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Learnings so far

The organisations feel that
significant benefits will be
derived from the
exchange and acquisition of
different approaches and best

practice applied to
the Safety Management
System.

The cooperation
between Belfour Beatty
and Irish Rail is a role
model for
Learning from near joint work in terms of

misses starts with a safety

simple/easy reporting The safety

system department has
like an app (the main a clear role in
contractor in Ireland has the safety

this). culture,




Safety Culture KPlIs-self score

Model for safety conversations

Result of discussion in PRIME subgroup June/November 2016. To be used for assessment of the
maturity level of the organizations taking part in the twinning program
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“mustdo”

Unplanned, ad hoc,
on the spot

Basic instructions
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that")
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documents
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Unstructured, man
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Real engagement.
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Twinning score

Model for safety conversations

Result of discussion in PRIME subgroup June/November 2016. To be used for assessment of the
maturity level of the organizations taking part in the twinning program
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Total: 4.1 — We consider that more detailed information is needed for a more realistic assessment




Safety Culture KPls

Metric description

Level 1

Level 2

Level 3

Level 4:

Level 5:

IThe organisations ability/desire to
proactively look and manage safety

Risk managed only post serious incident
Investigations discover obvious cause only-

Investigations of all safety incidents-
Outputs rarely used for safety

Initial reporting of safety issues pre accident
but learning from close calls doesn't drive

Starting to adopt a risk based approach.
Starting to look at organisational failure.

Close call number have reduced because
close calls are mainly around behaviours-
close call challenges current thinking and

risk throughout the organisation @ [Often from regulators Serious [improvement. Learning only as a improvement. Numbers driven- information | Root cause analysis. Trends and them< .
‘€ [accidents blamed on individuals no root  [reaction to major problems over-load and seen as an additional load captured planning at all levels in the organisation
E icause analysis rather than useful information
IThe maturity of a system within the No close call in place. Investigations Reporting system available-Education Development of a process to support the System available = .d feedback provided. Close calls used to improve processes and
business to record, analyses and reactive on system use not outputs learning from the system eg managers Still some st= suspicion about value of | reduce risk and information from close call
feedback information on reported Targets for reporting quantitative only. | responsible in the busiess for review and syster= some quality data not just shared and used for industry improvement.
safety issues through the business - Close calls only made by most staff close out of calls including feedback- quant’ . Feedback regular and asked for Close call information is owned by all
§ through management instruction howvere at this stage this is not fully by porter. System understood and used. | business, front-line, corporate an leadership
E.O' effective. Close calls 'encouraged' by target '~ ain operators and wider industry involved an thus impacts on decision making.
setting too reporters are part of the safety solutions.
IThe ownership of safety learning as Focus on commercial safety. Leaders need development to A drive from management to do close calls Managemen. *erest in close calls Culture of trust and confidence of learning
indicated by business wide Safety seen as a front-line issue only. No champion close calls- extra but little support to use for improvement- [ throughout the businc  Engaged and use | system which includes close calls system.
leadership of safety data collecting, fair culture (or equivalent process) thus no| responsibility seen as an extra load. target driven. Poor quality of feedback to data for their decisic  making. Data used to understand issues, themes, and
lanalysis and learning for o | consistency of approach or consequences Rare Feedback to reporters. Main staff who report. Close call made by all staff Investigations inclusive a, ' fair. risks and all staff see safety as their
improvement é Leaders interested in safety when it affects| responsibility seen only at front-line including senior leaders Monitoring of intervention. responsibility to both report and resolve-
E performance leadership thus limiting systemic leaders enable this by listening, questioning
s learning and demonstrating use of close calls in their
= decision making
No priority Must do Want to do Lead Inspire
IThe driver to create and use a External regulatory pressure to investigate| Owned by safety professionals- little [Senior leadership recognise a need to change Close calls owned by senior Owned by everyone- proud to be part of it-
proactive learning/close call system incidents/close calls/near misses reporting in rest of the business. and to look at safety reporting as a whole leadership/board. Data regularly safe behaviour part of company DNA.
2 Investigations only by safety team. business process but see the accountability [interrogated in senior meetings. All startin = Awareness of information from close calls
g Someone else should fix issues as that of the safety teams only. A processis| to use a risk- based approach- reporting high throughout business- with a desire to
° created to record close call data in a wider | unsafe conditions and acts. Behaviour of| use it to create safety improvement. Process
'; context others and self regularly close called. owned locally. Fair culture truly in place
IThe maturity of data analysis as Measurement is many of accidents rather | Some engagement with process but An increasing value experienced in KPIs on.clea ..caue not just numbers | Open data sharing in industry. Fewer close
part of a proactive learning/close - than near misses or pre-cursor data different measurement across business-|availability of data and not just from = wut outcomes too. Investigations look at calls as unsafe behaviour not tolerated.
icall reporting system 5 Reporting as a tick box- seen as an and still seen as big numbers best- poor| targets. Localiniti ~<iionstrate the control measures including human error. |Investigation of all safety risks increases both
§ annoying and not valuable management | closure. Extra load on investigations 1 _.ieporting. Sharing across business |Leading KPIs for close calls. Equal emphasis safety learning and improved safety
‘é‘ requirement. seen as negative. from preventative learning is starting on high risk close calls as on incidents ownership throughout the business.
S
=
IThe outcomes from reporting No real outcomes Lots of data Some thematic data o. »2rious risks- some Thematic and some pre-cursor data- Predictive data used to prevent incidents-
H] learning understanding and mitigating of root causes|learning and few repeat incidents- all control
g safety risk
S
3
o
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Twinning Score
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Metric description

Level 1

Leval 2

Level 3

Level 4:

Level 5t
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IRizk managed only postserious
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ook and manage safety risk = pbvious cause onby-Oftenfrom for safety improvemeant. doesn't drive improvement Nurnberﬁ Inrganlsatmnal failure. Rootcause | behaviours-closecallchallenges
throughout the organisation m [resulators Serious Learning only3sa reaction to driven- information over-load and analysis. Trendsand themes ! current thinking and planning at all
Y |eccidents blamed on individuals no |major problems =een asanadditional load rather than ! captured I levels in the organisation
Iroot cause anakysis useful information | 1
The maturity of a system Mo close call inplace. Reporting system available- ||DevelGpeft of a BroceSE 1l =uppart ~ System availableand feedbadk “|Close calls used to improve processes
within the business torecord, Investigations reactive Educationon system use not the leaming from the systemeg lJprovided. 5till some st3ff suspicion [and reduce riskand information from
=nalysesand feedback outputs Targets for | managers responsible in the busiess |sbout value of system. Someguality  close call zhared and used for
nformation on reported ﬁ reporting guantitative onhy. for review and close out of calls j| data not just guantity. Feedback | industry improvement Close call
Eafety issues through the E Close callsonlymade by most ! including feedback- howwvere at thig | regular and askedfor by reporter. |information is owned by all business,
business o staff through management  Nktage thisis notfully effective. Closg [System understood and used. Trainffront-line, corporate an lesdership ar]
instruction W calls ‘encouraged’ by target smzingl operators and wider industry thus impacts on decision making.
I " involved too reporters are partof the safety
| e —— solutions.
The ownershipof safety Focus on commercial safety. Leaders need developmentto X drive from rFan-gg'nE'nEuFm:- Haﬁag-em-m?in?ergstﬁ closecalls | jCulture of trustand confidence of
earning asindicated by Safety seen asa frontline issue championclose calls- extra calls but litde supportto usefor |l throughout the business. Engaged jlgarning systemwhich includes close]
businesswide leadership of only. Mofairculture [orequivalent| responsibility seen asan extra | improvement-target driven. Poor | and use datafor their decision | callssystem. Datausedto
=afety data collecting, En- process) thus noconsistency of load. RareFeedback to quality of feedback to staff who  |jmaking. Investigationsind usi'uearl:lﬁnderstarl:l izsues, themes, and risks]
=nalysizand learning for [d approach or consequences reporters. Mainresponsibility | report. Close call made by all st=ff | fair. Monitoring of interventions and all staff zee=afety astheir
mprovement '§ Leadersinterested insafety when itjzeen onlyatfront-line |leadership including senior leaders I responsibility to both reportand
q affects performance thus limiting systemic learning I resolve- |leaders enablethis by
i listening, questioning and
demonstrating useof closecalls in
Wo======2====P  theirdedsion making
No priority Must do Want todo oo Jdead Inspire
The driver to createand use d External resulatory pressureto | Owned by safety professionals [Senior leadership recosnise aneed 2 - Close calEowned by senior | |0wned by everyone proud to be part
proactive learning/dose call investigate incidents/close little reporting inrestofthe  [change and to look at safety reporting) leadership/board. Data regularhd §of it- safe behaviour part of company
=ystem E calls/near misses busines=s. Investigationsonly by| 8= a whole business process butsed finterrogated in seniormeetings. AJDNA. Awarenesz=of information from
=1 safety team. Someoneelse the accountability asthat of the | starting to usea risk-based  yclose calls highthroughout business-
2 should fix izsues safety tesmsonly. Aprocessiz approach-reportingunsafe | fwith a desire touse itto reste safey
S created to record closecall data in g conditionsand acts. Beha'uri[x.lrl}f"imprl:nrement Process owned locallg
wider context j|thers and seff regularly close call Fair culture truly inplace
The maturity of data analysis Measurement is many of accidents | 5ome engagementwith process| An increasing value experienced in | KFls on closecall includenotjust [Dpen datasharing in industry. Fewe
5= part of a proactive E rather than near mizses or pre- but different measurement vailability of data and not justfrom numbers but outcomes too close calls as unsafe behaviour not
earning/close call reporting E icursor data Reporting 2= 8 tickbos|acrossbusiness- and still seena¥’ meeting targets. Localinitistives I. Investi ‘.%H}d{ atcontrol tolerated. Investigation of all safety
Eystem % sEen asanannoying and not big numbersbest poorclosurelfldemonstrate thevalue of reporting /| measuresi ding human emor. | risks increases both safety learning
W waluzble managemeant requirement |Extra load on investigations see Sharing acrossbusinessfrem  If Leading KPIsfor closecalls. Equal and improved safety ownership
g 3= negative. Il preventativeleamingisstarting !femphasizon high riskclosecallsas throughout the business.
(L= — — — — — | on incidents
The cutcomesfrom reporting] No real outcomes Lots of data Some thematicdata on seriousrisks [TRematic and some pre-cuisor data{ | Predictivedata usedto prevent
E some learning ‘.lnl:lerstandirgand mitigating of roof Iinl:i:lenErIearningandfewrepeat
g ! causes ! incidents- all control safety risk
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: 3.7 — We consider that more detailed information is needed for a more realistic assessment
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