Navy Executive Safety Board

Minutes

27 June 2006

The Navy created the Navy Executive Safety Board (NESB) in accordance with the Secretary of the Navy’s Naval Safety Strategy and the Navy Plan of Action and Milestones (POA&M) created to implement that strategy.  The NESB is chaired by the Vice Chief of Naval Operations, and its Executive Agent is the Commander, NAVSAFECEN.  Its members include MCPON, FFC, PACFLT, CNIC, Naval Air Forces, Naval Surface Forces, Naval Submarine Forces, Naval Expeditionary Combat Command, SPECWARCOM, NETC, NAVAIR, and NAVSEA.  DASN(Safety) and Director, HQMC Safety Division are advisors to the Board.  The NESB held its second session, chaired by VCNO, Admiral Willard, on 27 June 2006 from 1400-1600.  A list of Flag officer and staff attendees is included in a separate enclosure.  Briefings and supporting documentation are available at the Naval Safety Center’s website.

RADM George Mayer, Commander, NAVSAFECEN, welcomed all attendees. ADM Willard welcomed the group and emphasized the reason for convening the group was to focus on a methodology for Root Cause Analysis of PMV mishaps.  He added that mitigating risks is an art and a science, and that SECNAV is sensitive to the consequences of mishaps, PMV and otherwise.  Before the first presentation, RADM Mayer noted the publication of a 22 June memorandum from SECDEF, with the subject “Reducing Preventable Accidents.”  In this memo, SECDEF urges rededication to the 75% mishap reduction goals, attention to accountability, and a commitment at the DoD-level to support what is necessary to improve safety performance.

CAPT Bill Glenn (Naval Safety Center) began the presentations with a briefing to update actions on Navy mishap investigations and root cause analysis (RCA).  At the 2 May ESB meeting, the Safety Center was tasked to review other service PMV investigation programs for possible ideas to improve Navy PMV investigations, and to develop methodology to conduct RCA analysis of PMV mishaps.  The Safety Center determined that RCA should identify both root causes and ways to mitigate undesired outcomes.  RCA should also be comprehensive, including all possible organizational factors, and determine the facts of a mishap, how it happened, and the ultimate root cause.

Enclosure (2)

    Currently, the Army Combat Readiness Center investigates selected PMV mishaps based on the availability of its two 2-man investigation teams and whether the mishap is high-visibility.  This fiscal year, its teams have investigated eight of 80 Army off-duty PMV mishaps.  The Air Force process has the convening authority assign an investigator from the nearest installation, with a full-time safety manager, unless the MAJCOM commander elects to assume investigative authority.  The Air Force has investigated all 31 PMV mishaps this FY, using a process similar to the Navy, relying on the local police report.  Most significantly, neither the Army nor the Air Force investigation processes currently focus on determining root causes.

     The current Navy PMV investigation process utilizes OPNAVINST 5102.1D.  The procedure includes notifying the Safety Center, appointing a Unit Level investigator, First Flag notification within 7 days, and submission of a Safety Investigation Report within 30 days. The assignment of a Safety Investigation Board (SIB) is optional for PMV mishaps. (A SIB is separately appointed, and consists of three or more members, including a medical representative and a subject matter expert.)  The Safety Center concluded that the current Navy unit level investigations are limited in scope.

     CAPT Glenn reported that the Safety Center has also looked at a RCA software tool, REASON, currently used by NAVAIR.  RADM Mayer said the tool shows great promise and should be further studied.  ADM Willard asked if there is no other option and it shows great promise, why not get a pilot program started?  RADM Mayer responded that there is a need to investigate how to take a tool like REASON and apply it to current needs. RDML Goddard added that it should be compared with other tools as well, such as MORT (management oversight risk tree) analysis.  VADM Munns noted that the lack of investigation in the PMV area is not just because there is no tool there; there is a lack of rigor in the application of RCA in this area that does not exist in other investigations, like aviation. He suggested an emphasis on changing the culture to instill rigor into the process.  ADM Willard concluded that the tool has shown value at NAVAIR in the aviation community, where investigations are rigorous, so it shows promise as a mechanism for consistent RCA across the entire Navy.  He also added that the tool should be coupled with mandatory PMV mishap investigations, to further reinforce RCA in the culture.

     RADM Mayer continued with introducing a revamped PMV Mishap Investigation Template, which includes human factors criteria, meant to be used as a temporary measure until another tool is implemented.  CAPT Glenn added that it had been used in some recent investigations and determined useful.  He also added that REASON tracks some data on which the Navy does not yet collect information, so the template can be used until Navy procedures are altered to provide the best possible data to REASON or some other software solution.  Mr. Garbow asked if a lack of available data contributes to problems investigating mishaps. CAPT Glenn replied that local police reports are often provided, but vary in timeliness and level of detail.  Ms. Bailey (SPAWAR) asked if fear of disciplinary action was in issue in collecting data from mishap participants.  RADM Stanley replied that though accountability is an issue, the aviation community has shown that there is a way to disconnect an investigation into accountability from a separate safety investigation.

RADM Mayer responded that aviation mishap investigations do have a JAG investigation to determine misconduct separate from the mishap investigation that determines cause.  PMV mishaps have limited mishap investigations running parallel to the JAG investigation.  ADM Willard remarked that the PMV mishap investigations should be infused with more rigor to emulate aviation investigations.  

Returning to the PMV Mishap Investigation Template, CAPT Glenn noted that it includes a 72 hour profile of the individual’s activities prior to the mishap.  ADM Willard, while acknowledging the thoroughness of the template, appealed that whatever tool supplied to assist investigations is as straightforward as possible with moderate administrative burden, so that reporting compliance and timeliness was not hindered.  

RDML noted that it seems that the Army and Air Force provide two models for PMV investigation, with the Army relying on a core team of investigators and the Air Force giving the responsibility to commands. He suggested that the Navy look at the two processes and asked if there was value in setting up a core team at NAVSAFECEN to start investigating existing mishaps using this template.  ADM Willard replied that if the Navy already has the methodology for rigorous investigation (from the aviation community), that methodology should logically be brought together with an appropriate tool, and the process refined to attack the problem. He emphasized urgency and not “overstudying” the issue without taking action.

Ms. Bailey asked what would be done with the data collected from the root cause analyses.  RADM Mayer replied that, as part of the process, NAVSAFECEN needed to decide on the best method to get that data back out to the fleet.  ADM Willard remarked that the data may show systemic issues that can be dealt with at the ESB level or indicate local command action.  He added that mishap investigation is not being reinvented in the ESB for PMVs; the Board is determining how to apply sound mishap investigation methods universally.

ADM Willard requested that VADM Munns give the perspective from the nuclear community.  VADM Munns replied that in submarines, the culture is that every time something “off” occurs, you declare it an incident and gather facts to get to the root cause and determine corrective action. Only then is a determination of misconduct made and disciplinary action taken, if required.  This occurs for mishaps and near misses.  He emphasized that the rigor in the process can be transferred to PMV investigations and was reluctant to suggest any other answer would be sufficient.

ADM Willard stated that the Navy should adapt the proven methodology for mishap investigation in submarines/aviation across all mishaps in the Navy.  There are common, proven key elements to investigations that can be applied universally.  VADM Crenshaw noted that there seems to be reluctance in PMV investigations because the incidents occur off-duty.  He added that clear consequences must be emphasized for bad behavior or choices.

ADM Willard asked the board for final thoughts on how to encourage the institutionalization of rigorous PMV mishap investigation across the Department of Navy.  Col Wenger said that the Marine Corps has focused on driving safety down to the O-5 level and revamping training.  They are also emphasizing the “concept of privilege,” borrowed from aviation, in ground safety. This concept allows an individual to provide mishap details to an investigator, without fearing those details will be turned over to a JAG investigator (in the case of honest mistakes).  

Mr. Garbow added that investigations need to be broadened to include injuries as well, which are much harder to track.  ADM Willard agreed that the Board must determine a threshold at which investigations would be mandatory.  VADM Cosgriff added that the TYCOMs and CNIC should be consulted to determine appropriate thresholds.

VADM Cosgriff said he was confident that between Fleet Forces Command and CNIC, the Navy can provide enough personnel to investigate the existing PMV mishaps with the tools available.  VADM Munns reiterated that he was concerned about the cost of implementing the REASON tool.  ADM Willard responded that if the implementation has minimal cost and technology impact, then it will be feasible; if it becomes an encumbrance, it will be dismissed.  VADM Massenburg stated that though the tool will help, it won’t solve all the problems without a significant change in culture.

ADM Willard responded that there is an existing culture for most mishaps, as evident in the aviation and nuclear communities.  The issue with PMV mishaps so far is that the rigor has not been expected and required.

VADM Munns also cautioned that the introduction of a tool like REASON into the PMV process not exclude the CO from the experience of being involved in the written report and determination of accountability. 

VADM Moran added that the aviation community has the ability to return RCA data back quickly to the squadron for corrective action; this process can be exported for PMVs.  

Next, RADM Mayer was asked to summarize the way ahead for PMV mishap investigations and root cause analysis.  He suggested making the investigations mandatory, not voluntary, and taking the method used to investigate on-duty PMV mishaps and applying it off-duty as well. He also suggested looking at REASON (or an equivalent tool) to help get to more rigorous RCA, and examining methods to get information back to the Fleet in a timely fashion to initiate corrective actions.   

VADM Munns suggested convening the two NESB committees (Operations Safety and Operations Safety Support) to delve into the PMV investigation issues and devise a coherent plan, including deciding what’s reportable and how to report it.  ADM Willard added that we are looking for a way to instruct how to investigate meaningfully, including accountability up the chain of command.  He added that, if deemed necessary, he would turn the subject to the two subcommittees for further discussion and action.  He added that there are other areas involved, including training and education, that could be more thoroughly discussed there.

Next, Mr. Lewis (NAVSAFECEN) provided an update to the Navy POA&M.  He briefed all action tasks with due dates between Jun and Aug 06.  These tasks are the responsibility of various Navy commands and activities, including the NESB and its subcommittees.  NAVSAFECEN, as the Executive Agent of the NESB, requests that lead commands update their actions/due dates in a timely fashion in order to be reviewed at upcoming NESB meetings.

The Operations Safety Committee and Operations Safety Support Committee were tasked at the May NESB meeting to review and prioritize their action tasks and make recommendations back to the Flag Panel for any changes in due dates. That work is in progress.

For task 1.1.2A (Traffic Safety and RODS best practices database) and 1.7.3A (Mechanism for collecting best practices), NAVSAFECEN has established a best practices database on its website.  Personnel can view submitted best practices and submit their own.

For task 1.7.3B, TYCOMs were tasked with directing subordinate units to begin to populate the best practices database.  VADM Cosgriff asked RADM Stanley to take that for action for FFC.

For task 2.1.3A (Ensuring ISIC inspections include safety and ORM in org. culture), NAVSAFECEN is currently collecting feedback from Echelon 2 commands.  SAFECEN requested and was granted a new due date of 1 Aug 06.

Task 2.5.1A is complete with the standup of the ESB.  For task 2.5.1B, the NESB charter is being drafted and will contain enclosures describing the operating procedures for each committee. The due date is currently 1 Aug 06. 

For task 3.5.1A, N09FB is currently reviewing 50% of the highest priority JCIDS documents.  Once the System Safety Instruction is distributed, the acquisition community will have more thorough guidelines to follow.  Because revision of the System Safety Instruction is still in progress, a revised due date of 1 Jan 07 was requested and granted.

For task 6.3.1C, OPNAV N8 has made great progress developing the NESB process for funding initiatives outside the POM cycle. This is still in progress, and a revised due date of 1 Aug 06 was requested to coincide with completion of the NESB Charter. The request was granted.

Next, Mr. Garbow provided an update to the 2006 DoN Objectives. Objective #4, “Emphasize Safety,” was validated by SECNAV on 1 June.  ASN(I&E) has been tasked to develop short-term goals and actionable metrics to measure progress. SECNAV is not interested in seeing “glide slope” charts.  He sees little value in praising a drop in mishaps if we cannot determine the causation.  He also is more interested in determining what commands are successful and exporting their best practices, and conversely, determining what commands are most problematic, to better focus corrective actions.  SECNAV has requested quarterly progress reports; DASN(S) will provide monthly updates to ASN(I&E).  Also, the DoN Objectives will migrate to align to fiscal year vice calendar year; the 2006 Objectives will become the FY07 DoN Objectives.

Under Secondary Objective 4.1 (Improve safety performance to meet SECDEF Strategic Planning Guidance), Mr. Garbow described four separate areas: PMV Mishap Reduction, Aviation Mishap Reduction, Marine Corps Tactical Vehicle Mishap Reduction, and Civilian Lost Day Rate Reduction.

Under PMV Mishap Reduction, four goals have been identified:

1. Assess the validity and level of compliance with policy, improve policy, and improve compliance.  The Navy IG is looking at commands and due to report back in December with recommendations for changes. The Marine Corps IG is well underway, having visited 24 of 60 commands.
2. Involve 18-25y/o Sailors and Marines in the process to inform DoN what is and is not working.  NAVSAFECEN has convened many peer focus groups to gather data.  A complete analysis will begin 1 August, which will pare down the toolbox to specific successful initiatives. By 30 September, these will be identified, and by 30 November will be mandated via the NESB.  
3. DSOC funded Traffic Risk Assessment & Control (TRAC) tool.  This is an Army Safety initiative that provides online risk assessment and potential mishap identification, tied to an individual’s leave chit.  This tool facilitates the discussion of risk between an individual and his/her supervisor.  The Army has found that Soldiers utilizing this tool are 5 ½ times less likely to have a PMV mishap.  The developer was due to have a copy to NAVSAFECEN by 30 Jun, which will likely be pushed back.
4. DSOC-funded Kansas State University initiative.  A contract is in place for a researcher to provide a DoD-wide assessment tool that identifies high risk behavior in college age people and provides strategies for mitigation.  A prototype is due 1 September.
Regarding Aviation Mishap Reductions, Mr. Garbow noted that the USMC aviation mishap rate is at its best in five years.  The Marine Corps attributes its success to the accountability and ORM compliance matrix that it has made mandatory.  The visibility of the safety procedures required for proper risk management has increased compliance markedly.  In response to the Marine Corps’ success, CNAF has developed an analogous matrix, online, which should be up and available this month.

Regarding Marine Corps Tactical Vehicle Mishap Reduction, the Marine Corps is exporting the aviation accountability and ORM compliance matrix to apply to tactical vehicles, given the increased rate of rollovers.  Half of rollovers have occurred CONUS, and half in AOR.  ADM Willard noted that the operational concept for these vehicles has changed, in addition to the application of up-armor, which has created different risks to mitigate.  Col Wenger added that the Marine Corps is updating training at installations OCONUS and in Kuwait.

Regarding Reducing Civilian Lost Day Rates, the Navy currently leads DoD, due largely to the successful implementation of OSHA Voluntary Protection Program components.  The Department intends to continue its success and focus on those facilities on the DoD Top 40 list of facilities with the worst day rates. Those facilities have been challenged to get at least one of four VPP objectives complete by 1 January, and to do gap analysis by April. If gaps are identified, they must provide plans to mitigate the gaps.

Under Secondary Objective 4.2 (Improve Data Collection, Utilization, Analysis, and Distribution of Safety Information), DASN(S) is funding an independent assessment of current systems (WESS, ESAMS, LMA) to determine a single DoN-wide Risk Management Information System that is user-friendly and will encourage reporting compliance.  A SOW is in draft and the assessment is intended to be complete by 1 December with funding identified. The new system will be due for fielding by 1 December 07.

To conclude the meeting, ADM Willard requested that RADM Mayer determine the next time the Board should meet, allowing enough time for the committees to turn around actions on PMV Mishap Investigations.  RADM Mayer indicated that he planned to reconvene the Board at the end of July, with all committee work being completed in the interim.  

ADM Willard asked attendees for final comments, indicating he was most interested in the PMV Mishap Investigation/Root Cause Analysis piece being worked as soon as possible.  RADM Donnelly added that accountability must be enforced in off-duty behavior. He also cautioned the Board to be mindful of creating additional action at the command level, given increased workload and reduced manpower levels.  VADM Munns concurred, adding that when adding new tools or actions, the ESB should consider the retirement of those that are superseded or deemed less productive.  ADM Willard acknowledged this, but added that he was not sure how much going from voluntary to mandatory for investigations would truly increase the workload.

VADM Zortman noted that he would like to see some near-term action on Aviation mishap rate reduction. The community seems to be stuck at a plateau. He added that he would like to determine where and when to bring Military Flight Operations Quality Assurance (MFOQA) into the picture, and examine its effect on the culture.

ADM Willard thanked all participants for their comments. He added that for the next meeting he was expecting an update on advances in Naval Safety Strategy POA&M and DON Objectives and a way-ahead for PMV investigations.  The meeting adjourned at 1600.
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