at the control panel did not respond. He was pressed
rigidly against the fence, and his hands gripped the gen-
erator frame. After several seconds, he collapsed, falling
clear of both the generator and the fence.

Personnel immediately secured the generator by
opening the main circuit breaker, then stopping the
engine. First aid and CPR were administered, and nearby
corpsmen were summoned for the fallen Marine. Despite
prompt actions and the use of an automatic external defi-
brillator (AED), he died from cardiac arrest.

In normal operation of optimal equipment, there is
no dangerous voltage present that could harm personnel.
The grounding rod and its associated grounding lead are
designed to provide a safe path to dissipate hazardous
voltages should an electrical fault occur in the generator
set.

In this mishap, no grounding rod was used, and no
earth ground was established for the equipment, despite
very explicit warning placards and strong warnings in
the equipment technical manuals. Why? Habit and com-
placency are to blame. In other areas of the compound,
the concrete made establishing a ground difficult, and it
became common practice for workers to skip this step in
operating equipment, even though a grounding rod easily
could have been driven into the soil at the perimeter of
the paved area.

The mishap equipment was found to have a simple
improper connection in an electrical junction box on the
frame of the light set, allowing full generator voltage to
be present on all external metal surfaces of the unit. By
not using the grounding equipment, the generator frame
became energized when the main breaker was closed,
and deadly current flowed through the mishap Marine to
the fence, which provided a ground.

Warnings and cautions were ineffective in prevent-
ing this mishap because they routinely were ignored.
Interviews with the peers and supervisors of the dead
Marine indicated they routinely operated the equipment
differently in the equipment yard than “in the field.”

In their words, the ground rod provided safety should
the equipment develop faults “in the field.” It was “not
needed” when the equipment was operated for brief
periods within the equipment compound. They were

wrong—dead wrong. GW

LCDR Brittain was a mishap investigator at the Naval Safety Center. He
now works as the Safety and Training Manager for IMS Environmental
Services, Inc. e-mail-lbrittain@imsenv.com.
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