Case 1:15-cv-07342-AJN Document 1-1 Filed 09/17/15 Page 25 of 52

Exhibit C
to the Deferred
Prosecution Agreement



Case 1:15-cv-07342-AJN Document 1-1 Filed 09/17/15 Page 26 of 52

Statement of Facts

Overview

1. GENERAL MOTORS COMPANY (“GM” or the “Company”), which in 2012
was the largest automotive manufacturer in the world, is headquartered in Detroit, Michigan.!

2. At all times relevant to this Statement of Facts, GM designed, manufactured,
assembled, and sold Chevrolet brand vehicles. From the earliest date relevant to this Statement of
Facts until in or about 2010, GM designed, manufactured, assembled, and sold Pontiac brand
vehicles. From the earliest date relevant to this Statement of Facts until in or about 2009, GM
designed, manufactured, assembled, and sold Saturn brand vehicles. And from the earliest date
relevant to this Statement of Facts until in or about the spring of 2013, GM promoted sales of

“pre-owned” (i.e., used) Chevrolet, Pontiac, and Saturn brand vehicles by GM dealerships
nationwide. '

3. As set forth in more detail below, from in or about the spring of 2012 through in
or about February 2014, GM failed to disclose a deadly safety defect to its U.S. regulator, the
National Highway Traffic Safety Administration ("NHTSA™). It also falsely represented to
consumers that vehicles containing the defect posed no safety concern.

4, The defect at issue is a low-torque ignition switch installed in many of the
vehicles identified below, which, under certain circumstances, may move out of the “Run”
position (the “Defective Switch”). If this movement occurs, the driver loses the assistance of
power steering and power brakes. And ifa collision occurs while the switch is in the Accessory
or Off position, the vehicle’s safety airbags may fail to deploy—increasing the risk of death and
serious injury in certain types of crashes in which the alrbag was otherwise designed to deploy.
The model year cars which may have been equipped with the Defective Switch are the 2005,
2006, and 2007 Chevrolet Cobalt; the 2005, 2006, and 2007 Pontiac G5; the 2003, 2004, 2005,
2006, and 2007 Saturn Ion; the 2006 and 2007 Chevrolet HHR; the 2007 Saturn Sky; and the

' For the purposes of this Statement of Facts, to the extent any conduct, statement, actions, or
documents occurred on or are dated before July 10, 2009, references to “GM” shall mean and are
intended to mean solely “Motors Liquidation Company,” previously known as General Motors
Corporation (“Old GM”). Although New GM in this Statement of F acts admits certain facts
about Old GM’s acts, conduct, or knowledge prior to July 10, 2009 based on New GM’s current
knowledge, New GM does not intend those admissions to imply or suggest that New GM is
responsible for any acts, conduct or knowledge of Old GM, or that such acts, conduct, and
knowledge of Old GM can be imputed to New GM. This Statement of F acts is not intended to
alter, modify, expand, or otherwise affect any provision of the July 5, 2009 Sale Order that was
issued by the U.S. Bankruptcy Court for the Southern District of New York, or the rights,
protections, and responsibilities of New GM under the Sale Order.
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2006 and 2007 Pontiac Solstice. To date, GM has acknowledged a total of 15 deaths, as well as a
number of serious injuries, that occurred in crashes in which the Defective Switch may have
caused or contributed to frontal airbag non-deployment.

5. Before the Defective Switch went into production in 2002, certain GM engineers
knew that it was prone to movement out of the Run position; testing of a prototype showed that
the torque return between the Run and Accessory positions fell below GM’s own internal
specifications. But the engineer in charge of the Defective Switch approved its production
anyway.

6. In or about 2004 and 2005, as GM employees, media representatives, and GM
customers began to experience sudden stalls and engine shutoffs caused by the Defective Switch,
GM. considered fixing the problem. However, having decided that the switch did not pose a
safety concern, and citing cost and other factors, engineers responsible for decision-making on
the issue opted to leave the Defective Switch as it was and simply promulgate an advisory to
dealerships with tips on how to minimize the risk of unexpected movement out of the Run
position. GM even rejected a simple improvement to the head of the key that would have
significantly reduced unexpected shutoffs at a price of less than a dollar a car, At the same time,
in or about June 2005, GM issued a statement that acknowledged circumstances where the
ignition key could inadvertently move to the Accessory or Off position when the car was
running. In response to a further inquiry, GM informed a newspaper that GM did not believe the
inadvertent rotation of the ignition key was a safety issue.

7. From approximately the spring of 2012, certain GM persomnel knew that the
Defective Switch presented a safety defect because it could cause airbag non-deployment
associated with death and serious injury.

8. Yet not until approximately 20 months later, in February 2014, did GM first
notify NHTSA and the public of the connection between the Defective Switch and fatal airbag
non-deployment incidents. This announcement accompanied an initial recall of approximately
700,000 vehicles—a population that would, by March 2014, grow to more than 2 million.

9. Inside GM, certain personnel responsible for shepherding safety defects through
GM’s internal recall process delayed this recall until GM could fully package, present, explain,
and handle the deadly problem, taking affirmative steps to keep the Defective Switch matter
outside the normal process. On at least two occasions while the Defective Switch condition was
well known by some within GM but not disclosed to the public or NHTSA, certain GM
personnel made incomplete and therefore misleading presentations to NHTSA assuring the
regulator that GM would and did act promptly, effectively, and in accordance with its formal
recall policy to respond to safety problems—including airbag-related safety defects,
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10.  Moreover, for much of the period during which GM failed to disclose this safety
defect, it not only failed to correct its June 2005 assurance that the Defective Switch posed no
safety concern but also actively touted the reliability and safety of cars equipped with the
Defective Switch, with a view to promoting sales of used GM cars. Although GM sold no new
cars equipped with the Defective Switch during this period, GM dealers were still, from in or
about the spring of 2012 through in or about the spring of 2013, selling pre-owned Chevrolet,
Pontiac, and Saturn brand cars that would later become subject to the February 2014 recalls,
These sales were accompanied by certifications from GV, assuring the unwitting consumers that
the vehicles’ components, including their ignition systems and keys, met all safety standards.

11. After the spring of 2012 but before the recall was announced, the fifteenth
Company-acknowledged death associated with the Defective Switch occurred.

Regulatory Framework and GM’s F ormal Recall Process

12. Under regulations applicable to GM at all relevant times, the Company was
required to disclose to NHTSA any “defect . . . related to motor vehicle safety.” “Motor vehicle
safety” was defined as “performance of a motor vehicle . . . in a way that protects the public
against unreasonable risk of accidents . . . and against unreasonable risk ‘of death Or Injury in an
accident.” 49 U.S.C. §§ 30118(c)(1); 30102(a)(8). Such disclosure had to be “submitted not more
than 5 working days after a defect in a vehicle or item of equipment ha[d] been determined to be
safety related.” See 49 U.S.C. § 30118(c) and 49 C.F.R.§ 573.62

13. The required disclosure was to be made by filing a “Defect Information Report”
or “DIR.” An auto manufacturer’s filing of a DIR with NHTSA is commonly referred to as a
“recall.” :

14. At all times relevant to this Statement of Facts, GM had a formal recall decision-
making process, called the Field Performance Evaluation or “FPE” process, the steps of which
were well documented. According te Company policy, the FPE process was supposed to be
initiated by dedicated engineers in the Product Investigations (“PI”) group. P1, which was at all
relevant times headed by GM’s Director of Safety & Crashworthiness or Director of Product
Investigations, was responsible for identifying and investigating suspected safety and compliance
problems with GM cars.

15. Once PI had completed its investigation of a suspected safety problem, it would,
according to GM policy, hand the matter off from the engineering side of the house to the

?Congress has adopted no criminal penalty for violating this regulatory disclosure requirement.
Instead, in order for a company to be held criminally liable under federal law for even an
egregious failure to report a known safety defect, its conduct must have independently violated
some other federal law to which criminal penalties do attach.
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“Quality” organization—specifically, to the “FPE Director.” This entailed presenting the
problem at a weekly Investigation Status Review (“ISR”) meeting attended by the FPE Director,
GM’s Director of Safety & Crashworthiness or Director of Product Investigations, and a member
of GM’s legal department.

16.  If, based on PI’s presentation at the ISR, these three individuals believed that the
matter involved a potential safety defect, they were to advance it for consideration by the Field
Performance Evaluation Team (“FPET™). The FPET had no recall decision-making authority but
was tasked with gathering information needed to execute a potential recall

17. At roughly the same time that the FPET was apprised of the issue, the matter was
also supposed to go before the Field Performance Evaluation Review Committee (“FPERC”).
The FPERC would make a preliminary decision about whether the issue under consideration
qualified as a “defect . . . related to motor vehicle safety” under the applicable regulations and
thus warranted a recall. It would then transmit its recommendation to the ultimate recal]
decision-making body, the Executive Field Action Decision Committee (“EFADC™). The
EFADC was at all relevant times made up of three GM Vice Presidents.

18. Typically, the EFADC’s decision would have followed within approximately a
week of the FPET’s and the FPERC’s consideration ‘of the matter. If the EFADC voted for a
recall, that decision would be reported to NHTSA within five business days, at which time a DIR
would also be filed.

GM Equips Cars with 2 Defective Switch

19. In the early 2000s, GM launched a series of compact cars that it marketed as
affordable, safe, and fuel-efficient—features particularly attractive to young, first-time car
owners. One of these small cars was the Saturn Ton, first launched in 2002. Another was the

Chevrolet Cobalt, launched in 2004. These two models belonged to GM’s “Delta” platform, and, -

from their respective launches until around late 2006, both Were"equipped with the same
defective ignition switch (the Defective Switch). The Defective Switch would also be installed in
other, less popular Chevrolet, Saturn, and Pontiac models from in or about 2004 through in or
about late 2006.

20.  Development of the switch that would end up first in the lon and then in the
Cobalt and other models began in the late 1990s. By March 2001, the GM design release
engineer then in charge of the lon’s switch (the “Switch DRE”) had finalized the applicable
design specifications and communicated them to the supplier in charge of testing and
manufacturing the component (the “Switch Supplier”). Among the speciﬁcations communicated
to the Switch Supplier was that the torque necessary to move the switch from Run to Accessory
must be no less than 15 Newton centimeters ("N-em”) (the “Torque Specification”).
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Mechanically, this torque performance was to be maintained by a detent plunger and spring
within the switch.

21. Testing conducted by the Switch Supplier in 2001 and early 2002 revealed that an

early version of the pre-production Defective Switch was not meeting the Torque Specification:

it repeatedly scored “Not OK.” A July 2001 pre-production report for the Ion within GM made
the same observation: the switch had “low detent plunger force.”

22. In email correspondence between the Switch DRE and the Switch Supplier in
early 2002, the Switch Supplier confirmed that an early version of the Defective Switch was not
meeting the Torque Specification and outlined the problems that might arise if the part were
brought into compliance—including pressure on other switch components, delay, and increased
costs. Saying that he was “tired of the switch from hell” and did not want to either compromise
the electrical performance of the switch or slow the production schedule, the Switch DRE
directed the Switch Supplier to “maintain present course” notwithstanding that there was “still
too soft of a detent.” Accordingly, the Defective Switch was put into production and installed
into the first model year of the Ton (model year 2003), which was first sold to the public in 2002.

23. By email dated March 28, 2002, the Switch DRE recommended that the Defective
Switch also be used in the Cobalt, which was to launch the next year. GM followed that
recommendation.

24, Almost immediately, customers began to report problems with cars equipped with
the Defective Switch. Meanwhile, GM employees tasked with driving early production versions
of the Ion and then the Cobalt were reporting stalls while driving, and some of them were able to
attribute the problem to the easy rotation of the key within the Defective Switch.

25. Members of the press covering the Cobalt’s launch also experienced the
unexpected shutoff problem. Alerted by one of the press reports, two executives in charge of
safety at GM’ determined.to experience for themselves the complained-of phenomenon. In June
2005, they test drove a Cobalt and found that, as reported, the Cobalt could be easily keyed off
by contact with the driver’s knee.

26. Shortly afterward, GM issued a press statement acknowledging the problem as it .
pertained to the Cobalt, which had the greatest number of consumer complaints: “In rare cases
when a combination of factors is present, a Chevrolet Cobalt driver can cut power to the engine
by inadvertently bumping the ignition key to the accessory or off position while the car is
running” The press release further recommended that drivers remove “nonessential material
from their key rings.” Before its public release, this statement was reviewed and approved by the

? The two executives were GM’s then-Director of Vehicle Safety & Crashworthiness and the
Senior Manager of the PI group (the “PI Senior Manager”)
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PI Senior Manager and by the senior GM attorney who advised engineers about safety- and
recall-related issues (the “GM Safety Attomey”). In a response to further media inquiry, GM
stated that it did not believe this condition presented a safety concern.

27. A June 2005 Cleveland Plain Dealer article reporting on the ignition switch
problem marveled at GM’s public statement, commenting “you have to admit it is pretty funny to
hear somebody pretend that turning off the engine by mistake isn’t a safety issue.”

28. Just days before this article was published, GM engineers working on the Pontiac
Solstice, another new car equipped with the Defective Switch, learned of a complaint about a
Solstice that had experienced the same inadvertent shutoff problem as had been reported in the
Ton and the Cobalt.

GM Considers a Fix

29.  In November 2004, the Company opened the first of six engineering inquiries that
would be initiated in the ensuing five years to consider ameliorative engineering changes for new
cars being rolled off the production line. This first inquiry was closed “with no action” in March
2005. Fixes such as improving the torque performance of the Defective Switch itself and
changing the head of the associated key to reduce the likelihood of inadvertent movement from
Run to Accessory were rejected as not representing “an acceptable business case.” Having
decided that the switch did not pose a safety concern, GM engineers concluded that each
proposed solution would take too long to implement, would cost too much, and would not fully
fix “the possibility of the key being turned (ignition turn off) during driving.”

30.  Accordingly, GM decided to keep producing and selling new Cobalts, Tons,
Solstices, Skys, G5s, and HHRs equipped with the Defective Switch.

31.  Not all involved in the November 2004 engineering inquiry agreed with this
outcome at the time. The Vehicle Performance Manager for the Cobalt believed that the
Defective Switch presented a potential safety problenﬁ because it could cause sudden loss of
power steering and power brakes. (This engineer did not have in mind at the time the loss of
power to the airbag system.) He therefore thought a remedy should have been implemented
without regard to cost concerns. His views did not prevail.

32. Meanwhile, in February 2005, while the November 2004 engineering inquiry was
still open, the Company released a “Preliminary Information” to its dealers aimed at helping
them diagnose and address the Defective Switch problem if a customer experienced it in a 2005
Cobalt or 2005 Pontiac Pursuit.* This publication explained that the Defective Switch’s too-low
“key ignition cylinder torque/effort™ could cause “Engine Stalls® and “Loss of Electrical

* The Ion was not covered by this Preliminary Information.
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Systems.” It advised dealers to tell customers to remove non-essential items from their key
chains. It offered no other fixes.

33. In May 2005, just two months after the November 2004 engineering inquiry into
the Defective Switch was closed without action, a GM brand quality manager opened a second
inquiry to consider fixing the problem for new cars. This manager cited a customer complaint
that the “vehicle ignition will turn off while driving,” and noted that GM was having to buy back
Cobalts as a result of the Defective Switch. ;

34, Still not believing this was a safety issue, GM engineers closed this inquiry too,
without issuing a recall. Although GM engineers involved in the inquiry initially resolved to
ameliorate the low torque problem for newly produced 2007 Cobalts by changing the design of
the key head so that the key ring would sit in a “hole” rather than a “slot” (fhus reducing the
lever arm and attendant potential torque), they ultimately rejected this solution,

35. GM continued producing and selling new cars equipped with the Defective
Switch and accompanying slot-head key.

36. Meanwhile, GM’s PI group, which was responsible for addressing problems with
cars already on the road, began in the summer of 2005 to study the low torque issue. Like the
engineering inquiries targeted at yet-to-be-manufactured cars, this investigation essentially went
nowhere. Although PI engineers presented the matter to the ISR, (the first stage of the potential
recall process) in the summer of 2003, decision-makers who attended that ISR decided that the
problem did not present a safety concern and thus did not warrant further consideration for recall.
At the time, neither PI nor any member of the ISR seems to have appreciated that one of the
electronic systems shut off by an inadvertent movement of the Defective Switch out of the Run
position was the airbag system. ’

37. Having determined that the problem did not pose a safety concern and thus need
not be considered further for recall, GM simply replaced the February 2005 Preliminary
Information with a more formal “Service Bulletin® to its dealers (the “2005 Service Bulletin”),
alerting them to an “inadvertent turning off’ problem and instructing them to provide any
complaining customers with inserts for their key heads that would transform the slot into a hole
and thus reduce the lever arm. Unlike the Preliminary Information, which accurately described
the condition caused by the Defective Switch as (among other things) a “stall.” the 2005 Service
Bulletin omitted that word. Thus, a dealer responding to a custorner inquiry or complaint would
not locate the bulletin if he or she only used the word “stall” in the search.

38. The omission of the word “stall” from the 2005 Service Bulletin was deliberate.
The PI Senior Manager, who oversaw and could control the wording of GM service bulletins,
directed that the word be kept out of this bulletin even though he knew customers would
naturally describe the problem as “stalling.” The reason for the omission was to avoid attracting
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the attention of GM’s regulator, NHTSA. As it had happened, in the interim between the
February 2005 Preliminary Information and the 2005 Service Bulletin, some within GM had
been meeting with representatives of NHTSA to try to persuade them that defects causing
vehicles to stall were not necessarily safety defects warranting recall action. NHTSA agreed that
stalls were not necessarily safety issues, but certain GM personnel were also aware of the
regulator’s sensitivity to stalling problems throughout this period.

39.  Although the bulletin referenced not just the Cobalt but also the HHR, the Ion, the
Solstice, and the Pursuit, and although it was updated in October 2006 to cover the model year
2007 versions of these cars and the 2007 Saturn Sky, the customers who would ultimately
receive the bulletin’s recommended key-head inserts between 2005 and 2014 numbered only
about 430.

The Changes to the Switch and the Key

40. As of the spring of 2006, the 2005 Service Bulletin was the lone measure in place
to address the Defective Switch. There were no systematic efforts to provide key modifications
for all owners of affected cars—or even all owners who came into dealerships for service. And

~ every day more and more new cars with the Defective Switch were being manufactured and sold
to unwary customers.

41. In April 2006, that changed. The Switch DRE, who had received numerous
complaints about the Defective Switch from other GM employees, authorized replacement of the
Defective Switch in new cars with a different one that had a longer detent plunger and therefore
significantly greater torque. The Switch DRE further directed, in contravention of accepted GM
practice, that this change be implemented without a correspondiflg part number change. As a
result, no one looking at the switch would be able, without taking it apart, to tell the difference
between the old, Defective Switch and the new, non-defective one.

42. Although it was effectuated without a part number change, the switch change that
the Switch DRE approved was documented internally, and other engineers were aware of it at the
time and afterward. For example, a March 2007 note logged in connection with an engineering
inquiry into another matter related to the Ton specifically observed that “[tlhe detent plunger
torque force was increased” by the Switch DRE in April 2006.

43. Another relevant change to the Cobalt was made in 2009 Having previously
rejected the slot-to-hole alteration to the key head design, GM finally decided to implement that
change. An engineer involved in the decision wrote at the time: “This issue has been around
since man first lumbered out of [the] sea and stood on two feet.” The long-overdue change went
into effect for the model year 2010 Cobalt.
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The Defective Switch’s Deadly Conseguences®

44, As noted, the too-easy movement of the Defective Switch from the Run to the
Accessory or Off position resulted in an unexpected shutoff of the engine and—as both the
February 2005 Preliminary Information and the 2005 Service Bulletin properly described—a
“loss of electrical system[s].” These electrical systems included power steering and power
brakes. They also included the sensing diagnostic module or “SDM,” which controlled airbag
deployment. Internal GM documents reflect that although the impact of an engine shutoff on the
SDM was not on GM engineers’ minds, certain employees within GM understood no later than

12001 the natural connection between a loss of electrical systems and non-deployment of airbags:
if the ignition switch turned to Off or Accessory, the SDM would “drop,” and the airbags would
therefore be disabled. If a crash then ensued, neither the driver nor any passengers could have the
protection of an airbag. '

45. And, indeed, the deadly effects of the Defective Switch on airbag non-deployment
began manifesting themselves early on, in crashes about which GM was made aware
contemporaneously. In July 2004, the 37 year-old driver of a 2004 Ion, a mother of three
children and two step-children, died in a crash after her airbags failed to deploy. A few months
later, in November 2004, the passenger of a 2004 Ion died in another crash where the airbags
failed to deploy. The driver was charged with, and ultimately pled guilty to, negligent homicide,
Then, in June 2005, a 40-year-old man suffered serious injuries after his 2005 Ion crashed and
the airbags failed to deploy.

46.  For each of these Ion crashes in which the subject vehicles evidently lost power
before impact, the SDM data recovered from the crashed vehicles was unilluminating. Unlike the
SDM installed in the Cobalt, the Ion’s SDM was incapable of recording data—including power
mode status—after the vehicle had lost power, ‘

47. The Cobalt SDM data, by contrast, reflected a number of non-deployments
accompanied by a power mode status recording of Accessory or Off,

48. In July 2005, just months after GM closed its first engineering inquiry into the
Defective Switch, a 16-year-old driver died in Maryland when the airbags in her 2005 Cobalt

failed to deploy. The power mode status recorded for that vehicle at the time of the crash was
Accessory.

49. In October 2006, two more teenagers died, also in a 2005 Cobalt, in Wisconsin.
The airbags in the vehicle failed to deploy when they should have, and the police officer who

® GM has acknowledged 15 deaths occurring in crashes in which the Defective Switch may have
taused or contributed to airbag non-deployment, not all of which are described herein. Many
other deaths have been alleged to have been associated with the Defective Switch.
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examined the crashed vehicle noted in a February 2007 report on the incident that the ignition
switch “appeared to have been in the accessory position . . . preventing the airbags from
deploying.” An April 2007 report about the same crash by Indiana University likewise posited
that the airbags had failed to deploy because the key was in the Accessory position. This report
even specifically referenced the October 2006 version of the 2005 Service Bulletin, which
described the Defective Switch.

50. In the spring of 2007, NHTSA approached certain GM personnel to express
concern about a high number of airbag non-deployment complaints in Cobalts and Ions, and to
ask questions about the July 2005 Cobalt crash resulting in the death of the 16-year-old girl.
Around this same time, and as a result of NHTSA’s inquiries, a GM field performance
assessment engineer with expertise in airbags who worked principally with GM lawyers (the
“Airbag FPA Engineer”) began, at the request of his supervisors, to track reports of crashes in
Cobalts where the airbags failed to deploy. And, in May 2007, the PI group even placed the issue
of Cobalt airbag non-deployment into the first stage of GM’s recall process, the ISR. But the PI
group, under the supervision of the PI Senior Manager, conducted no follow-up at the time.

51. In September 2008, another crash, this one involving a 2006 Cobalt, killed two
people. The airbags failed to deploy when they should have. GM sent the crashed car’s SDM to
the Company’s SDM supplier for examination. In May 2009, the SDM supplier reported that the
power mode status was at one point during the crash recorded as Off, and that this was one of
two possible explanations for the failure of the airbags to deploy. This reporf was provided in
writing, but also in person, at a meeting attended by several GM employees—including a
member of the PI group, in-house counsel, and the Airbag FPA Engineer who had been tracking
the Cobalt non-deploy incidents.

A 52. In April 2009, a 73-year-old grandmother and her 13-year-old granddaughter:
were killed in rural Pennsylvania in a crash when the ignition switch in the grandmother’s 2005
Cobalt slipped into the Accessory position, thereby disabling the frontal airbags and preventing
their deployment. The grandmother and her 13-year-old granddaughter, who was in the front
passenger seat, both died at the scene. A 12-month-old great grandson, the sole survivor, was
paralyzed from the waist down. He was hospitalized for 33 days following the crash.

53. In December 2009, a 35-year-old Virginia woman crashed her 2005 Cobalt,
sustaining serious head injuries and rib fractures (hereinafter, the “Virginia Crash™). The airbags

failed to deploy, and, as the Airbag FPA Engineer noted, the power mode at the time of the crash
was recorded as Accessory.

54. Two weeks later, a 25-year-old nursing student died in Tennessee following a
head-on collision in her 2006 Cobalt (hereinafter, the “Tennessee Crash”). Again, the airbags

failed to deploy when they should have, and the power mode status was recorded as Off at the
time of the crash.
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55.  In March 2010, a 29 year-old woman was killed in Géorgia after her 2005 Cobalt
crashed (hereinafter, the “Georgia Crash”). Although there was no allegation that the frontal
airbag should have deployed, there was an allegation that loss of power steering caused the
crash. The SDM from the vehicle showed that the power mode status was recorded as Accessory
at the time of the crash. :

56.  Notably, just nine days before the Georgia Crash, GM had conducted a safety
recall for a power steering problem in the Cobalt unrelated to the Defective Switch, in which it
acknowledged that loss of power steering, standing alone, constituted a “defect . . . relate[d] to
motor vehicle safety” and thus warranted recall action. The Defective Switch, of course, caused
more than just loss of power steering; it also caused loss of other electrical systems. This was
known by many within GM by no later than 2004—even if they did not appreciate precisely
what electrical system components were affected (e, g., the airbag SDM). Yet at no time before
February 2014 did GM announce a recall for cars associated with the Defective Switch.

GM Identifies the Connection Between the Ienition Switch and Airbag Non-Deployment and
Initiates a Formal Investigation

57.  Many of the deaths and serious injuries associated with airbag non-deployment
discussed in the foregoing paragraphs became the subject of legal claims—formal “and
 informal—against GM. Certain GM lawvers, aided by the Airbag FPA Engineer and others like
him who assisted in evaluating causes of crashes, realized by no later than early 2011 that a
number of these non-deployment cases involved some sort of “anomaly” in the ignition switch.
Specifically, in connection with the Tennessee Crash, discussed above, a GM engineer explained
to legal staff that when the ignition switch power mode status is in Off (as it was in that case),
the SDM “powers down,” and the airbags fail to deploy. The engineer further opined that the “a

crash sensing system ‘anomaly’” resulting in a power mode status of Off had indeed caused non-
deployment in the Tennessee Crash case.

58. This crash sensing “anomaly” risked the prospect of punitive damages. Three
months later, GM settled the Tennessee Crash case.

59. Just days before that settlement, a 15-year-old girl in South Carolina crashed her
mother’s 2007 Cobalt and suffered significant injuries when the airbag did not deploy. The
power mode status was recorded as Accessory at the time of the crash. GM engineers evaluating
the crash theorized that, as in the case of the Tennessee Crash, the non-deployment here may
have been caused by a crash sensing “anomaly” related to the ignition switch.

60.  Meanwhile, the GM attorney principally responsible for aitbag non-deployment
claims (the “GM Airbag Attorney™), who had become familiar with a number of Cobalt non-
deployment incidents, grew concerned that the “anomaly” identified in these cases was getting
insufficient attention from the PI group, which was supposed to investigate and work toward
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remedying safety problems with cars on the road. At the time, no one within GM had yet sourced
the “anomaly” to the Defective Switch’s torque.

61.  Certain members of the legal department took the unusual step of arranging a
meeting with PI. The meeting, which took place on July 27, 2011, was attended not just by the PI
Senior Manager, who ran the PI group on a day-to-day basis, but also by his boss, the GM
Director of Product Investigations (the “GM Safety Director”). Also present were the Airbag
FPA Engineer, the GM Airbag Attorney, and the GM Safety Attorney. In advance of the
meeting, the PI Senior Manager wrote to a colleague that the Cobalt airbag non-deployment
problem was “ugly” and would make for “a difficult investigation.”

62.  Atthe July'27, 2011 meeting, the Airbag FPA Engineer showed photographs of
three of the most serious non-deployment crashes he had seen involving Cobalts, including
photographs of the Tennessee Crash, and specifically highlighted his observations that many of

these Cobalt non-deployment crashes had occurred while the power mode was in Accessory or
Off.

63. After the meeting, the PI Senior Manager assigned an investigator (the “PI
Investigator”) to examine the matter.

GM Identifies the Defective Switch as the Likely Cause of Airbag Non-Deployment in
2005-2007 Model Year Cobalts

64. One of the first steps the PI Investigator took, in or about August 2011, was to
gather learmning and materials from the Airbag FPA Engineer who had been tracking non-
deployment incidents in Cobalts since 2007, and who had been involved in evaluating a number
of crashes that were the subject of Cobalt non-deployment legal claims. The Airbag FPA
Engineer explained to the PI Investigator that he had observed that in some of these cases the
power mode was recorded as either Accessory or Off at the time of the subject crashes. The
Airbag FPA Engineer further noted that the non-deployment problem appeared to be limited to
2005-2007 model years of the Cobalt and appeared not to affect model years 2008 and later.

65. By March 2012, more than six months after he had been assigned to the matter,
the PI Investigator had done little to advance the nvestigation. The GM Airbag Attorney called
another meeting with PI for March 15, 2012. Attendees at this meeting included the GM Safety
Attorney, the GM Airbag Attorney, the GM Safety Director, the PI Investigator, the PI Senior
Manager, and the Airbag FPA Engineer. During the meeting, the PI Investigator complained that
he needed more support from GM’s electrical engineering group to investigate a potential

electrical (as opposed to mechanical) explanation for the Accessory and Off power mode
recordings in many of the subject crashes.
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66. Two weeks later, the Airbag FPA Engineer, members of GM’s electrical
engineering group, and others travelled to an auto salvage yard to examine potential electric
problems related to the ignition switch—to see whether, as the PI Investigator and others had
posited, the Accessory and Off power mode status recordings within the SDMs of the subject
vehicles were attributable to an electrical “bounce” in the ignition switch.

67. At the yard, one of the engineers noticed that the effort needed to turn the ignition
switch of the 2006 Cobalt they were examining was low. The group immediately dispatched one
of their members to retrieve fish scales from a local bait and tackle shop to measure the
rotational force in this and other salvage yard Cobalts. A GM electrical engineer involved in the
exercise (the “GM Electrical Engineer”) recorded the findings, noted the unusually low force
needed to move the examined switches out of Run, searched and found records of customer

complaints about the low torque issue, and located the 2005 Service Bulletin addressing the
issue.

68. The next day, the GM Electrical Engineer reported to his own boss these findings
and his view that a probable root cause of the non-deployment problem was the Defective Switch
moving out of Run to Accessory or Off. And that same day, the boss reported all of this to the PT
Senior Manager and to the GM Safety Attorney.

69. At around the same time, the plaintiffs in a lawsuit stemming from the Virginia
Crash, referenced above, located the 2005 Service Bulletin and identified the Defective Switch
described therein as the cause of non-deployment in the vehicle at issue in that case. The GM
Airbag Aftorney identified the 2005 Service Bulletin as potentially related to the Virginia Crash.

70.  In an April 23, 2012 email responding to a query about an ignition switch turning
too easily from Run to Off, the PI Senior Manager wrote to colleagues claiming—inexplicably—
that he had “not heard of” complaints about low torque in the “Cobalt or other models” since
2005, when the first P examination was conducted and closed with the issuance of the 2005
Service Bulletin. The PI Investigator, meanwhile, pressed electrical engineers to continue to look
into other possible causes of non-deployment, beyond the low torque problem.

71. No one from PI ushered the matter into the first stage of the formal recall process,
the ISR, at this time. This approach represented a stark contrast even to the way in which the
Defective Switch itself had been handled in 2005. Back then, before the dangerous connection to
airbag non-deployment had been drawn, PI had promptly introduced the matter into the ISR,

72. In May 2012, the GM Safety Attorney asked a GM Vice President to act as an
“Executive Champion” in order to propel the matter forward. During the first meeting chaired by
this Executive Champion, on May 15, 2012, the GM Electrical Engineer presented his view that
the Defective Switch was the cause of non-deployment in the affected Cobalt models. Those in
attendance included the GM Safety Attorney, the GM Safety Director, the PI Senior Manager,
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the PI Investigator, and others. The Executive Champion encouraged confirmation of this
hypothesis through more scientific study.

73. Days later, on May 22, 2012, such confirmation was. obtained. The GM Electrical
Engineer, the PI Investigator, and others traveled once more to an auto salvage yard and, using
equipment much more sophisticated than fish scales, conducted a thorough study of torque in the
ignition switches of several model years of Cobalt, Ion, and other cars. The results confirmed
that the majority of vehicles from model years 2003 through 2007 exhibited torque performance
below the Torque Specification that GM had adopted in 2001. They also showed that starting
somewhere in model year 2007 (that is, for vehicles produced at some point in 2006), the torque
values were higher and within specification.

74. The observed discrepancy was, of course, due to the ignition switch part change
that the Switch DRE had ordered in April 2006. But neither anyone from PI nor others working
on the airbag non-deployment investigation in the spring of 2012 knew yet about that change; the
part number was the same for the Defective Switch and the new one. Indeed, when the PI
Investigator asked the Switch DRE in early 2012 to detail any changes that might account for the

discrepancy observed at the salvage yard, the Switch DRE denied any of relevance. This was
baffling to the PI Investigator and others.

75. Still, the engineers involved knew that studied cars built before a certain point in
2006 were equipped with low-torque ignition switches, and that low torque In an ignition switch
could result in ajrbag non-deployment. At this time, no further engineering tests were conducted
to explore any other purported root cause of the observed non-deployment pattern or to compare
the 2005 through 2007 model year Cobalt 1gnition switches with those of later model years.

76. On June 12, 2012, three weeks after the May 2012 salvage yard expedition, an
expert retained by the Virginia Crash plaintiffs issued a report. Noting both the 2005 Service
Bulletin and the Indiana University study from 2007 that had 1dentified a connection between the
Defective Switch and non-deployment of an airbag in a fatal Cobalt crash, the expert opined that
the Defective Switch was indeed responsible for non-deployment in the Virginia Crash. In early
July, outside counsel for GM forwarded the Virginia Crash expert’s report to the GM Airbag

Attorney. In late July, the GM Airbag Attorney forwarded the Indiana University study to the PI

Senior Manager, the GM Safety Attorney, and the Airbag FPA Engineer.

77. At a meeting among GM lawyers in late July 2012 in which the Virginia Crash
expert’s report was discussed, a newly hired GM attorney asked the group why the Cobalt had
not been recalled for the Defective Switch. Those present explained that the engineers had yet to
devise a solution to the problem but that engineering was looking into it. The new attorney took
from this that the GM legal department had done all it could do.
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78. The PI Investigator, the PI Senior Manager, the GM Safety Attorney, the GM
Safety Director, and others met at lengthy intervals through the summer and fall of 2012 and
early 2013 to consider potential solutions and further explore why the defect condition appeared
to be limited to earlier model years. As one of the several Executive Champions who would be
tasked with overseeing these meetings from early 2012 through 2013 has explained, the purpose
of the meetings was nof to identify the root cause of the problem, which had by approximately
the spring of 2012 been traced to the Defective Switch, but rather to develop the optimal remedy
for the defect condition and set with precision the scope of the anticipated recall. Certain GM
personnel wanted to be sure that the fix adopted for the problem would be affordable and yet
appeal to consumers; that GM would have sufficient parts on hand to address the recall; and that
GM representatives would be able to fully articulate to NHTSA and the public a “complete root
cause” accounting for the discrepancy between the earlier and later vehicle populations.

GM’s Representations to NHTSA About Its Recall Process

79. At the same time, the marmer in which the responsible GM personnel were
approaching the Defective Switch and its deadly consequences in 2012 contrasted with the
picture the Company was presenting to NHTSA about its recall process.

80. On October 22, 2012, certain GM personnel, including the GM Safety Director,
met with NHTSA officials in Washington, D.C., and gave a description of the Company’s recall
process intended to assure the regulator that safety issues were routinely addressed in a
methodical and efficient fashion. The presentation, which touted a “common global process”
with “standard work templates,” explained that the first step toward potential recall involved
investigation by PI of the suspected safety problem. Then, according to the presentation, the
matter would be placed promptly into the FPE process, which was controlled not by engineers
but by personnel in charge of Quality. At this stage, GM further explained, the FPET would
consider the logistics of implementing the proposed recall or other contemplated action; the
FPERC would recommend the particular field action to be taken (recall or, for example, a
customer advisory); and, in short order thereafter, the EFADC would either make the final
decision concerning that recommended field action or order “further study.” According to
individuals who attended this meeting and others in 2012 and 2013, GM gave the impression that
its recall process was linear, robust, uniform, and prompt.

81.  To the extent this presentation may have accurately described GM’s general recall
process and handling of other defects, it did not accurately describe. GM’s handling of the
Defective Switch (about which NHTSA would remain unaware until 2014). By approximately
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five months prior to this presentation, certain GM personnel had identified what they knew to be
a dangerous safety defect and had not started it into the first phase of the recall process.®

GM Delays Recall After Learning of the 2006 Switch Change

82. By early 2013, the Defective Switch s#il] had not been introduced into the FPE
process. GM was exploring optimal remedies and trying to understand why the defect appeared
to affect only a limited population. Those involved remained unaware of the part change that the
Switch DRE had made back in April 2006—the change that explained why cars built after
around late 2006 seemed not to be affected.

83. Meanwhile, during this same period, GM lawyers were engaged in heavy
litigation related to the Georgia Crash, referenced above. The Georgia Crash plaintiffs’ attorney
had learned about the 2005 Service Bulletin, and had developed a theory that the Defective
Switch caused the driver to lose control of her vehicle. The attorney was seeking discovery
related to the bulletin and the Defective Switch more generally. He was also asking about any
design changes that had been made to the switch.

84. GM denied that any such design changes had been fnade' that would affect the
amount of torque it takes to move the key from Run to Accessory.

85. Then, on April 29, 2013, the Georgia Crash plaintiffs’ attorney took the
.deposition of the Switch DRE. During that deposition, the plaintiffs’ attorney showed X-1ay
photographs of the ignition switch from the subject vehicle (the Defective Switch) and another
switch from a later model year Cobalt (one installed after implementation of the Switch DRE’s
April 2006 part change directive). The photographs showed that the detent plunger in the
Georgia Crash car was much shorter—and’ therefore would have had much lower torque
performance—than the one in the later model year Cobalt. The Switch DRE, confronted with

these photograp_hs, continued to deny knowledge of any change to the switch that would have
accounted for this difference. ' : :

6. But, as the Switch DRE has acknowledged, he knew almost immediately
following his deposition that there had been a design change to the switch following production
of the model year 2005 Cobalt, and that he must have been the engineer responsible for that
design change. He knew as much because, the day after the April 29, 2013 deposition, he

5 ASNHTSA and GM understood, GM’s regulatory obligation to disclose safety defects within
five days of their discovery was an obligation of the Company and not of any individual
employee. Indeed, as NHTSA further understood, neither the GM Safety Director nor any other

GM employee was authorized to disclose a safety defect to NHTSA without a decision from the
EFADC that such a defect existed.
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personally collected and took apart switches from a 2005 Cobalt and a later model year Cobalt
and observed the difference in lengths of their respective detent plungers.

87.  The Switch DRE has said that he recalls communicating these observations to his
boss and to another supervisor and being advised to let the legal department handle the matter.

88.  The GM Safety Attorney learned what transpired during the Switch DRE’s
deposition. Having previously received a request from the PI group for retention of an outside
expert (the “Switch Expert™) to help determine why the Defective Switch seemed to affect only a
limited vehicle population, the GM Safety Attorney, on or about May 2, 2013, authorized
retention of the Switch Expert in connection with the Georgia Crash case. The PI Investigator
and the PI Senior Manager did not participate in meetings with the Switch Expert until the
Switch Expert presented his conclusions following the settlement of the Georgia Crash case. The
PI Investigator understood that he was to put his own investigation on hold pending the Switch
Expert’s evaluation.

89. Of course, by the time the Switch Expert had been retained, certain GM personnel
had already learned from the Georgia Crash plaintiffs’ attorney about the design change to the
Defective Switch, and the Switch DRE had already confirmed that the change had in fact
occurred. GM thus had an explanation for why the defect condition did not appear to affect cars -
built after the middle of 2006. And, indeed, some within GM had known for approximately a
year that a confirmed population of GM’s compact cars was equipped with the Defective Switch.
Yet still there was no recall; indeed, still there was no move to even place the matter into the FPE
process. Instead, GM personnel awaited the study and conclusions of the Switch Expert.

90. Meanwhile, on June 22, 2013, a 23-year-old man was killed in a crash on a
highway near Roxton Pond, Quebec after his 2007 Cobalt left the road and ran info some trees.
The driver-side airbag in the Cobalt failed to deploy. The power mode status was recorded as
Accessory.

GM Receives Documentary Evidence of the Part Change and Finally Begins the Recall Process

91. By July 2013, the Switch Expert had confirmed what the Georgia Crash plaintiffs’
expert and the Switch DRE had known since no later than April 2013: Cobalts from model years
2008 through 2010 had longer detent plungers and springs than those from model years 2005 and
2006. GM’s outside counsel in the Georgia Crash case urged GM in-house lawyers to settle it:
“[T]here is little doubt that a jury here will find that the ignition switch used on [the Georgia
Crash car] was defective and unreasonably dangerous, and that it did not meet GMs own torque
specifications. In addition, the [engineering inquiry documents about the Defective Switch from
2004 and 2005] and the on-going FPE investigation have enabled plaintiffs’ counsel to develop a
record from which he can compellingly argue that GM has known about this safety defect from
the time the first 2005 Cobalts rolled off the assembly line and essentially has done nothing to
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correct the problem for the last nine years.”

92. GM followed its outside counsel’s advice and settled the Georgia Crash case at
the end of August 2013, agreeing to pay $5 million.

93. Then, in late October 2013, GM received documentary confirmation from the
Switch Supplier that the Switch DRE had in fact directed a part change to fix the Defective
Switch in April 2006. This evidence further showed that the part was changed without a -
corresponding change to the part number.

94. . Only at this point did GM finally place the Defective Switch matter into the
formal FPE process. An ISR was scheduled for November 5, 2013. Meanwhile, on October 30,
the PI Investigator, who was by now back working on the matter and helping to lay the practical
groundwork for a recall, asked an employee in charge of ordering vehicle parts what the costs of
new ignition switch components would be for the 2005 through 2007 Cobalts,

GM Makes Further Statements to NHTSA About Its Recall Process

95.  On July 23, 2013, one day after GM’s outside counse] had advised GM to settle
the Georgia Crash case and noted that plaintiffs’ counsel could make a “compelling” argument
that GM “essentially has done nothing to correct” the Defective Switch “for the Jast nine years,”
the GM Safety Director received an email from NHTSA’s Director of Defects Investigation
accusing GM of being “slow to communicate” and “slow to act” in the face of safety defects—
including defects unrelated to the Defective Switch (about which NHTSA remained unaware)
but related to non-deployment of airbags. ~

96. Two days later, certain GM personnel, including the GM Safety Director, met
with NHTSA to try to quell the agency’s concerns. According to notes taken by the GM Safety
Director at that meeting, NHTSA agreed with GM that the Company appeared to have a “robust
and rigorous process” for evaluating and addressing safety issues, but worried that it-“tend[ed] to
focus on proving the issue [wa]s not a safety defect.”

97. On November 7, 2013, two days after the ISR concerning the Defective Switch,
certain GM personnel met again with NHTSA, this time to give a more in-depth presentation
targeted at assuring the regulator that GM was “responsive” and “customer focused” when it
came to safety concerns. Although the presentation did not specifically address the Defective
Switch-related airbag non-deployment problem—which, having Just entered the recall process
within GM, remained unknown to NHTSA—it did address concerns related to airbag non-
deployment more generally.

98.  First, certain GM personnel showed NHTSA slides that touted the increasing
swiftness with which GM had addressed safety defects from 2008 through 2012. One graph
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reflected that the average time taken from identification of the issue through to execution of the
recall was 160 days in 2008 and 84 days in 2012. It further showed that the average time an issue
remained in the “pre-FPE” stage was 105 days in 2008 and 33 days in 2012. And the average
number of days between entry into the FPE process and recall decision was 15 days in 2008 and
13 days in 2012.

- 99, Other portions of GM’s presentation suggested that any aifbag defect that
presented with a failure to wamn the driver and/or certain other aggravating factors would be
recalled swiftly.

GM Delays Recall for Three More Months

100.  Although the Defective Switch matter entered the ISR on November 5, 2013, after
approximately 804 days of formal investigation, and although GM had at the November 7
meeting with NHTSA touted an average lag of just 13 days between entry into the FPE process
and recall approval by the EFADC, GM would not ultimately decide to conduct a recall for the

Defective Switch until January 31, 2014. The recall was announced to NHTSA seven days later,
on February 7, 2014.

101.  The individual principally responsible for shepherding the matter through the FPE
process was GM’s FPE Director, who worked closely with the GM Safety Director, the GM
Safety Attorney, and a member of the EFADC responsible for deciding whether to recall.

102.  As a general matter, EFADCs were scheduled weekly. The Defective Switch
matter was initially contemplated for inclusion on the agenda of an EFADC scheduled for
November 18. Citing the issue’s “complex[ity],” however, an assistant to the FPE Director
recommended—and the FPE Director agreed—that the matter be put off until an EFADC
scheduled for December 3.

103.  The matter did not go to the EFADC on December 3, however. Instead, it was
pushed to December 17. On December 2, the FPE Director met with the GM Safety Director, the
PI Investigator, the GM Safety Attorney, and a few others in yet another “offline” meeting to
discuss the matter. Then, on December 16, the issue was the subject of an FPERC meeting that
had been scheduled to occur right before the December 17 EFADC meeting. '

104.  After that meeting, the FPE Director expressed concern about “execution details”
of the recall. She explained to one of the three EFADC decision-makers that “[t]he absolute last
thing we need to do from a customer perspective is to rush a decision, post it on the NHTSA
website that [sic] we have a safety decision but we cannot fix the customer vehicles for some
period of time.” The FPE Director informed this decision-maker that “we aren’t ready for 2
decision” because there were “[tJoo many items on how we know how the fix will perform and
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the competitive solutions.” The decision-maker pledged to “push [to] do additional follow up on
this prior to a decision.”

105, The EFADC meeting on December 17, 2013 yielded no decision, and further
“study” was directed.

106. By this time, all involved understood—and some had for a period of time
understood—that a Cobalt recall was inevitable.

107. Some within GM—including the GM Safety Director and the GM Safety
Attorney—openly expressed concem about how the “timeline” of GM’s response to the
Defective Switch would look to NHTSA. As noted, a manufacturer must, under applicable
regulations, report a known safety defect to NHTSA within five business days of its discovery.
Here, certain GM personnel knew by approximately the spring of 2012 that the Defective Switch
posed a serious safety issue because it disabled airbags in situations when they should have

deployed. Yet more than a year and a half after that discovery, GM still had not conducted a
recall.

Recall

108. On January 31, the voting members agreed that a recall of the affected model year
Cobalts, G5s, and Pursuits was warranted. On F ebruary 7, 2014, GM announced the recall to the
public and NHTSA. ‘

109.  Although other models—the lon, most notably—were likewise equipped with the

Defective Switch, these were not recalled on February 7. The stated reasons for not including
these other models varied. Some believed there were differences in electronic architecture and
physical switch placement between the unrecalled cars and the recalled cars, such that the risk of
switch movement and/or airbag non-deployment was reduced. Others cited an error by the PI
Investigator in collecting incident data about the Ton, which they said gave the erroneous
impression that there was no comparable problem with the Jon.

110.  In any event, following intense criticism from the press about the limited scope of
the February 7 recall, GM held another EFADC meeting on February 24, 2014 to consider the
affected model years of the Ion, Sky, HHR, and Solstice. Voting members agreed that the

February 7 recall should be expanded to encompass these other models. The next day, GM
announced that decision.

GM’s Certifications for Pre-Owned Vehicles

111. All of the cars subject to the February and March 2014 airbag non-deployment
recalls were relatively old. GM stopped manufacturing the Ton in 2006; stopped manufacturing
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the Cobalt, the G5, the Sky, and the Solstice in 2009; and stopped manufacturing the HHR in
2010.

112. From in or about the spring of 2012, when certain GM personnel knew that the
Defective Switch could cause airbag non-deployment, through at least in or about May of 2013,
GM dealerships (which GM had not made aware of the issue) continued to sell “certified pre-
owned” cars equipped with the Defective Switch. GM, which profited indirectly from these
sales, certified the safety of the vehicles 1o the public, explaining that the certification process
involved testing of over a hundred components, including, specifically, the ignition system.

113.  But the safety certification was made despite there being no change or alteration
to either the ignition switch itself or the accompanying key in these cars. The Defective Switch
was lelt intact and unremedied.

‘114. Approximately 800 consumers purchased certified pre—owrled vehicles e'quipped
with the Defective Switch. The GM dealer certifications thus may have caused consumers who
relied on the certifications to buy vehicles that they may incorrectly have believed to be safe.

Conclusion

115.  As detailed above, starting no later than 2003, GM knowingly manufactured and
sold several models of vehicles equipped with the Defective Switch, By approximately the spring
of 2012, certain GM personnel knew that the Defective Switch could cause frontal airbag non-
deployment in at least some model years of the Cobalt, and were aware of several fatal incidents
and serious injuries that occurred as a result of accidents in which the Defective Switch may
have caused or contributed to airbag non-deployment. This knowledge extended well above the
ranks of investigating engineers to certain supervisors and attorneys at the Company—including
GM’s Safety Director and the GM Safety Attorney. Yet, GM overshot the five-day regulatory
reporting requirement for safety defects by approximately 20 months. And throughout this 20-
month period, GM failed to correct its 2005 statement that the Defective Switch posed no
“safety” problem.





