PMV Class A/B Mishap Investigations
1.  There are two types of PMV mishap investigations. 

a Unit/Command Safety Investigations for Class A and B PMV mishaps utilizing the PMV-MIR template and Class C reporting via WESS.  PMV Class A mishaps do not require a safety investigation board (SIB).  This guide is only for Class A/B PMV mishap investigations.
 b 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 CNO directed PMV investigation policy. 

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

a Personnel assigned to conduct the PMV investigations, are excluded from assignment to a JAGMAN investigation of the same incident. 

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

c PMV-MIR 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. 

3.  Criminal Activity. If during the course of the investigation, the investigator discovers a criminal act, the investigator immediately shall notify the Commanding Officer and the appointing authority (e.g. TYCOM) for guidance to determine the need to continue or terminate the investigation. The appointing authority will then confer with COMNAVSAFECEN SJA and advise NCIS. 

a. Some evidence gathered during the PMV 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. 

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

4.  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. 

4. 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.  Have your investigator contact your TYCOM Safety Officer to discuss the investigation plan.
b.  The investigator should immediately focus effort on sections IV- Mishap Personnel; V-Personnel Profile; VI - Motor Vehicle Information: VII - Protective Equipment, VIII - Vehicle Operator Qualifications; IX - Organizational Information; and X - 72 Hour Profile of the PMV-MIR.  These sections of the PMV-MIR process belong solely or primarily to the Command.  
c. The 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. This includes visiting the accident site, and contacting the local agencies (specifically the officer that did the initial investigation) that conducted the initial investigation. Information that can only be obtained from reports prepared by law enforcement agencies may take sixty days (or more) to obtain, however the investigator should immediately liaison with law enforcement officials and file an official request for a copy of the report.
d.   The investigator may also need to the emergency response unit that may be able to provide more information during evidence gathering.

e.   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. 

5.   Evidence Pertinent to a Safety Investigation 
a. Official personnel, medical, pay, credit card information, and training records; driver abstract, vehicle maintenance history; and property and material related to the mishap. 
b.   All previously gathered evidence, videos, photographs, witnesses' names, statements, and other reports. 
c.   A 72-hour profile which traces the chronological actions and activities of individual(s) directly involved in the mishap that may have had an influence on the incident. 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 traveled.

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. 

e. Technical Information. The condition of motor vehicle involved in the incident may provide valuable data on the cause.  

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, peers, and acquaintances/friends. When witnesses appear before a single investigator 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. 

6. Mishap Construction 
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:

(a) What happened last? 

(b) What happened next to last? 

(c) How did this sequence start? 
c. It may be necessary to calculate, distances, speeds, etc. to complete the sequence of events. Identify what assumptions were made and whether they follow logically in the sequence of events.

d. 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. 

7. 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.  Understand the facts, conditions, and circumstances.  Analyzing the relationship between causes and events can help investigators reach conclusions about the causal factors.

b. 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 following 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.
c. When the mishap investigator 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 factors, command intervention).

d.   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.  How, where, when and why is also appropriate.

e. Analysis of Findings. In performing the analysis, the mishap investigator should first consider all scenarios that could have led to the mishap.  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. Experience has shown that human factors play a role in most PMV mishaps. 

8. Mishap Cause.   Mishap causes are provided in Glossary G-7 of OPNAVINST 5102.1D. 

a. Human Factors. What actions of 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: Include personnel involved in the mishap, their actions that contributed to the mishap. Include people in command and operations-related support up and down the chain of command.  Supervisors overseeing and training personnel should be considered.  This includes supervisory functions pertinent to intrusive leadership related activities such as safety stand downs, training (qualification and licensing), and administration. 

WHAT - Normally, there are few questions about WHAT occurred; usually it is self-evident: The vehicle rolled, or the motorcyclist ran into a vehicle that pulled out in front of them. 

WHY - From the standpoint of prevention, the most significant element is the WHY. This is the element that lends itself to remedial action. The investigator 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 mishap investigator should list all WHYs applicable to each WHO and WHAT combination. 

b. 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 represent a willful disregard for the rules. Not all unsafe acts (both errors and violations) are alike.

c.   Errors. Skill-based errors occur without significant conscious thought. For example:  failing to prioritize attention to repair a compromised vehicle and improperly checking vehicle prior to use. Decision errors are intentional behaviors that prove to be inappropriate or inadequate for the situation and often are called "honest mistakes. For example:  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.

d. Violations. Routine violations are the willful departure from authority where infractions tend to be routine or habitual by nature. For example: failing to use required personal protective equipment (PPE), failing to follow posted speed limits and the violation of other traffic laws. 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 drinking and driving.
e.  Unsafe Supervision

(1) Inadequate Supervision.  Inadequate supervision accounts for those times when the leadership is inappropriate, improper, or may not occur at all.  For example, failing to provide training, track qualifications, and provide guidance and oversight. The failure to correct a known problem refers to those instances when deficiencies among individuals 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 identify an at-risk sailor, initiates corrective action, and report unsafe driving habits.

(2) 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 a vehicle without current licenses and qualifications and failing to enforce Navy procedures. 

f. Preconditions for Unsafe Acts. The three major forms of pre-existing conditions for unsafe acts include adverse mental states, adverse physiological states and physical limitations, and peer pressure.

(1) 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 overconfidence, complacency, and misplaced motivation.
(2) Adverse Physiological States and Physical Limitations. Instances when physiological or physical limitations adversely impact the individual's abilities operate a vehicle. These limiting conditions can include disorientation, physical fatigue, illness, dehydration, and intoxication.
(3) Peer Pressure. Poor judgment is often the result of individuals giving in to peer pressure in an effort to not be labeled as an outsider. 

f. 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.

(1) External Factors. Factors controlled outside of the command. The management, allocation, and maintenance of resources vary within the different communities in the Navy. The culture (including unspoken or unofficial rules, values, attitudes, beliefs, and traditions); directives; and oversight greatly influence decisions on manning, training, equipment procurement, and maintenance.
(b) Internal Factors. Command climate refers to a broad class of variables that influence sailor attitudes. 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 following safety procedures. For example: culture refers to unspoken or unofficial rules, values, attitudes, beliefs, and customs of an organization ("The way things really work around here.").  
g. Material Factors, if applicable. 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: vehicle type, 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 or nut). 

Agent (Why). Is the act or event leading to the failure.  Typical examples include lack of maintenance, improper installation, and overloading. 
For each causal factor assign a RAC (See Appendix G of OPNAVINST 5102.1D). 

(1) Unauthorized: alterations made to the vehicle. 

(2) Safeties or Guards: removed or failed.

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

(4) Installation or Repair Faulty. 

(5) Defective.

(6) 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.) 
(7) 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 vehicle (For example, design that caused damage to vehicle).

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

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

b. Recommendations. Express each recommendation in a complete, self-explanatory statement. As a minimum, each recommendation shall state, "Who should do what." Sometimes, how, where and when are also appropriate. Determinations of appropriate action agencies (that) may require some research. In formulating their recommendations, the mishap investigator shall use the following format: 

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

(2) Each recommendation must be assigned 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.
c. Commanding Officer Comments. The CO may add any additional comments. 
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