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There are numerous psychological studies of pilots and piloting, but little has been done
in the way of sociological examination. Commercial aviation is one of the world's
biggest industries, yet there are few studies of pilots as social beings and of their place
of work, the flight-deck. Developing a sociological understanding of front-line staff and
of pilots' working environments is an important step to developing a more detailed
understanding of this increasingly important sector. This book performs such a function
and also adds to our understanding of pilots in general, from those who work for flag
carriers to those who fly for regional or corporate jet operators. The readership includes
the general public, industry legislators, regulators, managements, employees, trainers,
journalists, academics and students of sociology, psychology, organisation theory and
business management.

On 25 February 2009 a Boeing 737-800, flight TK1951, operated by Turkish Airlines
was flying from Istanbul in Turkey to Amsterdam Schiphol Airport. There were 135
people on board. During the approach to the runway at Schiphol airport, the aircraft
crashed about 1.5 kilometres from the threshold of the runway. This accident cost the
lives of four crew members, and five passengers, 120 people sustained injuries. The
crash was caused by a malfunctioning radio altimeter and a failure to implement the
stall recovery procedure correctly.

On 14 August 2005, a Boeing 737-300 aircraft departed from Larnaca, Cyprus, for
Prague. As the aircraft climbed through 16.000 ft, the Captain contacted the company
Operations Centre and reported a Take-off Configuration Warning and an Equipment
Cooling System problem. Thereatfter, there was no response to radio calls to the
aircraft. At 07:21 h, the aircraft was intercepted by two F-16 aircraft of the Hellenic Air
Force. They observed the aircraft and reported no external damage. The aircraft
continued descending and crashed approximately 33 km northwest of the Athens
International Airport. All 121 people on board were killed.

Australia has an enviable record for airline safety - No one has ever died in an accident
involving a commercial jet aircraft in Australia. The reasons behind this have been the
source of much speculation and theories tend to focus on issues related to the natural
environment and even luck. However, with human error being present in arguably
100% of aircraft accidents, it seems reasonable that a good safety record is at least
partly the consequence of human intervention. This text uses Australian aviation as a
case study of a safe system to explore the interactions between the natural, operational
and human environments. Based on doctoral research including a major survey of pilot
and air traffic controller perceptions, the book is unusual in that it looks at positive
examples in safety rather than taking the traditional reactive approach to safety
deficiencies.

Air travel in India has exploded in the last decade and is expected to continue rising in

the next decade and beyond. While many travellers are now frequent fliers, many more
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join the ranks of first-time travellers every day. For these first-time travellers, the
complexities of modern airline travel can be confusing, even intimidating. The author
seeks to demystify the journey, right from the decision to travel by air, all the way till
journeys end. Filled with helpful hints, this book aims to make your first flight as easy
and trouble-free as your next hundred.

Color history examines the industry climate that led to the development of the
737-100 and the larger capacity -200 variant. Depicts a variety of global carriers
from the 1960s to present.

The Boeing 737 has a history of rudder system-related anomalies, including
numerous instances of jamming. A number of accidents and incidents were the
result of the airplanes' unexpected movement of their rudders. During the course
of the four and a half year investigation of the crash of USAir Flight 427 near
Aliquippa, Pennsylvania, killing 132 people, the NTSB discovered that the PCU's
dual servo valve could jam as well as deflect the rudder in the opposite direction
of the pilots' input, due to thermal shock, caused when cold PCUs are injected
with hot hydraulic fluid. This finally solved the mystery of sudden jamming of the
rudders of this aircraft.

This is an illustrated technical guide to the Boeing 737 aircraft. Containing
extensive explanatory notes, facts, tips and points of interest on all aspects of
this hugely successful airliner and showing its technical evolution from its early
design in the 1960s through to the latest advances in the MAX. The book
provides detailed descriptions of systems, internal and external components,
their locations and functions, together with pilots notes and technical
specifications. It is illustrated with over 500 photographs, diagrams and
schematics.Chris Brady has written this book after many years developing the
highly successful and informative Boeing 737 Technical Site, known throughout
the world by pilots, trainers and engineers as the most authoritative open source
of information freely available about the 737.

Two parallel investigations take place after every aviation accident: one technical,
one judicial. The former must be conducted with the sole intention of making
safety recommendations to prevent the recurrence of similar accidents. The
judicial investigation, however, has the intention of identifying those parties that
have been at fault and to apportion blameworthiness for criminal and civil liability.
Consequently, this results in a predicament for those parties that have been
identified as having played a role in the accident, a dilemma between not
supplying information aimed at enhancing safety and preventing future accidents
and, on the other hand, supplying such information which may possibly be used
against them in subsequent criminal prosecution. The situation is compounded
by inconsistent approaches between different legal systems; aviation
professionals may find themselves faced with criminal charges in one country but
not in another, and they may also be unsure as to whether statements given
during the technical investigation could be used against them in a court of law.
Aviation safety is, to a large extent, built upon the trust placed by pilots, ATCOs
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and other aviation professionals in the process of accident investigation. This
book examines the growing trend to criminalize these same people following an
accident investigation and considers the implications this has for aviation safety.
Previous studies showed that air traffic control (ATC) message exchange with a
data link offers the potential benefits of increased airspace system safety and
efficiency. To accomplish these benefits, data link can be used to reduce
communication errors and relieve overloaded ATC voice radio frequencies, which
hamper efficient message exchange during peak traffic periods. Flight tests with
commercial airline pilots as test subjects were conducted in the NASA Transport
Systems Research Vehicle Boeing 737 airplane to contrast flight operations that
used current voice communications with flight operations that used data link to
transmit both strategic and tactical ATC clearances during a typical commercial
airflight from takeoff to landing. The results of these tests that used data link as
the primary communication source with ATC showed flight crew acceptance, a
perceived reduction in crew work load, and a reduction in crew communication
errors. Knox, Charles E. and Scanlon, Charles H. Langley Research Center
RTOP 505-64-13-01...

Now with a new chapter that focuses on what great bosses really do. Dr. Sutton
reveals new insights that he's learned since the writing of Good Boss, Bad Boss.
Sutton adds revelatory thoughts about such legendary bosses as Ed Catmull,
Steve Jobs, A.G. Lafley, and many more, and how you can implement their
techniques. If you are a boss who wants to do great work, what can you do about
it? Good Boss, Bad Boss is devoted to answering that question. Stanford
Professor Robert Sutton weaves together the best psychological and
management research with compelling stories and cases to reveal the mindset
and moves of the best (and worst) bosses. This book was inspired by the deluge
of emails, research, phone calls, and conversations that Dr. Sutton experienced
after publishing his blockbuster bestseller The No Asshole Rule. He realized that
most of these stories and studies swirled around a central figure in every
workplace: THE BOSS. These heart-breaking, inspiring, and sometimes funny
stories taught Sutton that most bosses - and their followers - wanted a lot more
than just a jerk-free workplace. They aspired to become (or work for) an all-
around great boss, somebody with the skill and grit to inspire superior work,
commitment, and dignity among their charges. As Dr. Sutton digs into the nitty-
gritty of what the best (and worst) bosses do, a theme runs throughout Good
Boss, Bad Boss - which brings together the diverse lessons and is a hallmark of
great bosses: They work doggedly to "stay in tune" with how their followers (and
superiors, peers, and customers too) react to what they say and do. The best
bosses are acutely aware that their success depends on having the self-
awareness to control their moods and moves, to accurately interpret their impact
on others, and to make adjustments on the fly that continuously spark effort,
dignity, and pride among their people.

On 1 January 2007, a Boeing 737-4Q8, operated by Adam Air as flight DHI 574, was on
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a flight from Surabaya, East Java to Manado, Sulawesi, at FL 350 (35,000 feet) when it
suddenly disappeared from radar. There were 102 people on board.. Nine days later
wreckage was found floating in the sea near the island of Sulawesi. The black boxes
revealed that the pilots were so engrossed in trouble shooting the IRS that they forgot
to fly the plane, resulting in the crash that cost the lives of all aboard.
On April, 1988, at 1346, a Boeing 737-200, N73711, operated by Aloha Airlines Inc., as
flight 243, experienced an explosive decompression and structural failure at 24.000
feet, while en route from Hilo, to Honolulu, Hawaii. Approximately 18 feet from the cabin
skin and structure aft of the cabin entrance door separated from the aeroplane during
flight. One flight attendant was swept overboard and is presumed to have been fatally
injured, 7 passengers and 1 flight attendant received serious injuries. The flight crew
performed an emergency descent and landing at Kahului Airport on the Island of Maui.
The National TRansportation Safety Board determines that the probable cause of this
accident was the failure of the Aloha Airlines maintenance program to detect significant
disbonding and fatigue damage which led to the failure of a lap joint and the seperation
of the fuselage upper lobe.
On August 6, 1997, about 0142:26 Guam local time, Korean Air flight 801, a Boeing
747-3B5B (747-300), Korean registration 117468, operated by Korean Air Company,
Ltd., crashed at Nimitz Hill, Guam. Flight 801 departed from Kimpo International Airport,
Seoul, Korea, with 2 pilots, 1 flight engineer, 14 flight attendants, and 237 passengers
on board. The airplane had been cleared to land on runway 6 Left at A.B. Won Guam
International Airport, Agana, Guam, and crashed into high terrain about 3 miles
southwest of the airport. Of the 254 persons on board, 228 were killed, and 23
passengers and 3 flight attendants survived the accident with serious injuries. The
airplane was destroyed by impact forces and a postcrash fire. Flight 801 was operating
in U.S. airspace as a regularly scheduled international passenger service flight under
the Convention on International Civil Aviation and the provisions of 14 Code of Federal
Regulations Part 129 and was on an instrument flight rules flight plan. The National
Transportation Safety Board determines that the probable cause of the Korean Air flight
801 accident was the captain's failure to adequately brief and execute the nonprecision
approach and the first officer's and flight engineer's failure to effectively monitor and
cross-check the captain's execution of the approach. Contributing to these failures were
the captain's fatigue and Korean Air's inadequate flight crew training. Contributing to the
accident was the Federal Aviation Administration's (FAA) intentional inhibition of the
minimum safe altitude warning system (MSAW) at Guam and the agency's failure to
adequately manage the system. The safety issues in this report focus on flight crew
performance, approach procedures, and pilot training; air traffic control, including
controller performance and the intentional inhibition of the MSAW system at Guam;
emergency response; the adequacy of Korean Civil Aviation Bureau (KCAB) and FAA
over.
On 14 September 2008 Aeroflot Flight 821, a Boeing 737-505, operated by Aeroflot-
Nord, a subsidiary of the Russian airline Aeroflot, crashed on approach to Bolshoye
Savino Airport, Perm, Russia. All 82 passengers and 6 crew members were killed. The
aircraft was completely destroyed. According to the final investigation report, the main
reason of the crash was pilot error. Both pilots had lost spatial orientation due to new
instruments they were not familiar with, lack of proper training, insufficient knowledge of
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English and fatigue from lack of adequate rest. Alcohol in the Captain's blood may also
have contributed to the accident.

Captain Power-Waters covers every aspect of commercial aviation and brings the
reader to the conclusion that it is a much more perilous means of transportation than
generally suspected. Most of the material in this book has never been touched upon in
any previous book on air safety. The following are a few of the subjects that are
documented in this book: 1. There are no U.S. airports that have adequate firefighting
procedures. 2. Mechanically impaired airliners are allowed to fly when, in reality, they
should be grounded. 3. The flushing of an airline toilet has imperiled the lives of
passengers aboard the plane and people on the ground. 4. The air traffic control
system is near collapse caused by the "bumbling" FAA. 5. Airline pilots are not
thoroughly trained to recover from all modes of flight. 6. The Boeing 737 is the most
popular airliner ever built, but it is potentially the most dangerous. "Captain Power-
Waters brings an understanding and appreciation of Air Traffic control from two
perspectives: as a pilot operating within the system; and as someone who possesses a
vast knowledge of the ATC's work." -William A. Faville, Jr., National Air
TrafficControllers Association, Presidsent MKC. "If you are interested in the training of
an airline captain, if you think your airline is safe, or if you think the FAA is totally
interested in your safety, this is the book for you." -Carl T.Butterworth,Senior
Captain,American Airlines, Ret.Brig.Gen.,ANG. "You obviously have done an extensive
job researching this topic, and more importantly, it is clear you have lived the issues. |
congratulate you on your effort." -Robert Roach, Jr., General Vice President,
International Association of Machinists and Aerospace Workers.

A vital resource for pilots, instructors, and students, from the most trusted source of
aeronautic information.

On 25 January 2010, at 00:41:30 UTC, Ethiopian Airlines flight ET 409, a Boeing
737-800, on its way from Beirut to Addis Abeba, crashed just after take-off from
Rafic Hariri International Airport in Beirut, Lebanon, into the Mediterranean Sea
about 5 NM South West of Beirut International Airport. All 90 persons on board
were killed in the accident. The investigation concluded that the probable causes
of the accident were pilot errors due to loss of situational awareness. Ethiopian
Airlines refutes this conclusion. Other factors that could have lead to probable
causes are the increased workload and stress levels that have most likely led to
the captain reaching a situation of loss of situational awareness similar to a
subtle incapacitation and the F/O failure to recognize it or to intervene
accordingly. Ethiopian Airlines refutes the investigation. According to the airline
the final report was biased, lacking evidence, incomplete and did not present the
full account of the accident.

On March 3, 1991, about 0944 mountain standard time, United Airlines flight
585,a Boeing 737-291 (737-200), N999UA, crashed while maneuvering to land
on runway 35at Colorado Springs Municipal Airport, Colorado Springs, Colorado.
Flight 585 wasoperating under the provisions of 14 Code of Federal Regulations
Part 121 as a scheduleddomestic passenger flight from Denver, Colorado, to
Colorado Springs. Numerouswitnesses reported that, shortly after completing its

turn onto the final approach course,;pggS%irplane rolled steadily to the right and



pitched nose down until it reached a nearlyvertical attitude before hitting the
ground. The 2 flight crew members, 3 flight attendants,and 20 passengers
aboard were killed, and the airplane was destroyed by impact forcesand fire.
Businesses are incorporating automated processes and information technology,
as cost cutters or productivity boosters, into their business strategy now more
than ever. However, as information systems (I1S) research is further focusing on
IS strategy, as well as advancing business strategy research, there is a need to
examine the increasing integration of technology and automation through a clear
framework. Informing View of Organization is such a framework. Informing View
of Organization: Strategic Perspective features coverage on a wide range of
topics such as group informatics, infoprocesses, and big data. This book is
ideally designed for academics, students, managers, information technology
professionals, computer engineers, programmers, and researchers interested in
organization-technology interaction.

This book provides an authoritative and practical guide to the assessment,
management, treatment and care of pilots and other professional groups within
aviation; covering a range of relevant topics, for health and human resources
practitioners working in the airline industry. Pilot mental health has, hitherto, been
regarded as a specialist topic in aviation medicine. Consequently, practitioners
and researchers alike have been forced to consult specialist journals or seek out
a relevant chapter on this topic in a general textbook to develop or update their
understanding of the relevant issues. This book seeks to remedy this situation by
gathering together all of the relevant insights into a single authoritative source
gathered from the leading specialists in the field. It aims to cover all of the main
relevant issues including the assessment, care, management and treatment of
mental health problems, as well as the prevention of mental health problems
among this occupational group.

This amended report explains the accident involving United Airlines flight 585, a
Boeing 737-200, on its way from Denver to Colorado Springs, which crashed on
March 3, 1991 near Colorado Springs Municipal Airport. Only after the crash of
USAIr 427 in 1994 and a similar incident with Eastwind 517 in 1996 the NTSB
was able to pinpoint the cause of this crash: jammed rudder. The Boeing 737 has
a history of rudder system-related anomalies, this finally solved the mystery of
sudden jamming of the rudders of this aircratft.

On April 28, 1988, at 1346, a Boeing 737-200, N73711, operated by Aloha
Airlines Inc., as flight 243, experienced an explosive decompression and
structural failure at 24,000 feet, while en route from Hilo, to Honolulu, Hawaii.
Approximately 18 feet from the cabin skin and structure aft of the cabin entrance
door separated from the airplane during flight. One flight attendant was swept
overboard and is presumed to have been fatally injured; 7 passengers and 1
flight attendant received serious injuries. The flight crew performed an
emergency descent and landing at Kahului Airport on the Island of Maui. The

National Transportation Safety Board determines that the probable cause of this
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accident was the failure of the Aloha Airlines maintenance program to detect
significant disbonding and fatigue damage which led to failure of a lap joint and

the separation of the fuselage upper lobe.

“The pilots were attempting to return to Honolulu but with the failure of both engines on the
right wing of the UAL 747, combined with massive structural damage, there was a very real
possibility that they would be required to ditch. The thought of ditching into the ocean in the
dark of night is daunting. The flight attendants could have secured themselves in their jump
seats but instead stood in the aisles to prepare their passengers. The roar of the air rushing by
at a speed of 190 to 200 knots was deafening in the cabin. The flight attendants could only
“mime” the instructions for passengers to look at their Safety Cards and to demonstrate the
donning of life vests.” “The Aloha 737 was severely damaged, literally now a convertible and
was in emergency descent with speeds of 280 to 290 knots. The roar of the wind was
deafening. The forward flight attendant had been sucked out of the cabin as it ruptured. The aft
flight attendant was seriously injured. The mid flight attendant, suffering minor injuries and
being the only one able, rather than securing herself in her jump seat, she crawled up and
down the aisle calming her passengers and assisting the injured.” Flight Attendants Lost offers
a fascinating look into what went on inside the airplane from actual aircraft accident and
incident case studies spanning decades and countries. The book covers the intense training,
the ongoing vigilance, the behind the scenes team work and the committed actions of flight
attendants in emergency situations. It uncovers the complexities of aircraft safety design and
makes sense of the reasons behind safety rules and regulations making this book an
educational must read for air travellers. Flight Attendants Lost is not only an eye-opener but is
a reassuring read that will make you look at flying differently. It is also a beautifully written
memorial tribute to the hundreds of flight attendants who, over the years, have given their lives
In the Line of Duty.

The airline industry is currently faced with its longest and deepest crisis to date: many airlines
are losing hundred of millions of US dollars, several have collapsed entirely and others have
been rescued by their governments. This crisis has been precipitated by external shocks such
as the attack on the Twin Towers in New York, the invasion of Iraq and the SARS epidemic. In
addition, the effect of these events has been exacerbated by dynamic and potentially
destabilizing internal developments. Comprehensive and thorough, this revealing book gives a
detailed analysis of the crucial events and key developments which have impacted, and will
continue to impact on the dynamics of the airline industry. Special attention is paid to: the key
challenges faced by the airlines such as continued liberalization and ‘open skies’ the impacts
of global alliances new low-cost and no-frills carriers on-line selling and distribution
privatization the impact of disasters. Leading industry authority Rigas Doganis examines the
future prospects for the changing airline business and assesses alternative policies which
could help the sector adapt to the shifting marketplace. Ideal for students, researchers and
professionals in the fields of economics and business, industry and transportation studies, this
second edition of his definitive book brings the story right up to date.

Nicolas Tenoux, born in 1983 in Paris, has a triple training. He is airline pilot, holds an MSc in
Aviation and Certificates in Management. Philanthropist through his community life activities,
awarded with the Civic Star (Etoile Civique), he shares with us his daily life as a pilot and his
advice on how to enjoy the crew life and how to best combine it with your personal life. This
book follows the author from his Airline pilot training at the CAE Sabena Flight Academy to his
position as First Officer on Airbus A320. He gives us his analysis on the aviation trainings and
reveals little-known aspects of the air crew profession. Some secrets are also divulged... From
Dubai to Bucharest, via Brussels, London, Paris and other major cities, this book is both a
practical guide of the pilot job and a sharing of the beauty of mankind's oldest dream: flying. It
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is aimed at future pilots who will find a guide for their studies, for pilots currently in training in
order to have further knowledge and for all of those who are passionated about the magic of
flying. The preface is written by Fabrice Bardeche, IONIS Education Group VP (biggest private
higher education group in France), IPSA (Aeronautical and Space engineering College) VP.
Despite growing concern with the effects of concurrent task demands on human performance,
and research demonstrating that these demands are associated with vulnerability to error, so
far there has been only limited research into the nature and range of concurrent task demands
in real-world settings. This book presents a set of NASA studies that characterize the nature of
concurrent task demands confronting airline flight crews in routine operations, as opposed to
emergency situations. The authors analyze these demands in light of what is known about
cognitive processes, particularly those of attention and memory, with the focus upon
inadvertent omissions of intended actions by skilled pilots. The studies reported within the book
employed several distinct but complementary methods: ethnographic observations, analysis of
incident reports submitted by pilots, and cognitive task analysis. They showed that concurrent
task management comprises a set of issues distinct from (though related to) mental workload,
an area that has been studied extensively by human factors researchers for more than 30
years. This book will be of direct relevance to aviation psychologists and to those involved in
aviation training and operations. It will also interest individuals in any domain that involves
concurrent task demands, for example the work of emergency room medical teams.
Furthermore, the countermeasures presented in the final chapter to reduce vulnerability to
errors associated with concurrent task demands can readily be adapted to work in diverse
domains.

On January 13, 1982, Air Florida Flight 90, a Boeing 737-222, was a scheduled flight to Fort
Lauderdale, Florida, from Washington National Airport, Washington, D.C. There were 74
passengers and 5 crewmembers on board. The flight was delayed about 1 hour 45 minutes
due to a moderate to heavy snowfall. Shortly after takeoff the aircraft crashed at 1601 e.s.t.
into the 14th Street Bridge over the Potomac River and plunged into the ice-covered river, 0.75
nmi from the departure end of runway 36. Four passengers and one crewmember survived the
crash. Four persons in the vehicles on the bridge were killed; four were injured. The National
Transportation Safety Board determines that the probable cause of this accident was the
flightcrew's failure to use engine anti-ice during ground operation and takeoff, and to take off
with snow/ice on the airfoil surfaces of the aircraft. Contributing to the accident were the
ground delay between de-icing and takeoff clearance.

The official FAA guide to aircraft weight and balance.
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