone.  In addition, Section 121.417 requires training on crew communication and  coordination during emergencies.  Both emergency training and indoctrination training should include training on individual crewmember responsibilities.  The individual responsibilities for flight attendants must be listed in the appropriate parts of the required flight attendant manual.  Failure to include a list of the duties and responsibilities of each crewmember could be a violation of section 121.135(b)(2).
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APPENDIX 4





NTSB Recommendation A-96-158 





BACKGROUND.  





According to the NTSB report accompanying this recommendation, “the NTSB concluded that the circumstances of this accident imply that flight attendants (particularly those assigned to wide-body aircraft) would benefit from the opportunity to practice communications procedures and coordination skills.  CRM training can provide this opportunity.  In addition, the NTSB decided  that the communication and coordination issues raised by this accident, both among flight attendants and between flight attendants and flight crew would be appropriate to be addressed in joint CRM training by providing experience and practice in a realistic, line-oriented setting.  Therefore, the Board requested that the FAA issue an FSIB that would encourage the use of this accident as a case study for CRM study.”  A copy of the NTSB Survival Factors Report and other pertinent information may be found in Appendix 5 to this document.





POLICY.  





Title 14 CFR section 121.417 stipulates that a review of previous accidents and incidents should be part of the emergency training conducted under this part.  The Tower accident which is referenced in this appendix is a good example of the type of accident which could be used in ground emergency training and/or Crew Resource Management (CRM) training.  





�
APPENDIX 5





NATIONAL TRANSPORTATION SAFETY BOARD





Survival Factors Group Chairman Report





A.	ACCIDENT





	Location:		John F. Kennedy International Airport


				Jamaica, NY 11430





	Date:		December 20, 1995





	Time:		1136 EDT





	Aircraft	:	Boeing 747-136, SN: 20271, N605FF


				Mfg. Date October 1971


				Total Number of Flight Hours 90,456.29


				Total Number of Cycles 17, 726


	


	Operator:		Tower Air, Inc.


				Hanger 17 JFK International Airport


				Jamaica, NY  11430





	NTSB No.:		DCA-96-MA-029





B.	SURVIVAL FACTORS GROUP





	Chairman:		Butch Wilson, Senior Accident Investigator


				National Transportation Safety Board


				490 L’Enfant Plaza East, SW


				Washington, DC 20594





	Co-Chairman:	Nora Marshall, Senior Accident Investigator


				National Transportation Safety Board


				490 L’Enfant Plaza East, SW


				Washington, DC 20594





	Members:		Frank G. Ellis, Police Detective


				Port Authority of NY & NJ


				JFK International Airport, Blg. # 80


				Jamaica, NY. 11430


		


				Patricia Mattone, Cabin Safety Program Manager


				Federal Aviation Administration


				Fitzgerald Federal Building


				JFK International Airport


				Jamaica, NY 11430





				Mathew Kerbs


				Association of Flight Attendants





C.	SUMMARY





	On December 20, 1995, at 1136 eastern standard time, a Boeing 747-136, N605FF, operated by Tower Air, Inc., as Flight 41, sustained substantial damage during a rejected takeoff at John F. Kennedy International Airport, Jamaica, New York.  There were 23 minor injuries and 1 serious injury among the 15 crewmembers and 462 passengers and 6 lap children onboard.  Instrument meteorological conditions including blowing and drifting snow prevailed, and an instrument flight rules plan had been filed.  Flight 41 was being conducted under the provisions of Title 14 Code of Federal Regulations (CFR) part 121 as a domestic, scheduled passenger/cargo flight to Miami, Florida.





D.	DETAILS OF THE INVESTIGATION





	1.	Aircraft Configuration.  





	The cockpit was configured in the standard Captain, First Officer, Flight Engineer configuration.  There were two cockpit observer seats located behind the captain’s seat.





	The main deck was configured with 477 passenger seats in five economy passenger zones and the upper deck was configured with 16 business passenger seats for a total of 493 passengers seats.





	2.	Crew Information.





	There were 3 cockpit crewmembers, 12 flight attendants, and 2 confirmed non-revenue passengers.





		Cabin Crew Interviews





	The following flight attendants were interviewed on March 13 or 14, 1995, by Nora Marshall (NTSB), Patti Mattone (FAA), Mathew Kerbs (AFA), and Patrick Daley  (TOWER AIR), who was not present for all of the flight attendant interviews.  With the exception of the L1A flight attendant, all of the flight attendants were interviewed by either Ms. Mattone, or the Survival Factors Group.  None of the flight attendants reported using any of the emergency equipment stored in the cabin.





Flight Attendant (Purser) Seated at 1L





He was an Assistant Purser who was working the Purser position because there was no Purser on the crew.





He described the take off roll as “it felt like you weren’t going fast”, and then the airplane was “sliding a bit”.  The “captain put on the brakes” and the “rumbling” felt like they were going over pot holes.  He saw the top drawer of the ice module come out of the galley and fall on the floor.  (There was no “lever” above the ice cart in the galley).  When the airplane stopped he looked out the window and saw snow.  He called the cockpit on the interphone but there was no answer.  (He heard the interphone tone when he called.)  He saw the disruption of the floor and he noted that some passengers in A Zone were crying.





He ran upstairs to the cockpit and asked the captain what was going on.  The captain said there was no indication of fire or danger and to keep the passengers in their seats.  The captain also said something about keeping the passengers out of the weather.  The captain told him that emergency personnel would come to the 1L door.  He did not tell the captain anything about the condition of the cabin.  He stated that a “retired FAA guy” was an observer in the cockpit.





The Upper Deck Flight Attendant (FA) told him that something hit her in the head during the accident.  He returned to the 1L jumpseat and made a PA announcement instructing passengers to remain seated.  A man from 13 C ran upstairs to check on “the Rabbi”.





A deadheading flight attendant came up and asked if he had talked to the captain and did they need help?  The purser instructed him to “just keep people seated.”  The dead heading flight attendant made an announcement about staying seated.





When the rescue personnel arrived, he tried to disarm the 1L exit.  He was unable to place the mode selector in manual.  He told the L1A F/A to stay at the 1L door and he went to the 1R exit where the R1 flight attendant placed the mode selector in manual.  The purser got down on the floor to verify that the girt bar was disengaged and determined that the girt bar was still engaged.  They did not attempt to open the door.  He went to the 2L door and placed it in manual and the door was opened by the rescue personnel.  The rescue personnel wanted an orderly evacuation and he made an announcement from the 2L door about how they were going to deplane.





The Purser did not, at any time, think that they would evacuate the airplane.





When he made his PA announcements he thought that the entire cabin had heard the announcements.  He did not believe that he made an “All Call” to communicate with the other flight attendants, nor did he receive any calls on the interphone.  He did not use “PP” (pilot priority) when he called the cockpit.  During deplaning he learned that a flight attendant had been hit by a cart.





The Halon fire extinguisher at his station was secured in its brackets before the accident, and it was on the floor following the accident.  During the accident he heard the Upper Deck F/A and the R1 F/A shouting commands to passengers to get their heads down.  He did not shout commands.  It seemed to him that the airplane was still level when it stopped.  None of the flight attendants reported problems securing carts before departure.





FA AT L2





During takeoff she felt a “bump” and then the airplane stopped and she waited for an announcement from the captain.  She smelled smoke when they stopped and she thought that the airplane was at an unusual attitude, but she did not think there was “imminent danger.”  When she got up from the jumpseat and looked out, all she saw was snow.  She did not try to contact anyone.  The R2  flight attendant went forward to get the purser but when he returned to the R2 door, he had not learned anything.  She heard the pilots make an announcement that there was no threat of fire, that they intended to “hold  off” on an evacuation in order to prevent injuries, and the Airport Rescue and Firefighting (ARFF) personnel would help them off the airplane.





Passengers in C Zone could not hear the announcements and questioned her about what was happening.  She said that the passenger listened to the flight attendants, and that no overhead bins on the left side of C Zone opened up.  She remained at her door and eventually the 2L door was opened from the outside and ARFF personnel ordered the passengers to deplane.





The L2 flight attendant is responsible for securing the Mid Galley.  She checked that latches were set over containers and carts and that the brakes (2 pedals) on the carts were set.  She was asked about the airplanes that had mushrooms in the galleys and she said the mushrooms still require that the latches be set and the brakes applied.  She did not think that the accident airplane had mushrooms.  She determines if a cart is secure by checking that the cart fits snugly into the storage area.





FA AT R2





During takeoff he notices the “power come back” and he thought that they were having an aborted take off.  He saw the No. 4 engine separate from the airplane.  He monitored the passengers and the other flight attendants.  He smelled an odor and tried to call the purser but did not get an answer.  He walked forward to the middle of B Zone and talked to the R-1 flight attendant.  He told the R-1 flight attendant about the odor and the R2 flight attendant said he would relay it to the Purser.  A lot of passengers got up to get their luggage when the airplane stopped.  Before the airplane came to a complete stop a bin located next to the oven in the mid galley popped out about 2-3 inches, and the L2 flight attendant got out of her seat to secure it.  He thought that the L2 flight attendant was standing while the airplane was still sliding.  He thought that the reason the bin came out was because the bin was smaller than the opening and the latch did not catch the top of the bin.





He saw one or two sidewall overhead bins open on the right side of the airplane but he did not remember luggage “flying around”.  A garment bag that was stowed under a seat in the row in front of him “jumped the restraining bar under the seats” and came to rest in front of the R2 exit.  A few oxygen masks fell in C Zone.  There were no lap babies on the right side of C Zone.  He did not use the interphone system following the accident.  He did not receive any calls nor did he make any calls.  He heard the captain make a PA announcement that said something about the pilots had done an “emergency check” and that they would wait for busses to come to the airplane to take passengers to the terminal.  He thought that the PA at R2 sounded “lower than normal” after the accident.





When the airplane stopped he did not think that they would evacuate because he did not see evidence of fire and the captain’s announcement said that they would deplane using stairs.  When they began to deplane passengers, the R1 flight attendant deplaned with the unaccompanied minors and the R2 F/A watched both R1 and R2 doors.  He helped some of the passengers over “the bump” in A Zone.





UPPER DECK





The airplane built up speed for takeoff and then she heard a loud bang, the airplane tilted to one side and then there was another loud bang.  She shouted commands, “Grab Ankles,” “Heads Down.”  She could hear another flight attendant on the main deck also shouting commands.  She could only see two passengers in the upper deck and they followed her commands.  During the time that she shouted commands to passengers she attempted to bend over but her shoulder harness straps were “really tight” and restricted her movement.





She followed the purser into the cockpit and heard the captain tell him to keep the passengers seated.  When the purser left the cockpit he told her to keep everyone seated.  She could not remember if she heard the captain give those instructions over the PA.  She did not recall hearing any PA announcements nor did she speak with anyone on the interphone.





During the accident the “doors to the bins (in the galley) flew open and items flew out of the compartments.”  The items that came out included a coffee pot and her makeup and shoes that she had stowed before takeoff.  She did not remember any problems securing the galley and it was secured for take off.  She could not remember which bins opened.





FA R4





She heard the engines “run up” for take off and after a few seconds the airplane skidded to the right on the runway.  She did not hear the engines any longer and she heard a “crunching or tearing” noise and she saw the No. 4 engine “skidding down the runway”.  The airplane began going up and down (about twice) and it felt like the airplane was hitting something.  They stopped abruptly.  While they were still moving a large number of overhead bins opened and spilled their contents.  The larger, side bins, spilled the greatest number of items.





While the airplane was going “up and down”, she heard a “metal sound” in the galley and an ice cart and a beverage cart, that was next to (aircraft-left side) the ice cart came loose in the “E” galley.  The ice cart hit her shoulder and then came around in front of her and stopped and remained upright in front of the unoccupied passenger seats across from her.  The beverage cart came right behind it and ended up tilted against the seats.  She was tightly strapped into her jumpseat and there was no way that she could get out of the way of the carts.  A deadheading flight attendant, the L4 F/A, and a passenger pulled the carts away from her and re-stowed them in the galley.





She smelled kerosene, as did the passengers.  Some of the passengers “became hysterical,” and were concerned about the smell of kerosene, the angle of the airplane, and the fact that ARFF equipment was around the airplane.  If she had not been injured by a cart, she would have evacuated.  She did not hear any PA announcements and the deadheading flight attendant went forward to talk to the Purser.  She eventually learned that they were to keep the passengers seated.  She walked the aisles to check on passengers and in-lap infants.  She did not use the interphone or the PA system.





During the accident she shouted the commands “Grab ankles, stay down” to passengers.  She stated that it was “pretty loud back there” but that 2 to 3 people obeyed her commands.  She noted that a women behind the galley obeyed the commands.





Prior to departure she “iced down her beverage cart,” and noted that the “ice cart had a swing brake.”  The ice cart was not secured to the mushroom when she obtained ice.  She tried to lock it but could not.  She told the L4 F/A that the cart was not secure and she asked the R5 F/A if he could secure the cart.  She stated that the  type of “side locks” used on the ice carts are difficult to operate.  She did not double check the galley security before take off because she was so busy stowing carry-on luggage.  She stated that the caterers are supposed to secure the carts, but that when she works the galley she verifies cart security by “pulling on the carts very hard.”





She was diagnosed with possible hairline fracture of the shoulder, a rotator cuff tear and tissue damage in her right shoulder.





FA R5





He did not remember seeing any handicapped passengers or in-lap infants.  He recalled that the weather was not good and the ground was covered with snow.  He heard the engines start up and then die down again.  The engines started up for a second time and they began the take off roll.  He thought that the take off roll “felt weird” and that the speed seemed “constant for too long.”  It got very, very bumpy and bouncy and he actually thought that they were off the ground.  Some overhead bins opened and luggage fell out. 





He thought that the passengers in the rear cabin stayed pretty calm.  He never felt a need for an evacuation.  He got out of his seat but stayed by his exit.  He did not hear any announcements and he did not use the interphone to call other flight attendants for information.  About 5 to 10 minutes later, the interphone rang and  the Purser instructed him to keep people seated.  He went through  E Zone to see if anyone needed anything.





He did not notice if the emergency lights came on.  He did not recall anyone speaking to him about the security of the ice module.  He never works the galley and was not sure about the ice cart brakes.  With other types of carts, the carts are secured by the cart’s brake and the latches mounted on the galley.  He was unfamiliar with the “mushroom” restraint for the carts.  He would ensure that carts were secure by putting on the brake and putting down the latches.  He assumed that he gave the cart a tug to check it, but did not count it as a step in the process because giving the cart a tug was a “habit”.  He had not experienced problems securing carts - he had experienced problems getting them out from stowage.  If a cart was not secure he would tell the Assistant Purser or get a mechanic to help him secure it.





On a previous flight, a senior flight attendant told him not to put the heavier beverage carts next to the garbage bin because the securing latch was mounted on the garbage bin door.  He also recalled that carts “came out” even when latches were in place.





FA L4  (Assistant Purser position)





The captain made an announcement when they were de-iced, and the emergency lights came on when they were de-iced.  It was a normal takeoff and then the airplane started sliding.  The airplane stopped abruptly and the overhead bins in E Zone opened and spilled their contents.  “There was luggage all over the place.”  She released her restraints and got up and looked out the window.  She could see that they were off the runway and that the wing was “close to a pole.”  She tried to call the Purser on the interphone but was unable to reach him.  She communicated with the L3 FA who came back to the L4 position.





This was her first trip working the galley.  She secured the galley and everything seemed normal - she did not have trouble securing anything.  She said that the L4 flight attendant “double checked” that the latches were secured.  After the accident, the secondary securing latch for the ice cart in E Galley was “bent upwards.”





FA L5





The airplane stopped to de-ice and the emergency lights came on.  During takeoff she noticed the airplane vibrating and it veered to the right and then veered to the left.  She did not think that the engines “sounded right.”  She did not shout commands during the event.  When the airplane stopped she got up and looked out and saw transformers to the left of her exit, however, they were not blocking her exit.  She did not believe that she needed to evacuate the airplane, but if one had been ordered, should would not have used the L5 exit because it was too far from the ground.  She knew that the airplane was not in its “normal position and it was in a tail-high attitude.”  She did not see emergency personnel outside the airplane when she first looked outside.





All of the overhead bins on the left side of E Zone and the baggage spilled into the cabin.  After the airplane stopped, she and the L4 flight attendant restowed all of the luggage that spilled into E Zone.





There were no announcements after the airplane stopped and she tried to call the Purser on the interphone but no one answered.  About 20 minutes after the accident, she heard the L4 flight attendant shout instructions to the passengers in E Zone that the emergency personnel had instructed them to “release people by row.”  She repeated these instructions to the passengers in the he aft cabin.  She attempted to call the L1 flight attendant, but the call was unanswered.  No flight attendant came to the L5 door but she communicated with, or received information from, the R5, R4 and L4 FA’s





FA R1





The airplane began to accelerate and the engines got louder.  He felt “a little movement” and the engines were reversed.  The plane began “really shaking, there was a big bang that was like a crushing sound”.  He heard people screaming and he began to yell commands “Grab Ankles, Stay Down.”  The airplane came to a full stop and he stood up.  He did not see any immediate danger near him or toward the back of the cabin.  If he had seen anything dangerous he would have initiated an evacuation.  Two seats in the middle of A Zone (occupied by children) were unusually high above the floor.  He did not hear instructions to evacuate.  He looked out the window and saw snow.





A couple of seconds later, the Purser positioned the L1A flight attendant at the L1 door and went to the cockpit.  He heard an announcement from the cockpit to “Please Remain Seated” and told the passengers that there was no “imminent danger” and that they would wait for the rescue personnel to get  to the airplane and tell them how they would deplane.  At the same time that the captain made his announcement, passengers were getting their bags down form the overhead racks.  The passengers had begun to calm down although there were still some passengers who were crying.  The Purser returned to L1 and made a PA announcement instructing passenger to please remain seated.  The captain’s announcement was much louder than the announcement made form L1.





The purser tried to place the 1L door’s mode selector lever to the manual position but he could not do so.  The captain instructed  the Purser to open the 1R door.  The purser had the same problem at 1R as he had at 1L.  the purser then went to 2L and opened that exit.  The Police and an FAA official boarded the airplane and the Police instructed them to deplane Zones A, B, and the upper deck and then Zones C, D, and E.





The R1 flight attendant took charge of about 5 unaccompanied minors who were seated in A and B Zones and deplaned.  They were transported to the gate using “people movers” and he released the unaccompanied minors to a gate agent.





The R1 flight attendant did not use the interphone after the accident; however, he used it successfully prior to departure.  He secured the forward galley; but the top small drawer of the ice cart came out during the impact and hit the spiral staircase and landed on the floor.  The overhead bins in Zone A remained closed during the accident.








Deadheading flight attendant





He was traveling in uniform and was seated in the “A” passenger seat at the L4 exit.  He remembered that the engines were powered up and the runway was very bumpy.  The airplane decelerated and he sensed that they had run off the runway because the airplane was going “up and down” and “side to side.”  He looked around and saw a few (about 6 to 10) overhead bins that open and spilled their contents into E Zone.  Most of the bins that opened were sidewall bins on the right side of Zone E.  He said that one or two bins open during a “normal Landing.”





When the airplane stopped, a cart came out of the forward-facing galley, hit the counter opposite it, and then hit the R4 flight attendant.  He did not notice the attitude of the airplane until he stood up; then he realized that the airplane was in a nose down attitude.  He crossed over to R4 and pulled the carts off the R4 flight attendant and placed them against the galley counter.  When the airplane stopped he did not have a sense of catastrophe.  He did not see smoke or fire and therefore there was “never a question” of whether to evacuate.





He instructed passengers to remain seated.  Some passengers pointed out that there were wires dangling from the right wing.  He saw that a right-side engine was missing but did not see any smoke.  There were no announcements and after a few minutes he walked to the front of the cabin.  He saw the damage in A Zone and asked the Purser why there had been no announcements.  The purser told him that there had been an announcement.





The R1 F/A told him that he though he smelled something unusual.  They heard the captain make an announcement that the situation was manageable and that everything was okay.  He walked back into C Zone and tried to calm passengers and answer their questions.  He told passengers that they were waiting for the Port Authority to help them deplane.  He did not walk back to L4, nor did he communicate with flight attendants aft of the L3/R3 exits.





He made a P A announcement from the L2 station and explained how the Port Authority wanted the passengers to deplane.  Passengers in B and C zones heard the announcement because they reacted to the directions that were given.





The red securing latch was bent “straight out” in the space where the ice cart had come loose in the E Galley.  He did not notice the securing latches of the other carts.  He did not remember whether the beverage cart’s brake was engaged when he pulled from the R4 exit.





	3.	TOWER AIR Galley Equipment





	Tower Air operates airplanes with three types of service carts.  The carts are referred to by the name of the airline that previously owned the airplane.  Thus, carts are referred to as Atlas carts, TWA carts, and Pan Am carts, and can only be used in the galleys of the appropriately corresponding airplanes.  A brief summary of the cart’s securing devices are listed below:





		Atlas Carts:		Foot pedal brake activation


						Are not used with mushrooms





		TWA Carts:		Foot pedal brake activation


						Are secured on mushrooms in galley





		Pan Am Carts:		Hand lever brake activation


						Secured on mushrooms in galley





	Flight attendants received instruction during initial training about cart operation.  A single cart is brought to the classroom and students are shown how the brakes operate and are given a chance to maneuver the cart.  The demonstration cart could be any one of the three types of moveable carts that are found on Tower Air airplanes.  Students are shown the galleys when they do a “walk around” on the airplane, however no carts are in the galley during the walk around.  Students are instructed to ensure that the cart is secure on the floor retainer mushrooms by pulling and shaking the cart to ensure that it will not come loose.  Then they are instructed to place the secondary levers down.





	There are no galley mock-ups used during classroom training. Slides and/or photographs of carts are not part of initial flight attendant training.  Students receive a “Galley & Service Equipment” handbook during initial training which includes a diagram showing an “Atlas” cart.  The booklet also describes pre-flight procedures for the galley.  The pre-flight check of carts “includes testing of brakes, primary and secondary locking mechanism.”





The TWA-type galley includes an Ice Cart that differs from the other TWA carts in size and mushroom latching.  The cart is larger than the other carts and only fits in one location in each galley.  The ice cart remains in the galley and is not meant to be moved during the service.  The ice cart locks onto a retaining tongue with a lever located on the bottom of the cart.  The lever movement inserts a pin through a circular opening in the middle of the retaining tongue on the floor of the galley.





On 03/14/96, Ms. Nora Marshall, Mr. Matt Kerbs, and Ms. Patty Mattone boarded Tower Air B-747 (N610FF) after the airplane had been catered and reviewed the locking mechanism of an ice cart in the aft galley complex.  The lever at the bottom of the cart was difficult to move to the locked/secured position but the lever was successfully placed in the secured position by moving the lever to the full left position.  Confirmation that the cart was secure was assured by pulling on the cart and determining that the cart did  not move.  The lever could also be moved into a secured position (full left) if the cart was positioned forward of the retaining tongue in its storage area.  However, when the cart was forward of the retaining tongue, it was not possible to move the red secondary securing lever to the down position because the cart was forward of the leading edge of the galley counter.





THE ORIGINAL DOCUMENT HAS MATERIAL PERTINENT TO THE FOLLOWING AREAS:





Purser training, communication system, galley equipment.


