3.3 FLIGHT TEHNIQUES
3.3.7 Engine Failure

03 ENGINE FAILURE BETWEEN V, AND UP/RET MIN MAN
—]
The Engine Failure Crew Co-ordination Procedure is based on the n-1 obstacle

clearance calculation ard conseguently applies to the corresponding track and
assumes an engine failure at V,. »

ENGINE FAILURE CREW CO-ORDINATION PROCEDURE

NOTE: In the next presentation, the standard response "CHECKED" is not reproduced.
No distinction is made between MANUAL- and' AUTOMATIC flight mode of operatiom.

FLIGHET PHEASE/EVENT COMMANDS ACTIONS and CALLS
Engine failure PF Keep straight
maintaining push force
on the control columm.
VR : PNF "ROTATE"
‘PF Rotate in normal way.
When airborne PF Reep pitchbar centered.
Positive rate of PF "GEAR UP" PNF | Comply.
climb F/E |Wing anti-ice ON if
: reguired.
When aircraft is CAPT | "TAKE ACTION" F/E | Perform memory items.
under control PNF Monitor F/E's actions.
When a turn is PF "SET BANK LIMIT 15" PNF "BANK LIMIT 15 SET"
reqnire@ e "SET HEADING ..." *"HEADING ... SET*"
At 1000 ft HAA min | PF "SET ALTITUDE HOLD" PNF | "ALTITUDE HOLD"
unless otherwise
specified )
At Flap Zero speed PF "FLAPS ZERO" PNF | Comply
At Slats RET speed | PF "SLATS IN" PNF | Comply
"SET ATRSPEED HOLD" "AIRSPEED EHOLD"
When Slats are in PF "SET MCT® PNF "MCT SET"
: "SET Nj " "Ny "
Clear of obstacles PP "SET ALTITUDE HOLD® PNF "ALTITUDE HOLD"
See NOTE )
At UP/RET MIN MAN PF "SET ARIRSPEED HOLD"™ -or- PNF "AIRSPEED HOLD"™ -or-
"SET SPEED MODE" "SPEED"
If applicable PF .| "SET BANK LIMIT 25" PNF "BANK LIMIT 25 SET"
CAPT | "EMERGENCY CHECKLIST" F/E Comply
PF *"AFTER TAKE-OFF CHECKLIST" K

NOTE: Minimum 1500 £t HAA. Unless visual reference is available, or if dictated
otherwise by special procedure, at least climb to the MSA or if applicable,
to the ESA, MEA, MOCA or MORA.
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.- 4.2 FLIGHT SAFETY INSTRUCTIONS
Garuda Indonesxa%. 422  Evacuation

03 EVACUATION PROCEDURE QPERATING COCKRIT CREW
General

- When cockpit task completed, take flashlight along when applicable. On water,
put on life vest, board slide/raft with shoes off.

- When the slide/rafts are needed as shelter (desert, Jjungle) they should be
disconmected from the aircraft when the captain comsiders it safe to re-enter

’ . the aircraft. Refer to AOM 4.2.2 - Post Evacuation.

However, when during evacuation fire is observed, as many slides as possible
should be disconnected from the aircraft before leaving the aircraft.
On leaving the aircraft pull disengage handle and jump into the slide.

=3 4 ] o

- Proceed to cabin area doors 11-21, and assist evacuation.
- When evacuation completed:
Check front area and leave aircraft at door 21, if possible.
On water: board at door 21.
- If door 21 is assigned to a cabin attendant, immediately after cockpit task is
completed, leave aircraft and look after the passengers or in case of landing on
water board the slide/raft.

Iixsy Officer

- Proceed to cabin area doors 13-23, and assist evacuation.
- When evacuation is completed:

Check area and leave aircraft.

On water: board slide/raft at door 13.

Laptain

- Proceed to cabin area doors 11-21.
- Evaluate situation.
Perform the final cabin check, proceeding to doors 14-24 to ensure that all
‘occupants have evacuated.
- Check that the radio survival beacon at position 24 has been taken away.
- Leave aircraft: ' ‘
On water: board'slide/raft 24.

04 BADDRITIONAL CQCKPIT CREW
- Terrain:
Leave aircraft and assist at bottom of slide(s) .

- Water:
Put cn life vest and board slide/raft (shoes off).
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BIHS 3 — 3
FLLIGHT CREW REFERENCE GUIDEC(FCRG) & >

(ViRUVRrIZEET 2B d)

1.1.2. IAKE-OFF SPEEDS

Ol. SPEED SUMMARY AND .DEFINITIONS

- Vl : Speed st which the pilot can meke a decision, folloving fsilure of ecricic~
al engine:

. elcher to concinue take—-off within limitsAof avallsble take-off length
- or to stop the alrcrafc within limics of avatlable rupvay length

Speed at vhich rotation is initimted to reach VY2 ac an altitude of 35 feer

os. TAKE-OFF DECISION SPEED, Vi

Thic speed is uged to idéntify the power failure point a: which, for the purpose of deter-

mwining the Tegquired runvay length, sudden snd total power lost of the crirical engine is
assuped to occur.

In sctual operation this speed is used vs s “go' or “no gro" porpoecter.

0S. ROTATION SPEED, VR

VR is the speed at which rotetion to the lifr—off artitude is to beJinitin;cd.

If che rotation is teoo lste and/or too litele, the airerafc will pass tov over the end of
The runvay at & speed in excees of Vz. ‘ '

"If the rotatiop im too cerly and/or too much, drsg is increased snd mcceleration will be
offected unfovourable, 56 that also in this case the sircrafr will Pass lov over the end

of the runway. In both cases potentia) performance say be wasted to such B extent that -
safety is impaired. .

J
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BIER3 — 4

AIRPLANE FLIGHT MANUAL$A ¥«

(V) ROV =i B89 5 EERRERR)

SECTION IV PAGE1l. 2

Takeoff Deqision Speed., Vi

The takeoff decision speed, V1, is the speed which the pilot uses
as a reference in deciding whether to continue the takeoff or to
abort.

The V) speeds .given in the FAA Approved Airplane Flight Manual
are selected such that: (1) if an engine failure is recognized at
or above the V) speed, the takeoff may be continued, with one

-engine inoperative, to a 35-foot height; or, (2} if &n engine

failure is recognized at or below the V) speed, a stcp may be
made in the avallable accelerate-stop distance on a -:';Lry hard
surfaced runway without the aid of reverse thrust; and -ithout,
in either case, exceeding the takeoff field length. The takeoff
field lengths are based on stopping if the engine fzilure is
recognized below V) and on continuing if the engine fzilure ics

recognized above Vj.

SECTION IV PAGE1l. 3

Takeoff Rotation Speed. Vi

The rotation speed, Vg, is the speed at which the pilot begins to
rotate the airplane to the lift-off attitude.

The criteria wsed in establishing the rotation speed are as follows:

]..-

The VR speed 'is a speed that is at least equal to the ground
minimum control speed, Vye gr and at least 5 percent above the
air minimum control speed, VMc A-

The VR speed is a speed such that, with normal pilotin
technique, its use will result in the attainment of fae\/. _3‘pea:?
at or below the 35 foot point. '

The VR speed is a speed such that, with nerma.l Pila’biﬂ'gj
technique, its use will result in attainment-of the required
1lift-off speed at or prior to airplane lift-off.

The VR speed is a speed which will not result in increasing the
takeoff distance if rotation is commenced 5 knots lower than the
established VR during one-engine-inoperative acceleration or 10
knots lower-than the established Vg during
all-engine-acceleration.
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(BEbedh o v o o HBEICBE T 5 8k)
SECTION IV PAGEZ2. 0/2. 1

Fngine Fail During Takeoff
An engine failure light is provided to indicate an engine failure
during takeoff. With engine failure lights operative the performance
in this manual is based on the pilot initiating rejected takeoff
procedures within 1 second after illumination of the engine failure
light. The takeoff is rejected if failure is recognized prior to v
and is continued if failure is recognized after Vi. The rejected
takeoff technique is: engine thrust to idle while simultaneously
applying maximum anti-skid braking (full pedal deflection) and
immediately extending the spoilers (auto spoilers may be used). The
stopping performance used in determining the field lengths is based
on a.dry hard surfaced runway with no reverse thrust. Although not
accounted for in the calculated performance, maximum reverse thrust
should be used as quickly as possible after initiation of the abort’
procedure. '

With engine failure at or after Vj, the nose wheel is maintained in
contact with the ground until Vi is attained, at which point a
smooth, steady rotation to the attitude for climbout is initiated.
Liftoff will occur in approximately 4 seconds at a pitch attitude of
about 120 to 140. After liftoff a smooth roration should be
continued to the pitch attitude required to achieve Vo. A pitch
attitude of between 139 and 200 will be required to maintain Vo,
depending on gross weight and climb gradient. Minor variations in
pitch attitude may be required to achieve the initial climb sieed.
During rotation the normal increase in indicated airspeed will slow
due to static position error effect.

If an engine failure occurs after Vj but not above V2, maintain Vo up
to the altitude for level flight acceleration or to a height required
for obstacle clearance (whichever is appropriate). If an engine
failure occurs after Vy, maintaining the speed attained at time of
failure-but not more than Vo+10 knots up to the altitude for level
flight acceleration or to a height required for obstacle clearance
(whichever is appropriate) will result in improved aircraft
performance and control. If an engine failure occurs at a speed
higher than V,+10 knots with flaps at the takeoff setting at a height
lower than the altitude for level flight acceleration, reduce speed to
V2+10 "knots until clear of obstacles. If the speed of Vo410 knots has
been exceeded, obstacle clearance may be impaired.

Landing gear retraction is initiated within 3 seconds after liftoff,
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BIGE 3 — 5
FLIGHT ATTENDANT MANUAL#$& ¥

Carada Indonesis

RECURRENT TRAINING SYLLABUS FOR GARUDA
(REC. 1 : B737-300/400, A 300-B4/600/330)
(REC.2 : DC10,MD 11, B 747-200/400)

DAY -10F 1

REVIEW

01. GENERAL SAFETY 08.00 - 10.00

» Procedures

» Rules and Regulations
« Emergency Equipmenl
« Farst A

= Avialion Secunty

« Dangerous Goods

02. AIRCRAFT SPECIFICATION 10.00.- 12.00

« General

« Lxits

« Shde/Rafl

» Oxygen System

« Communication System

+ Emergency Equipmenl Location
+ Lighling System

« Emergency Procedures

« Evacualion Procedures

LUNCH BREAK a 12.00 - 13.00
COMPETENCE EXAM 13.00 - 14.00
02. PRACTICAL DRILL : 14.00 - 16.00

« Door Drill  : - Preflight
’ - Operation
* CPR (Cardio Pulmonary Resuscitation)
« Emergency Equipments
» Emergency/Evacuation
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ALL OPERATORS WIRECAOW) mlEe 4 — 1

June 16, 1994 No Export‘License Required
To: All CF6-50 Operators
Copy: All CF6-50 Reps
All Other Reps Information Only
Message No.: 94-50-07
Subject: CF6-50 Stage 1 HPT Blade

The purpose of this wire is to advise you that GE is recommending the
retirement of high-cycle CF6-50 stage 1 Product Improvement Program
(PIP) HPT blades (9299M30GXX other than Gl1i configuration). The
purpose of this recommendation is to help you avoid future higher
maintenance costs. Also, we would like to request your retirement
plans for these parts to ensure that we can adequately support your
future blade requirements. o

Enhancements to the CF6-50 HPT stage 1 turbine blade, specifically the
introduction of the PIP stage 1 turbine blades, have increased the
life capability of the blade. The population of PIP blades now is
beginning to age beyond this capability. As a result, plans need to
be developed to retire ‘older PIP blades before costly airfoil
separations occur.

As the stage 1 blade ages, intergranular oxidation (IGO) attacks the
internal passage walls. This IGO will result in cracking between the
material's grain boundaries and eventually initiate high-

cycle fatigue (HCF) cracking. The HCF will propagate along the
airfoil walls until the airfoil separates from tensile overload. An
improvement to the 9299M30Gll blade incorporates an internal aluminide

coating that will protect the internal cooling passages from
oxidation.

The IGO and airfoil separations are cyclic driven and occur between
4,400 and 6,500 cycles. GE feels a 6,000 CSN should be considered in
a control program for blade retirement. There is a large number of
blades that are in, or soon will be in, this cyclic range. The IGO
condition cannot be determined by nondestructive inspections.
Recommendations for a retirement plan can be customized for your
particular fleet through your ATPM. Once your retirement plan has
been established, please advise us as soon as possible so we can
ensure adequate support.

Thank you for your cooperation in this matter.

L. L. Grage
Director Customer Support

GE Aircraft Engines
LAJ

GEAE Proprietary Information

The information contained in this document is GE Proprietary Information and is disclosed in confidence, It is the property of GE and shall not be
used, disclosed to others or reproduced without the expressed written tof GE. Hc is given for reproduction In whole or in part, this notice
and the notice set forth on each page of this document shall appear I any such reproduction in whole of in part, The information contained in this
document may also be controlled by the U.S. export control laws. Unauthorized €xport or ve-export is prohibited..

Exported Under Export License GTDU

- 102 -




BlEasca4 — 2

NOILYWHOSNI AYY L3 HJOHd 39 (ove30) 9611v0-25858-1dd
X

% sjuene anbiej tewtayl 3/ weaaald djoy ospy -

W SIUBAS BUIBUS 1500-UBIU/QSH] JO 80UBIINJI0

N 9} 9onpal (|im pjoysaiy) Juswiailal jo uoneiodioou -

|

y p|oysaiyl

. udBialila) BWI-1os JO JuBWysI|gelse salinbal

A uollesedss spejq pasned OL)| JO UOIIUSABI] e

™

m

q uoISNOU0))
. ope|g | e6eiS 1dH 05-940

Sul9|qold poleley-oby

- 103 -

1.3




{Ov940) 961 140-22858-1dd

NOILYWHOANI AHY131HdOHd 39

SIONPO.IH 8inmey
9/ Ul JUBUIISBAU] SeNUU0D) Y FL)

ubisep
ope|q | abeis | dH Y08-/05-940 oiul Abojouyos)
uanoid serelsodiodul gga L Ul asealal ubisep Map e

onjeA pue AljigeljaJ uiejulew
/osealoul | Im sepe|d Jo 1wawabeurw sWil-4os e

SIBWOISNO Y08-/05-940 10} 8NjeA POpPY -
anoidwll 0}

senuuod Aljigel|el Y08- PUe did 05-94D I[B18AQ »

Arewiwing

2/38

- 104 -




uoneledas 3p2|q 0 }S00 $NSIAA Sape|q
Bune|dal j2 1860 u2asiaa asiwodwiog -

w0 0139 Loneedas Gu sey Jo Aqeqold -
AU a0UIs SePAS 000’9
Alsperuixoidde Je (|| O0ENE626 N/d-oid)
sapelq | abeys 1dH 06-940 emey -

“nt

UONEPRUBLLIUIOIY

I
3

G



7 AVERYTHAERCT A ) HAREISOER

NGO
RELOHHIZIY, BREBEEDR—VESE., BERASEER:r -KT2+ 1k
RS 72\, ’

- 106 -




AV PRI T7THAEISGDER

(HAREERIE, 1 Fxy7HFEAA T CER)

- 108 -




KOMISI PENELITIAN PENYEBAB KECELAKAAN

PESAWAT UDARA
(AIRCRAFT ACCIDENT INVESTIGATION COMMISSION)

DEPARTEMEN PERHUBUNGAN
(DEPARTMENT OF COMMUNICATIONS)

MERPATI BUILDING, JL ANGKASA BLOK B 15 KV2-3, KEMAYORAN, JAKARTA 10720, INDONESIA,
PHONE 62 22 6540674 , FACSIMILE 62 22 654 0675

Dr. Kazuyuki Takeuchi

Chairman,

Aircraft Accident Investigation Commission
Ministry of Transport

2-1-3 Kasumigaseki

Chyoda-ku, Tokyo, 100 Japan.

Jakarta, November 10, 1997.

Dear Dr. Takeuchi,

The Indonesian Aircraft Accident investigation Commission has carefully read
the

FINAL DRAFT AIRCRAFT ACCIDENT INVESTIGATION REPORT
September , 1997

of the Garuda Indonesia DC-10-30 accident at the Fukuoka Airport, June 13,
1996.

The Indonesian Aircraft Accident Investigation Commission is of the opinion that
you have made a very thorough and comprehensive evaluation of the possible
causes of the accident, and we congratulate you for the professional

approach evident in your report.
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The Indonesian Aircraft Accident Investigation Commission’s comments on the
Final Draft Aircraft Accident Investigation Report above, is as follows:

1 p.60 Chapterd Causes.

Quote:

It is estimated that contributing to the rejection of the take-off under this
circumstance was the fact that the CAP’s judgement in the event of the engine
failure was inadequate.

Comment;

According to the Appendix. Format of the Final Report of the ICAO Annex 13
quote 3. Conclusions. List the findings and causes established in the
investigation. The list of causes should include both the immediate and the
deeper systemic causes unguote.

The final draft of the aircraft accident investigation reports a single cause of the
accident, which is not according to the standards and recommended practice as
stated above.

In accordance to above mentioned Appendix of ICAO Annex 13, the Indonesian
~ Aircraft Accident Investigation Commission emphasizes that an accident is
usually caused by more than one factor or cause. it is considered that an
accident is usually caused by a chain of cascading failures, either human,
technical or environmental, all contributing and eventually accumulating in the
inevitability of an accident. If this is true, and looking at so many clues of failures
in the Garuda accident at Fukuoka, such as indications of engine failure and
unbalanced fuel during rotation occurring at approximately the same time, the
issue of flight crew decision-making process resulting in the act to abort take-off,
the perceived danger or unusual flight situation right after experiencing a sudden
noise (a thud, or a dun-like sound), etc. etc., all these single factors may
contribute, aggregate and culminate to the occurrence of the accident.

2 p.6, Para2.1.2. Flight history until DFDR and CVR stopped.

Quote;
“About 1135 The CAP carried out a pre-departure crew briefing, which included
briefing an emergency procedure”.

Comment:

For the purpose of clarity, it is suggested to explain in detail what is meant by
pre-departure crew briefing and emergency procedure.
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3 p.18, Para 2.6.4. Fuel and Lubricating Oil.

Comment;

There is some factual evidence indicating the possibility of a fuel unbalance
after the refueling process was completed, and this possibility was not further

investigated in the final draft report.

The following table is based on cockpit fuel indicators readings:

FUEL STATUS BASED ON COCKPIT FUEL TANK | FUEL TANK | FUEL TANK
INDICATORS #1 #2 #3
PLANNED FUEL ORDERED 17,800 26,400 17,800
ACTUAL FUEL AFTER REFUELING 15,750 28,750 17,800
FUEL INDICATORS OF F/E PANEL 17,000 28,000 17,000

Further more, according to the Aircraft Flight Logbook records, the fuel quantity
indicators were not reliable. On June 11, 1998, it was recorded that the #1 fuel
quantity indicator was unserviceable, while on June 12, 1996, it was recorded
that the #2 fuel quantity indicator was considered unreliable. It is worth
mentioning that several complaints concerning the unreliability of the fuel
quantity indicators were recorded in the Maintenance Log Book

From the Cockpit Voice Recorder it was also found that the time needed to
balance fuel is 65 seconds. A simulation on a DC-10 ground simulator resulted
that the process to balance by transferring fuel took approximately 3 (three)
minutes to finish. This indicated that there is some uncertainty in the outcome of
the fuel balance process, and if this is the case, Garuda procedures required a
drip stick check.

The Indonesian Aircraft Accident Investigation Commission would Jike to include
an analysis concerning the effect of this fuel unbalance as a possible
contributing factor in the accident.

4 p.20, Para 2.11.2 DFDR recording

Quote:

Information recorded on the DFDR between 1207:53 and 1 207.56 were
unusable.

Comment:

The Indonesian Aircraft Accident Investigation Commission is concerned about
the possibility of important information lost by not recovering some or more data.
There are methods known to recover data by special manipuiations. it is
suggested that the utmost should be done to recover the data, and in this

particular case, especially the final moments before the aircraft hit obstacles
and the post impact fire.
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5 p.36, Para 2.14 Test and research to find facts.

Comment: .

On page 9, in his statement, the CAP mentioned that quote while the aircraft
was not positively climbing up with the pitch attitude being ten or more degrees
nose up, the airspeed abruptly began to decrease by 3 to 6 knots. At the same
time, | seemed to involuntarily make the aircraft pitch down. | heard a sound
such as “dun’”, and | felt a thrust loss. As | instinctively sensed that if the aircraft
continued the take-off, it would collide with neighboring buildings, | made a
decision to abort the take off, pushed the control column, applied maximum
braking and deployed full reverse thrust unquote.

Comparing this statement with the DFDR results, there seems to be a
discrepancy in DFDR speed data and the pilot’'s observations. The Indonesian
Aircraft Accident Investigation Commission is of the opinion that a test-bench
check on the airspeed indicators is necessary to ascertain that it was working
normally at the time of the accident.

The Commission deemed necessary to study the human factors aspects to
understand the reasons why the CAP took the decision to abort take-off.

In Para 2.14 no mention was found about the behavior of the CWS switch. In
page 45 it was stated that there are indications that the CWS was not working
properly. It is therefore appropriate to test-bench the CWS system and the
resuits of said test to be included in the final draft report.

6 p.46,Para3.2.1.1 Flight sequence before the occurrence of the #3
enqgine failure. '

Quote:

As it is likely that the aircraft was performing the take-off roll to the left of the
runway centerline, it is considered that the aircraft was being rolled slightly left
wing low during the low speed phase of the take-off roll, and that right rudder
would have been applied to prevent the aircraft nose from veering to the left
because of the runway lateral slope from the centerline to the left edge of the
runway.

Comment:

This statement is not consistent with the statement on page 6, which is quote
the aircraft was aligned almost with the runway center line unquote.

it is considered that the above statement is an opinion, hypothesis or
assumption, it is not an actual and observed fact. The Commission is of the
opinion that the analysis on page 46 should be based upon factual information
on page 6.
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The Indonesian Aircraft Accident Investigation Commission con3|dered above
statement not to be valid.

7 p.49 Para3.2.3.1. Flight aspect until the take-off was aborted.

Quote:

........ (1) Except for the failure of the No.3 engine, there were no other
anomalies which contributed to the accident .......

Comment:

The Indonesian Aircraft Accident Investigation Commission points out that there
are other anomalies that is not reported in the investigation and the final draft
report, i.e. the question of fuel unbalance, the question of the improper behavior
of the CWS switch, the fact of a number of right rudder applications durlng the
take-off run, etcetera, etcetera. -

In particular the Indonesian Aircraft Accident Investigation Commission points
out that in the statement of the Flight Engineer a possible serious problem was
mentioned, i.e. quote Immediately after the Vee one call, as | acknowledged the
drops of N1, N2 and EGT on the No.3 engine, | called ‘Engine Failure’,
immediately followed by ‘Number one’. | intended to call ‘Number three’ but
called ‘Number one’. At that time, the Captain called ‘Unable control’ unquote.

This indicates that there is at least one other problem than en_gine failure.

The Indonesian Aircraft Accident Investigation Commission requests to the
Japan Aircraft Accident Investigation Commission to include and analyze all
possible anomalies that might contribute to the accident individually, or
cumulatively.

In particular, the Commission strongly suggest that a human factor aspect
analysis of the Captain’s decision making process should be included in the
final report. Note that the Captain’s  decision to abort the take-off was based
on his judgment about an abnormality quote / felt something unusual because
the aircraft would not become positively airborne ......... if the aircraft continued

the takeoff, it would collide with neighboring buildings, | made a dec;s:on to abort
the take-off unquote.

This abnormality was mentioned in the Flight Engineers statement quote At that
time, the Captain called ‘Unable control unquote.

- 114 -




8 p.b57 Para 3.6.1 _Emergency evacuation training for flight crew.

Quote:
There were no rules for evacuation training for flight crew in the Garuda’s

FCTM (Flight Crew Training Manual), and thus it was not possible to determine
the training syllabuses and training records.

Comment:

During the meeting on August 28, 1997, the Indonesian Aircraft Accident
Investigation Commission submitted several pages concerning the syllabi for
flight crew emergency evacuation training in Garuda Indonesia. The
Commission considered the importance of including a review of the available
records in the final draft.

Dear Dr. Takeuchi,

We finally would like to commend you for the thorough and comprehensive way
you have conducted the investigation. We do think that the investigation will be
very useful in helping us to understand the what, the how, and the why the
accident happened. And in understanding the what, the how, and the why, | am
sure that you have contributed to our common aim to prevent accidents to
happen in the future.

Thank you very much for your kind attention,

Yours gincerely, .

Prof Oetarjo Diran
Chairman :
Indonesian Aircraft Accident Investigation Commission

Attachment:
The Japanese translation of this document.
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National Transportation Safety Board
Washington, DC 20594

1967 ~ 30 Years of Transportation Safety ~ 1997 November 9’ 1997

Mr. Atsuhiko Wataki

Investigator in-Charge

Aircraft Accident Investigation Commission
Ministry of Transport

2-1-3 Kasumigasoki,

Chiyoda-Ku, Tokoyo 100, Japan

Dear Mr. Wataki,

Thank you for the opportunity to comment on the Final Draft report of the Garuda DC-10
accident, PK-GIE, June 13, 1996, Fukuoka Airport, Fukuoka, Japan. Although the initial
letter stating the draft reports would be sent that day was dated September 12, 1997, we
also received a revision letter from you dated October 16, 1997 which informed us of the
changes incorporating comments from the General Electric representative, Mr. Robert
Green. As of this time, we have not had any comments from the Flight Safety department
of the Douglas Product Division.

Copies of the Final Draft report were reviewed by members of the U.S. team, to include
NTSB and FAA personnel, and representatives from Douglas (Boeing) and General

Electric. We appreciate that copies of the report were sent to us in both Japanese and
English.

It is obvious from thoroughness of the report that a great deal of effort went into the
investigation. Although we find no areas of disagreement, one area that was not explained
pertains to the galley equipment. Other aircraft accident investigations that involved
higher impact forces have not had galley equipment found spilled into the aisles like what
was found in this aircraft. Although it did not appear to prevent any of the passengers
from escaping from the aircraft (except for the flight crew who had to use the cockpit

window exits), we found no explanation for why this equipment was not held in place by
the galley locks.

The report does document the exit usage very well. A review of those numbers showed
that the “flow controf” of passengers to exits resulted in unequal use of exits.

Another thing that may also be useful would be information about the R4 door. It’s
arm/disarm lever was in the disarm position and the door was found slightly open.
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The Safety Recommendations presented in Paragraph 5 of the final draft report appear to
fully comply with the ICAO 13 (3.1) Objectives of the Investigation. These
recommendations send an important message and should serve to promote the prevention
of accidents and incidents throughout the world of civil aviation.

Although I was not able to be on hand during your teams visit to the US in January and
February, it is obvious from the report that the work they accomplished made for a better

and more through report.

With professional regards,

QM

Alfred W. Dickinson
U.S. Accredited Representative
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