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How to use this Report

This Performance and Accountability Report (PAR) for fiscal year (FY) 2007 provides the National
Transportation Safety Board (NTSB) financial and performance information, enabling the President,

Congtress, and the American people to assess the Agency’s performance as provided by the requirements
of the:

*  Government Management Reform Act of 1994

*  Government Performance and Results Act (GPRA) of 1993
= Chief Financial Officers Act of 1990

* TFederal Manager’s Financial Integrity Act (FMFIA) of 1982
* Office of Management and Budget (OMB) Circular A-136.

The assessment of NTSB performance contained in this report compares performance results to the
Agency’s strategic goals and performance goals. NTSB’s Strategic Plan and annual PARs are available
on NTSB’s Web site at www.ntsb.gov/annual report. NTSB welcomes feedback on the form and
content of this report.

This report is organized in the following major components:

1. Letter from the Chairman of the N'TSB

The Chairman’s letter includes an assessment of the reliability and completeness of the financial
and performance information presented in the report and a statement of assurance of the Agency’s
management controls as required by the FMFIA.

2. Management’s Discussion and Analysis (MD&A)

This section provides an overview of the financial and performance information contained in the
Performance Section, Financial Section, and Appendices. The MD&A includes an overview of the
NTSB organization, highlights of the Agency’s performance goals and results, current status of systems
and internal control weaknesses, and other pertinent information such as the progress being made by
NTSB in the President’s Management Agenda (PMA).

3. Performance Section

This section provides the annual performance information as required by OMB Circular A-11 and the
GPRA. Included in this section is a detailed discussion and analysis on the Agency’s performance in
FY 2007. Information on key performance measures with past results can be found in the Performance
Section.
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4. Financial Section

This section contains the detail on NTSB’s finances in FY 2007. The OIG Quality Control Report, the
Independent Auditor’s Report, followed by NTSB CFO Responses to Auditor’s Report; the agency’s
audited financial statements, footnotes and notes to the financial statements.

5. Appendices

Summary chart of historical information.
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Mission Statement

To promote transportation safety by maintaining our congressional mandated independence and
objectivity; conducting objective, precise accident investigations and safety studies; performing fair
and objective airman and mariner certification appeals; advocating and promoting NTSB safety
recommendations; and to assist victims of transportation accidents and their families.
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Strategic Goals

Strategic Goal #1 — Accomplish Objective Investigations of Transportation
Accidents to Identify Issues and Actions that Improve Transportation Safety

Strategic Goal #2 — Increase our Impact on the Safety of the Transportation System
Strategic Goal #3 — Outstanding Stewardship of Resources

Strategic Goal #4 — Organizational Excellence
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NTSB Vital Role in Transportation Safety

Since its inception in 1967, the National Transportation Safety Board (NTSB) has investigated more
than 128,000 aviation accidents and over 10,000 surface transportation accidents. In so doing, it has
become one of the world’s premier accident investigation agencies. On call 24 hours a day, 365 days a
year, NTSB investigators travel throughout the country and to every corner of the world to investigate
significant accidents and develop factual records and safety recommendations.

The N'TSB has issued more than 12,700 recommendations in all transportation modes to more than
2,200 recipients. Beginning in 1990, the Board published a “Most Wanted” list of safety improvements.
Although the Board does not have authority to regulate transportation equipment, personnel or
operations, or initiate enforcement action, based on its reputation for impartiality and thoroughness,
the Board has achieved such success in shaping transportation safety improvements that more than
82 percent of its recommendations have been adopted by those in a position to effect change. Many
safety features currently incorporated into airplanes, automobiles, trains, pipelines and marine vessels
had their genesis in these recommendations.

In addition to the demands of overseeing the safety of the U.S. transportation system, the N'TSB has
been increasingly called upon to participate in foreign accident investigations especially where American
equipment or operators are involved.

The globalization of the economy, as well as our acknowledged leadership in accident investigation,
demands N'TSB participation in these foreign investigations both to ensure the safety of U.S. aviation
exports and to continue to demonstrate the need for one level of safety worldwide.

NTSB meets its important safety mission through several lines of business that work together to prevent
future accidents. These lines of business are:

The Office of Aviation Safety: investigates, or causes to be investigated, all civil and some public use
aviation accidents and selected incidents; prepares detailed reports; develops proposed probable cause(s)
determinations; and formulates recommendations to minimize their recurrence for consideration and
adoption by the Board and for use by other government agencies, the Congress, the transportation
community, and the traveling public.

The Office of Highway Safety: investigates highway accidents involving issues with wide-ranging safety
significance, such as bridge collapses, multiple fatalities on publish transportation, and grade crossings.
Safety recommendations may be issued to Federal, state, and local agencies, operators, manufacturers,
and trade associations. This office also examines the safety programs of such agencies as the Federal
Highway Administration and the National Highway Traffic Safety Administration.

NTSB Fiscal Year 2007 - 2006 Performance and Accountability Report
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The Office of Marine Safety: investigates marine accidents on the navigable waters or territorial
seas of the United States and accidents involving U.S. merchant vessels worldwide, under regulations
prescribed jointly by the Board and the Department of Transportation. The Office of Marine Safety
also investigates accidents involving U.S. public vessels and non-public vessels, and accidents that involve
U.S. Coast Guard safety functions. Safety recommendations may be issued to agencies such as the U.S.
Coast Guard, US. Army Corps of Engineers, shipping firms, and maritime trade organizations.

Office of Railroad, Pipeline and Hazardous Materials Investigations: is a multi-modal investigative
office within the NTSB. The office’s Railroad Division investigates accidents and incidents involving
passenger and freight railroads as well as commuter rail transit systems. These accidents typically
involve collisions or derailments, some of which lead to the release of hazardous-materials.

The Pipeline Division investigates accidents occurring during the transport of natural gas or other hazardous
liquids, such as gasoline or propane, through underground pipeline systems. Pipeline accident investigations
focus on accidents that involve fatalities or that result in substantial property or environmental-damage.

The Hazardous Materials Division investigates accidents in which public safety is threatened by the
release of hazardous substances. Hazardous materials accident investigations may include analysis of
the performance and integrity of hazardous materials containers, such as rail tank cars and highway
cargo tanks.

The Office of Research and Engineering: provides technical support to accident investigations, and
conducts safety studies that examine safety issues in all modes of transportation. The Board’s Flight
Data Recorder, Cockpit Voice Recorder, and Materials Laboratories are located in this office. The
office maintains the Board’s aviation accident database, providing periodic statistical reviews of aviation
accidents, and responds to public inquiries for Board reports and safety studies.

Safety Recommendations and Advocacy: includes the divisions of Safety Recommendations, Safety
Advocacy, and Transportation Disaster Assistance. The office is responsible for coordinating strategies
for implementing the safety recommendations and supporting victims of transportation disasters.

The NTSB Training Center: is an organizational component of the Office of Management. The
Training Center is responsible for internal staff training, training plans and workforce development
programs, general training and support for other training initiatives at the Board’s facility in Ashburn,
Virginia. The Training Centet’s primary mission is to train N'TSB investigators and others in the
transportation community in accident investigation techniques.

NTSB Fiscal Year 2007 - 2006 Performance and Accountability Report
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A Message from the Chairman

I am pleased to present Fiscal Year (FY) 2007 Annual Performance and Accountability Report (PAR)
for the National Transportation Safety Board (NTSB). This report details the Agency’s accomplishments
and challenges in upholding our mission to promote transportation safety. As an independent agency
charged by Congress with investigating every civil aviation accident in the United States and significant
accidents in other modes of transportation (railroad, highway, marine, and pipeline, as well as those
involving the transportation of hazardous materials) in order to determine the causes and to issue
recommendations aimed at preventing future accidents. The N'TSB investigates more than 2,100
accidents every year.

The NTSB is recognized internationally for its aviation accident investigation expertise. However, the
same tenacity and dedication to excellence are applied to accident investigations in all other modes of
transportation. The recent investigations of the accidents caused by the ceiling failure in the Boston’s
Interstate 90 Connector Tunnel and the collapse of the bridge over the Mississippi River on Interstate
35 West in Minneapolis represent two critical investigations performed in other transportation modes.
In the face of these disasters, the N'TSB strives to determine the cause so that actions can be taken that
will eliminate similar accidents and their concurrent loss of life and property in the future.

This Performance and Accountability Report contains the Board’s financial statements, as required
by the Office of Management and Budget (OMB) Circular A-130, a selection of annual performance
information and a report on the Board’s material weaknesses, as required by the Federal Managers’
Financial Integrity Act (Integrity Act).

The information provided in this report serves as a mechanism for fiscal and programmatic accountability.
It is an accounting to the American people on our stewardship of the funding we received from them
in FY 2007 to fulfill our mission.

For 40 years the National Transportation Safety Board has been at the forefront of transportation safety
issues, the conscience, if you will, of America’s vital transportation network. The N'TSB is not only
our nation’s premier accident investigation agency, but also enjoys an excellent reputation as the most
authoritative independent safety investigative body in the world. The Board dedicated staff has worked
long and hard over the years to maintain its reputation as being the “best in the safety business.”

The NTSB prepared financial statements for FY 2002 that marked the first time in the history of
the Board that financial statements had been prepared. Building from this valuable experience and

accomplishment since FY 2003 we achieved unqualified (clean) opinions on our first, second, third and
fourth audited Consolidated Financial Statements for fiscal year 2003, 2004, 2005 and 2006.

NTSB Fiscal Year 2007 - 2006 Performance and Accountability Report
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Leon Snead & Company, P.C. an Independent Public Accounting firm engaged by the Department of
Transportation, Office of Inspector General (DOT-1G), has audited the Board’s FY 2007 consolidated
financial statements included in this report and has issued an unqualified (clean) opinion indicating that
our statements present fairly the financial position of the National Transportation Safety Board. This
is the best possible audit result and affirms our commitment to financial reporting excellence.

Along with this opinion, I am pleased to report on the National Transportation Safety Board’s (NTSB)
compliance with the Federal Managers Financial Integrity Act, revised OMB Circular A-123, Management’s
Responsibility for Internal Control for June 30, 2007. The Integrity Act requires the Board to annually
evaluate its management controls and identify any material weaknesses. This requirement covers all
of the Board’s programs and administrative functions. As we work to serve the American people, we
must administer our programs as efficiently and economically as possible. To do this, we rely on our
system of management controls to provide reasonable assurance that our financial activities comply with
applicable laws, our items of value are safeguarded, and our operations are accounted for properly.

As of September 30, 2007, there is one new material weakness to report and only one prior year material
weakness remaining to be corrected. The new material weakness, which was reported by our independent
auditors during the fiscal years 2007 - 2006 Financial Statement Audit is: Accounting Operations — Controls
and Processes deficiencies exist in the internal controls over financial reporting relating to the preparation, documentation,
review and approval of journal vouchers; and the analysis, documentation, and correction of material differences identified
in financial accounting relationship tests performed by the N'TSB. However, it is important to note that the
auditors stated in their report that NTSB overall internal controls over financial reporting were generally
appropriately designed and functioning and the Chief Financial Officer (CFO) has issued numerous
formal operations bulletins on many aspects of CFO operations that details control processes based
upon established risk, and address other operational process.

The one prior year material weakness, which has not yet been corrected and that was reported by Leon
Snead & Company, P.C. an Independent Public Accounting (IPA) firm is: N'TSB had not completed and
documented a comprebensive system security planning and life cycle management program for it major applications and
general support systems. In addition, N'TSB certification and accreditation (C&»A) process has not been completed for
its three systems. Although NTSB continues to be in material non-compliance with FISMA, the TPA
evaluation found that during fiscal year 2007 N'TSB had taken the substantive corrective actions, among
others to address the material I'T security weaknesses identified in prior DOT-OIG FISMA reports.
These substantive corrective actions included: (1) Hiring a Chief Information Officer and Deputy Chief
Information Officer. Filling these key positions within N'TSB is significant as it should enable NTSB
to focus high-level management attention to its I'T security program; ensuring that continued, timely
progress is made to eliminate material weaknesses in the program; and properly allocate human and
funding resources to areas of critical need; (2) purchasing, installing, and began using four commercial
applications that provide NTSB with the ability to effectively address prior I'T security problems dealing
with patching security vulnerabilities in its applications; and controlling the review of and documentation
for its vulnerability scanning and intrusion monitoring programs; (3) deploying encryption on agency
laptops and issuing encrypted USB storage devices to employees who need to share files as part of their
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regular duties; (4) implementing dual authentication for its remote users; and (5) addressing DOT-OIG
concerns dealing with password security by requiring more complex passwords on its network.

It is important to note that the FISMA material weakness was limited to the systems resident within
NTSB and did not affect the agency’s core financial management systems, which are located at the
service provider. Therefore, these weaknesses have reduced impact on the financial management system
maintained by its service center. In addition, the service provider received an unqualified (clean) Third
Party Report on Controls Placed in Operation and Test of Operating Effectiveness (SAS 70) for the
Period October 1, 2006 — July 31, 2007.

The selected performance goals contained in this report summarize our success in achieving the
performance goals we established for FY 2007. The Board continues to aggressively improve our
performance planning practices to ensure that, in the future, our goals are results driven and oriented
toward achieving desired outcomes.

Just as the NTSB is the world’s premier accident investigation agency, it is our vision that the Board
becomes a premier financial management agency in the Federal government. The submission of our
Performance and Accountability Report is another step toward that vision.

Sincerely,
/s/

Mark V. Rosenker

Chairman

NTSB Fiscal Year 2007 - 2006 Performance and Accountability Report
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A Message from the Chief Financial Officer

In FY 2007, the National Transportation Safety Board (NTSB) continued its efforts toward organizational
excellence, which is defined by results. Progress for much of our efforts toward excellence is captured
in the NTSB FY 2007 and 2006 Performance and Accountability Report (PAR). The PAR provides
the NTSB most important financial and performance information. It is also our principal publication
and report to Congress and the American people on our program leadership and our stewardship and
management of the public funds entrusted to us.

I'am pleased to report that for the fifth consecutive year we have received an unqualified (“‘clean”) opinion
on the N'TSB consolidated financial statements for FY 2007 and 2006 from our independent auditors.
This is the best possible audit result and affirms our commitment to financial reporting excellence.

With the attainment of the independent auditor’s unqualified financial statement opinion, the Office
of the Chief Financial Officer is committed to moving forward vigorously during FY 2008 to continue
improving our internal control processes and fulfill the financial management improvement goals of
the President’s Management Agenda (PMA).

These financial statements fairly present the N'TSB financial position and were prepared in accordance
with generally accepted accounting principles (GAAP) in the United States of America and the Office
of Management and Budget (OMB).

Steven E. Goldberg

November 1, 2007
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Management’s Discussion & Analysis

Overview

The National Transportation Safety Board (N'TSB) is an independent accident investigation agency.
Since its creation in 1967, the Safety Board’s mission has been to determine the probable cause of

transportation accidents and to formulate safety recommendations to improve transportation safety.
The Safety Board’s mission is to determine the probable cause of:

All US. civil aviation accidents and certain public-use aircraft accidents;
Selected highway accidents;

Railroad accidents involving passenger trains or selected freight train accidents that result in
fatalities or significant property damage;

Major marine accidents and any marine accident involving both a public and a nonpublic
vessel;

Pipeline accidents involving fatalities, substantial property damage, or significant environmental
damage;

Selected accidents resulting in the release of hazardous materials in any mode of transportation;

and

Selected transportation accidents that involve problems of a recurring nature or are
catastrophic.

The Independent Safety Board Act of 1974 authorized the Safety Board to:

Evaluate the effectiveness of government agencies involved in transportation safety;
Evaluate the safeguards used in the transportation of hazardous materials;

Evaluate the effectiveness of emergency responses to hazardous material accidents;
Conduct special studies on safety problems;

Maintain official U.S. census of aviation accidents;

Review appeals from airmen, mechanics, and repairmen who have been assessed civil penalties
by the Federal Aviation Administration (FAA); and

Review appeals from airmen and merchant seamen whose certificates have been revoked or
suspended.

The Safety Board also leads US. teams on foreign airline accident investigations to assist foreign
authorities under the provisions of the International Civil Aviation Organization (ICAO) agreements.
In 1996, the Aviation Disaster Family Assistance Act assigned to the Safety Board the responsibility
of coordinating the resources of the Federal government and other organizations in order to support
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the efforts of local and state authorities and the airlines in assisting aviation disaster victims and their
families following accidents in which there is a major loss of life. In addition, a Presidential memorandum
directed Federal agencies to support the Safety Board when it assumes those same responsibilities for
major surface transportation accidents.

The Civil Aeronautics Board’s Bureau of Safety formed the nucleus of the NTSB, which was created
in 1967 as an independent agency within the newly created U.S. Department of Transportation (DOT).
Congress expanded the Safety Board’s authority to include accident investigation in four other modes:
rail, highway, marine, and pipeline. In 1974, Congress passed the Independent Safety Board Act, which
severed the Safety Board’s ties to DOT. Congress gave the Safety Board authority to coordinate Federal
assistance to victims and family members affected by major aviation accidents under the Aviation
Disaster Family Assistance Act of 1996.

Since its inception in 1967, the Safety Board has investigated more than 128,000 aviation accidents and
over 10,000 surface transportation accidents. It has become recognized as the world’s leading accident
investigation agency. N'TSB investigators are on call 24 hours a day, 365 days a year. They have traveled
throughout the country and to every corner of the world to perform investigations.

History and Structure of the Board

The NTSB opened its doors on April 1, 1967, initially relying on the U.S. Department of Transportation
(DOT) for funding and administrative support. Although its charter is the Independent Safety Board
Act of 1974, the origins of the Safety Board can be found in the Air Commerce Act of 1926, in which
Congress charged the Commerce Department with investigating the causes of aircraft accidents. The
rules of the Board are located in Chapter VIII, Title 49 of the Code of Federal Regulations (CFR).
Since its inception, the Board has investigated more than 124,000 aviation accidents, and over 10,000
accidents in the surface transportation modes. In so doing, it has become one of the world’s premier
accident investigation agencies. On call 24 hours a day, 365 days a year, NTSB investigators travel
throughout the country and to every corner of the world to investigate transportation accidents and
to develop factual records and safety recommendations.

NTSB Fiscal Year 2007 - 2006 Performance and Accountability Report
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Northwest Regional Office
19518 Pacific Highway South
Room 201

Seattle, Washington 98188-5493
Phone:206-870-2200
FAX:206-870-2219

8a.m.-4:30 p.m (Pacific)

Southwest Regional Office
1515 W.190th Street

Suite 555

Gardena, California 90248
Phone:310-380-5660
FAX:310-380-5666

7 a.m.-3:30 p.m. (Pacific)

NTSB Regional Offices

Alaska Regional Office
222 West 7th Avenue
Room 216,Box 11
Anchorage, Alaska 99513
Phone:907-271-5001
FAX:907-271-3007

8 a.m.-4:30 p.m (Alaska)

NORTHWEST

SOUTHWEST

CENTRAL MOUNTAIN

Central Mountain Regional Office
4760 Oakland Street

Suite 500

Denver, Colorado 80239
Phone:303-361-0600
FAX:303-361-0619

7:30 a.m.-4 p.m (Mountain)

SOUTH CENTRAL

South Central Regional Office
624 Six Flags Drive

Suite 150
Arlington, Texas 76011
Phone:817-652-7800
FAX:817-652-7803

7:30 a.m.-4 p.m. (Central)

NORTH CENTRAL

North Central Regional Office
31 West 775 North Avenue

West Chicago, lllinois 60185
Phone:630-377-8177
FAX:630-377-8172

7:30 a.m.-4 p.m. (Central)

SOUTHERN

NORTHEAST

Parsippsn

MID ATLANTIC
Washington D C

Northeast Regional Office
2001 Route 46

Suite 504

Parsippany, New Jersey 07054
Phone: 973-334-6420
FAX:973-334-6759

8:30 a.m.-5 p.m. (Eastern)

Mid-Atlantic Regional Office
490 L'Enfant Plaza, S.W.
Washington, D.C. 20594

Phone: 202-314-6320
FAX:202-314-6329

8:30 a.m.-5 p.m. (Eastern)

T Southem Regional Office

Atlanta Federal Center

60 Forsyth Street, SW

Suite 3M25

Atlanta, Georgia 30303-3104
Phone:404-562-1666
FAX:404-562-1674

8 a.m.-4:30 p.m. (Eastern)

Southeast Regional Office
8405 N.W.53rd Street

Suite B-103

Miami, Florida 33166
Phone:305-597-4610
FAX:305-597-4614

8 a.m.-4:30 p.m. (Eastern)
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Mission

The basic components of the NTSB’s mission are to:

* Maintain public confidence in the Nation’s transportation systems by thoroughly and
independently determining the probable cause(s) of transportation accidents and significant
incidents and issuing timely and feasible safety recommendations to prevent future accidents,
save lives, and reduce injuries and property damage.

* Ensure that survivors and families of victims of transportation accidents receive timely,
compassionate assistance from the operator, other government agencies, and community
service organizations.

* Provide aviators and mariners with fair, timely, independent appellate review of certificate
actions taken by the FAA and the U.S. Coast Guard.

* Ensure effective stewardship of the resources provided.

* To provide comprehensive education and training for those who improve safety by conducting
independent transportation accident investigations.

The Safety Board’s proactive approach in preventing and/or reducing the severity of future
transportation accidents is unique. Itindependently addresses real world tangible problems, allows full
industry participation in its investigations, issues safety recommendations instead of regulations, and
disseminates its reports and findings to as wide an audience as possible. It also provides oversight of
the regulatory agencies in transportation and is the safety advocate for millions of Americans traveling
through our nation’s skies, roads, rails, and waterways each day. As a small, manageable organization,
we react quickly to changes in the transportation environment to meet the public’s needs. The NTSB
is the model for a government agency that works better and costs less.

Operation

Each year, the NTSB investigates about 2,000 aviation accidents and scores of accidents in the surface
modes. The Board leverages its limited resources through the “party system” by which it designates
government agencies, organizations, or corporations as parties to the investigation. By law, the FAA is a
party to each aviation accident investigation. The NTSB has wide discretion over which other organizations
it designates as parties. Only those entities that can provide expertise required for the investigation are
granted party status and only those persons who can provide the Board with needed technical or specialized
expertise are permitted to serve on the investigative team. Individuals representing organizations in legal
or litigation positions are not assigned to the investigation. All party members report to the NTSB.

In a major investigation, the Board establishes investigative groups made up of specialists from the
parties and led by a Safety Board investigator as group chairman. The groups formed vary depending
on the mode of transportation and the nature of the accident, and examine areas such as company
operations; aircraft structures; systems and power plants; rail and highway vehicle operations; rail track
and signals; pipeline operations; vehicle, bridge, highway, and marine engineering; human factors;
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survival factors; hazardous materials; radar and vehicle recorder data; meteorology; and regulatory
oversight. Eventually, investigative group chairmen prepare a factual report that is verified for accuracy
by each of the party representatives in the group. The factual reports are placed in the public docket,
and, after the completion of a formal technical review by the team, they constitute the factual record
of the investigation.

Safety recommendations may be issued at any time during an investigation, and the Board also may
hold a public hearing as part of a major transportation accident investigation. The purpose of the
hearing is two-fold: first, to gather sworn testimony from subpoenaed witnesses on issues identified
by the Board during the course of the investigation and, second, to allow the public to observe the
progress of the investigation.

Parties do not participate in the analytical or report-writing phases of NTSB investigations; however, they
are invited to submit their proposed findings of probable cause and proposed safety recommendations
directly to the Board. These submissions are made part of the public docket. The Board deliberates
over reports during public “Sunshine Act” Board meetings in Washington, D.C. Non-Safety Board
personnel, including parties and family members, may observe the proceedings, but they do not
participate in these meetings.
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Performance Section

Organization Assessment and Strategic Objectives

The National Transportation Safety Board plays an important role in supporting the Nation’s
transportation system, which in turn, accounts for 10 percent of the U.S. economy. The Safety Board’s
mission is to promote transportation safety by maintaining its congressionally mandated independence
and objectivity, conducting objective accident investigations and safety studies, performing fair and
objective airmen and mariners certification appeals, advocating and promoting safety recommendations,
and assisting victims of transportation accidents and their families.

To support the Safety Board’s mission and to adhere to requirements in the Government Performance
and Results Act of 1993, the Board developed and published its strategic plan in 2006. The strategic
plan supports the mission of the Board by specifying four strategic goals to which all Board activities
are aligned and individual office contributions are made. The strategic goals of the Board are the
following:

= Strategic Goal 1 - Accomplish objective investigations of transportation accidents to identify
issues and actions that can improve transportation safety

= Strategic Goal 2 - Increase our impact on the safety of the transportation system
= Strategic Goal 3 - Outstanding stewardship of resources

= Strategic Goal 4 - Organizational excellence

Even though the strategic goals are self-explanatory, the Safety Board, as part of its strategic plan
development and implementation, cascaded these goals into more specific strategic objectives that can
be aligned with specific office outputs. The Board’s strategic objectives—of which there are 17—have
specific outcomes that investigative and non-investigative components of the Board can work toward
to implement the four strategic goals. These strategic objectives, which are called “performance
objectives” in the day-to-day operating environment of the Board, translate into specific strategies that
are accomplished by the regular activities of the Board’s staff. (Figure 1 shows the interrelationship of
the goals and objectives.)
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Figure 1. Strategic Goals and Associated Objectives

-

Strategic Goal 1 reflects the core mission of the Safety Board and is divided into the following strategic
objectives:

*  Make judicious selection of accidents to investigate in each transportation mode
* Maintain a competent and effective investigative work force

* Appropriately scaled investigative response to accidents
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* Develop and maintain state-of-the-art investigative analytic and scientific tools for accident
investigation

* Constructively affect the transportation industry

The objectives for Goal 1 are to influence the outcomes of effective and efficient accident investigations,
develop quality recommendations to remedy safety deficiencies, and prepare the transportation industry
to better address safety issues. Although all Safety Board offices’ respective performance targets can
influence Strategic Goal 1, there is particular emphasis on the modal investigative offices to ensure this
goal and its strategic objectives are met.

Because the Safety Board’s mission is to promote transportation safety, Strategic Goal 2, which impacts
the safety of the entire transportation system, cascades into strategic objectives that have a strong
emphasis on outreach and advocacy. Leveraging its unique position in the safety industry, the Board
believes it is necessary to provide leadership to outside stakeholders to ensure that emerging safety
issues are being addressed and that political leadership is aware of public policy implications. To achieve
this goal, Strategic Goal 2 has the following objectives:

* Mission work with Congress
= Qutreach
* List of safety issues

* Advocacy

In implementing these objectives, the Safety Board keeps Congress informed and involved in the
Board’s mission and promotes agreement by industry stakeholders on the most pressing safety issues
in the transportation industry.

Being a small independent agency in the Executive Branch of the Federal Government, the Safety
Board is acutely aware that government resources are shrinking. The Board ensures its limited dollars
are used in the most efficient manner. With limited funding and fewer than 400 employees, the Board
believes that its stewardship of resources needs to be outstanding. Therefore, Strategic Goal 3 cascades
into the following specific areas:

* Project planning

* Understanding and controlling costs

* Deploying new information technology

* Managing training center profitability
These strategic objectives foster using project planning for all major efforts, and promoting the timely
output of major work products. While moving forward, the Safety Board will increase its use of project

management in all facets of its operations. In additional, the resulting increased effectiveness will
increase the profitability of the NTSB Training Center.
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The first three Strategic Goals are encompassed in a fourth Strategic Goal, which captures the essence
of the organization, namely excellence. Strategic Goal 4 can be further divided into the following
objectives:

* Long range planning
= Align and improve the management team
* Develop a strategic human capital plan

=  FEnhance cross-office communications

Because the majority of the Safety Board’s expenses are for employee salaries and benefits, human capital
is the Board’s number one asset. This asset requires a long-term plan to ensure its success and viability.
The strategic objectives for Goal 4 promote the outcomes of maintaining an enhanced strategic plan,
encouraging teamwork, and maintaining effective internal and external communications.

Relationship of Strategic Plan, Performance and Accountability Reports, Operating Plans, and
Performance Plans

A key component of the Safety Board’s strategic framework is to ensure that various planning processes
relate to each other in a constructive way and contribute logically to the four strategic goals that drive
the Board’s mission. The strategic plan serves as the overall guiding document that all other Board
planning reports and processes must follow. Consequently, other reports that cascade from the Board’s
Strategic Plan include the Performance and Accountability Report, the Office Operating plans, and the
individual performance plans of executives, managers, and staff. The relationship among these planning
processes is illustrated in Figure 2, which shows the planning relationship during fall 2007.
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As shown in Figure 2, the planning process begins with an assessment of the prior year’s operating plans.
This assessment uses a color-coding scheme commonly employed by other federal agencies—such as
the National Aeronautics and Space Administration (NASA) and the Office of Personnel Management
(OPM)—and allows the Safety Board to objectively assess its performance and adjust its goals and
objectives prior to starting a new fiscal year. This color-coding scheme is the Board’s “scorecard” for
assessing its performance. After the assessment has been made, any adjustments feed directly into the
Board’s 2008 operating plan “goals”, which are called performance targets, and allows the Board to
continue on its pathway of continuous improvement. Coupled with financial information and other
data, the assessment serves as a key component of the Performance and Accountability Report, which
is due each November.

A final component of the planning process is ensuring that Safety Board’s Strategic Goals and Objectives
are incorporated in the goals and objectives of its key managers and staff members. This effort has been
recently enhanced by the OPM’s approval of the Board’s Senior Executive Service (SES) certification
process. The Board’s performance-based management culture has made great strides during fiscal year
2007. Fiscal year 2008 is expected to be a breakthrough performance year. The Board will apply for
certification for other groups during calendar year 2008. By obtaining and maintaining the certification
of its managers, the Board will ensure that the effort of each manager is oriented toward achieving the
Board’s goals and objectives, which is the hallmark of a results-oriented culture.

Strategic Planning Process

During fiscal year 2007, the Safety Board began its strategic planning process by developing and
publishing the 2007 through 2012 National Transportation Safety Board Strategic Plan in February
2007. After publishing its strategic plan, the Board developed 12 internal operating plans. Each plan
reflects the individual office strategies and performance targets. These operating plans and associated
performance targets were closely monitored by the Board during the mid spring and summer of 2007 to
ensure their successful completion and to monitor the contribution to the strategic goals. The number
of performance targets in the operating plans varied among the offices—from about 10 to about 50.
These targets were monitored to determine whether they should be included or modified for the fiscal
year 2008 operating plans. In most cases, the targets seemed reasonable. Minor adjustments were made
to ensure the proper linkage to one or more of the 17 strategic objectives. The 2008 performance targets
were developed and included in the fiscal year 2008 operating plans during October 2007.

Operating Plan Organization

The Board office operating plans dovetail into the Safety Board’s Strategic Plan. Each office has an
operating plan that describes specific strategies and means to achieve a performance objective. In each
operating plan, the office articulates the specific manner in which a performance objective contributes
to a strategic goal, called the “relationship to the strategic goal.” The performance objective is explained
in some detail; the plans specify a “performance target or targets,” which is (are) the qualitative or
quantitative metric(s) to be tracked. These targets, which come in a variety of forms, are intended to be
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difficult but achievable. In some cases, achieving a target is a matter of completing an appropriate plan
or completing an internal activity. In other cases, achieving a target may involve reaching a percentage
or numerical threshold of some degree. For fiscal year 2007, over 200 targets were monitored and
evaluated. During the first 6 months of assessing the operating plans, the Safety Board’s Office of
Management conducted regular meetings with office managers to monitor the progress on achieving
the performance targets. Each target was evaluated and assigned a corresponding color.
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Figure 3. Color-coding legend

Clearly, the process of evaluating a target can be subjective; however, the Safety Board’s management
collaborated to determine the ratings. All participants agreed on the ratings.

Operating Plan Assessment

Through mid-September 2007, the Board rated about 200 performance targets and assigned the
appropriate color code: green, yellow, or red. Of the 200 targets, most were achieved, and were indicated
by the green coding; smaller percentages showed progress and were assigned yellow, and a smaller
percentage had a minimal level of progress. For the Safety Board’s investigative and administrative
offices, majority of the performance targets had been achieved and were designated green.

Because the Safety Board was new to monitoring performance targets, it collected considerable feedback
to gauge the realism and viability of the targets and their influence on one or more of the 17 Strategic
Objectives. In general, the Board’s management believes that the targets were properly constructed,
although it plans some enhancements for fiscal year 2008. These enhancements will help ensure that
new targets reflect the best possible linkage to broader strategic objectives for the agency. The Office
of Management of the Board has helped the office directors in developing their fiscal year 2008
performance targets and in achieving a common understanding of the Strategic Plan process with
templates and a new intranet site, which contains a variety of planning resources, consistent with best
practices in the US Government.

Opverall, each of the Safety Board’s Performance Targets in alignment with the agency strategic goals
were analyzed separately by using the color-coding system. In addition, a cross-office analysis was
conducted. Based on this analysis, the Board’s initial success in meeting its performance targets was
clearly evident in all four strategic goal categories.
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Strategic Goal 1 - Accomplish objective investigations of transportation accidents to identify issues and
actions that can improve transportation mﬁty

For Strategic Goal 1, a high percentage of tracked performance targets were fully achieved by September
2007. Only 5 of 12 offices with operating plans had performance targets, and these offices were primarily
of an investigative nature. Because the Performance Targets for Strategic Goal 1 reflect the core mission
of the agency, the Board places special emphasis to ensure the best allocation of resources to achieve
results in this goal category. Over 30 separate targets were tracked and evaluated for Strategic Goal 1.
Primarily, the targets pertained to the levels of investigative activity and the consistency of the report
production process. With these targets in place and their respective evaluation to ensure achievement,
the Board met its legislative mission to accomplish objective accident investigations that improve the
safety of the transportation industry.

Excamples of Achieved Performance Targets: Goal 1

* The Office of Aviation Safety met mandated criteria for launching investigations 100 percent
of time

* The Office of Aviation Safety completed 65 percent of its investigations within the planning
period

* The Office of Railroad, Pipeline and Hazardous Materials Investigations established new criteria
for its accident launches

* The Office of Railroad, Pipeline and Hazardous Materials Investigations launched on more
than eight accidents, which was the target for the year

* The Office of Highway Safety Office completed several major investigations during the year
= All staff members in the Office of Marine Safety completed training during the year

* The Office of Maine Safety completed most investigations within the planning period

Strategic Goal 2 - Increase our impact on the safety of the transportation system

For Strategic Goal 2, more than half of all tracked performance targets were fully achieved by September
2007; 8 of 12 offices had performance targets for Goal 2 on the operating plans. Of the 8, 7 had success
in the green category at a high level. The targets for Strategic Goal 2 primarily pertain to the Board’s
participation in outreach activities to promote safety, and the identification of emerging safety issues.
Board staff, with significant experience in a wide array of investigative topics, participated in industry
committees and symposia on a regular basis. By combining industry outreach with the experience
from ongoing investigations, the staff easily identified emerging safety issues in aviation, highway, rail,
pipeline, and the marine industries. Board management tracked the volume of industry participation
by staff, ensured that the emerging issues were analyzed, and that their implication on the industry
was clearly understood. Currently, the Board is evaluating various means to cascade knowledge about
emerging issues to industry stakeholders. Additionally, using this additional knowledge, the Board can
ensure that appropriate training and additional staff resources are available for future investigations,
and that the Board can continues its mandate to conduct its mission to improve safety. During fiscal
year 2007, the Board made significant gains in this area.
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Examples of Achieved Performance Targets: Goal 2

Investigative Offices

* Office of Aviation Safety identified six emerging issues in the industry to examine in more
detail

* Modal offices participated in a number of industry conferences, committees, and working
groups
* The Safety Board published a number of legal papers on safety issues

Non-Investigative Offices
* Developed an advocacy plan to promote safety issues in the industry

Strategic Goal 3 - Outstanding stewardship of resources

For Strategic Goal 3, most of the tracked performance targets were fully achieved by September 2007.
All 12 Safety Board offices had performance targets for Goal 3 on their operating plans. Of the 12, all
offices had considerable success in achieving the targets during the fiscal year. The Board is committed
to ensuring that the stewardship of resources-- including the use of best practices in project planning,
controlling costs, and deploying cost effective technology—is reflected in the operating plans of all
Board investigative and non-investigative offices. To that end, office managers worked within a targeted
budget for FY 2007, and developed and managed project plans for major work projects. In addition,
this strategic goal encompassed the objective of maintaining profitability of the training center, and
the Board was pleased to finalize sub-contracting arrangements for the center that led to substantial
additional revenue. Moving forward, as the Board faces continuing challenges in meeting it mission
in an environment of scare government resources, it will emphasize clear office targets in this area to
ensure promoting safety in the transportation industry remains of the highest importance.

Examples of Achieved Performance Targets: Goal 3

Investigative Offices
* Had a plan and a post-project review for their projects

Non-Investigative Offices
* Changed the notation process
* Launched human capital database
* Pursued new investigative technologies
* Developed financial records that auditors approved
*  Submitted all financial records on time
* Submitted budget to OMB and Congress on time

* Conducted employee ethics reviews within 14 days of new hire status
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Strategic Goal 4 - Organizational excellence

For Strategic Goal 4, all 12 Safety Board offices had performance targets for Goal 4 on their operating
plans. Of these, almost all offices reflected full success in this goal category. The keystone objective for
this strategic goal was to ensure that all offices developed a culture of planning in their structure, and with
planning taking a long-term perspective. To that end, the Board determined that developing individual
operating plans for each office would be a key deliverable as the fiscal year close out. Although the
strategic plan only needs to be updated every three years, its connection to day-to-day operations — the
operating plans — have proven to be the key planning document for Board management. These 12
plans were monitored over a number of months, and the targets in the plans were enhanced at the end
of the year. This process will continue for each year moving forward, so that plans reflect the current
environment in offices, while conforming to the overall goals and objectives in the strategic plan. A
second objective in this goal category was to improve the management team, and a number of offices
implemented initiatives to achieve that objective. For example, the office of management launched a
management development program, where two future leaders of the Board were selected to participate
in a high profile training program to develop leadership skills and contribute to the agency mission at
a strategic level. 'This program received considerable positive feedback during its first 6 months of
operation. The second rollout of this program is expected to occur during FY 2008. Finally, to foster
the Board’s commitment to improved communications, the Board implemented its first agency wide
communications survey during July 2007. This survey revealed that although communications at the
Board have greatly improved in recent years, there are opportunities for additional enhancement. The
Board aggressively developed strategies to address any communications shortfalls, and the survey will
be implement on a yeatly basis in the future to ensure that communications continue to improve as
strategies are implemented.

Examples of Achieved Performance Targets: Goal 4

Investigative Offices
* Participated in communications survey
* The Office of Marine Safety office held monthly all-hands meetings

* All investigative groups utilized a variety of communications approaches

Non-Investigative Offices
= Strategic and Operating Plans were developed and implemented

= Established a baseline of employee communications data by implementing a communications
survey across the Safety Board with 65 percent participation

*  General Counsel published a regular newsletter

* Hstablished and implemented the leadership development program

NTSB Fiscal Year 2007 - 2006 Performance and Accountability Report



MANAGEMENT’S
DiscussioN AND ANALYSIS

31

The NTSB is pleased with the level of success from the evaluation of the first year of data from the
operating plans. By having offices focus on specific performance-based targets, additional management
attention was directed toward a variety of activities, and this attention greatly improved agency operations.
These improvements directly influenced the Board’s 17 strategic objectives—which is the primary intent
of the strategic plan-- which in turn cascaded up to the four strategic goals. During fiscal year 2007,
a performance-based culture has become embedded in Board management and staff. ~ This culture
will continue to be enhanced during fiscal year 2008, as the office performance targets are updated and
tracked for the year. 'The Board is optimistic that its performance-based culture will continue to evolve
and promote better governance in the future, which will in turn improve transportation safety.

Primary Mission Activity Accomplishments

The NTSB secks to accomplish its mission by careful use of the resources provided by Congress to create
and maintain a motivated, knowledgeable workforce that is properly trained, equipped and supported;
by intelligent selection of endeavor and masterful execution of function; through careful consideration
and forceful communication of recommendations for change in the regulation and operation of the
instrumentalities of transportation; and by the creation of a self-critical learning culture that strives
for continued improvement in the services it provides.

However, the results of its efforts include the independent investigation of thousands of accidents
in all modes of transportation and in the transportation of hazardous materials. Safety improvement
recommendations emanating from these investigations ultimately produce the desired outcome for the
Board’s mission activities: safer transportation for our citizens.

The Office of Safety Recommendations and Advocacy includes the divisions of Safety Recommendations,
Safety Advocacy, and Transportation Disaster Assistance. The office is responsible for coordinating
strategies for implementing the safety recommendations and supporting victims of transportation
disasters.

Safety recommendations are the Board’s most important product. They are vital to the Safety Board’s
basic accident prevention role. The safety recommendation process is the lever used to bring about
change to, and improvement in, the nation’s transportation system. Timeliness is an essential part of
the recommendation process. As a result, the Board may issue safety recommendations as soon as a
problem is identified, without waiting for an accident investigation to be completed and the probable
cause determined. Although the Board’s recommendations are not mandatory, to emphasize their
importance, Congress requires DOT to respond to recommendations made to it and its agencies
within 90 days.

The Safety Board established its “Most Wanted” Safety Recommendations program to highlight
recommendations that would have the greatest impact on transportation safety at the national level
and represent the actions that the Board believes should be implemented as soon as possible because
they have the most potential to improve safety, reduce accidents and injuries, and save lives. Although
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the Board actively advocates for the acceptance of all of its recommendations, follow-up efforts for
those recommendations on the “Most Wanted” list are generally more aggressive.

Safety Recommendations
The Safety Recommendations division is responsible for:

* Coordinating with other Safety Board offices in the analysis and development of remedies for
safety issues that are uncovered during accident investigations;

* Tollowing up on the implementation of appropriate, timely, and effective safety
recommendations;

* Tracking the progress of all safety recommendations issued;
* Tracking and publishing Safety Board transportation safety accomplishments;
* Maintaining the recommendations database; and

*  Managing the Board’s “Most Wanted” Transportation Safety Improvements Program and tracking
transportation safety accomplishments through positive resolution of safety recommendations.

Safety Advocacy
The Safety Advocacy division is responsible for:
* Developing and implementing advocacy programs to highlight Safety Board issues;

* Obtaining support for Safety Board programs and legislation at the Federal, state, and local
levels consistent with Board recommendations;

* Working to improve the dissemination of safety information and increasing public awareness
of the Board’s activities in transportation safety; and

= Supporting the Board’s involvement in the International Transportation Safety Association, an
association of international independent accident investigation agencies.

Transportation Disaster Assistance

The Office of Transportation Disaster Assistance was established in 1996 to carry out the Board’s
statutory responsibilities to coordinate Federal assistance to victims and family members affected by
major aviation accidents. Following a major transportation accident, the Office of Transportation
Disaster Assistance coordinates the provision of federal services to the survivors and the victims’
families, including family counseling, victim identification and forensic services, communicating with
foreign governments, and translation services. The office’s staff also conducts family informational
briefings at the accident scene, and provides periodic updates and answers families’ questions during
the ensuing investigation.

The office responds to all major aviation accidents and some regional aviation investigations and
major accidents in other modes of transportation as resources permit. In addition to assisting victims
and family members, the Transportation Disaster Assistance staff provides training and education to
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other government agencies; affected organizations; airline and airport personnel; and state and local
governments to assist in their preparedness.

Fiscal Year 2006 Accomplishments and Workload

The chart below depicts statistics related to the number of recommendations issued, closed and ongoing
during fiscal year 2000.

Status of Open Recommendations
Recommendations as of| Closed with Acceptable Issued Investigator-Inspired

Mode September 30, 2006 Implementation Recommendations | Safety Improvements
Aviation 372 27 76 53
Highway 260 12 32
Marine 77 19 17
Railroad 101 11 26 1
Pipeline 32 6 11
Intermodal 17 5
Total 859 80 162 54

In addition, the members and staff of the Safety Board made more than 30 presentations and participated
in more than 80 conferences, meetings and legislative hearings throughout the country to promote
safety recommendations on a wide range of issues affecting all transportation modes.

Closed Recommendations

The following chart displays the number of recommendations closed by source.

Industry or

Mode Total | Federal | State | Association
Aviation 27 27
Highway 12 2 3 7
Marine 19 12 2 5
Railroad 11 8 3
Pipeline 6 5 1
Intermodal 5 5
Total 80 59 5 16

In fiscal year 20006, the Safety Board closed 80 safety recommendations that had been successfully
implemented and were classified “Closed—Acceptable Action” and “Closed—Acceptable Alternate
Action.” It often takes an average of 5 years from the time the Safety Board issues a recommendation
until it is implemented to the Safety Board’s satisfaction.
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Safety recommendations are made to local, state and federal government agencies, equipment

manufacturers, professional and industry organizations, and corporate members of the transportation
industry. Below is a partial listing of the actions taken to implement Safety Board recommendations
in fiscal year 2000.

Aviation

The Federal Aviation Administration:

Advised aircraft pilots on the hazards of using specific medications when flying or operating
aircraft;

Required manufacturers to modify cabin altimeter gauges on Airbus A300 models to ensure
that they do not give flight crews misleading altitude and pressure indications;

Updated aircraft weight and balance and center of gravity requirements to better account for
increases in average individual and baggage weights;

Revised maintenance procedures for critical flight systems in Beech 1900 airliners;

Issued better guidance and best practices for transport-category aircraft pilots to deal with
potential aircraft upsets and to correct previously inaccurate training;

Revised air carrier practices related to training employees for accepting and handling passenger
baggage and freight shipments and identifying undeclared and unauthorized hazardous
materials;

Disseminated better information to turbine-powered aircraft flight crews related to minimum
airspeed maneuvering for all airplane configurations, phases and flight conditions, including
icing and non-icing conditions;

Issued improved guidance for installation, repairs and inspections of emergency evacuation
systems, including aircraft slides; and

Required improved checklists to help ensure that aircraft cargo is weighted, loaded and sequenced
correctly.

Highway

The National Highway Transportation Safety Administration (NHTSA) worked with industry
safety advocates to improve reporting drivers who may be medically impaired to state licensing
authorities.

NHTSA required manufacturers to install better passenger restraint systems in 12 and 15-
passenger vans, and conduct testing of systems to aid drivers in maintaining control of 15-
passenger vans.

Bus manufacturers initiated routine inspection and maintenance of passenger seat anchorages
in motorcoaches and upgraded standards to avoid seats detaching from their anchorages during
collisions and rollovers.
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The Federal Highway Safety Administration (FHWA) and industry developed improved
traffic control guidelines for U.S. Border Patrol checkpoints located on high-speed arterial
roadways.

Several states enacted legislation to require stronger vehicle child restraint standards.

Highway safety advocates improved training on passive grade crossing safety in highway
safety education programs, and improved grade crossing inspections by railroads and public
utilities.

The U. S. Department of Transportation developed training for highway and railroad
maintenance workers on the design, function and repair of interconnected highway and railroad
signal systems.

Marine

Rail

Cruise ship lines installed better smoke detection and suppression systems on large cruise ships
to mitigate smoke and fire spread through ship laundry ducts, and on mooring decks that carry
high fire loads.

The US. Coast Guard (USCG) advised mariners on the hazards of using specific medications
when operating a vessel.

The USCG required vessel pilots to provide proof of compliance with USCG medical
certification requirements.

The New York City Department of Transportation implemented a comprehensive safety
management system, including medical fitness oversight and recurring evaluation of maritime
navigation technology.

The USCG issued stronger standards for mariner drug and alcohol testing, including onboard
breath testing and urine collection kits, and quick post-accident testing,

The Washington Metropolitan Area Transit Authority revised directions for light rail operators in
Washington, D.C. to identify and respond to train rollbacks, and procedures to halt rollbacks.

Federal Rail Administration (FRA) improved standards for railroad event recorder crashworthiness
for new and rebuilt locomotives, modifications to recorders to monitor and record throttle
position directly, and implemented additional recorder testing procedures.

Amtrak initiated better scheduling and record keeping for emergency preparedness training
for their employees.

The Association of American Railroads made progress in completing interoperability standards
for positive train control systems.

The Kansas City-Southern Railway Company improved its signal rules.
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Pipeline and Hazardous Materials

* The Puerto Rico Public Service Commission issued new written procedures for pipeline
inspectors to assess safety compliance by pipeline operators and document violations.

* The Pipeline and Hazardous Materials Safety Administration:

o Issued new guidance to pipeline operators for testing of new pumping stations and relief

valves;

o Issued new guidelines for pipeline operators on the potential safety risks associated with

rotating pipeline controller work shifts; and

o Improved coordination with electric and other utilities during pipeline emergencies.

= Pipeline system operators adopted guidance for the installation of precisely placed permanent
markers at sites where gas and hazardous liquid pipelines cross-navigable waterways.

* The Environmental Protection Agency updated responsibilities and training for personnel
assigned to manage oil discharges and hazardous substance releases under the National

Contingency Plan.

Recommendations Issued

The Safety Board issued 162 new recommendations during fiscal year 2006. The chart below indicates

the number of recommendations by category of the recipient.

Industry or
Mode Total | Federal | State | Association | Foreign
Aviation 76 74 1 1
Highway 32 15 3 14
Marine 17 11 2 4
Railroad 27 17 10
Pipeline 10 6 4
Total 162 123 5 33 1

Investigator-Inspired Safety Improvements

The Safety Board recognizes and tracks improvements that are implemented without the need for a
formal safety recommendation. These safety accomplishments come about when an investigator or
other party to an investigation recognizes an action that can be taken immediately to prevent similar
accidents or incidents from occurring in the future. Action is taken by the responsible party to implement
the suggestion, obviating the time and resources required by the formal recommendation process.
An internal review board consisting of a representative from the Office of Safety Recommendations
and Advocacy and the directors of the modal offices determines whether or not the action merits
designation as a safety improvement. During fiscal year 2006, NTSB investigators generated 54 safety
improvements through the Safety Proposal Review Board.
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Fiscal Year 2007 Accomplishments and Workload Through July 2, 2007

The chart below summarizes information related to the number of recommendations issued, closed
and ongoing through July 2, 2007.

Mode Status of Open Recommendations Issued Investigator-
Recommendations Closed with Recommendations | Inspired Safety
as of July 2, 2007 Acceptable Improvements
Implementation

Aviation 416 14 63 45

Highway 247 12 17

Marine 64 10 3

Railroad 110 9 19

Pipeline 35 6 10

Intermodal 19 5

Total 891 51 117 45

Closed Recommendations

The following chart displays the number of recommendations closed by source.

Mode Total | Federal | State Industry or
or Local Association

Aviation 18 17 1
Highway 14 8 6
Marine 16 7 1 8
Railroad 11 3 8
Pipeline 7 1 6
Intermodal 0
Total 66 36 1 29
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Recommendations Issued

The Safety Board issued 115 new recommendations through July 2, 2007. The chart below indicates
the number of recommendations by category of the recipient.

Mode Total | Federal | State | Industry or | Foreign
Association
Aviation 66 62 3 1
Highway 17 9 1 7
Marine 3 2 1
Railroad 19 12 7
Pipeline 10 6 4
Total 115 91 1 22 1

Investigator-Inspired Safety Improvements

Through July 2, 2007, NTSB investigators generated 45 safety improvements through the Safety
Proposal Review Board.

Office of Aviation Safety

The mission of the Office of Aviation Safety is to:

* Investigate all air carrier, commuter and air taxi accidents, in-flight collisions, fatal general
aviation accidents, and certain public use aircraft accidents.

* Participate in the investigation of major airline crashes in foreign countries that involve U.S.
carriers, U.S.-manufactured or -designed equipment, in order to carryout U.S. obligations under
International Civil Aviation Organization (ICAO).

* Conduct investigations that go beyond a single accident to examine specific aviation safety
problems from a broader perspective.

The Office of Aviation Safety conducts activities through seven major divisions and ten regional offices.
Additionally international aviation coordination is staffed within the immediate office of the Director
of the Office of Aviation Safety.

Major Investigations

* Provides IICs for major domestic aircraft accident investigations,

* Coordinates the preparation of the Board’s comprehensive aviation accident reports, and
manages aviation public hearings,
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Coordinates and supervises the efforts of accident investigation participants who are provided
by industry, other government agencies, and foreign authorities (for investigations involving
foreign-registered aircraft that were operating in U.S. territory or foreign-manufactured or
-designed aircraft operated by U.S. carriers).

The group chairmen are technical specialists from the Operational Factors, Aviation Engineering,
Human Performance, and Survival Factors Divisions and from other NTSB organizational
elements as appropriate. Each group conducts an objective and thorough technical investigation
of the accident, and produces a factual report for their specialty area that is placed in the Board’s
public docket. The Board’s technical specialists produce analytical reports that are used to
develop the draft final report and proposed safety recommendations to correct deficiencies
found and to prevent future accidents from similar causes.

Provides accredited representatives and technical advisors to assist in the investigation of civil
aviation accidents that occur in other countries. These representatives serve as the U.S. team
leader and assist foreign governments in their accident investigations in accordance with the
Chicago Convention. The accredited representative informs domestic aviation interests of
the progress of an investigation, while providing needed technical expertise, as requested, to
foreign government’s accident investigative organization. Safety issues uncovered during such
investigations that may affect U.S. aviation safety or the safety of aircraft or aircraft components
manufactured in the United States are brought to the attention of the FAA and U.S. industry
representatives.

Regional Operations and General Aviation

Provides program oversight for the 10 regional offices
Conducts report review and analysis

Provides support for field investigations

Operational Factors

Air Traffic Control (ATC). Examines ATC facilities, procedures, and flight handling, and
develops flight histories from air route traffic control centers and terminal facility radar
records.

Operations. Examines the operations of the air carrier and the airport; the training, experience,
and performance of the flight crews; and FAA surveillance of flight operations.

Meteorology. Examines the meteorological/environmental conditions that may have caused
or contributed to an accident and reviews the pertinent meteorological products, procedures,
and services provided by government and industry.

Aviation Engineering

Powerplants - Examines the airworthiness of aircraft engines and propellers.
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= Structures - Examines the integrity of aircraft structures and flight controls, including the
adequacy of design and certification.

= Systems - Examines the airworthiness of aircraft flight controls, and electrical, pneumatic,
hydraulic, and avionics systems.

* Maintenance Records - Examines the service history and maintenance of aircraft systems,
structures, and powerplants.

= Helicopters - Examines the airworthiness of helicopters, including powerplant structures and
control systems.

Human Performance

The Human Performance Division examines the performance of persons whose actions may have caused
or contributed to an accident, and studies their knowledge, experience, training, and physical abilities;
reviews the adequacy of established procedures; examines work habit patterns and interrelationships
with management; and investigates the ergonomics of equipment design and the potential effects of
that design on operator performance. A study of individuals’ sleep and rest cycles and drug or alcohol
use may also be a part of a human performance investigation.

Survival Factors

The Survival Factors Division examines factors that affect the survival of persons involved in accidents,
including the causes of injuries sustained by occupants of the aircraft or by other affected individuals.
The division also examines safety procedures, search and rescue operations, crashworthiness, equipment
design, emergency response and escape, crewmember emergency procedures training, and airport
certification issues.

Writing and Editing

The Writing and Editing Division is responsible for drafting major aviation reports and editing the
office’s written products, including safety recommendation letters, special investigation reports, and
general correspondence.

Regional Offices
The Office of Aviation Safety operates ten regional offices located in:
= Parsippany, New Jersey;
* Atlanta, Georgia;
= Miami, Florida;
= West Chicago, Illinois;
*  Arlington, Texas;
= Denver, Colorado;

= Seattle, Washington;
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* Los Angeles, California;
* Anchorage, Alaska; and
*  Ashburn, Virginia

Many aviation accidents/incidents meeting the Board’s accident selection criteria are investigated as
field accident/incident investigations. These investigations may be much smaller in scope, but are
conducted in a manner similar to major investigations. Often, a single investigator working with
representatives from other parties and gathering detailed information pertinent to the accident conducts
them. During each investigation, investigators consider ways to prevent similar accidents from recurring
through an informal on-scene solution (a safety accomplishment), or through the Board’s formal safety
recommendation process. In addition, field investigators often provide support to major aviation
accident investigations.

Accomplishments and Workload
Completed Accident Investigation Reports — FY 2006

Corporate Airlines Flight 5966

Kirksville, Missouri

October 19, 2004

Corporate Airlines (doing business as American Connection) flight 5966, a BAE Systems BAE-]3201,
N875]X, struck trees on final approach and crashed short of runway 36 at the Kirksville Regional
Airport (IRK), Kirksville, Missouri. The flight was operating under the provisions of 14 Code of Federal
Regulations Part 121 as a scheduled passenger flight from Lambert-St. Louis International Airport, in
St. Louis, Missouri, to IRK. The captain, first officer, and 11 of the 13 passengers were fatally injured,
and 2 passengers received serious injuries. The airplane was destroyed by the impact and post-crash
fire. Night instrument meteorological conditions (IMC) prevailed at the time of the accident, and the
flight operated on an instrument flight rules flight plan.

The Safety Board determined that the probable cause of the accident was the pilots’ failure to follow
established procedures and properly conduct a non-precision instrument approach at night in IMC,
including their descent below the minimum descent altitude (MDA) before required visual cues were
available (which continued un-moderated until the airplane struck the trees) and their failure to adhere
to the established division of duties between the flying and non-flying (monitoring) pilot. Contributing
to the accident was the pilots’ failure to make standard callouts and the current Federal Aviation
Regulations that allow pilots to descend below the MDA into a region in which safe obstacle clearance
is not assured based upon seeing only the airport approach lights. The pilots’ unprofessional behavior
during the flight and their fatigue likely contributed to their degraded performance.

Recommendations: 5
Report Adopted: January 24, 2006
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Beech King Air 200 (Accident Brief)

Martinsville, Virginia

October 24, 2004

A Beech King Air 200, N501RH, operated by Hendrick Motorsports, Inc., crashed into mountainous
terrain in Stuart, Virginia, during a missed approach to Martinsville/Blue Ridge Airport (MTV),
Martinsville, Virginia. The flight was transporting Hendrick Motorsports employees and others to
an automobile race in Martinsville, Virginia. The two flight crewmembers and eight passengers were
killed, and the airplane was destroyed by the impact force and post-crash fire. The flight was operating
under the provisions of 14 Code of Federal Regulations (CFR) Part 91 on an instrument flight rules
flight plan. Instrument meteorological conditions prevailed at the time of the accident.

The Safety Board determined that the probable cause of this accident was the flight crew’s failure to
propetly execute the published instrument approach procedure, including the published missed approach
procedure, which resulted in controlled flight into terrain. Contributing to the cause of the accident
was the flight crew’s failure to use all available navigational aids to confirm and monitor the airplane’s
position during the approach.

Recommendations:  None
Report Adopted: February 7, 2006

Era Aviation Sikorsky S-76

Gulf of Mexico South of Galveston, Texas

March 23, 2004

An Era Aviation Sikorsky S-76A++ helicopter, N579EH, crashed into the Gulf of Mexico about 70
nautical miles south-southeast of Scholes International Airport (GLS), Galveston, Texas. The helicopter
was transporting eight oil service personnel to the Transocean, Inc. drilling ship, Discoverer Spirit, which
was en route to a location about 180 miles south-southeast of GLS. The captain, copilot, and eight
passengers aboard the helicopter were killed, and the helicopter was destroyed by the impact of the
crash. The flight was operating under the provisions of 14 CFR Part 135 on a visual flight rules flight
plan. Night visual meteorological conditions prevailed at the time of the accident.

The Safety Board determined that the probable cause of this accident was the flight crew’s failure to
identify and arrest the helicopter’s descent for undetermined reasons, which resulted in controlled
flight into terrain.

Recommendations: 2
Report Adopted: March 6, 2006
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Air Tahoma Convair 580

Near Covington, Kentucky

August 13, 2004

Air Tahoma, Inc., flight 185, a Convair 580, N586P, crashed about 1 mile south of Cincinnati/Northern
Kentucky International Airport (CVG), Covington, Kentucky, while on approach to runway 36R. The
first officer was killed, and the captain received minor injuries. The airplane was destroyed by impact
force. The flight was operating under the provisions of 14 CFR Part 121 as a cargo flight for DHL
Express from Memphis International Airport, Memphis, Tennessee, to CVG. Visual meteorological
conditions prevailed for the flight, which operated on an instrument flight rules flight plan.

The Safety Board determined that the probable cause of this accident was fuel starvation resulting from
the captain’s decision not to follow approved fuel crossfeed procedures. Contributing to the accident
were the captain’s inadequate preflight planning, his subsequent distraction during the flight, and his
late initiation of the in-range checklist. Further contributing to the accident was the flight crew’s failure
to monitor the fuel gauges and to recognize that the airplane’s change in handling characteristics was
caused by a fuel imbalance.

Recommendations: 3
Report Adopted: May 2, 2006

Global Air Canadair CL-600 (Accident Brief)

Montrose, Colorado

November 28, 2004

A Canadair, Ltd., CL-600-2A12, N873G, registered to Hop-a-Jet, Inc., and operated by Air Castle
Corporation doing business as Global Aviation Glo-Air flight 73, collided with the ground during
takeoff at Montrose Regional Airport (MT]), Montrose, Colorado. The on-demand charter flight was
operated under the provisions of 14 CFR Part 135 on an instrument flight rules flight plan. Instrument
meteorological conditions prevailed, and snow was falling. Of the six occupants on board, the captain,
the flight attendant, and one passenger were killed, and the first officer and two passengers were seriously
injured. The airplane was destroyed by the impact force and post-crash fire. The flight was en route
to South Bend Regional Airport (SBN), South Bend, Indiana.

The Safety Board determined that the probable cause of this accident was the flight crew’s failure to
ensure that the airplane’s wings were free of ice or snow contamination that accumulated while the
airplane was on the ground. When the airplane attempted takeoff with upper wing contamination,
the subsequent stall resulted in collision with the ground. A factor contributing to the accident was
the pilots’ lack of experience flying during winter weather conditions.

Recommendations: 2
Report Adopted: May 2, 2006
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Pavair, Inc. Learjet (Accident Brief)

Helendale, California

December 23, 2003

A Learjet 24B, N600X], registered to and operated by Pavair, Inc., of Santa Monica, California, departed
controlled flight and crashed near Helendale, California. The captain and the first officer were killed,
and the airplane was destroyed. The flight was operating under the provisions of 14 CFR Part 91 from
San Bernardino County Airport (CNO), Chino, California, to Friedman Memorial Airport, Hailey,
Idaho. Visual meteorological conditions prevailed for the flight, which operated on an instrument
flight rules flight plan.

The Safety Board determined that the probable cause of this accident was a loss of airplane control
for undetermined reasons.

Recommendations: None
Report Adopted: May 23, 2006

Med Flight Air Ambulance Learjet 35A (Accident Brief)

Near San Diego, California

October 24, 2004

A Learjet 35A, N30DK, registered to and operated by Med Flight Air Ambulance, Inc. (MFAA),
crashed into mountainous terrain shortly after takeoff from Brown Field Municipal Airport (SDM),
near San Diego, California. The captain, the copilot, and the three medical crewmembers were killed
and the airplane was destroyed. The repositioning flight was operated under the provisions of 14 Code
of Federal Regulations (CFR) Part 91 with an instrument flight rules flight plan filed. Night visual
meteorological conditions prevailed.

The Safety Board determined that the probable causes of this accident were:

* Tailure of the flight crew to maintain terrain clearance during a visual flight rules departure,
which resulted in controlled flight into terrain;

* The air traffic controller’s issuance of a clearance that transferred the responsibility for
terrain clearance from the flight crew to the controller, who failed to provide terrain clearance
instructions to the flight crew and to advise the flight crew of the MSAW alerts; and

* The pilots’ fatigue, which likely contributed to their degraded decision-making,

Recommendations: None
Report Adopted: May 23, 2006
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Completed Accident Investigation Reports — FY 2007

Runway Overrun and Collision; Platinum Jet Management, LLC;

Bombarier Challenger CL-600-1A11,

Teterboro, New Jersey

February 2, 2005

During an attempted departure from the Teterboro, New Jersey Airport, a Bombardier Challenger
operated by Platinum Jet Management, LLC (PJM) of Fort Lauderdale, Florida ran off the departure
end of the runway, through an airport perimeter fence, across a six-lane highway and a parking lot,
before impacting a building. Both pilots were seriously injured, as were two occupants of a vehicle on
the highway that was struck by the jet. A cabin aide, eight passengers, and one person in the building
sustained minor injuries. The post-impact fire destroyed the airplane.

The on-demand passenger charter flight was subject to the provisions of 14 CFR Part 135 and operated
by PJM under a charter management agreement with Darby Aviation (Darby) of Muscle Shoals, Alabama.
Darby held the certificate for the Part 135 service.

The Safety Board determined that the probable cause of this accident was the pilots’ failure to ensure
that the plane was loaded within the weight-and—balance limits and their attempt to take off with
center of gravity well forward of the forward takeoff limit, preventing the airplane from rotating at
the required rotation speed.

Other factors contributing to the cause of the accident were:

=  PJM’ conduct of charter flights without proper FAA certification and compliance with 14
CFR Part 135 requirements;

* Darby Aviation’s failure to maintain operational control over 14 CFR Part 135 flights being
conducted under its certificate by PJM, which resulted in an environment conducive to the
development of systemic patterns of flight crew performance deficiencies;

* The failure of the Birmingham, Alabama, FAA Flight Standards District Office to provide
adequate surveillance and oversight of operations conducted under Darby’s Part 135 Certificate;
and

* The FAA tacit approval of arrangements such as the one between Darby and PJM that allow
air carriers without a certificate to use the certificate of another operator.

As a result of this investigation, the Safety Board issued four recommendations to the FAA addressing
safety issues concerning the adequacy of control under arrangements similar to the one between PJM
and Darby. The Safety Board further agreed to take a close look at brokers and the services that they
provide in the aviation industry.

Recommendations: 4
Report Adopted: October 31, 2006
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Crash During Approach to Landing; Business Jet Services, Ltd.;

Gulfstream G-1159A (Accident Brief)

Houston, Texas

November 22, 2004

This accident occurred during an instrument landing system (ILS) approach to William P. Hobby
Airport. The airplane was destroyed and the flight crew consisting of the captain, first officer, and
a flight attendant were killed. An individual in a vehicle on the ground received minor injuries. The
flight crew planned to pick up former President George H.W. Bush and other passengers in Houston
and transport them to Guayaquil, Ecuador.

The Safety Board determined that the probable cause of this accident was the flight crew’s failure to
adequately monitor and cross-check the flight instruments during the ILS approach. The flight crew’s
failure to select the ILS frequency in a timely manner and adhere to approved company approach
procedures, including the stabilized approach criteria, also contributed to the accident.

Recommendations: None

Report Adopted: November 2, 2006

Controlled Flight Into Terrain, CASA C-212-CC (Accident Brief)

Bamiyan, Afghanistan

November 27, 2004

This accident occurred when a Construcciones Aeronauticas Sociedad Anonima C-212-CC (CASA
212) twin-engine, turboprop airplane operated by Presidential Airways, Inc., of Melbourne, Florida
was destroyed when it collided with the mountainous terrain near Bamiyan, Afghanistan. The civilian
contractor crew consisted of the captain and first officer. Passengers included a civilian contractor and
three active-duty U.S Army soldiers. All aboard received fatal injuries and the airplane was destroyed.
The Safety Board accepted delegation of the accident investigation at the request of the Transitional
Islamic Government of Afghanistan, Ministry of Civil Aviation and Tourism. The investigation was
conducted in accordance with paragraph 5.1 of Annex 13 to the Convention on International Civil
Aviation. The Spanish manufactured twin-engine, turboprop airplane was registered to an American
company operating with a Part 135 certificate under a Department of Defense (DoD) contract.

The Safety Board reached the following conclusions in conducting this investigation.

* The flight crew flew a nonstandard route into a box canyon and did not take action to increase
altitude or turn around in a timely manner.

* The flight crew did not use supplemental oxygen as required by Federal regulations for
unpressurized aircraft at the altitudes at which the flight was operating.

* The operator did not provide sufficient oversight of and guidance to its flight crews.

* The operator did not ensure that operations in Afghanistan were conducted in compliance
with Part 135 regulations.
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* The operator’s dispatch procedures were inadequate in that they did not ensure that specific
routes of flight were defined and flown.

* The operator did not adequately mitigate the limited communications capability at some remote
sites.

* The operator’s flight-locating procedures were inadequate in that they did not consistently track
flight arrivals at each remote location in a timely manner.

*  Once the airplane was identified as missing, the coordination of the search and rescue effort
was flawed, and radar data of the airplane’s last known position were not provided to searchers
in a timely manner.

* The FAA did not provide adequate oversight of the Part 135 operation in Afghanistan.

* The DoD did not provide adequate oversight of the contract carrier’s operations in Afghanistan
that was consistent with the safety provisions of the contract with Presidential Airways and
regulations in 32 CFR Part 861.

* One of the passengers would most likely have survived if he had received timely medical
assistance followed by appropriate surgical intervention.

The Safety Board found that the probable cause of the accident was the captain’s decision to fly a
nonstandard route and his failure to maintain adequate terrain clearance, which resulted in the in-flight
collision with the mountainous terrain. A total of six recommendations were issued.

The Safety Board recommended to the Islamic Republic of Afghanistan that they consider improving
search and rescue services with particular emphasis on cooperation with other States and locally available
organizations that maintain search and rescue capabilities.

The Safety Board referred four recommendations to the DoD relating to coordination with the FAA and
oversight of civilian contractors providing support at remote sites within or outside of conflict zones.
Similarly, the Safety Board recommended to the FAA that they coordinate with the DoD to ensure
oversight, including periodic en route inspections, is provided at all contractor bases of operation for
civilian contractors that provide aviation transportation to the U.S. military overseas under 14 Code of
Federal Regulations Part 121 or Part 135. Although concurring with the report, one Board member
cited the unique set of circumstances presented by the investigation and raised questions about the
FAA’s ability to provide oversight in a foreign conflict zone under military operations subject to the
DoD where no FAA inspectors are assigned.

Recommendations: 7
Report Adopted: November 8, 2006
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Crash of Pinnacle Airlines Flight 3701, Bombardier CL-600-2B19

Jefferson City, Missouri

October 14, 2004

This report explains the accident involving a Bombardier CL-600-2B19, N8396A, which crashed into
a residential area about 2.5 miles south of Jefferson City Memorial Airport, Jefferson City, Missouri.
During the flight, both engines flamed out after a pilot-induced aerodynamic stall and could not be
restarted. Safety issues discussed in this report focus on flight crew training in the areas of high altitude
climbs, stall recognition and recovery, and double engine failures; flight crew professionalism; and the
quality of some parameters recorded by flight data recorders on regional jet airplanes.

The Safety Board concluded that the probable causes of this accident were:

* The pilots’ unprofessional behavior, deviation from standard operating procedures, and poor
airmanship, which resulted in an in-flight emergency from which they were unable to recover,
in part because of the pilots’ inadequate training;

* The pilots’ failure to prepare for an emergency landing in a timely manner, including
communicating with air traffic controllers immediately after the emergency about the loss of
both engines and the availability of landing sites; and

* The pilots’ improper management of the double engine failure checklist, which allowed the
engine cores to stop rotating and resulted in the core lock engine condition.

Other contributing factors to this accident were:

* The core lock engine condition, which prevented at least one engine from being restarted,
and

* Theairplane flight manuals that did not communicate to the pilots the importance of maintaining
a minimum airspeed to keep the engine cores rotating,

The Safety Board issued eighteen new recommendations to the FAA. These recommendations involved
improving training and guidance in the areas of high altitude flying and double engine failure restarts;
setting standards and operating procedures for professional conduct and reviews to ensure compliance;
and engine design review and failure testing to establish operational conditions needed for in-flight
restart for turbine-powered engines similar to those on the aircraft involved in this investigation. The
Safety Board also reiterated a previously issued recommendation that would require modification of
certain regional jets with digital flight data recorder systems that meet sampling rate, range and accuracy
requirements specified in applicable regulations.

Recommendations: 18 new and 1 reiterated
Report Adopted: January 10, 2007
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Crash During Approach to Landing, Circuit City Stores, Inc., Cessna Citation 560

Pueblo, Colorado

February 16, 2005

On the morning of February 16, 2005, a Cessna Citation 560, N500AT, operated by Martinair, Inc.,
for Circuit City Stores, Inc., crashed about 4 nautical miles east of Pueblo Memorial Airport, Pueblo,
Colorado, while on an instrument landing system approach.. The two pilots and six passengers on board
were killed, and the airplane was destroyed. The flight was operating under the provisions of 14 Code
of Federal Regulations Part 91 on an instrument flight rules flight plan. Instrument meteorological
conditions prevailed at the time of the accident.

The Safety Board determined that the probable cause of this accident was the flight crew’s failure to
effectively monitor and maintain airspeed and to comply with procedures for deice boot activation on
the approach. This resulted an aerodynamic stall from which the crew was unable to recover. The
FAA’s failure to establish adequate certification requirements for flight into icing conditions, which led
to the inadequate stall warning margin provided by the airplane’s stall warning system, was cited as a
contributing cause.

The safety issues discussed in this report include inadequate training on operations in icing conditions,
inadequate deice boot system operational guidance, the need for automatic deice boot systems, inadequate
certification requirements for flight into icing conditions, and inadequate stall warning margins in icing
conditions.

The Safety Board issued six new recommendations to the FAA concerning training and guidance related
to the operation of deice boots; workload management, modifications to deice boot and stall warning
systems, and review and testing of the icing certification of pneumatic deice boot-equipped airplanes
following the revision of certification standards and criteria. The Safety Board also reiterated two
recommendations previously issued to the FAA calling for revisions to the icing criteria published in
14 CFR Parts 23 and 25 and additional research on affects and criticality of ice accumulations.

Recommendations: 6 new and 2 reiterated
Report Adopted: January 23, 2007

Weather Encounter and Subsequent Collision into Terrain Bali Hai

Helicopter Tours, Inc., Bell 206B

Kalaheo, Hawaii

September 24, 2004

On September 24, 2004, a Bell 206B helicopter, registered to and operated by Bali Hai Helicopter
Tours, Inc., of Hanapepe, Hawaii, impacted mountainous terrain in Kalaheo, Hawaii, on the island of
Kauai, 8.4 miles northeast of Port Allen Airport, in Hanapepe. The commercial pilot and the four
passengers were killed, and the helicopter was destroyed by impact of the crash and the post crash
fire. The nonstop sightseeing air tour flight was operated under the provisions of 14 Code of Federal
Regulations Part 91 and visual flight rules with no flight plan filed. Instrument meteorological conditions
prevailed near the accident site.
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The Safety Board determined that the probable cause of this accident was the pilot’s decision to continue
flight under visual flight rules into an area of turbulent, reduced visibility weather conditions. This
resulted in the pilot’s spatial disorientation and loss of control of the helicopter. The Safety Board
also cited the pilot’s inexperience in assessing local weather conditions, inadequate FAA surveillance
of Special Federal Aviation Regulation 71 operating restrictions, and the operator’s pilot-scheduling
practices as contributing to the cause of the accident.

The safety issues discussed in this report include the influence of pilot experience and operator
scheduling on in-flight decision-making; the lack of FAA oversight of Part 91 air tour operators; the need
for national air tour safety standards; and the lack of FAA surveillance of commercial air tour operators
in Hawaii. Nine safety recommendations are addressed to the FAA regarding local weather-training
programs for newly hired Hawaii air tour pilots; evaluation of operational practices for commercial air
tour helicopter pilots; Honolulu Flight Standards District Office control of the annual safety meetings,
as required under approved certificates of waiver or authorization; evaluation of the safety impact of the
altitude restrictions in the State of Hawaii; national air tour safety standards; and the potential benefits
of automatic dependent surveillance-broadcast technology for Hawaii air tour operators.

Recommendations: 9 new and 2 reiterated
Report Adopted: February 13, 2007

Weather Encounter and Subsequent Crash into the Pacific Ocean, Heli-USA Airways, Inc.,
Aerospatiale AS350BA (Accident Brief)

Haena, Hawaii

September 23, 2005

This accident occurred when the air tour helicopter encountered adverse weather conditions and crashed
into the Pacific Ocean off the coast of the Hawaiian island of Kauai. The pilot and two passengers
survived. Two passengers drowned as the helicopter sank in about sixty feet of water. The cause
of death for the other victim was reported as cardiac arrest due to near drowning. The Safety Board
concluded that the probably cause of the accident was the pilot’s decision to continue flight into adverse
weather conditions where he encountered a microburst and lost control of the aircraft. Contributing
to the loss of life in the accident was the lack of helicopter flotation equipment.

The flight was operated under Special Federal Aviation Regulation (SFAR) 71, which sets a minimum
altitude of 1500 feet above ground level for tour flights. The Safety Board also concluded that inadequate
surveillance of SFAR 71 operating restrictions by the FAA contributed to this accident.

Recommendations: None
Report Adopted: March 5, 2007
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Crash During Turn Maneuver, Cirrus SR-20 (Accident Brief)

Manhattan, New York City

October 11, 2006

On October 11, 20006, a Cirrus Design SR-20, N929CD, operated as a personal flight, crashed into an
apartment building in Manhattan, New York City, while attempting a 180-degree turn maneuver above
the East River. The two pilots on board the airplane were killed, including the owner of the aircraft,
Cory Lidle of the New York Yankees. The second occupant was a commercial pilot with a flight
instructor certificate. Three people on the ground were injured, and the airplane was destroyed.

The Safety Board determined that the probable cause of the crash was the pilots’ inadequate planning,
judgment, and airmanship in the performance of a 180-degree turn maneuver inside of a limited turning
space. The Safety Board reported that the pilots did not aggressively bank the airplane throughout the
turn nor did they use the full available width of the river. Radar data indicated that the airplane was in
the middle of the East Channel at the start of the 180-degree turn as opposed to beginning the turn
from the eastern shoreline. In addition, the Safety Board determined that wind out of the east would
have effectively shortened the available distance to successfully make the turn.

The Board found that the pilots should have recognized, during preflight planning or while they were
considering flying up the East River after they were already in flight, that there was limited turning space
in the East River exclusion area and they would need to maximize the lateral distance available for turning,
As aresult of it’s investigation, the Safety Board recommended to the FAA that they permanently prohibit
visual flight rules flight operations involving fixed-wing, nonamphibious aircraft in the New York Fast River
class B exclusion area unless those operations are authorized and being controlled by air traffic control.

Recommendation: 1
Report Adopted: May 1, 2007

In-flight Separation of Right Wing, Flying Boat, Inc., Doing Business as Chalk’s Ocean
Airways Flight 101 Grumman G-73T,

Port of Miami, Florida,

December 19, 2005

The accident occurred at about 1439 eastern standard time, when the amphibious airplane, crashed
into a shipping channel adjacent to the Port of Miami, Florida, shortly after takeoff from the Miami
Seaplane Base. Flight 101 was a regularly scheduled passenger flight to Bimini, Bahamas, with two
flight crewmembers and 18 passengers on board. The airplane’s right wing separated during flight.
All 20 people aboard the airplane were killed, and the airplane was destroyed. Visual meteorological
conditions prevailed at the time of the accident.

The Safety Board determined that the probable cause of this accident was the in-flight failure and
separation of the right wing during normal flight, which resulted from the failure of the Chalk’s Ocean
Airways maintenance program to identify and properly repair fatigue cracks in the right wing and the
failure of the FAA to detect and correct deficiencies in the company’s maintenance program.
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As a result of the investigation, the Board issued two new safety recommendations calling on the FAA
to: verify that airline maintenance programs include stringent criteria to address recurring or systemic
problems, if necessary through comprehensive engineering evaluations; and, to modify procedures for
oversight of maintenance programs of carriers like Chalk’s to ensure the continued airworthiness of
the operator’s fleet. Earlier in the investigation, concerns were raised about federal regulations that
exempt airplanes like the accident airplane, that were type-certificated prior to 1958, from a requirement
for more rigorous damage tolerance based supplemental inspections. At that time, the Safety Board
issued a recommendation urging the FAA to eliminate the exemption for these older airplanes.

As the FAA has indicated that it intends to address the identification of age-related problems for older
airplanes through current operational safety programs, the Board has classified this recommendation
as “Open-Unacceptable Response.”

Recommendations: 3 new and 1 reclassified
Report Adopted: May 30, 2007

Completed Reports Of Special Investigations — FY 2006

Special Investigation Report on Emergency Medical Services Operations

This report discusses safety issues identified during the Safety Board’s special investigation of 55 emergency
medical services (EMS) aircraft accidents that occurred in the United States between January 2002 and
January 2005. Safety issues discussed in this report focus on less stringent requirements for EMS operations
conducted without patients on board, a lack of aviation flight risk evaluation programs for EMS operations,
alack of consistent, comprehensive flight dispatch procedures for EMS operations, and no requirements
to use technologies such as terrain awareness and warning systems to enhance EMS flight safety.

Report Adopted: January 25, 2006

Public Hearings/Forums — FY 2007

Forum on Airport Runway Incursions

The Safety Board held a one-day forum on March 27, 2007, focusing on airport runway incursions and
accidents, and potential safety solutions. The Runway Safety Forum coincided with the 30" anniversaty
of the world’s worst aviation accident — the runway collision in 1977 between two jumbo jets at LLos
Rodeos Airport, Tenerife, Canary Islands. The accident took the lives of 583 people on board two 747s,
operated by Pan American World Airways and KILM. Eliminating runway incursions and collisions
is a top priority of the Safety Board and has been on the Most Wanted List since 1990. Capt. Robert
Bragg, the Pan Am co-pilot that day, recounted his experiences at the forum.

The scope of the problem, how to avoid runway incursions, educational initiatives and new technologies
were highlighted in presentations made by representatives of the Federal Aviation Administration,
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Department of Defense, Flight Safety Foundation, Air Line Pilots Association International, Aircraft
Owners and Pilots Association, the Air Safety Foundation, the Air Transport Association, the Regional
Airline Association, the National Air Traffic Controllers Association and the Transportation Safety

Board of Canada.

New Investigative Workload

Figure AS 1, Aviation Safety Accident/Incident Investigations Initiated in FY 20006, provides statistical

information on domestic investigation by state. Accident categories are defined below.
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Figure AS 1: Accident/Incident Investigations Initiated During Fiscal Year 2006
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Major Investigations. A major investigation is a significant event, involving the launch of a team
consisting of a senior aviation safety investigator and one or two other NTSB investigators. These
accidents typically involve loss of life, multiple injuries, considerable property damage, or significant
public interest.

Field Investigations. Field investigations require at least one N'TSB investigator to travel to the accident
Licld 1nvesugatons g q g

site and a significant amount of follow-up investigation from the office non-travel status. Field accidents
typically involve a fatality and an airplane that is FAA certified in the “normal” category.

Field Investigation/Public Use Aircraft. A field investigation/public use aircraft is a field investigation

of an accident involving a public use (usually government owned) aircraft.

Limited Investigations. Limited investigations do not involve NTSB travel to the scene. A Federal
Aviation Administrator (FAA) inspector collects the information and documents the accident site for
the NTSB and an N'TSB investigator conducts the remainder of the investigation from the office, or
during a follow-up examination. These accidents can involve fatalities, but typically do not.

Data Collection Accident Investigations. Data collection accident investigations do not involve
investigator travel. Information is collected and used by the investigator to determine the cause. A
one-page report is completed within 30 days. These accidents must meet the following criteria:

* No fatalities or “critical” serious injuries;
= Cannot be a major airline event;
= (Cannot involve a collision between two aircraft;

* Must have some statement from the pilot which documents that there were no unknown
mechanical malfunctions or safety issues as per the pilot;

*  Must be void of any obvious safety issues.

*  Must not be of high public or industry visibility.

Incidents. Incidents are defined as occurrences involving one or more aircraft in which a hazard or
potential hazard to safety is involved, but not classified as an accident due to the degree of injury and/
or extent of damage. This definition covers a broad range of events and may include the following:

* Damage to an aircraft that does not occur while passengers are on board
* Runway incursion,
= Pilot Deviation, or
= Near midair collision
The Safety Board conducts a full investigation of each incident, similar to an accident investigation,

and determines cause. Depending on the extent of the incident, the investigation may or may not
involve travel.
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Limited Investigations/Public Use Aircraft, This category is the same as limited investigations, defined

above, involving public use aircraft.

On-Going Special Investigations

Aviation Safety is currently conducting special investigations of air tour safety issues and technically
advanced aircraft cockpit displays in general aviation aircraft.

Participation In Foreign Accident Investigations

The Safety Board sends accredited representatives to participate in the investigations of foreign civil
aviation accidents or incidents involving U.S. carriers or equipment with parts designed or manufactured
domestically. The table below lists foreign accident or incident investigations that required Safety Board
participation during fiscal years 2006 and 2007
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Chengdu, China (CTU)

Location Date Operator Aircraft Type
Guerrero, Mexico 01/20/05 [Michael L. Walsh Piper PA-32RT-300
Kabul, Afghanistan 02/03/05 |Phoenix Aviation Boeing 737-200
Shanghai, China 02/10/05|Guangdong Ltd McDonnell Douglas MD-902
Veradero, Cuba 03/06/05 |Air Transat Inc Airbus A310
Beijing, China 03/10/05 | Shanghai Airlines Boeing B757-200
Rome, Italy 07/06/05 |Erickson Air-Crane, Inc. Erickson Air-Crane, Inc. S-64F
Brasilito, Costa Rica 07/16/05 |Greg Gund Pilatus PC-6
Zuria Mountains, 07/30/05 |Republic of Uganda MIL Design Bureau Mi-172
Uganda
Perth, Australia 08/01/05|Malasian Airline System Boeing 777-200
Toronto, Canada 08/02/05 [Air France Airbus Industrie A-340
Palermo, Italy 08/06/05 | Tuninter ATR ATR-72-202
Tallinn, Estonia 08/10/05 Sikorsky S-76
Grammatikos, Greece | 08/14/05 [Helios Airways Boeing B737-300
Machiques, Venezuela |[08/16/05 [West Caribbean Airways Boeing MD-82
Medan, Indonesia 09/05/05 |Mandala Airlines Boeing B737-200
Winnipeg, Canada 10/06/05 | Morningstar Air Express Cessna 208B
Lagos, Nigeria 10/22/05 | Bellview Airlines Boeing 737-200
Moscow, Russia 11/19/05 | Denton Invest & Trade Corp. Cessna 208B
Port Harcourt, Nigeria | 12/10/05 [Sosoliso Airlines McDonnell Douglas DC-9-31
Las Vegas, United 01/29/06 | Air Canada Airbus A319
States
Cuenca, Ecuador 03/24/06 | Atesa Aero Taxis Ecuatorianos |Cessna 208B

S.A.

Banglore, India 05/04/06 | Transmile Airlines Boeing B727-200
Managua, Nicaragua 06/04/06 | Arrow Air Inc McDonnell Douglas DC10-10F
Irkutsk, Russia 07/08/06 Airbus Industrie A310-300
Tenerife, Spain 07/08/06 |Helicsa Sikorsky S6IN
Azevedo, Brazil 09/29/06|Gol Air/Excelaire Boeing 737-800/Embraer E135 Legacy
Abuja, Nigeria 10/29/06 | Aviation Development Company |Boeing 737-200
Makassar, Indonesia 01/01/07|Adam Airlines Boeing 737-400
Guadalajara, Mexico 01/09/07 | Ameristar Jet Charter, Inc. Gates Learjet 24F
Moscow, Russia 02/13/07 |Nabban Investment Inc. Bombardier, Inc. CL-600-2B19
Yogyakarta, Indonesia | 03/07/07 |Garuda Indonesia Boeing B737-400
Douala, Cameroon 05/05/07 [Kenya Airways Boeing B737-800
Incheon International 10/09/06 |Korean Air Boeing 747-400 Cargo
Airport
Auckland International | 12/30/07 [Air New Zealand Boeing B767
Airport
Farnborough (EGLF) to | 01/20/07 |Executive Jet Group Dassault Falcon 900B
Tel Aviv (LLBG)
London, United 02/26/07 |United Boeing 777
Kingdom (LHR)
Shuangliu airport in 04/03/07 |Korean Airlines Boeing 747-400 Cargo
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Office of Highway Safety

The Office of Highway Safety (OHS) investigates those accidents that have a significant impact on
the public’s confidence in highway transportation safety, that generate high public interest and media
attention, or highlight national safety issues. The limited OHS staff investigates accidents involving
issues with wide-ranging safety significance such as collapses of highway bridge structures, fatalities on
public transportation vehicles (such as buses), and collisions at grade crossings involving trains and public
transportation or hazardous materials vehicles. In addition to these more catastrophic accident events,
the OHS also conducts studies based on trends emerging from the accident investigations conducted
by the Board and from other research and accident data in order to identify common underlying causes
and make recommendations aimed at reducing such accidents in the future. The Office of Highway
Safety is organized into two primary units, the Investigations Division and the Report Development
Division that are overseen by the Director’s Office.

Investigations Division

The investigative team is usually composed of an automotive engineer, a civil engineer, a motor
carrier specialist, a crashworthiness engineer, and a human factors specialist. As part of the Board’s
responsibilities, it also examines the safety programs of the DOT modal agencies. Investigations include
all activities from launch to the preparation of the docket. Investigative division staff also review draft
reports for technical content accuracy.

Major accident investigations are conducted by one of 2 teams with 6 investigators on each team (12
investigators). Each team is lead by an Investigator-in-Charge (IIC) and has one investigator with
expertise in Motor Carrier operations and regulations; Survival Factors, i.e. injury mechanisms, occupant
protection and rescue; Highway Engineering; Vehicle mechanics and design; and Human Performance
factors. Team members are distributed among five regional offices located in Parsippany, New Jersey;
Atlanta, Georgia; Arlington, Texas; Denver, Colorado and Los Angeles, California, to enhance geographic
coverage and reduce response time.

Report Development Division

The Report Development Division is responsible for researching and developing national highway safety
issues, co-managing related safety studies, and preparing all highway accident investigation reports and
presenting them to the Board. This division is also responsible for highway public hearings and forums.
The division is comprised of project managers and writer-editors responsible for producing highway
accident investigation reports and managing and coordinating the report development process.
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Accomplishments and Workload

Completed Accident Investigation Reports — FY 2006

Multiple Vehicle Collision on Interstate 95

Fairfield, Connecticut

January 17, 2003

On Interstate 95 (I-95) near Fairfield, Connecticut, two consecutive accidents occurred within eleven
minutes of each other in the early morning hours of January 17, 2003. About 4:50 a.m., a 1996
Freightliner tractor flatbed semitrailer was traveling in a work zone on I-95 north, near milepost 26.0,
when it slid out of control approximately 1,150 feet south of the Exit 24 southbound off-ramp. The
1996 Freightliner was loaded with five portable compressor units. The driver estimated a speed of 50
miles per hour. The vehicle entered the median, overturned and overrode a portable concrete barrier, and
then collided with a southbound 1997 Dodge Avenger sedan. A southbound 2001 Freightliner tractor/
refrigerated trailer combination unit struck the Dodge sedan and then struck the 1996 Freightliner tractor.
All three vehicles came to rest blocking the southbound lanes of the highway. During the accident
sequence, the flatbed semitrailer separated from the 1996 Freightliner tractor. The semitrailer came
to rest perpendicular to the roadway, straddling the portable concrete barrier and partially obstructing
the left lane of 1-95 north.

At 5:01 am., a 1999 Chevrolet Tahoe sport utility vehicle, occupied by nine students from Yale
University and traveling north in the left lane, collided with and underrode the left side corner of the
1996 Freightliner tractor flatbed semitrailer. Following the impact, the Chevrolet disengaged from the
semitrailer and entered the median, skidded along the concrete barrier, and came to rest about 450 feet
northeast of the semitrailer. The driver and three passengers in the Chevrolet were fatally injured. The
surviving occupants were seriously injured. Witnesses reported that at the time of the accidents, light
snow was falling, the roads were wet and icy, and snow covered the roadway shoulders.

The Safety Board determined that the probable cause of the initial, 4:50 a.m. accident was the 1996
Freightliner’s loss of lateral stability, probably due to the operator driving too fast for conditions, which
included the presence of black ice on the roadway. Also contributing to the accident was inadequate
roadway treatment provided by the Connecticut Department of Transportation in response to the
inclement weather and its failure to provide a median barrier capable of preventing crossovers by heavy
vehicles. The probable cause of the subsequent accident at 5:01 a.m. was the failure of the Chevrolet
driver to identify and avoid the flatbed semitrailer due to fatigue, and the distraction from the median
crossover accident in the southbound lanes.

The following safety issues were identified in this investigation:
* Adequacy of snow and ice treatment strategies;

= Lack of specific guidance on the use of high-performance median barriers;
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* Placement of portable concrete median barriers; and

* Need for primary seat belt laws for all seating positions.

As a result of this accident investigation, the Safety Board made recommendations to the Federal
Highway Administration, the Connecticut Department of Transportation, and the American Association
of State Highway and Transportation Officials. The Safety Board reiterated a recommendation to the
Governor and legislative leaders of Connecticut.

Recommendations: 6 new, 1 reiterated
Report Adopted: November 16, 2005

Collision Between a Ford Dump Truck and Four Passenger Cars

Glen Rock, Pennsylvania

April 11, 2003

About 3:36 p.m., on April 11, 2003, in the Borough of Glen Rock, Pennsylvania, A 1995 Ford dump
truck owned and operated by Blossom Valley Farms, Inc., was traveling southbound on Church Street, a
two-lane, two-way residential street with a steep downgrade, when the driver found that he was unable to
stop the truck. The truck struck four passenger cars, which were stopped at the intersection of Church
and Main Streets, and pushed them into the intersection. One of the vehicles struck three pedestrian
children (a 9-year-old boy, a 7-year-old boy, and a 7-year-old girl), who were on the sidewalk on the
west side of Church Street. The truck continued across the intersection, through a gas station parking
lot, and over a set of railroad tracks before coming to rest about 300 feet south of the intersection.
As a result of the collision, the driver and an 11-year-old child in one of the passenger cars received
fatal injuries and the three pedestrian children who were struck received minor-to-serious injuries. Six
other passenger car occupants and the truck driver were not injured.

The Safety Board determined that the probable cause of the accident was the lack of oversight by
Blossom Valley Farms, Inc., which resulted in an untrained driver impropetly operating an overloaded,
air brake-equipped vehicle with inadequately maintained brakes. Contributing to the accident was
the misdiagnosis of the truck’s underlying brake problems by mechanics involved with the truck’s
maintenance. Also contributing was a lack of readily available and accurate information about automatic
slack adjusters and inadequate warnings about the safety problems caused by manually adjusting them.
During the investigation, the Safety Board identified the following major safety issues:

* Maintaining air brakes equipped with automatic slack adjusters;
* Knowledge and skills needed to drive air brake-equipped vehicles; and
* Motor carrier oversight.
As a result of this accident investigation, the Safety Board made recommendations to the Federal

Motor Carrier Safety Administration, the 50 States and the District of Columbia, the Commercial
Vehicle Safety Alliance, manufacturers and marketers of automatic slack adjusters, manufacturers of
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vehicles equipped with air brakes, the National Institute for Automotive Service Excellence (ASE), and
publishers of ASE certification test study guides.

Recommendations: 11
Report Adopted: February 7, 2006

Passenger Vehicle Median Crossover and Head-On With Another Passenger Vehicle

Linden, New Jersey

May 1, 2003

On May 1, 2003, about 2:11 a.m., eastern daylight time, a 1998 Mercedes Benz CILK320, driven by
a 34-year-old off-duty police officer, was traveling southbound on US. Route 1 through the city of
Linden in Union County, New Jersey. The vehicle was traveling in the right lane of a six-lane divided
highway. The weather was clear, and the roadway was dry, except for a puddle of water adjacent to a
service station on the west side of the roadway.

Near milepost 41.4, the Mercedes, traveling 48 to 62 mph, hit the curb on the west side of the road and
swerved to the left. The Mercedes crossed the other two southbound lanes; mounted and crossed an
11.5-foot-wide, 6-inch-high raised concrete curb median; and entered the northbound lanes, where it
collided head-on with a 1986 Ford Taurus traveling in the left northbound lane. The Mercedes rolled
up and over the Ford and landed on its roof. The Mercedes slid approximately 80 feet across the
northbound lanes and struck a wooden utility pole next to the east side of the roadway, where it came
to rest straddling the right northbound lane and the grassy area to the east of the roadway. Following
the collision, the Ford remained upright, rotated about 163 degrees counterclockwise, slid about 50
feet, and came to rest in the right northbound lane.

The Ford was occupied by a 33-year-old driver and four passengers. The drivers of both vehicles and
three of the four Ford Taurus passengers died at the scene. The fourth Ford passenger died several
hours later in a hospital.

The Safety Board determined that the probable cause of this accident was the Mercedes driver’s loss
of control of the vehicle due to alcohol impairment. Contributing to the severity of the accident was
the lack of barriers separating traffic in the northbound and southbound traffic lanes, and the failure
of the driver of the Mercedes to wear his seat belt.

The following major safety issues were identified in this accident investigation:
* Alcohol impairment,
* Speed enforcement, and

= Evaluative criteria for median barrier installation.
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As a result of this accident, the Safety Board made safety recommendations to the Federal Highway
Administration, the City of Linden, and the American Association of State Highway and Transportation
Officials. The Safety Board also reiterated a recommendation to the State of New Jersey.

Recommendations: 3 new, 1 reiterated
Report Adopted: February 7, 2006

Multi-Vehicle Collision on Interstate 90, Hampshire-Marengo Toll Plaza

Hampshire, Illinois

October 1, 2003

On October 1, 2003, a multi-vehicle accident occurred on the approach to an Interstate 90 (I-90) toll
plaza near Hampshire, Illinois. About 2:57 p.m., a 1995 Freightliner tractor-trailer chassis and cargo
container combination unit traveling eastbound on I-90 approached the Hampshire-Marengo toll
plaza at milepost 41.6 and struck the rear of a 1999 Goshen GC2 25-passenger specialty bus. As both
vehicles moved forward, the specialty bus then struck the rear of a 2000 Chevrolet Silverado 1500
pickup truck, which was pushed into the rear of a 1998 Ford conventional tractor-box trailer. As its
cargo container and chassis began to overturn, the Freightliner also struck the upper portion of the
pickup truck’s in-bed camper and the rear left side of the Ford trailer. The Freightliner and the specialty
bus continued forward and came to rest in the median. The pickup truck was then struck by another
eastbound vehicle, a 2000 Kenworth tractor with Polar tank trailer. Eight passengers in the specialty
bus were fatally injured, and 12 passengers sustained minor-to-serious injuries. The bus driver, the
pickup truck driver, and the Freightliner driver received minor injuries. The Ford driver and co-driver
and the Kenworth driver were not injured.

The National Transportation Safety Board determined that the probable cause of the accident was the
failure of the Freightliner truck driver, who was operating his vehicle too fast for traffic conditions,
to slow for traffic. Contributing to the accident was the traffic backup in a 45-mph zone, created
by vehicles stopping for the Hampshire-Marengo toll plaza. The structural incompatibility between
the Freightliner tractor-trailer and the specialty bus contributed to the severity of the accident. The
following safety issues were identified in this investigation:

= Toll plaza design and the lack of national standards for toll plaza design;

* TFederal Motor Carrier Safety Administration (FMCSA) oversight of passenger motor carriers
operating on revoked authority;

= Collision warning system performance standards and requirements for new commercial vehicles;
and

*  Vehicle incompatibility and heavy truck aggressivity.
Asaresult of this accident investigation, the Safety Board made recommendations to the U.S. Department

of Energy; the U.S. Department of Transportation; the FMCSA; the Federal Highway Administration;
the American Association of State Highway and Transportation Officials; and the International Bridge,
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Tunnel and Turnpike Association. The Safety Board reiterated two recommendations to the National
Highway Traffic Safety Administration.

Recommendations: 7 new; 2 reiterated
Report Adopted: April 18, 2006

Passenger Vehicle Collision With a Fallen Overhead Bridge Girder

May 15, 2004

Golden, Colorado

On May 15, 2004, about 10:04 a.m., mountain daylight time, a 2002 Dodge Durango sport utility vehicle
(SUV) driven by a 34-year-old man eastbound on Interstate 70 (I-70) approached the Colorado State
Route 470 (C-470) overpass. The driver’s 37-year-old wife and their 2-year-old child were also in the
SUV. The interchange of 1-70 and C-470 was in a temporary traffic control zone, to accommodate a
construction project to add an entry ramp and two additional lanes for the overpass.

As the SUV approached the overpass, a fabricated steel girder line composed of two joined sections
rotated toward the overpass and sagged into the space over the I-70 eastbound lanes. The girders had
been erected during the evening of May 11 through the early morning hours of May 12, 2004, parallel
to the existing overpass, as a part of the bridge-widening project. The girder struck the SUV about
half the distance between the vehicle’s front end and its windshield, shearing off the vehicle’s top. The
lower portion of the SUV continued east for 818 feet, coming to rest in the grassy median of 1-70.
All three vehicle occupants were killed.

The Safety Board determined that the probable cause of the girder collapse was the failure of the
girder’s temporary bracing system. This was due to:

* Insufficient planning by Ridge Erection Company, Inc., Asphalt Specialties, Inc., and the
Colorado Department of Transportation, which were responsible for putting the girder and
its bracing in place during a highway bridge-widening project, and

* Deficiencies in the installation of the girder and the bracing, which resulted in the inadequate
securing of the out-of-plumb girder to the existing bridge deck, causing the bracing to fail.

Contributing to the accident was the lack of uniform, consistent bracing standards, and the Colorado
Department of Transportation’s narrow definition of falsework, which did not include lateral bracing,
Also contributing to the accident was the failure of the Colorado Department of Transportation to
effectively oversee safety-critical contract work for the project.

Recommendations: 5
Report Adopted: May 31, 2006
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Completed Accident Investigation Reports — FY 2007

Motorcoach Collision With the Alexandria Avenue Bridge Overpass

George Washington Memorial Parkway, Alexandria, Virginia

November 14, 2004

This accident occurred when a 12-foot high 2000 Prevost, 58-passenger motorcoach owned by Eyre
Bus Service, Inc., (Eyre) traveling in the right lane of the George Washington Memorial Parkway
crashed into an overpass with a 10-foot 2-inch clearance. The bus was the second of a two-bus team.
The 44-yeat-old bus driver picked up 27 students and their chaperone at the Baltimore/Washington
International Thurgood Marshall Airport and was transporting them to Mount Vernon, Virginia.

About 10:40 a.m., the bus was traveling southbound in the right lane of the George Washington Memorial
Parkway in Alexandria, Virginia, at an electronic control module—recorded speed of approximately 46
mph. Upon approaching the Alexandria Avenue bridge, the bus driver passed warning signs indicating
that the bridge had a 10-foot, 2- inch clearance in the right lane and collided with the underside and
side of the overpass. At the time of the accident, the 13-foot, 4-inch-high left lane was available to
the bus, and the lead Eyre bus was in the left lane ahead of the accident bus.

Witnesses and the bus driver himself reported that the bus driver was talking on a hands-free cellular
telephone at the time of the accident. Of the 27 student passengers, 10 received minor injuries and
one sustained serious injuries. The bus driver and chaperone were uninjured. The roof of the bus was
destroyed. Major safety issues identified in this accident include low bridge clearance, cellular telephone
use while driving, and collection of adequate cellular telephone accident data.

The National Transportation Safety Board determined that the probable cause of this accident was
the bus driver’s failure to notice and respond to posted low-clearance warning signs and to the bridge,
itself, due to cognitive distraction resulting from conversing on a hands-free cellular telephone while
driving, Contributing to the accident was the low vertical clearance of the bridge, which does not
meet current National Park Service road standards or American Association of State Highway and
Transportation Officials guidelines.

As a result of this accident and investigation, the Safety Board issued three new recommendations and
reiterated one previously issued recommendation.

* The Safety Board recommended that the FMCSA publish regulations prohibiting cellular
telephone use by commercial driver’s license holders with a passenger-carrying or school bus
endorsement, while driving under the authority of that endorsement, except in emergencies.

* The Safety Board recommended that the 50 states and the District of Columbia enactlegislation
to prohibit cellular telephone use by commercial driver’s license holders with a passenger-
carrying or school bus endorsement, while driving under the authority of that endorsement,
except in emergencies.
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* The Safety Board recommended that the American Bus Association; the United Motorcoach
Association; the Community Transportation Association of America; the American Public
Transportation Association; the National Association for Pupil Transportation; the National
School Transportation Association; the National Association of State Directors of Pupil
Transportation Services; the International Brotherhood of Teamsters; and the Amalgamated
Transit Union develop formal policies prohibiting cellular telephone use by commercial driver’s
license holders with a passenger-carrying or school bus endorsement, while driving under the
authority of that endorsement, except in emergencies.

* The Safety Board also reiterated Safety Recommendation H-03-09 to the twenty states that do
not yet have driver distraction codes, including codes for interactive wireless communication
devices, to add these to their traffic accident investigation forms.

The Safety Board reclassified four recommendations resulting from the investigation of an accident that
occurred in Largo, Maryland in 2003 in this report. These recommendations also dealt with the risks
of distracted driving associated with the use of wireless interactive communications devices, including
cellular telephones. Two recommendations were closed with acceptable action and two remain open
with acceptable alternate response.

Recommendations: 3 new and 1 reiterated

Report Adopted: November 26, 2006

Motorcoach Fire on Interstate 45 During Hurricane Rita Evacuation

Near Wilmer, Texas

September 23, 2005

On September 23, 2005, a 1998 MCI 54-passenger motorcoach operated by Global Limousine, Inc.,
based in Pharr, Texas, was traveling northbound on Interstate 45 with 44 passengers and the driver
as part of an emergency evacuation ordered by the Governor of Texas in anticipation of Hurricane
Rita. The passengers, residents and nursing staff of the Sunrise Nursing Home in Bellaire, Texas, near
Houston were being transported to Dallas.

A motorist passing by the motorcoach alerted the driver that the right-rear tire hub was glowing red.
The driver and nursing staff exited the motorcoach and observed flames emanating from the right-
rear wheel well. As they initiated an evacuation, with the assistance from passersby, heavy smoke and
fire quickly engulfed the entire vehicle. Twenty-three of the 44 passengers were fatally injured, 2 were
seriously injured and 19 received minor injuries. The driver also received minor injuries.

In the report, the Safety Board noted that the right rear tire experienced a blowout earlier on the trip.
Because the flat tire occurred during the nighttime and in the middle of the hurricane evacuation traffic
congestion, the driver and the mechanic who provided roadside assistance would not necessarily have
been aware of the tire marks left by a locked wheel indicating a more serious mechanical problem.
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Post-accident examination of the motorcoach and roadway revealed that the right-side tag axle tire
locked. The Safety Board concluded that the tire contacting the pavement was being pulled, not rolling,
which caused the blown tire. Once the tire flattened, the weight of the vehicle caused contact between
the pavement and wheel rim, wearing a flat spot on the rim. The Safety Board consequently determined
that the accident sequence of events including the tire locking began with a lack of lubrication in the
right-side tag axle wheel bearing, A wheel bearing unit failed due to alack of lubrication, which prevented
the bearing rollers from rotating freely and led to friction, that generated the heat and ultimately led
to the tire fire.

The Board’s report revealed that Global did not retain vehicle maintenance and repair records as
required by Federal Motor Carrier Safety Regulations (FMCSRs). In addition, there was no maintenance
program to properly service the vehicle in place. Therefore the Board concluded in the report that the
disregard for such a program led to the failure to detect vehicle defects that resulted in a catastrophic
fire and loss of life. The Safety Board also concluded that FMCSA’s ineffective compliance review
system, which resulted in inadequate safety oversight of passenger motor carriers, contributed to the
accident and that their current process does not effectively identify unsafe motor carriers and prevent
them from operating;

Another contributing factor to the rapid propagation and severity of the fire and subsequent loss of
life was the lack of motorcoach fire retardant construction materials adjacent to the wheel well. The
Safety Board determined that the most likely point of initial entry of fire into the motorcoach was
burnthrough of the combustible exterior composite materials and through the HVAC ventilation
and the windows. The Safety Board concluded that as the fire intensified, it spread up the side of
the motorcoach and burned through the fiberglass sidewall above the wheel wall and through the
motorcoach windows, creating an entry path for the smoke and fire into the passenger compartment.
The ambulatory condition of many of the passengers was determined to be a contributing factor in
the severity of the accident.

As a result of its investigation, the Safety Board made new recommendations to the FMCSA, the
NHTSA, the Pipeline and Hazardous Materials Safety Administration, the Motor Coach Industries,
the United Motorcoach Association and American Bus Association, and the Law Enforcement and
Emergency Responders Associations. This report also reiterated two previously issued recommendations
to the DOT. These recommendations include:

* Revising regulations to prohibit a commercial vehicle from operating with wheel seal or other
hub lubrication leaks;

* Developing a standard to provide enhanced fire protection of the fuel system in areas of the
motorcoaches and buses where the system may be exposed to the effects of a fire; and provide
fire hardening of exterior fire-prone materials, such as those areas around wheel walls, to limit
the potential for flame spread into motorcoach or bus passenger compartment;

* Developing detection systems to monitor the temperature of wheel well compartments in
motorcoaches and buses to provide early warning of malfunctions that could lead to fires;
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* Continuing to gather and evaluate information on the causes, frequency and severity of bus and
motorcoach fires, and conduct ongoing analysis of the fire data to measure the effectiveness of
the fire prevention and mitigation techniques identified and instituted as a result of the Volpe
National Transportation Systems Center fire safety analysis study; and

* Revising product maintenance manuals to emphasize the importance of wheel bearing
lubrication, specifically warning that daily inspection of hub oil levels and wheel seals is vital
to prevent wheel bearing failure and that bypassing this requirement is a dangerous practice
that can lead to a wheel fire or other serious consequences.

Recommendations: 17 new; 2 reiterated

Report Adopted: February 21, 2007

Ceiling Collapse in the D Street Portal of Interstate 90 Connector Tunnel

Boston, Massachusetts

July 10, 2006

A section of the tunnel’s suspended concrete ceiling became detached from the tunnel roof and fell
onto a passenger car traveling eastbound in the D Street portal of the Interstate 90 (I-90) connector
tunnel. Concrete panels from the ceiling crushed the right side of the vehicle roof as the car came to
rest against the north wall of the tunnel. The passenger was fatally injured and the driver had minor
injuries. A total of about 26 tons of concrete and associated suspension hardware fell onto the vehicle
and the roadway.

The Safety Board determines that the probable cause of the ceiling collapse was the use of an epoxy
anchor adhesive with an epoxy formulation that was not capable of sustaining long-term loads. Over
time, the epoxy deformed and fractured until several ceiling support anchors pulled free and allowed
a portion of the ceiling to collapse. Epoxy is a polymer and its stiffness is time and temperature
dependent. If aload is applied suddenly, the epoxy responds like a hard solid. Butif the load is then
held constant, the molecules within the polymer may begin to rearrange and slide past one another,
causing the epoxy to gradually deform in a process called creep. The epoxy used in the tunnel had
poor creep resistance.

Use of an inappropriate epoxy formulation resulted from the failure of Gannett Fleming, Inc., and
Bechtel/Parsons Brinckerhoff to identify potential creep in the anchor adhesive as a critical long-
term failure mode and to account for possible anchor creep in the design, specifications, and approval
process for the epoxy anchors used in the tunnel. The use of an inappropriate epoxy formulation also
resulted from a general lack of understanding and knowledge in the construction community about
creep in adhesive anchoring systems. Powers Fasteners, Inc. failed to provide the Central Artery/
Tunnel project with sufficiently complete, accurate, and detailed information about the suitability of
the company’s Fast Set epoxy for sustaining long-term tensile loads. Contributing to the accident was
the failure of Powers Fasteners, Inc., to determine that the anchor displacement that was found in the
high-occupancy vehicle tunnel in 1999 was a result of anchor creep due to the use of the company’s
Power-Fast Fast Set epoxy, which was known by the company to have poor long-term load characteristics.
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Also contributing to the accident was the failure of Modern Continental Construction Company and
Bechtel/Parsons Brinckerhoff, subsequent to the 1999 anchor displacement, to continue to monitor
anchor performance in light of the uncertainty as to the cause of the failures. The Massachusetts
Turnpike Authority also contributed to the accident by failing to implement a timely tunnel inspection
program that would likely have revealed the ongoing anchor creep in time to correct the deficiencies
before an accident occurred.

As a result of its investigation the Safety Board issued 20 recommendations to the Federal Highway
Administration, American Association of State Highway and Transportation Officials, Departments
of Transportation of the 50 States and the District of Columbia, International Code Council, ICC
Evaluation Service, Inc., Powers Fasteners, Inc., Sika Chemical Corporation, American Concrete
Institute, American Society of Civil Engineers, and Associated General Contractors of America. These
include:

* Developing standards and protocols for the testing of adhesive anchors to be used in sustained
tensile-load overhead highway applications that consider site-specific ultimate strength values
as well as the creep characteristics of the adhesive over the expected life of the structure;

* Prohibiting the use of adhesive anchors in sustained tensile-load overhead highway applications
where failure of the adhesive would result in a risk to the public until testing standards and
protocols have been developed and implemented that ensure the safety of these applications;

* Developing specific design, construction, and inspection guidance for tunnel finishes and
incorporating that guidance into a tunnel design manual;

* Reviewing the use of adhesive anchors in highway construction within your jurisdiction and
identify those sites where failure of the adhesive under sustained load could result in a risk to
the public. Once those sites have been identified, implement an inspection and repair program
to ensure that such failures do not occut;

* Requiring creep testing for the qualification of all anchor adhesives;

* Disqualifying any adhesive that has not been tested for creep or that has failed such tests for
use in sustained tensile loading; and

* Using building codes, forums, educational materials, and publications to inform design and
construction agencies of the potential for gradual deformation (creep) in anchor adhesives and
to make them aware of the possible risks associated with using adhesive anchors in concrete
under sustained tensile-load applications.

Recommendations: 20

Report Adopted: July 10, 2007
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Public Hearings and Forums — FY 2006

Public Hea