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What’s In the Beacon?
In our opinion, too many people (including some safety professionals) think of safety solely in terms of complying with
safety rules. In their minds, compliance with all the “rules” makes us “safe” and safety becomes a binary “yes or no”
question ... we are either “safe” or we aren’t. In reality Safety is a process. Safety means constantly “striving” to
reduce risk as much as we can. So, are you safe or not? Take a look at the article about the “Safety Scale” that
starts on the bottom of this page and you’ll learn a little more about our safety philosophy of managing risk.
- Check out an article written by one of our wing directors of safety. It’s a wonderfully written personal account of a
risk management decision he made years ago, that paid off in an incredible way years later.
- There are a few short topics focusing on more risk management decisions, improving the mishap review process,
and how we can work together to avoid some of the more common minor mishaps we see.
- This month’s mishap closeouts also revealed a couple areas that could use some emphasis.
We ask all of you to join the conversation. Tell us your ideas. If you’re talking amongst yourselves, we want to hear
it. We are asking you to strive to improve your approach to safety, and we want to hear your ideas on how CAP
Safety can improve as a whole.

safety@capnhq.gov
_________________________________________________________________________________________________________________

Where are you on the “Safety Scale?”
George Vogt, CAP/SE

Without realizing it, many people think of safety as kind of a black or white, yes or no, good or bad question. The
question in their minds comes down to, “Are you safe or are you unsafe?” You’ve heard me say it before … It just
isn’t that simple.
No one is totally safe or totally unsafe. “Safety” is a continuum of sorts with every person and every situation
falling somewhere in the middle of that “Unsafe” or “Safe” continuum.

?
Unsafe

Safe

Where someone sits on the “unsafe or safe” scale at any moment is hard to answer. There are many sliding scales
we need to look at when we assess “safety.” On the next couple pages we’ll take a look at just a few of them. They
will help us determine if we are doing everything we can do to make our event, our activity, or ourselves “safe.”

“Stay Safe” is a common old cliché in the world of safety. It’s a nice sentiment, but it doesn’t really
mean much. We always want someone to “stay safe” but just saying it is nothing more than a wish and
a hope. We need tools and processes to “stay safe” and in CAP that process is Risk Management. So
what would the “continuum of risk” look like?

ALARP

Unacceptable Risk

Zero Risk

The scale might look like this with “Unacceptable Risk” at one end and “Zero Risk” at the other end. It
would be nice if our activities and missions had “zero risk” but that just isn’t possible. On the other
hand, we simply aren’t going to accept a mission or engage in an activity if the risk is too high. So, we
look at ways to lessen, or mitigate, the risk. We go through the risk management process, adding
controls until we can get that risk down to a point where the risk is As Low As Reasonably Possible
(ALARP). Once we get the risk down to the ALARP level, we decide if that’s low enough to allow us to do
the mission … have we lowered it to a point where the risk is “acceptable” to us?
How do we know if we have put enough effort into that Risk Management process? Well, if it is a large
complex mission, the whole process might take days and it might take a committee, and your
commander might make the ultimate decision on “acceptable” risk. A very small activity might take
nothing more than a pause to consider, “What’s the worst thing that can happen to me and what am I
doing to prevent it?” In any case you can ask yourself if you have given the risk management task the
“due diligence” it deserves. Regardless of the size or type of activity this is what the “due diligence”
scale might look like.

Due Diligence

Negligence

Diligence

Note that “due diligence” isn’t all the way to right on this scale. Sure, we’d like to think we leave no
stone un-turned, but remember we are holding ourselves to a “reasonable” standard. If we have done
everything we can “reasonably” be expected to do, we have done “due diligence.”
When we’re asking ourselves if we have done everything we could reasonably do to reduce risk, one big
question we have to ask is, “What do the ‘rules’ say we should be doing?” What do our regulations say
about this activity? What does the POH for my airplane say? What do the Federal Aviation Regulations
say about this type of flight? All of this introduces yet another important scale: “Compliance.”

Effective Compliance

Noncompliance

Compliance
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For the purposes of illustration, I’m using a new term: “Effective Compliance.” I’m not saying that we
shouldn’t strive to be compliant with every rule and regulation in every little thing we do, but there is
something more here. In my mind this continuum goes beyond the rote square-filling compliance. This
represents each and every member striving to be compliant with all the rules and the intent of the rules.
What is it our leadership wants us to accomplish? If you find that the rules or guidance are confusing or
unclear, then ask yourself what you can do to help clear up the confusion and fulfill the intent rather
than just filling the square.
In a way, the “diligence” and the “compliance” scales can also be viewed as double-edged swords. We
most definitely want to do everything we can reasonably do to be diligent and compliant before and
during the activity. Keep in mind, if anything goes wrong these same scales will be used to determine
our accountability. Every good leader knows that mishaps can happen and mistakes can be forgiven
when a member shows they are committed to “due diligence” and “compliance.” Every member must
also know that they will be held accountable if their personal standards or conduct slide too far towards
the “negligence” or “noncompliance” end of those scales.
So, what drives us to use scales like this to assess how well we’re doing? It is because we care. We care
about doing the right thing. We care about our word and our integrity. We care about the well-being of
our fellow members. We care about our equipment. We care about the Air Force and we want them to
care about us as a valued part of their Total Force team. We care. Don’t worry; there’s a scale for that
too, and it looks something like this.

Due Care

Careless

Caring

“Due care” is kind of like the “due diligence” we talked about earlier. We strive to be a 100% totally
caring person, but we can be satisfied if we at least meet the “reasonable person” standard of “care.”
So, where does all this talk of continua and sliding scales bring us? In CAP we hold ourselves to some
pretty high standards, and you see some of them here. We strive for Compliance in all we do while
working to make our guidance clear, effective and easy to understand. In Risk Management, we make
sure we are exercising Due Diligence to reduce risk As Low As Reasonably Possible. We do this because
we Care. And at the end of the day we have just one more scale to look at while we gaze in the mirror,
and it is probably the most important scale of all.

Did Everything
I Could Do

Did Nothing

Did Everything

Some days are better than others. Things can go wrong and mishaps can happen. And when they do,
the only standard you can hold yourself to is, “did I do everything I could.” That is all we ask.
________________________
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The Best $345 I Ever Spent
By: Lt Col Doug Weitzel

We make hundreds of choices each day. The majority have little lasting impact in our
life. When I choose between a Mt. Dew or a Dr. Pepper, the result isn’t too important. Usually
we only look back at choices when something unwanted results from it. “Why did I order this,
it’s awful”. Or perhaps after an accident we think, “If only I’d driven a different way today”, or “If
only I’d left a few minutes earlier”. But sometimes we get to look back at a good choice we
made.
In 2001 I was returning from an overseas assignment with the Air Force and took
advantage of buying a new SUV which would be waiting for me when we arrived in North
Carolina. After much research and looking, I decided on a Ford Escape. It was the first year of
the model but consumer reports gave it favorable ratings. I, of course, had to make choices on
color, features, engine, etc. Choosing green is one of those decisions that probably really
doesn’t matter, but I liked it. Choosing leather I felt was important for keeping things clean with
three young kids.
But the last option was a tougher choice. While front airbags were standard, I had to
decide if I wanted to purchase the option of side impact air bags. This was a $345 additional
option and certainly not as flashy as my $870 Leather Package and I wondered what are the
chances I would even need it. Ultimately, I decided I was worth it.
I drove that car for 13 years and 175,000 miles and it treated me well and I never
needed those side airbags. Then I gave it to my kids who were attending college out of state.
Returning from college for Christmas break this year, a car traveling too fast side swiped
them and forced them off the road. They rolled three times. Every side window was smashed.
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Sodas and chips and phones flew everywhere. They stayed secure in the vehicle
because of course they were wearing their seatbelts.
It’s a heart wrenching experience as a father to answer the phone call from your
panicked ‘little’ girl saying they were just in an accident. But extreme relief when she says
everyone is fine.
Seeing the pictures
come to my phone of the
totaled car left me in
disbelief that they could all
be fine. Then the picture of
my two kids, standing next
to it with smiles, and I
breathed a sigh of relief.
When I saw the additional
pictures of the car, I
immediately thought back 15
years. I remembered that
decision I made on whether
side impact airbags were
worth $345. I had always
thought that I was worth it.
At the time, I never thought
‘my kids will be worth it.’

So yes, it was the best
$345 I ever spent!
We have choices we make every day. Choosing safety is always a good one. You may go your
entire life and never ‘need’ your seatbelt. Nothing may ever bounce off your safety glasses or
you may never crash your motorcycle, ATV or bicycle and hit your head. But every day we can
make a good choice of always wearing our seatbelt, putting on safety glasses and always
wearing a helmet. You may never need it, but if you do, so much better to celebrate a good
choice you made than suffer the consequences of a bad choice.
***********

About the Author
Lt Col Doug Weitzel is an active member of the New Mexico Wing of the Civil
Air Patrol. Among other positions, he is the Wing’s Director of Safety, the
Wing’s Deputy Commander for Seniors. He is also active in his local unit and
was the Southwest Region Safety Officer of the Year for 2015.
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Safety Shorts
George Vogt, CAP/SE

Corrective Actions:

After most mishaps are reviewed and the safety officer and commander determine
the things that might have led up to the mishap, the next task for the commander is to assign “corrective action” in
SIRS. In some cases, they determine that the person who was involved in the mishap might need some refresher
training. In most cases, if one or two people need refresher training, it is a safe bet that the whole squadron, or
even a whole wing, could benefit from the same training. So who should give the training? Too often, the
commander assigns the “briefing” or the “training” to the safety officer to accomplish. I think it should be the
expert in the activity where the mishap occurred.
Let’s say there is a mishap that indicates a briefing or training is needed in some aspect of safely flying an
airplane, or taxiing an airplane, or parking an airplane. The safety officer probably shouldn’t be the one doing the
training. The Operations Officer, or the Standardization and Evaluation Officer, are the ones who direct and set
the standards for aircraft operations and they should be leading the training that deals with the safe operation of
those aircraft.
Vehicle mishap? The Transportation Officer should be the expert when it comes to the proper way to use
risk management when it comes to safe vehicle operations.
We’ve got some great safety officers out there, but their job is to help the mission experts (Ops Officers,
Leaders of Cadets, Transpo Officers, etc) to integrate risk management into their mission areas and their training.
Let me put it another way. As an Air Force pilot back in the day, I would rely on the safety officer to lead
us through the risk management process, or get to the bottom of what might have caused that latest mishap. But,
I would listen to the Operations Officer tell me how he wanted me to fly the airplane much more than I would
listen to the safety officer tell me how to fly the airplane.

“What would have prevented this?”

We’ve said before that one of the most effective ways of
determining what happened after a mishap, and what might have prevented that mishap, is to interview the
person involved. It doesn’t have to be a big formal interview; it’s a conversation. The person is helping you figure
out what could be done differently. You’re a team.
Not too long ago a cadet received a very minor injury when he was helping move some tables. The safety
officer was trying to figure out what went wrong, and I suggested asking the cadet what he would have done
differently if he had the chance. What does he think might have prevented the injury?
The cadet was very honest. They were hurrying to move the tables so they could get started with drill
practice; he was rushing, he was distracted, and he didn’t pay attention to what he was doing. That alone was
some good information, but the next question needs to be “what could have prevented THAT?” Was there a quick
briefing on the hazards of moving those tables? The answer was no, and now we have our answer about what
might have prevented the mishap. Risk Management.
The cadets were thinking about drill practice and moving the tables was just a quick task that needed to
be completed before they got down to business. But, they forgot that the table moving was a risky activity in and
of its self, and it was also worthy of some quick risk management.
Here’s how easy that briefing can be: “Okay gang, we need to store those tables. I want you to work in
teams of two. Turn the table on its side, slowly fold the legs without pinching your fingers, then carry each one
over to the far side of the hangar and lean them against the wall. There are sharp edges and it’s easy to pinch
your fingers so watch for that. Mistakes happen when you hurry so take your time. Questions? Okay, let’s get
started.”
THAT, is what is meant by a short pre-activity risk management briefing and anyone can do it.
“Questions? Okay, let’s get started.”
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“He fainted!”

When most readers see the words “he fainted,” they probably think of one of the cases of a
cadet fainting. There might be some underlying illness involved, but we can usually find a common cause: they
didn’t eat right through the day, they didn’t drink enough water or sports drinks, and they probably didn’t get
enough rest. Like everything else in the cadet program it is a learning process as they become acquainted with
increased challenges and more demanding activities. Even standing in formation can be a challenge if you’ve
never done it before. All senior members and the more senior cadets need to actively and consistently emphasize
how all cadets should be taking care of themselves.
What’s that you say? Senior members can faint too??? Yes, we occasionally see cases of our senior
members fainting during activities and it is usually for the same reasons. They simply forget to take care of
themselves. We had a case last month where a senior leader in a wing was working tirelessly to make a wing event
successful. Up much of the night, working nearly around the clock, he was largely responsible for making the
event the huge success it was, leaving no stone unturned. Unfortunately it became even more memorable as he
fainted while standing during the opening of the evening ceremony. He hadn’t eaten since breakfast. He was
dehydrated to the point of needing two liters of fluid at the local ER. Our greatest quality of “getting the job done”
can also be a hazard. Be aware of that hazard, address the risk, and make sure you’re around to enjoy the fruits of
your labor. Everyday Risk Management.

Does your hangar have a fat lip?

Parking an aircraft in a hangar is not easy. It is even harder when
the hangar is a little bit older, and there may be a crease in the pavement, or a lip, or a door rail to push the
airplane over. It gets still harder when there are only two people.
All of that leads to a relatively common mishap in general aviation and in CAP. With one person steering
with the tow bar, and another person pushing on a wing strut, they give a big push and the airplane makes it over
the lip of the hangar, then the aircraft pivots away from the strut pusher, and the opposite elevator dings the
hangar wall. When that scenario repeats itself, the commander almost always picks a corrective action that says,
“watch the ground handling video.”
Unfortunately, the ground handling video doesn’t show how two people should back a plane into a
hangar. It doesn’t tell how to get it over a raised lip or door rail. The corrective action, in my mind, is for the Ops
folks, and the Logistics folks, and the Safety folks to get together (under their commander’s guidance) and come up
with a plan on how to park airplanes in every unique hangar in the wing. Some wings and regions have put out
very specific guidance on how hangars are to be marked, how many people are required to move an airplane, what
techniques should be used, and what equipment should be used. Every hangar is a little bit different, and each
hangar may need its own unique procedures.

There are a lot of techniques to help, and some or all may work for your
particular hangar. Some people use rubber mats (like the ones pictured to the right)
placed against the door rail to make it easier to push the airplane over. Others will
push the airplane up to the rail, then position one person to push on each strut to make
sure the aircraft goes over without pivoting; then they stop and put one person back on
the tow bar to steer.
There are many techniques, but they all need a plan. Coming up with that plan
for every hangar is done through a little process called risk management. Do you have
a plan for your hangar?

safety@capnhq.gov
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Mishap Closeouts
Col Robert Castle, CAP/SEA

The last edition of the Beacon didn’t contain any mishap close outs, so this month we’re making up for it
with two months worth.

February 2017:
Bodily Injury – 18, Aircraft – 10, Vehicle – 6, Facility – 1

March 2017:
Bodily Injury – 17, Aircraft – 8, Vehicle – 2

Bodily Injury:
Twisted or sprained ankles from running during PT continue to be the most common type of
mishap each month. Reducing the amount and severity of these injuries requires a multifaceted
approach involving regular exercise to strengthen muscles, tendons and ligaments. Proper nutrition is
equally important not only for making it though PT testing, but for overall health and well-being.
If your unit has a health services officer, get them involved in helping cadets develop a fitness
and nutrition plan. Cadets who excel at physical activities can help by providing their tips and
techniques for fitness excellence. The new cadet fitness program stresses a healthy lifestyle as well as
fitness, so everyone should be sharing in that quest.
Finally, let’s focus on one requirement that is often over-looked when it comes to PT; the preactivity risk safety briefing. Gather the cadets. Talk about the risks of not being focused, or running too
close to other cadets, or not watching for obstacles or changes in the terrain. Cadets can take turns
giving these important “reminder” briefings. If these pre-run briefings aren’t part of your PT routine,
you are doing it wrong.
Share your stories with us and we’ll publish them in an upcoming edition of the Beacon.

Aircraft:
There were three instances of tire deflation after landing – both nose and main tires. As we’ve
written in the Beacon before, checking tire pressures before flight is an important but sometimes
neglected portion of the preflight inspection. Underinflated tires can permit the tube to slip within the
tire and it doesn’t take much to cause a cut, or damage the valve stem, resulting in a flat. Make sure
you have a good tire pressure gauge and make sure the tires are properly inflated. Don’t use the TLAR
(That Looks About Right) method!
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The picture to the right was from a flat nose tire. A hole
had worn where the valve stem joins the tube. The A&P was
surprised when he saw a relatively new nose tire go flat, until he
opened it up and saw that an obviously old inner tube had been
re-used when the new tire was installed. A new tube should
always be installed when installing a new tire.
Risk Management.

Our next mishap illustrates something the crew did correctly and what they might have done
better. The aircraft experienced a loss of the alternator while on a training sortie. The crew recovered
safely at home base, but not before a complete loss of the communications and navigation radios. The
mishap report doesn’t state how far or how long they had to fly to get home from the training area. It
does say they attempted to reset the alternator three times without success. A review of the Cessna
Checklist only mentions one reset attempt, then calls for reducing the electrical load to preserve battery
and to land as soon as practical. While this mishap had a happy outcome (a thrown alternator belt was
the culprit), by improvising with the checklist, the margin of safety was reduced; they simply didn’t know
what had caused the problem. The bottom line is: when you have an inflight mishap, fly the airplane,
follow the checklist, terminate the training, and get the airplane on the ground at the nearest suitable
location. That might be an open field, depending on the circumstances, or an airport other than home.

Vehicles:
Each month, we see cases of CAP vehicles being damaged because the driver backed up without
using a spotter. Quite simply, that is a failure to use risk management, and it is a failure to comply with
CAPR 77-1. Any idea why we see these types of mishaps, when they are so easy to avoid?

Let us know how you use Risk Management at your unit!

9

