
 
 
 
 
 
 
 

 

 

 
      The Safety Beacon is for informational purposes.  Simply reading the Beacon does not satisfy your monthly safety education requirements 

      but unit safety officers are encouraged to use the articles in the Beacon as topics for their monthly safety briefings and discussions. 
         ________________________________________________________________________________________________ 

                              April 2016 
 

That’s “SIRS” to You!! 
 

 
______________________________________________________ 

 

What’s New In This Issue? 
 

 

-  As you can see, the eServices Safety homepage has got a new look to it.  This is just the beginning as we 
try to give you one-stop shopping for Safety information.  Turn the page to read more about some of the 
changes. 
 

-  Risk Management is a “Commanders’ Emphasis Item.”  Take a look at the joint letter signed by the CAP 
National Commander and the CAP-USAF Commander; a road map for RM in CAP. 
 

-  If you are named as part of a mishap or mishap review, you’ll get an e-mail that tells you what you need to 
do.  Take a look at the new look for those “auto e-mails” from SIRS.  
 

-  “Things I’ve Heard” lets you know about a couple phrases I keep hearing that tell me not everyone 
understands where we’re going with our efforts to incorporate Safety Risk Management into our activities. 
 

- We have some mishap close-outs that are sure to teach us some lasting lessons. 
 

- SNAKE!!!  Be on the lookout. 
 

safety@capnhq.gov 

mailto:safety@capnhq.gov


Commanders Make Risk Management  
“Emphasis Item!” 

 
Major General Joe Vazquez, CAP National Commander, and Colonel Mike Tyynismaa, CAP-USAF Commander, 
have joined forces in throwing their support behind Risk Management in every facet of the Civil Air Patrol.  Calling 
RM a “Commanders’ Emphasis Item” in their March 24th joint letter, the two commanders stress the importance of 
Risk Management as a part of every process in CAP.  

 
 (click on image to read the letter) 
 
In addition to incorporating Risk Management in the planning phases, the letter emphasizes 
the need to continually assess hazards and mitigate risk throughout our on-going missions 
and activities.  Maintaining an awareness of hazards and risks during our missions is as vital 
as considering risk and mitigation during mission planning. 
  
The work isn’t done until the mission or activity is debriefed and lessons learned are 
incorporated into the plan so it is constantly evolving and improving. 
 
From the highest levels of corporate leadership to the smallest activities in CAP, this letter 

signals the Commanders’ commitment to integrating risk management into every process in our organization.   
 

______________________________________________________________________________ 
 

“SIRS” New Safety Homepage 
 

 There is a new look for Safety in eServices!  
 

 First of all, we’ve changed the name.  Long ago called the “Safety 
Management System,” the SMS wasn’t really an SMS.  SMS is the designation 
given in the business and aviation world to an overall corporate approach to 
Safety.  We are developing that kind of approach in CAP, but the “SMS” you saw 
in eServices wasn’t even close to what you’ll see in the future. 
 

 Your new eServices one-stop-shop for all your safety needs is called 
the “Safety Information and Reporting System” (SIRS) and that is exactly what 
it is meant to be.  This will be the website you go to for reporting and 
managing mishaps, and for all the other safety program information you may need.   
It is our intent to make this the one Safety page you need, linking to all other CAP Safety sites. 
 

 You’ll recognize most of the links on the page, and almost all of them work exactly like you’re used to.  Here 
are a few new features: 
 - Safety Officers and Commanders will see the Safety Education Participation rates for their units…the same 
information that appears on the Commanders Dashboard. 
 - PRACTICE!  Click on “Mishap Entry Practice” and you’ll be able to practice entering a mishap without 
affecting the actual SIRS database.  Think of it as your personal SIRS Simulator! 
 - There are new links to the current edition of the Beacon and to the Beacon archives so you’ll be able to 
get the newsletter without switching websites.  You’ll even see a flashing red “NEW” when there’s a new edition. 
 - Click on “Tutorials” for updated instruction on how to use some of the new pages, including some 
improvements and streamlining in the mishap reporting and tracking. 
 - Quick links to FAA and AOPA instructional safety topics 
 - Coming soon!  Each edition of the Beacon Newsletter will be uploaded onto the Online Education page, 
along with a short quiz, to count for your Monthly Safety Education.  Stay tuned! 
 

 This new website is a work in progress with more improvements coming.  Let us know what you like, what 
you don’t like, and what you’d like to see!  safety@capnhq.gov 

___________________________________  

2

mailto:safety@capnhq.gov
http://www.capmembers.com/media/cms/CAP__CAPUSAF_RM_letter__24_Mar_16___8B29318EE478C.pdf


“You have been appointed…” 
“You have been involved…” 

 
George Vogt, CAP/SE 

 
Last month I wrote about new auto-emails that would be going out to advise you if you had been named as a 
witness to a mishap, or appointed to review a mishap, or if you’re a wing or region commander and have a 
mishap review ready for your coordination.  We have to apologize that there was a short delay, but those are 
up and running now with the introduction of the new SIRS homepage, and they provide short checklists to let 
you know what is expected of you. 
 
Here are a few examples of what you’ll see… 
 
 
MAKE A STATEMENT: 

This one is what you will see if you are named as a witness or were involved in a mishap.  WE 
NEED YOU TO MAKE A STATEMENT to help us learn what might have caused the mishap. 

 
 

REVIEW OFFICER:  

Here’s part of the e-mail addressed to the Review Officer.  Note that there is a big emphasis 
on gathering information about what led up to the mishap!! 
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WING COMMANDER: 

Here’s the e-mail the Wing Commander will see when a mishap is ready for their review.   
 
 

We really want to emphasize the important role of the wing commanders and their directors of safety when it 
comes to gleaning all the “lessons learned” from our mishap reviews.  Commanders and directors of safety are 
the “quality control” in the review process.  By the time the wing commander reads the final mishap review 
and sends it up the chain, they should have a clear picture of what happened, what contributed to it 
happening, and what corrective actions might address the hazards and risks that contributed to the mishap.  If 
those questions aren’t answered, they should send it back to the review officer to dig a little deeper. 
 
Likewise, the region commander, when the mishap rises to that level, should exercise quality control and send 
it back down if all the questions aren’t answered.  The region director of safety should be helping in that 
process. 
 
The final step in the quality control process?  The CAP Chief of Safety.  Frankly, most of the mishap reviews we 
have seen have done a poor job of determining the causes of most of our mishaps.  They contain very little 
information on what led up to each mishap.  If we don’t know why they happen, we can’t work to prevent 
them.  As we get into our busiest time of the year, I beseech everyone to improve their reviews, and improve 
the quality control, so we can really begin to learn from our mishaps.  If the checklists and the training aren’t 
adequate to let you know what we’re looking for, let us know and we’ll work with you to provide the tools and 
training that will work for you. 
 
In the meantime, if the reviews of mishaps, or the descriptions of First Aid minor mishaps, don’t provide us 
enough information about what led up to the mishap, we’ll use another portion of the 
Mishap Management page that most people don’t see:  The “Change Status” option.  In the 
image to the right you can see a screen shot of what I see when a mishap is forwarded up to 
NHQ after it is categorized as “First Aid Only” (more on that in an upcoming issue) or the 
wing and region commanders have done their quality control and sent it up to be closed.  If 
I don’t think the mishap has been adequately reviewed, I can opt to send it back to be 
reviewed (INV), or send it back to the region or wing commander for another look.  I am 
starting to use that tool more and more, but don’t worry.  There is also a window for me to 
enter some comments and I’ll be sure to offer some ideas on what we’re looking for. 
 
Thanks for the help!  Give us some feedback on the new e-mails.  They’re designed to be a quick reference to 
let you know what we’re looking for, so let us know if they help.  safety@capnhq.gov 

_______________________________________ 
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A Couple Things I’ve Heard… 
George Vogt, CAP/SE 

 
 As I discuss safety and risk management with CAP members around the country, I hear a few of them 
say things that tell me they don’t fully understand how Safety Risk Management is meant to be a part of all we 
do in CAP.  That is something the National Commander and I (see the letter this issue) are trying to address, 
and we know it will take some time.   
 
 In the past in CAP, and in many other organizations, “safety” has been an outsider when it comes to 
getting the mission done.  Rather than being a part of what we do and how we think, “safety” is something 
that seems like an “add-on.”  Another chore added to the busy mission.  Another form to fill out.  It seems like 
a waste of time, so we check the boxes and set it aside.  On the other hand, if Safety Risk Management is part 
of the planning process, it will be accomplished right along with the rest of the planning.  Things that are 
“added on” after the plan is complete are the first to get ignored when things get rushed, and assessing risks in 
our daily lives is not something we want to ignore. 
 
 Here are a couple actual situations that occurred in just the last few weeks.  In each case I discussed 
these minor mishaps with a “person in the know” in the wings in which they occurred. 
 
 The first one involved taxiing an airplane to parking after a flight.  The late afternoon sun was low, and 
bright.  The pilot was faced with turning his airplane into the parking place while looking directly into the sun 
through a scratched and slightly dirty windscreen.  Visibility was poor.  Sound risky?  That’s the kind of thought 
that might have led the pilot to stop the airplane and push it in to the space.  But the pilot elected to continue 
with limited vision.  He hit a pair of chocks and the chocks hit the propeller, causing damage.  I talked to the 
wing representative about how we could help our pilots make better risk assessments when engaged in 
parking, or any other ground handling, of our aircraft.  What tools could we give them that would help?  His 
answer was that he didn’t want to see some “one-size-fits-all” solution that would be just one more thing 
they’d have to accomplish before they could park. 
 
 The second case involved a CAP van, driven by a senior member, carrying cadets.  Part of a rather 
lengthy trip, the driver admitted not seeing the semi-truck as they merged into the truck’s lane.  Luckily there 
were only a couple minor injuries and minor damage to the van as it slid to a stop on the shoulder of the road.  
I asked what kind of risk management had been done before the long drive, and did they consider hazards and 
risk as part of their planning.  Could we help with training or a tool to help?  The reply from the wing member I 
talked to was that they were in favor of risk management but not if it means “putting a paperwork burden out 
there for the driver.”   
 
 In each case, they were thinking of safety as an add-on.  I was thinking of risk management as part of 
the planning process before the mission, and a constant assessment of risk during the mission.  As the van 
driver and cadets got together and planned their rest stops and who was going to sit where, did they discuss 
some of the hazards they’d face?  The road conditions?  Fatigue for the driver?  How the cadets could help?  If 
not, then risk management wasn’t part of the process…it was an add-on that was forgotten.  When the pilot 
started to park his airplane, and he saw the sun and the reduced visibility, did he think about what could go 
wrong and how he could prevent it?  If not then risk management wasn’t part of his process…it was an add-on 
that was forgotten.  Risk Management thinking really is the “one-size-fits-all” solution we’ve been looking for. 
 
 As part of our new approach to safety and risk management, make sure risk management is part of the 
process, and it won’t be forgotten.   
 

******************** 
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Mishap Reviews 
 

Colonel Robert Castle, CAP/SEA 
 
 
 

Some wise person pointed out that the definition of insanity is doing the same thing over and over and 
expecting a different result each time.  That’s pretty much where we are in CAP safety right now.   
 
As you can imagine, we see a lot of mishap reports every week.  The majority are minor and don’t 
require a formal review.  That’s not to say that we can’t learn from minor mishaps.  If you cut your finger 
on the edge of a sharp object in the squadron area, it’s a minor mishap which doesn’t require a review.  
But how many other members need to cut their finger on the same object before we decide it might be 
a better idea to either remove the item, pad the sharp edge, or warn our fellow members of the hazard? 
 
Whether a mishap review is required by CAPR 62-2, or the unit safety officer decides that a minor 
mishap warrants a closer look, there are some fundamental steps that need to be accomplished when 
you’re doing a mishap review. 
 
Remember – a mishap review is more than just restating what happened.  It requires ‘peeling back the 
layers of the onion’ to determine the causes and develop mitigations to prevent a similar mishap from 
happening again. 
 
 
The purpose of a mishap review: 
 
 - Determines how to prevent similar mishaps 
 - Completed quickly (60 days if possible) 
 - Identify and mitigate future risks 
 - May recommend remedial training 
 - Goes beyond the “what happened” 
 
 
What a mishap review officer should do: 
 
 - Interview participants while events are fresh 
  -- Obviously talking to people shortly after the mishap occurs has advantages while the 
      details are clear.  Keep in mind that a participant (or witness) sees things from a 
        different perspective and their accounts will often be different. 
 
 - Look at the area where the mishap took place 
  -- Looking at the area surrounding the location where the mishap took place can provide 
      clues as to what happened and may reveal hazards that the persons involved in the  
      mishap failed to recognize.   
  -- Think about the location where your unit meets.  When was the last time you took a 
      good look around for hazards?  Overloaded electric outlets, trip hazards from  
       wires/cables, improper storage of chemicals, extra squadron equipment stored in the 
      hangar around the aircraft, etc.  Have a member from another unit visit and inspect  
      your area.  They’ll probably find items you’ve missed. 
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 - Take photos 
  -- Almost everyone has a smart phone with a built in camera.  Take pictures!  A photo is 
      worth a thousand words and might show hazards missed on an in-person visit. 
 
 - Do NOT Establish Liability and Do NOT Recommend Disciplinary Actions 
  -- A mishap review does NOT establish liability or find fault.  It’s a statement of the facts  
      as closely as they can be determined to provide hazard identification and mitigation.  
      A mishap review does NOT recommend punitive action or assessments against 
      members. 
  -- Disciplinary action is a Command function and not within the purview of safety.  
      Safety Directors and Officers do not ground a pilot after an accident or incident – 
      that’s the commander’s job as appropriate. 
 
 
We’re working to develop a comprehensive Mishap Review Officer’s Guide that will be available 
sometime later in 2016 which will help answer many questions that arise when conducting a review of 
any kind.  It will be a checklist approach to mishap reviews.  In the meantime, if you’re assigned as a 
Mishap Review Officer you’ll receive an e-mail from eServices giving you some short tips on how to 
proceed.  Even if you’re just taking an informal look at what led up to a minor mishap, and you have 
questions, contact your Wing or Region Director of Safety or the National Safety Team and we’ll be glad 
to assist! 

************************************ 
 
 
 

February 2016 Mishap Closeouts 
Colonel Robert Castle, CAP/SEA 

Bodily Injury - 15 Aircraft – 5 Vehicle – 1 Property - 1 

 

Let’s take a look at a couple of the mishaps in more detail: 

 

Watch the Door! (part two) 

First, the property damage mishap.  Fortunately there were no injuries and the damage was relatively 
minor, but the potential for serious bodily injury to members and damage to equipment was narrowly 
avoided. 

“Senior member was opening hangar door prior to cadet orientation flights.  Hangar door was 
latched at each end by metal bars.  Senior member asked a cadet to unlatch one end of the door 
while [the] senior member raised middle pin and unlatched the other end.  Cadet unlatched the 
door, but rotated the bar 180 degrees opposite of its normal position.  Senior member started 
the electronic motor to raise door.  The latch came into contact with the door as it opened.  
Door automatically stopped when bar caused resistance, but not before the force of the 
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opening door bent the metal latch.  Door and latch are still operable, but metal latch now has a 
20-30 degree bend whereas before it was straight.” 

It isn’t stated in the mishap review whether the cadet had ever assisted opening the hangar door before 
or what type of instruction, if any, was provided by the pilot prior to commencing the operation.   Tasks 
that seem simple to us, because we’ve done them hundreds of times before, may be completely baffling 
to someone that’s never done the task before.   Proper instruction and adequate supervision go hand in 
hand - especially for members who may be experiencing something for the first time.  Take the time to 
make this a Risk Management teaching opportunity for the cadet.  Talk about the hazards and the risks 
they present, then talk about how you’re going to get the door open “…without getting hurt.” 

 

Spot Me! 

Despite our best efforts to get the word out about the use of a spotter when driving corporate vehicles, 
we continue to have instances of members backing into other vehicles and objects.   

• Whenever possible, take a ‘wingman’ along to assist 
• Position the ‘wingman’ at the rear of the vehicle when backing – spotting from inside the vehicle 

doesn’t generally work well! 
• Roll down the window(s) and turn the volume down on any radios so the driver and spotter can 

hear each other. 
• If driving solo, walk around and look for hazards before attempting to back up and remember 

that those vans are longer than what you may be used to driving.  Give yourself extra room! 

 

Fit? 

Physical Fitness testing still leads in the number one cause of bodily injury reports.  Staying fit is 
important for all our members and it’s a required part of the cadet program.  Units are encouraged to 
have a regular fitness program beyond just the monthly CPFT.  Members should be exercise regularly 
whether at home, school or at work.  When it’s time to take that monthly test, they’ll be ready! 

**************************** 
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SSNNAAKKEE!!!!!!!!  
CCooll  BBoobb  CCaassttllee,,  CCAAPP//SSEEAA  

  
This next feature showed up as a Hazard Report in eServices, and we thought it might be a timely warning to all our 
aviators, and any other CAP members who regularly meet and participate in missions in SNAKE 
COUNTRY!!!! 
 
Hazard Report:  February is usually cold weather, but we are experiencing 
a warm winter with temperatures in the 80s here in Louisiana. Today, at 
Green Flag Operations in Alexandria LA, while inspecting an aircraft, we 
found a snake wrapped around the nose wheel. It was likely poisonous and 
very aggressive. It almost created a mishap by snake bite. Suggestion: pass 
the information along to southern states to be cautious of snakes in this 
warm winter weather.  
Submitted by:  Maj R K Anderson  

CLOSED: Increased animal activity due to warmer weather was 
addressed in an email to all LAWG members and at a 
Commander’s Call (and now it’s in the Beacon!) 

 
This hazard isn’t only limited to southern states, and this time of year snakes are much more active as they come out 
of their winter hiding.  Take the time to become informed about the habits of snakes in your area.  Here’s some 
information on a couple varieties common in the southwest, showing how it’s hard to tell the difference between 
poisonous and non-poisonous snakes.  They all deserve our respect and caution!   
 
  Diamondback water snakes (Nerodia rhombifer) are a large thick-bodied, defensive, often ill-tempered 
snake. These snakes are often confused with Cottonmouths and are needlessly killed.  They do share the same 
watery environs as cottonmouths (A.K.A. water moccasins) which contributes part to the confusion. 
 Water snakes by nature are quick to defend themselves from possible threats. They will flatten their heads 
and bodies and are prone to strike. This often "aggressive" behavior causes people to think that they are faced with a 
venomous snake. 
                                                         
 
 
 
 
 
 
 
 
 
 

 
Pictures and information courtesy of Eileen Castle, Science Museum Oklahoma 

 
Snakes are an important part of the ecosystem, helping keep the populations of rodents in check.  Snakes are easily 
misidentified, but when in doubt, give the snake the benefit of the doubt and keep your distance.   

________________________________________ 

Adult Diamondback Water Snake Adult Cottonmouth 
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