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Charlotte 7220 4, CLT ATCT STANDARD OPERATING PROCEDURES, replaced
72203, and was effective 11/11/93. Brefiogs for 7220.4 were accomplished bstiween
11/4/93 end 11/11/93.

On July 2, 1994, the dat= of USAIr 1616 accident, CET 7220.4, Chapter 4,
Section 1, pﬂ!‘&graph«l-—lﬂ.f read as follows: “Determine the prevailing visibilify when

. required, and ensure visibility is relayed to the Nationsl Weather Servics.”

i
On July 3, 1994 several complet= copies of CLT 7220.4 were provided to
‘Wayne Picroe as part of the initial accident informmtion packege. After the NTSB
completed their on-site investipation, CLT facility management, regional ASO-540

. representatives and M. Pierce discussed the issuance of visibility and our facilivy

requitements. Upan reviewing the 7220.4 (specifically Chapter 4, Section 1, paragraph 4-
10) we determined that we should strengthen this area by including the following (... and
inform each operational position in the tower of the visibility. (NCTE: A “BLANKET*
BROADCAST IS NOT ACCEPTABLE.Y” The Procedures office wa directed to 151 this
change, which was doae, and to coordinate with Training exd Quality Assurance to have
this change inchided in the gcheduled Augnst 8 SOP briefing packuge for the August 18,
1934 change o the 7220.4.

The Procedures Specialist deternrined that thiz conld be done easily by pulling fire pagoe
{page 41) of 72204 up on the computer and edding the sbove-noted phraee to paragreph 4+
10.f Two administrative errors occurred in this procesz. 1) The chanpe date of 8/18/94.
was not recorded on the page. 2} We “dropped the ball” somewhere bdween?roce(h!res
anﬂTmmngﬁnddldnntbnefﬁnschmg&

On the moming of September 27, 1994 Mr. Wayne Pierce called me to qn&honﬁnspage
mthe7‘2204andhowhchadon:vummofpmgmphfandNATCAhadmvmthnNISB
another version, Upon investigating our records and questioning our personel, I

discovered that the “chonge and NOTE” was in our 7220.4, bat could find no record of it
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having been briefed, either on July 21, 1994 in a post-accident briefing or on the August 8, .
1994, 72204 Change 5 briefng. 1 informed Mr. Pierce of this and then instrocted the
'Messtaﬁ'mranovcaﬂpagestoﬁem 4bmdmw1ﬂ1thnirobvmuseuormd
‘replace this page with the original warding to peregraph 4-10.£ I theni instracted the
Assistant Manager for Traiming to ave 2 proper and complete briefing package prepared
and briefed ']]nshneﬁngmﬁmmcem()ctoberS wﬁamibemmlunmdmﬂte
October 13 1994dmgnm72204 ! |

Aﬁulbmidxmvaed&ndmaepann&m%t&nbulﬁmdmﬂtﬂh&cﬁmgtebmkm
the original wording the NATCA rep received cells-from other NATCA people abont this
developing isswe. “He returned to the facility after we both 1eft &t the ead of the day and
confirmed that the original page 41 of 7220.4 was indeed in the binder and found discarded
-and ecroneods pages mmm%mlplmmmmmm Ht
then faxed copies of these discarded pages to the NATCA fotks ke had been
commmnicating with. The next day, Iwmtalhngmﬂ;mmmwhomld
me that he had given a copy of fae pages in question to NATCA fHiks et the Regiomal
and/or Wishingfon level. The NATCA rep stated that he “thonght this fad always beena
reqniranﬂtbmfnrmeadlpomhmmdﬂmthchadbemhmnedﬂﬂswwmﬂdldnm

A

Wcubnnmlymadcsom:a&msm“mwmchmmecmd T!xr;deumontu
shugﬁ:mapmcednrewcfmmdmﬂ:epost-mdutdqswasmsﬁaﬂwnhmpohcy
to “do things better.every chance we get™ & does not necessarily mean the procedurs was
wrong msnnplythumghtttwddhcclmiﬁedandm.dcmhm Wedoﬁnsallthc
. umregmtﬁﬁsofthcrmcnﬁzrreﬂﬁvf o

There was no athcmptatmyhm:bymyone ntC.'harlotteTowerm“covepup oraln:'ﬂm
. - facts in this.or any other aspect of thix accident and the subseqmwtinvestxgahonby&ns
facility, ﬂ:eFAA,ﬂleNISB or any other interested party. .

B iz also my firm belief that the C&nidﬁcNATCAteprcsmﬁkvepmwdmdme mmmnm:,
requested by his organization, in good faith and with no intem‘,to d:_smdi_turms:dmbtm

by facility m any way,

Maddihon,ﬂshnﬂdbemudthat&edaysmdwuhfonnwmg&andmLChmioﬂb
Towrer personnel were streiched to the: limit with post-accident aclivity, preparation fora
‘ ﬁﬂ-ﬁcﬂnyevahmimhyAm,ﬁmNTSBpuhhchwmymdwimum:rammwmd
- warkgroups ontside the facility. mgomeaﬂnmsmemomreddrmgﬁns -
penodwasuufut&mate,hutmtmmngmlwnﬁblc' )






