New NM Wing Chief of Safety 
The Wing Safety Page on this website will be updated periodically. I will use it to present risk management materials, accident data, special messages to units and safety personnel, and items of interest that will help us in preventing accidents. 

CAP maintains a web site that contains a lot of mishap data, and I will not be repeating their information on this web site. Space is too important to use for repetitive data. Therefore, I’ll keep the NM Safety web page active with information I’d like you to read that pertains to ongoing programs within the Wing, or any other information I can glean from numerous other websites that may be pertinent to the New Mexico CAP mission.

First, however, I’d like to tell you a little about myself. As I assume the Wing Safety Officer position, I’m capping nearly 40 years in the safety business. That’s 25 years with safety behind my name, and the other 15 years spent trying to figure out how accidents happen, in general, and specifically, how I could keep from busting my fanny while flying fighters for the USAF. I’ve succeeded in both. 

It took me about 15 years to figure out that an organization that has accidents was an organization that was out of control. Stands to reason, doesn’t it? If you look at it another way, you could say that an organization that is in total control of all of its processes, will be accident free. At least that’s what the guru of Statistical Process Control (Dr. W. Edwards Deming) has said. And he’s right. 

Accidents are the manifestation of an organization that is not fully in control of all of its processes. Therefore, when there is an accident, the investigator (or manager, commander, boss, etc.) has to look at organizational origins of risk. You’ll find them every time if you know where and how to look.

Here is a case in point. Squadron II experienced an aircraft accident in which the PIC landed a Cessna 172 on Rwy 30 at the Sunport. Winds were called by the tower at 210/18 knots. The pilot landed, ran out of aileron control to hold the aircraft in the proper wing-low, runway aligned position, wherein the left wing rose, tipping the aircraft onto the prop and right wing-tip. Pilot error, right? Well, not if you look into the mishap thoroughly and examine organizational issues, which we did.

The pilot screwed up and tried to land the aircraft with a cross wind that was out of limits. Why? Because he was complacent. Why? Because, he felt, the tower wouldn’t knowingly give him a runway with an out-of-limit wind condition, would it? 

This pilot ALMOST always used a home-made wind rose on his kneeboard to plot the cross-wind component so that he would always know how much he had to correct for. He didn’t, this time. Why? He had it with him, but was distracted (he was solo) by trying to keep numerous aircraft in sight that were being vectored around him, landing in front of him, and at the same time, pick up the runway and airfield environment as he was drawing near the base leg position. He had channelized his attention onto other things, while tending to the basic airmanship requirement of figuring the winds took a back seat.
Here are some organizational issues that we also uncovered. The Control Tower had been calling the winds at 210/15 knots all day. Right at the Cessna 172 limit. An Aero Club 172 had just landed in front of the mishap aircraft, and did OK. The tower controller was complacent. All day the winds had been from the same direction at a steady 15 knot velocity. Runways are changed when the winds exceed 15 knots. The controller saw 18 knots, and failed to register the runway change requirement, and allowed sunport operations to remain on Rwy 30. We cited tower personell as causal in this mishap.
Here is another organizational issue that played as a causal factor. The U. S. State Department started a flying training with AG Cat aircraft at Kirtland AFB. The base agreed to let them have use of the Base Ops Hangar where Squadron II stores its aircraft. This required us to park some of our aircraft be parked outside. Squadron II elected to park its Cessna 172 and 182 aircraft on the aero club ramp, with tails into the prevailing high winds. Even with control locks installed, the winds bent the aileron control rod mounts in the wing. The damage didn’t show up on preflight, because the checklist does not require pilots to check aileron alignment, only operation. Both ailerons on the mishap aircraft were sagging more than one inch. This meant that the mishap pilot, in attempting a cross wind landing, didn’t have full travel of the ailerons available to him. The ailerons worked, but they lacked full –up travel in both directions. The pilot lacked adequate control authority.
We have some easy answers regarding organization control of this accident. We provided a copy of the mishap report to the Albuquerque Control Tower manager and his deputy, along with a full briefing on the consequences of controller complacency.

We have asked for our maintenance folks to come up with a bolt-on aileron clamp that freezes the ailerons in place so that they aren’t forced up or down by the wind.

We will talk to the base regarding hangar use and see if we can’t regain our hangar space or find an alternative space. Hungered aircraft last longer. Our chances of this are remote.

We will brief this accident to all of our pilots, and counsel the mishap pilot on how to handle complacency and channelized attention.

In my unit visits, I have checkout out your aircraft and have found that there isn’t a Cessna in the fleet with properly balanced controls. All of them are off just a little bit. Not to the degree of the mishap aircraft, but enough that they ought to be checked at the next 100 hours inspection.

This accident now becomes a data point in our hazard inventory. We’ll refer to it in managing risk, say, at Hobbs during a future glider encampment where we park all of the aircraft outside. Or, for example, at Gallup, if they get an airplane, but have no hangar, and must park their aircraft outside. 

I’m including the slides from the February Wing Commander’s Call for anybody to review. If anyone reading these slides has any questions about risk management, please ask them to me at jquick1@earthlink.net.

I look forward to working with everyone in the wing.    

