APPENDIX A TO THE DISSENTING POSITION SUBMITTED ON BEHALF OF MEMBERS REPRESENTING AFA, APFA, ETF, HTF, IAM, IBT, AND ITF, IN CONJUNCTION WITH SCISAFE.

This statement is submitted by the Association of Flight Attendants (AFA), the Association of Professional Flight Attendants (APFA - not an ITF affiliate), the European Transport Workers' Federation (ETF), the Swedish Transport Worker' Federation (HTF), the International Association of Machinists & Aerospace Workers (IAM), the International Brotherhood of Teamsters (IBT), and the International Transport Workers' Federation (ITF), in conjunction with SCISAFE.

In April 2000, representatives of the ITF submitted an in-depth review of research-to-date on evacuation studies for Type III exits. This review was presented at the April 2000 meeting of the Cabin Safety Harmonization Working Group. Essentially, the report summarized the efforts of researchers over the past 10 years to evaluate the effect of various factors (including pathway width, seat encroachment, smoke, and hatch weight) on how quickly test subjects can evacuate at the overwing. The review document described several concerns with the various research projects, including the fact that the age and health status of test subjects did not reflect that of the flying public, and that the subjects were often either briefed multiple times on how to evacuate, or actually given practice sessions before their evacuations are timed. Whether or not the research methodologies are scientifically sound, it is our opinion that results collected under test conditions that do not reflect true emergency conditions, should not be used to justify or propose regulations that apply to true emergency conditions. 

The most significant and persistent problem (described in the ITF review document and reaffirmed here) is that the majority of evacuation research has not addressed the impact of hatch disposal on test subjects' ability to evacuate the aircraft under different seat row configurations. It should be noted that the European view is that pathway width is interrelated with the operational issues involved, including hatch disposal. 

It is only when hatch disposal is not considered, namely if the hatch is replaced with a pull-down curtain or is removed by a researcher who stands outside the aircraft simulator, that studies do not show a significant difference between the time it takes subjects to evacuate through a 13" pathway and a 18" or 20" pathway (McLean et al, 1995; Muir et al, 1992; Muir et al, 1990; Muir et al, 1989). Based on this research data, some parties have asserted that there is no real difference in the evacuation capabilities provided by a 13", 18", or 20" pathway. We disagree with these conclusions. The only reasonable conclusion that may be drawn from this data is that 13" is only equivalent if the hatch is opened and removed for evacuees, it appears that a 13" evacuation pathway may be adequate. 

We support the application of self-disposing hatches or automatic overwing exits (AOE) on all aircraft (new and existing, all types). It this were the case, then the fact that the hatch has been disposed of under artificial conditions in the majority of research trials to date would not be a problem. However, self-disposing hatches or AOE are not required on any aircraft types. It is unreasonable to assume that the hatch will reliably be disposed of outside the aircraft or in such a way that it will not block the pathway. If a subject drops a standard hatch with a standard curvature of approximately 8" on its side inside the aircraft, then a 20" evacuation pathway is reduced to a maximum of 12", and a 13" pathway is reduced to a maximum of 5". We cannot ignore the hatch when considering the minimum width of the exit pathway that airlines should be required to provide at the overwing.

Many safety briefing cards in the United States tell passengers to remove the hatch and lay it on the row of seats adjacent to the exit, presumably to prevent the hatch from either ending up on the floor or damaging the wing. In Europe, safety briefing cards instruct passengers to throw the hatch outside of the aircraft. But data from both real accidents and emergency evacuation tests indicate that people do what is expedient, and not necessarily what is on the safety briefing card. For example, in 1993, a cabin safety research team in the United Kingdom showed that the majority of their test subjects disposed of the hatch inside the aircraft, despite the fact that a safety card had been posted on the back of the seat row forward of the emergency exit that instructed them to dispose of the hatch outside the aircraft (Fennel and Muir, 1993). In that same study, one in five subjects expected the exit hatch to be hinged, despite the picture to the contrary on the safety card. 

The real issue though, is what must the regulators provide to passengers who may be involved in emergency situations. We firmly believe that the regulators must prepare the airlines to prepare for the fact that passengers do drop the hatch on the floor, thereby blocking or impeding access, and slowing or stopping the flow of people through the exit. To this end, we emphasize that 13" is only near-equivalent to 20" when passengers do not have to dispose of the hatch. Further, 13" deviations should not be granted because the research does not indicate an equivalent level of safety. We need only look at real accident data to confirm that the hatch can indeed end up on the floor. 

For example, in December 1999, the chairman of the US National Transportation Safety Board (NTSB) survival factors group released a report on the American Airlines Flight 1420 that overran a runway and crashed in Little Rock, AR (NTSB, 1999). Eleven people were killed. Interviews with the passengers assigned to open the four overwing exits revealed that they all had considerable trouble doing so. One man (21D) reported that he 

"… tried to throw the exit out, but it hit something, so he dropped it inside the airplane… Many of the passengers slipped or tripped at the opening. The exit plug was in the way…" (page 25)

Another man (22E) reported that 

"…he had not been told specifically that he was in an exit row, and did not realize it until the crash. He had never opened an emergency door before. He looked at the exit and saw the word "pull" on the handle. He assumed the door would open outward, so people could get out…The door opened and the exit hatch fell in his lap. He put the hatch on the floor." (page 27)

In July of this year, the NTSB issued a report on emergency evacuation of commercial airplanes (NTSB, 2000). They reported that of the 42 passengers seated next to the hatch in an emergency, 22 had not read the briefing card. They also concluded, based on their review of emergency evacuations, that 

"…it is not intuitively obvious that after pulling the hatch, the hatch is to be turned and either placed on the exit row seats or thrown out the opening…

"…the weight of the overwing exit has [also] been a problem for some passengers…"

"…passengers receive no formal training on these tasks."

The NTSB recommended that the US Federal Aviation Administration (FAA)

"Conduct additional research…[that] should use an experimental design that reliably reflects actual emergency evacuations through Type III exits on commercial airplanes. (AA-OO-74)"

The NTSB report underscores and legitimizes the concerns that we have repeatedly voiced, during working group meetings and in earlier written submissions. We have consistently emphasized that research studies used to justify or propose regulations must reflect real emergency evacuations. We were especially concerned that the 1995 study (McLean et al, 1995) published by the Civil Aeromedical Institute (CAMI), in which the hatch was removed by a trained researcher standing outside the aircraft simulator before subjects evacuated, was the basis for the proposed reduction in the pathway configuration dictated by 14 CFR 25.813(c)(i) from 20" to 13" (FAA, 1995). We are still concerned that the working group's final report (October 2002) does not clarify that a 13" pathway is only near-equivalent to 20" when passengers do not have to dispose of the hatch. 
For the record, our concerns with the twin 6" pathways/outboard seat removed (OSR) configurations are described in Appendix B to our Dissenting Position. In short, the 6"/OSR configuration has been shown inferior to 13", 18", and 20" in multiple evacuation tests to date because of:
1. Slowed hatch removal time (McLean et al, 1992);

2. Crowding at the hatch (Muir et al, 1989);

3. Increased probability of blockages (Muir et al, 1989; Muir et al, 1996); and

4. Potentially slowed evacuation under low visibility conditions because the physical referent is lost (Muir et al., 1990).

Finally, we do not feel that there is sufficient justification to allow a 10" pathway in rows with two-abreast seating because this has only been tested in one set of trials (McLean et al., 1992). 

This statement was prepared by the Association of Flight Attendants, AFL-CIO 

with input from representatives of the Association of Professional Flight Attendants, 

the European Transport Workers Federation, the International Association of Machinists & Aerospace Workers, the International Brotherhood of Teamsters, and 

the Swedish Transport Workers Union.
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