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We’re Going to Disneyland!!!
(well, almost)
George Vogt, CAP/SE

As you read this Beacon, many of us are on our way to Anaheim, California, for the 2018 Civil Air Patrol
National Conference, just a few blocks away from Disneyland. I can’t help but look at this picture of Disneyland,
taken from above, and marvel at the complexity and the risk that go hand in hand with the fantasy and the fun that
everyone thinks of when they think of Disneyland.
The planning, the foresight, the technology, the training, the hard
work, the continual awareness, and the risk management that go into the
design, construction and daily operations of a place like that? Mind
boggling. Yes, I said risk management. The thousands of engineers,
scientists, electricians, craftsmen, and men and women from every
profession have considered every hazard and every risk, and how to control
them. And they know that risk management is a continuous process, with
round-the-clock assessments of how well their risk controls are working and
what can be improved.
On a slightly different scale, that is what we are trying to do with
every event, every activity, every flight, every road trip, and every meeting
we have in CAP. Gather the experts, identify the hazards, assess the risks,
put controls in place, and evaluate how well our controls are working.
Continuously.
That’s a behind scenes look at what helps make Disneyland “The Most Magical Place on Earth” as well as a
glimpse at what our members do every day to bring a little “magic” into the Civil Air Patrol.
See you in Anaheim!

___________________________________________________________

What Else is in the Beacon?
In case you didn’t notice, this is the July/August edition of the Beacon. For the foreseeable future, we’ll be
producing the Beacon every other month, hoping to bring you some enlightening feature articles and some
examples of risk management that should translate nicely into monthly safety discussion topics. Here’s what you’ll
see inside:
- A look at our newly expanded National Safety Staff
- You’ll see that Everyday Risk Management really does start with getting out of bed each day
- Are you going to land or are you going to go around? It should be a conscious decision each and every time
- Crowded hangars can eliminate needed risk controls, and contribute to aircraft “dings”
- Read about an easy fix to a common risk when it comes to operating CAP vehicles during hectic activities …
safety@capnhq.gov

Meet the Team!
Your National Safety Staff
George Vogt, CAP/SE

As we begin to do more and more to enhance our Safety Program’s emphasis on learning and
using risk management, and we near completion of our new Safety Program regulation, I want to thank
and introduce a few of the people who are helping that effort … your National Safety Staff.
First of all, I’m fortunate to have four dedicated CAP members helping me on staff. These
individuals have a wealth and variety of safety experience in CAP and in their non-CAP lives. They are
the ones who make sure I don’t lose sight of how our members throughout the country see the Safety
Program and the help they need to make their jobs easier.
Col Mike Murrell brings a wealth of experience to the team. A former CAP wing commander,
Col Murrell is currently the Glider Program Coordinator for the Southeast Region, and is Activity Director
for the highly successful NFA-Southeast Region Glider Academy. He was also a member of the National
Commander’s cross-functional team on the CAP Glider Program.
Lt Col Sarah Wildman started her “career” with CAP as a cadet in the Maryland Wing. She has
been a wing director of safety and currently serves as the North Central Region Director of Safety. In her
“day job” she is a commercial pilot flying King Air 350s. She is a recent graduate of National Safety
Officer College (NSOC) and brings a wealth of insights into aviation and cadet safety.
Lt Col Matt Cauthen is currently the Director of Safety for the Maryland Wing. Armed with
bachelors and masters degrees in safety, he has worked for OSHA and then worked with the FAA in
Safety Management System development. With his current employer he works as a Safety Engineer
supporting the FAA’s Air Traffic Organization’s modernization program. He brings a wealth of technical
SMS knowledge to the team.
Maj Paul Young is the Idaho Wing Director of Safety. He has been in CAP for about ten years,
and is a recent graduate of NSOC. His “civilian” career brings a slightly different type of experience working
for the Idaho Department of Corrections, specializing in incident response, and Critical Incident Stress
Management (CISM); well versed in the “human” side of the safety equation.
Last but not least is the newest member of the NHQ staff, my Assistant Chief of Safety, Collin
Kightlinger. Collin recently retired after a 20 year career in the Navy. He was a Naval Flight Officer
serving as an Electronic Counter Measures Officer (ECMO) in the EA-6B Prowler, and also as a Weapons
Systems Officer in the Tornado, seeing combat time in Southwest Asia while on an exchange tour with
the RAF in Great Britain. He is a graduate of the Naval School of Aviation Safety, has experience in
aircraft accident investigation, and was a wing flight safety officer at NAS Pensacola in his most recent
assignment. We are already making great use of his extensive knowledge and experience.
I join all of you in welcoming this great team and I look forward to a lot of great things
happening in the CAP Safety Program.

safety@capnhq.gov

2

Safety Shorts
George Vogt, CAP/SE

Getting Out of Bed:

I like to look at how risk management affects most of the small decisions we face in our
daily lives. I often talk about “Everyday Risk Management,” and how we can use two very basic questions to guide
our decisions: “What’s the worst thing that can happen?” and “What am I doing to prevent that?”
Recently Lt Col Matt Cauthen, the MD Wing Director of Safety and part of our National Safety Staff, made
the point that our fist risk management decision of the each day probably comes with the decision to get out bed
(or not). He’s got a good point. As a fun little exercise in risk management terminology, let me take you through my
personal get-out-of-bed risk management process.
As many of our members can relate to, I have a few back issues that seem to get riled up whenever I try to
get out of bed after a good night’s sleep. My bad back is a hazard. If I get up too quickly, or twist it the wrong way,
there’s a risk that my back will hurt. To control that risk I get up slowly, watching my posture. To further prevent
pain, I go through a nice stretching routine while I have my morning coffee (more than you probably needed to
know) and the hazard has been addressed, the risk is controlled and I go about my business without undue pain.
So you see, I guess Matt was right. Everyday Risk Management really does begin with getting out of bed,
and continues with every decision we make throughout the day.

The “Go-Around Decision”: Every time a pilot flies down final and crosses the over-run, there is a decision
to be made. Do I land, or do I go around?
Occasionally we see mishaps that result from poor landings. Takeoffs and landing account for the majority of
General Aviation mishaps. On landing we can see blown tires after hot landings, or runway excursions because of poor
crosswind controls, or hard landings due to sink rates, or tail scrapes due to a sinking flare or “swapping ends.”
Most of these can be traced back to the aircraft not having a stable glide path, or power setting, or pitch
picture, or airspeed as it approached the round out and flare. As a result, the pilot had to attempt to make a big
correction of some sort to quickly get into an acceptable landing attitude. Or was there another option? Yes, they
could have (or probably should have) executed a go-around. They should have admitted they were not in a stable
position to land, and they should have reduced that “bad landing” risk by going around so they could try another
pattern to get themselves established on a stabilized final and in a better position to land.
Unfortunately, the decision to go around isn’t made often enough because the pilot is focusing all their
attention on trying to land. The “go-around decision” probably needs to be made before a pilot ever gets in the
airplane. What are your personal parameters when you come down final on a nice VMC day? Maybe a nice
“window” to shoot for is slightly left to slightly right of centerline with good directional control, very slightly below
or slightly above desired glide path and correcting, with airspeed somewhere between target airspeed up to 5 knots
fast, and stable. The “window” you use might be similar or slightly different from this example. If you come over
the over-run and you’re within your “window” and things are nice and stable you “decide” to continue to a landing.
If you come over the over-run outside of your “window” you should make the “go-around decision.”
Let’s say you are stable and in your “window,” and you have decided to land. What if a gust of wind
happens, or a sink rate develops, or something else happens that needs you to “save” the landing? You go around.
In each of these cases, the “go-around decision” was made before you ever stepped in an airplane. The
“window” you choose is like choosing your own personal minimums. If you are in your window, you land. If you are
not in your window, you go around. Every time you come in for a landing you should make that conscious decision.
Do I land, or do I go-around. A few more “go around decisions” would mean a few less poor landings.
Your technique?
safety@capnhq.gov
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Hangar Space
A Couple of “Common” Mishap Scenarios
Collin Kightlinger, Assistant Chief of Safety

As aviators, we do a lot of Risk Management;
from the simplest missions to the most complex. We
mitigate the risks with sensible controls and press
forward knowing that our hard work should lead to a
safe outcome. So anytime we can we can take
advantage of pre-planned risk mitigation, we jump all
over it, as in the case of painted lines on the floor of a
hangar. Someone has already done the hard work of
measuring and insuring safe clearance for our aircraft as
long as we stay on the lines. However, when we deviate
from the lines without properly managing the risk, we
are off the map, and there be dragons, Matey!

Case in point: two CAP members were recently moving an
aircraft out of a hangar for the first sortie of the day. The Hangar
had a second occupant, a van, which required that the aircraft be
parked off of the lead-in/tow lines at a 45-degree angle to
accommodate the aforementioned roommate. The van was moved
and the two crew members began towing the aircraft out of the
hangar not realizing that they were not on the tow lines any longer,
and pranged the right wingtip on a protruding metal bracket. This
was an easily preventable mishap that required just a few moments
of Risk Management to avoid. Sometimes just pausing and asking
yourself, “What’s different today?” can mean a difference between
success and failure.
Our next Hangar incident occurred in a T-hangar where space is limited to begin with. The mishap
occurred post-flight as the two crew members pushed the aircraft back into the unfamiliar hangar.
The two aviators noted that there were no lines to follow inside of the hangar and that there were
only cinderblocks set up to stop the wheels while backing up the airplane. After refueling outside of
the hangar, they pushed the aircraft back into the hangar using only the nose wheel lead-in line on
the outside of the hangar with one member on the tow bar and one on the left wing strut. When
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complete, they noticed that the aircraft was significantly left of centerline and they knew they could
do better, so they set up for a second attempt to park the aircraft.

As the man on the tow bar did his best to keep it on centerline the man on the left wing did
his best to clear the airplane on his side. Unfortunately, there was a significant threat to the right
side of the elevator that became known as the aircraft impacted it.
Inside the back of the T-Hangar flanking either side of the tail were metal cabinets which
considerably reduced the safe clearance for the empennage. Sadly, this was another preventable
mishap, but the two CAP members were certainly not set up for success. Several hazards existed
here – lack of tow lines, poor lighting, reduced clearance in the back of the hangar – and they were
noted, but they were either not properly mitigated and controlled, or perhaps not properly assessed.
Sometimes it’s OK to stop an evolution when things don’t look right. Some activities might exceed
your level of risk mitigation, and that’s when it’s time to bring in some help, sit down and plan, or all
of the above.
********************************************
CAP/SE NOTE: We have seen numerous mishaps that result from aircraft
hangars being used as make-shift storage units for vehicles, supplies, gear,
cabinets, and furniture. As we see in the two cases above, every item added
to the space inside of a hangar increases the risk of an aircraft hitting
something when maneuvered into or out of a hangar. As Collin points out in
this article, there are always going to be risks involved with parking airplanes.
If you are not stopping to identify each and every hazard and discuss how
you’re going to control the risks you face BEFORE you begin to move the
airplane, then you are probably doing it wrong. Identify hazards, assess risks,
develop controls, make decisions … are you following the first steps of the
risk management process?

Safety@capnhq.gov
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“I Thought It Was In PARK”
A Simple Lesson in Risk Controls
George Vogt, CAP/SE

Over the last couple months, we noticed a couple minor vehicle mishaps that were quite similar. As
with many of our mishaps the damage was very minor, but could have been worse. Like all of our mishaps,
there are lessons to be learned, if we take the time to ask what we can do to prevent that type of mishap.
Here’s the scenario … same in both cases, with only minor differences. A senior member was driving a
CAP van. They positioned the van to load some gear, or unload some passengers. They sat in the driver’s seat
while other members carried out their chores. In each case, after a little delay, the senior member got out of
the vehicle to either help the loading or to talk with another member. In both cases, the driver “thought” they
had put the van’s transmission in “PARK.” In both cases, it turned out the van was not in “PARK” and the van
moved with no one in the driver’s seat. In both
cases the van came to a stop when it hit
another vehicle, or another immovable object,
causing slight damage. No one was hurt.
So was it in “PARK?” Did it slip out of
“PARK?” Those are important questions, but
let’s look at this from a basic risk management
approach and see if we can come up with
something that would keep this from
happening regardless of what those answers
may be.
We know it is easy to get distracted
when driving a CAP van in a busy environment
with lots of other members around. We know
it is possible to forget if we put it in “PARK” or
not. We know it is possible to inadvertently step out of the van while it is still in gear. Those are identified
hazards. Each of those hazards presents the very real risk of the van moving without anyone at the controls.
While the probability of it happening may be relatively low, the severity of the resultant damage or injury
could be high, so it is worth coming up with an easy and reliable risk control.
In both cases, the units came up with a very simple, effective, easy to use risk control. When they stop
the van for loading, or unloading, or some other task, they put it in Park and turn off the ignition. If they leave the
van, they take the keys out of the ignition. Problem solved.
It is tempting to blame the driver, or simply warn others not to do the same thing. In risk
management, we recognize that there are human factors like distraction, complacency, over-confidence or
fatigue that can contribute to situations like this. Those are very real hazards. Rather than “blame” the
person, good risk management means coming up with risk controls that will help protect the person from
making those mistakes.
**********************
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