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1. Introduction

Safety at sea has improved enormously over the last 100 years, and continues to do so.
Rules and regulations, beginning with SOLAS have given the industry a compulsory
framework to follow. Furthermore with advances in engineering and technology, unexpected
mechanical or structural failure is rare, and the influence of the elements becomes less and
less of a factor. However, in one five year period, 2869 commercial crew and passengers
have lost their lives at sea’.

Safety at sea has developed through many phases, from the reactive seeking of guilt and
apportion of blame, to compulsory adherence to rules and regulations. It is now time to fully
embrace a third phase:t hat of uat fij e srégalatiah. s el f

A positive safety culture depends on two factors, the development and implementation of a
proportionate and suitable safety management system that reports-on and examines its own
failings, and a positive culture at all levels so that management and crew truly understand
that safety is in their best interests.

The bedrock of these two factors is training: Training arms senior management with the skill
and knowledge required to develop a practical safety management system, and gives the
crew the perspective and attitude to want to follow it.

2. Scope & Purpose

The purpose of this documentistodi scuss and investigate the me
safety cultureo, the positive financial, mor al
potential threats, barriers and pitfalls precluding the successful adoption of an effective

safety culture and, most importantly, offer guidance on how to overcome these obstacles.

It is intended to be a frank and open discussion, to seek to educate and inform the general
reader (without overcomplicating the issue), as well as stimulate dialogue with the health and
safety professional.

It is offered as a free and open-source document in order to generate interest and raise
awareness of a crucial and significant issue, one of great consequence to the maritime
industry due to the perilous nature of living and working at sea, in a heavily industrialised
context. It satisfies our ambition to fulfil our moral duty of care to the seafarer, who provides
an increasingly vital service to human society, under increasing economic pressure, with
ever more demanding expectations of efficiency, productivity and compliance.

It forms part of a suite of educational, supportive and consultative services provided to the
maritime industry.
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3. Statistics

Fig.1Y Types obccurrence&

Navigartion, COLREG Manchinery/Equipment failure | gisyre
infringement Galley Operations 1% Activity on
1% 1% board
1%

Maintenance-
machinery
1%

Maintainance- other

Cargo securing failur, 4%
1% .
Involving rescue
boat/Lifeboat/Liferaft
3% Other

Involving lifting equipment
1%

Failure of any access equipm
1%

Pipe systems: explosion,
collapse or bursting

Electrical short circuit or
1%

Failure of any lifting devi overload
1% 3%

In order to effectively mitigate the effects of incidents, accidents and dangerous occurrences

we must first investigate the nature and cause of these occurrences. Above we can see a

typical example for the types of occurrences from a Red Ensign Group Fl ag admi ni st r a
annual safety report (over 1000 registered vessels).

At first glance it becomes obvious that the figures appear counter-intuitive. The figures are

wildly over-representative in favour of serious, damaging or life threatening occurrences. To

examine the most obvious example: how is it possible to have 33% of the incidents involving
AnCollision, foundering, heavy cont act or strani
(Aconsequence freeod) (SEAERPG@ nidrefdrin figup.algerst

The short latn sowsenrdti s, f
The anticipated ratio of ne ar mi sses and dangerous occurren
incidents, based on long term and exhaustive study across industry, is expected to be in the

region of 15:13%°

Thistendencytounder-r eport fAnear misseso is well document
this document (See below,7 . 1 fiReporti ngo) .

The negative impact of this tendency, the underlying reasons for it, and solutions to mitigate
this trend is one of the central themes of this document.

20! WSR 9yaAdyké? KASingrary 6f Cas@ity 3KA LI OWBAIRSyliiNg GReyisiered y OA RSy
Vessels(2014)

% ConcocoPhillips Marine (2003)

*Bird, Frank E., (1969)

®Heinrich, H.W., Industrial Accident Prevention, (1931)
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Fig.2 Relationship between casualties, accidents and near misses (as Reborted)
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The consequences of under-reporting are made clear in the above chart. While the
frequency of accidents outnumbers the occurrence of casualties (as would be expected
according to empirical evidence’®), the number of near misses reported is proportionately
lower than would be expected.

Though this sample is too small to be statistically significant?, it is difficult not to notice (in an
anecdotal sense) that the decline in the number of near misses reported is mirrored by a
commensurate increase in the number of casualties.

With this problem in mind, and to further explore the causal relationship between dangerous
occurrences (or near misses) and damaging or deadly incidents and accidents, we must now
investigate the pathology of an accidenti namel y fAhow and why do they h

! WSR 9yaAdyké? KASingvary of Cas@ity 3CA LI OWBAIRSyiNE GReyisiered y OA RSy
Vessels(2014)

! ConcocoPhillips Marine (2003)

®Bird, Frank E., (1969)

® Heinrich, H.W.Industrial Accident Prevention, (1931)

10 Cumming, Geoff (2012). Understanding The New Statistics: Effect Sizes, Confidence Intervals,-and Meta

Analysis. New York, USA: Routledge. pp287
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4. Accident Causation

Accidents do n' aandjouhink logitailyaapqutehowd they happen is a useful
preventative tool, if done pre-emptively as part of a risk assessment, or to prevent re-
occurrence if done as part of an accident investigation.

Many Health and Safety studies cite the i Swi s s Ch e & swihdthe tayers eflcheese
representing preventative and control measur es.
occur. To expand on this, it is useful to think about the relative complexity of a task and
significance of the consequences of failure. A relatively simple task, involving few people
and with minor potential risk will be covered by a few (hopefully common sense) risk controls
resulting from a simple risk assessment and/or pre task planning (see 6.3 ifPlanning and
Implementationd.) A more complex task, involving a larger or more technically complex
system, or an ongoing routine task implemented across a fleet or industry will be governed
by increasingly more layers of safeguards:

Complexity Of Task >

Simple, oneoff task, low potential Complex task Ongoing, routine, high potential

Fig.3
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Hazard
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It may also be useful to think of accident causation as a set of dominoes falling, representing
a chain of events that, once started will result in harm 7 unless a control measure, or luck,
intervenes:
Fig.4
Har

Hazard

Near Miss

v

Complexity Of Task

' |cSImplementing An Effective Safety Cultu(2013)
2 ReasonUniversity of Manchester



This, AFortuitous Dbfreeak®® i woahe kdadnto a fAhazardo
Ainear mi sso r at her (Seeh7d nR ecpaour 3t ilnnEggsafdétya mamagement

system where only Ahar mo | ad mear chnussed/eadardoasn d me a !
occurrences are overlooked or under-reported for any reason, (see 7.1.1 i Bar ri er s t C
Reportingo) the hazard goes unnoticed, and t he

unidentified and unrectified until it does, eventually, result in harm.
5. Health And Safety Cultureand t he AJust Culture Approach

Before moving onto discuss differing types of safety culture, their utility and their impact on

safety performance, it is wuseful to dwitkircthess what
management of Health and Safety.

The UKOGs Health andAdwsay @oimmitted anetlceuSafety e dNaclear

Installations defines safety culture as***>*®:

The safety culture of an organisation is the product of individual and group values,
attitudes, perceptions, competencies and patterns of behaviour that determine the
commi t ment to, and the style and profi

management.

Organisations with a positive safety culture are characterised by communications
founded on mutual trust, by shared perceptions of the importance of safety and by
confidence in the efficacy of preventive measures.

HSE, ACSNI, 1993

Other definitions follow a similar pattern and tone****

In simple terms, fi s afcalturgd f or ms the | ink between policie
(driven by acts, regulations and guidelines) and actions/events. An effective safety culture
wi || be a strong | ink between the fAuulissandeamo p

transmit their intent and direction accordingly. An ineffective safety culture is the break in the
chain, whereby no amount of input from the top will ever influence what happens at the
bottom. To use a suitably nautical analogy, this relationship can be seen as a tiller, stock and
rudder on a ship.

Policies, Plans, Procedure

Fg.4.1Y Thé Safety Culture Rudd&

Culture

Behaviour,
Actions, Outcomes

BLahs 4DdzA RIWWVES 2nS LENINY IES oHnny O

“HSE, Advisory Committee on the Safety of Nuclear Installatgtndy Group on Human Fastors, Third report:
Organising for Safefy1993)

®Lee T, Work and Stress, Vol. 120185 As@essment of safety culture at a nuclear reprocessing plant LJILJ
217-237. (1998).

® Gadd & Collins, HSE, Human Factors Gi®afety Culture: A Review of the Literature HSL/200728)2)

Y Guldenmund FW.Safety Science, Vol.34, N8Z Thé natureof safety culture: A review of theory and
researcli ¥ LJIR37.H2QQD).

®Hale AR.Sabty Science. vol.34, n&®&F &/ dzf G dzNB Q&14/(DYOF dza A2y 4¢3 LI ™

% ee and HarrisorSafety Science, 36 ! 4 a S & é Ay3 {FFShdeé [/ dzZ G dzNF97.2900)b dzOf S NJ
D) dzi K2ND& AYGSNLINBGFGAZY



Individual Culpability
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The ISC Brochure, Al mpl ementing An E#of helpfullyi outinesShef ety C
progression of health and safety culture through three stages. However, it is useful to further

investigate these stages in order to understand their value to fostering an effective safety

culture. In order to do this, it is useful to first understand some of the reasons why people

make mistakes®, in order to, in-turn, understand which of the three approaches would be

most useful in averting them:

FigsY &l dzYly ClF Af dzNBé§

Skill Based Slips of

Momentary forgetfulness or lack of attention when

Action carrying out a familiar task. Committed by trained
and competent individuals as the result of
distraction or natural physical clumsiness. E.g. mis
Lapse of ordering or failing to carry out a task in a sequence

Memory

mistyping or writing a figure, ovetorqueing a bolt.

Doing the wrong thing while believing it to be right.

WISEVES Rule Based Applying the wrong rule to a situation. E.g. using a
water based fire extinguisher on an electrical fire

Human

i Knowledge

based

Doing the wrong thing while believing it to be right.
Misunderstanding a situation.

. When breaking rules or procedure has become
Routine normalway of life, especially when rules are seen
as being restrictive. E.g. not removing work clothes
when in the galley

G 2INNR dzy Ra¢ OF dzaSR o0& 2
factors. Time pressure, environment, lack of
equipment. E.g. Working teheight without correct
equipment.

L 4

Situational

Violations

Excepti onal Incorrectly believing that the end justifies the
means when dealing with exceptional situations.
Often leads to making things worse.

As the human failures decrease from culpable bad practice ( i E x ¢ e /fSituational/&Rdutine
Viol ationso) to natur al human error, they <can
health and safety culture.

5.1.Culture of Punishment: i Bl ame Cul tur eo

The earliest stage of health and safety management was to seek to apportion blame. This
blame would often fall on the last individual in the causal chain i the man nearest the
accident at the time®, the immediate supervisor (or even the injured party himself). When
seeking to change behaviour, this approach was useful, but only op to a point. When serving
t o devtieorl afiFigo®m 8 8lu man i d@he Ithveat eob punishment will influence
behaviour and provokea sense of i ndividual r elowevar, shisbi | i ty
wi || only serve to increase individual awarene

L |cS)mplementing An Effective Safety Cultui2013)
21 {93 41 {D nyé¢s O6HAMpPD
2 |cS)mplementing An Effective Safety Cultui2013)
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accidents at the last safe moment (the last slice of cheese (Fig.3) or the final Domino in the
chain (Fig.4)). As it is purely retroactive, It will not assist in identifying or mitigating root
causes, especially in a climate where health and safety performance is measured negatively
(total number of accidents) rather than positively (compliance with safe working practices, or
the number of near misses identified and rectified).

Medical and behavioural research has shown that, while negative reinforcement
(punishment, or the threat of) can improve the efficiency of learned, manual, repetitive tasks,
it will not lead to an enhancement in learning or foster improvement®.

Figer Gt dzyAaKYSyid -

Complex Tasks

Menial Tasks

Performance/Learning

Amount/Duration of Reenforcement

v

To seek to change behaviour by positive re-enforcement also gives more opportunity to
adjust behaviour quickly, as positive feedback can be performed daily for a job well done,
whereas negative feedback will (hopefully) occur less frequently 7 only when something has
gone wrong

To rely only on punishment as a lever to modify behaviour will only work to a certain degree,

and only when the crew knowt hey are doing something wrong (A
way that a dogmat i Ze n 8deé.f Rolicg &Goal Settifigsroesely serves

to camouflage the true cause of a problem by only measuring the negative outcome, a

culture of punishment will encourage covering-up of mistakes, under-reporting and a lack of

openness. The focus becomes avoiding blame or loss of face, rather than solving the

problem. Thi s cul ture can be divisive and adversar.i e
between crew and management, or even within the crew itself.

* Neurosci, "Differential Effect of Reward and Punishment on Procedural Leart369)


http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2765863/
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5.2.Culture of Compliance

The second stage in attempting to improve safety performance by modifying behaviour was

the devel opment and instigation of rules, codes
prescription”?’0made some progress in addressing the root causes of problems by attempting

to address problems before they caused harm, and increasing knowledge and guidance by

giving the seafarer and management a set of rules to follow. Complete knowledge of, and
adherence t o, t hese rul es -buswldd sadv didknheodvd ed g e
Amst akigsiHuU man HKail ureo

The following Table and chart (Fig.7A The Compl i an cseme Way¢oautliningdhe e s
complexity and burden of complying with regulations, and the extent to which they have
multiplied over time. While not an exhaustive list, it demonstrates the amount of agencies,
bodies and governments involved in the regulation of the maritime industry, and the (often
complex) issue of applicability. It must also be noted that some regulations, conventions and
guidelines are not strictly compatible with each other 1 careful judgement must be exercised

in order to make the right decision when faced with contradictory regulations. (e.g. Safety vs
security when comparing SOLAS with ISPS Code & BMP4)

Table 1: Sources of Compliance Documentation

Body Acronym Full Title
SOLAS Safety Of Life At Sea 1974
COLREGS International Regulations For Preventing Collisions At Sea
Radio Regs Marine Radio Regulations
MLC Maritime Labour Convention
MARPOL International Convention on the Prevention of Pollution from Ships
MARPOL | Annex I: Oil Pollution

MO IMO MARPOL V Annex V: Garbage

High Speed Craft Code
Large yacht Code
ISPS International Ship & Port Facility Security Code
ISM International Safety Management Code

Load Lines Convention

STCW Convention

Jfl MCA COoswP Code of safe Working Practices
,}é@ UK Govt HASAWA Health and Safety At Work Act 1974
Ry PFEER Prevention of Fire & Explosion, and Emergency Response
EU MHSAWR Management of Health And safety At Work regulations 1999
HUET Helicopter Underwater Escape Training
§ b OPITO BOSIET Basic Offshore Induction & Emergency Training
S MIST Minimum Industry Safety training
CAT-A EBS Category fAAO Emergency Breathin
R ro7pe Norway ECT Norwegian Escape Chute Training
CMHB Crisis Management & Human Behaviour

Crowd Management
STCW 95/2010 Convention On Standards of Training, Certification and

Watchkeeping
IMO IMO PDSD STCW - Proficiency in Designated Security Duties
HELM (O) Human Element, Leadership & Management (Operational)
HELM (M) Human Element, Leadership & Management (Managerial)
SSO Ship Security Officer
CSO Company Security officer
SSA/SSP Ship Security Assessment/Plan
Safe Manning Certificate
I_;l_:l_' _ UK HSE | Safety case

Colour | Meaning
Regulation
Mandatory Training
Mandatory Documentation

%|CS)mplementing An Effective Safety Cultui2013)
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However, as can be proven by a number of large

scale incidents where procedures proved to be If people are Only gOOd
insufficient, or were not followed that this, in-itself, is because they fear
not enough. It does not fully take into account what punishment, or hope for
has become knouman Etesentfictid.e H reward, then we are a
why a trained, qualified and experienced person, who .
is aware of all the rules and regulations will T with no sorry lot indeed.
malicious intent 1 still cause or allow an accident.
_ _ Albert Einstein
Whil e a Aculture of complianceo does i mply a sen
collective responsibility, in that rules are agreed upon
and produced as and industry, this imposition of dictates from external agencies, backed up
by the threat of fines or imprisonment, can be seen as just as negative and adversarial as
the ACulture of Puni s h meaythéseahissaburders ierelevantramdv i ou s | y
inconvenient, as an alien imposition from the outside i especi al ly when the fAn:
of work or management systems are deemed to be time consuming, expensive or in conflict
with previously accepted practice.

This unthinking compliance with externally imposed rules and regulations, under the threat of
punishment, does not engender an effective safety culture until management and crew
understand WHY the rules say what they say, WHY it is in their own best interests to follow
them and (in the third and final stage of developing an effective safety culture), WHY it is in
their best interests to seek to continually improve them and their compliance with them.

5.3.Culture of Self-Regulation

The devel opment and adoption of thechdn@®¥ ciomde i r
health and safety management for the maritime industry, in that it espoused the in-house

development of fully fledged company and ship specific safety management systems (see

6.0 Safety Management systems) and the continual improvement of such systems based

around a set of general guidelines, principles and objectives. It also frecognis[ed] that no two

shipping companies or ship-owners are the same, and that ships operate under a wide

range of different conditions®®a While being enforced via a mandatory regime®, the

development and implementation of the code was left up to individual shipping companies i

fostering a sense of ownership and commonality of purpose in achieving broadly defined

objectives®.

If | have seen further This approach by encouraging shared ownership and
.. self-imposed objectives allows shipping companies to

than c_)thers, Itis by mitigate the negative factors and shortcomings of the two
standlng on the previous models. However, it is NOT a replacement for
shoulders of giants the other two models (both of which serve a useful
purpose) but sits atop them as the next positive step in

achieving results 1 it cannot function without the

Isaac Newton intelligent application of the other two.

*’ MCA,The Human Element2010)

2 www.stepchangeinsafety.ngb us Oil & Gas parlance
*|SM Code, Preamble, 4

¥ 3S0LAS, Ch IX

*11SM Code, 1.2

11


http://www.stepchangeinsafety.net/
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Fig8Y &b 2 (i Hidrarchyisares

Motivation Mindset Management Culture Implementation Human Failure

Strivingfor g9yt A3KGSy S
excellence G Wdza

al ae 2. Development and implementation of suitable Safef
Management Systems (ISM), in compliance wi
regulations and guidelines. Fostering culture of continu Lapses
improvement and support.

Fear of non
. r 1 ~ S W
Comp“ance a, a @a 1. Development, implementation and enforcemen Rule Based

(punishment) (Externa) of agreed standrds based on mandatory
requirements and approved guidelines Clear ar Knowledge Based

/ 2Y LJ'[ 7\ unambiguous rules to be followed and training tc
increase knowledae.

\ " I

Fear of (Blame CUIture 3. Reenforcement of policies and

Punishment Punishment (and procedures. Enforcement of expectec Situational
standards of behaviour.

reward) ]
Exceptional

It is necessary for all of these approaches to co-exist in order to function as a working
system*®®. We must follow the principles of self-regulation, but this must be backed up by
standardised guidelines to follow (compliance), and people taking responsibility for their own
actions (whether good or bad), backed up with reward and punishment as necessary.

Figdy LhDt &{ laRBG&E/ dzf ( dzNB |

Level 5: Generative The Progression of health and
A Managers k now witheaor&fsrce kels phpne r safety culture can also be
A Bad news is sought out so f ladd ith h
A People are constantly awar e seen as a ladder, with eac

;
A safety is seen as a profit rung being a step towards the
AP A goal of a mature, fjusto culture
AResources are allocated to anticipate and prevent incidents of effective self-regulation. The

AManagement is open to bad news, but still focused on international association of Qil

statistics

A The workforce is trusted ar and Gas prOducer534(|OQP)
uses a 5 level model*® which

Livte) & Celeulive o has since been adopted by

A There are | ots of a uideittings ar | i

A The new Safety Management ¢ numerogsss arge ol

enough companies™.

i Peopl e are surprised when i

Bad news is tolerated . . .

One disadvantage with this as

Level 2: Reactive a model, however, is that only

A Safety is taken seriously ¢

A Manager s compliance vith rfiles mrmal erocedures Organlsat!ons who are opgn an
A Many discussi-oassfyimcidents he |l d t honest with themselves will be

A Bad news is kept hidden able to see where they fit on
L - Falslugfed this ladder T those at the
A We leave it to the |lawyers bottom wil not be able to tell

AThere are bound to be accidents i this is a dangerous they are at the bottom
business . . . .
A If someone is stupid enougt Impartial external advice and
A Bad news iiskilthenessenged me training may be needed.

) dzi K2ND& AYGSNLINBGFGAZY
¥ |CcS)mplementing An Effective Safety Cultui2013)

% 0GP, "Human Factorg2015

¥ MCA, (2010)

12


http://www.iogp.org/human-factors#2643393-guide-to-human-factors
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54The AJust Cultureo Approach

Thispr ocess of progressing away from a fnbse-me onl
regul ation has been des*®r ialpedintalyimpldmentedl Byahet Cul t
Airline and Healthcare industries). This model is characterised by an atmosphere of trust

where fnipeople are encour aged t ormationomthowt earefs sent i ¢
punishment®*¥a It is an approach, or mind-set held within the organisation which is
accommodating of the making (and reporting of) mistakes in the interests of learning and

i mproving. 't is Afairo r éetbéhaviour tgross neglifende anche | e s s 0 ;
illegal or malicious acts are still punishable. The approach will balance the aspiration to

improve safety by learning, with the retention of a sense of individual responsibility and
accountability.

The most effective mechanism by which to achieve (and measure) this has to be the
reporting of near misses (and commendations for good practice) via behaviour based safety
reporting system. (see 7.1.3 Behaviour based reporting systems). This can only be possible
when senior management understands the definition of a near-miss®* and best practice in
management of the reporting and intellectual processing of near misses®. This must be
backed up by the employee/crewmember having received assurances that such reporting
will not result in punitive measures, qualified and outlined by a clearly defined policy. They
should also receive training in the theory, practice and purpose of making such reports. This
policy shall not, however, guarantee immunity from punishment for unacceptable behaviour
or illegal acts*.

This can be developed further, by creating an attitude and atmosphere whereby the
reporting of near misses will not only not engender any formal punitive measures, but also
not informally jeopardise the reputation, standing or career of those making the report. This
is easy to say, but often difficult to achieve I however it is more likely to be successful when
crew/employees and managers at all levels have received suitably informed and progressive
health and safety training from industry specialists and bodies committed to the development
and promul gation ede82Tmaming).j ust Cultureod (

Fig. 10 The Law Of Diminishing Retuths

Blame Culture

Culture of Compliance

<
<

SeltRegulation

Accident Rate

v

Effort/Time

% Dekker SJust Culture: Balancing Safety And Accountab{itghgate, 2012)
¥"1CS)mplementing An Effective Safety Cultu{2013)

¥ MO, Guidance on Near Miss Reportin@008). 1.1.

¥ MO, (2008). 1.2

40 ErdoganBest Practices in Near Miss Reportif11)

*1IMO, (2008). 1.3

*2Norder,Goal Setting For Safet{2011)

13
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Theconsi stent application of the same fimet hododo of
improve performance a certain amount before its inherent weaknesses and shortcomings
are exposed and it begins to become ineffective.

55,AENnIl i ght elnretde rSeeshthidment From The Top

It is vital for everybody within the organisation, both at sea and in back-office supporting
roles, to have an understanding of the concept of safety as a culture®. Again, this must
come down to training (and the right kind of training) that will inculcate the necessary ethos
and mind-set into the crew and management. In short, it includes the values and practices
that are shared within the company, at all levels, in order to ensure that risks are always
minimised as far as reasonable practicable*® and that everybody truly believes and
understands the underlying purpose of established procedures.

To develop this further, it must be demonstrated to senior . )
management (through independent research, training or  If You think safety is
discussion and argument) that Safety is not in conflict with expensive, try having
productivity and efficiency, but forms an integral part of it. 30 gccident!

It provides a secure foundation to sustainable and stable

financial performance by introducing cost-savings and

helping to inoculate the company against wastage, routine Anon
loss, inefficiency and delay, and against one-off,

potentially crippling costs.

Health and safety related wastage is an unmeasured, invisible loss incurred continuously
due to poor health and safety management.

Figlly a2 & il 3$

PRODUCTIVITY

Loss of earnings
Cessation of service
or lack of efficiency
Equipment damage, due to repairs,

loss, shortened turnover of crew,
Time loss lifespan Poor reputation for
Due to slips & lapses Poor maintenance &  safety
Poor working practices  (poor working equipment

Inefficient, inconsistent ~ environment/morale) husbandry. Damage
Poor safety management ~ methods of work. knpwledge based dqe to acmdents_gf
Inefficient, inconsistent Inability to easily move mistakes (lack of mlsuse..(Poor training
management systems crew between training) or violations and attitude)
jobs/vessels when (poor attitude to

necessary. Time wasted safety)

learning different

working practices.

3 |CS)mplementing An Effective Safety Cultui2013)
*HSE, "ALARP At A Glan¢2015
Pl dziK2NDE AYGSNLINBGEGAZY
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http://www.hse.gov.uk/risk/theory/alarpglance.htm

Picture 1: MV Cosco Busan: (Woods Hole Oceanograpiigution)

To consider large scale accidents
and significant one-time losses we
can see that the potential
unforeseen circumstances are even
worse. It is imperative that
management understands the true
costs of accidents in human, legal,
environmental and financial terms.
In order to examine the financial
costs, we will use the MV Cosco
Busan as a case study*. In doing
so, we can see that (relatively)
minor initial and direct impact of an
accident can rapidly be
overshadowed by spiralling
associated costs.

Figlay 62§38 02aiGaY ¢KS ¢AL) 2F ¢KS LOSoSNHE

$ 1.2 Million

Insured costs Direct costs of repairs

s NSNS\ TS

Un-insured costs $ 1.5 Million - / Intangible costs
Costs to repair 1 Damage to reputation with
damage to other charterers & clients
structures 1 Damage to crew morale and
$ 10 Million confidence in the company
$ 70 Million S@tory fines 1 Increased scrutiny by flag and

port state control
1 Loss of public confidence

Environmental Cleanp .
53,000 gallons of fuedil leaked |
26 miles of coastline polluted -
Closure of 27 public beaches
Suspension of fishing for 3xweeks

N
Loss of Revenue~Fo\rGJ Weeks

Unknown Legal Costs

v Pilot Sentenced To 10
Months in Prison

The one off costs of an accident can be considerable, even terminal for a company and their

operations. Commitment from senior management (armed with knowledge and training) is

vital in order to fosted nhecestarenobedleinhgghoe
avoid financial loss, while also satisfying their moral and legal responsibilities.

“®MCA, (2010)
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5.6.Enlightened Self-l nt er est 0: The Crewds Perspective

The case for management 6s commit menti howeverheal t h
this management-centric view is only part of the overall issue, and fails to address in

sufficient detail the commitment (or lack thereof) of the crew/employees and what can be

done about it. A good management system will be a positive start, but the behaviour of the
crew/employees must also be addressed by the changing of attitudes as well as procedures

T this requires careful management, support, training and patience.

The crewds/ employees relationship withamthdtefal t h ai
senior management. Post-accident reporting from many serious incidents suggests that

most of the personnel involved have been adequately trained, competent, and with sufficient

(or high levels of) experience, but that one of the causal factors of the accident has been a

failure to follow established procedures®’.

To develop this statement further; the question

The workforce/crew suffered more than senior ma
Culture of Complianced than management (or at |
ladder) and continue to suffer under companies and organisations that still operate at those

levels. Ther ef or e, the attitudeanhdowafCdmphHantebh asdc
tarnished.

Health and Safety is seen as a threat: A threat to accepted and long held working practices

(Awe always wused to tdot oi tprloidkuec ttihviigd/) ;anAl tphrrod a s
used to be allowed to do t his muefficiefcya(sittieesed ) ; A t
new rules have made this too c¢omp]dsdangemuso) ; An
tasks are increasingly mechanised. It can also be seen as intrusive, bureaucratic and over-

prescriptive i engendering resistance from seafarers®.

This negative attitude poses a threat to the link between management policy and
procedures, and what is actually occurring on-board 1 as the crew seek, erroneously, and for
a variety of reasons, to resist health and safety policies in favour of other ways of working.
This barrier can only be broken by convincing the seafarer that Health and safety is in their
best interests: that it safeguards them from injury, loss and exploitation; that it safeguards
jobs by increasing productivity and stopping losses; and that it can be achieved in an
unobtrusive and co-operative manner i whereby senior management involve the workforce
in the development, testing, monitoring and review of safety management systems, which
are user-friendly and time-efficient enough to be practicable to implement.

Therefore, a good safety management system, adhering to the principles of self-regulation,

thefj wautl tured and t he Agentneastessentiad Trhireng éodthim f s af e
technical aspects and in more generalised health and safety culture and awareness) is also

a sound investment at all levels: it arms senior management with the skill and knowledge

required to develop a practical and proportionate safety management system, and gives the

crew the perspective and attitude to want to follow it. (see8. 2 A Tr ai ni ngo) .

*"1CS)mplementing An Effective Safety Cultui2013). p.5
By ylizyaSys SO I f o2 awSRdzONVRI t NKBFEtRIOEIEMDGitgZDEY t N2 O S R dz\
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6. Safety Management Systems®

The 1 CS notes, fEIf hpelcd mevret i Snagikpdadnnghat Gavihgt ausuitabde,
safety management system is a key component to achieving an effective safety culture.
Whereas this is correct, insofar as a good safety management system is a symptom of an
effective safety culture, it cannot be counted on in isolation. It is the implementation and
acceptance of the safety management system, and the understanding of why it is in place,

that drives how crew/employees behave. (see 8.2 Training)

The ISM sets out a standard Safety Management System template, though there is little in
the way of detailed guidance. This can be compared to the UK Health And Safety
Execut i v-® &whichiikhtlBdes explanatory notes on how to develop and implement it.

While the two are very similar, the ISM Code makes explicit provision for the inclusion of an
Emergency Contingency Plan®® (though, again, it offers no guidance on its contents,

development, management or implementation)

Figl3Y a&-65{ ADSafety Management Systémd the ISM Code

POLICY & GOAL
SETTING

POLICY
DEVELOPMENT

ORGANISING

3

PLANNING AND
“ IMPLEMENTATION
NT C
MEASURING OF
\ PERFORMANCE PLANNING,
MEASURING AND
REVIEWINg
FEEDBACK LOOP
TO IMPROVE
PERFORMANCE
REVIEWING
PERFORMANCE

9 { 95 coplé{ D
*01SM Code

Emergency
Contingency Pla

ORGANISATIONA
DEVELOPMENT
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6.1.Policy & Goal Setting

Effective health and safety policies set a clear direction for the organisation to follow. They
contribute to all aspects of business performance as part of a demonstrable commitment to
continuous improvement. Responsibilities to people and the environment are met in ways
which ful fil the spirit and | etter of the | aw.
they are shareholders, employees, or their representatives, customers or society at large)

are satisfied. There are cost-effective approaches to preserving and developing physical and

human resources, which reduce financial losses and liabilities.

The ICC, in the introductory paragraph of i t 6s Al mpl ementi ng An Effec
brochure, cites the fishipping Industryés goafh of Ze
This statement, while laudable in intent is worthy of further analysis and thought if we are to

truly appreciate the value of an effective safety culture at all levels.

The argument as to whether a fAGoal Zeroo6 polic
productive rageson. ltcanbeconvi ncingly ar gued t lbvethicafa@d a | Zer
practical goal to set, as to aspire to anything less implies a negligent, even immoral,

acceptance of workplace casualties, and that sol
productivity®*>. Indeed, many shipping companies have publish e d f Go a | Zer o0 as

Health and Safety policy target™.

Conversely, many (including a host of Health and Safety professionals/academics) argue
t hat i Goal -dflg impassible sn saiemtific and semantic grounds®, but also
counterproductive, as unrealistic goals damage morale, overshadow real achievement, and
camouflage unsafe acts by encouraging under-reporting®.

ifGoal Zer oo, t hen, i s best regarded not as a |
descri bed as fstr ithan angng forozero acciderdsl The real gaal (as
defined) should be measured positively, not negatively: linked to % training competencies,
completion and implementation of a Safety Management System, attendance at safety
meetings, % PPE compliance or the number of near misses reported or safety
improvements/commendations submitted, for example. (see 7.1.3 iBehavi our Base
Reporting Pr ogr ammed goditives it mare likety doschange bebaviour for
the better, as peopdtehert rtilven tav dlif.d okl gwmloidg rbad

*1|CS)mplementing an Effective Safety Cultuf2013)

%2 Nylund, Atkin,The Goal Of Zero Accide(2911)

*3The Rcilities SocietyTowards Zero Accident2014)

% Shell OilStrengthening Our Safety Cultu(2015

% Quilley, The Emperor Has No Hard H@&012)

% Norder,ldentifying Measurable Safety Goa2011)

" Cooper,The Safety & Health Practitor'er ¢ D2 £ { SGGAy3 C2NI { I FSGeé¢s o0b20 ™
*® Norder, (2011)
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Th e ¢ onc e pAccidehtsofad leerapplicable for short projects, small teams or in terms
of averting catastrophe. The more tightly
(and therefore useful) it is. The goal of " No acci dents t od a,)adr the
duration of a project or voyage, can be a useful (and motivational) short-term ambition as it
focusses the mind on the task in hand®. Similarly, when considering a catastrophe
(sinking/explosion/mass-c asual ty event), a fAzeroodo goal

of the potential consequences and the societal aversion to large scale incidents®. The
assumption being that, the greater the severity of the incident, the more complex the system,
the more people involved the more safeguards there will be and so (in theory) a catastrophe
would be less likely to occur than a minor injury with only a few causal factors (see 4.0
faccident causationo).

Fig.}4: Goal Setting: Realistic Targef$ 1

A

Industry wide
aDNRraate 5Aak

Ongoing Operations. As Low As Reasonabl
Major Project . -
Practicable

aD2Il f {¥9
/

1 Job/Task/Day.
Minor Project

Duration or breadth of task

Minor Occurrence | Accident, lliness, injury Catastrophe

Potential Severity of Incident

v

For long term, ongoing, operations, whole industries or for less severe occurrences the

concept of AAs Low As Reasonably Practicabl eo

of excellence®. As it allows for the effective measurement and management of health and
safety in a way that does not punish failure or encourage covering-up and under-reporting.
By accepting that there will always be a certain level of unmitigated risk, but then striving to
minimise it, better results can be achieved than by an ill-managed and unrealistic target®.

¥ HSEWorker Engagement Case Stutighannel Tunnel Rail Link2005
® HSE, "Cost Benefit Analys{2015

1) dzi K 2 NI Zatioh y (i S NLINS

®2HSE, "ALARP At A Glan¢2015

% Quiley, (2012)

C i
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Fig.15 Goal Setting: Realistic Targed2 6 ¢ KS { I F8% e /I yy2yol ff ¢

A
A
d%9wh | G =TT ;3(3![! wt ¢

s

\ Insufficient or i

=" N "‘~\\ defined goal .

\
Sso Mar\agement review
~ \
Sa N

2

Safety Performance

Sustainability (Time)

A short term, well defined goal of fzero accidentsdcan be a useful tool if correctly managed.

However, this position cannot be maintained ind
the system and are tempted to cover-up incidents and under-r e port i n pursuit of
Similarly, abl anket i Goal Zer oo, undefined by ti me, S |

also not conducive to the intelligent management of health and safety and, fails to do justice
to the seafarer.

In the case where the goal has not been correctly considered in the context of a workable
safety management system (or, indeed, there is no goal, or one that is ill-conceived or
ambiguously defined) performance will rapidly deteriorate as there is no framework to work
to. In the long term, the most sustainable goal that will allow the greatest long-term
improvement in health and safety performance, is the intelligent application of ALARP as a
principle v wi t hin the framewor k -redulatian, niapages byoa Sefety t ur e o
Management System, built on-top-of (and superseding) attentive compliance with rules and
regulations, backed up (when necessary) with appropriate punishment/reward for
unacceptable, or creditable activity.

6.2.Organising for Health and Safety

An effective management structure and arrangements are in place for delivering the policy.
All staff are motivated and empowered to work safely and to protect their long-term health,
not simply to avoid accidents. The arrangements are:

1 Underpinned by effective staff involvement and participation; and

1 Sustained by effective communication and the promotion of competence which
allows all employees and their representatives to make a responsible and informed
contribution to the health and safety effort.

There is a shared common understanding of the o
positive health and safety culture is fostered by the visible and active leadership of senior
managers.

1 dzi K2NDR& AYGSNIINBGEGAZY
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6.3.Planning and Implementation

There is a planned and systematic approach to implementing the health and safety policy
through an effective health and safety management system. The aim is to minimise risks.
Risk assessment methods are used to decide on priorities and to set objectives for
eliminating hazards and reducing risks. Wherever possible, risks are eliminated through
selection and design of facilities, equipment and processes. If risks cannot be eliminated,
they are minimised by the use of physical controls or, as a last resort, through systems of
work and personal protective equipment. Performance standards are established and used
for measuring achievement. Specific actions to promote a positive health and safety culture
are identified.

Risks should be reduced to the lowest reasonably practicable level by taking preventative
measures, in order of priority. The table below sets out an ideal order to follow when
planning to reduce risk from construction activities. Consider the headings in the order
shown, do not simply jump to the easiest control measure to implement.

Figl16: TheHierarchyof Control§®

Redesign the job or substitute a substance so that the hazard is
removed or eliminated. For example, crew must avoid working at
ELIMI NATION height where they can.

Replace the material or process with a less hazardous one. For
SU BST|TUT|O|\ example, use a small Mobile Elevated Work Platform to access
work at height instead of step ladders. Care should be taken to
ensure the alternative is safer than the original.

Use work equipment or other measures to prevent falls where you
ENGINEERINGC cannot avoid working at height. Install or use additional machinery
such as local exhaust ventilation to control risks from dust or
CONTROLS fume. Separate the hazard from operators by methods such as
enclosing or guarding dangerous items of machinery/equipment.
Give priority to measures which protect collectively over individual
measures.

identifying and implementing the procedures you need to work

ADMIN STRITIV safely. For example: reducing the time workers are exposed to

hazards (eg by job rotation); prohibiting use of mobile phones in

CONTROLS hazardous areas; increasing safety signage, and performing
risk assessments.

Only after all the previous measures have been tried and found
PERSONAL ineffective in controlling risks to a reasonably practicable level,
must personal protective equipment (PPE) be used. For example,
PROTECTIVE where you cannot eliminate the risk of a fall, use work equipment
EOUIPMEMNT or other measures to minimise the distance and consequences of
Q a fall (should one occur). If chosen, PPE should be selected and
fitted by the person who uses it. Workers must be trained in the
function and limitation of each item of PPE.
PPE is a LAST line of defencel!

% Health and safety Executive, "The Hierarchy of Cont(ésthors emphasis additional)


http://www.hse.gov.uk/construction/lwit/assets/downloads/hierarchy-risk-controls.pdf
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6.4.Emergency Contingency Planning

The company shall establish, implement and maintain appropriate plans and procedures to
identify the potential for, and responses to, security incidents and emergency situations, and
for preventing and mitigating the likely consequences that can be associated with them. The
plans and procedures shall include information on the provision and maintenance of any
identified equipment, facilities or services that can be required during or after incidents or
emergency situations.

6.5. Measuring

Performance is measured against agreed standards to reveal when and where improvement
is needed. Active self-monitoring reveals how effectively the health and safety management
system is functioning. This looks at both hardware (premises, plant and substances) and
software (people, procedures and systems) including individual behaviour and performance.
If controls fail, reactive monitoring discovers why by investigating accidents, ill health or
incidents which could cause harm or loss. The objectives of active and reactive monitoring
are:

1 To determine the immediate causes of sub-standard performance; and
1 To identify the underlying causes and the implications for the design and operation of
the health and safety management system.

Longer-term objectives are also monitored.
6.6. Audit and Review

The organisation learns from all relevant experience and applies the lessons. There is a
systematic review of performance based on data from monitoring and from independent
audits of the whole health and safety management system. These form the basis of self-
regulation and of complying with sections 2 to 6 of the Health and Safety at Work etc Act
1974 (HSW Act) and other relevant statutory provisions. There is a strong commitment to
continuous improvement involving the constant development of policies, systems and
techniques of risk control. Performance is assessed by:

1 Internal reference to key performance indicators; and
1 External comparison with the performance of business competitors and best practice,
irrespective of employment sector.

Performance is also often recorded in annual reports.

22
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7. Measuring Behaviour

There are two key (and linked) components of effective measuring of behaviour: an effective
and robust accident & near-miss reporting system; and the ability to manage, interpret,
investigate, prioritise and retrieve this data in support of a process of continual review and
improvement.

There are numerous yardsticks by which measuring of performance can be conducted. The

most common i s measur i ng)°LHowever, this immot td fullgexgoeen t s (L T
the root of the probl em. LTls and ot hresultoficonseoq
near misses or dangerous occurrences that have not been mitigated by control measures

(see 4.0 AAcci dieowe). ToGulwnseasure, andérstand and mitigate damage,

LTI 6s, and major injuries/ fatalitprimayindtatves t he
factor (see fig.17 and fig.18 below).

Comparative reporting and collaboration can also be a useful exercise®” (see 7.1.5.
Collaborative Reporting Systems, below)

7.1.Reporting

Fig.17 dThe Importance SAy 3 9| QY KRS8 (£ | F¥Ws the Jadety Diainbri%

a!a wSLe?
reality

Minor Injury/LTI

Minor Injury/LTI

600
NearMisses or
Dangerous
Occurrences

Atraditional problem with previous or @Al owero s
honestcul ture of accident and near mi ss reporting
Compl i aRigg&MNatn Mazl owds Hierarchy G8ihFigRID6R yo and
ASafety Culture | adder o)

% CS)mplementing an Effective Safety Cultuf2013)

®71CS)mplementing an Effective Safety Cultuf2013)

% ConcocoPhillips Marine (2003)

¥ Bird, Frank E., (1969)

" Heinrich, H.W.Industrial Accident Preventiof1931)

71 Concept fromBorg, B., Predictive Safety from Near Miss and Hazard Reporting, (2001).

Zstatistics Fromo! wWSR 9y aATYKé 2 KASindary af Casdds {AKcidéidts anfl didanisNE 6 =
2y dRegiter8d Vesselk014)
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Fig.18 The Life Cycle of Near Miss Reporfing

A

Number of Incidents

a . f X odofaczé Uncertainty & Discomfort Control & Improvement
A Actual number of neamisses (and
associatedncidents) begins to
Statitsjtical:y predicted decrease as the causes are
number of near imi
misses ellmlnated! Future zone of
quality control.
Actual numbers of
near misses is also
matched by the
number reported
6. tAYyR { Number of neamiss
reports ncreases. This
can lead to discomfort
as managers now
understand what is
happening but do not
feel in control
Policy of
Nearmisses actually encouraging near
v reported miss reporting
s T implemented here
Time >

7.1.1. Barriers to Reporting
Barriers to reporting can be caused by many factors, but all are characterised as
poor health and safety management.

b)

Caused by poor goal setting:

As previously discussed above (See 6.1: Policy & Goal Setting) an unrealistic goal
can become a barrier to reporting. Crew will feel pressure to achieve goals
(whether external or self-imposed) am may seek, whether consciously or
unconsciously to under-report, understate or even cover-up hazardous
occurrences and accidents, in order to improve their safety record. In such cases,
this fixation on a numerical and negatively measured safety benchmark skews
priorities; the tail wags the dog, an
that genuine safety.

Caused by unenlightened management:

Another barrier to reporting of incidents and hazardous occurrences is caused by
management systems that still operate atthe | ess dev el fgB)eod
fpathologicald fig(9) end of the health and safety management spectrum”™.

1 Crew may be in fear of being blamed, disciplined, embarrassed or found
legally liable if they raise awareness of hazardous occurrences.

1 They may feel that it is futile to report accidents and occurrences if they
believe (rightly or wrongly) that the company will remain indifferent and not
address the issues anyway i the management is perceived as complacent.

1 Crew may try and avoid the extra workload, particularly if there is to be no
time allocated for accident investigation i and that the extra work would be
done in the crewbds own ti me.

& Borg, B., Prediive Safety from Near Miss and Hazard Reporting, (2001).
IMO, MSGMPEC.7/Circ, 8D dzA R y OS 2y bSI NJ aAda wSLENIAy3IE 6

d your

Abl an

HANnyo
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c) Caused by ineffectual data management/capture/retrieval:
It may be that, to report an accident or near miss is too complicated and time
consuming, particularly if there is a lack of a simple, standardised reporting format.
Even when incidents are reported, this information must be suitably stored,
categorised and managed if any meaningful conclusions are to be drawn

7.1.2. Overcoming Barriers to Reporting”™
A few suggested measures to overcome these barriers may include:

a) Encouraging a fAjusto or fAgeneratived cultur
near-miss reporting.

b) Having clearly defined and promulgated policy detailing under what circumstances
a seafarer reporting an accident will be guaranteed a non-punitive response (in all
circumstances apart form an illegal act or malicious/unacceptable behaviour)

c) Assuring confidentiality in incident/ near
reporting documentation to remove personal data).

d) Assuring that accident and near miss investigation is adequately resourced™ in
time and (qualified/knowledgeable) personnel to avoid putting extra time pressure
on the crew (which runs the risk of breaking work/rest hours legislation’” and/or
discouraging reporting in the first instance.) For major occurrences consider using
a specialist or 3" party expert in order to conduct impartial investigations in support
of the crew.

e) Consider resourcing an accident/near miss investigation cell at company level (in-
house or 3" party), in order that the data is suitably investigated, manages and
interpreted in order to adequately discern meaning and generate recommendations
for improvement (see 8.1 continuous development)

f) Investigations should be conducted in a timely manner and with a degree of
consistency. Once complete, recommendations should be made, and decisions
made on how/whether these recommendations are to be acted upon. This should
be an open process, exposed to internal scrutiny. The accident investigation and
eventual outcome (including implementation of mitigating measures or any
changes to policy/procedures) should then be published and disseminated to all
crew within the company: a timely and a favourable outcome will encourage further
reporting in the future.

7.1.3. Behaviour Based Reporting Systems

Behaviour Based Reporting Systems are a facet in a wider safety management regime
called ABehaviour Bas ed isStlaef"appligation ¢f BH&]Sskience BB S , it
behaviour change to real world problems"’®, incorporating "A process that creates a safety

partnership between management and employees that continually focuses people's

attentions and actions on theirs, and others, daily safety behaviour’®o .

BBS "focuses on what people do, analyses why they do it, and then applies a research-
supported intervention strategy to improve what people do®®".

MO, MSGMPEC.7/Circ, BGuidance on Near Miss Reporting 6 H 1 1y 0

®IMO,MSGMPEC.7/Circ, BGuidance on Near Miss Reporti@008). 4.3

" IMO, Maritime Labour Conventigrs amended (2010)

78 Cambridge Centre For Behavioural Studié¢hat Is Behavioural Safety" (2015)

9 Cooper MD.Behavioural Safety: A framework FaicBesg2009)

8 Geller, E. Scott (2004). "Behavidased safety: & 2 f dzi A 2y (2 ARGR&zNsBrantd@bBIG By 1A 2y € =
Oct) p. 66
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It is (ostensibly) a scientifically derived system, based on organisational behavioural
studies®™, empirical evidence, and academically peer-reviewed research (rather than
anecdotal wsrendeommeE&rni dencebo

One part of a BBS system will be some form of documented, methodical reporting system
designed to encourage fault-finding and resolution at the lowest possible (crew/employee)
l evel a sto-pae eff e eer inemost icaseas,. a worker or supervisor will identify a
hazard or unsafe act and immediately intervene to stop the job, discuss the unsafe act with
t he fper p-scene adgree oroan mmmediate resolution and fill-in and submit a simple
report form (generally a small pocket-s i zed HAcar do.

The original behaviour based reporting system was the STOP® safety program developed
byDuPont E for wuse withi n%it(breariéd$ don-mopribtar@Gversions n d u st r
of it) are widely used and regarded as best practice within the Oil and gas industry®.

It is intended to prevent injuries and occupational illnesses in the workplace by training,

supervision, peer-observation and discussion about safe and unsafe practices. By

considering why workers engage in unsafe behaviour, the actual cause of the unsafe

behaviour can be addressed (rather than merely curing the immediately obvious symptom)

which, in turn, will eliminate obstacles to working safely. In this respect it mirrors and

compl i ments t her efigcudllattuiroen 6o fangde ltfhe A Generativebo
(see 5.3 NACuiRtegrud a®fi o) f

Advantages

a) As well as determining the reasons behind worker actions during audits, supervisors
reinforce safe actions by acknowledging, thanking, praising, or otherwise recognizing
the worker(s) for working safely.

b) Unsafe practices will be discouraged and corrected in a non-confrontational and
collaborative manner. Instead the supervisor (or fellow crewmember) should try to
get the worker to recognize the hazard for themselves, usually by asking, "What
could happen if ..." Allowing the worker to recognise the hazard independently will
make it more likely that the worker will identify and recognise similar unsafe
situations in the future and not repeat them. The supervisor should also get an
agreement from the worker to work safely in the future. Thi s, f-pesessmehnt o
is more likely to change long term behaviour patterns as people understand WHY
they should be working safely, rather than unthinkingly complying with
orders/regulations under threat of punishment.

c) A BBS reporting program will help identify why workers engage in both safe and
unsafe practices. It will also assist in identifying trends. Once these trends have been
identified (following careful analysis) safety management can become pro-active and
begin to address hazards/unsafe practices before any harm in incurred

d) It should allow personnel to submit (anonymously if desired) any safety
improvements and/or other hazards identified.

e) The system should also be used to identify and commend good safety behaviours
and practice.

f) Ideally, it is an open, honest, involving, proactive system of communication to assist
in the elimination of dangerous or potentially dangerous situations and hazards.

¥ Matthews GA.;Behavioural SafetyNNB Y (1 K S/ 2 y & dzY SandbridgetCenaRoiBEnaiodrd ¢ ¥

Studies (205)

odzt 2y ius b2St02YS (G2 5dzt2yidu {¢htth

BCESYYAYT 3 [ NRYSNE 6. SKI @A 2dzNJ Y2 RA FOff€hbré PeghyologyNE I NI Y'Y
report2000/048 The Keil Centre, for The Heakthd Safety Executive (Crown Copyright, 2001)
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Disadvantages

a)

b)

d)

f)

In a safety management system based upon the hierarchy of hazard control (see
Fig.16 Above) a BBS reporting system may only identify hazards and non-
conformances further down the chain (not wearing PPE, a missing machine-tool
guard, for example) as these are physical deficiencies and easier to identify. It is less
likely that crew will identify more conceptual deficiencies higher up the hierarchy
(such as poor procedures, a missed opportunity to substitute for a safer method or to
eliminate the task altogether) as these may become obscured in the day-to-day
interests of getting on with the job.

In  such circumstances (where physical : :
deficiencies are disproportionately reported over Absen-ce of evidence is
administrative and systematic deficiencies) any ~NOt evidence of
interpretation and conclusions drawn are likely to ~ absence

be bi ased. AiFal se positiveso ar e ge
whereby a lack of reporting (or unbalanced
reporting) is taken to mean that there are no Carl Sagan
hazards or deficiencies.

Similarly, any recommendations made are likely to focus on the physical, easily
visible measures at the lower tiers of the hierarchy and should not be used in
preference to the implementation of reasonably practicable safety measures further
up the hierarchy.

To be successful a BBS program must include all employees, from the CEO to the
front line workers/crew (including contractors and sub-contractors) to achieve
meaningful changes in behaviour, policy, procedures and/or systems. Those
changes cannot be done without buy-in and support from all involved in making those
decisions.

ner at e

Such programmes run the risk of bgeanttymi ng a

becomes more important than quality. It may become competitive, with different
units, departments, vessels competing to submit the highest volume of reports
without due regard for their quality (having forgotten their original purpose).

Stafandcr ew may become jaded with the system,

(particularly in organisation who demand a quota of such reports per man, backed up

with administr atpirvoed uacetrisodon fTchre fsrycsrnt em b e c o me

cynicism and ridicule®’.

In principle, behaviour based reporting systems are progressive, proactive and forward
thinking mechanism of safety management (and particularly incident/near miss reporting).
However, the must be carefully managed if an organisation is to get the best out of them:

a)

Managers and crews should be adequately trained in health and safety management,
and in hazard identification, risk perception and assessment if they are to correctly
identify and report hazards and deficiencies (particularly the more conceptual, thus
harder to spot, def i ci e nidalemsnanagessdénih c8rre@
training aptitude and experience) to draw more logical conclusions and
recommendations from higher quality reporting.

8 LinkedInBehavioural Safety Resear¢Mbservation/Intervention Card Quotaginitiated by Strother T.

2012)

ATr ai
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https://www.linkedin.com/groups/Observation-Intervention-eg-STOP-Card-3805408.S.89106464
https://www.linkedin.com/groups/Observation-Intervention-eg-STOP-Card-3805408.S.89106464
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b) Training and instruction is needed to educate (or remind) managers and crew as to
the Apointd of s uc h whaetipey ard desigiged o docgd NG i
they are not to become considered a burden. Examples of where such reporting has
led to positive change will be crucial in winning over hearts and minds of the crew.

c) Careful consideration should be undertaken as to whether this is to be a voluntary or
mandatory system (i.e. with a quota). Both models have pros and cons; careful
management, training and inculcation of a positive culture should serve to increase
the usefulness and value of the system (and the safety management system as a
whole)

7.1.4. Confidential Reporting Systems

A confidential incident reporting system is a mechanism which allows problems in safety-
critical fields to be reported in confidence. The concept was generated in the Aviation
industry and in healthcare.

Confidential reporting systems aim to protect the identity of the reporting person. Often this
is a means to ensure that the voluntary reporting systems are non-punitive. Confidentiality is
usually achieved by de-identification, often by not recording any identifying information of the
occurrence. Such a system returns to the user the identifying part of the reporting form, and
no record is kept of these details. Confidential incident reporting systems facilitate the
disclosure of human errors, without fear of retribution or embarrassment, and enable others
to learn from previous mistakes.®

This allows events to be reported which otherwise might not be reported through fear of
blame or reprisals against the reporter. Analysis of the reported incidents can provide insight
into how those events occurred, which can spur the development of measures to make the
system safer®®®’

Some Examples include:

a) The Aviation Safety Reporting System, created by the US aviation industry in 1976,
was one of the earliest confidential reporting systems. The International Confidential
Aviation Safety Systems Group is an umbrella organization for confidential reporting
systems in the airline industry®®.

b) CIRAS, (Confidential Incident Reporting and Analysis System), the confidential
reporting system for the UK railway industry®.

c) CHIRP, (Confidential Human Factors Incident Reporting Programme / Confidential
Hazardous Incident Reporting Programme) a confidential reporting system for the
British aviation and maritime industries.

d) CROSS (Confidential Reporting on Structural Safety), a confidential reporting system
for the structural and civil engineering industry®.

% International Civil Aviation Organization, "Safety Management Manual”, (Doc 9859 AN/474 v.3 2013)
8 O'Leary, M; Chappel§. L., "Confidential incident reporting systems create vital awareness of safety
problems". ICAO journal 51 (8, 1996)3127.

8" National Aeronautics Ancb&ce Administration (NASA), "ASRS: The Case for Confidential Incident Reporting

Systems”, NASA ASRS (Pub. 60)

8 National Aeronautics And Space Administration, "ASR&ation SafetyReporting System: International”
% Davies, John (University of Strathclyde), "Improved railway safety through the implementation of a
confidential incident reporting and analysis system (CIRAS)"

% UK Environment Agency, "learning From Experience:iRoistent Reporting for UK Dams" (2008)

e s
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http://www.skybrary.aero/bookshelf/books/644.pdf
http://www.ncbi.nlm.nih.gov/pubmed/11541832
http://www.ncbi.nlm.nih.gov/pubmed/11541832
http://asrs.arc.nasa.gov/docs/rs/60_Case_for_Confidential_Incident_Reporting.pdf
http://asrs.arc.nasa.gov/docs/rs/60_Case_for_Confidential_Incident_Reporting.pdf
http://asrs.arc.nasa.gov/international/overview.html
https://pure.strath.ac.uk/portal/en/impacts/improved-railway-safety-through-the-implementation-of-a-confidential-incident-reporting-and-analysis-system-ciras%283cb0f091-b99a-4405-b164-17a784234d48%29.html
https://pure.strath.ac.uk/portal/en/impacts/improved-railway-safety-through-the-implementation-of-a-confidential-incident-reporting-and-analysis-system-ciras%283cb0f091-b99a-4405-b164-17a784234d48%29.html
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/292955/geho0409bpcx-e-e.pdf
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Advantages®

a) When organizations and industries want to learn more about safety incidents and
why people did what they did, the best approach seems to be to simply ask the
participants.

b) People are generally willing to share their knowledge if they are assured their
identities will remain confidential, and ultimately, anonymous and the information they
provide will be protected from disciplinary and legal consequences.

c) A properly structured confidential, voluntary, non-punitive incident reporting system
can be used by any person to share this information.

d) Such a system has the means to ask, and frequently answer, the question of why.
There is no substitute for knowing why a system failed or why a human erred.

e) A voluntary incident reporting system cannot succeed without the cooperation,
oversight, and guidance of the community that will use it. It must be viewed as a
safety information resource accessible and responsive to all.

f) A voluntary reporting system usually must exclude from its protections some types of
incidents, such as criminal acts and intentional unsafe acts. In certain systems, such
as the ASRS, this exclusion extends to legally defined accidents.

g) The safety data gathered from incident reporting can be used to identify system
vulnerabilities and gain a better understanding of the root causes of human error.
Incident reporting data is complementary to the data generated by mandatory,
statistical, and monitoring systems.

h) The ultimate achievement of an incident reporting system is that it can prevent
accidents and fatalities.

Disadvantages
a) Lack of accountability leading to risk of abuse

b) Di fficulty i n eqnduwchteinn gs eae kii fnagl I€lanficdtidner i nf or
detailed analysis (particularly in the case of anonymous reporting (as opposed to
confidential reporting))

c) Some states freedom of information laws make it difficult to guarantee anonymity.

d) Lack of legal and/or commercial authority of the reporting agency to impose change
upon the commercial entity (in the case that the reporting agency is a separate entity
and not within the company reported on) T unless there has been a criminal act, it
relies on the company reading, understanding and implementing the feedback (which
they may not even realise pertains to them)

9. National Aeronautics And Space Adntimison (NASA), "ASRS: The Case for Confidential Incident Reporting
Systems", NASA ASRS (Pub. 60)
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7.1.5. Collaborative Reporting Systems

The primary objective of accident and near-miss reporting must be to identify areas of
concern, implement appropriate corrective action and avoid future loss. However, In order to
do so it is vital that reports are not only generated and acted upon, but shared and read as
widely as possible®.

It may take years, and thousands of incidences of reports in order to discern meaning and
conduct suitable trend analysis on this data®. This is, however, often impractical:

1 Serious incidents are discrete (and thankfully rare) events. In small organisations
there may be few (or no) incidences of particular types of event to study, until
incidents or near misses actually happen i clearly a far from ideal situation.

1 Similarly, even for relatively minor incidents or near misses, there may be few
recorded events to study, analyse and learn from.

f Oftenthere i s no agreement on the Asensitivityo e
many identification methods, Ataxonomiesod (c.
requirements, nonstandard language and nomenclature and disagreement on the
level of investigation for different types of incident.

9 Differing safety cultures cause some industries/companies/vessels/activities to
generate more reports than others 1 this imbalance has little or nothing to do with the
actual frequency of accidents and is, instead, a symptom of a positive and mature
safety culture.

Therefore, as implicitly recommended by the IMO®, there has recently been an emergence
of joint, collaborative accident, incident and near-miss reporting systems. Some examples
include:

1. Insjo (Sweden)®
2. ForeSea (Finland)®
3. Nearmiss.dk (Denmark)®’
4. Oil Companies6 Internati®onal Marine Forum (O
5. Informal tanker Operators safety Forum (ITOSF)*
6. I nternational Support Vess®| Ownersdéd Associ al
Advantages
1. By gathering information from a wider base,t her e i s more data to ass
in scientific, statistical terms) which allows more robust and logical conclusions to be
drawn.
2. A large stock of data allows even very rare occurrences to be captured and learned
from.
3. The data is stored and retrieved in a manner that allows long term trend analysis'®*
4. 102

The data is characterised and categorised consistently
5. It allows organisations to learn lessons from the mistakes of others, before any
further harm is done if the situation were to occur again to somebody else.

%2 |MO,MSGMPEC.7/Circ, 8D dzA Rl y OS 2y bSIFNJ aAda wSLEZNIAYy3IE SHAnyoLd
%|MO,MSGMPEC.7/Circ, 8D dzA Rl y OS 2y bSIFNJ aAda wSLE2NIAYy3IE SHAnyoLd
“IMO, MSEVPE ®T k / AND®T S aDdZARFYOS 2y bSIFN ardaa wSLERNIAyYy3IE

% Injso, "Experience Data Bank"

% ForeSea, "Reports”

9 Nearmiss.dk, "Previous Safety Alerts"

98WWW.ocimf.org

9 www.iotsf.org

190 marinetalk.com, "ISOAInternational Support Vessel Owners' Asisdion”

MO, MS@t 9/ PT K/ ANDODHS| NDdzZA RBRY @SLRWIAYIE SHNNyOd podm
2MO, MS@t 9/ dT K/ ANDOPDS| NDadzZA RBRY @SLRWIAYIE SHNNyOd pdo
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http://www.insjo.org/Erfarenhetsbanken/ErfarenhetsbankenSkierfarenhetsbanken.asp
http://www.sweship.se/Sveriges_Redareforening/Sjosakerhet___Teknik/Sjosakerhet/ForeSea
http://uk.nearmiss.dk/safety-learnings/previous-safety-alerts/
http://www.ocimf.org/
http://www.iotsf.org/
http://www.marinetalk.com/articles-marine-companies/com/ISOA---International-Support-Vessel-Owners-Association-ISO003.html

add

L7
77 Allmode
Disadvantages

1. There is more than one of them! i while inter-company co-operation at a national
level is a step in the right direction, international collaboration (initially by combining
the three examples above, and then by broadening the breadth and depth of
penetration and uptake of the system) would further increase its usefulness and
value.

2. Lack of accountability leading to risk of abuse

3. Difficulty i n egmduwchteinngs eae kii fnggl Ifouw t her i nf or
detailed analysis (particularly in the case of anonymous reporting (as opposed to
confidential reporting))

4. Some States6freedom of information laws make it difficult to guarantee anonymity.

5. Lack of legal and/or commercial authority of the reporting agency to impose change
upon the commercial entity (in the case that the reporting agency is a separate entity
and not within the company reported on) T unless there has been a criminal act, it
relies on the company reading, understanding and implementing the feedback (which
they may not even realise pertains to them)
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Table 2: Accident/Near Miss Reporting Platforms & Sources

Body

Source

Health and Safety Executive

Operations Notices

Offshore Safety Alerts & Notices

Health and Safety Bulletins

Enforcement Notices < 5 Years

Enforcement Notices > 5 Years

Register of Convictions <5 Years

Register of Convictions > 5 Years

Flag Administration

Annual Casualty Summary

International Association of Drilling
Contractors

Safety Alerts

International Marine  Contractors

Association

Safety Flashes

Maritime and Coastguard Agency

Marine Safety Alerts

Technical Safety Alerts

Step Change in Safety

Safety Alerts

US Coastguard

Safety Alerts & Lessons Learned

Marine Casualty Reports

Marine Safety Forum Safety Alerts

Isle of Man Shipping Registry Casualty Reports
gCaptain News

Insjo Experience Data Bank
ForeSea Reports

Nearmiss.dk Previous Safety Alerts
London P&l Club StopLoss Bulletins
Alert! Issues

Mariners  Alerting &  reporting | Reports

Scheme

Confidential Hazardous Incident | Feedback Publications
Reporting Programme

Oi | Compani esd | n|www.ocimf.org
Forum (OCIMF)

Informal tanker Operators safety | www.iotsf.org

Forum (ITOSF)

7.2.Investigating

Once accident/near-miss data is reported and collected, it must also be analysed in order to

103

discern its meaning and redeem its value as an information investment .

1. Gathering near-miss/incident/accident information

Who and what was involved?

What happened, where and in what sequence?

What were the potential losses and their potential severity?

What was the likelihood of a loss being realised?

What is the likelihood of a re-occurrence of the chain of events and/or
conditions that lead to the near miss/incident/accident?

PO TR

2. Analysing Information
3. Identifying causal factors
4. Developing and implementing recommendations

5. Completing the investigation

¥ IMO, MS@t 9/ ®PT K/ ANDOPDHDSI DAZA RBAY @SLR2WIAYIEé OHANNYyOD nE podm
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http://www.hse.gov.uk/offshore/notices/on_index.htm
http://www.hse.gov.uk/offshore/notices/sn_index.htm
http://www.hse.gov.uk/safetybulletins/recentbullettins.htm
http://www.hse.gov.uk/notices/
http://www.hse.gov.uk/noticeshistory/
http://www.hse.gov.uk/prosecutions/
http://www.hse.gov.uk/ProsecutionsHistory/
http://www.iadc.org/safety-alerts/
http://www.imca-int.com/safety-environment-and-legislation/safety-flashes.aspx
http://www.imca-int.com/safety-environment-and-legislation/safety-flashes.aspx
https://www.gov.uk/government/collections/maritime-and-coastguard-agency-mca-marine-safety-alerts
https://www.gov.uk/government/collections/maritime-and-coastguard-agency-mca-technical-safety-alerts
https://www.stepchangeinsafety.net/safer-conversations/safety-alerts
http://www.uscg.mil/hq/cg5/cg545/safetyalert.asp
http://www.uscg.mil/hq/cg5/cg545/casrep.asp
http://www.marinesafetyforum.org/
http://www.gov.im/ded/shipregistry/formsdocs/reports/casualty.xml
http://gcaptain.com/
http://www.insjo.org/Erfarenhetsbanken/ErfarenhetsbankenSkierfarenhetsbanken.asp
http://www.sweship.se/Sveriges_Redareforening/Sjosakerhet___Teknik/Sjosakerhet/ForeSea
http://uk.nearmiss.dk/safety-learnings/previous-safety-alerts/
http://www.londonpandi.com/ship-inspection-stop-loss/bulletins/
http://www.he-alert.org/en/all-issues.cfm
http://www.nautinst.org/en/forums/mars/index.cfm
https://www.chirp.co.uk/newsletters/maritime
http://www.ocimf.org/
http://www.iotsf.org/
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Fig.19 Example Incident Report & Investigat{@2eANNEX Aor full text)

Allmode Health And Safety Department

Bsth Tugger DrainTalls
Faund i T Ptien

P Standing Here esmem—— iy Planned direction of pull
‘ o ‘

Injured Party Struck By Tugger Wire Assembly

Vessel was deploying 15t anchor during a pre-lay operation. Deck personnel were using tugger wires with
an endless chain sling connected through the anchor D-Shackle to move the anchor along the deck and
over the stern roller. During the operation, the rigging assembly (endless chain) parted and both tugger
wires recoiled around the cargo barrier. The injured person (IP) was struck on the head (from behmd) on

the right hand side just below the ear. The IP suffered a fr: d skull, fr: jaw and
neck. IP was provided with on beard the vessel and transferred to hospital forsurgery,
Key Findings Immediate Actions

* Snapback zones were not adequately identified during the job planning. 1. Chain slings are not to be used in configurations highlighted above, due to known reductions in MBL as
a result of a non-finear pull and rigging around sharp edges, where it is possible to have a reduction in
MBL by up to 50%.

2. No personnel aft of a line extending between the most forward tugger winches on both sides of the
cargo rail when wires and equipment are under tension, with the exception being to take control of anchor
handling safety systems; (e.g. check of shark jaws).

3. Remove reference to "Safe Haven' from Company SMS until this position can be further defined.

* The safe haven was not adequately assessed.

* P di did not i of
and its limitations.

P d loads, sizing/selection and use of rigging

* The industry has ‘normalised’ into accepting that small wires and loose rigging equipment fail on

the deck of an Anchor Handling Tug & Support vessel. Recommendations

1. The following gy soluti to be d to imp! the factor of safety (FoS) during
operations with both tugger and capstan winches and associated loose rigging gear
*  Use of a higher grade of chain (120), igl pecifically for i

* Reduction in winch line pull, providing an additional increase in safety on deck when greater
calculated loads are not being moved on deck.

2. Review p ine the best ism for i grealer detail into pre-j ]Ob
planning ncludng bul not limited to 1 of exp foads, sizing/ and use of rigging,
rigging failure modes and associated risks including snap-back zones and applicable safe working areas.

3. Safe haven is re-defined to mean a place of refuge whereby a person/s cannot be struck, caught
between or expesed to any hazard, taking into account the event of any unforeseen failure. If possible, the
safest place for a person/s to be stationed may not necessanly be in a position on the upper deck.

Allmode Comment

Although this particular incident is specific to Anchor Handling Tug & Support Vessels, there are many
common hazards asswated with any klnd of lvftmg i g or tugging op S d on any kind
of vessel. The high fved make failure a distinct possibility which much
be mitigated against by means other than engineering controls. The comrect planning and management of
such tasks, the procurement and comrect use of suitable equipment, the calculation and designation of
snap-back zones and safe havens, and suitable supervision all have a part to play for the avoidance of
injury, even if there is a case of equipment failure (wh«:h MUST be assumed in the plannmg pmoess) Al

vessels are advised to P then' own ion and of g/ g tackle
and safety ag it to the above. See below for the root cause analysls for this
specific event.

Reported Incidents By Vessal Typaiocation
Seidcte

Tunire Dhig LM
-~
oy Vet
-~

L LUy
T N (P
™ o~

lhancmummaab.mbthowmmmdr-nwmnom";«mm
possitalty of daabivty”) and the high potential for re-cccurmence due fo the routine nature of ths task on
ths type of vessed (“14 days > X > § months”)

H iz one of 2 high proporon of such madents that occur on Tug'Semos vessals dus to the natues of ther

y [Since 01.01.14)

As demonsirated above, sthoogh the causal-factor of the mcidert wars the mcomectly configursd chan
sing whech bed 1o sguaprewnt Selure, pooe plareing. management and safety #Btude ware the oot causes
The incomset suk and e ¢ of Wing prosil, the Jack of detaded calodatens and job
plansing and Pw axpactation and acceplanos of equpenent akaw ol compred 10 muke such an
nodwilb»voa nawiaia) aver amrmdlr- lhnuw. sustained, whie sencus. can ba soen 36 2
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8. Modifying Behaviour

8.1.Continuous Development

The goal of implementing an effective safety culture must be to modify the attitude and

behaviour of company personnel at every level, from senior executives to front-line crew, so

as they fAbelieve in safety, t h%n kn osta fbeetcya uasned tahre
punishment, or are required to by rules and regulations, but because they want to i as they

understand it is in their best interests, financially and morally.

This is a long term process, that must be centred upon the development and earnest
implementation of a meaningful safety management policy i one that is structured to
encourage (and when necessary enforce) self-assessment, reporting and the ambition to
continually develop and improve procedures and attitudes beyond what is required by
international regulations.

Some companies may wish to utilise outside consultants to advise on the assessment and
development of their safety management procedures and oversee changes to their safety
culture'® in order to gain perspective and achieve cost-e f f e ¢ t Fdesauctifentestng’*®o
of their policies, procedures and attitudes.

8.2.Training

In order to achieve this turnaround in culture and approach, and to arm leaders, managers
and supervisors with the sufficient knowledge, skill and aptitude to ensure it is effective,
training is essential.

A level of health and safety management knowledge commensurate witht he empl oyees 6
specification and seniority will ensure that they fully understand:

a) How to write and develop effective safety management policies;

b) What international and national rules and regulations must be adhered to;
c) When to implement, enforce and improve the policy, and;

d) Why it is important to manage and implement safety measures effectively

See below for a matrix of available, accredited and desirable Health and Safety training, the
relevant awarding bodies, and how the different sectors within the maritime industry
compare with each other:

104
105

ICS]mplementing an Efféive Safety Culturg2013)

ICS, Implementing an Effective Safety Culture, (2013)

ey RS EAGNHZOGA GBS (SalGAy3ae Ay G(KS aSyasS GKIG fSaazya O
out of sight of clients, contractors and external auditors &mdre importantly) before incurring physical,

financial and legal harm due to incurring accidents.
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Table 3: Formal Health and Safety Training by Industry: Current Status and Potential for Improvement

Body [ Course | Dur. | Qil & Gas |  Passenger/Ro-Ro/Cruise | Commercial Maritime [ Commercial Yacht Private Yacht
HSEQ Director HSEQ Director HSEQ Director
NEBOSH 40
Diploma day
neboxh
NEBOSH
20 On-Board HSEQ . .
# General A ; HSEQ Director HSEQ Director
o day Safety Officer Director
oy Certificate
IOSH Safety for
josh Senior 1 day Senior Management Senior Management Senior Management Senior Management Senior Management
Executives
£ IOSH Directing . . . . .
josh Safely 1 day Middle Management Middle Management Middle Management Middle Management Middle management
Heads & OIM Master, Officers Master, Officers Master, Officers Master, Officers
. IOSH Managing 2
josh Safel 4 day deputies of
Y department t {}
IMO ISm {jlrr?iirtminz res LWEVA Offshore Installation Manager Master Master VES
Safety O 3 da On Board Safety Officer (Red | On Board Safety Officer (Red
mca Course Y Ensign only) Ensign only)
W
, OPITO (I) MIST | 2 day
IMO Su F():c?u:sé nti 1 day Superintendent Superintendent
All Crew All Crew All Crew All Crew
4 IOSH Worki
iosh Safecl)): " 1 day "
Vessel . .
Specific Vessel induction | 1 day All Crew All Crew All Crew
s —
. i 1
IMO STOW-92 basic ' 1 day Marine Crew Only All Crew All Crew All Crew

o o e e e -
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Table 4: Available Health and Safety Training

Course Audience (Maritime Sector) Contents Explanation
NEBOSH HSEQ Director or Senior HSEQ consultants The management of Health And Safety
Diploma Hazardous Agents in the Workplace
Workplace and Work Equipment
Application of Health and Safety Theory & Practice
NEBOSH HSEQ Managers or Senior HSEQ consultants The management of health and safety
Gen_e_ral Controlling Workplace Hazards
Certificate Practical application of workplace Health and Safety
IOSH Directors, Vice Presidents, Senior Executives and | Introducing Safety for Senior Executives Basic principles of health and safety i the cost of accidents to the business.
Safety for | other senior managers who have the responsibility for | Safety Management Systems Concept of safety management i policies, procedures and systems of work.
Senior policy making and strategic planning for health and | Goa Setting Importance of health and safety plans and objectives.
Executives | safety within larger organisations of 250 or more - - "
employees. Risk Management Ma.me.lgement qf loccupatlonal risk.
The Legal framework Criminal and civil, corporate manslaughter.
Corporate and personal liabilities.
Compliance and Enforcement Enforcement arrangements.
The fAjust Cultureo Safety leadership i key actions a senior manager can take. Developing a positive
safety culture.
Monitoring, Review and Continual improvement Reviewing your health and safety performance and risk management arrangements.
IOSH IOSH Directing Safely is intended for people with | Introducing Directing Safely Understand the importance of strategic health and safety management and its
Directing strategic  responsibility  for  determining and integration into other business management systems
Safely implementing effective health and safety management Appreciate the consequences of failing to manage health and safety effectively
within small to medium sized organisations. (under 250 (Moral, Legal & Financial). The conseguences of poor health and safety management
People) The Legal Framework and Potential Penalties Understand directors' and employees' statutory duties
The Causes of Accidents Identify accident causes and plan for prevention through hazard identification
Risk Assessment, Control and Management Risk assessment and control strategies. Safety Management Systems.
The Human EIl ement: Working Understand the importance of employee selection and the effect of human factors on
health and safety
Recognise the importance of consultation and communication with employees on
health and safety issues
Monitoring, Review and Continual improvement Appreciate the significance of performance monitoring for continual improvement of
health and safety management
IOSH Managing safely is a flexible course for managers and | Why Manage Safely
Managing supervisors in any sector, and any organisation. It | Assessing risks
Safely brings managers up to speed on the practical gction; Controlling risks
g;gz]geed to take to handle health and safety in their Understanding your responsibilities
Identifying hazards
Protecting our environment
Investigating accidents and incidents
Measuring performance
IOSH Working safely is a one-day course for people at any Why Work Safely
Working level, in any sector, needing a grounding of health and Defining hazard and risk
Safely safety. It focuses on why health and safety is Identifying common hazards

important, and how you can make a real difference to
the wellbeing of yourself and others through changing
your behaviour.

Protecting our environment

Improving safety performance
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9. Summary & What Next?

The case for the implementation of an effective safety culture, and the inculcation of a mature and proactive attitude to
safety had been made.

The legal requirements of managing a shipping company, ship or department can seem tortuously complex, particularly
because certificate structure/college phases and other training often does not cover aspect of shipping in sufficient detail.
While there is broad awareness of certification for crew and vessel, it is the finer details such as survey windows and MLC
requirements, and Hours of Rest requirements about which there may be training and knowledge gaps. Depending on
company structure and industry, there may also be a lack of understanding regarding the implementation of Permits to
Work, Risk Assessments and dealing with Port State Control.

Further guidance can be sought as to how to develop and implement a viable Safety Management System, and training in
order to arm crew and managers at all levels with the knowledge, skill and (crucially) attitude necessary to develop,
implement and benefit from these systems in a compliant, profitable and morally sound manner.

ThesefiBe sathaMjement Practiceod guidelines are available as a
accredited and internationally recognised training packages as outlined above (Table 3 and 4 above).

For advice, and to discuss further options, please contact us for a bespoke, free consultation of your needs and
aspirations.

For Further Information On:
1 Training
1 ISM/ Health & Safety Services
1 Consultancy and focal point services

Please email: HSEQ@allmode.org

Telephone: +44 (0) 845 004 8000

Or visit our Website: www.allmode.org
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