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Loss Prevention Review Team 
Big Bend Community College Incident of June 28, 2002 

Executive Summary 

In accordance with RCW 43.41.370, Marty Brown, Director of OFM, is 
authorized to appoint a loss prevention review team when an incident resulting 

in death, serious injury to a person, or other substantial loss is alleged or 
suspected to be caused at least in part of state agency action.  Mr. Brown 
determined that this reported incident should be reviewed by a loss prevention 
review team. 

An accident injury during an aviation maintenance technology (AMT) class at Big 
Bend Community College (BBCC) on June 28, 2002, was reported to the Office 
of Financial Management (OFM).  A student was injured when the interior turbine 
blades of a running helicopter engine on a test stand failed and exploded, 
shattering the engine housing, resulting in metal fragments that flew into the 
student’s back. The student required hospitalization and surgery, and has 
recovered. 

On February 25, 2003, Mr. Brown appointed Dwight Hagihara, William Loomis 
and Trooper Jim Nobach to a loss prevention review team.  The team was asked 
to review the incident, evaluate the causes, and make recommendations 
regarding BBCC’s policies, procedures or processes to prevent accidents and 
reduce future losses. The review is not intended to determine individual fault or 
liability, but is intended to look at Big Bend Community College’s safety and risk 
management policies, procedures and systems.  The team is authorized to 
review documents, interview persons, and is required to provide OFM a written 
report containing the team’s findings and recommendations within ninety days.  
To facilitate the review, BBCC was required to provide the team with “ready 
access” to relevant documents and knowledgeable employees. 

The team developed a Review Plan at their first meeting on March 11, 2003.  
This review plan is provided in Section I of this report.  After conducting their 
review, the team organized the facts, analyzed the facts, and made 
recommendations in five categories. 

1. Equipment 
2. Physical Plant 
3. Instructors and Administrative Staff  
4. Policies and Procedures  
5. Emergency Response Procedures and Post Incident Process 
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¾ The facts are provided in Section II. 

¾ Analyses of the facts are provided in Section III. 

¾ Recommendations are found in Section IV. 

During the process of gathering specific facts, analyzing them, and making 
recommendations, the team also identified some consistent and root causes that 
affected all five categories listed above. 

It appears that the BBCC AMT program’s top priorities and goals are to recruit as 
many students as possible and get them through the program in the shortest time 
span. To meet these goals a self-paced AMT program has been developed and 
approved by the Federal Aviation Administration (FAA). 

While AMT instructors or BBCC administrative officials are able to recognize the 
need to improve the safety of AMT program (equipment, physical plant, policies 
and procedures, emergency response, and post incident response), they are 
challenged with several other responsibilities, lack of resources, or addressing 
safety issues appears to be a lower priority to getting more students enrolled and 
through the AMT program. 

It has been almost a year since the incident.  The team could not find any 
physical corrections to the equipment or physical plant associated with BBCC’s 
AMT program. While minor improvements to written safety procedures for the 
specific activity associated with this accident have been developed and a new 
safety committee was formed, well documented campus wide, systematic, safety, 
emergency response and post incident response programs are still not 
developed, communicated or implemented. 

Therefore the team’s recommendations include action items to first provide 
training for administrative staff (or to provide professional safety staff) so effective 
safety policies and procedures can be developed along with a means for 
ensuring their communication, implementation, and enforcement.  Also, through 
this process, a documented system to ensure safety issues are addressed during 
the acquisition and maintenance of equipment, and to promote the construction 
or modification of facilities for safety must also be developed. 

It was also apparent to the Loss Prevention Team that it is imperative that focus 
and emphasis for safety come from the highest administrative levels and made a 
priority campus wide. Without this leadership, commitment, and emphasis, the 
faculty, staff and students will not develop or follow safety policies or procedures 
to protect students at BBCC.  What the students learn at BBCC will also affect 
their safety behavior after they graduate and are working. 
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Improving the safety systems and procedures at BBCC can prevent similar 
injuries. Without improvements more accidents will likely occur.  
Over time, additional accidents and their associated publicity can negatively 
affect BBCC’s ability to: 

• Recruit and retain students; 

• Find employment for its students; 

• Recruit and keep qualified instructors and staff; and 

• Find and retain support and donations from industry. 
. 
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Section 1 – Review Process 

The Loss Prevention Review Team (team) for the Big Bend Community 
College Incident of June 28, 2002, was appointed by Marty Brown, Director of 

the Office of Financial Management (OFM) on February 25, 2003.  The 
appointment letter requested the three member team to review the incident that 
was reported to OFM, attached as Appendix A, evaluate the causes and make 
recommendations regarding agency policies, procedures, or processes that may 
reduce future risk of loss. The three members appointed are: 

¾ Dwight Hagihara, Director of Environmental Health and Safety, 

Washington State University 


¾ William R. Loomis, Department Chairman, Aviation Maintenance 

Technician School, Everett Community College 


¾ Trooper Jim Nobach, Training Officer/Instructor Pilot, Aviation Division, 
Washington State Patrol 

The appointment letter further requested that the review be completed within 
ninety days of the team’s first meeting.  Each team member was given the 
incident report, initial documents collected by OFM, and the Loss Prevention 
Review Team Review Guidelines. 

The team held its first meeting on March 11, 2003.  At that meeting the team 
determined the initial areas to explore, interviews to be conducted, documents to 
review, and a schedule within which these tasks would be accomplished.  These 
decisions were memorialized in the Loss Prevention Review Plan, attached as 
Appendix B. 

The team began to work its plan and document their activities on the Activity Log, 
(Appendix C). Documents were requested and subsequently received and 
distributed to the team members.  The team held a conference call to discuss the 
documents and finalize the interviews they wished to conduct during a two-day 
visit to Big Bend Community College.  The team members visited BBCC on April 
22-23, 2003, where they toured the Aviation Maintenance Technology School 
and conducted interviews as reflected on the Interview Conducted list (Appendix 
D). The team held another conference call to review the documents received to 
date and the interviews conducted. At that time, a decision was made to conduct 
three additional interviews and obtain additional documents.  Those interviews 
were and are reflected on the Interviews Conducted.  The additional documents 
were received and added to the Document Log (Appendix E), which contains a 
list of all documents received and reviewed during this process.  Finally, the team 
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met on June 3, 2003, for a full day session to review all information obtained and 
agree on the facts found, findings and recommendations. 
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Section II - Facts 

The team was given some initial facts that were provided by the college.  The 
team was informed that: 

Big Bend Community College has an extensive aviation program.  The 
school owns approximately 15 single and twin-engine aircraft for their 
FAA Part 141 pilot training program. The FAA Part 147 mechanics 
program purchases surpluses jet turbine engines from the military and 
pays what is essentially scrap price.  These engines are not 
guaranteed and have not been inspected or tested by the military.  
They are sold to the school "as is".  The engines are primarily used by 
the school to study their construction and systems.  The turbine 
sections are not disassembled or repaired because of the need for 
specialized equipment and training that is expensive, and the school 
does not possess either the tools or specialized training.  The engines 
are mounted on a metal framed run stand to be operated outside in the 
out door training area without any sort of safety enclosure or safety 
shroud around the turbine for containment purposes.  Students are 
typically advised to wear plastic safety glasses and not to stand beside 
the turbine section if they attempt to operate the engine. 
During the incident class session, the instructor left the class unsupervised 
to go to an appointment. He believed that a Lab Technician would be able 
to supervise activities. Two students were working on a T-53 turbine 
engine and decided to start it. The injured student was working within six 
feet of the turbine on another project.  He allegedly was told to stand back 
and had temporarily left, but later returned.  When the turbine engine 
reached turbine disc over speed, it exploded both radially through its case 
and axially to the rear, shooting numerous pieces of red-hot shrapnel into 
the student's back. The victim was taken by an AMT student/flight school 
faculty member in his private vehicle to the local hospital.  From there the 
victim was airlifted to Harborview Hospital where most of the shrapnel was 
removed from his right kidney. There are indications that this student had 
failed to follow safety procedures in the past and had been warned about 
his noncompliance. 

In conducting the review of this incident, the team made many additional findings 
of facts. These facts were determined from the documents received, the tour of 
the facilities and the interviews conducted.  A summary of all the interviews 
conducted is available for review. The facts found have been divided into five 
categories. 
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1. EQUIPMENT 

There were basically two types of equipment reviewed, the engine and the 
test stand. 

Engine 

� The College was not able to produce the history, maintenance 
practices, or supporting documentation related to the engine to the 
LPRT when asked. 

� Engines provided from the military have a condition code associated 
with the engine. This code provides a grading that determines whether 
the engine is operable or should be used for demonstration purposes 
only. The College was not able to produce any paperwork that came 
with the subject equipment and should be kept by the program.  
Without reliable documentation, the engine should not be operated, 
which in this case, led to its structural failure. 

� There was no logbook for the engine.  The logbook provides the 

engine’s history and validates the engines condition.  Without 

documentation, you would either have to tear down or otherwise 

inspect the engine to evaluate its condition.
 

� The program does not do a documented inspection of its engines 
before allowing students to operate the engines as part of the program. 

� The program did not produce any supporting documents regarding the 
engine. Supporting documents would include any other records, 
maintenance manuals, parts manual, service package, or up-to date 
useable documents. This is important in that the curriculum, required 
by the Federal Aviation Administration requires that the students have 
the appropriate manuals for safe operation and to have an 
understanding of the structure of the manuals, technical publications, 
and the process to obtain them. 

� The program staff does not engage in any communication with product 
manufacturers. Even after the incident, the instructors made no 
attempt to contact the product manufacturer (Textron Lycoming) to 
obtain any information that could reduce the risk of future occurrences. 

� Where the program does have documents associated with the 
equipment, it appears that control of these documents is lacking.  
There is no one responsible party or any organization in place to 
control or maintain the documents. 
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Test Stand 

The test stand is the structure on which the engine mounts.  It holds the 
engine in position for operation.  It takes the place of the airframe for 
training purposes.  It could include the engine controls, fuel and oil 
supplies, and instrumentation. 
The test stand was inadequate and had been modified prior to the 
incident. There was no safety lockout to limit operation speed. The 
controls on the test stand were not compatible with the engine. The test 
stand did not provide an adequate barrier between the engine and the 
student operator. The instrument panel did not allow the display of both 
revolutions per minute (RPM) for the free turbine speed (Nf) and the shaft 
(Ng) so that both rotor speeds could not be viewed at the same time 
during the operation of the engine. Therefore, the students could not tell 
what the free turbine was doing if they were looking at the gas generator.  
There was no local containment for the turbine section by containment 
ring, blanket, or similar device.  Finally, the test stand allows the engine to 
run without a load, which allows the engine to run without resistance. 

2. PHYSICAL PLANT 

The initial information included the fact that two engines were being run 
very close together, using one power source. Because of this dangerous 
condition, the team conducted a thorough inspection of the facilities.  

� The team found that the power supply for the plant was limited and 
therefore inadequate for running more than one engine. 

� There was no physical containment area in which the engines could 
operate from. A physical containment area would be a barrier for flying 
debris and other dangerous conditions that can arise when running 
these engines. 

� There are inadequate tie-downs at the locations where the engines are 
run. 

� There are no safety markings in the area where engines are run to 
indicate operating locations or danger zones.  There is also a lack of 
signage regarding safety procedures.  Although there are verbal 
instructions about safety zones, it appears in this and many instances; 
the safety instructions are not followed.  In this instance, there was no 
safety instructor present to enforce the verbal safety zones when the 
students violated it. 

� There appears to be a lack of key control to the facility and a lack of 
access control to the area. Students may be allowed in the facility 
without any instructor present.  During session, the doors are unlocked 
and anyone can enter. There is no sign in or sign out sheet to the 
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facility. Students are allowed to bring their children into the facility, 
which poses a dangerous risk.  The team was told that a 12 year-old 
child was present the day of the incident. 

� There are no emergency phones in the shop and outside ramp area.  
The only phones are in the instructor’s offices and the student break 
area (entry foyer). 

3. INSTRUCTORS AND ADMINISTRATIVE STAFF 

Operational Management 

There is a question as to who is in charge on a day-to-day basis.  There 
are two instructors but neither appear to be the lead. One is the senior 
instructor to whom the more junior instructor defers.  There is also an 
instructional technician who is a former graduate of the program.  He does 
not have any first aid training although he is left alone to supervise 
students in the shop area. He was the sole person in charge on the day of 
the incident.  Because this is a self-paced program, the instructors work 
five days a week and have little or no time set aside for administrative 
duties. There is also no administrative support for the program and 
currently, no plan to add administrative time or support.  There is also no 
process to help the continuing growth and health of the program.  The 
senior instructor did not place emphasis on safety and felt that most safety 
procedures were just a matter of common sense.  A consultant was hired 
to write policies and procedures, but these were not specific to the 
program. 

Administrative Staff 

There is a college Risk Manager, but this is only one of many duties he is 
fulfilling. His main responsibility as Risk Manager is to coordinate with the 
state risk management office on issues of insurance.  He has not received 
training in regards to his risk management duties. 
The college has an assigned Safety Officer, but again this is only one of 
many duties being fulfilled by this one person. He also has not received 
specific safety training. He is the person who coordinates with the safety 
consultant and Labor and Industries representatives. 
Although there is an assigned Department Chair, he does not have an 
active role in the operational control of the program nor the authority over 
the program. He described his role as more of a communications 
facilitator, bringing information both down to the instructors and up to the 
administration. He is also a full time instructor in the Automotive 
Maintenance Program, with the title of Chair being an additional duty. 
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The Dean of Professional Technical Education did not appear to have a 
grasp of technical or regulatory requirements of running an FAA Part 147 
Aviation Maintenance Technician School (AMT).  He has no prior 
experience in this area. He appears to be detached from the program, 
leaving its operation to the instructors without oversight, until this incident. 

4. POLICIES AND PROCEDURES 

AMT Program 

There are very few written safety policies or procedures.  Those that have 
been developed are not clear or complete.  Where safety policies or 
requirements are in place, they do not seem to be enforced.  For example, 
everyone who is in the shop must wear safety glasses.  The team spent 
two days in the shop area and were never given nor required to wear 
safety glasses. Also, there is a policy regarding children in shop areas, 
but again, this did not seem to be enforced. 
At the beginning of the program, there is general discussion on safety 
regarding the location of the first aid kit, and other elementary safety 
issues. The students sign a form regarding safety, however, they are not 
given a copy of the signed form and could not tell the team what was in 
the signed document. The safety checklists used and now signed by 
students prior to engine runs are not retained in any file.  This is consistent 
with the fact that there does not appear to be a system for retaining 
records or access to those records maintained. 
There are no written polices or procedures regarding the operations of 
engines, for example running one engine at a time or requiring an 
instructor to be present during the engine run.  There are also no written 
procedures in place to inspect equipment to ensure safety prior to use. 
There does not appear to be a policy or system to deal with student 
discipline, nor a relationship between safety requirements and student 
expectations or discipline. Student issues are mostly dealt with verbally, 
with no real consequences. In this incident, the student injured was in a 
location where he was not supposed to be.  He had been told on previous 
occasions not to stand in these locations during engine runs, however, no 
record of this was made, nor any consequences for his continued failure to 
follow safety instructions. Again, there was no instructor present to 
enforce this standard on the day of the incident. 
There is no program specific policy or procedure regarding emergency 
response or post incident reviews. 
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Technical Level 

Prior to the incident, there was no safety committee or formal process of 
ensuring safety for the technical programs other than that which was done 
at the program level. After the incident, Dean Larson created an IT Safety 
Committee. However, it appeared that membership in the committee was 
unclear, even to the members. The participation standards are not yet 
defined; and the committee, which has met only twice, has not developed 
any standards, policies or procedures. There is little documentation in 
regards to the committee so it is hard to determine what, if anything has 
been accomplished in the last eight months. 

College Level 

There is a College Safety Committee but it appears to have its focus on 
ADA issues and compliance. The safety bulletin board that is supposed to 
have the safety committee meeting minutes posted was not current. The 
last meeting minutes posted were at least a year old.  There does not 
appear to be any process that enables students to bring issues to or 
participate in that committee. 

5. 	Emergency Response Procedures and Post Incident 
Process 
There are general procedures for emergency response and post incident 
review on the college level but these are not specific to the AMT program.  
The AMT program does not have a policy or system in place regarding 
emergency response to incidents. In this incident, no emergency help 
was called. The student was transported to the hospital in a private 
vehicle despite the fact that some witnesses thought he might be going 
into shock. Lew Mason transported the student and was a full time faculty 
member. He did have first aid training provided by the college yet 
neglected to call aid. 
The AMT program does not have a post incident review process.  There 
are no persons, either at the college or program level, who are trained in 
post incident reviews. For this incident, a few sketchy statements were 
taken, but many students and witnesses were neither interviewed nor 
asked to give a statement. The person taking photographs of the scene 
has no training and when asked how she determined what to photograph 
stated that she followed what she sees on the TV series “CSI”.  It is 
questionable as to whether the scene of the incident was adequately 
controlled. 
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Section III - Analysis 

From the facts, many conclusions can be drawn regarding the causes of the 
incident. In general, the root cause stems from the lack of focus and 

emphasis on safety as a process and system that should be documented and 
integrated into the entire program. Safety should be part of the program’s culture 
and not something that is believed to be just “using common sense”. 
There is a lack of clear policies and procedures.  The policies that are in place 
are not effectively communicated or accessible to the students.  Finally, those 
polices are not well enforced, with consequences for failure to follow.  All of these 
aspects regarding the program’s policies and procedures, or lack thereof, 
contributed to the incident. 
Finally, the safety focus in the facility and in regards to the equipment are 
contributing factors. There are no systems that consistently and effectively 
provide information regarding the engines in order to minimize any risk of loss.  
Documentation regarding equipment is scarce, communication with product 
manufacturers nonexistent.  There are insufficient procedures regarding the 
operations in the facility.  Students running engines without direct instructor 
supervision, students allowed in the facility unsupervised.  The facility is not set 
up in a manner that minimizes loss. For example, there is an inadequate power 
source and tie downs, lack of containment area, load device or wet brake, and 
failure to mark safety zones. 
Below is a more specific analysis for each of the five fact categories: 

1. Equipment 

Engine 

Failure to have proper documentation (condition code, logbook, etc.) or an 
effective communication process with the product manufacturer, results in 
the program operating in a vacuum, missing information that could reduce 
risk. Without information you cannot make proper decisions regarding 
engine use or to manage risk. The industry sets and updates standards 
that provide safe operating parameters.  If the program is without that 
knowledge, it places its students at risk.  In this instance, the program 
would have known that the engine turbine section failure is common and 
could have taken better precautions to avoid injury. 
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Test Stand 

The test stand is a device that provides safe operation of the engine and 
mitigates injury if an incident occurs. This test stand did not have any of 
the features that could prevent an incident or mitigate injury. 

The engine explosion may have been caused by the students operating 
the engine above its safe operating speed.  A limitation on the throttle 
would prevent running the engine past idle, preventing over speed.  If the 
control panel would have been able to display both RPMs simultaneously, 
the students would have been able to determine whether they were 
beyond ground idle, which would have been another way to prevent over 
speed. If there is an adequate barrier between the student operator and 
the engine, which did not exist in this test stand, then the operator would 
be protected in case of an incident.  A local containment of the turbine 
section with a blanket, containment ring, or similar device would allow the 
engine to be contained in case of failure, again mitigating potential injury.  
None of these safety measures were present with this test stand.  

2. Physical Plant 

Inadequate control of student location is a direct cause of this incident.  
The injured student was in a place outside the safety zone.  However, only 
verbal instructions or a pre-run briefing would provide that information, as 
there were no markings. 
Students tend to gravitate to areas where they think they get the best 
view, which many times are unsafe zones.  To prevent gravitation to an 
unsafe zone, a facility would need physical barriers, marked zones and 
effective enforcement of the plant safety rules, i.e. safety glasses.  No 
personnel should ever be in the plane of rotation of operating propellers, 
engine turbine wheels or fan sections. 
An operating engine can move if unrestrained.  In addition, if the engine 
locks up, the test stand could flip or move violently.  Therefore, the facility 
needs effective and well-placed tie-downs to restrain an engine while it is 
operating. 
One reason the student was injured is that he was working on another 
engine that was to close in proximity.  A reason for this was lack of 
procedures and inadequate power source, as the two engines were 
sharing one power source. Two engines should not be operated at the 
same time in such close proximity or be positioned where students and 
staff are forced to be in unsafe zones due to relative engine position(s). 
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3. Instructors and Administrative Staff 

Safety begins from the top and must be part of the culture.  Enforcement 
has to come from the Administration. This will not occur if the leaders do 
not believe in the importance of safety or are not properly trained in the 
area of safety. Lack of focus and enforcement lead to a failure to have or 
follow safety rules. In this incident, there were rules not in place, rules in 
place that were violated more than once, and no appreciation for the risks 
associated with the lack of procedures or enforcement. 
A trained or professional risk manager can provide that leadership at both 
the program and administration level.  He could serve as an additional 
resource for the program and an additional trained set of eyes that can 
spot issues and suggest solutions. The risk manager can serve as a 
credible third party who can raise issues and be an advocate for safety 
solutions and elevate its status for the students. 

4. Policies and Procedures 

Policies and procedures can prevent loss or mitigate risk if clearly written, 
accessible, communicated and effectively enforced.  In this incident, if 
there were better procedures, like having an instructor present, the 
incident may have been prevented. In addition, if the policies that were in 
place were effectively enforced, not running the engine past ground idle, 
the incident would not have occurred.  Enforcing the policy of not standing 
in an unsafe location would have eliminated the injury even though the 
engine may have still exploded.  That is why policies must be 
communicated with clarity, consistently followed, and effectively enforced 
with appropriate consequences to all for failure to abide by the standards. 
Having a policy sets the standard and gives medium for consistent 
communication. However, policies need to be reviewed.  Revision dates 
need to be shown on the policies and forms to ensure that the latest 
versions are in use. Although college safety policies are important, 
policies and safety procedures at the program level can be focused more 
on the specific problems that can arise. 

5. Emergency Response Procedures and Post Incident 
Process 

In this incident, there were neither program specific emergency response 
procedures in place nor an effective post incident review.  If there is not an 
effective post incident review, the program will not be able to determine 
the causes of the incident and therefore mitigate future occurrences.  In 
this incident, there was no full post incident review.  A few students were 
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asked to give a statement, but many were not interviewed at all. Because 
of this, it appears the program believes the cause of the incident was the 
fact that the injured student was in an unsafe location.  However, the team 
found other issues that caused this incident, for example the students who 
were operating the engine were doing so unsupervised and ran the engine 
above ground idle. This is a direct cause of the incident and was not 
determined through the college’s post incident review process.  To have 
an effective post incident review, a trained person is needed to lead the 
review. In this case, no one involved had training in this area and they 
failed to ask for any help from other available persons with expertise.  
Trained people are essential to ensure that an appropriate post incident 
review is conducted. 
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Section IV - Recommendations 

From the facts found and the conclusions drawn from these facts, the team 
recommendations are listed below. As a general comment, a plan should be 

developed with incremental steps and milestones set out for the program and 
college to meet. Priorities need to be established and third party follow up should 
be provided. Where expertise does not exist, persons outside the college should 
be brought in to help. There are many free sources and resources that can be 
used to facilitate the development and implementation of effective safety policies 
and procedures. 

1. EQUIPMENT 

Engines 

� Develop a process for obtaining, reviewing, maintaining and controlling 
all documentation associated with acquired engines, including 
condition code, manuals, circulars, logbooks, and inspections results.  
For example, review each manual yearly for missing pages. 

� Develop a Technical Library with controlled access and maintained-
check-in, checkout process and a maintenance/accountability program. 

� Develop a communication plan or process for ensuring consultation 
and communication with product manufacturers and other technical 
experts in the area. 

� Develop an inspection process for ensuring safety on engines prior to 
student use and ensure process includes documentation of inspections 
and a records retention policy. 

Test stand 

� Develop a process to ensure that all test stands meet safety 
requirements. At a minimum, test stands should include: 
-	 Adequate instrumentation at least equal to the airframe that the 

engine is from. 
-	 Fuel and lubrication supplies must be physically protected. 
-	 Physical protection for the fuel and lubrication supply tank or use of 

a remote fuel supply. 
-	 Physical protection for operator and observer.  
-	 Physical separation between an operating engine and the people 

who are operating it such as a wall. 

Page 17 



 

 

 

 
 

 

  

-	 Controls compatible to engine type. 
-	 Throttle controls must have a positive capability to limit maximum 

RPMs or engine output and must have complete RPM 
instrumentation, which permits full-time display of all rotor speeds 
on multiple shaft engines. 

-	 Permanently displayed checklist for operation so it is displayed right 
in front of the operator – includes pre-run safety check, operating 
instructions and limitations and post-run instructions. 

2. Physical Plant 

Develop safety policies, procedures and practices in the facilities that 
include: 
� Safety areas clearly marked and communicated to students. 
� Test cell containment area. 
� Appropriate engine tie downs. 
� Engine wet brake or other load device. 
� Appropriate power source for the engines to be used, power supply 

cords of appropriate length or stand alone power cart. 
� Emergency telephone in area closer to engine and aircraft run-up 

areas. 
� Assessment of fire protection devices. 
� Signage to restrict entry. 
� Enforcement of a no children policy. 
� Security - No access by students after hours unless accompanied by 

an instructor. 
� Engine tie-downs. 

3. Instructors and Administrative Staff 

Operational Management 

� Develop a policy, procedure or system to ensure that at least one 
instructor is present during lab time and that all instructors and 
instructional techs that will be present during lab time are fully trained 
in first aid. 

� Develop a system to ensure that all instructors are trained in safety 
processes and procedures. 
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� Develop a system where instructors will be able to have administrative 
time set aside in order to develop, maintain, improve, and grow the 
program in a safety conscious manner. 

Administrative Staff 

� Need a trained risk manager and safety officer. Develop a plan to 
ensure those assigned these duties get the appropriate training. 

� Review staffing levels, duties, and oversight to ensure effective and 
efficient staff is in risk management and safety. 

4. Policies and Procedures 

� Develop formal, written safety policies and student conduct procedures 
for the AMT program. Ensure that the policies are effectively 
communicated to the students and enforced with effective 
consequences. The policies and procedures should address the 
issues found in this review. Ensure that persons are assigned 
responsibility for compliance and enforcement of safety procedures. 

� Develop a process to ensure proper written documentation is available 
for all aspects of the program.  Develop a records retention system to 
ensure documents are accessible and available when needed.  

� Develop a program specific emergency response plan.  Ensure the 
plan is effectively communicated and easily accessible. 

� Develop a post incident review process and ensure that there are 
either trained persons available to conduct the review properly or 
resources that can be asked to perform this function. 

� The IT safety committee is a good ideal but this committee needs to be 
properly developed with membership, training, procedures, standards, 
documentation, meeting clarification; take action.  The committee 
should partner with outside resources when expertise is needed that is 
lacking on the committee. 

� Revise and improve the safety policies and procedures manual at the 
college level.  Expand meeting times and follow-thru, ensure minutes 
are properly posted and provide a process that allows and encourages 
student participation and input. 
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5. Emergency Response and Post Incident Procedures 

A program specific emergency response plan and post-incident review 
process needs to be developed. The plan and process should include the 
system to be used to ensure qualified persons are available to execute the 
emergency plan and to conduct the post incident reviews.  It should also 
include the means to be used to ensure effective communication of the 
emergency response plan to all students. 
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Appendix A  - Incident Report 

FORM FOR REPORTING INCIDENTS TO OFM 

AGENCY NAME: 
Big Bend Community College 
7662 Chanute Street NE 
Moses Lake, WA 98837-3299 

NAME OF PERSON MAKING REPORT: 

Ken Turner 
Vice President of Administrative Services 

DATE OF INCIDENT OR LOSS:  

June 28, 2002 

NAME OF PERSON, DESCRIPTION OF INCIDENT OR LOSS: 

David W. Dunlop – Student in the Aviation Maintenance Technology Program 
(AMT) 
The interior turbine blades of a helicopter turbine engine broke and pushed 
through the engine housing. Mr. Dunlop ignored written and verbal shop 
procedures by placing himself in an unsafe zone adjacent to the operating turbine 
run stand. A piece of metal was lodged in Mr. Dunlop’s back. 

AGENCY CONTACT PERSON: 

Ken Turner 

HAS THE AGENCY CONVENED AN INTERNAL REVIEW PROCESS?  IF YES, 

PROVIDE INFORMATION ON THE STATUS OF THE REVIEW: 


A complete review of AMT shop safety procedures was conducted by AMT 
faculty. The faculty is confident that their procedures are safe, if observed.  A 
second review will be conducted by a safety committee comprised of the Dean 

of Professional Technical Education and professional technical faculty in 
charge of other shops on campus. These walk through shop inspections will be 

ongoing and conducted at least once each Academic Quarter. 
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Appendix B - Loss Prevention Review Plan 

Big Bend Community College Incident of June 28, 2002 

Agency: Big Bend Community College, Aviation Maintenance Technology 
Program 

Incident: On June 28, 2002, an incident occurred in the Aviation Maintenance 
Technology Program. A student was injured when the interior turbine blades of a 
helicopter engine broke and pushed through the engine housing upon startup, 
injuring a student who was standing in an unsafe zone. It appears that the 
instructor was not present at class that day. 

Team members: 
NAME AND TITLE CONTACT INFORMATION 

Dwight Hagihara, Director of Address: PO Box 641172, Pullman, 
Environmental Health and Safety, Washington 99164-1172 
Washington State University. Telephone number 509-335-3051 

Fax number 509-335-4442 
Email hagihara@wsu.edu 

William “Bill” Loomis, Chairman, Address: 2000 Tower Street, Everett, 
Aviation Maintenance Technician Washington 98201-1390 
School, Everett Community College. Telephone number 425-388-9533 

Mobile number 360-239-5490 
Email bloomis@evcc.ctc.edu 

Trooper Jim Nobach is a Training 
Officer/Instructor Pilot for the 
Washington State Patrol Aviation 
Section 

Address: WSP Aviation Section, 7525 
Old Highway 99, Olympia, WA 98501 
Telephone number 360-753-6173 
Pager number 360-413-4939 
Email jnobach@wsp.wa.gov 

Review Schedule:  
DATES MILESTONES 

March 11, 2003 Initial meeting 

March 13-31, 2003 Request, receive and review documents. 

April 1-11, 2003 Schedule and prepare for interviews 

April 14-25 Conduct interviews, review information. 

April 28-May 9, 2003 Additional interviews and documents, if needed. 
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May 12-16, 2003 Discuss information and begin preparation for final report 

DATES MILESTONES 

May 19-23, 2003 First draft of report completed and sent to members for 
comment 

May 30, 2003 Comments due 
June 6, 2003 Final report complete, final reviews and corrections 
June 11, 2003 Deadline for submission of final report 

Issues to explore:
1. What is the process and procedures for obtaining and maintaining 


equipment used in the AMT program? 

2. What are the safety procedures for the AMT program? 

a. 	 What are the polices and procedures regarding student compliance 
with the safety procedures/ 

b. What are the policies and procedures regarding instructor 
supervision and absences in the AMT program? 

3. What are the policies and procedures regarding post incident actions 
including emergency response plan and communication plans? 

Interviews: To be coordinated with the Dean of Professional Technical 
Education, whenever possible.  Members anticipate interviews to be conducted 
at Big Bend in a two-day period. Below is list of potential persons to interview.  

NAME AND TITLE CONTACT INFO MEMBERS TOPICS 

Richard Larson, Dean of Professional Tech Ed 
Instructor 
Student Assistant 
Students operating the engine 
Injured student 
AMT faculty who conducted initial review 
Person who took the photos for the initial review 
College Safety Officer 
College Risk Manager 
AMT program Safety Officer 
College Safety Committee members 
AMT program Safety Committee members 
Rep from the Auto mechanics program. 
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See attached sheet for information on interviews conducted. 

Documents: To be coordinated with the Dean of Professional Technical 

Education. When received, to be distributed to all team members.  See 

Document Log for documents received by the Team during the Review. 


DOCUMENT DESCRIPTION NOTES/COMMENTS 

College catalogue in effect at time of incident that 
includes course description 
Student handbook and any written safety procedures 
for AMT program 
Student handbook for College 
FAA inspection report from last inspection 
Any other inspection reports within the past year that 
relate to safety, examples L&I, WISHA, DOE 
Documents related to the engine including code 
package, record package, historical logs, records of 
recall, service bulletin or Airworthiness Directive 
Documents related to program instructors including 
handbook for instructors, any safety training related 
documents 
Curriculum for AMT program, including course 
schedule or outlines, including the date of incident to 
understand the course progression 
Program organization chart 
Academic/business plan for College and AMT 
program. 
Safety Committee agenda, meeting summaries etc 
for all meetings that have occurred since the incident 
occurred. 
Safety Committee minutes from the prior year. 
Emergency response plan and communication plan, 
if separate document 
Aviation Maintenance Program Advisory Committee 
meeting minutes before and after the incident 

See separate sheet for questions to be asked and areas to explore. 

Final Report: Team will meet on June 3, 2003 to discuss review, finalize issues, 
findings and recommendations and complete final report. 
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The initial plan was developed at the first meeting of the review team, March 11, 
2003, and has been revised during the course of the review. 

Loss Prevention Review Team 

Areas to Explore and Questions to Ask


Big Bend Community College Incident of June 28, 2002 


1. Equipment. 
a. 	 What is the purchasing process for equipment used in the AMT 

program? 
b. What is the maintenance process for the equipment?  
c. 	 How and by whom are the records and manuals related to the 

equipment maintained? 
d. What is the process for obtaining updated information regarding the 

equipment? 
2. Instructors. 

a. 	 What are the procedures and policies regarding instructor 
supervision in the AMT program? 

b. What safety training is given to instructors?   
c. 	 Other policies and procedures relating to instructor expectations? 

3. Safety in the AMT program. 
a. 	 What are and how do you determine the safety procedures? 
b. 	  Policies regarding eye protection, hearing protection, setting and 

marking safety zones, etc. 
c. 	 How are the safety procedures made know to and enforced on the 

students? 
d. Is there a process to address safety issues? 
e. 	 How do students raise safety issues and is there student 

participation on safety committees? 
4. Safety program at Big Bend. 

a. 	 What is the College safety program, including whether there is a 
safety officer, risk manager and safety committee?  

b. What is the AMT safety program, including safety officers, risk 
manager and safety committee? 

c. For safety committees, who are members, what is the charter, how 
often do they meet, etc? 

5. AMT program. 
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a. 	 What is the course schedule or outline, so we can understand the 
progression through your program? 

b. Can a student take go through the program out of sequence? If 
yes, what is the process? 

6. Incident. 
a. 	 Who was present, who was absent and who was in charge?  
b. How was the class conducted, for example, project plan or 

assignment specified for that day? 
c. 	 Where was everyone at the time of the incident?  
d. Where was each student in regards to the program curriculum? 
e. 	  What is the area set-up, including where are the safety zones and 

how are they marked? 
f. 	 Which section failed? 
g. Is a wet brake or other load device used when testing engines?  
h. Is a spectrum analyzer vibration box used when testing engines? 
i. 	  Where and how are the operating manuals kept and how 

accessible are they to students? 
7. Incident Review. 

a. 	 Who conducted the investigation (report states “AMT faculty”) and 
when was it conducted? 

b. How was the investigation conducted?  
c. 	 Where is the report from the supervisor of the class?  
d. Who took the photos, when and how did the person decide what 

photos to take? Need more information regarding things in the 
photos. 

e. 	 What, if any, training did the investigator have to conduct post 
incident investigations?  

f. 	 Is the turbine in quarantine, without being handled, since the day of 
the incident? 

8. Post incident. 
a. 	 What are the program’s post incident procedures?  
b. What is the emergency response plan? 
c. 	 How do you communicate with other students, injured student’s 

family, etc.? 
d. What is the recovery plan? 
e. 	 What is the investigation process after an incident occurs?  
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Appendix C - Activity Log 

Name of Team Members: Dwight Hagihara, William “Bill” Loomis, Jim Nobach
 

Incident Being Reviewed: Big Bend Community College Incident of June 28, 2002
 

Dates of Review from March 11, 2003 to June 11, 2003
 

DATE TIME ACTIVITY UNDERTAKEN  RESULTS OF ACTIVITY 

3/11/03 9:00 – 
2:00 

Initial meeting at Everett Community 
College meeting 

Developed a Review Plan. 

4/18/03 1:00 – 
2:00 Conference Call Agreed on interviews to be 

conducted and docs needed. 

4/22/03 8:00 – 
5:00 

Big Bend Community College 
Interviews 

Conducted interviews and site 
visit. 

4/23/03 7:30 - Big Bend Community College 
Interviews 

Completed interviews.

 5/6/03 
9:00 – 
9:45 
a.m. 

Conference Call with LPRT 
Agreed 3 more interviews, 
letter to BBCC President and 
June 3 to work on the report. 

5/20/03 9:00 
a.m. Conference Call with Tom Holland Interview conducted. 

5/20/03 1:00 
p.m. Conference Call with Matt Davis Interview conducted. 

5/23/03 9:00 
a.m. 

Conference Call with Dennis 
Hindman 

Interview conducted. 

6/3/03 8:00 
a.m. 

Meeting wrap up and work on final 
report 

Final report completed. 
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Appendix D - Interviews Conducted 

Big Bend Community College 
NAME AND TITLE 

CONTACT INFORMATION INTERVIEWED WHEN? TIME AND PLACE INTERVIEWED BY WHOM? 

Richard Larson 7662 Chanute St. N.E. Wednesday, April 23, 2003 Bill Loomis 
Dean of Professional Moses Lake, WA  98837 8:00 - 9:00 a.m. Jim Nobach 
Technical Education Phone: 509-762-6242 

FAX: 509-762-6355 
Email: mailto:richardl@bbcc.ctc.edu 

Dean Larson’s Office 1430 Admin bldg. 

Dan Moore 7662 Chanute St. N.E. Tuesday, April 22, 2003 
Senior Instructor AMT Moses Lake, WA  98837 

Phone: 509-762-6254 
FAX: 509-762-6355 
Email: mailto:danm@bbcc.ctc.edu 

1:00 – 3:30 p.m. 
AMT Classroom 

Erik Borg 7662 Chanute St. N.E. Tuesday, April 22, 2003 Bill Loomis 
AMT Instructor and Moses Lake, WA  98837 4:30 – 5:30 p.m. Jim Nobach 
Program Safety Officer Phone: 509-762-6253 

FAX: 509-762-6355 
AMT Classroom 

Sherman Morris 7662 Chanute St. N.E. Tuesday, April 22, 2003 Dwight Hagihara 
Instructional Moses Lake, WA  98837 10:30 – 11:30 a.m. Bill Loomis 
Technician I Phone: 509-762-6254 

FAX: 509-762-6355 
Email: 
mailto:shermanm@bbcc.ctc.edu 

AMT Classroom Jim Nobach (joined 
towards end of interview) 

Lew Mason 7662 Chanute St. N.E. Tuesday, April 22, 2003 Dwight Hagihara 
Student Witness and Moses Lake, WA  98837 10:00 – 11:00 a.m. Bill Loomis 
BBCC flight instructor Phone: 509-762-6256 

FAX: 509-762-6314 
AMT Classroom Jim Nobach 

Andy Breeding 
Student Witness and 
Current Student 

Wednesday, April 23, 2003 
9:00 – 10:30 
AMT Classroom 

Bill Loomis 
Jim Nobach 

Steve Kinne 
Student Witness and 
Current Student 

Wednesday, April 23, 2003 
9:00 – 10:30 
AMT Classroom 

Bill Loomis 
Jim Nobach 

Katie Holstein 7662 Chanute St. N.E. Tuesday, April 22, 2003 
Person who took the Moses Lake, WA  98837 3:30 – 4:30 p.m. 
photos for the initial 
review 

Phone: 509-762-6209 
FAX: 509-762-2853 
Email: mailto:kateh@bbcc.ctc.edu 

AMT Classroom 

Bill Wilkie  
College Safety Officer 

7662 Chanute St. N.E. 
Moses Lake, WA  98837 

Tuesday, April 22, 2003 
1:00 – 3:30 

Dwight Hagihara 
Bill Loomis 
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NAME AND TITLE 
CONTACT INFORMATION INTERVIEWED WHEN? TIME AND PLACE INTERVIEWED BY WHOM? 

Phone: 509-762-6214 
FAX: 509-762-6304 

AMT Classroom Jim Nobach 

Ken Turner 
College Risk Manager 

7662 Chanute St. N.E. 
Moses Lake, WA  98837 
Phone: 509-762-6201 
FAX: 509-762-2853 

Tuesday, April 22, 2003 
1:00 – 3:30 
AMT Classroom 

Dwight Hagihara 
Bill Loomis 
Jim Nobach 

Chuck Cox 
Instructor Auto 
Mechanics program . 

7662 Chanute St. N.E. 
Moses Lake, WA  98837 
Phone: 509-762-6255 
FAX: 509-762-6355 

Wednesday, April 23, 2003 
7:30 – 9:00 a.m. 
AMT Classroom 

Dwight Hagihara 
Bill Loomis 
Jim Nobach 

Tom Holland 
Student Witness 

Tuesday, May 20, 2003 
9:00 – 10:00 a.m. 
Telephone Interview 

Dwight Hagihara 

Matt Davis 
Advisory Committee 
Chair 

Tuesday, May 20, 2003 
1:00 – 2:00 p.m. 
Telephone Interview 

Dwight Hagihara 
Bill Loomis 
Jim Nobach 

Dennis Hindman 
Student Witness 

Friday, May 23, 2003 
9:00 – 10:00 a.m. 
Telephone Interview 

Dwight Hagihara 
Bill Loomis 
Jim Nobach 
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Appendix E - Document Log 

Name of Team Member Dwight Hagihara, William Loomis & Jim Nobach 


Incident Being Reviewed:  Big Bend Community College
 

Dates of Review from March 11, 2003 to June 11, 2003
 

DOC # DATE REC’D FROM WHOM BY WHOM DESCRIPTION OF DOCUMENT 

BB-01 3/26/03 Richard Larson, 
Dean of 
Professional 
Technical 
Education 

BBCC Aviation Maintenance Technology 
Powerplant L.A.P. Assignment  

Copy to LPRT 4/1/03 

BB-02 3/26/03 Richard Larson, 
Dean of 
Professional 
Technical 
Education 

BBCC Aviation Maintenance Technology - 
General  

Copy to LPRT 4/1/03 

BB-03 4/06/03 Richard Larson Big Bend Community College Student 
Handbook 2002-2003 

Copy to LPRT 4/11/03 

BB-04 4/06/03 Richard Larson Interview/contact information list 

Copy to LPRT 4/8/03 

BB-05 4/06/03 Richard Larson Aviation Maintenance Technology Aircraft 
and Engine Operation Procedures 

Copy to LPRT 4/8/03 

BB-06 4/06/03 Richard Larson Shop Safety sheet 

Copy to LPRT 4/8/03 

BB-07 4/06/03 Richard Larson Gas-Turbine Operation, Inspection, 
Troubleshooting, Maintenance, and 
Overhaul 

Copy to LPRT 4/8/03 

BB-08 4/06/03 Richard Larson Safety on the Flight Line 

Copy to LPRT 4/8/03 

BB-09 4/06/03 Richard Larson Ground Handling & Servicing Gen-11 

Copy to LPRT 4/8/03 
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DOC # DATE REC’D FROM WHOM BY WHOM DESCRIPTION OF DOCUMENT 

BB-10 4/06/03 Richard Larson BBCC Aviation Maintenance Technology 
General  L.A.P. GEN-11 

Copy to LPRT 4/8/03 

BB-11 4/06/03 Richard Larson BBCC Aviation Maintenance Technology 
General  L.A.P. GEN-4 

Copy to LPRT 4/8/03 

BB-12 4/06/03 Richard Larson Eye and Face Protection Selection Chart 

Copy to LPRT 4/8/03 

BB-13 4/06/03 Richard Larson BBCC Aviation maintenance Technology 
Shop Safety 

Copy to LPRT 4/8/03 

BB-14 4/06/03 Richard Larson Rules to Live By 

Copy to LPRT 4/8/03 

BB-15 4/06/03 Richard Larson Supervisor’s Statement of Accident 

Copy to LPRT 4/8/03 

BB-16 4/06/03 Richard Larson BBCC Emergency Procedures Handbook 

Copy to LPRT 4/8/03 

BB-17 3/10/03 Richard Larson Photo No.1 – Control Panel 

Copy to LPRT 5/7/03 

BB-18 3/10/03 Richard Larson Photo No. 2 – Control Panel 2 

Copy to LPRT 5/7/03 

BB-19 3/10/03 Richard Larson Photo No. 3 – Engine Feet 

Copy to LPRT 5/7/03 

BB-20 3/10/03 Richard Larson Photo No. 5 – Engine Inches

 Copy to LPRT 5/7/03 

BB-21` 3/10/03 Richard Larson Photo No. 7 – Little Hole 

Copy to LPRT 5/7/03 

BB-22 3/10/03 Richard Larson Photo No.9 – Rotor blades 

 Copy to LPRT 5/7/03 

BB-23 3/10/03 Richard Larson Photo No. 11 – Shrapnel 2 
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DOC # DATE REC’D FROM WHOM BY WHOM DESCRIPTION OF DOCUMENT 

Copy to LPRT 5/7/03 

BB-24 3/10/03 Richard Larson Photo No. 12 – Shrapnel 3 

Copy to LPRT 5/7/03 

BB-25 3/10/03 Richard Larson Photo No. 13 – Shrapnel 4 

Copy to LPRT 5/7/03 

BB-26 3/10/03 Richard Larson Photo No. 14 – Two Machines 

Copy to LPRT 5/7/03 

BB-27 3/10/03 Richard Larson Photo No. 15 – Under View 

Copy to LPRT 5/7/03 

BB-28 4/22/03 Dan Moore Advisory Committee Meeting minutes from 
October 3, 2002 

Copy to LPRT 5/7/03 

BB-29 4/22/03 Dan Moore BBCC Aviation Maintenance Technology 
Power plant Course Outline 

Copy to LPRT 5/7/03 

BB-30 4/23/03 Chuck Cox BBCC Automotive Technology Brochure 
and Course Syllabus 

Copy to LPRT 5/7/03 

BB-31 4/23/03 Richard Larson BBCC 2001-2003 Course Catalog 

Copy to LPRT 5/7/03 

BB-32 5/09/03 Richard Larson AMT Advisory Committee Meeting Minutes 
October 3, 2002 

Copy to LPRT 5/13/03 

BB-33 5/09/03 Richard Larson AMT Advisory Committee Meeting Minutes 
May 30, 2002 

Copy to LPRT 5/13/03 

BB-34 5/09/03 Richard Larson AMT Advisory Committee Meeting Minutes 
June 6, 2001 

Copy to LPRT 5/13/03 

BB-35 5/09/03 Richard Larson AMT Advisory Committee Meeting Minutes 
October 4, 2000 
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DOC # DATE REC’D FROM WHOM BY WHOM DESCRIPTION OF DOCUMENT 

Copy to LPRT 5/13/03 

BB-36 5/09/03 Richard Larson AMT Advisory Committee Meeting Minutes 
May 19, 2000 

Copy to LPRT 5/13/03 

BB-37 5/09/03 Richard Larson AMT Advisory Committee Meeting Minutes 
October 7, 1999 

Copy to LPRT 5/13/03 

BB-38 5/09/03 Richard Larson AMT Advisory Committee Meeting Minutes 
June 8, 1999 

Copy to LPRT 5/13/03 

BB-39 5/09/03 Richard Larson Industrial Technology Division Safety 
Committee meeting Minutes 
September 17, 2002 

Copy to LPRT 5/13/03 

BB-40 5/09/03 Richard Larson Industrial Technology Division Safety 
Committee meeting Minutes 
October 23, 2002 

Copy to LPRT 5/13/03 

BB-41 5/09/03 Richard Larson Industrial Technology Division Safety 
Committee meeting Minutes 
February 12, 2003 

Copy to LPRT 5/13/03 

BB-42 5/09/03 Richard Larson Project Schedule from Ken Turner – 
includes AMT improvement 
Copy to LPRT 5/13/03 

BB-43 5/09/03 Richard Larson Course Syllabus – Automotive Shop Safety 
and Environmental Issues 

Copy to LPRT 5/13/03 

BB-44 5/09/03 Richard Larson Auto Servicing Student Guide 

Copy to LPRT 5/13/03 

BB-45 5/09/03 Richard Larson Automotive Technology Safety Procedure 

Copy to LPRT 5/13/03 

BB-46 5/09/03 Richard Larson BBCC Automotive Technology Letter of 
Understanding 
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DOC # DATE REC’D FROM WHOM BY WHOM DESCRIPTION OF DOCUMENT 

Copy to LPRT 5/13/03 

BB-47 5/09/03 Richard Larson BBCC Professional/Technical Program Plan 

 Copy to LPRT 5/13/03 

BB-48 5/09/03 Richard Larson The Faculty Handbook 

Copy to LPRT 5/13/03 
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Appendix F – Engine Photos 
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SCHRAPNEL 3 
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UNDER VIEW 
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