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APPENDIX A

INVESTIGATION TECHNIQUES
1.  TYPES OF INVESTIGATIONS

a.  Safety Investigations.  There are three types of safety investigations.




(1) Unit/Command Safety Investigations.  Class B, C, and other reportable mishaps that do not require a safety investigation board (SIB) are investigated at the unit level.




(2) Safety Investigation Boards (SIB).  On-duty and off-duty on base Class A mishaps require investigation by an SIB.  For information on SIBs, see Chapter 6.




(3) Directed Safety Investigations.  In special cases, Chief of Naval Operations (CNO (N09F)) or Commandant of the Marine Corps, Safety Division (CMC (SD)) may direct an independent safety investigation.  These independent investigations do not relieve commanders of their responsibilities for safety investigation and reporting as required by this manual.


b.  Judge Advocate General Manual (JAGMAN) Investigations.  A mishap involving naval activities may require an investigation pursuant to the JAGMAN in addition to the safety investigation.  JAGMAN investigations are conducted for legal or administrative action, when the potential exists for claims against the government, possible negligence, culpable performance of duty, etc.  Nothing in this Manual prevents JAGMAN investigators from access to the same non-privileged factual material or witnesses available to the safety investigators and vice versa.  Safety investigation reports (SIREP) shall not be included in any JAGMAN investigations.


c.  Criminal and Security Investigations.  Any death occurring on a Navy or Marine Corps activity must be investigated by Naval Criminal Investigative Service (NCIS) per reference A-1.  NCIS will investigate the circumstances of the death until criminal acts, diseases, or natural causes reasonably can be excluded.  The Memorandum of Understanding (MOU), Appendix D, between NCIS and Commander, Naval Safety Center COMNAVSAFECEN explains the working relationship between the criminal and safety investigations.  Refer all questions to COMNAVSAFECEN (Code 03) should difficulties arise between NCIS and safety investigators.


d.  Investigation by Other Agencies.  Mishaps occurring on- or off-base may result in investigations by National Transportation Safety Board (NTSB), the Occupational Safety and Health Administration (OSHA), emergency medical service (EMS), civilian or federal fire departments, civilian or federal law enforcement, etc.  In this case, an extensive safety investigation may not be needed to obtain some of the pertinent information required by this manual.




(1) Refer all questions to COMNAVSAFECEN (Appendix F) should difficulties arise between these agencies and safety investigators.




(2) The NTSB investigator-in-charge designates parties to participate in the investigation.  Parties shall be limited to those persons, government agencies, companies, and associations whose employees; functions, activities, or products were involved in the incident and who can provide suitable qualified technical personnel actively to assist in the investigation, per reference A-2.


e.  Inter-Service Safety Investigation Requirements. Procedures for joint investigation and reporting is covered by the MOU among the Naval, U.S. Army, and U.S. Air Force Safety Centers and the U.S. Coast Guard (See Appendix E).


f.  If a maritime incident involves units or personnel of two or more North Atlantic Treaty Organization (NATO) nations, the provisions of NATO Standardization Agreement (STANAG) 1179 (NOTAL), Combined Investigation of Maritime Incidents, become effective.  Under the provisions of STANAG 1179, NATO nations agree to conduct either a combined court of inquiry, a national inquiry attended by witnesses and/or observers from other nations, or an independent national inquiry coordinated by the presidents of the inquiries.


g.  Relationships.  Safety investigations must be separate and distinct from all other investigations.  To ensure the independence of the safety investigation, the following applies:




(1) Personnel assigned to conduct safety investigations, assigned as a member or advisor to an SIB are excluded from assignment to a JAGMAN investigation of the same incident.




(2) Personnel assigned as the primary duty safety officer, shall neither assist nor be assigned to conduct any JAGMAN investigation.




(3) SIREP and privileged information shall not be made available, shared or included in any JAGMAN investigation.  However, the safety investigator may review information gathered during the JAGMAN investigation.


h.  Criminal Activity.  If during the course of the investigation, any investigator discovers a criminal act, the senior member of the SIB or the command's safety investigator immediately shall notify the appointing authority for guidance to determine the need to continue or terminate the investigation.  The appointing authority will then confer with COMNAVSAFECEN SJA and advise NCIS or CMC (SD) (as appropriate).




(1) Some evidence gathered during the safety investigation may be releasable to other investigators.  The safety investigator shall not release information revealing the source of any physical evidence obtained because of privileged information, nor any statements given.




(2) The safety investigator shall give non-privileged physical evidence to the senior NCIS agent.




(3) Valuable safety information may result from investigating a Navy or Marine Corps mishap that occurred after the criminal act.  The safety investigation may be continued if directed by the appointing authority after consulting with COMNAVSAFECEN (Staff Judge Advocate).

For example:  In an arson case, safety investigators would notify the NCIS.  But, if during the fire fighting, two oxygen breathing apparatus (OBA) or self-contained breathing apparatus (SCBA) failed and caused two fatalities, we may wish to continue the safety investigation.  We can learn important information on the reliability of OBAs or SCBAs or other fire fighting equipment from the safety investigation.


i.  Sharing of Investigative Information.  To preserve the integrity of the safety investigation process, safety investigators may share only factual (non-privilege) items as specifically requested by other investigators.

2.  EVIDENCE GATHERING

a.  A complete and comprehensive safety investigation is an essential tool for identifying mishap causes to prevent recurrence. The circumstances surrounding mishaps are diverse.  It is not possible to describe every circumstance under which specific kinds of evidence are collected during a safety investigation.  Great reliance is placed on the single investigator or the members of the SIB. The first step in a safety investigation is to determine the facts or "what happened."  Identifying all the relevant facts through the investigative process enables the investigator to satisfy this requirement.  As facts are gathered and reviewed, first impressions should not influence the investigation; rather, they should review the totality of the mishap's circumstances to ensure that all information is considered in determining what occurred. Information should be reviewed for relevance and accuracy, and then validated.  Not all information can be established as factual with complete certainty.  The sooner an investigation starts the better the result.  All safety investigations are conducted solely for safety purposes.


b.  Criminal Evidence.  If during the course of the safety investigation, evidence of a criminal act is discovered. 


c.  Evidence Pertinent to a Safety Investigation




(1) Official personnel, medical, pay, and training records; maintenance history; and property and material related to the mishap.




(2) All files on government owned computers and individual logs required by other directives (e.g., dive and jump logs).




(3) All previously gathered evidence, videos, photographs, witnesses' names, statements, and other reports.




(4) Appendices D and E explain the relationship between the safety investigator and NCIS agents and other service’s safety centers.


d.  Collection of Evidence. When a reportable mishap occurs, an attempt should be made to preserve the site.  Physical evidence may include wreckage or damaged equipment or any other physical proof of a mishap in the area directly affected by or surrounding the scene of the mishap.  Operational requirements or damage control measures may require disturbing the scene of the mishap before the safety investigator arrives.  Assigned safety investigators must contact those activities for a list of witnesses and any evidence collected before the clean up.  If the site has not been disturbed, the safety investigator should gather graphic illustrations, collect physical and medical evidence, and background and technical information.  List everyone in the area of the mishap including people at the scene before, during, or after the mishap, and people involved in the rescue and cleanup.  Encourage them to develop personal notes concerning the mishap to refer to during interviews.  Witnesses should write down their own observations and should not discuss the mishap with other witnesses.




(1) Graphic Illustration.  Make a permanent record of the mishap scene:






(a) Make plots, diagrams, or sketches of the scene and equipment, before moving or removing any wreckage.  Identify the position of people, equipment, material and debris to facilitate the analysis.






(b) Take photographs or videotape recordings of the wreckage, its distribution, and the surrounding area. Photographs are helpful in preserving items of evidence, which would be destroyed by time or elements.  They eliminate lengthy narrative descriptions and provide reviewing officials and units with a clearer understanding of the mishap sequence and the environment.  Photograph the mishap site surrounding the site and all items of evidence prior to removal, when possible.




(2) Physical Evidence.  Investigators must handle all evidence carefully, including pieces and parts of equipment or material, to make sure they don't alter or destroy it.  Wear gloves or avoid handling the evidence with your hands.






(a) Put all evidence in sealed plastic bags, if possible.






(b) Tag each item with a full description and its relationship to the mishap.  Use masking tape, index cards, or self-adhesive labels to identify each item of evidence.  Include:







1.  When it was collected and by whom.







2.  Location, including its relationship to other items.







3.  Identification, such as NSN, model number, military specification (MILSPEC), and manufacturer.







4.  Store all moved parts, wreckage, and debris in a secure area and safeguard them until released.







5.  Physical evidence is not privileged.  Other investigators may request the physical evidence.  Don't include any privileged information on the label or inside the bags.  If necessary, use a numbering, lettering, or other coding system to identify evidence. If you send evidence to a laboratory for analysis, package it carefully.




(3) Medical Evidence.  The collection of any time-sensitive medical evidence, such as blood and urine samples pertinent to the safety investigation should be collected as soon as possible after the incident.  The collection and analysis of medical and human factors evidence must be coordinated with all other aspects of the investigation.






(a) Medical Evaluation and Treatment.  The competent medical authority assigned to assist in the investigation shall consult the record of medical treatment of the involved personnel.  Provide a signed copy of Figure A-1 should the health care provider deny safety investigators access to the medical records of the mishap victims per the Health Insurance Portability and Accountability Act (HIPPA), which provides an exception for safety investigations.






(b) Pathological Studies.  An autopsy should be ordered whenever a fatality occurs as a result of a mishap.  The Armed Forces Medical Examiner (AFME) has the authority to order autopsies in some cases involving the death of a service member per references A-3 and A-4.  If a state, local, or other government agency that performed the autopsy and the report has not been provided, or a preliminary report is required, contact the Armed Forces Institute of Pathology (AFIP) for assistance in obtaining a copy, by calling 1-80-944-7912.







1.  The medical representative plays a critical role in jurisdiction issues.  The Navy and Marine Corps has jurisdiction when the mishap occurs on property that is under exclusive federal jurisdiction (see paragraph b below).  However, most bases have concurrent jurisdiction.  The medical representative should establish a working relationship (based on formal pre-mishap agreement) with the local authorities and explore the options.







a.  If the jurisdiction is concurrent or exclusively civilian, then the local coroner or medical examiner will have jurisdiction.  He may:








(1) Retain jurisdiction and perform the autopsy.








(2) Retain jurisdiction and request that representatives of the AFME perform the autopsy under his jurisdiction.








(3) Waive jurisdiction to the Navy or Marine Corps, thereby making jurisdiction essentially federal (paragraph 2 below), in which case the AFME will order the autopsy.








(4) Retain jurisdiction but not perform the autopsy.  Instead, he will release the body to the next of kin, who in turn may authorize the autopsy by a military pathologist (requiring an SF 523 - - Authorization for Autopsy form, from the next of kin).







b.  For exclusively federal jurisdiction, the AFME has the authority to order the autopsy.  The commanding officer may sign the authorization form (SF 523) as the agent of the AFME.







2.  If a state, local, or other government agency performed autopsy has not been provided or a preliminary report is required, contact Armed Forces Institute of Pathology (AFIP) for assistance in obtaining a copy, by calling 1-800-944-7912.






(c) Autopsy Report.  If an autopsy report indicates the death may not have been the result of the mishap, the senior member shall notify the controlling command who will confer with COMNAVSAFECEN command surgeon, Code 14, and reach agreement on continuing or terminating the investigation.  If an investigation is terminated, submit a SIREP with the information gathered to date.  The SIREP will be sent directly to COMNAVSAFECEN, INFO copy to the endorsing chain.  No endorsements are necessary unless otherwise directed by the controlling command.




(4) Background Information.  Various forms of documents and personal information will provide background knowledge of events leading up to the incident.  The SIB may collect or assemble information from:






(a) Official personnel, medical, pay, and training records.






(b) Files on government-owned computers, messages and official correspondence.






(c) Individual logs required by other directives (e.g., dive and jump logs).






(d) The qualification of the people involved.






(e) The state of training of the people involved.






(f) The effectiveness of damage control efforts.






(g) A 72-hour profile traces the chronological actions and activities of individuals directly involved in the mishap or had an influence on the incident.  Including the profile is optional; however, the information may be valuable to the investigators.  The following information is important in the development of the profile:







1.  Leave and liberty status.







2.  Work schedule and work performed.







3.  Periods of rest and sleep.







4.  Medications prescribed.







5.  Alcohol and other drugs ingested (prescription, nonprescription, and illegal).







6.  Distances and times for travel.







7.  Behavior changes (general physical condition, including illnesses, viral infections, physical anomalies, recent chronic fatigue, hypertension, diabetes, elevated cholesterol, or other medical problems).







8.  Individual’s mental, emotional, and physical state including perceived stress and behavior changes based on supervisor, co-workers, and friends.







9.  Other comments the supervisor, next-of-kin, co-workers, and friends wish to make related to the individual’s condition or pre-mishap activities.







10.  Other factors prior to the mishap that could have affected the mishap occurrence or its outcome.







11.  Any adverse administrative or punitive action or any other behavior infractions for the past three years.







12.  For personnel involved in a Physical Training (PT), Physical Readiness Test (PRT), Physical Fitness Test (PFT) or Physical Fitness Assessment (PFA) related mishaps include the following:







a.  Height, weight, and percent body fat.







b.  Time from start or end of activity to onset of first symptom(s).







c.  Have any physical conditions or on any physical conditioning program prior to death.







d.  Meal times, food, and liquids, type of and quantity consumed, two hours prior to the mishap.







e.  Smoking or drinking habits (alcohol) if any.







f.  Weather conditions.







g.  Wet Bulb Globe Temperature (WBGT) readings for heat-related casualties.


e.  Technical Information.  The condition of equipment involved in the incident may provide value data on the cause.  The SIB may collect or assemble information from:




(1) Activity logs, standing orders, 3M, maintenance records, and material deficiencies to provide historical information on the equipment.




(2) A review of existing material deficiencies and the adequacy of approved procedures.




(3) When prepared in written form, all estimates of damage shall conspicuously state:  "This estimate is prepared solely for safety purposes.  It is not intended to reflect, in any way, the extent of any party's damages or liability for purposes of administrative claims or litigation."




(4) An engineering investigation (EI) can provide an in-depth analysis of equipment function or malfunction. When the investigator desires an EI, submit a request to the appointing authority.  EIs are to be conducted at the local installation whenever possible or contact the COMNAVSAFECEN for the closest appropriate facility.  The investigator or representative may accompany the part(s) in question and may be present during all examinations.  The request will include the material for the EI, description of the physical circumstances of the mishap, and description of the parts as found in the wreckage or damaged configuration.  Do not include privileged information.  Do not tamper with, adjust, remove parts from, or clean the material subject to the EI.  EIs are an important source of factual information not only for the SIREP but other reports as well and maybe required by other directives.


f.  Witnesses.  Witness accounts provide some of the most important clues to mishap causes.  Witnesses include those involved in the mishap, those who saw it, and those with training and experience to qualify them as Subject Matter Experts (SMEs).  When witnesses appear before a single investigator or the SIB, they will neither testify under oath nor make a sworn statement.  Witnesses shall not be limited in their statements to matters to which they could testify in court, but may be invited to express personal opinions and speculate on possible causal factors of the mishap.  The circumstances and facts the investigators find at the mishap scene dictate the order and questions to ask witnesses or other people.  For further information on conducting witness interviews see Appendix C.

3.  MISHAP RECONSTRUCTION

a.  Reconstruction should identify the chronological sequence of events that occurred before, during and after the mishap.  The investigator may have to evaluate conflicting data to determine the most probable scenario.  This may be the most difficult part of the investigative process, but is crucial to determining the causes.


b.  Reconstruction Process.  There are an infinite number of mishap situations and reconstruction methods.  Consequently, it would not be prudent to suggest a certain method for given types of mishaps.  A general process that may guide the reconstruction includes:




(1) Collecting the pertinent evidence available.  Examine the results of the initial evidence collection to determine what is required.




(2) Establishing what additional information is needed, what facts about how the mishap occurred are unknown, and outline a plan for gathering additional evidence.




(3) Developing a time line may be accomplished by working backward.  Look at each piece of evidence - the people, positions, parts and documents to determine:






(a) What happened last?






(b) What happened next to last?






(c) How did this sequence start?


c.  It may be necessary to calculate pressures, distances, speeds, etc. to complete the sequence of events.  Identify what assumptions made and whether they follow logically in the sequence of events.


d.  Brainstorm and evaluate facts or theories that seem contrary to the sequence of events. Look for places where conclusions were used as starting points or were reached prematurely.


e.  Significant new information can be gained from re-enactment if the sequence of events of the mishap cannot be developed in any other way.  The re-enactment can provide a key to prevent recurrence or verify the theories and opinions of the investigator.  Re-enactment is not advisable if the participants are emotionally upset, nervous, tense, or agitated.  When re-enacting mishap:




(1) Ensure qualified supervisory personnel monitor the progress of the re-enactment.




(2) Warn the participants not to repeat the act or unsafe practice that caused the mishap.  Be prepared to stop the re-enactment if the participants are about to take an unnecessary risk.




(3) Ask the participants to demonstrate their actions slowly and deliberately, explaining as they demonstrate.




(4) Before starting the re-enactment, brief the participant to proceed up to the point of the mishap.  Beyond that point, use a talk-and-walk method of re-enactment.

NOTE:

Investigators observing the re-enactment should take notes, photographs, or videotape for further review and analysis.

4.  ANALYSIS OF EVIDENCE

a.  Analyzing facts provides another key element of information for the investigation - "how the mishap happened."  Analysis focuses on the facts connected to the mishap and the conditions leading up to the mishap, and also identifies the causal factors that allowed the mishap to occur.  The SIB thoroughly documents the methodology it uses to arrive at its understanding of the facts, conditions, and circumstances.  Analyzing the relationship between causes and events can help investigators reach conclusions about the causal factors.


b.  Deliberations Outline




(1) After collecting mishap data, the entire SIB should meet at a central location to collectively review the data and finalize the analysis.  The facility used for the meetings should be secure and free from distractions and allow for privacy.  The senior member will chair the meetings and guide the proceeding.  The board members should present the factors they believe caused the mishap, contributed to injuries, or had other significance.  In presenting this information, the events directly involving each factor should be identified.  This will help to place each factor in its proper perspective and relation to the other events.




(2) List the chronological sequence of events leading up to and through the mishap.




(3) Causal factors are made up of elements describing how the personnel, equipment, actions, events, and reasons contributed to the mishap. Factors associated with an event usually will fall into one of five categories.






(a) Factors that definitely contributed to the mishap.






(b) Factors suspected to have contributed to the mishap.






(c) Factors that did not contribute to the mishap but contributed to the severity of the injuries.






(d) Factors that did not contribute to the mishap but caused injuries or could adversely affect the safety of continued operations if left uncorrected.






(e) Factors that in no way contributed to the mishap but identify local conditions or practices that should be corrected.  These factors should not be addressed in the analysis or listed in the findings and recommendations part of the investigation report of the mishap.  The board should notify the command to submit the proper documentation.




(4) It may become apparent during the deliberations, that evidence is conflicting.  In such cases, the SIB may gather additional evidence or re-interview witnesses.  If this does not resolve the conflict, the SIB should carefully weigh the evidence and decide what is most credible.




(5) When the SIB has reached a consensus on each significant factor involved in the mishap, list each factor and specify whether or not it was a cause of the mishap and place it in the proper category (i.e., human or material).




(6) Each accepted cause must have at least one recommendation.  Express each recommendation in a complete, self-explanatory statement.  As a minimum, each recommendation shall state who is responsible for what action.  Sometimes, how, where and when are also appropriate.




(7) For significant hazardous conditions related to the mishap discovered during the investigation, the SIB shall submit a hazard report (HAZREP).  Hazardous conditions not related to the mishap shall be reported to the command for correction or submission of a HAZREP.  See Chapter 5 for reporting procedures.


c.  Chronological Sequence of Events.  List the chronological sequence of events (time line) leading up to and through the mishap.  The time line may start many years before the mishap.  Examples may include ship alternation (SHIPALT) or modification to equipment installed improperly; did operational tempo (OPTEMO) have an impact?




(1) Keep this information detailed, but concise.  Do not include recommendations.  Do not use names and social security numbers. Use general identifiers such as tank driver, Ops Officer, BM3, etc.

 


(2) Following each event listed, provide the paragraph number of the evidence identified in the SIREP (paragraph Part B ALPHA 1) or the separate evidence message, which supports that event.  If an event is based upon the deliberative process of the board, when no evidence exists, or there is conflicting information, include "SIB opinion" following the statement.  Insert “(P)” prior to each event in the timeline when citing information taken from privileged evidence or when using SIB opinion as the source.


d.  Opinions of the Safety Investigation Board:  Provides the SIB an opportunity to express opinions as related to the safety investigation.  The following specific statements are offered as guidance to the SIB in providing opinions.  Complete all that apply, otherwise respond with "N/A".




(1) The adequacy and use of approved procedures:




(2) The qualifications of the people involved:




(3) The state of training of the people involved and of the crew in combating the mishap:




(4) The effectiveness of supervision:




(5) The effectiveness of the quality assurance program, where applicable:




(6) The effectiveness of the damage control efforts:




(7) The role of preventive and corrective maintenance played in the mishap:




(8) Any existing material deficiencies or shortcomings, which may have contributed to the mishap:




(9) Any other opinion:


e.  Analysis of Findings.  In performing the analysis, the SIB should first consider all scenarios that could have led to the mishap and assign a Risk Assessment Code (RAC) to each cause (See Glossary G-4).  Those that are too remote in probability are rejected without further analysis, but those considered reasonable are analyzed to determine the likelihood of their contribution to the mishap and included in the report.  In doing so, the SIB must decide which remaining scenarios, are supported by the evidences, and which are not. The evaluations by the SIB shall be based on all available information and are deductions as to which hazards caused the death, injury, or property damage.  Experience has shown that human factors play a role in most mishaps while other causes may be material failures.

5.
MISHAP CAUSES.  Mishap causes are provided in Glossary G-7.


a.  Human Factors. What actions did personnel contributed to the mishap?  Determining human factors requires identification of the elements of who, what, and why to fully describe the occurrence.  Merely stating "personnel error" provides insufficient information because it fails to explain why the event occurred.  Determining how people contribute to mishaps is of obvious importance.  To describe fully and to understand human factors requires us to identify the elements:  WHO, WHAT, and WHY in each occurrence.

NOTE

  WHO - lends itself to quick identification: Identify the job or function being performed as opposed to a specific individual (the driver or the officer of the deck (OOD)).  Includes personnel involved in the mishap, their actions that contributed to the mishap, and personnel involved in production, servicing, and repair of equipment.  Includes people in command and operations-related support up and down the chain of command. Supervisors overseeing operations and training personnel should be considered.  This includes supervisory functions pertinent to maintenance related activities such as training (qualification and licensing), administration, and quality assurance when directly related to production, service, or repair.  

  WHAT - Normally, there are few questions about WHAT occurred; usually it is self-evident: The HMMWV rolled, or the ship went aground is just that.

  WHY - From the standpoint of prevention, the most significant element is the WHY.  This is the element that lends itself to remedial action.  The SIB should properly assess human factors.

  For each causal factor, there can only be one WHO and WHAT combination.  If there is another WHO and WHAT, there must be another causal factor, which must be stated in its entirety.  For each WHO and WHAT combination there may be many WHYs.  The SIB should list all WHYs applicable to each WHO and WHAT combination.

  For each causal factor assign a RAC (See Appendix G).




(1) Unsafe Acts.  Unsafe acts committed by personnel take on two forms, errors and violations.  The first, errors, is not surprising given the fact that human beings by their very nature make errors.  Consequently, personnel errors are seen in most mishaps, often as the final event before a mishap occurs.  Violations, on the other hand, are less frequent and represent a willful disregard for the rules.  Not all unsafe acts (both errors and violations) are alike.






(a) Errors.  Skill-based errors occur without significant conscious thought.  For example:  delaying response, failing to prioritize attention, improperly checking equipment, and omitting steps in procedure.  Decision errors are intentional behaviors that prove to be inappropriate or inadequate for the situation and often are called "honest mistakes.  For example:  using an improper procedure, responding incorrectly to an emergency, exceeding ability, and making an inappropriate maneuver.  Perceptual errors occur when sensory inputs are degraded (poor weather conditions or darkness) and the person makes an incorrect "best guess."  For example:  misjudging distance or speed.






(b) Violations.  Routine violations are the willful departure from authority where infractions tend to be routine or habitual by nature.  For example: failing to follow the plan and the violation of authorized procedures.  Exceptional violations are the isolated departure from authority, not necessarily indicative of an individual's typical behavior pattern or condoned by management.  For example: a one-time violation of procedures.




(2) Unsafe Supervision.  There are two major categories of unsafe supervision:  inadequate supervision and supervisory violations.






(a) Inadequate Supervision.  Inadequate supervision accounts for those times when the leadership is inappropriate, improper, or may not occur at all.  Occasionally, the operational tempo or schedule is planned such that individuals are put at unacceptable risk, crew rest is jeopardized, and ultimately performance is adversely affected.  For example, failing to provide training, track qualifications, provide guidance and oversight, and track performance.  Planned inappropriate operations, though arguably unavoidable during emergency situations, are not acceptable during normal operations.  For example: permitting an unnecessary hazard such as failing to provide correct data or adequate crew rest or accepting a mission outside of the equipment capability.  The failure to correct a known problem refers to those instances when deficiencies among individuals, equipment, training or other related safety areas are "known" to the supervisor, yet are allowed to continue uncorrected.  The failure to consistently correct or discipline inappropriate behavior fosters an unsafe atmosphere.  For example: failing to correct or document an error, identify an at-risk worker, initiate corrective action, and report unsafe work habits. 






(b) Supervisory Violations.  Supervisory violations, on the other hand, are reserved for those instances where rules and regulations are willfully disregarded by supervisors.  For example: permitting an individual to operate equipment without current qualifications, authorizing an unnecessary hazard, and failing to enforce standard operating procedures.




(3) Preconditions for Unsafe Acts.  The four major forms of pre-existing conditions for unsafe acts include adverse mental states, adverse physiological states and physical limitations, team/crew resource management and organizational influences.






(a) Adverse Mental States.  Being prepared mentally is critical in nearly every endeavor.  As such, the category of adverse mental states takes into account those mental conditions that affect performance.  Principle among these is the loss of situational awareness, task fixation, distraction, and mental fatigue due to sleep loss or other stresses.  Also included in this category are personality traits and attitudes such as over-confidence, complacency, and misplaced motivation.






(b) Adverse Physiological States and Physical Limitations.  Instances when physiological or physical limitations adversely impact the individual's abilities to complete the task.  These limiting conditions can include disorientation, physical fatigue, illness, dehydration, intoxication, obesity, height, and physical strength.






(c) Team or Crew Resource Management.  Occurrences of poor coordination among team members and other personnel associated with the safe conduct of the task falls under team or crew resource management.  An example may be poor team or crew coordination and ineffective internal and/or external communications between a combat information center and an amphibious assault element.




(4) Organizational Influences.  Management decisions directly affect supervisory practices as well as the conditions and actions of operators.  These conditions related to external and or internal factors.






(a) External Factors.  Factors controlled outside of the command.  The management, allocation, and maintenance of resources vary within the different communities in the Navy and Marine Corps.  The culture (including unspoken or unofficial rules, values, attitudes, beliefs, and traditions); operational conditions (pressures, quotas, and schedules); directives; and oversight greatly influence decisions on manning, training, equipment procurement, and maintenance.






(b) Internal Factors.  Factors controlled by the commander or below such as the watch bill or duty roster assignment.  Organizational climate refers to a broad class of variables that influence worker performance.  It can be defined as the way the organization treats individuals or the prevailing mind-set.  When command policies are ill defined, adversarial, or conflicting, safety may be affected.  All these issues affect attitudes about safety and the value of a safe working environment.  For example:  culture refers to unspoken or unofficial rules, values, attitudes, beliefs, and customs of an organization ("The way things really get done around here.").  Other issues related to culture include organizational justice, organizational citizenship behavior, esprit de corps, and labor relations.  Operations refer to the characteristics or conditions of work that have been established by management.  These characteristics include time pressures, production quotas, incentive systems, schedules, etc.  When set up inappropriately, these working conditions can be detrimental to safety.  Command guides define internal procedures as to how the job is to be done.  Examples include performance standards, objectives, documentation, instructions, etc.  Oversight refers to monitoring and checking of resources, climate, and processes to ensure a safe and productive work environment.  Issues here relate to organizational self-study, risk management, and the establishment and use of safety programs.


b.  Procedural Documents:  Consider the possible effect of regulations, operations, and processes from all levels in the chain of command.  If a procedural cause exists, there are three choices; too complex, not available or incorrect.  Remember a person not following written procedures is an unsafe act, not a procedural factor.  Procedures and policies published by higher authority such as preventive maintenance system (PMS), OPNAV Instructions, Marine Corps Orders, technical manuals, Naval Warfare Publications (NWPs), Marine Corps Warfighting Publications (MCWPs), Field Manuals, Navy Tactical Publications (NTPs), U.S. Navy Diving Manual, operational orders (OPORDs), Ordnance Publications (OPs), the Safe Engineering and Operations of LCAC (SEAOPS) Manual, and the commanding officer's standing orders may contain procedural errors. 




(1) Too complex.  The average person can't follow the written procedures because he or she can't understand or follow them.




(2) Not available.  Written procedures don't exist or have not been received).




(3) Incorrect.  Written procedures have not been validated, updated due to modifications or alterations to the equipment, or there are steps missing or out of sequence.


c.  Material Factors.  Consider all material failures and malfunctions thoroughly, whether they occurred because of normal or abnormal means.  To describe fully and to understand material factors requires us to identify the elements:  component, mode (what), and agent (why) in each occurrence.

NOTE

  Component.  Is the smallest, most specific part, assembly, or system that can be identified as having failed.

  Mode (What).  Is the manner in which the component failed.  Typical examples include brake master cylinder failure, hose failed, and part not secured correctly (e.g., wrong bolt, nut, cotter pin reused and fractured, or cotter pin end not opened).

  Agent (Why).  Is the act or event leading to the failure.  Typical examples include lack of maintenance, improper installation, fire, and overloading.

  For each causal factor assign a RAC (See Appendix G).




(1) Unauthorized: alterations made to the equipment without authority.




(2) Safeties or Guards: removed or failed.




(3) Condition: (Example: rust or corrosion).




(4) Inappropriate for Use: (for example, off-the-shelf purchases that don't work) equipment or material.




(5) Installation or Repair Faulty.




(6) Defective.




(7) Normal Wear and Tear (Normally, wear and tear is not a reportable mishap.  However, the investigation may lead to this cause and is worth reporting.)




(8) Design.  Consider whether a material design defect caused the mishap.






(a) Hazard to Personnel (For example, anything involving design creating a hazard to personnel):






(b) Hazard to Equipment (For example, design that caused damage to equipment):






(c) Maintainability (For example, the design makes it so difficult to accomplish the maintenance that it isn't completed or personnel are injured while doing the maintenance).

6.  Conclusions.  The SIB may conclude, in its best judgment, the most likely reasons for the mishap.


a.  Other Causal Factors Considered but Rejected.  The SIB considers all probable causal factors to determine if they contributed to the mishap.  The SIB defines the rejected causal factors and explain the rationale for rejection so follow-on endorsers will understand their analytical process.


b.  Recommendations.  Express each recommendation in a complete, self-explanatory statement.  Recommendations are often separated from SIREP and must stand-alone.  As a minimum, each recommendation shall state, "Who should do what."  Sometimes, how, where and when are also appropriate.  Determinations of appropriate action agencies (who) may require some research.  If in doubt, contact COMNAVSAFECEN or CMC (SD).  In formulating their recommendations, the SIB shall use the following format:




(1) Each causal factor must have at least one recommendation.




(2) Each recommendation must be assign an action agency to complete the corrective action.  Be specific.




(3) Address only one subject in each recommendation.  Avoid dual recommendations (do this and do that) and alternative recommendations (do this or do that).  If alternatives are apparent, select and recommend the optimum.




(4) Recommend final, definitive solutions.




(5) Make comprehensive recommendations.  When a hazard is common to an entire community and the recommended corrective action could benefit all, do not limit a recommendation to local actions.  Write it to apply to all who could benefit and assign the action to the command in the best position to act on the recommendation.




(6) Make uninhibited recommendations.  Do not suppress valid recommendations because they appear to be too expensive, too difficult, or imply criticism.




(7) Delete extraneous material from recommendations.  Analysis, conclusions and justification belong elsewhere in the report.


c.  Senior Board Member Comments.  The senior board member may add any additional comments.


d.  Hazard Reports (HAZREP).  Significant hazardous conditions not related to the mishap discovered during the safety investigation shall not be included in the SIREP.  The SIB shall report such hazards to the command for correction or submission of a HAZREP (see Chapter 4).

7.  References:

A-1. SECNAVINST 5520.3B, Criminal and Security Investigations and Related Activities Within the Department of the Navy

A-2. 49 CFR, Part 831 “National Transportation Safety Board (NTSB) Accident/Incident Investigation Procedures.

A-3. USC Title 10 Section 1471, Forensic Pathological Investigation

A-4. DODI 5154.30, Armed Forces Institute of Pathology
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DATE

MEMORANDUM
From:
Commander, Naval Safety Center

Subj:
NAVAL SAFETY CENTER SAFETY INVESTIGATION MEDICAL RECORDS REQUEST

Ref:

(a) Health Insurance Portability and Accountability Act 

            of 1996



(b) 45 CFR § 164.512(b)(i)



(c) Executive Order 12196




(d) 29 CFR § 1960



(e) DoDI 6055.7



(f) OPNAVINST 3750.6R



(g) OPNAVINST 5102.1D/MCO P5102.1B



(h) OPNAVINST 5100.19D



(i) OPNAVINST 5100.23F

1.  This letter is to be presented when requesting official medical records, normally protected from release pursuant to reference (a), from any health care provider in the conduct of an official Naval mishap investigation. 

2.  Reference (b) authorizes release of protected health information to a “public health authority that is authorized by law to collect or receive such information for the purpose of preventing or controlling injury or disability, including, but not limited to, the reporting of injury [and] public health investigations....”

3.  References (c) through (i) authorize the undersigned and his designated representatives to collect such information and investigate injuries or disability of uniformed members and civilian employees of the United States Navy and Marine Corps, as well as such other persons who may be injured by a Navy or Marine Corps activity.

4.  The holder of this letter is an authorized representative of the undersigned.  All medical providers are requested to cooperate fully with the investigator and provide the requested information.

5.  My point of contact is LT E. Taylor George, JAGC, USNR, Flag Staff Judge Advocate, COML (757) 444-3520 extension 7047, DSN 564.







R. E. BROOKS







Rear Admiral, U.S. Navy







Commander, Naval Safety Center
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