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Air Station Anywhere
Class A Mishap

HH-XXA/CGNR XXXX
LT I. M. Pilot
Mishap Aircraft Pilot In Command

CAPT U. R. Daman
Mishap Unit Commanding Officer

01 Jan 99
III.
FACTUAL INFORMATION:  PRIVILEGED
A. HISTORY:
State history of mishap.  
B. SURVIVAL ASPECTS:
Evacuation:  Describe in detail how each crewmember evacuated and what equipment was used.  Remember that these MARs are avenues to test and evaluate our own “PPE”.
IV.
ANALYSIS

Very early in the investigation, the MAB received information supporting the most likely hypothesis of why the aircraft crashed.  Nonetheless, the MAB remained objective in its efforts and investigated all possible causes or contributing factors.  

A. AIRCREW STANDARDIZATION:
A review of aircrew logbooks and training records, as well as interviews with the mishap aircrew, did not reveal any training or qualification issues that contributed to this mishap.  Records indicate that all crew members were fully qualified and capable of performing their duties during this mission. 

B. MEDICAL FACTORS

The AC, CP, FM, and RS were in good health, physically fit, and in compliance with medical requirements.

C. AIRCRAFT PERFORMANCE DATA:
Discuss aircraft’s performance data, i.e. TODD/TOLD Card.
D. WEIGHT AND BALANCE:
Discuss aircraft’s weight and balance & CG status.
E. ANYTHING APPROPRIATE:  
Remember, this MAR is adaptable to any mishap.  Continue here with any categories for analysis that the MAB deems appropriate.  Some usual suspects are ORM, Command Oversight, Engineering Factors, Judgment, etc.
F. ENGINEERING FACTORS:  

The MAB analyzed CGNR 1234 VFDR data and thoroughly inspected all aircraft systems.  Engineering Investigations (EI) were completed on the whatever part and two of its sub-components.  Using this information and statements from the mishap aircrew, the MAB determined that CGNR 1234 did not experience a mechanical failure or system malfunction.  Note:  At the time of the mishap, the one engine inoperative (OEI) one minute power setting was armed, the emergency flotation system was armed, the landing gear was down and the cabin sliding door was opened.

1. Aircraft Condition:  CGNR 1234’s aircraft records, including the Electronic Aircraft Logbook (EAL) for the past ninety days, Maintenance Procedure Cards (MPCs) for the past year, the current Maintenance Due List (MDL) and aircraft Significant Component History Reports (SCHRs), were carefully reviewed.  The records revealed no overdue maintenance, improper practices or incorrect aircraft configurations.  The aircraft was in an “up” condition and properly configured for SAR.  None of the five deferred discrepancies noted in Part A, Section G.3 affected the mission or played a role in the mishap.

2. Anything:  Usually the engineering section is quite large.  An easy way to include everything is to break thing down into sub-categories.
a. One item.

b. Another item.

3. Aircraft Damage:  CGNR 1234 sustained substantial damage caused by water entry, surf action, sand intrusion and salvage operations.

a. Fuelage:  Description.

b. Main Rotor Blades (MRB) and Main Rotor Head (MRH) Assembly:  Description.

c. Airframe:  Description  

d. Avionics, Electrical Equipment and Systems:  Description.

V.
CONCLUSIONS

A. CAUSAL FACTORS. The factors that contributed to this accident are listed in chronological order using the descriptors from the Department of Defense Human Factors Analysis and Classification System (DoD HFACS) as a guide. Each section starts with the individual acts that occurred during the incident, with the supporting preconditions, supervision and organizational influences that affected that act listed below them.
********************************************************************************
THE FOLLOWING IS A TEMPLATE FOR FORMAT ONLY. THESE DOD HFACS MAY OR MAY NOT BE PRESENT IN YOUR ACTUAL ANALYSIS. ONCE YOUR HFACS ANALYSIS IS COMPLETE, WRITE THE ANALYSIS FOR THE HFACS DETERMINED TO BE PRESENT IN THE MISHAP.

Each numbered paragraph shall be a causal factor. Causal factors are from the Acts section of the DoD HFACS taxonomy and listed in bold, underlined font. Following the identified causal factor shall be the DoD HFACS explanation of the factor (italicized and have the corresponding nanocode following the description). After the DoD HFACS explanation, summarize how the analysis identified the Act as a causal factor. This text shall be in normal font.
For each causal factor identified, the analysis should have identified a contributory factor(s) that led to the Act. Depending on the complexity of the Act being described, there may be many or few contributory causes from any of the three HFACS categories (Preconditions, Supervision and Organizational Influence). Each lettered sub-paragraph shall be a single contributory factor present that led to the causal factor. The contributory factors shall be in normal, underlined font with the DoD HFACS explanation in italics and followed by the corresponding nanocode. List as many contributory causes as determined by the analysis. The contributory causes shall be from one of the following three categories- Preconditions, Supervision and Organizational Influence.
Below is a sample showing format for two causal factors each supported by a single contributory factor from each of the three categories. How many causal factors (numbered paragraphs) will depend upon the HFACS analysis of your mishap. And, how many contributory causes (lettered sub-paragraphs) will also depend on the HFACS analysis.

DO NOT LET THIS EXAMPLE GUIDE YOUR ANALYSIS. USE AS MANY OR FEW ACTS AND CONTRIBUTORY CAUSES AS SUPPORTED BY THE HFACS ANALYSIS.
************************************************************************************************

1. Act: Procedural Error: Procedural Error is a factor when a procedure is accomplished in the wrong sequence or using the wrong technique or when the wrong control or switch is used. This also captures errors in navigation, calculation or operation of automated systems. (AE103) Explain how the analysis identified this nanocode and how it applies to the mishap.

a. Precondition: Vision restricted by Meteorological Conditions: Vision Restricted by Meteorological Conditions is a factor when weather, haze, or darkness restricted the vision of the individual to a point where normal duties were affected. (PE102) Explain how the identified nanocode contributed to the causal factor.
b. Supervision: Policy: Policy is a factor when policy or guidance leads to an unsafe situation. (SI004) Explain how the identified nanocode contributed to the causal factor.
c. Organizational Influence:  Program and Policy Risk Assessment: Program and Policy Risk Assessment is a factor when the potential risks of a large program, operation, acquisition or process are not adequately assessed and this inadequacy leads to an unsafe situation. (OP002) Explain how the identified nanocode contributed to the causal factor.
2.
Act: Checklist Error: Checklist error is a factor when the individual, either through an act of commission or omission, makes a checklist error or fails to run an appropriate checklist and this failure results in a n unsafe situation. (AE102) Continue to list as many acts and associated contributory causes as required by the analysis.
a. Precondition: Vision restricted by Meteorological Conditions: Vision Restricted by Meteorological Conditions is a factor when weather, haze, or darkness restricted the vision of the individual to a point where normal duties were affected. (PE102) Explain how the identified nanocode contributed to the causal factor.
b. Supervision: Policy: Policy is a factor when policy or guidance leads to an unsafe situation. (SI004) Explain how the identified nanocode contributed to the causal factor.
c. Organizational Influence:  Program and Policy Risk Assessment: Program and Policy Risk Assessment is a factor when the potential risks of a large program, operation, acquisition or process are not adequately assessed and this inadequacy leads to an unsafe situation. (OP002) Explain how the identified nanocode contributed to the causal factor.
VI.
ADDITIONAL FINDINGS. The following items were not determined to be directly causal to this incident, but were so closely related to the incident that they are listed here for continual process improvement and mishap prevention in similar situations.  
a. Precondition: Controls and Switches: Controls and Switches is a factor when the location, shape, size, design, reliability, lighting or other aspect of a control or switch is inadequate and this leads to an unsafe situation.


b. Precondition: Communicating Critical Information: Communicating critical information is a factor when known critical information was not provided to appropriate individuals in an accurate or timely manner. While it wouldn’t have changed the outcome of this incident due to the compressed period of time, it was noted in the investigation that …

c. Organizational Influence: Procedural Guidance / Publications: Procedural Guidance/Publications is a factor when written direction, checklists, graphic depictions, tables, charts or other published guidance is inadequate, misleading or inappropriate and this creates an unsafe situation. While there was no clear indication that any of the aircrew were executing published emergency procedures, several were noted in the course of the investigation as needing further review for clarity and emphasis of content. They include the …

d. Organizational Influence:  Attrition Policies: Attrition Policies is a factor when the process through which equipment is removed from service is inadequate and this inadequacy creates an unsafe situation. The engineering investigation revealed that the ______  have no determined service life and are not tracked.
VII. RECOMMENDATIONS

A. The CMAB finds that the following items are directly related to this incident and forwarded as actionable recommendations for immediate implementation:

1. Not every causal factor will have a corresponding recommendation. However, each causal factor SHALL be associated with at least one recommendation. Therefore, you may have fewer recommendations if several causal factors can be corrected via a single action.
2. Continue until all the Causal Factors have been address via a Recommendation. Additional Findings may be address in the Recommendations as appropriate.
VII. SIGNATURES
CAPT Ron E. Smith


COMDT Aviation Mishap Analysis Board President


CDR Ben D. Finger

CDR Majo R. Paine
Flight Surgeon Member

Standardization Instructor Pilot
LCDR Coot R. Brown

LT Phil M. Cracken
Engineering Member

Flight Safety Member

LT Bill H. Bootstrap

CWO Harley J. Davidson
Flight Safety Member

Engineering Member
ASTCS Kevin A. Costner
AMTC Richard K. Fitz
AST/Rescue Swimmer Member
Enlisted Standardization Member
VIII.
INVESTIGATION AND REPORT PREPARATION WORK HOURS
Estimated work hours for investigation and analysis:  xx
Estimated work hours for report preparation:  xx
IX.
DISTRIBUTION
Original 
To COMDT (CG-1131), via reviewing chain
Copy 1/CMAB President
Retain, Fwd to CG-1131 when Final Action Message released

Copy 2/CG-1131
To CG-1131 (paper and electronic copy)
X.
APPENDICES:  NON-PRIVILEGED
Appendix Tab A:
Initial, Supplemental, Progress and Final Message Reports

Appendix Tab B:
Mishap Analysis Board (MAB) Appointing Message

Appendix Tab C:
Damage Summary

Appendix Tab D:
Photographs

Appendix Tab E:
Diagram

Appendix Tab F:
Report of Engineering Investigation

Appendix Tab H:
As many as you need
XI.
APPENDICES:  PRIVILEGED
Appendix Tab K:
Flight Crew Interview Summaries

Appendix Tab L:
Mishap Animation (Original Only)
Appendix Tab M:
Medical Officer’s Mishap Report (MOR)
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