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A s  a r e s u l t  of t he  i n v e s t i g a t i o n  of t h i s  acc iden t ,  t h e  Safety 
Board on Ju ly  7 ,  1972, issued th ree  recommendations (Nos. &-72-99 
through 101) d i rec t ed  t o  t h e  Administrator of the  Fede ra l  Aviat ion 
Adminis t ra t ion.  Copies of t he  recommendation let ter and the  Adminis- 
t r a t o r ' s  response t h e r e t o  a r e  included i n  Attachment 8. 

I n  a d d i t i o n ,  t he  Board has  made a recomendat ion  t o  the  FAA wi th  
r e spec t  t o  the i n s t a l l a t i o n  and use of shoulder harnesses  i n  a i r  carrier 
opera t ions .  (See Attachment 9.) 

The Board be l i eves  t h a t  the  cabin emergency l i g h t s  d id  not opera te  
because the  arming switch i n  the  cockpi t  was o f f .  
l i g h t i n g  i s  d e s i r a b l e  i n  the  case of a surv ivable  c ra sh  as w e l l  as i n  
o the r  emergency cond i t ions ,  t he  Board be l ieves  t h a t  t h e  system should 
be armed before  each takeoff  and landing. 

Since emergency 

Therefore the  Safe ty  Board recommends t h a t :  

(1) The Federa l  Aviat ion Administration take  a c t i o n  t o  ensure 
t h a t  the  arming of the  emergency cabin  l i g h t i n g  b e  included 
i n  c h e c k l i s t s  used before  each takeoff and landing.  (Recom- 
mendation No. A-73-14) 

The evidence i n  t h i s  case ind ica t e s  t h a t  t h e  c a p t a i n  assumed a l l  
of t he  a c t i v i t i e s  assoc ia ted  wi th  f ly ing  the  a i r c r a f t  and coping with 
t h e  malfunction of t he  l e f t  p rope l l e r .  
p rope l l e r  received most of h i s  a t t e n t i o n ,  the  maintenance of the  proper 
a l t i t u d e  and airspeed c o n t r o l  received a lesser amount of a t t e n t i o n .  
The Board be l i eves  t h a t  t he  t a sks  of f l y i n g  the  approach and coping 
wi th  the  p rope l l e r  malfunction should have been d i v i d e d  between the  
p i l o t s ,  and each should have concentrated on h i s  p a r t i c u l a r  aspec t  of 
t he  f l i g h t .  
cap ta in  could have used t o  guide him i n  assigning t a sks  i n  a manner 
t h a t  would have made h i s  work easier and more l i k e l y  t o  succeed. 
f o r e ,  the  Board recommends tha t :  

While h i s  concern wi th  t h e  

There w a s  no information i n  the  opera t ions  manual t h a t  t he  

There- 

(2) The Federa l  Aviat ion Admhis t r a t ion  br ing  t h i s  acc ident  t o  
the  a t t e n t i o n  of appropr ia te  FAA and a i r  carrier personnel .  
Establ ished p i l o t  t r a i n i n g  programs and opera t ions  manuals 
should be rev ised  t o  inc lude  guidance on t i m e  and task 
shar ing i n  abnormal and emergency s i t u a t i o n s .  
should be  placed on the  need of preplanning t a sk  and t i m e  
shar ing  by the  crew before  an unusual or  emergency s i t u a t i o n  
arises. (Recommendation No. A-73-15) 

Emphasis 

- 


