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PILOT HANDOUT 

INDEX 

- CRM Worksheet 

- Why CRM at USAir 

- Behavioral Markers 

- Accident Review 

- Review Slides 

- Situational Awareness 

- Captains Authorijl 

- Working With F/A's 

- Two Sides of the Same Coin 

"When anyone asks me how I can best describe my experience in nearly 
forty years at sea, I merely say, uneventful. Of course there have been 
winter gales, and storms and fog and the like, but in all my experience, I 
have never been in a accident of any sort worth speaking about. I have 
seen but one vessel in distress in all my years at sea.. .. I never saw a 
shipwreck and have never been shipwreck, nor was I ever in any 
predicament that threatened to end in disaster of any sort.' 

E.J.Smith 1907 

On 14 April 1912 RMS TITANIC sank with the loss of 1500 lives - one of 
which was it's Captain ....... E.J.Smith. 
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SITUATIONAL AWARENESS: REVIEW MODEL 

5. 

7. 

~ ~ 

Whadaya Mean, Lucky? 

1. 

Almost every periodical that you picked up during 1977 had some reference to the 
Trans-Atlantic flght of Charles A. Lindbergh that he accomplished 50 years ago. 
Each one of us in the airline business owes something of their career to 'Slim" and 
his pathfinding flight. Almost immediately after his Paris arrival, they started calling 
him "Lucky Lindy." Headlines proclaimed how 'lucky" he was. The song "Lucky 
Lindy" became an instant hit. Finally, when his mother was connected io him via 
a transoceanic phone call, she said, "Son, you really were lucky." And he groaned, 
"Not you, too, mother?" 

You see, the young airmail pilot felt that he made his own luck. His luck in making 
it came from months of planning, studying, designing, investigating and preparing. 
He prepared himself and he had prepared his equipment. He made numerous 
overloaded takeoffs under varying conditions and had practice navigating his 
aircraft with his new compass, few other instruments, and no cockpit visibility. He 
had checked the crossing weather to the best of his ability. He was as well 
prepared as a pilot could have been in that day and age. In the 903, we still can't 
discount luck as a factor in our daily flying, but "Lindy's Luck", as ours, lies 99% 
in preparation, planning and vigilance. 
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WHY CAM AT USAir 

The FAA and industry have long recognized the importance of cockpit 
(crew) resource management in crewmember training. CRM training 
addresses human factors, ie; leadership, communication skills, time 
management, situational awareness, and attitudes in flight operations. 
Training to improve performance in these arm has been identified as a 
factor in reducing the number of airline accidents and incidents. 
Investigations of air m ’ e r  accidents over the last 12 years have shown that 
human error was a contributing factor in approx 7036 of them. Additionally 
long term NASA studies have revealed that problems encountered by flight 
crews have very i i e  to do with technical operations. But instead are 
associated with a lack of; 

- Proper decision making - ineffective communication - Inadequate leadership - Poor resource management 

Part 121 does not sufficiently address human factors training,so an advisory 
circular (AC 120-51) incorporating the crew behavioral markers was written 
to sewe as a guideline for development and implementation of Human 
Factors training into an air carrier’s operation. The amount of evidence 
accumulated on air carrier incidents supports the need to include human 
factors and crew resource management into, current flight training 
programs. 

There will be three phases to USAir’s program, which was built in house, to 
fit our unique crew culture and operating environment. 

Phase I (what we’re involved with today), is the awareness or introduction 
phase, to help pilots refamiliarize themselves with the basic concepts and 
philosophy of Crew Resource Management. 
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Phase II is the practice feedback phase of CRM training. It is designed to 
provide crewmembers with self and peer critique in order to improve 
communication, decision making and leadership. This will be accomplished 
through the use of simulators and video equipment. 

To maintain his annual proficiency qualification, a Captain must take two 
simulator rides a year. One ride is classified as a check (PC) and the other 
pilot training (PT). The sessions are ekemated every six months with the 
PC being two hours in duration and the PT being four. A First Officer is 
only required one simulator ride during the same 12 month period. This 
leads to a situation where Captans are paired. 

The FAA and NTSB have voiced concems over the breakdown in seat task 
dependency when training in this format. In other words, when a Captain 
was flying from the right seat, or a First Officer from the left, there was a 
noticeable degradation in learning. A way to address these issues, is to 
bring a First Officer in for an additional period. The additional time would 
then fulfill seat task dependency and enhance training. 

Phase II will be conducted in a two hour NON JEOPARDY, video taped 
LOFT, using a crew concept (Captain and First Officer). The LOFT will be 
flown during the second two hour block of the Captain's PT. It will be a two 
leg trip (PIT-DCA-PIT) flown in real time. There will be l i e  to no instructor 
input, other than as necessary to add realism. The instructor's 
responsibiltty is to note crew interaction during the various phases of the trip 
and to help, afterwards, with the crewmembers self-critique. 

Video feedback is extremely effective, for it allows us to see ourselves from 
a third person perspective. After a review and critique, the crew will erase 
the tape. No recorded tapes will be allowed to be taken out of the 
simulator. Remember, this period is a completely NON JEOPARDY 
EVENT. 

Phase 111 is part of a continuing educational program that will be addressed 
during recurrent ground school. 
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CREW BEHAVIOR MARKERS 

The behavioral markers created by the NASA/UT group served as the basis 
for which USAir's CRM program was developed. The markers give a clear 
and concise outline of the factors needed for a crew to operate as an 
effective team. 

The first grouping of crew effective markers is labeled communication 
processes and decision behavior. These include briefings, 
inquiry/assertion, conflict resolution, and co"unications/decisions. Many 
of these markers overlap one another. The following is a composite list. 

Briefing (conduct and quality). An effective briefing 
should be operationally thorough by addressing 
operational and interpersonal issues (coordination, 
planning, and problems). The establishment of open 
communications should be encouraged. 

Inquiry/Assertion. The extent to which crewmembers 
advocate the course of action they feel best, even 
when it involves conRict or disagreement with others. 

Conflict Resolution. The means employed to resolve 
disagreements among crewmembers over an 
appropriate course of action and recommended 
techniques for maintaining open communication in the 
face of informational conflict. 

Communications/Decisions. Techniques of seeking 
and evaluating information. Open communication 
should include providing necessary information at the 
appropriate time (for example; initiate checklist, alert 
others to developing problems). Active participation in 
the decision making process should be encouraged 
and practiced. Decisions should be clearly 
communicated and acknowledged. 

Team Building and Maintenance. This area includes interpersonal 
relationships and practices. Effective leadership and followership along with 
interpersonal relationships are the key concepts. It could also include 
recognizing and dealing with different personalities and styles. Operational 
factors include: 
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Leadership/Followership/Concem for Task. It’s the 
coordination of activities by maintaining a proper 
balance of authority and assertiveness. 

Interpersonal Relationships/Group Climate. Showing 
sensi t i i  and ability to adapt to other mewmembers’ 
personalities and styles. Recognizing symptoms of 
fatigue and stress and taking appropriate action. 
Maintaining a friendly, relaxed, and supportive tone in 
the cockpit. 

Automation Management. Automated glass cockpit 
aircraft require a greater effort on behalf of the 
crewmembers to communicate and coordinate changes 
that effect flight conditions. 

Workload Management and Situational Awareness. This reflects the extent 
to which crewmembers maintain awareness of their operational environment 
and anticipate contingencies that may require action. Instruction m y  
address the practices (ie: vigilance, effective planning and time 
management, task prioritizing, avoidance of distractions) that result in higher 
levels of situational awareness. 

(A) Preparation/Planning/Vigilance. Devotion of 
appropriate attention to required tasks. Responding to 
new information. Preparing in advance for required 
activities. 

(B) Workload Distribution/Distraction Avoidance. Proper 
allocation of tasks to individuals. Avoidance of work 
overloads. Prioritization of tasks during periods of high 
workload. Preventing non-essential factors from 
distracting attention from critical tasks. 

Overall Technical Proficiency. This area concentrates on the technical 
aspects of the flight which is essential for a safe and efficient operation. 
Demonstrated mastery of CRM concepts cannot overcome a lack of 
proficiency, as high technical proficiency cannot guarantee a safe operation 
in the absence of effective coordination. 

(A) Adherence to FAR’S and ATC requirements, and 
compliance with company established procedures 
including checklist management and standard callouts. 

! 

i 

I 

16 



(B) 

(C) 

Ability to demonstrate a high level of basic (stick and 
rudder) flying skills. 

Briefings to include all pertinent safety and operational 
issues 8s defined in the Pilot Handbook and FOM. 

(D) Demonstrated knowledge of aircraft systems and 
normal, abnormal, and emergency procedures. 
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AIR FLORIDA, FLT 90 

14TH STREET BRIDGE WASHINGTON, D.C. 
JANUARY 13,1982 

ABSTRACT 

On January 13,1982, Air Florida Flight 90, a Boeing 737-222 (N62AF), was 
a scheduled flight to Fort Lauderdale, Florida, from Washington National 
Airport, Washington D.C. There were 74 passengers, including 3 infants, 
and 5 crewmembers on board. The flight‘s scheduled departure time was 
delayed about 1 hour 45 minutes due to a moderate to heavy snowfall 
which necessitated the temporary closing of the airport. 

Following takeoff from runway 36, which was made with snow and/or ice 
adhering to the aircraft, the aircraft at 1601 e.s.t. crashed into the bmier 
wall of the northbound span of the 14th Street Bridge, which connects the 
District of Columbia with Arlington County, Virginia, and plunged into the 
ice-covered Potomac River. It came to rest on the west side of the bridge 
0.75 nmi from the departure end of runway 36. Four passengers and one 
crewmember survived the crash. 

The National Transportation Safety Board determined that the probable 
cause of this accident was the flight crew’s failure to use engine anti-ice 
during ground operation and takeoff, their decision to take off with snow/ice 
on the airfoil surfaces of the aircraft, and the Captain’s failure to reject the 
takeoff during the early stage when his attention was called to anomalous 
engine instrument readings. Contributing to the accident were the 
prolonged ground delay between deicing and the receipt of ATC takeoff 
clearance during which the airplane was exposed to continual preciprtation, 
the known inherent pitchup characteristics of the 8-737 aircraft when the 
leading edge is contaminated with even small amounts of snow or ice, and 
the limited experience of the flightcrew in jet transport winter operations. 
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ALASKA AIRLINES, FLT 60 

KETCHIKAN INTERNATIONAL AIRPORT 
APRIL 5, 1976 

ABS” 

About 0819 pacific standard time on April 5, 1976, Alaska Airlines, Inc., 
flight 60, a Boeing 727-81 N124AS, over-ran the departure end of runway 
11 at Ketchikan lntemational Airport, Ketchikan, Alaska. The aircraft 
crashed in a ravine about 700 feet past the runway threshold. There were 
43 passengers and a crew of 7 on board. As a result of the crash, 1 
person died and 32 persons were injured. The aircraft was destroyed by 
impact and ground fire. 

The Captain of Flight 60 had conducted an approach to runway 11 under 
conditions of low ceilings and low visibility. The aircraft touched down on 
the wet runway beyond the normal touchdown point and at excessive 
speed. 

The National Transportation Safety Board determines that the probable 
cause of the accident was the Captain’s faulty judgement in initiating a go- 
around after he was committed to a full-stop landing following an 
excessively long and fast touchdown from an unstabilized approach. 

Contributing to the accident was the pilot’s unprofessional decision to 
abandon the precision approach. 
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DELTA AIR UNES, FLT 191 

DALLAS/FORT WORM INTERNATIONAL AIRPORT, TEXAS 
AUGUST 2,1985 

ABSTRACT 

On August 2, 1985, at 180552 central daylight time, Delta Air Lines flight 
191, a Lockheed L-1011-385-1, N726DA, crashed while approaching to land 
on runway 17L at the Dallas/Fort Worth lntemational Airport, Texas. While 
passing through the rain shaft beneath a thunderstarm, flight 191 entered 
a microburst which the pilot was unable to traverse successfully. The 
airplane struck the ground about 6,300 feet north of the approach end of 
runway 17L, hit a car on a highway north of the runway killing the driver, 
struck two water tanks on the airport and broke apart. Except for the 
section of the airplane containing the aft fuselage and empennage, the 
reaminder of the airplane disintegrated during the impact sequence and a 
severe fire that erupted during the impact sequence. 

Of the 163 persons aboard, 134 passengers and 8 crewmembers were 
killed; 26 passengers and 3 cabin attendants survived. 
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EASTERN AIRLINES, FLT 401 

MIAMI, FLORIDA 
DECEMBER 29,1972 

ABSTRACT 

An Eastern Airlines Lockheed L-1011 crashed at 2342 eastem standard 
time, December 29, 1972, approximately 18 miles west-northwest of Miami 
International Airport, Miami, Florida. The aircraft was destroyed. There 
were 163 passengers and a crew of 13 aboard the aircraft; 94 passengers 
and 5 crewmembers received fatal injuries. All other occupants received 
injuries which ranged in severity from minor to critical. 

The flight diverted from its approach to Miami lntemational Airport because 
the nose landing gear was not indicating locked in the down position. The 
aircraft climbed to 2,000 feet mean sea level and followed a clearance to 
proceed west from the airport at that altitude. During this time, the crew 
attempted to correct the mahnction and to determine whether or not the 
nose landing gear was extended. 

The aircraft crashed into the Everglades shortly after being cleared by Miami 
Approach control for a left tum back to Miami International Airport. 
Surviving passengers and crewmembers stated that the flight was routine 
and operated normally before impact with the ground. 

The National Transportation Safety Board determined that the probable 
cause of this accident was the failure of the flight crew to monitor the flight 
instruments during the final 4 minutes of flight, and to detect an unexpected 
descent soon enough to prevent impact with the ground. Preoccupation 
with a malfunction of the nose landing gear position indicating system 
distracted the crew’s attention from the instruments and allowed the 
descent to go unnoticed. 

25 



i 

r- 

NOTES 

26 I 

I .I 



NORTHWEST AIRLINES, FLT 255 

DETROIT METROPOUTAN WAYNE COUNTY AIRPORT 
AUGUST 16, 1987 

ABSTRACT 

About 2046 eastem daylight time on August 16, 1987, Northwest Airlines, 
Inc., flight 255 crashed shortly after taking off from runway 3 center at the 
Detroit Metropolitan Wayne County Airport, Romulus, Michigan. Flight 255, 
a McDonnell Douglas DC-9-82, U.S. Registry N312RC, was a regularly 
scheduled passenger flight and was enroute to Phoenix, Arizona. 

According to witnesses, flight 255 began its takeoff rotation about 1,200 to 
1,500 feet from the end of the runway and l i ed  off near the end of the 
runway. After lioff, the wings of the airplane rolled to the left and the right 
about 35 degrees in each direction. The airplane collided with obstacles 
northeast of the runway when the left wing struck a light pole located 2,760 
feet beyond the end of the runway. Thereafter the airplane stuck other light 
poles, the roof of a rental car facilrly, and then the ground. It continued to 
slide along a path aligned generally with the extended centerline of the 
takeoff runway. The airplane broke up as it slid across the ground and post 
impact fires erupted along the wreckage path. Three occupied vehicles on 
a road adjacent to the airport and numerous vacant vehicles in a rental car 
parking lot along the airplane's path were destroyed by impact forces 
and/or fire. 

Of the persons on board flight 255, 148 passengers and 6 crewmembers 
were killed; 1 passenger, a 4-year-old child, was injured seriously. On the 
ground, two persons were killed, one person was injured seriously, and four 
persons suffered minor injuries. 

The National Transportation Safety Board determined that the probable 
cause of the accident was the flightcrew's failure to use the taxi checklist to 
ensure that the flaps and slats were extended for takeoff. Contributing to 
the accident was the absence of electrical power to the airplane takeoff 
warning system which thus did not warn the flightcrew that the airplane was 
not configured properly for takeoff. The reason for the absense of electrical 
power could not be determined. 
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UNITED AIRLINES, FLT 173 

PORTLAND, OREGON 
DECEMBER 28,1978 

ABSTRACT 

About 1815 Pacific standard time on December 28, 1978, United Airlines, 
Inc., Flight 173 crashed into a wooded, populated area of suburban 
Podand, Oregon, during an approach to the Portland International Airport. 
The aircraft had delayed southeast of the airport at 8 low altitude for about 
1 hour while the flightcrew coped with a landing gear malfunction and 
prepared the passengers fur the possibilrty of a landing gear failure upon 
landing. The plane crashed about 6 nmi southeast of the airport. The 
aircraft was destroyed; there was no fire. 

Of the 181 passengers and 8 crewmembers aboard, 8 passengers, the 
flight engineer, and a flight attendant were killed, 21 passengers and 2 
crewmembers were injured seriously. 

The National Transportation Safety Board determined that the probable 
cause of the accident was the failure of the Captain to monitor properly the 
aircraft's fuel state and to properly respond to the low fuel exhaustion to all 
engines. His inattention resulted from preoccupation with a landing gear 
malfunction and preparations for a possible landing emergency. 

Contributing to the accident was the failure of the other two flight 
crewmembers either to fully comprehend the critiCaWy of the fuel state or to 
successfully communicate their concern to the Captain. 
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UNITED AIRLINES, FLT 232 

SIOUX CITY, IOWA 
JULY 19,1989 

ABSTRACT 

On July 19,1989, at 1516, a M;-10-10, N1819U, operated by United Airlines 
as flight 232, experienced a catastrophic failure of the No. 2 tail-mounted 
engine during cruise flight. The separation, fragmentation and forceful 
discharge of stage 1 fan rotor assembly parts from the No. 2 engine led to 
the loss of the three hydraulic systems that powered the airplane’s flight 
controls. The flight crew experienced severe difficulties controlling the 
airplane, which subsequently crashed during an attempted landing at Sioux 
Gateway Airport, Iowa. There were 285 passengers and 11 crewmembers 
onboard. 110 passengers and one flight attendent were fatally injured. 

The National Transportation Safety Board determined that the probable 
cause of this accident was the inadequate consideration given to human 
factors limitations in the inspection and quality control procedures used by 
United Airlines’ engine overhaul facility which resulted in the failure to detect 
a fatigue crack originating from a previously undetected metallurgical defect 
located in a critical area of the stage 1 fan disk that was manufactured by 
General Electric Aircraft Engines. The subsequent catastrophic 
disintegration of the disk resulted in the liberation Of debris in a pattern of 
distribution and with energy levels that exceeded the level of protection 
provided by design features of the hydraulic systems that operate the DC- 
10’s flight controls. 
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UNITED AIRLINES, FLT 811 

HONOLULU, HAWAII 
FEBRUARY 24,1989 

ABSTRACT 

On February 24, 1989, United Airlines (UAL), flight 811, a Boeing 747-122 
(8-747), N4713U, was being operated as a regularly scheduled flight from 
Los Angeles, Caliomia (LAX) to Sydney, Australia (SYD) with intermediate 
stops in Honolulu, Hawaii (HNL) and Auckland, New Zealand (AKL). There 
were 3 flightcrew, 15 flight attendants, and 337 passengers aboard the 
airplane. 

The flightcrew reported the airplane's operation to be normal during the 
takeoff from Honolulu, and during the initial and intermediate segments of 
the climb. The flightcrew stated that the first indication of a problem 
occurred while the airplane was climbing between 22,OOO and 23,000 feet 
at an indicated airspeed (IAS) of 300 knots. They heard a sound, described 
as a Thump,' which shook the airplane. They said that this sound was 
followed immediately by a Tremendous explosion.' The airplane had 
experience an explosive decompression. They said that they donned their 
respective oxygen masks but found no oxygen available. Engines No. 3 
and 4 were shut down because of damage from foreign object ingestion. 

The airplane made a successful emergency landing at HNL and the 
occupants evacuated the airplane. Examination of the airplane revealed 
that the foward lower lobe cargo door had separated in flight and had 
caused extensive damage to the fuselage and cabin structure adjacent to 
the door. Nine of the passengers had been ejected from the airplane and 
lost at sea. 

The National Transportation Safety Board determined that the probable 
cause of this accident was the sudden opening of the improperly latched 
forward lower lobe cargo door in flight and the subsequent explosive 
decompression. Contributing to the cause of the accident was a deficiency 
in the design of the cargo door locking mechanisms, which made them 
susceptible to inservice damage, and which allowed the door to be 
unlatched, yet to show a properly latched and locked position. 
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USAIR, FLT 105 

KANSAS CITY, MISSOURI 
SEPTEMBER 8,1989 

ABSTRACT 

On September 8,1989, N283AU, a Boeing 737-200 operated as USAir flight 
105 was a regularly scheduled revenue passenger flight conducted under 
14 Code of Federal Regulations Part 121 from Pittsburgh, Pennsyhrania, to 
Wichita, Kansas, with an en route stop in Kansas City, Missouri. Fiftyeight 
passengers, two flight crewmembers and four flight attendants were 
onboard. A Federal Aviation Administration inspector who was performing 
an enroute inspection occupied the cockpit obsewer’s seat. The flight from 
Pittsburgh to the Kansas City area was unevenfful. 

The Captain was the pilot flying and the First Officer was performing the 
communications with air traffic control. USAir 105 was cleared to execute 
the localizer back course approach to runway 27 at 2129:41. At 2134:23, 
the local controller told USAir 105 ”I can’t tell for sure but it appears we 
have lost the lighting on the south side of the airport.” The flightcrew later 
described seeing a bright flash about this time. Subsequent inspection 
revealed that the airplane struck and severed four electronic transmission 
cables, located about 75 feet above the ground, approximately 7,000 feet 
east of the runway 27 threshold. The flightcrew executed a missed 
approach and landed uneventfully in Salina, Kansas. None of the 
passengers or crew was injured, but the airplane sustained minor damage 
in the incident. 

The National Transportation Safety board determined that the probable 
cause of this incident was the Rightcrew’s failure to adequately prepare for 
and execute a nonprecision approach and their subsequent premature 
descent below minimum descent attiiude. Contributing to the cause of the 
incident was the inadequate and deficient services provided to the flightcrew 
by air traffic control personnel. 

35 



NOTES 

36 



USAIR, FLT 5050 

LAGUARDIA, NEW YORK 
SEPTEMBER 20,1989 

ABSTRACT 

On September 20, 1989, USAir, Inc. flight 5050 was departing New York 
City's LaGuardia Airport, Flushing, New York, for Charlotte Douglas 
lntemational airport, Charlotte, North Carolina. As the First Officer began 
the takeoff on runway 31 , he felt the airplane drift left. The Captain noticed 
the left drift also and used the nosewheel tiller to help steer. As the takeoff 
run progressed, the aircrew heard a "bang" and a continual rumbling noise. 
The Captain then took over and rejected the takeoff but did not stop the 
airplane before running off the end of the runway into Bowery Bay. 
Instrument flight conditions prevailed at the time and the runway was wet. 

The National Transportation Safety Board determines that the probable 
cause of this accident was the Captain's failure to exercise his command 
authority in a timely manner to reject the takeoff or take sufficient control to 
continue the takeoff, which was initiated with a mistrimmed rudder. Also 
causal was the Captain's failure to detect the mistrimmed rudder before the 
takeoff was attempted. 

The safety issues discussed in this report were the design and location of 
the rudder trim control on the Boeing 737-400, air crew coordination and 
communication during takeoffs, crew pairing, and crash survivability. 
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RED FLAGS/SYMPTOMS TO A LOSS OF 
SlTUATlONAL AWARENESS 

1. FIXATION: - The focus of attention on any one item to the exclusion 
of all others. - Various matfunctions - Cockpit warning indicationsthat distract attention 

to other gauges, switches, etc. 

2. AMBIGUITY: - Two or more independent sources of information that 
do not agree. - Engine power indications - Throttle position versus power 

3. COMPLACENCY: - A feeling of contentment or satisfaction - I've done this a hundred times 

4. DISTRACTION: 
s To cause to tum away from the original focus of 

attention - Becoming engrossed in the detail at the expense 
of equally or more important items - Eastern401 

5. UNRESOLVED DISCREPANCY: 
Failure to resolve conflicts of opinion, changes in 
weather or other conditions. 
-- Forgotten about or ignored - Air Florida, Washington DC 

- EPR gauges indicated something 
other than what was happening to 
the aircraft. 

6. OVERLOAD: 
- To load too heavily 

- Too busy to stay on top of it all or just bored. 
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7. NO ONE FLYING THE AIRCRAFT: 
I No one monitoring the current state and progress of a 

flight. - Eastern 401 

0. IMPROPER PROCEDURES: - Intent to, or departure form prescribed standard 
operating procedure. 



0 0 0 0 0 
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I @  I 
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* a  .. . - .. .. . . -  .. . .  ..: 0 
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0 0 0 

“Oh, I believe in resome management ali right . 
you’re the msome a d  I ’m tlu management!” 

9 

- 
%lea from Line Pitot. April 1988. 
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Dare: December 18,1991 

To: All Pilots 

From: 

Subject: CAPTAIN'S AUTHORITY 

Vice Resident - Flight Operations 

Interoffice 

Correspondence 

I've been asked to address and rcaffm the corporation position on the subject of Captain's 
authority. 

My position is that the Captain is responsible for all associated operational activities with regard 
to that aircraft including preflight, flight, and post flight. All support functions for a fight or 
aircraft arc to be coordinated through the Captain or a designee. This applies to all boarding, 
fueling, maintenance, or any other activities associated with the operation of USAir aircraft. 
This responsibility begins when the Captain is in the vicinity of the aircraft for preflight or 
planning purposes and continues until control of the aircraft is relinquished to a rtsponsible 
Party- 

The Captain has joint authority with the licensed Dispatcher assigned to a particular flight. 
Before any flight may be originated, both the Captain and Dispatcher must agree that the 
planned flight can be accomplished safely and in accordance with all applicable company 
policies and FAA regulations. 

The Captain's authority, however, does not include such items as whether or not to hold an 
aircraft for connecting passengers, or to add a flag stop to protect revenue. These decisions are 
normally made by System Control in concert with local station management. Ideally, the 
Captain should be informed of these types of scenarios as early as possible so as to be able to 
solicit hidher input during the decision making process. 

Captain's authority is absolutely necessary for the safe operation of our aircraft. Understand 
that Captain's authority, bounded by tradition and regulation, must be coupled with common 
sense, courtesy and cooperation. Without a doubt, the Captain is responsible for the safety of 
hidher aircraft and its occupants at all times and is in command of the crew that has been 
assigned for the purpose of flight operations from the time the duty period begins to when it 
ends. 

Captain Gene Sharp 
Vice President, Flight Operations 
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WORKING WITH THE FLIGHT ATENDANTS 

bY 
Jim Langenhahn 

Professional Standands 
US AIRWAVES 
February,l991 

Certainly nobody lives or works in a vacuum, and operating a passenger 
airliner requires an intense amount of coordination among a number of 
skilled employees. No doser coordination is required than that between the 
pilots and the flight attendants. Having never been a flight attendant I can't 
give you their perspective, yet it is important that we, as pilots, know and 
understand their point of view. Linda Kuntr is a very experienced flight 
attendant, and she is the LEC Wce-president of AFA Local 40 in PIT. Many 
management and union folks know and respect Linda for the work she has 
done. At my request, tinda was kind enough to write for me the following 
short article to help us understand the flight attendant perspective and help 
us perform better as a team. 

'When Jim Langenhahn approached me to contribute an article for the 
ALPA MEC news magazine, I was somewhat apprehensive. This article was 
to contain suggestions that may help pilots and flight attendants maintain 
a better line of communication when on trips. 

'As I began to explore the possibilities, I looked back on some of my 
experiences coupled with reports we receive from flight attendants using 
professional standards. In the next few lines I will attempt to offer what I 
believe are the three more critical areas that could make or break the whole 
communication process. 

"An introduction at the onset of a trip is the best ice breaker I know. When 
a flight attendant enters the cockpit to say hello, a civil greeting is truly 
welcome. I can vividly recall the pilots who over the years thought that a 
"grunt" in our direction was sufficient. Things usually went down hill from 
there. 

"I also recall with fondness those precious few words that have on occasion 
been uttered: 'LET ME KNOW IF YOU NEED ANY HELP, OR HAVE ANY 
PROBLEMS BACK THERE.' When you have that kind of reassurance from 
your crew, I believe you can handle anything that comes along. 

"One last thing that seems to be lost and would really add to crew respect 
an consideration is being brought into the loop when making decisions 
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conceming legalities and various areas of the flight attendant working 
agreement. Our contract is important to us. Including fligM attendants in 
this process can only enhance the mutual respect within a crew. 

'I have been a flight attendant for twenty years; I have a pretty fair idea Of 
what can work. I am also realistic here - there are bound to be problems. 
Let's keep things in the right perspective and use professional standards 
committees - they are for all of us. 

'I am sure by now you have heard Jim speak about his ONE TEAM theory! 
I do not think there is any better way to participate, after all, we really are 
ONE TEAM!' 

Thank you very much, Linda, for sharing this with us. I think you bring the 
points home well. Remember, Captains, your decisions dfect the lives and 
well being of passengers and crew, not to mention job satisfaction. That 
wraps it up for now. Remember: Liberty, Equality, Fraternity. 
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