






























































































































































a) With respect to the FAA’s oversight of industry’s SMS implementations, we
note that the agency will have trouble meeting ICAO’s deadlines for rulemaking
by November 2009.

b) We also note that the FAA’s SMS Program engages with airlines on a voluntary
basis and in a healthy fashion, even in advance of any final rule. We are
confident that the FAA, in its SMS oversight role, will help those airlines not so
advanced in this area to catch up, and will also be able to overlay a more
standardized framework on the miscellaneous approaches to SMS now being
pursued across the industry. :

¢) We are encouraged by the general level of SMS understanding and
implementation among the airlines we have visited. To us, several of these
seemed excellent, reflecting a clear understanding of the myriad methods of
hazard discovery; the need for formalized assessment, analysis and resolution of
them; and the need for follow-through and methodological rigor in assuring
continued suppression of those risks over time.

d) We observe widespread confusion throughout the FAA regarding the nature of
the FAA’s own operational role under SMS.

¢) The FAA has already demonstrated a capacity to conduct sophisticated analyses
of policy issues, and of some high-profile risk concentrations.

f) We do not believe the FAA stresses sufficiently its own potential to contribute
to safety through the expansion and development of its own operational risk-
management capabilities.

g) The FAA is developing certain technical capabilities that will be pivotal to this
operational role (such as ASIAS, and the aggregation of voluntary disclosure
data), and has begun the work of assembling the requisite analytic teams, but
has paid less attention to the organizational challenges involved in structuring
this work.

7.1 Recommendation: The IRT would urge the FAA to embrace its own
operational role in risk-identification and risk-mitigation as formally and
energetically as it has embraced its role in overseeing industry’s SMS
implementations; and to expedite its implementation planning in this area.

8.0 ATOS, Information Technology, and the role of FAA Inspectors

During the course of our interviews, we have met with several hundred inspectors, at
fifteen different field offices. In every location, without exception, the inspectors
wanted to talk to us about the Air Transportation Oversight System (ATOS), which
supports and governs the majority of their inspection and surveillance work.

ATOS was introduced in 1998 to prdvide a structured process for the regulatory
oversight of air carriers, and is now applied to all Part 121 operators. The system plays

Report of the Independent Review Team: September 2008 Page 51



a central role in the professional lives of most inspection teams based at CMOs and
other field offices. ATOS was designed to fulfill three primary functions:*

a) to ensure that an air carrier fulfilled all the regulatory and safety obligations
required for its certification;

b) to assess the performance of the air carrier’s operating systems, to make
evidence-based determinations as to whether it was producing the intended
results; and

¢) to provide risk-management processes (embedded within the ATOS system) to
help target FAA inspection resources in accordance with risk-based priorities.

None of the staff we interviewed doubts the importance of focusing inspection efforts
on priority areas, or questions the importance of developing a system to manage
inspections in a risk-based and accountable way. But the inspectors claim, and field-
office management agrees, that ATOS was hurriedly implemented at the outset, and
that the ATOS training provided to inspectors was inadequate. The system has already
been through multiple revisions since introduction, in attempts to increase its value and
usability. The revisions have not quieted the criticism, however, and the requirements
and nature of the system still causes considerable consternation at the level of front-line
inspection teams. A GAO report in 2005 provided an excellent perspective on residual
deficiencies in the system.®’

The IRT has not had the opportunity to spend much time examining the contents and
use of ATOS in real time, nor to observe inspectors and their use of the system for any
length of time. But what we have seen, and heard, about ATOS concerns us in two
ways.

First, many of the inspectors report that they still feel inadequately trained on the
system, and they claim to spend an extraordinarily high percentage of their surveillance
time (time available for inspections and inspection-related activities) answering ATOS
questions and entering data into the system. Across the inspection teams we met,
inspector claims of the proportion of the day spent in front of their computers® fell
within in a remarkably tight range: 70 to 80 percent. This ratio seems to us remarkably
high, for any inspectional operation. We have discussed with others more familiar with
ATOS what proportion of time available for surveillance ought to be spent entering
data into the system, and understand that 20 to 30 percent would be reasonable.

The inspectors identified for us a range of factors that help to explain these
extraordinarily high levels of ATOS-related computer time. These include the detailed
nature of the system’s questions (ATOS covers 97 safety elements with over 9,000
questions), the lack of effective training, the absence of administrative support staff to

5 Briefing paper on ATOS prepared for the IRT by The MITRE Corporation.

57 «Aviation Safety, FAA’s Safety Oversight System is Effective but Could Benefit from Better
Evaluation of its Program’s Performance,” Statement of Gerald L. Dillingham, Ph.D., Director, Physical
Infrastructure Issues. Report no: GAO-06-266T.

8 Using ATOS and a range of other IT systems.
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assist, and the inflexible architecture of the system that makes it awkward and time-
consuming to find where to enter a specific observation.

Second, it seems that ATOS is not yet supporting the risk-management process in the
manner originally envisaged. Many inspectors reported to us that they do not much
trust the quality of the data within ATOS, in part because the only way to get through
the data-entry task in a reasonable amount of time is to answer “yes” to most of the
questions, so one can move on. (Many of the questions within the certification module
have the form...“Does the carrier operate an adequate system for ensuring xxx?” If an
inspector answers “no,” they are obliged to provide an accompanying text-based
description of the inadequacy.) Also, inspectors report that the system’s logic and data-
structure is inflexible, with the consequence that important observations about hazards
identified—if those hazards do not relate specifically to one of the certification
conditions—do not fit easily within the logical and hierarchical structure of ATOS, and
therefore require extra effort to report.

ATOS does have a separate Risk-Management Module, in which an inspector can
report the discovery of a particular hazard. The data fields within this module are free-
text format, so that any risk or hazard, of any shape or size, can in theory be reported.
In practice, the Risk-Management Module is not heavily used, as the scheduled and
routine parts of ATOS-directed inspection activities take up most or all of the time
available. Moreover, given the free-text format, the data contents of the Risk-
Management Module cannot easily be aggregated or analyzed to reveal emergent trends
or patterns across the industry. By contrast, “yes” and “no” answers to standardized
questions are easy to count, and to aggregate, and to compare across carriers, regardless
of how accurate or meaningful these answers might be.*

Based on our brief examination of the Risk-Management Module, it is not clear to the
IRT whether entering a hazard into this module prompts the type of rigorous analysis,
open-minded search for mitigation strategies, and monitoring of impact that a mature
risk-management approach would require. The fact that this module exists does not
guarantee its effective use.

If this module is not properly used, then the rigidity and logical structure of the rest of
ATOS imposes restrictions on the types of hazards that will be effectively addressed.
ATOS data, for the most part, is organized around specific certification requirements
for specific carriers. Risks that align with those requirements have a natural home, and
can be monitored at a managerial level through national aggregation and analysis of
ATOS data. We are concerned that risks and hazards that do not fit this structure may
not find a natural home, and may not receive equally rigorous attention.

We believe ATOS requires substantial further improvement over time, and that the
nature of its contributions to effective risk-management, as the FAA’s operational
approach to SMS develops, still deserves considerable attention and thought.

9" ATOS data—at least those components that lend themselves to aggregation and analysis at a regional
and national level-—will be available in time to the ASIAS project.

Report of the Independent Review Team: September 2008 Page 53



In the short term, the IRT is most concerned by the widespread complaints about the
time-consuming nature of ATOS data-entry requirements, and the consequences for the
effectiveness of the inspection workforce.

ATOS is not alone in drawing criticism. We have heard widespread complaints about
the demands of other IT systems deployed within the FAA. The Labor Distribution
Reporting System (in which inspectors are required to record how they spend their
time) draws considerable criticism, not least because many inspectors believe they are
prohibited from entering more than 40 hours of activity per week, but frequently work
more than forty hours. Also, GovTrip—the system staff must use to obtain
authorization for travel, record their travel expenditures, and claim reimbursement—is
apparently so user-unfriendly that it is universally treated as an object of derision. Staff
complain that these other IT systems, like ATOS, have been implemented hurriedly and
poorly, and the agency does not provide sufficient support or training in their use. The
net result seems to be far too much time spent in front of computer screens, for one
purpose or another, much of it frustrating and perceived as unproductive; and no more
than 30 percent or so of the working day available, on average, for inspection activities.

The IRT proposes that the agency leadership should, without delay, commission a
substantial time-and-motion study of front-line inspection teams, so it can fully
understand the positive and negative impacts of various IT implementations, of ATOS
in particular, and of the level of administrative support available to inspectors. We
suggest that such studies should empirically assess the proportion of surveillance time
devoted to data entry, and the proportion of an inspector’s average workweek that 1s
typically spent on actual inspection activities other than data entry. Following such a
study, FAA leadership should establish some clear sense of what these ratios ought to
be, and monitor them over time as further versions of ATOS and improvements to other
IT implementations are made.

8.1 Recommendation: We recommend that without delay the FAA commission a
time-and-motion study of its front-line inspection operation, to empirically assess
the time-demands of ATOS and other IT implementations. With the results of
such a study in hand, agency leadership should establish some clear expectations
regarding the proportion of an inspector’s workweek that data entry and other
computer-related tasks should reasonably consume, and monitor progress towards
more reasonable ratios as ATOS and other IT systems are improved over time.

9.0 Long-term development in the structure of the FAA

The IRT’s mandate emphasized practical and feasible recommendations. We very
much hope that we have identified some. In the course of our discussions, however,
one potential direction for long-term development kept coming up, and could
potentially affect several of the areas we have addressed more directly already.
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The question is whether the agency should adjust the balance in its use of geographic
and carrier-specific responsibilities. Historically, the agency respected the integrity of
geographic regions more, before ATOS, than it does now. The arrival of ATOS
coincided with a greater focus on the certification of carriers, and rigorous monitoring
of certification requirements. Given that focus, the United CMO, for instance, takes
responsibility for the operations of United Airlines everywhere in the world, and the
same is true for all the other carrier-specific CMOs.

The justification given for a carrier-oriented supervisory structure is that each carrier is
unique. Some fly short haul, some long haul. Some fly over saltwater, others over
land. Some carry fish (the potential leakage of brine in the cargo hold produces
particular risks of corrosion) and others do not. As a result, where several airlines all
use the same type of plane, each airline constructs its own maintenance manuals by
combining the aircraft manufacturer’s recommendations with its own needs, protocols,
and maintenance traditions. The FAA makes sure that each of the resulting
maintenance manuals, and each carrier’s maintenance procedures, are adequate; but
does not require them to be the same. The benefit of a carrier-specific structure, for the
FAA, is that CMO managers and inspection teams, working full time on one carrier,
become expert in the unique operations of that one airline.

The dominance of the carrier-specific model creates some rather obvious
inconsistencies and inefficiencies. For example, in a line of planes waiting to take off
from a New England airport in icy conditions, each is bound by the governance of its
respective CMO's interpretation of de-icing requirements, and these interpretations are
not always consistent.

For another example, consider a repair station used by three different major airlines for
repairs on exactly the same type of aircraft. Even though the same maintenance
workforce, in the same facility, works on the same type of planes for three airlines, it is
required to abide by three different maintenance manuals (as these are carrier-specific)
and, as it does so, it falls under the jurisdiction of three separate CMOs located in
different parts of the U.S. Each CMO is obliged to send some of its staff to periodically
inspect the facility and its operations; and each visiting FAA inspection team will
impose slightly different standards on the same facility, for conformance with different
maintenance procedures.

We understand the need for carrier-specific structures sufficient to deal with carrier
certification and compliance with certification requirements. In the longer term,
however, we question whether carrier-specific structures should continue to dominate
to the extent they do now. For how much longer, in the modern jet age and with
increasingly complex aircraft and systems, does it make sense to permit each different
airline to develop its own unique maintenance manual? As the use of repair stations
grows over time, is the CMO model the best way of overseeing their operations?
Where planes from different carriers are co-located (i.e. on the ramps at all major
airports) does it not make sense to have a local inspection team qualified and able to
inspect any and every plane on the ramp? If a CMO were to become a little /ess solely
responsible for one airline, then would not the natural dangers of regulatory capture and
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excessive coziness be reduced? If inspectors worked on the same planes, but for
multiple carriers, would not the identification of risks associated with a plane, and
inconsistencies in maintenance standards, be more easily identified?

We have not considered this issue deeply enough to arrive at any conclusions, nor to
propose any specific recommendations. But we would like to flag this issue as an
important one, looking forward. Civil aviation will only get busier and more complex
over time. As it does so, we believe the FAA may require greater versatility in its
organizational form. We also believe that the agency might acquire better balance, and
improved efficiency, from such versatility.

10.0 Conclusion

The Independent Review Team is grateful to Secretary Peters for the opportunity
granted us to review the FAA’s approach to safety. We believe that the events of this
spring have provided a valuable opportunity to check the agency’s course, and to
identify some adjustments than can help to optimize the FAA’s future contribution to
safety.

We are phenomenally impressed with what this agency has achieved, in collaboration
with the aviation industry, in driving accident rates down to extraordinarily low levels.

We re-affirm the value of its voluntary disclosure programs as vital to continuing
improvement. These programs are in-line with modern regulatory practice, and are
suitably circumscribed. Such programs are more vital to the FAA, in our view, than to
other regulatory agencies, given the essentially preventive nature of the residual risk-
control task, and the resulting importance of learning about and learning from precursor
events.

We also re-affirm the importance of FAA compliance with the guidelines and
restrictions surrounding the voluntary programs, which are designed to guarantee these
programs’ integrity and prevent the erosion of industry’s compliance incentives. Abuse
of these programs will surely lead to loss of them; and that would be a tragedy. We see
an important role for the DOT Inspector General’s office in monitoring the FAA’s
compliance with the conditions and restrictions governing these programs.

Regarding organizational culture, we have found the FAA’s aviation safety staff to be
unambiguously committed to the core mission of safety. However, we find a
remarkable degree of variation in regulatory ideologies among the staff, which, in
places, creates the likelihood of generating wide variances, and possible errors, in
regulatory decision-making. We believe agency leadership should pay particular
attention to this issue, and create intervention mechanisms to help guarantee coherence
and rationality in regulatory practice, and to elevate a task-focus above tool-based
preferences.
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Regarding Safety Management Systems, the FAA is working to meet its obligation to
create an SMS rule governing regulated entities across the aviation industry. The
agency will have trouble meeting the imposed ICAO deadline of November 2009, but
is working constructively with all the major carriers on a voluntary basis in the
meantime.

We believe the FAA needs to pay more explicit attention to the formulation of its own
operational SMS contribution. Towards this end, ASIAS and the risk-management
aspects of ATOS may in due course offer important contributions, but agency
leadership needs to pay explicit attention to the organizational challenges involved as
well, and prioritize the development of practical implementation plans.

ATOS needs further attention for it to live up to its promise, but refinements for this
system must be informed by a solid empirical understanding of the way in which
mnspectors now spend their time.

Finally, for longer term consideration, we would flag the issue of the agency’s carrier-
specific oversight structure. Alternative forms of organization, applied to suitable
functions, might better balance the agency, helping to mitigate the dangers of capture,
promote consistency across airlines, and eliminate obvious inefficiencies in the
oversight of certain categories of facilities.

We hope these observations will be useful as the FAA seeks to meet the increasingly
complex demands of aviation safety.

Madam Secretary, we submit this report for your consideration.
The Independent Review Team

September 2, 2008.
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Appendix 1: Glossary of Acronyms and Technical Terms

A

AA
AAAE
AAPA
AC
ACI
ACO
AD
AMO
AMOC
ARSA
AOPA
ASAP
ASIAS
ASRS
ATA
ATC
ATO
ATOS
AVS

C
CASS
CAST
CFIT
CMO
CMU
Comair
CRJ200
CSI

D

DA
DC-10

DCT
DFDR
DHHS

DOD
DOJ

DOS
DOT
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American Airlines

Association of Airport Executives
Association of Asia Pacific Airlines
Advisory Circular

Airports Council International
Aircraft Certification Office
Airworthiness Directive

Aircraft Maintenance Organization

Alternative Means of Compliance

Aeronautical Repair Station Association

Aircraft Owners and Pilot’s Association

Aviation Safety Action Program
Aviation Safety Information Sharing
Aviation Safety Reporting System
Air Transport Association

Air Traffic Control

Air Traffic Organization

Air Transportation Oversight System
FAA Office of Aviation Safety

Commercial Aviation Safety Survey
Commercial Aviation Safety Team
Controlled Flight Into Terrain
Certificate Management Office
Certificate Management Unit

A Delta-owned regional airline
Bombardier twin-engine regional jet

Customer Service Initiative

Design Assessment

McDonnell Douglas three-engine
commercial jet
Data Collection Tools

Digital Flight Data Recorder

Department of Health and Human
Services (US)
Department of Defense (US)

Department of Justice (US)
Department of State (US)
Department of Transportation (US)

E
EDT
EIA
EPA
ERC

FAA
FAR
FOQA
FSDO
FSF
FSEP
FSO
FY

G
GAMA
GAO
GA
GovTrip

GPS
GPWS
I

IAC
IATA
ICAO
IG
ILS
I0SA
IOTA
IRS
IRT
ISO

ISO
9000 /
9001
L

LDR

LOSA

Enforcement Decision Tool
Electronics Industries Alliance
Environmental Protection Agency

Event Review Committee

Federal Aviation Administration
Federal Aviation Regulation

Flight Operations Quality Assurance
Flight Standards Directorate Office
Flight Safety Foundation

Flight Standards Evaluation Program
Flight Safety Organization

Fiscal Year

General Aviation Manufacturers Association
Government Accountability Office
General Aviation

Government employees' expense reporting
system
Global Positioning System

Ground Proximity Warning System

Internal Assistance Capability

International Air Transport Association
International Civil Aviation Organization
Inspector General

Instrument Landing System

IATA Operational Safety Audit

Institute of Transport Administration

Internal Revenue Service

Independent Review Team

International Organization for Standardization

Quality Management Standards

Government employees' time distribution
system
Line Operations Safety Audits

Page 59



MD 80/
MD 90
MEL

MRO

NASA

NBAA
NRC
NTSB
NWA

OEM
0O1G
OSC
OSHA

RSI
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McDonnell Douglas twin-engine
commercial jet
Minimum Equipment List

Maintenance Repair Organization

National Aeronautics and
Space Administration
National Business Aviation Association

Nuclear Regulatory Commission
National Transportation Safety Board
Northwest Airlines

Original Equipment Manufacturer
Office of Inspector General
U.S. Office of Special Counsel

Occupational Safety and
Health Administration

Performance Assessment

Scheduled. commercial airlines

Chartered commercial airlines

Principal Inspector

Principal Maintenance Inspector

Principal Operating Inspector

Program Tracking and Reporting Subsystem

Quality Management System

Regional Airline Association
Regional Jet

Risk Management System
Remotely Sited Inspectors

SA
SAI
SB
SEC
SIRS
SMM
SMS
SOP
SRM
SWA

TCAS
TSA
TWAS
TWA

U
UAL/UA
\%
ValuJet

VDP
VDRP
VFR

WEAT

737
747

Safety Assessment

Safety Attribute Inspection

Service Bulletin

Security and Exchange Commission

Safety Information Reporting System
Safety Management Manual

Safety Management System

Standard Operating Procedures or Practices
Safety Risk Management

Southwest Airlines

Traffic Alert and Collision Avoidance
Transportation Security Administration
Terrain Alert Warning Systems

Trans World Airlines. Acquired by
American Airlines in 2001

United Airlines

East Coast regional airline. Now operating as
AirTrans Airways
Voluntary Disclosure Programs

Voluntary Disclosure Reporting Program
Visual Flight Rules

FAA Work Environmental Assessment Team

A Boeing twin-engine mid-range jet
A Boeing wide-body four-engine jet
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Appendix 2: Air Carrier Fatal Accidents”

CFR Location

Bogota, Columbia
Saltillo, Mexico

Tunica, MS
Port Heiden, AK

Lexington, Ky
El,Paso, Tx
Miami, FI
Chicago, il

Washington, DC
Kirkville, MO

Covington, Ky

Circumstances

Crashed short of the runway on an emergency return
Crashed on approach

Mechanic fell onto Ramp from airplane door

Crashed under unknown circumstances

Crashed on Takeoff
Mechanic injested into engine
Crashed shortly after takeoff
Crashed after runway overrun

Ramp Employee Ran into Fuselage
Crashed on Night / IMC non-precision approach.

Crashed on final. Fuel starvation, improper crossfeed.

This compilation covers events relating to the operation anywhere in the world of commercial U.S.-based carriers.
It covers all Part-121 (transport category) carriers (i.e. major airlines), as well as the scheduled operations of Part-135 carriers (i.e. minor and regional operators).

Date Operator
FY 2008 = 2 fatal accidents, 3 fatalities
07/07/08  Kalitta 121
07/06/08  USA Jet Airlines 121
FY 2007 =2 fatal accidents, 3 fatalities
07/10/07 Sky King 121
12/14/06  Penninsula Air 135
FY 2006 =4 fatal accidents, 71 fatalities
08/27/06  Comair 121
01/168/06  Continental Airlines 121
12/19/05  Chalks International Airlines 121
12/08/05  Southwest Airlines 121
FY 2005 =2 fatal accidents, 14 fatalities
06/07/05  US Airways 121
10/19/04  Corporate Airdines 121
FY 2004 = 1 fatal accident, 1 fatality
08/13/04  Air Tahoma 121
& Note:

*

*

. It shows fatalities to passengers, crew, and anyone on the ground

. It shows survival rates for those on board, including passengers and crew

It does not include the operations of foreign airlines within the U.S.
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Fatalities
Pass l Crew ]Ground Surv
2 8
1
1
1 1
47 2 1
1
18 2
1 103
1
11 2 2
N 1




Appendix 2: Air Carrier Fatal Accidents contd.

Date

FY 2003 = 3 fatal accidents, 24 fatalities

09/12/03
07/13/03
01/08/03

FY 2002 = 3 fatal accidents, 278 fatalities

11/12/01
10/10/01
10/03/01

FY 2001 = 2 fatal accidents, 2 fatalities

08/05/01
11/20/00

FY 2000 = 4 fatal accidents, 102 fatalities

09/18/00
02/16/00
01/31/00
12/07/99

Operator

Northwest Airlines
Air Sunshine

Air Midwest

American Airlines
Peninsula Airways Inc.
West Isle Air

US Airways/Piedmont

American Airlines

Cape Smythe Air Service
Emery Worldwide Airlines
Alaska Airlines
Grant Aviation

121
135
121

121
135
135

121
121

135
121
121
135

CFR Location

Norfolk, VA
Treasure Cay, Bahamas
Charlotte, NC

Rockaway, NY
Dillingham, AK
Decator Island, WA

Reagan National, VA
Miami, FL

Nuigsut, AK

Rancho Cordova, CA
Point Mugu, CA
Bethel, AK
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Circumstances

Ground employee pinned between tug and airplane
Ditched in the ocean
Crashed on takeoff

Rudder and vertical stabilizer separated after takeoff
Crashed shortly after takeoff
Collided with trees shortly after takeoff

Ground employee struck by propeller during taxi operations
Flight attendant fatally injured during emergency evacuation

Crashed during go around following a gear-up landing
Crashed into auto salvage yard after takeoff
Structural failure resulting in crash into ocean

Collided en route with remote, snow covered terrain
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Fatalities
Pass l Crew lGround Surv
2 8
19 2
251 9
9 1
2 1
1
4 1 5
3
83 5
5 1




Appendix 2: Air Carrier Fatal Accidents contd.

Date

FY 1999 =7 fatal accidents, 19 fataliies

Operator

09/05/99
09/03/99
07/28/99
06/11/99
06/01/99
04/14/99
11/03/98

FY 1998 = 2 fatal accidents, 9 fatalities

New England Airlines

Servant Air
Continental Express

Larry's Flying Senvice

American Airlines
Camai Air

Express Airfines One, Inc.

12/28/97
11/08/97

FY 1997 = 9 fatal accidents, 93 fatalities

United Airlines

Hageland Aviation Services

08/07/97
08/02/97
06/27/197
04/10/97
03/27/97
02/08/97
01/09/97
11/19/96
10/22/96

Fine Air
Continental Airlines
Olson Air Servioe

Hageland Aviation Services

Delta Air Lines
Air Sunshine
Comair Aidines

Great Lakes Aviation

Million Air

135
135
121
135
121
135
121

121
135

121
121
135
136
121
135
136
1356
121

CFR Location

Westerly, RI
Bettles, AK
Little Rock, AR
Tanana, AK
Little Rock, AR
Kotzebue, AK
Memphis, TN

Pacific Ocean
Barrow, AK

Miami, FL

Lima. Peru
Nome, AK
Wainwright, AK
Jamaica, NY
St. Thomas, VI
Monroe, MI
Quincy, IL
Manta, Equador
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Circurmstances

Fatalities

Crashed shortly after takeoff

Crashed into mountainous terrain

Rotating propeller struck ground crew member

Coliided with trees, then crashed into a river after takeoff
Landing overrun and collision with approach light structure
Crashed into an ice and snow covered lagoon

Ground aew member walked into a rotating propeller

Unrestrained passenger during turbulence encounter
Crashed into ocean shortly after departure

Cargo - Crashed on departure end of runway
Elderly Passenger fell through catering door
Collide with radio antenna while landing
Crashed into ocean on attempted landing
Ground crew member crushed

Landing gear problem. Crashed into sea
Crashed while being vectored for approach
Collided with GA aircraft at runway intersection
Cargo - Crashed into residential area
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Pass l Crew lGround

Surv I

10 1

134

392

149

26

10 2 2




Appendix 2: Air Carrier Fatal Accidents contd.

Date

FY 1986 = 5 fatal accidents, 506 fatalities

Operator

07/20/96
07/17/96
07/06/96
05/11/96
12/20/95

EY1995=8
08/21/95
06/27/95
02/28/95
02/25/95
12/13/94
12/10/94
11/22/94
10/31/94

FY 1994 = 5 fatal accidents, 193 fatalities

Northern Air Cargo
TWA

Delta Air Lines
Valujet

American Airfines

ci 107 fataliti
Aflantic Southeast Airlines

Salair Airfines
Milion Air, Inc.
Yute Air Alaska
Flagship Airlines
Ryan Air Service
TWA

Simmons Ailines

09/08/94
07/02/94
01/07/94
12/01/93
11/05/93

USAir

USAIr

Allantic Coast Airlines
Express Airlines

Northeast Express Ailines

CFR Location

121
121
121
121
121

135
121
121
135
135
135
121
121

121
121
135
135
135

Russion Mission, AK
East Moriches, NY
Penseoola, FL
Miami, FL

Cali, Columbia

Carolton, GA
l.aRomana, DR

Guatemala City, Guat.

Kotzebue, AK
Morrisville, NC
Elim, AK
Bridgeton, MO
Roselawn, IN

Aliquippa, PA
Charlotte, NC
Columbus, OH
Hibbing, Mi
Newwark, NJ
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Circumstances Fatalities

Pass ‘ Crew ‘Ground Surv |
Inflight fire 4
Infiight explosion 212 18
Uncortained engine failure 2 145
inflight fire 105
Crashed during landing 152 4
Propeller Blade {oss on dimbout 7 21
Cargo - Reported fire during climb 2
Ran off runway into residential area 3
Crashed in Box Canyon 1
Crashed 4 miles from airport 13 2 5
Crashed into Mountainin IMC 4
Collided with Cessna 441 on unway
Inflight loss of control 64 4
Inflight loss of control 127 5
Struck ground on missed approach 37 25
Crashed 1.2 miles fromairport 2 3
Crashed 3 miles short of airport 16
Ground Crew struck by propeller
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Appendix 3: Fatalities

Fatalities per 100 Million persons Onboard,
Part 121-Type Operations, 1946 To 2007
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Appendix 4: List of interviewed stakeholders

The Independent Review Team received tremendous cooperation from the airline
industry, its experts, and government agencies in conducting this study. We thank the
following organizations and individuals for their preparation, discussion time and follow-
up data. Without this cooperation and dedication to aviation safety, we could not have
accomplished our goal.

Congress
James L. Oberstar, Chairman of the Transportation and Infrastructure Committee
John Mica, Ranking Member of the Transportation and Infrastructure Committee

Government

DOT OIG — Department of Transportation Office of Inspector General

FAA — Federal Aviation Administration
Certificate Management — American, Alaskan, Compass, Continental, Delta,

jetBlue, Northwest, Southwest, and United

FSDOs — Atlanta, Boise, Chicago, Philadelphia, New York City, Seattle, and
Washington, DC Regional Offices — Atlanta, Chicago, Fort Worth, and Seattle
Over 350 Inspectors at various locations

NTSB — National Transportation Safety Board

OSC - U.S. Office of Special Counsel

Industry Associations

AFA — Association of Flight Attendants - CWA

AIA - Aerospace Industries Association

ALPA - Air Line Pilots Association

ARSA - Aeronautical Repair Station Association

ATA — Air Transport Association

ATA Safety Council

FSF — Flight Safety Foundation

IAM - International Association of Machinists and Aerospace Workers
NBAA — National Business Aviation Association

PASS - Professional Aviation Safety Specialists, AFL-CIO
RAA - Regional Airline Association

TWU - Transport Workers Union of America AFL-CIO

Carriers and Manufacturers
American Airlines

Alaska Airlines

Boeing

Compass Airlines

Continental Airlines

Report of the Independent Review Team: September 2008 Page 66



Delta Air Lines
jetBlue Airlines
Northwest Airlines
Southwest Airlines
United Airlines

Industry Experts
Anthony J. Broderick
K. Scott Griffith
Kenneth P. Mead
Kenneth P. Quinn
Ray Valeika
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Appendix 5: Brief biographical sketches for the IRT

J. Randolph Babbitt is a Partner in the Aviation and Aerospace Section of Oliver
Wyman, a global strategy consulting firm. During the 1990’s he served as President and
CEO for US ALPA, the world’s largest professional organization of airline pilots. He is
the past chairman and a current member of the FAA Management Advisory Council. He
began his aviation career as a pilot for Eastern Air Lines and flew for more than 20 years.

William O. McCabe, Colonel, USAF (Ret), is President, The McCabe Group, LLC, an
aerospace consulting firm. He serves as a member of the Flight Safety Foundation Board
of Governors. He founded and led the DuPont Aerospace Enterprise and was the
Director of DuPont Aviation. He represented DuPont on the Board of Governors of the
Aerospace Industries Association of America (AIA) and chaired the AIA Civil Aviation
Council. He is a former member of the National Business Aviation Association’s safety
committee. He holds an Airline Transport Pilot rating.

Malcolm K. Sparrow is Professor of the Practice of Public Management at the Harvard
Kennedy School of Government. He is Faculty Chair of the school’s Master of Public
Policy (MPP) Program, and of the Executive Program on Strategic Management of
Regulatory and Enforcement Agencies. He has authored several books on regulatory
policy and operational risk-management, and has advised a broad range of Federal
regulatory agencies. Before moving to Harvard University, he served 10 years with the
British Police Service, rising to the rank of Detective Chief Inspector. He holds a Ph.D in
Applied Mathematics.

Ambassador Edward W. Stimpson was appointed by President Clinton in July 1999 as
the Representative of the United States of America on the Council of the International
Civil Aviation Organization (ICAQO). For 25 years, Mr. Stimpson was President of the
General Aviation Manufacturers Association (GAMA), representing more than 50
companies involved in the manufacture of aircraft and component parts. He now serves
as Chair of the Flight Safety Foundation.

Hon. Carl W. Vogt has served as Chairman of The National Transportation Safety
Board; a member of The White House Commission on Aviation Safety and Security: a
member of the FAA Aviation System Capacity Advisory Committee and the FAA Ninety
Day Safety Review Committee: a Director of the Air Transport Association Aviation
Safety Alliance; Chair of the Flight Safety Foundation; Chair of the American Bar
Association Forum on Air and Space Law; a member of The MITRE Corp. Aviation
Advisory Committee; and, a member of The Board of Visitors of the Aircraft Owners and
Pilots Association Air Safety Foundation. He 1s a Fellow of The Royal Aeronautical
Society and an Elder Statesman of Aviation of the National Aeronautic Association. In
the U.S. Marine Corps he served as a Naval Aviator and carrier based jet fighter pilot. He
holds a commercial pilot's license.
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Appendix 6: Charter

IR

f(‘%g THE SECRETARY OF TRANSPORTATION
8 ;2 WASHINGTON, D.C. 20590
Stapzs o P
APR 2 5 2008
Edward Stimpson

105 E. Highland View Drive
Boise, ID 83702-1641

Dear Mr. Stimpson:

I appreciate your willingness to be part of the Independent Review Team to assess the
implementation and culture of the Federal Aviation Administration’s (FAA’s) Safety
Management System.

While we are currently in the midst of the safest period in the history of aviation, | have
initiated a number of improvements in how the FAA’s Safety Management System is
implemented. The creation of this team is a major component of my initiative. Your
work will be invaluable in assisting FAA Acting Administrator Sturgell improve upon an
already sound record of safety.

- I stated in my April 18" announcement that this independent, non-partisan team will
evaluate and craft recommendations to improve the FAA’s safety culture as well as the
implementation of the aviation safety system. I look forward to seeing your report within
120 days. During this time, I invite you to provide me with regular updates on your
progress.

As you know, there is vast agreement among aviation experts that the current, risk-based
Safety Management System, as directed by the 1997 White House Commission on
Aviation Safety and Security, is the best approach to ensuring that each time a passenger
boards a plane, that plane is safe. The data show this approach is working. Your task is
not to reinvent the FAA’s safety regime. Rather, I would like you to develop actionable
recommendations that will result in a more robust safety program. As [ stated in my
announcement of this initiative, “[t}here is simply no question that our approach is sound
and our results decisive. But there is also no doubt a good system can always be made
better.”

Your personal contributions will be crucial to reassuring the flying public that our
aviation safety system is safe. Thank you for your service on this team and for your
commitment to aviation safety.

Sincerely,

Mary E. Peters
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{U.S. OFFICE OF SPECIAL COUNSEL
1730 M Street, N.W,, Suite 218
Washington, D.C. 200636-4505

202-254-3600

REPORT OF DISCLOSURES REFERRED FOR INVESTIGATION
OSC FILE Nos. DI-07-2793 and DI-07-2868

I. SUMMARY

Mr. Charalambe Boutris and Mr. Douglas E. Peters, both Aviation Safety Inspectors with
the Federal Aviation Administration (FAA), have disclosed serious allegations concerning the
inspection and maintenance program of FAA’s Southwest Airlines Certificate Management
Office (Southwest CMO), Irving, Texas. They allege that FAA employees are engaging in
conduct which constitutes a violation of law, rule or regulation, gross mismanagement, and an
abuse of authority, all of which has contributed to a substantial and specific danger to public
safety. Mr. Boutris and Mr. Peters, (the whistleblowers) report that the Principal Maintenance
Inspector for Southwest Airlines (Southwest) knowingly allowed the airline to operate aircraft in
passenger revenue service in an unsafe or unairworthy condition, after the inspection dates for
airframes had passed and without a required maintenance check. Southwest had overflown an
inspection of the fuselage identified by an Airworthiness Directive (AD). The whistleblowers
reported these allegations to FAA officials and some investigation has been conducted.
However, the whistleblowers allege that the investigation remains deliberately incomplete, and
that no appropriate action has been taken to ensure future compliance with ADs and required
maintenance checks, thus jeopardizing the safety of the flying public.

II. THE INFORMATION DISCLOSED

Mr. Boutris, who has consented to the release of his name, worked in the field of aviation
maintenance and inspection in the private sector for approximately 20 years before joining the
FAA in 1998. He began working with FAA as an Aviation Safety Inspector in the Dallas/Fort
Worth Flight Standards District Office. Mr. Boutris held several positions in that office
eventually becoming the Principal Maintenance Inspector for several air carriers. In March
2003, he requested and received an assignment to the SWA CMO and worked as one of the
maintenance Partial Program Managers (PPM) for the Boeing 737-700 fleet. Mr. Peters, who
also consented to the release of his name, has worked for FAA since 2001. He currently serves
as the Data Evaluation Program Manager, assigned to the American Airlines (AMR) CMO.

Mr. Boutris and Mr. Peters disclose that Mr. Douglas T. Gawadzinski, former Supervisory
Principal Maintenance Inspector (SPMI) of Southwest assigned to the SWO CMO, and others,
violated FAA national policy and regulations governing the maintenance of aircraft by a1r11ncs
They allege this has resulted in. ﬁsb!ﬁ, sysmmz and repetitive non. iance. e :

which Were not safe, for passenger revenue service. They also state that Inspector Larry
Collamore was aware that the aircraft were not safe but did not challenge Mr. Gawadzinski’s
actions nor report the safety issues.
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The whistleblowers explain that FAA issues ADs to address unsafe conditions on aircraft,
aircraft engines, propellers and appliances. The FAA issues the ADs and notifies airlines of the
existence of a known unsafe condition which is likely to exist or develop in other products of the
same type design. ADs specify inspections that must be carried out, conditions and limitations
that must be complied with, and any actions that must be taken to resolve an unsafe condition.
These inspection requirements have due dates, or become due according to the number of flight
hours or cycles logged by an aircraft. AD requirements are mandatory and set forth in the Code
of Federal Regulations at 14 C.F.R. Part 39.

The whistleblowers also report that when an airline discovers non-compliance with an AD,
the airline may make a voluntary disclosure under the Voluntary Disclosure Reporting Program
(VDRP), in order to avoid certain penalties. Advisory Circular 00-58A provides the guidelines
for the VDRP. Under this Circular, entities which operate under Title 14, such as airlines, may
voluntarily disclose violations to FAA and receive a letter of correction in lieu of a civil penalty.
However, in order to avoid civil penalties, specific procedures must be followed with respect to
the reported non-compliance. When such a self-disclosure occurs, non-compliance with the AD
must cease as of the date the non-compliance is discovered. This includes termination of the
operation of the affected aircraft until the requirements of the AD have been met.

Southwest Airlines Non-Compliance History

Mr. Boutris was initially assigned responsibility for the inspection of Southwest’s aircraft
engines. Through his review of the airline’s AD compliance records for several aircraft engines,
Mr. Boutris discovered that the required AD compliance information was inconsistent and the
format used was different from engine to engine, making it difficult to follow and track the AD
compliance. He states that this kind of inconsistent and incomplete recordkeeping system was
contrary to the requirements of Title 14, Part 121.380(2)(vi). After a lengthy explanation of the
noncompliance and a discussion with Mr. Gawadzinski, Mr. Boutris was told he could send
Southwest a Letter of Concern, not a Letter of Investigation, as required by FAA Order 2150,
Compliance and Enforcement. Southwest agreed with Mr. Boutris’ findings. He worked with
the airline for the next year to bring the program into regulatory compliance.

In January 2006, Mr. Boutris was assigned the PPM responsibility for the Boeing 737-700
airframes and systems. He began reviewing Southwest’s maintenance records with emphasis on
Limited Life Parts and AD compliance requirements for the 737-700 fleet. In the course of that
review, he discovered discrepancies with the aircraft AD compliance records and again
determined that the airline’s information and records did not meet the requirements of 14 C.F.R.
§ 121.380(2)(vi). Mr. Boutris informed the Southwest AD compliance team leader Bill Krivanek
of the discrepancies. Mr. Boutris strongly recommended to SPMI Gawadzinski that a Letter of
Investigation be sent to Southwest advising them of the noncompliance involving airframes.
SPMI Gawadzinski refused. Instead, he told Mr. Boutris that an AD Management Safety
Attribute Inspection (SAI) would be conducted. This SAI inspection would evaluate the content
of the airline’s manual system and procedures and determine if they met regulatory and FAA
policy requirements.
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In January 2007, SPMI Gawadzinski allowed the AD Management SAI to go forward.
When Southwest officials Mats Sable, Director of Quality Assurance, and Bill Krivanek, learned
that Mr. Boutris was to lead the inspection, they met with SPMI Gawadzinski and actively
sought his removal. SPMI Gawadzinski assigned the inspection to Mr. Boutris nevertheless, but
instructed him to delay the review until he gave the green light. Mr. Boutris approached his
office manager, Mr. Michael Mills, and reported his concern that Southwest was trying to
influence the outcome of the investigation by hand-selecting the inspector. He also informed
Mr. Mills that the last ADSAI inspection of Southwest manuals was done in 1999 and included
numerous negative findings. He noted that the SAI reviews are to be done every 5 years
pursuant to FAA Order 8400.10, Appendix 6 (now N8900.11) making the Southwest review 3
years overdue. Mr. Boutris maintains that SPMI Gawadzinski was aware that the inspection was
long overdue.

Mr. Boutris informed Mr. Krivanek that because of his knowledge of the chronic AD
compliance issues, he would be reviewing aircraft records for AD compliance along with the
SAIl inspection. Mr. Krivanek did not agree with his determination but acknowledged the
records would be reviewed. According to the information provided, Mr. Boutris went to
Southwest on March 15, 2007, to begin the SAI inspection. Upon returning to his office,

Mr. Boutris informed SPMI Gawadzinski that Mr. Krivanek had not participated in the meeting
because he was involved in another project. SPMI Gawadzinski then told him that Southwest
had discovered that some of their aircraft had overflown some AD requirements and that
Southwest was reviewing their records to determine how many aircraft were involved.

Self-Disclosure and AD 2004-18-06

According to the whistleblowers, on March 15, 2007, Southwest informed SPMI
Gawadzinski by telephone that on March 14, 2007, during an AD compliance records review,
their AD compliance personnel had discovered that some of their aircraft had over-flown the
inspection requirements of AD 2004-18-06. At the time, Southwest estimated that possibly 100
Boeing 737-300 aircraft had been affected. AD 2004-18-06 requires inspections of the fuselage
on the Boeing 737-200, -200C, -300, -400, and -500 aircraft. The AD states that the inspections
are “necessary to find and fix fatigue cracking of the skin panels, which could result in sudden
fracture and failure of the skin panels of the fuselage, and consequent rapid decompression of the
airplane. This action is intended to address the identified unsafe condition.” On March 19,
2007, Southwest, via the VDRP, provided SPMI Gawadzinski updated the information
previously provided by telephone on March 15, 2007. Southwest informed him that there were
only 47 aircraft affected rather than the 100 originally reported.

During an FAA records review, Mr. Peters discovered that Southwest did not cease
operations of the affected aircraft when the non-compliance with AD 2004-18-06 was
discovered. Instead, the affected aircraft were flown-in passenger revenue service between
March 15, 2007 and March 23, 2007, until the aireraft could be routed into a maintenance base to
complete the overdue AD inspections. Subsequent inspections revealed fuselage skin cracks in
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the area affected by the AD, in addition to several cracks outside the area of inspection. As is
stated in the AD, due to past events pertaining to Boeing 737 skin fatigue and cracks, this could
have had a catastrophic impact during flight. These inspection requirements are the result of the
Aloha airlines accident in which a Boeing 737 aircraft during flight lost the top of its fuselage
due to undetected cracks. Southwest was required to take immediate corrective action to resolve
the unsafe condition at the time of the self-disclosure.

On March 22, 2007, Mr. Boutris was conducting night surveillance inspections at the
Southwest Chicago Midway maintenance facility when he saw personnel repairing a fuselage
crack on Southwest aircraft, N300SW. He reviewed the aircraft’s records and discovered that
the airplane had been recently used to fly commercial passengers. He confirmed with Inspector
Collamore that the crack was found was in the fuselage, an area of the aircraft covered by the
AD inspection requirements. Inspector Collamore stated that this aircraft was part of the VDRP

report.

In this case, the whistleblowers allege, the non-compliance did not cease, but rather, the
unsafe condition continued for approximately 2 weeks. They contend that Southwest did not
take immediate, corrective action to address this unsafe condition and knowingly continued to fly
potentially unsafe aircraft in passenger revenue service despite the fact that the overdue
inspections were revealing fuselage cracks on the AD affected areas. In addition, SPMI
Gawadzinski and Paul Comeau, a former FAA employee under SPMI Gawadzinski, and now the
Southwest Manager for Regulatory Compliance, were well aware of the safety issues and
permitted the non-compliance. In the VDRP report, under the section entitled, “Did Non-
Compliance Cease After Detection,” Mr. Comeau falsely stated, and SPMI Gawadzinski falsely
accepted, the entry “Yes.” In doing so, they circumvented the VDRP requiréments by
knowingly allowing the affected aircraft to remain in passenger revenue service, and to fly
passengers, with a known unsafe condition. The whistleblowers contend that the flights of the
affected aircraft should have been terminated until the inspections required by AD 2004-18-06
were accomplished, and SPMI Gawadzinski should have followed the mandated FAA Guidance
and 14 C.F.R. Part 39.7, and 39.11, and informed Southwest that it was imperative they cease all
operations of the affected aircraft.

SPMI Gawadzinski’s actions were investigated and a report issued on April 18, 2007, by
Kermit Teppen and Cecil Whitrock, Assistant Managers, AMR CMO. The report concluded that
SWA CMO SPMI Gawadzinski did not ensure that the non-compliance ceased or inform upper
management of this significant event, stating that “. . . the SWAA CMO has a relaxed culture in
maintaining substantiating data as well as any documents that would support any decisions made
by the airworthiness unit.” In addition, the report states that . . . the affected aircraft operated
for roughly 30 months without being inspected . . . and due to the past events pertaining to B-737
skin fatigue, this should have been considered a serious safety issue.”

! Federal Aviation Administration, Memorandum from Kermit Teppen/Cecil Whitrock, Assistant Managers, AMR
CMO, to Mike Mills, Manager, SWAA CMO, dated April 18, 2007.



