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OCCUPATIONAL HEALTH & SAFETY FOR SUPERVISORS (OH&S)

This course is the first in a two-stage approach to supervisory
training in occupational health and safety for all people with
supervisory responsibilities.

The course has been designed to provide a positive introduction
and appropriate knowledge to enable supervisory staff to
contribute effectively to health and safety practices within
industry.

ATM

The aim of this programme is to provide participants with the
skills to establish an effective prevention programme in their
areas of responsibility.

OBJECTIVES

As a result of this programme, participants will be able to:

. describe the elements of successful health and safety
programmes ;

describe the rocle of the supervisor in health and safety
programmes;

investigate and report on incidents and accidents;

conduct health and safety inspections.

KEY SUBJECT AREAS

the elements of successful health and safety programmes;
: acclident causation;
: accident
measuring programme effectiveness
. housekeeping
. planned inspection techniques




OCCUPATIONAL HEALTH AND SAFETY

FOR SUPERVISORS

MESSAGE FOR PARTICIPANTS

This course has been designed to provide you with proven
techniques to improve the safety performance of your work groups.

This manual is designed to cover, in detail, the knowledge and
skills involved in understanding the nature and source of
occupational hazards and the identification and control of these
hazards.

The manual is not intended to contain a list of do's and don'ts,
rather it is hoped the manual will provide you with a range of
alternative courses of action based on present knowledge of
safety practices.

In this manual you will find a lot of ideas to make the work
environment safer for the people in it, and as such, may be read
from cover to cover. However, the best way to use the manual is
to have it close at hand as a reference when problems arise. If
a suitable answer is not found then you should refer to the
reading list at the end of each section.

«
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OCCUPATIONAL HEALTH & SAFETY FOR SUPERVISORS

COURSE PROGRAMME

DAY 1

TIME CONTENT

1300 - 1330 OPENING ADDRESS - INTRODUCTION
1340 - 1430 ORGANISATIONAL BEHAVIOQUR

1440 - 1700 SAFETY LEADERSHIP

DAY 2

TIME CONTENT

0830 - 1030 SAFETY AND THE SUPERVISOR

1045 - 1115 MEASURING SAFETY PERFORMANCE
1115 — 121b SAFETY IN CALM

1300 - 1430 ACCIDENT INVESTIGATION

1430 - 1500 SAFETY INSPECTIONS

1500 = 1700 SAFETY TRAINING

DAY 3

TIME CONTENT

0830 - 0930 SAFETY COMMITTEES

0945 - 1030 ANALYSING PERFORMANCE PROBLEMS
1045 - 1130 SAFETY IN CAIM

1130 - 1200 MBWA




DEPARTMENTAL SAFETY AND OCCUPATIONAL HEALTH PQLICY

The Department of Conservation and Land Management is
committed to ensuring the highest possible standards of
occupational health and safety for all its personnel.

These standards can be achieved if the principles of safety
and health management are understood and implemented.

Each individual has =a responsibility to develop safe and
healthy work practices and conditions. In doing so,
personnel will have the full ©backing of the Executive
Director and of senior management,.

The safety and occupational health policy is:

1. The Department recognises the importance of the
safety and health of its personnel.

2. The Department will provide safe working
conditions by seeing that every effort is made to
avoid, remove and remedy the causes of industrial

accidents or occupational ill-health.

3. Safety and health will be included on the agenda
of all formal Departmental meetings, where
applicable.

4, Management will provide effective leadership and
example.

5. All personnel will receive training in safety and

occupational health.

6. Safety and health rules will be formulated and put
into practice.

7. Of ficers in charge will account for all accidents
within +their Region/District/Section. Immediate

supervisors will investigate accidents.



10.

11.

12.

Personal safety practice, example to others and
efforts towards Job safety and health management
will be considered together with professional
skill, directing ability, organising capacity and
other qualities when assessing the efficiency of
personnel.

Every accident resulting in loss of +time or
medical treatment will be investigated and an
investigation report completed. All non-injury
accidents which are repetitive or have a serious
potential, or instances of the work environment
endangering personnel health and fitness, will
also be investigated and a report form completed.

Employee safety suggestions will be sponsored,
e.g. safety induction fitness programmes etc.

The Department will provide first aid outfits and
protective eqguipment.

Each working unit {(e.g. District, Region, Research
Station) shall form a Safety Committee consisting
of representatives from all categories of
personnel in the wunit and the Officer-in-Charge.
Meetings shall take place at least every three
months.

EXECUTIVE DIRECTOR



DEPARTMENT OF CONSERVATION
AND LAND MANAGEMENT

CEPT OF CONSERVATION AND 1 50 HAYMAN ROAD

LAND MANAGEMENT COMO WA 6152

REF: 135/84

COMO SAFETY ’ AK:es
February 20, 1986

COMPULSORY WEARING OF PERSONAL PROTECTIVE EQUIPMENT

The Departmental Safety and Occupational Health Policy (Administrative
Instruction No. 6) commits the Department to provide personail protective
equipment to all its employees as required. In the past the approach has
been to encourage and educate our personnel to wear this equipment vol-
untarily, and enforcement has been used only as a last resort,

This approach will still apply in general, however, due to the number of
accidents that occur in some areas, it has been decided, after consult-
ation with respective unions and associations, that the wearing of pro-
tective equipment on specified work will be compulsory:

1. Safety Helmets

For all work below the forest canopy and in situations where overhead
hazards represent a risk.

2. Safety Footwear

For all regular field work.

3. Eye Protection

A1l chainsaw operations, low and high pruning, using rock drill,
cutting and loading Christmas trees and using Verey pistol.

4. Hearing Protection

On all work that is deemed to be emitting excessive noise as defined
in the Noise Abatement (Hearing Conservation in Workplaces) Regulat-
ions 1983. (For details see circular letter 57/85 dated February 19,
1985).

5. Leg Protection

For all users of chainsaws who are engaged in the operation of this
equipment on a continuous basis.

6. Long Trousers and Long Sleeve Shirts or Jveralls,

On all prescribed burning and fire suppression.



7. Protection for Personnel Using Chemicals

Respirators, gloves, spectacles, goggles, helmets, overalls, boots,
and such other personal protective equipment as stipulated in the
Department's Chemical Users' Manual for the transport, use, mixing
and application of specific chemicals.

~Please arrange to have this circular brought to the notice of all person-
nel under your control and have it discussed at your next Safety Committee
meeting,

AE S

EXECUTIVE DIRECTOR

DISTRIBUTION

LIST "p~



Department of Conservation and
Land Management

50 Hayman Rd

COMO WA 6152

REF  135/84 AK/es

April 28, 1986

» DEPARTMENT OF CONSERVATION AND LAND MANAGEMENT

WEARING OF SAFETY HELMETS

Attached hereto copy of a letter from the Manager Wheatbelt Region
suggesting a modified policy for the wearing of safety helmets inp
his Region.

The propesal is self-explanatory and it has been decided to adopt it
as a general rule throughout all non-forest Regions in the Department.

It is difficult to define precisely in all situations whether an over-
head hazard exists or not, and it is agreed that managers, in consult-—
ation with the staff concerned, will have to define areas or jobs
where safety helmets must be worn.

The main object is that our people are concerned about their own safety
and well being, and wherever possible comply voluntarily with self-

preservation measures, rather than being forced to observe compulsory
rules.

S R Shea
EXECUTIVE DIRECTOR

per L.U0. VUL LTOL K .....

DISTRIBUTION:

REGIONAL MANAGERS : Wheatbelr, Goldfields, South Coast, Greenough
Gascoyne, Pilbara and Kimberley Regions.

¥

0.1.C. Woodvale Wildlife Research Centre.

Mr Kimber, Como.



PO RN 2, ¢ Ny . Department of Conservation
-‘ and Land Management

Officer~in-Charge, 18 APR 1986
Safety Section,

Personnel Branch, COMO, WA
COMO , | —

WHEATBELT REGION ~ WEARING OF SAFETY HELMETS

At a recent regional meeting the wearing of safety helmets
was discussed, and the following policy decided for the
Wheatbelt Region,

In the Wheatbelt Region safety helmets will be worn by all
personnel, including supervisors, when:

1. involved with manual work under a woodland or forest
canopy;

2. operating chain-saws, or assisting chain-saw operators,
irrespective of the vegetation type;

3. undertaking firebreak construction under a forest or
woodland canopy;

. Involved with fire suppression and prescribed burning,
irrespective of the vegetation type; ang

Y+ in addition to 1-4 above, as otherwise directed by a
supervising officer.

£s wheatbelt woodland and forest canopy densities are far
Jess than those in forest regions, this policy is largely
Job related. However the policy does take into consideration
the dual hazard of undertaking manual work under a forest

¢r woodland canopy, For example, personnel stacking
tulldozer heaps for burning in woodland areas are at risk
toth from the task itself, such as branches springing back,
¢nd due to the noise and effort involved in the task, they
»111 be less aware of any overhead hazard that may exist,

+n contrast, if such work were undertaken in mallee or
scrub vegetation types (which is unlikely), both hazards are
sreatly reduced.

¥ould you please confirm whether or not the safety helmet
policy proposed above is consistent with regulations
pertaining to workers compensation. Subject to your

confirmation, the policy will be instituted within the
Wheatbelt Region,

//Q;ﬁbkég;H

VAR Wallace,
EGIONAL MANAGER
April 15, 1986,

cc - General Manager, Y N Ko -
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Our rer 135/84 AK:eg

The Secretary

W.A. Branch

Federated Miscellaneous Workerg Union of Australiga
61 Thomas Street

SUBIACO 6008 WA

wearing safety helmets has been made for Personne] working ip the
Yanchep National Park. This covers developed facility areas where
the obvioug overhead hazardsg have heen removed, Hayd hats have to
be worn in al] other circumstances, particularly on all fire control
activities,

The ahbove details are forwarded for your information.

Yours faithfully

5 R Shea
EXECUTIVE DIRECTOR

May 1, 1984 DISTRIBUTEON: Regional Manager, Northern Forest Region, Kelmscort
Districe Manager, Wanneroo



THE YNDUSTRIAL SAFETY MOVEMENT IN AUSTRALIA

HISTORICAL

The growth of the industrial safety movement in Australia broadly

followed the pattern in the United Kingdom and the United States
of America.

The first activity came in the form of legislation that provided

1302
1333

. -

167
1373

for the inspection of factories.

United Kingdom: Health and Morals of Apprentices Act
United Kingdem: Factories Act, providing for inspection of

Factories
USA (Mass): Factory Inspection instituted
Australia: Victorian legislation dealing with

protection and accommodation of workers

-gislation almost certainly prompted the next phase in the form

¢ organised safety programming on the part of individual firms.

702

92

The Lever Company at the Port Sunlight soap factory and the
South Metropolitan Gas Company of London institute safety
campaigns

Safety Department of the Joliet works of the Illinois Steel
Co. formed

Start of the Broken Hill Pty. Co's Safety Programme at the
Newcastle Steelworks. The N.S.W. Department of Railways
started development of a safety programme relating to
safety of all its employees (as distinct from passenger and
railway operational safety) at about this date.

easons such as profiting from other people's experience and
contributing to future progress led to the establishment of
afety Councils which generally can be said to have co-ordinated,
tided and developed voluntary safety activity as distinet from
~hat required by law.

1813 |

1917

1927

USA first meeting of the National Council for Industrial
Safety reformed as the National Safety Council in the
succeeding year.

United ZKingdom - TLondon Safety First Council formed.
Subsequently renamed firstly +the National Safety First
Association, then the Royal Society for the Prevention of
Accidents (ROSPA).

National Safety Council of Australia formed in Melbourne.
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Finally came the development of organisations catering for the
professional needs of persons working full-time or part~time on
the field of safety. However, development of these organisations
has varied according to the nature and activities of safety
organisations already existing in the various communities at the
time.

1911 USA:
An organisation known as the United Association of Casualty
Liability Insurance Inspections was formed in New York.
In 1915 this body changed its membership to become the
American Soclety of Safety Engineers (ASSE). In 1924 this
Society merged with the National Safety Council to become
the American Society of Safety Engineers, Engineering

Section, Natiocnal Safety Council. In 1947 the ASSE re-
established itself as an independent autonomous
organisation.

1945 United Kingdom:

The Industrial Safety Officers! Section of ROSPA was formed
in 1%45. Membership was drawn extensively from persons
who had successfully completed one of the training courses
for Safety Officers conducted by ROSPA during preceding
years. The Industrial Safety Officers' Section became a
completely independent body in 1953, known as the Institute
of Industrial Safety Officers.

1945 Australia:
When the need for professional development arose, the
National Safety Council of Australia, being based only in
Victoria, did not exercise any co-ordinating influence as
sister bodies had done in the United Kingdom. In
consequence, the development of professicnal safety work
has been relatively slow.

The sequence of events was as follows:

1945 New South Wales:
The Institute of Industrial Management Sydney, sponsored a
. series of lectures on industrial safety. An Industrial
Safety Research Group was formed 1in the next year
subsequently emerging into a body known as the Association
of Industrial Safety (AIS).
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1948 Victoria:

With the support of the Minister for Labour of the day (Mr
P J Clarey, MLC) the Melbourne Technical College (now the
Royal Melbourne Institute of Technology) sponsored a series
of lectures in 1948. The following year saw the formation
of an Industrial Safety Research Group in Melbourne. The
National Safety Council of Australia supported this group
for some years. Later it was suggested that the Research
Group should rely on its own resources. This it did with
success, developing firstly into the Safety Engineering
Society in 1954, then finally 4in 1962 as the Safety
Engineering Society of Australasia* (SESA), with a Federal
Constitution.

D:visions of the SESA operate actively in all States. However,
in New South Wales the A.I.S. split into two groups, one group
becoming the SESA, NSW Division, the other linking with the
sstitution of Industrial Safety Officers *U.XK.) in 1963 to form
NSW branch of the overseas becdy. This confusing situation,
»wever, has not prevented progress, Relations bhetween the
~tional Safety Council of Australia, the SESA and the
sstitution are cordial and some good work is being done.
"wever, dgreater progress would undoubtedly have been made had
ere been, Iin the early 1950's a better understanding of the
‘ed to foster professional training and development, and united
thin the professional safety movement. These comments are
~111 relevant today.

SetmHETY

=

wn

* (Now called Safety Institute of Australia)

“he Influence of Legislation

The International Labour Office, Accident Prevention
vecommendation, 1929, states +that any effective system of
accident prevention should rest on a basis of statutory
reguiremnents.

Clause 2.1.1. of Australian Standard CZ5 General Principles for
Safe Working in Industry states: "Since safe working in industry
must include the observance of statutory requirements, competent
authorities should prescribe practical measures for ensuring such
observance by all persons concerned. In addition they should
accept responsibility for giving guidance and advice on these
requirements and other related aspects of occupational safety and
health".

Both statements are amply justified by experience.
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Legislation covers those matters pertaining to safety that are
enforceable at law under all circumstances. . However, most of
the safety regulations have a discretionary power, residing
generally with any executive officer of the administering
department (very often the Chief Inspector of Factories or an
equivalent position) to waive specific requirements under certain
circumstances and to pronocunce on the standard required when the
requirement is "open".

The volume of safety legislation is steadily growing, partly due
to increasing needs arising from technical developments in
industry, but also due to increasing agreement on the extent of
the requirement that are enforceable at all times. It is also
likely that specificity of 1legislation is improving due to
reasons such as:

* Increasing consultation between statutory authorities and
industry.
* Growing awareness on the part of industry of the need to

cooperate with statutory authorities,

* A growth in standardisation as expressed by safety codes of
practice and safety specifications. These often ocutline
additional areas where requirements that are enforceable at
all times are clearly stated,

However, the extent of safety legislation in Australia is
considerably less extensive than that promulgated in overseas
countries, particularly in the United Kingdom and on the
continent of Europe.

The Influence of sStandardisation

The Standards Association of Australia (SAA) has worked in the

field of safety standardisation since its inception. Codes of
practice formulating construction rules have obviously to be
linked with safety requirements. A good example of this

approach is the SAA Boiler Code AS CB.1.

A second group dealt almost solely with practices and procedures
relating to personal aspects of operation and includes rules
relating to procedures in specific situation.
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Though a good deal of work had been done in both areas prior to
1946, it was decided in that year to set up a Safety Standards
Co- ordlnatlng Committee, with members drawn from Commonwealth and
State Departments of Labour and Health, other Governmental
Statutory Authorities (Electricity Supply, Railways etc.)
Professional Organisation, Chambers of Manufacturers, National
fafety Council of Australia, Employers' Associations and the
fustralian Council of Trades Unions to deal with the second group

« £ Codes. As a result of this combined effort, an additional
'11rty safety codes and specifications have been produced and
1at is even more important, kept up-to-date. At the time the

>-ordinating Committee maintains close links with safety codes

~>rk that is still being handled by other sectionale committees
¥ the SaA.

le Achievements, as indicated by this analy51s of the Australian
2fety movement, are that:

All the elements, that overseas experience has shown, are
necessary to start and develop effective safety programmlng
on a national basis, have been established in Australia.

The highly successful co-operation already achieved in the
development of legislation and standardisation between
these various organisations is an indication that a much
wider range of safety activities could be dealt with in
this way.

ng Term Needs
+o comments should be made about the long term situation:

It has been noted overseas that the rate of improvement of
overall safety performance has slackened. There is
likewise some evidence in Australia that a few highly
sophisticated industrial safety programmes seem to have
reached a level of performance beyond which it is difficult
to progress. To achieve a break-through probably depends
on knowing more about the problem.

i There is also a significant change in thinking regarding
" the scope and functions of the safety engineering position.
In progressive organisations it is expanding into areas
such as environmental control and human engineering. The
body of knowledge possessed by a Safety Engineer will
certainly need to expand. More importantly, means must be
found to make the best use of contributions from academic
disciplines other than engineering. What is needed may be
described as a '"teaching philosophy" regarding injury
prevention that will be understood and used by all who are
professionally concerned.



AS 1470—1986

STANDARDS ASSOCIATION OF AUSTRALIA

Australian Standard

HEALTH AND SAFETY AT WORK-—PRINCIPLES AND PRACTICES

SECTION 1.

1.1 SCOPE. This standard sets out recommenda-
tiens aimed at promoting the health, safety and well-
being of persons in the workplace.

1.2 PURPOSE. The purpose of this standard is to
outline the action which should be taken by employers
and employees in ali occupational groups in order to
actieve healthy and safe working conditions.

1. APPLICATION. The requirements apply
pr.uarihv-to the prevention of personal damage but apply
al- 5 to the minimization of property damage.

Tr. concepls are applicable to the whole range of
co: Jitions or events at work that can damage the
in- vidual with varying degrees of severity, either rapidly
or -»ver a period of time.

1.- REFERENCED DOCUMENTS. A list with
it of the documents referred to in this standard and
o! -ddilional documents relevant and supplementary to
th: standard is given in Appendix B.

OTE: Attention is drawn 1o the need 1o 1efer 16 specific standards

- d reference documents refevant 1o individual operations, hazards
ad o1 industnes.

5 DFEFINITIONS., For the purpose of this
zndard, the following definitions apply:

5.1 Accident—any occurrence arising out of and in
¢ course of employment which results in personal
damage or property damage, or the possibility of such
damage.

]
5
1
Ui

1.5.2 Emplovees—p=rsons engaged in activities for an
emplover for which they receive direct payment or
remuneralion,

1.5.3 Emplover—a person, agent, firm, corporation,
Government Department, Commission, Board, or other
authority emploving any person.

1.5.4 Guard—a physical barrier that prevents the entry
of any part of the body into an area that is hazardous.

1.5.5 Harmful processes—processes where harmful
substances or energies are used or where harmful
substances or energies are produced; and which upon
release may cause injury to or jeopardize the health and
salety of persons or aflect the integrity of components
and struclures.

1.5.6 Harmful substances—substances which alone or
in combination with others are or could become toxic,
irritant, explosive, flammable, corrosive, or obnoxious,
and for which special precautions are required.
NOTE : Inclzdzd in this definition arc all raterials that are classified
as ‘dangerous goods’ by the Australian Code for the Transport of
Dangerous Goods by Road o1 Rail.
1.5.7 Hazard—a situation at the workplace capable of
potential harm (i.e. capable of causing personal or
property damage).

SCOPE AND GENERAL

1.5.8 Health—in relation to work, is a condition which

includes—

{a) the absence of disease or infirmity; and

{b) the physical and mental elements affecting health
which are direcily related 10 safety and hygiene at
work.

1.5.9 Management—person(s) having responsibility,

authority or accountability for the conduct of the

business affairs of the employer.

1.5.10 Personel damage—any damage to a person
which arises out of and in the course of employment.
The term includes work injuries, occupational disease,
and work-cannected disabilities.

1.5.13  Reasonably practicable—situations where, as
far as is reasonably possible and economically
practicable, account has been taken of all hazards which
might arise {rom equipment or work procedures when
standing, supported or fixed in a pormal position and
operaiing in a normal manner, with allowances for
normal wear and tear and other depreciating factors
which can reasonably be anticipated.

1.5.12  Regulstory suthority—a Minister of the Crown,
a Government Deparntment, Commission, or other
Statutory or public authority having power to issue
regulations, order or other instructions having the force
of law in respect of any subject covered by this standard.

1.5.13  Rish—the probability that the potentia! harm
may become actual,

1.5.14 Safegusrd—a screen, barries, guard or safety
device designed to protect persons from personal
damage.

1.5.15 Safety—the provision and control of work
environment systems and human behaviour which,
together, give relative freedom from those conditions
and circumstances which can cause personal damage.

1.5.6 Safety device—a protective device, other than
aguard, barrier or screen, e.p. a presence-sensing device,
which eliminates or reduces danger before access to a
hazard. '

1.5.317 Shalt and should—the word ‘shall’ is to be
understood as mandatory and the word 'should’ as non-
mandalory, advisory, or recommended.

1.5.18 Siandard procedures—specific instructions
prepared for the purpose of providing for operations or
processes 10 be carried out in a safe manner.

1.5.19 Workplace—any place at which a person is
required to be or to which a person has occasion to go
during the course of employment

NOTE - Although this definition includes alt places of work, some
of the 1equirements of thivstandard fon *workplaces” may not be
applicable or appropriaie for mobile workplaces. Special provisions
will need 10 he made for such workplaces.

COPYRIGHT



OCCUPATIONAL HEALTH, SAFETY AND WELFARE

- BACKGROUND -

The Occupational Health, Safety and Welfare Commission of
Western Australia was established on April 4, 1985 with the

proclamation of the Occupational Health, Safety and Welfare
Act, 1984,

The establishment of the Commission signals a new era

in the development of safe and healthy workplaces in Western
Australia.

The establishment of the Commission is the culmination
of extensive community and industry consultation. In
October 1983 the Government released a Public Discussion
Document which outlined the Government's intention to enact
legislation in the field of occupational health and safety.
In response to the Public Discussion Document submissions
were received from employers, trade unions, Government
departments, professional and  technical groups  and
interested members of the public. These submissions
provided a valuable resource for the Government in planning
both its statutory and non-statutory initiatives.

As a result the Government decided that its policy
would be implemented in two stages. Firstly, a Commission
vwould be established to rationalise existing administrative
and legislative procedures, and when this is in place, the
Government will address as the second stage the issue of a
comprehensive Act to cover all workers in all workplaces.

In late 1984 the Western Australian Parliament enacted
the Occupational Health, Safety and HWelfare Act which
completed stage one by establishing the administrative
framework for the Government's new initiatives. The Act has
the following objectives:-



* to promote and secure the health, safety and
welfare of persons at work;

* to protect persons at work against risks to health
or safety;

* to assist in securing safe and hygienic work
environments;

* to reduce, eliminate and control risks to the
health, safety and welfare of persons at work;

* to foster co-operation and consultation between
and to provide for the participation of employers
and employees and associations representing
employers and employees 1in the formulation and
implementation of health and safety standards to
current  levels of technical knowledge and
development;

* to provide for formulation of policies and for the
co-ordination of the administration of laws
relating to occupational health, safety and
welfare;

* to promote education and community awareness on
matters relating to occupational health, safety
and welfare,

In addition to establishing the Commission the Act also
provides for a Department of Occupational Health, Safety and
Welfare. This Department is responsible for the day-to-day
administration and enforcement of the Act. The Department
has been formed by the amalgamation of the Occupational
Health Branch of the Health Department with the Department
of Industrial Affairs. This amalgamation brings together
inspection, administrative, technical and scientific
resources which will enable the effective and efficient
application of the Act.

- THE COMMISSION'S ROLE -

The primary role of the Occupational Health, Safety and
Welfare Commission is to promote and develop occupational
health, safety and welfare in  Western Australian
workplaces, Under the Act the Commission has the following
broad functions:-
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* to develop and review policy and legislation and
to recommend statute in the form of regulations
and codes of practice to the Minister;

*

to examine existing proposed licensing schemes for
workplaces, individuals, chemical substances;

* to provide advice to Government departments,
employer and union organisations;

* tc commission and co-ordinate relevant research;

* to promote safety education and training as widely
as possible;

* to liaise with other states and the Federal
Government especially in vrelation to proposed
standards;

* to prescribe reporting and recording procedures
for injuries, etc., and monitoring arrangements.

The HWestern Australian Commission will work c¢losely with the
National Occupational Heaith and Safety Commission in the
areas of standards development, research, training,
information collection and dissemination and the development
of common approaches amongst the States.

- ADYISORY COMMITTEES -

The Act provides for the Commission to appoint Advisory
Committees to assist it in the performance of its functions
and duties. It will be an early priority of the Commission
to appoint Advisory Committees 1in key areas where the
development of policies is wurgently required. Such areas
include the occupational health and safety of women, migrant
and young workers; repetition strain injury, asbestos, etc.

The Advisory Committees shall be made up of persons who
represent employers, employees and persons having knowledge
or experience in occupational health and safety.

Special attention will be given to the desirability of
having reasonable numbers of men and.women on Advisory
Committees as well as persons of ethnic backgrounds or from
other special interest groups.

The address of both the Commission and the Department will
be:-

'Wilmar House',

600 Murray Street,
WEST PERTH, W.A. 6005

TELEPHONE: (09} 327 8777



- NATIONAL OCCUPATIONAL HEALTH AND SAFETY COMMISSION -

BACKGROUND

The establishment of the National Occupational Health and Safety
Commission on 11 October 1384 signals a new era of co-ordination
of efforts to make Australian workplaces safety and healthy. For
it will be through the National Commission that a national
occupational health and safety strategy - based on the principle
that everyone has a right to a healthy and safe working
environment - will be put into effect.

The National Labour Consultative Council issued the first
major tripartite statement on this important topic., Reduction of
the national record of occupational death, illness and injury was
a basic objective of the ALP/ACTU Accord, and is & significant
part of the Federal Govermment's overall economic policy.

The KNational Economic Summit held in April 1983 called for
concerted action in this area: the nztion's leading figures from
governments, industry and unions were united in urging that a
greater priority be given to occupational health and safety.

In November 1983, the Government established a tripartite
Interim Commission charged with advising on the most appropriate
framework for developing and implementing a national strategy.

The Interim Commission reported in May 1984 with 81
recommendations - including the establishment of a tripartite
National Commission responsible to the Federal Minister for
Employment and Industrial Relations, and gquidelines for its
membership, functions, and  operational and consultative
framework.

The National Commission held its first meeting on 30
October. Details of the Commission's 17 members - who represent
the peak employee and employer bodies, as well as the Federal,
State and Territory governments - are given on the back panel of
this leaflet, : '

When it becomes a statutory body, the National Commission
will be supported by a National Occupational Health and Safety
Dffice, as its operational arm, and by a National Institute of
Occupational Health and Safety as its technical and scientific
arm. In the meantime, pending legislation, it is operating under
the auspices of the Federal Department of Employment and
Industrial Relations. Its address is:

NATIONAL OCCUPATIONAL HEALTH AND SAFETY COMMISSION
6P0 Box 9880,
CANBERRA ACT 2601

TELEPHOME (062) 73 2285
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The National Commission met for the first time on 30 October
1984 and immediately embarked on the ambitious task of
identifying and tackling the most pressing health and safety
problems besetting Australian workplaces.

Fully aware of the high expectations generated by its
estadlishment, and of the urgency of action required in so many
areas, the Commission aims to introduce its programs and services
as rapidly as possible.

However, like any infant, it must crawl before it can walk.
There 1is much groundwork to be done, particularly recruitment of
essential staff and establishment of the consultative
infrastructure which will be «central to the Commission's
decision-making processes.

During this phase, all available staff will be concentrating
on priority projects.

This leaflet contains a brief overview of the Commission,
the areas in which action is already being taken, and the time
frames in which the 1initial programs should be under way. As
services become available, they will be promoted widely.

THE COMMISSION'S ROLE

The primary role of the Hational Commission will be to develop,
facilitate and implement the Government's national occunational
health and safety strategy. This will include standards
development, vresearch, training, dinfermation coliection and
dissemination, and the development of common approaches to
occupational health and safety legislation.

At the peak level - the Commission itself - representatives
of governments and organisations of employers and of employees
will provide a tripartite forum in which the national
occupational health and strategy may be devised and implemented,

Together, in a spirit of mutual committment to making
Ausiralian workpiaces healthy and safe, they will determine
national programs. An essential arm wiil be co-ordination to
avoid unnecessary duplication and w2ste of scarce resources,

The 1important role currently played by the States will be
supported and strengthened by the co-ordinating and facilitating
activities of the Commonwealth, through the National Commission.
The £12.1 million allocated to the Commission in the 1984-85
Budget represents a trebling of Federal funding of occupational
health and safety programs.



Consultation

The spirit of participation will be continued through the
Commission's consultative infrastructure, Work is already under
way to establish the standing committees and working parties
which will be basically tripartite in "nature but will also
include persons with specialist knowledge and representatives of
groups with special needs.

PRIORITY AREAS

At its first meeting, the Commission approved immediate action in
a number of key areas including:

- Training -

An Industry and Commerce Training Standing Committee {Chair: Mr.
Bob Gradwell) will advise on the occupational health and safety
educationand training of non-specialists. A particular concern
will be to boost the level of training of health and safety
representatives and for managers and supervisors.

A Specialist Education Standing Committee (Chair: Dr, John
Bisby) will develep policy and programs for the training of
occupational health and safety specialists.

Both committees are to be operational by early 1985,

- Information -

Work is proceeding on the collection of information and
developing links with international OHS agencies. An information
advice and referral service should be operational by mid-1985.
Future plans include the development of a national occupational
health and safety data base, the preparation of information
packages tailored to user needs, and transtation into the
languages used by Australia's multicultural workforce.

- Research -

The occupational health and safety research grant scheme operated
by the Federal Department of Employment and Industrial Relations
has been transferred to the Commission. Further grants will be
advertised early next year. In the meantime, advertisements are
being pltaced to invite expressions of interest or submissions
which will assist the Comnission in assessing research capacities
and developing a research program; and a register of occupational
health and safety research currently being undertaken in
Australia is being developed.

A Research Standing Committee (Chair: Dr, David de Souza) is
being established immediately.
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- Repetition Strain Injury (RSI) -

A special committee {Chair: Mrs. Joan Uhr, Secretary to the
Commission) 1is being established to undertake a comprehensive
review of RSI in Australia. It will advise the Commission on a
national strategy for prevention and management of this complex

problem. The committee has been asked to provide an interim
report by March 1985,

It is proposed that a co-ordinated program of research be
commenced immediately. Major public and private employers in al)
States will be asked to co-operate in this project.

- Institute Planning -

An Institute Planning Committee (Chair: Mr. Jim Brassil) will
advise on the establishment and early development of the National
Institute of Occupational Health and Safety, which will be the
National Commission's technical and scientific arm. This
committee will include people with wide backgrounds in research
and scientific studies, and acknowledged by their peers as
experts in occupational health and safety.

- Legislation -

Comprenensive occupational health and safety legislation is being
developed for areas of Commonwealth employment, the Australian
Capital Territory and External Territories. Legislation to
esteblish the Commission as & statutory body is also being
prepared.

- Hazardous Chemicals -

The Commission will assume vresponsibility for the proposed
chemicals notification and assessment scheme when it becones
mandatory in mid-1985. A Chemicals Standing Committee (Chair:

the Hon. Joe Riordan} will be established immediately.

- Statistics -

A Statistics and Surveillance Standing Committee {Chair: Dr,
David Charles) is being established to advise on the collection,
recording, analysis and dissemination of statistics relating to
the health and safety of the working population.

- Standards -

A Standards ODevelopment Standing Committee (Chair: Mr. Jim
Brassil) 1is to be established, Its first tasks will be to
examine the role of existing standard-setting bodies, to develop
appropriate priorities for standards programs, and to finalise
ongeing work on subjects such as asbestos and timber
preservatives,



ORGANISATIONAL BEHAVIOUR

ATM

The aim of this session is to introduce participants to the
techniques and methods available for influencing and developing
human performance in Occupational Safety and Health Systems.

OBJECTIVES

As a result of this session participants should be able to:

() describe three concepts of organisational behaviour
() describe a contingency approach to motivation

{ ) apply motivational techniques in the work environment
I THOD

.8 session consists of a central presentation, two self-rating
zivities, small group discussion and the film "Beyond
wory YU,

I "ERENCES:

ro KOONTZ AND O'DONNELYL Management
7th edition McGraw Hill 1980

) SAMUELSON Supervision in Australia
Wiley 1982
) WATSON Structured Experiences and Group

Development Curriculum Development
Centre 1981
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HOTIVATION EXERCISE

AIM

The aim of this exercise is to confirm Maslow's Hierarchy of
Needs theory.

OBJECTIVES

At the end of this exercise participants should be aware of their
own tendencies towards utilisation of Maslow's needs categories.

METHOD
Complete Part 1 of the attached gquestionnaire.

Transfer your ratings in Part 1 to the appropriate places in Part
2 and total your scores.

R-ocord your total scores from Part 2 on the Matrix in Part 3.

CONCLUSION

Tme resultant pattern in the Matrix gives you an indication of
tie relative emphasis you as a leader would place on using each
¢? Maslow's needs categories as motivators.



MOTIVATION QUESTIONNAIRE

PART 1
Directions: The following statements have six possible
responses,
Strongly Slightly Slightly Strongly
Acree Acree Agree Disagree Disagree Disadqree
6 5 4 3 2 1

P_ 2ase mark one of the six responses by circling the number that
cc rresponds to the response that fits your opinion. For example:
i: you "Strongly Agree", circle the number 6.

C 1plete every item:

1. People who do their jobs well

should be given special salary i

increases. 6 5 (& 3 2 1
2. Good job descriptions would bhe

helpful so that individual group
members know exactly what is
expected of them. ) 5 4 3 2 1

N

L2

People need to be reminded by
their leaders that their job
depends on their ability to
compete effectively with other
workers. :

4 Leaders should give a good deal
of attention to the physical
working conditions of their .
groups. 6 5 4 3 2 1

5. Leaders ought to work hard to

develop a friendly working g

atmosphere among their groups. 6 5 4 3 2 1
6. Individual recognition for above-

average performance means a lot -

to people. 6 5 4 3 2 1
7. A leader with a "don't care"®

attitude when supervising work, -

can often bruise feelings. 6 5 4 3 2 1



MOTIVATION QUESTIONNAIRE (Cont'd)

8. People want to feel that their
real skills and capabilities are
put to use. 6 5

9. Things such as superannuation and
holidays are important for keeping
people in their jobs. 6 5

1c, Almost every job can be made more
stimulating and challenging. 6

[8)]

1 . People want to give their best in
everything they do. 6

RN

i Leaders should show more interest
in their group by sponsoring
soclal events after work hours. 6 5

b Pride in one's work is actually -
an important reward for people. 6 5

1 People usually want to be able
to think of themselves as "the -
best" at whatever they do. 1) 5

i The quality of the relationship
in your friendship groups at work -
is quite important. 6 5

Individual incentive rewards

(e.g. badges, cars, money, etc)

would improve the performance

of group members. 6 5

1. Being seen with people in higher
positions is important to people. 6 5

People generally like to make
their own decisions about when
‘and how to work with a minimum

et

of supervision. 6 5
19. Having a secure job is important -

to pecople. 6 5
20. Having good equipment to work

with i1s important to people in
their jobs. 6 5

I

>



PART 2

Transfer the numbers you circled in PART 1 to the appropriate

places in the chart below:

Statement No. Score

10
11 -
13
18

(S2lf-actualisation needs)

Statement No, Score
5 5
3 2
g 4
19 5
TOTAL: e
(Safety needs)



Statement No. Score Statement No. Score

¥

8 4
14 16
17 20

6

r-v‘f\.é—q-
wiw £ o

TOTAL: 9 TOTAL: le

(Esteem needs) (Basic needs)

Statement No. Score

5
7
12
15

wy v w

TOTAL: 1
(Belonging needs)

PART 3

Record your total in the chart below by marking "X" in each row
next to the number of your total score for that area of needs
motivation. For odd numbers (i.e. scores of 1, 3, 5, 7, etc)
use the line between the appropriate even numbers.

i
Needs 24 | 22| 20|18 16 |14 |12 /10,8 |6 |4 |21
‘Self-actualisation . i
i
Esteem i
| f l
Belonging . | ?
! i
]
Safety " Eo ;
| | i
| R
Basic = | {
|




ATTITUDES TOWARD THEORY X AND THEORY Y

Read the definitions of X and Y shown below and then try to
estimate on the scale where your attitudes lie.

THEORY X

The average human being has an inherent dislike to work and
will avoid it if he can.

Because of his human characteristic of dislike of work,
most people must be coerced, controlled, directed,
threatened with punishment to get them to put forth
adequate effort toward the achievement of organisational
goals.

The average human being prefers to be directed, wishes to
aveid responsibility, has relatively 1little ambition and
wants security above all.

THEORY Y

The expenditure of physical and mental effort in work is as
natural as play or rest.

External control and the threat of punishment are not the
only means of bringing about effort toward organisational
goals, Man will exercise self-direction and self-control
in the service of objectives to which he is committed.

. Commitment to objectives is a function of the rewards
assoclated with their achievement.

The capacity to exercise a high degree of imagination,
ingenuity and creativity in the solution of organisational
problems is widely, not narrowly distributed in the
population.

Under the conditions of modern industrial 1life, the
intellectual potentialities of the average human being are
only partially utilised.



On the scale below, indicate where, in terms of McGregor's Theory
X and Theory ¥, you would classify your own basic attitudes
toward your subecrdinates.

-20 0 - +20
THEORY X Neutral THEQORY Y

Using the table on the next page score the questionnaire you
completed first, When you are finished, be sure to compare your
attitude estimate with your actual scoere.

(Descriptions of Theory X and Theory Y from Douglas McGregor, The
Human Side of Enterprise, Copyright 1960, McGraw-Hill, pp. 33-34
and 47-48.



MANAGEMENT BEHAVIOUR

A QUIZ TO IMPROVE SELF-AWARENESS

For each gquestion, check the choice that most accurately
describes your activities, Be sure to make one choice for each
question.

USUALLY COFTEN SOMETIMES SELDOM

1. I supervise my subordinates
closely in order to get better
work from them.

2. I provide my subordinates with
ny goals and objectives and
sell them on the nerit of my
plans.

3. I set up controls to assure
that my subordinates are
getting the job dcne.

4. I believe that since I carry
the respensibility, my sub-
ordinates must accept my
decisions.

5. I make sure that my sub-
ordinates'! major worklecad is
planned for them.

6. I check with my subordinates
daily to see if they need any
help.

7. I step in as soon as reports
indicate that the job is
slipping.

8. I have frequent meetings to
keep in touch with what is
going on.

9. I back up spontaneous but un-
authorised decisions made by
ny employees.

10.I push my people to meet
schedules if necessary.




SCORING TABLE FOR MANAGEMENT BEHAVIOUR

How to Score your Questionnaire:

Score all questions except number nine as follows:

-+
+

Reverse the process

usually, 1 for often,

SO ol e S

for
for
fo¥
for

usually (that you checked)

often
sometimes
seldom

Total your score.

for gquestion number nine. ° Score 2
-1 for sometimes and -2 for seldom.

for




NOTES ON MOTIVATION

GENERAL

Motivation is a significant force in human behaviour. It is a
broad and complex issue, some aspects of which are still unclear.
However, there 1is good practical evidence that a systematic
approach can be taken to motivating subordinates in a work
environment.

MASLOW'S HIERARCHY OF NEEDS

The Hierarchy. Maslow put forward the proposition that human
beings have a hierarchy of needs to be satisfied. The
achievement of goals satisfies these needs. As each lower order

-need is satisfied individuals are motivated by the next highest.
Maslow's needs levels are:

Fulfilment needs: The needs of an individual to
make the best of themselves.
The needs for creative activity.

Esteem needs: The need for Jjob satisfaction,
achievement and recognition of
achievement. The  mastery  of
skills for mastery's sale.

Love and belonging needs:
The need for love, affection and
affiliation within a group.

Safety needs: The need for physical safety, job
security and freedom from
anxiety.

Physiological needs: The need for food, drink, sleep,

’ etc.

Phvsiological and safety needs

Most people are probably satisfied in the lower levels of
Maslow's hierarchy. When people first arrive in a new situation
they may drop into the safety need area because of a fear of the
unknown. The provision of a non-threatening environment is
aimed at reducing anxiety and allowing people to perform at their
best. As these lower level needs are largely catered for they
do not offer much potential as motivators.



Love and belonging needs

If an individual is happy and accepted 1n the group and they get
along with the supervisory staff, it is likely the love and
belonging needs will be satisfied. Managers need to be aware of
any disruptive behaviocur, as this could mean these needs are not
being satisfied, and action may be reqguired to rectify the
situation. Simple actions such as reallocation of seating
arrangements are often sufficient to restore harmony and balance.
In most individuals these needs are fairly well catered for and
do not offer much potential as motivators.

Esteem needs

These needs are the most important needs in the work sense.
They refer to achievement and willing, cheerful performance of a
task. Generally speaking, the will to achieve is very strong in
most individuals if the lower needs are satisfied. If the task
is presented in performance terms and the individual achieves
either a sense of accomplishment or recognition after a job is
well done these needs will be satisfied.

fulfilment needs

These needs generally appear in settled, mature adults. They
are the needs people have to make themselves intc the best their
human potential allows. They should be capitalised on by
supervisors working with senior (rank and experience)
individuals.

Maslow's theory of needs is important in the field of supervision
as it gives a good theoretical base on which to start motivating
subordinates.

Herzberqg's two factor theory

Frederick Herzberg conducted a number of surveys to determine the
causes of motivation in factory employees. His findings are of
interest to all supervisors.

He put forward the idea that before individuals, or groups become
motivated, they must first be satisfied.

He also put forward that motivation and satisfaction are two
separate conditions, and while satisfaction can exist without
motivation the reverse is not true.

The conditions that cause satisfaction he called Hygiene Factors.
The conditions causing motivation he called Motlivators.



Hygiene Factors - The Hygiene Factors which must be satisfied to
bring about a condition of satisfaction are:

Company policy and administration =~ If the policy and
administrative procedures are seen by individuals to be
efficient and working in their interests a condition of

satisfaction is likely to exist. Whilst this is largely a
managerial problem simple mistakes by the supervisor can
upset this factor. For example:

keeping people over the allotted time for a task
failure to arrive on time himself

failure to inform people of policy decisions and
changes

Technical supervision - If the technical supervision is
adequate, that 1is 1if supervisors know their Jjobs, act
confidently without bullying and act in a supportive,
enthusiastic manner, a condition of satisfaction is likely
to exist,

Interpersonal relationships - If the relationship within
the group and the relationship between the group and
supervisory staff is adequate, a condition of satisfaction
is likely to exist.

Environment conditions - If the environment conditions are
adequate, such as heating, lighting, ventilation, seating,
etc. people are likely to be satisfied. If, however, the
management controlled conditions are ©poor, such as
accommodation, messing and 1isolation are let slip,
dissatisfaction will result.

If the Hygiene Factors are ignored or let slip, motivation will
rapldly drop off. It is wvital supervisors do their utmost to
ensure a condition of satisfaction exists in their people. This
will allow motivation to be encouraged by the use of Herzberg's
Motivators.

Motivators - The factors which Herzberg found need to exist for
individuals to become highly motivated are:

‘Achievement -~ A very powerful motivator is the sense of
achievement the individual gets from the successful
completion of a task. For this reason performance

oriented training, using objectives 1is very effective.
Similarly, a task which has a challenge is preferred by
most individuals, this achievement is a personal or
intrinsic motivator.



Recoanition of achievement - Recognition of achievement is
closely related to reinforcement and is a very powerful
motivator. Recognition may be by the supervisor or the
group. Non-reccgnition of achievement will quickly lead
to motivation falling off. Supervisors need to bhe
constantly aware of this and guard against it happening.

The task itself - If the task is seen as worthwhile and
interesting, motivation is likely to be retained throughout
until completion. On the other hand, if a task 1is seen as
an isoclated, boring and pointless exercise, there is little
chance the individual will remain motivated. The role of
the supervisor is to present each task in a Jjob oriented
interesting fashion in order to have their people perform
willingly and well.

Responsibility - Most adults like to be given
responsibility for a task. The supervisor's task here is
to make the follower as responsible as possible for their
own actions.

Advancement - Whilst promotion is a powerful motivator, it
is not often possible, except in some specific cases, for

the supervisor to offer this as a motivator. However, it
is possible to use exceptional individuals in the roll of
peer group supervisors and helpers. Care needs to be

taken when applying this technigue that the mnotivator
doesn't become a burden or distasteful in any way or it
will be counter-productive.

If the Hygiene Factors are satisfactory, it is possible to use
the Motivators above to energise people. Achievement and
recognition of achievement are the two most powerful short term
motivators available. The remainder are classed as long term
motivators and in some cases are beyond the abilities of the
immediate supervisors. However, the widest range of motivators
possible should be used.

McGreqgqor's Theory X and ¥

McGreggor put forward two extremes of managerial style. He
called them Theory X and Theory Y. Theory X related to
"traditional management'", while Theoxry ¥ related to a more

enlightened approach.

THEORY X - An individual who ascribed to the ideas of this theory
would believe:

that people inherently dislike work;
that people need to be coerced, controlled and
threatened to achieve a task;

. that people avoid responsibility and prefer direction.



With these assumptions on the nature of people a supervisor would

probably adopt an authoritarian style, giving individuals little
chance to interact or guestion.

THEORY Y - An individuwal who ascribed to the ideas of this theory
would believe:

that work is as natural and enjoyable as play;
that people are self-directing:;
that people actively seek and accept respensibility;

With these assumptions on the nature of people a supervisor would
probably adopt a democratic, open and supportive style, giving
the followers opportunity to explore issues, interact with one
another and encourage questions and make decisions.

From a practical point of wview, it 1is possible that the
supervisor would need to move within these styles according to
the task, people and their own ability. The total application
of one style to all supervision is absolutely incorrect.



MASLOW'S NEEDS

LEVELS HERZBERG MCGREGGOR
MOTIVATORS THECRY ¥

FULFILMENT ACHIEVEMENT MOTIVATORS

ESTEEM RECOGNITION APPEAL TO

| THE JOB THESE NEEDS

RESPONSIBILITY USING HIGH
ADVANCEMENT LEVEL NEEDS
HYGTENE FACTORS

LOVE‘AND INTERPERSONAL THEORY X

BELONGING TECHNICAL MOTIVATORS

SAFETY SUPERVISION APPEAL TO

PHYSTIOLOGICAL UNIT POLICY THESE LOW

AND ADMIN

ENVIRONMENT

LEVEL NEEDS

A COMPARISON OF MOTIVATION THEORIES

It can be seen from the above table the relationships between the
essence, 1t would appear superviscrs are
petter advised to attempt to motivate people using higher levels

three theories. Iin

of needs than the lower ones of safety and basic needs.

In using the skill of motivating,

the supervisor may wish to

achieve one or more of the following objectives:

to galin exceptional willing performance from their people;

to induce in people an appropriate attitude for an
immediate or future task;

to gain attention and arouse interest;

to create needs;

to maintain wmotivation at a desirable level.



SAFETY LEADERSHIP

ATM

The aim of this session 1s to introduce the Situational
Ieadership Model and to discuss its application +to the
occupational safety and health environment.

OBJECTIVES

As a result of this session, participants should be able to:

(a) Describe Task Readiness

(b) Describe Task Behaviour

(c) Describe Relationship Behaviour

(d) Employ Situational Leadership styles
METHOD

This session consists of small group discussions, a self-rating
activity and a central presentation.

REFERENCE:

HERSEY AND BLANCHARD Management or Organisational Behaviour
4th Edition Prentice Hall 1981
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LEADERSHIP STYLES

INTRODUCTION

The Situational Leadership Model propesed by Hersey and Blanchard
(1) has four Leadership Styles based on combinations of Task and
Relationship Behaviour. The key words for these styles are:

TELLING

high task/low relationship

SELLING - high task/high relationship
PARTICIPATING ~ high relationship/low task
DELEGATING ~ low relationship/low task

Task Behaviour is described as the extent to which a leader
engages in one-way communication, by explaining what each
follower is to do as well as when, where and how tasks are to be
accomplished.

Relationship Behaviour is described as the extent to which a
leader engages in two-way communication by providing socio-
emotional support, encouragement and facilitating behaviour.

The determining factor in deciding which Leadership Style stands
the greatest probability of success is the readiness level of the
follower (s). Maturity is described as:

the capacity of the follower(s} to set high but

realistic goals., This i1s a measure of achievement

motivation;

the willingness and ability of the follower(s) to assume
responsibility;

the amount of knowledge and experience in the follower(s).
Figﬁre 1 shows the relationship between readiness levels and

Leadership Styles. It shows the Leadership Style that has the
greatest probability of success for each maturity level.

(1) Hersey and Blanchard, Management or Organisational
Behaviour, 4th Edition, Prentice-Hall Englewood Cliffs NT 1982,
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FIGURE 1 — LEADERSHIP STYLES

SCOPE

Fach of the Leadership Styles shown above has been analysed to
determine its component skills. These notes describe the
objectives and components of Situational Leadership Styles.

TELLING - HIGH TASK/LOW RELATIONSHIP BEHAVIOUR

The Situstional Leadership Model recommends that a leader should
adopt a TELLING style with follower(s) who are assessed as having
low task-relevant maturity.

Objective - The ohbjective of adopting a TELLING style is to
provide the follower(s) with complete and unambiguous directions
for task achievement.

The Components of TELLING - The components of TELLING are shown
in Figure 2.



TELLING - HIGH TASK/LOW RELATTIONSHIP BEHAVIOUR

ESTABLISHING
CLIMATE

I ALLOCATING

- DIRECTING
PERFORMANCE

FIGURE 2 - THE COMPONENTS CF TELLING

Establishing Climate - Climate is the emotional environment in
which a leader and follower(s) operate., Climate is affected by
the form and structure of the organisation in which people

operate, but  leaders can significantly influence their
environments by their attitude towards their follower, and the
manner in which tasks are described. The dimensions and

interrelations of climate are shown in Figure 3.



CLIMATE - THE PHYSICAL AND EMOTIONAL, ENVIRONMENT IN WHICH LEADERS
AND FOLLOWERS OPERATE

ORGANISATION

STRUCTURE
POLICIES
CONTROL SYSTEMS

TASK
DEMANDS
STRUCTURE
COMPLEXITY

TIME
CHALLENGE

DISTASTES

LEADERS

ATTITUDES  §
PERCEPTIONS
XPECTANGIES |
OMPETENCIESE

ATTITUDES
PERCEPTIONS

EXPECTANCIES
COMPETENCIES

FIGURE 3 —~ THE DIMENSIONS OF CLIMATE

When using a TELLING style the leader should encourage 2 friendly
controlled  atmosphere. This is done by establishing
relationships. The initial or introductory procedures used by a
leader will have a significant bearing on how the leader is
perceived Dby the follower(s}. The Introduction should be
friendly with the leader showing enthusiasm for the follower (s).
If any external standards of behaviour are required of the
follower(s), these should be explained. mask discipline
measures should be regarded as a means of task achlevement rather
than as a series of impositions to reinforce the leader's

position. The manner in which this is done will also affect the
perceptions of the follower(s) and their subsequent willingness

to carry out the task.



Allocating Tasks - When a leader allocates tasks to followers
using a telling style, the task dimensions must be fully
described. The dimensions of a task are:

. what has to be done;

. how the achievement of the task will be evaluated;
. when the task has to be completed;

. how the task is to be carried out;

. who is to do what.

The inter-relationship of task dimensions are shown in Figure 4.

- EVALUATION
METHOD

WHERE TO DO IT

FIGCURE 4 -~ THE DIMENSIONS OF TEE TASK



When deciding on task allocation the leader must give tasks to
the follower(s) best suited to carry them out successfully.

This 1is done by assessing the follower(s)' knowledge and
experience, physical capacities, attitudes and goal setting
abilities and personal goals and objectives. The leader should

aim to allocate tasks so that the goals of the follower(s) are
satisfied as a direct result of working to achieve the task, or
organisational goals. Wnen allocating tasks the leader should
show enthusiasm for the task and its achievement.

Directing Performance - When a leader directs performance using a
TELLING style, a nurmber of considerations need to be made. The
leader should give a clear and effective d&irections at the
beginning of the task. The initial direction should cover the
task dimensions and will need to be detailed. It is quite
likely in TELLING situations that some on-going direc¢tions will
also be needed. The leader will need to be able to regulate the
activities of task groups or individuals and to co-ordinate their
actions. In order to do this effectively, leaders need to
develop the skill of attention splitting. Attention splitting
is the skill of dividing concentration amongst groups to maintain

an awareness of the progress of groups or individuals towards
task achievement.

Assessing Results - The leadexr will need to assess the results of
group or individual effort. This should be done by comparing
the result achieved with the initial task dimensions, or any
medification to the task which occurred since the initial
directions. If the task 1is successful the leader should
reinforce the group or individual achievement. Reinforcement of
achievement is a practical method of developing task maturity
which should be a goal of all leaders. If the task is not
achieved the leader should review the performance of the group or
individual and the adequacy of his directions e.g. was the task
achievakle in the time allocated? Were sufficient and adequate
materials available when needegd? Were tasks allocated in
accordance with individual competencies? Was successful
completion of the task punishing with no rewards? and so on. If
the task is not completed successfully, and the follower(s) have
genuinely tried out failed, the leader must reinforce (reward)
the effort made.

SUMMARY

A TELLING leadership style has the most probability of success if
it is used with follower(s) with low task maturity. The reader
should be aware that TELLING does not automatically mean a very
authoritarian style which 1s characterised by vyelling and
threatening. A TELLING style can be employed in a soft, hands
on manner which does not confront, or it can be as direct as the
situation regquires.



SUMMARY

A TELLING leadership style has the most probability of success if
it is used with follower(s) with low task maturity. The reader
should be aware that TELLING does not automatically mean a very
authoritarian style which is characterised by velling and
threatening. A TELLING style can be enployed in a soft, hands
on manner which does not confront, or it can be as direct as the
situation requires.

A TELLING style should be used with an awareness of individual
differences it it is to be successful. Leaders should monitor
the performance of the follower(s) to determine when they should
move within the Situational Leadership model towards the next
style SELLING.

SELLING - HIGH TASK/HIGH RELATIONSHIP BEHAVIOUR

The Situational Leadership model recommends that a leader should
adopt a SELLING style with followers who are assessed as having
low to moderate maturity.

OBJECTIVE

The objectives of adepting a SELLING leadership style are:

. to provide individuals or groups with adequate directions
for task achievement;

to obtain individual or group commitment to the task.



THE COMPONENTS OF SELLING

The components of selling are shown in Figure 5.

SELLING — HIGH TASK/HIGH RELATIONSHIP BEHAVIOUR

ASSESSING ESTABLISHING
RESULTS CLIMATE

MONITORING "EXPLAINING
PERFORMANCE TASKS

FIGURE 5 ~ THE COMPONENTS OF SELLING



Establishing Climate - When using a SELLING leadership style the
Jeader should get a friendly, supportive climate in which two-way
communication 1s encouraged. The leader should encourage
participation in decision making.

Explaining Tasks - When a leader decides to use a SELLING
leadership style the task dimensions need to be explained as is
done with TELLING. There 1is, however, a difference as the
jeader is interested in gaining commitment from the follower(s)
to task achievement. To do this the leader needs to explain not
only task dimensions, but why the task is important. The leader

should ask for comment on the decision and by two-way
communication show the individuals or groups how task achievement
can be integrated with their needs and goals.

Monitoring Performance - When using a SELLING leadership style
the leader should monitor individual or group efforts towards
task achievement. Two-way communication should be encouraged
and the leader should positively reinforce those actions which
contribute +to the successful achievement of the leader's
objectives - task achievement and commitment. The leader should
be supportive in their approach to monitoring performance.

Assess Results - The result of the individual or group effort
must be assessed in relation to the leader's objective. The
results should be communicated to the group using a supportive,
positive approach emphasising the integration of individual or
group goals and task achievement.

SUMMARY

SELLING is a useful leadership style for followers with low to
moderate maturity. SELLING requires the leader to involve the
followers psychologically in task achievement. It requires high
amounts of both task and relationship behaviour which should aim
at developing the follower's maturity.




PARTICIPATING ~ HIGH RELATIONSHIP/LOW TASK BEHAVIOUR

The Situational Leadership model recommends that a leader should
adopt a PARTICIPATING style with followers who are assessed as
having moderate to high maturity.

OBJECTIVE

The objective of adopting a PARTICIPATING leadership style is to
share the process of decision making in task achievement.

THEE COMPONENTS OF PARTICIPATING

The components of PARTICIPATING are shown in Figure 6.

ESTABLISHING
CLIMATE

# SHARING
" INFORMATION

FIGURE 6 -~ THE COMPONENTS OF PARTICIPATING



Establishing Climate - When using a PARTICIPATING leadership
style the leader should set a friendly, collaborative climate.
Two-way communication must be established and the followers
should be encouraged to use their knowledge to seek acceptable
solutions to achieve the task set. Leaders should actively seek
the followers' contributions.

Sharing Information - When a leader uses a PARTICIPATING style,
broad task dimensions only need to be given. The followers
should be encouraced to use multi-way communication, and the
leader's rcle is that of consultant.

Facilitating -~ When adopting a PARTICIPATING style the leader

must be prepared to act as a facilitator. This will mean
monitoring the followers' progress and providing advice or
guidance 1if required. Once the task has been achieved the

leader should reinforce desirable behaviour and discuss the
followers' performance with them to achieve mutual evaluation of
objectives.

SUMMARY

PARTICIPATING is a useful 1leadership style for followers with
moderate to high maturity. PARTICIPATING puts the leader in the
role of facilitator and cocnsultant. The style is characterised
by multi-way communication, shared task achievement and mutual
evaluation of agreed objectives.

DELEGATING - LOW TASK/LOW RELATIONSHIY BEHAVIOUR

The Situatiecnal ILeadership model recommends that a leader should
adopt a DELEGATING style with followers who are assessed as
having high maturity.

OBJECTIVE

The objective of adopting a DELEGATING leadership style is to
provide follower(s) with the maximum opportunity to make
decisions and determine the methods of task achievement.



THE COMPONENTS OF DELEGATING

The components of DELEGATING are shown in FIGURE 7.

ESTABLISHING
CLIMATE

ALLOWING
ACCESS

FIGURE 7 -— THE COMPONENTS OF DELEGATING

Establishing Climate - When using a DELEGATING leadership style
the leader should set a friendly and supportive climate. For a
DELEGATING style to be successful a high trust level will need to
be established between the leader and the follower(s).



Giving Parameters - When using a DELEGATING leadership style the
leader should give the follower(s) the outline of the task in
sufficient detail to enable its accomplishment. Any limitations
or constraints such as timings, methodology, standards to be
reached must be reached must be nentioned and, if necessary,
discussed. The leader should avold excessive direction. When
DELEGATING, the leader should delegate responsibility and a
sufficient amount of authority to enable the task to be achieved.

Allowing Access - When using a DELEGATING leadership style the
leader must remain accessible as a resource to the follower(s) to
overcome problems or events occurring outside the given
parameters of the task.

Review Results - When a leader has delegated a task it is
necessary to review the achievement of the task with the
follower(s). The leader should be prepared to discuss the

followers' decision making process, actions and ensuing results
if necessary and to provide feedback on performance.

SUMMARY

DELEGATING is a useful style for follower(s) with high task
maturity. The leader should delegate responsibility and
authority to the follower(s) and then allow them to see the task
through to the end. The leader should avoid intervening in the
task but should remain available to provide advice on direction
if required.

CONCLUSION
These notes have covered the component skills of Situational

Leadership theory. The explanations should be of practical use
in achieving the gozls and objectives of leadership.



SAFETY AND THE SUPERVISOR

AIM

The aim of this session is to introduce participants to the
principles of Statute and Common law, and to the concept of Duty
of Care. The structure and origins of OHS&W lLegislation in WA
is examined against ILO Convention 155 and Recommendation No 164
of 1981,

OBJECTIVES

As a result of this session, participants will be able to:
. describe the differences between Statute and Common Law;

discuss the Structure of Statute Law relating to OHS&W in
WA;

describe the principles of ILO Convention 155 and
Recommendation No 164 of 1981;

discuss the elements of Duty of Care under Common Law;

discuss the concepts of Reasonable Standard of Care.

METHOD

This is a central presentation and discussion.

REFERENCES

IFAP Paper Liability of Employers

WA Occupational Health Safety and Welfare Act 184
(Incorporating Amendment Bill 1987)

ILO Convention 155, 1981

ILO Recommendation 164, 1981

SKELLET E J Safety at Work edited by J Ridley, Butterwortns
1983



LIABILITY OF EMPLOYERS

INTRODUCTION

Employers who are injured at work have a number of rights and

remedies available to them. In Western Australia the most
commonly known right is to the benefits provided for in the
Workers!' Compensation Act. In addition, injured workmen may

an entitlement to social security benefits if workmens'
compensation, is for some reason, not available to them or
there 1is some delay. The less commonly known remedy for
injured workmen is a claim for damages against an employer.
This claim may arise for one of two reasons as follows:

a. a breach of the employer's duty of care (at common law};
b. a breach of a statutory duty by an employer.

The aim of this paper is to examine in relation to paragraph
la and 1b the common law liability of the employer, vicarious
liability of the employer, employers' duties of care,
breaches of statutory duties by emnployers and defences
available to employers incorporating employer respons-
ibilities.

COMMON LAW LIABILITY

3.

The common law principles with regard to the relationship
between employer and employee first appeared in the 1800's
and have undergone a process of development and refinement
ever since. Whilst initially the workman had 1little
protection the common law has developed to the stage where
there are clearly defined responsibilities which rest on both
parties to the contract of employment.

I would emphasise here that common law is not like statute
law (i.e. Acts and Regulations of a Parliament), but is based
on the precedent of court decisions recorded over long
periods of time. These decisions, often added to, have
become the basis for common law.
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The very essence of the claim for damages at common law
arises from the relationship of master and servant (employer

/employee) where one of the general duties of the master is
to take reasonable care for the safety of the employee, in
all aspects of that employment. It is not altogether clear,
however, if in fact the cause of action in this situation is
actually based on a breach of the duty of care which is
generally referred to by law under the title "Negligence", or
a breach of the contract of employment. In any event the
difference is academic as the damages arising in either case
would be identical.

Common law as distinct from worker's compensation considers
the concept of '"fault" and amounts for damages under common
law are usually considerably higher. Damages are usually
assessed on the degree of fault, age of the 'victim', extent
of pain and suffering, disfigurement, an amount for general
damages and any other relevant factor.

Contributory negligence is a common law factor and where
appropriate, a percentage figure, determined by the Court, is
deducted from the assessed damages.

EMPLOYERS DUTY OF CARE

g.

The employers duty, as recognised by 1law, is to take
reasonable care for the safety of his employees in all
circumstances of the employment. This duty of care is
usually classified by most texts on this subject under the
following categories:

provision of a safe place of work;

provision of a safe system of work;

provision and maintenance of safe plant and equipment;
"provision of competent staff to manager and supervise
the business.

&0 oo

However, how is the standard of 'reasonable care' defined?
The standard of care reguired might be said to be that amount
of care that would be exercised in the same circumstances by
a reasonable man. In fact the degree will vary greatly
according to the circumstances.
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Standard of Care - The standard adopted by the Courts is an
objective one - what would a reasonable employer have done in
the same situation? In determining this standard of
reasonable care several questions arise. When considering
the employers duty of care should consideration be made that
whilst an employer the defendant is also an entrepreneur and
businessman (and is therefore concerned to make a profit), or
should safety override these considerations? Where an
employer's business involves risks to workmen by the nature
or method of operation, should the employer be subject to
claims for damages on each occasion an employee is injured?
As an ordlnary, reasonable man can the empleyer be allowed to
indulge in occasional oversight, slips or errors common to
most members of society, or should the employer be considered
to be "infallible"? In examining the nature of the
employers duty of care and in assessing what is the standard
of the ordinary, prudent, reasonable employer, it is,
therefore, necessary to consider principles enunciated by
courts, and to consider the extent that they are likely to
provide a reliable guide.

Duty of care owed personally and to each emplovee - The
duties of care are owed personally' to each employee and
therefore an eﬂployer is unable to delegate this
responsibility concerning health and safety to a third party
(Wilsons and Clyde Coal Co. V English (1938) AC 57).

Assume that an establishment was engaged in a process which
was hazardous to the safety of employees. Specialists
(perhaps Engineers) are called in to rectify the problen,
however the plant continues to be hazardous to the workmen.

The fact that the employer had called in experts to solve the
problem would not be admissable as a form of defence. The
employer's duty remains a personal one and compensation would
be payable for an injury incurred under these circumstances.

This principle applies to the whole of the employers
undertaking. This will include not only plant and eguipment
but also that of supervision of safety of premises.

The duty of the employer is owed personally to each and every
individual employee. Therefore in considering the nature
and extent of the employers duty, one must take into account
the individual characteristics and idiosyncrasies of
employees that are Known or ought to ke known to him. Thus
an employer knowing that an employee was unable, for medical
or other reasons to work at heights, would be negligent in
ordering the employee to so work.
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Should the employer then not only considers the probability
of personal injury but alsoc the seriousness of the
consequences of an injury to each individual if an accident
were to occur? This gquestion can be best illustrated in the
Paris V Stepney Borough Council (1951) AC 367.

"Paris was employed by the Council as a garage
attendant. He had lost the sight of one eye prior to
entering into this employment, a fact that was
subsequently discovered by the employer during a medical
examination (conducted for the purpose of assessing his
eligibility to join a superannuation scheme). Thus the
employer was deemed to have known of the condition of
the employee's eyel.

"Paris received an injury to his right eye, which
rendered him totally blind, when he was dismantling the
chassis of a motor vehicle. He was using a steel
hammer to knock out a rusty bolt when a fragment of
metal broke off and lodged in the eye. He brought a
claim for damages against the employer, alleging that he
should have been supplied with suitable goggles to
protect his eyes",

"The employer had supplied goggles for welders and for
employees working on grinding machines but not for men
employed on the maintenance and repair of motor
vehicles. There was some suggestion of the likelihood
of pieces of metal breaking away and lodging in the eyes
of workmen, but actual occurrences were rare. It was
not the general practice of workmen employed in the
garage to wear goggles. In these circumstances, it was
virtually conceded that there would be no negligence on
the part of the employer if it had failed to provide
goggles for workmen possessing the sight of both eyes.
Paris argued, however, that the gravity of the
consequences of any injury to his right eye was such
"that a higher degree of care was owed to him by the
employer'".

In the majority decision the House of Lords accepted the
argument of Paris and upheld an earlier verdict entered in
his favour.

Another more common application to industry embodying the
same principle can be seen in a statement by Devlin, L.J. in
Wither V Perry Chain Co. Ltd., (1961} 1 W.L.R. 1314, at
p.1320:
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"It may also be on the principle of Paris V Stepney
Borough Council, that when the susceptibility of an
employee to dermatitis 1s known there is a duty on the
enmployer to take extra or special precautions to protect
such an employee".

Experienced _Employees - The fact that employees are
experienced does not negate the employers obligation to
provide a safe method of carrying out their work, especially
where the work 1is to be performed in the context of a
systematic operation which has been established by the
enployer. It is the responsibility of the employer to
establish and lay down a safe system of work. Where the
system is defective, the employer will have failed in his
obligation. It is the duty of the employer to consider each
situation, devise a suitable system of work, instruct his
employees as to these work requirements and any special
equipment required. Obviously the employer cannot be
certain that they will do as they are told, when alone,
however 1i1f he does all that is reasonable to ensure that his
safe system is operated he will have done what he is bound to
do.

VICARIOUS LIABILITY

15.

16.

Where an employee is injured due to the negligence of a
fellow employee a claim may be brought against the employer
by way of a claim for damages. This is the doctrine of
vicarious liability which provides that an employer is liable
to compensate a person who suffers injury or loss as the
result of the negligence of an employee provided the
negligent act occurs in the employee's employment.

When is an employer "“wvicariously liable" for the results of
his employees acts and or negligence?  When can the employer
avoid responsibility by saying that the fault was that of his
servant and not himself?

Generally an employer is Jjust as responsible for the havoc .
inflicted through the acts (or ommission) or negligence of
his servants as if the damage was done by his own hand. A
company has no human existence apart from those who hold its
shares, run its affairs and work for it. The company can do
itself no wrong = its troubles all arise through the
"middemeanors" of those who work for it. The exception
applies when the wrongful act occurs outside the scope of the
employment. The difficulty in these cases would be in
deciding if the act was within the scope of the employment.
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"skylarking" or "horseplay" 1is often discussed, albeit a
forbidden aspect of company file, it still occurs. If an
injury occurs to an employee and is caused by another
employee engaging in Mhorseplay" is the company still liable?
If an employee breaks the arm of another through tripping him
in a workshop the company is responsible. If the same
incident occurred at a dance hall in the evening then the
company 1s not responsible.

Consider this statement:

'"We do not allow smoking in this plant. We deal with
inflammable materials and no-one is allowed even a puff
inside the building, except in the canteen. In breach of
our orders an operative smoked, caused a fire and explosion
in which another employee was injured. Is the company
responsible?"

In a word 'yes". Providing he was doing something he was
employed to do. Ask yourself this question "Was he doing
something which he was employed to do =~ albeit in a
thoroughly wrongful way - or was he doing something which

came right outside the course of his employment?"

In the question cited in paragraph 18 the case involved an
attendant at a petrol pump. He knew he should not throw
matches around, but he did. He 1it up, flicked away his
match and the inevitable explosion occurred. The employer
met the plaintiffs claims saying in defence, that the man was
acting outside the scope of his employment and they should
not be held liable. They lost. _The man was employed to
fill customers' tanks and that is what he was doing. The
fact that he did so improperly did not free the employer from
the responsibility of the damage caused.

BREACH OF A STATUTORY DUTY

20.

Each state and particularly Western Australia has legislation
designed to regulate working conditions and more specifically
health, welfare and safety in the work place (however
limited). A failure to comply with these statutory
requirements can give rise to an application for damages on
behalf of an employee injured as a result of that breach.
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An action of this type exists independently of and in
addition to an action based on common law breach of duty as

mentioned earlier. It is an actien at common law based on a
statutory provision for the gafety of employees. It is

therefore sufficient for the plaintiff to prove non-
compliance by his employer within the terms of the
appropriate Act or Regulations, It is therefore a case of
strict or absolute liability and will, by itself, and with
nothing further, enable an employee injured as a result of
that breach to successfully bring a claim for damages.

DEFENCES AVAILABLE TO EMPLOYERS

22.

23.

Two principle defences are available to employers enabling
them to defeat <claims for damages brought by injured
employees. The first of these is contributory negligence,
i.e. the employee has contributed to his injuries. The
extent the employee is to blame will reduce by the same
amount, any amount which may otherwise have been awarded.
(It is important to note here that this is no defence to an
action based on a statutory breach of duty). There is
however, a limited defence available to enmployers regarding
claims arising out of a breach of statutory duty. This
could apply where the breach is caused entirely by the
injured employee. Let us assume an employee 1is injured
because an employer installed a dangerous machine in a
factory. The machine does not comply with the appropriate
Machinery  Act. If the enployee was given sole
responsibility for the selection of the machine and ensuring
that it complied with statutory provisions, then if that
employee was injured whilst operating the machine he would
{(on the probabilities) be unable to recover damages.

The second defence available to employers is "volenti non fit
injuria" which locosely translated means voluntarily assumes
the legal risk of injury. This defence has 1ittle
application in modern context and involves the employer
proving the employee undertook a dangerocus activity knowing
there was an inherent risk of injury and foregeoing any right
to claim damages which he might otherwise have. The coursts
are reluctant to apply it in an employment situation.

EMPLOYEE RESPONSIBILITIES

24 .

This paper places considerable emphasis on employers!'
responsibilities and perhaps gquite correctly. However, I
would be most incorrect if I left you with the feeling that
the enmployee has no responsibilities.



-8 -

Employee are under no obligation to take reasonable care not
only for the safety of others but also for their own safety.
Even where an employer has been in breach of the primary
duty, an employee must nevertheless continue to take
reasonable steps to aveoid injury and failure to do so, will
cut down the quantum of any damages to which he might
otherwise be entitled. An employee may also have statutory
responsibilities in various areas of State legislation which
will be examined separately.

SUMMARY

25.

To conclude we have a system where on one hand the onus rests
upon the employer to provide a safe system of employment and
on the other, the employee is bound to act with an

appropriate degree of care and responsibility in the daily
performance of his work.

An employer further is not - at general law - under a duty to
ensure absolute safety. Negligence on his part must be
proven before a liability can arise.

It is essential that both parties of the contract of service
are aware of their statutory responsibilities and further the

existence of the common 1law grounds outside workers
compensation.

Perhaps 1f nothing more, to highlight these factors for all,
may ultimately give rise to a safer and mutually respected
environment between master and servant.



THE MEASUREMENT OF WORK INJURIES

AIM

Tha aim of this session is to introduce participants to the
measurement of workplace injuries.

QEJTECTIVES

As a result of this session participants should be able to:
describbe the categories of workplace injuries;

discuss the use of frequency duration and incidence rates.

ME "HOD

Tt s is a central presentation followed by a group discussion.

R "ERENCE

A n Australian Standard 1885 - 1976



THE RECORDING & MEASURING WORK INJURY EXPERIENCE AS PER
ASA 18BBS5 - 1976

The full code is not given to you within this paper, only the
pieces which we feel will assist you to have a better understanding
of MRD's and others' injury statistics. Hopefully, a better
understanding of the terminology used by safety people, will
increase your interest in those "pieces of paper with all the
figures" which appear on your desk each month!

Tc avoid misunderstanding (and arguments!) we have photocopied
all that follows from the code itself. The number you will see
(e.g. 1.3.3, 1.3.4.1, etc.) refer to the code section numbers
and not to the numbering system used within this manual.

First let us come to grips with some Definitions.

1.3 DEFINITIONS. For the purposc of this Code, the following defi-
nitions apply:

1.3.1  Employee—a person engaged in activities for an employer for
which he or she receives direct payment,

Note: All staff are included.

1.3.2 Employment. This term includes the following:

(a) All work or activity performed in carrying out an assignment or
request by the employer, including incidental and related activities
not specifically covered by the assignment or request.

(b) All voluntary work or activity uadertaken whilst on duty—
(i) with the intention of benefiting the employer; or
(it} with the consent or approved of the employer.

1.3.3  Workplace—any place at which a person is required to be or
has occasion to go during the course of his or her employmeat,

L3.4 Work injury—an injury, occupational disease or work-connected
disability which arises out of or in the course of employment and which
. requires first-aid or medical treatment.

NoTes:

I. For the purpose of recording and measuring, work injuries may be divided
into a pumber of categories includiag losi-time and medical-treatment
injuries. The category sclecied for use in an organizalion will depend on
many factors and may alter as en accident prevention programme improves
in eflectiveness.

2. Compensable work injuries received in travelling to or from the place ot
employment should not be included 1o the record valess the means of
iransport is not public wansport bui js opezrated by the employer and
approval 1o travel in the vchicle has been granted by the cmployer,

1.3.4.1  Lost-time injury—a work injury which results in death or
inability to work for at least one full day or shift any time after the day
or shift on whichk the injury occurred. -



AS  1885—1975

1.3.42  Medical-treatment injury—a work injury requiring wreatment
by a medical practitioner and which is beyond the scope of normal first-aid
including initial treatment given for more serious injuries.

NQTE: First-aid Wealment is any une-time treaument, and any f{ollow-up

visit for observation, of minor scratches, cuts, burns. splinters and the like

which do not normally require medical care. Such treaument is considered
to be first-aid even if administered or supervised by a medical praciiticner.

1.3.43  Occupational disease—a disease attributed to or aggravated
by the environmental factors of a particular process, trade or occupation
which the employee follows. :

1.3.44  Work-connected disability—a disability, suffered by an em-
ployee, which has been caused or aggravated by the working conditions
or environment. The effects of a work-caused disability are cumulative
and any lost time cannot be attributed to a single incident. Examples of
work-connected disability are hearing loss, Raynaudism (white finger),
voice loss, blood change due to non-fatal carbon-monoxide inhalation,
and shock. Work-connected disability shall be regarded as a work injury.

1.3.5 Compeasable injury—an injury which results in a payment
being made under the terms of the appropriate Workers' Compensation
legislation.

1.3.6 Time lost—the number of working days or shifts lost by injured
employees as 2 result of lost-time injuries.

1.3.7 Frequency rate—the number of injuries per million manhours
worked.

1.3.8 Incidence rate—the number of injuries per employce for the
period under review. '

1.3.9 Duration rate—the average time lost per lost-time injury.

2.1 BASIS OF ASSESSMENT.

2.5} Genersl. Thorough investigation of all factors relating to the
vceurrence of each reported injury is essential. Determination as 1o whether
or nnot the injury should be considered a wark injery uader the provisions of
this Cede shall be based on the evidence developed in investigations.

2.1.2  Evidence. The evidence to be considered in determining whether
or not the reported injury should be considered a work tnjury mav include,
but not nccessarily be limited to, the following:

(a) Facts resulting from investigation of the injured employez's work
activities and working environment to which the injury might be
related.

{b) Swtements (written il pussible) of the injured employee, fellow
employee, witnesses and supervisors.

(¢} Medical reports acceptable to the authority classifying the work
injury.

(d) Facts concerning the injured employee’s work activity for other
employers, and other off-the-job activities, injuries and illnesses.

2.2 ASSESSMENT OF SPECIAL CASES.

2.2.1 General. Before inclusion in the record, special cases should be
assessed. Rules 2.2.2 t0 2.2,16 are intended to assist in such assessment,
but the provisions of these Rules should not be used o exclude o
venine work injury from the record. :



. 22.2 Joguinal Hermia. An inguinal hernia shall be considered a work
injury only if it is precipitated by an impact, sudden effort, or severe
strain. und meets, after investigation, all of the following conditions: .

{2) Therc is clear evidence of an accidental event or an incident, such
as a slip, trip or fall, sudden effort or over-exertion. :

{b) There was aciual pain in the hernial region at the time of the
accident or incident.

t¢) The immediate pain wax so acute that the injured employee was
forced to stop work long enough to dfaw the attention of his fore-

man or fellow employee, or the attention of a physician was secured
within 12 h. :

2.2.3 Back Injury. A back injury or strain shall. after investigation, be
considered a work injury if—

{a) therc is clear evidence of an accidental ¢vent or an incident such

as a ship, trip or fall, sudden effort or over-exertion, or blow on the
back; and '

(b) a medical practitioner, authorized 1o treat the case, is satistied
after a complete review of the circumstances of the accident or
incident, that the injury could have arisen out of the accident or
incident, -

2.2.4 Aggravation of Pre-existing Coandition. If aggravalion of a pre-
existing physical deficiency arises out of or in the course of employment,
the resulting disability shall be considered a work injury and shall be classi-
fied according to the ultimate extent of the injury, except that if the injury
s an inguinal hernia or a back injury the requirements of Rule 2.2.2 or
2.2.3 shall apply.

2.2.5 Disability Arising Solely out of a Physical Deficiency. If a medical
pracutioner considers that an accident or ipcident such as a slip. trip or fall
arises solely out of a pre-existing physica! deficiency, and if a person with-
out such physical deficiency would not have suffered such an accident or
incident, any resulting injury shalt not be considered a work injury. The
placement of employees with physical deficiencies in a suitable work en-
vironment should receive special attention.

2.2.6 Aggravation of Minor Injury. If a minor injury is aggravated
because of diagnosis or treatment, either professional or non-professional.
or il infection or other symptoms develop later, either on the job or ofl
the job. the injury shall be ciassified according to its uliimate extent.

2.2.7 (Cardiovascular Diseases. This term is used to cover the following
groups:

{t) Rheumatic heart divcase.

{ii} Hypertensive disease,

(ii1) Ischaemic heart discase.

(iv) Heart discase secondary to pulmonary disease,

(v) Cerebrovascular disease.

(vi) Diseases of arteries, arterioles and capillaries.
- (vii) Discases of veins and lymph vessels.

Cardiovascular diseases shall not be recorded as work injuries unless—

{3) the symptons were so severe during working hours that the attention
of a supervisor was drawn to them, and

(b} a medical practitioner, authorized to treat the case is satisfied.
after a thorough investigation, that the disease wax wark caused.

2.2.8 Miscellanecus. This caregory includes the following:
(a) Purposely inflicted injuries. An injury purposely inflicied by the

employee or anothes person shall be considered a work injury if
it ariscs out of or in the course of employment.



(b) Skylarking. An injury inflicted by or arising out of skylarking
during employment shali be considered a work injury.

(¢} Athletic or recreational activities. An injury to an employee result-
ing from participation in athletic activities. whether or not they are
company sponsored, shall be considered a work injury only il

th_ _p'anicipnn! wis p’]ld by the company v pcrform these
aclivities.

2.2.9  Other Disabilities. The following are examples of injuries which
shall be considered work injurics if they arise out of or in the course of
employment:

(i) Animal and insect bites.

(i1} Skin irritations and infections.

(it} Muscular disability.

(iv) Injuries arising from exposure 1o extreme temperature {hot or cold).
(v) Loss of hearing, sight. taste, feel or sense of smell.

khkkkhkhkkhk kR hkhkthkkdx

2.2.11 Hospitalization or Rest for Observation.

221101 Classification as medical-treatment case. |f after ohserva-
tion of an injured employee in a hospital, or whilst the employee is
forced to rest, for a period not to exceed 48 h from the time of an injury
or suspected injury known to have a delayed cffect, from incidents such as—

{a) a blow to the head. back or abdomen; or

(b) the inhalation of harmful gases, known to have a delayed effect;
the physician determines that the injury was in reality slight, and that the
injured cmployee could have returned to work without any permanent

impairment or lost time, the injury shall be classified as 2 medical-treatment
case.

2.2.11.2 Classification as lost-time injury. 1§ any treatment or medi-
cation is given for the suspected injury referred to in Rule 22114 afte
the first 24 h of observation, the injury shall he classificd s a lost-tinie
injury.

2.2.12 Himess from Antitoxin. Illness resulting salely from antitoxin,
vaccines, or drugs used in the treatment of a non-lost-time injury shall not
cause the injury to be classified as lost time.

2.2.13 Death from Undetermined Origin. In faral cuses where death
might have resulted either from an illness or from an accident following
the illness, the case shatl be considered a work injucy only if it s the
opinion of the attending physicion engaged or uuthorized by the employer
that the iliness arosc out of. or was aggravated by. the employees work,

2.2.14 Injuries on Public Transport. The injury or death of an en-
ployee travelling as a passenger on public transport a< a resull of un
sectdent ta that public transport is rot a work injury within the meaning
of this Code.

2.2.15 Doubtful Disabilities. In the case of doubt as 10 the classification
of a work injury. the classihcation shall be based an the decision of the
physician engaged or authorized by the employer.

2.2.16 Committee of Interpretations, When the proper asses.mient ol
an injury is in doubt, a copy of the full report of the circumstances of
the injury or alleged injury may be submiited to SAA Commitiee SF/2.
Industrial Accident Records, for a decision.



SECTION 6. MEASURES OF WORK
INJURY EXPERIENCE

0.1 NCOPLE OF PART. This Purt of the Code sets out methods of
measuring work injury experience.

6.2 PURPOSE. The purpose of this Part is to provide practical and uni-
form methods of measuring work injury experience.

6.3 MEASUREMENT OF WORK INJURIES, Recommendations are
made for the measurement of work injuries under frequency, duration
and incidence rates. The measures provide a basis for the evaluation of
the effectiveness of a safety programme when compared over successive

periods.
Itiis not necessary for a particular organization to make use of ali rates
within a caregory. For example, it is recommended that small organiza-

tions use incidence rates rather than frequency rates; a larger organization
may find that lost-time injury frequency rate serves its purpose better.

6.4 FREQUENCY RATES.

6.4.1 General. The frequency rate can be used 1o relate the number
of injuries of any type to the exposure to hazard while in the workplace,
and Is expressed in terms of a million-manhour unit.

The exposure to hazard is expressed in manhours and it is recom-
mended that the figures be obtained from payroll or time-clock records.
When this is not practicable, the exposure may be calculated by multiply-
ing the total employee-days worked by the number of hours worked per
day. An estimate may be obtained by multiplying the average number of
employces per year by 2000 h.

The method used for obtaining manhours exposure should not be
altered from period to period.

€.4.2 Work Injury Frequency Rate. This is the number of work in-
juries in the selected period, related to a million-manhour unit.
6.4.3 Lost-time Injury Frequency Rate. This is the number of lost-

time injuries in the selected period, related to u million-manhour unit,
as follows:

Lost-time injury frequency rate ==
Number of lost-time injuries X 1 000 000

Mankours exposure

6.4.4 Medical-trestment Injury Frequency Rate. This is the oumber of
medical-treatment injuries in the selected period related to a million-
manhour unit.

6.4.5  Specific Frequency Rate, This is the number of specific injuries
tn the selected period related to a million-manhour unit. This frequency
rale can be used for any individual classification under Rule 3.4.3.
Examples are: Eyc-injury frequency rate: Sirain-while-manual-handling
frequency rate

"Frequency Rate" is the measure most commonly used to assess
safety performance and while we may calculate a frequency rate
for any category of injury we are always talking about LOST
TIME INJURY Freguency Rate when we use the shortened term
"Frequency Rate".

As you can see from 6.4.3 above, the calculation is a simple
one. However, to explain to workers what a Frequency Rate
means is not so simple.



The following idea should help you. First, let us forget
about "a million man-hours" that is as meaningless as the
dark side of the moon for most people!l Calculate how long it
will take your division (or your section or your department)
to work one million man-hours and express this in weeks, or
months or years.

For example, say you have 150 men in your group, all working
40 hours/week.

Thus the group will work ({150 X 40) man hours in one week.

or They will work (150 x 40 x 4) man-hours in one month,
providing you have not a 5 week month,of course:
so it will take your group (41501;028’202 ) months, i.e. 41.6,

say 42 months, to work a "million man hours".

Now, if your group's Frecuency Rate is 81 (I have simply pulled
this figure out of my head) this means that over the next 42
months your group can expect to have 81 Lost Time Injuries,

(or about 2 every month'). This explanation is always easy to
understand. :

0f course, if your group is very emall you will have to talk
in "years" instead of "months" . We are now ready to start
comparing the safety performance of different groups. Here
is a simple one to start with!

GROUP A GROUP B j
No. of L. T.I.'s Last Month 7 5
l
No of Employees 253 275
No. of Man-hours Worked 40480 44000
No. of Déys Lost . 44 | B7

Monthly Freguency Rate for Group A

= 7 x 1,000,000 = 172.9
40480

Monthly Frequency Rate for Group B = 5 x 1,000,000 = 113.6
44000

5o we could safely say that Group B has the better Frequency
Rate, but is it really the safer of the twc groups? Look at the
"Days Lost" for poth groups. What micht they tell us?



(A)

6.7.3 Incldence Rates. As shown in Ru

be calculated for any class of injury,

treatment injuries is

given below:

Number of medical-treatment injuries
Number of employees

Medical-treatment injury incidence rate = — =

This rate may be expressed as a percentage by

= }5
25
15

23

in the above example 0-6 becomes 60 percent.

-6

le 6.6, incidence rates may
and an example based on medical-

multiplying by 104);

Of course, MRD will never have to use this measure,
because of its large workforce.

Now, how do we use Frequency and Duration Rates?

Their chief use is to provide people, at all levels,

with information on (1) past and present performance,

and (2) to help set safety targets.
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Simply, that Group B can have a lower Frequency Rate, but at
the same time have more SEVERE injuries. So to look at
Frequency Rate in isolation can be deceiving. We need another
Measure to take care of the discrepancy we have seen; the
Duration Rate gives us this measure.

6.5 DURATION RATE.

6.5.1 General. Duration rate is a me.hod of measuring the time lost
in days in relation to the number of injuries. Prolonged cases are to be
regarded as closed after one calendar year from the date of first absence.

The figure obtained is an average of the time lost due to injuries.
6.5.2  Calculation. This rate is computed from the number of lost-time
injuries and the time lost during the selected period, as follows:

) Time lost
Duration rate =

Number of lost-time injuries

Thus

Monthly Duration Rate for Group A = 44 = §£.28
7 :

Monthly Duration Rate for Group B = 87 =17.4
5

We see that B's Duration Rate is almost 3 times that of
Group A! But how would you explain 6.28 or 17.4 to a
worker! In "easy to understand" terms we might say:

(1) "In Group A the average lost time per injury is
6.28 days"™.

(2)  "In Group B the average time lost per injury is 17.4 days".

Always remember, this is what costs you money. Duration Rate

is most important and should always be viewed together with
Frequency Rate.

SPECIAL NOTE: For small groups or very small organisations
the Ccde recommends a measure called
Incidence Rate"

6.6  INCIDENCE RATES.

6.6.1 General Incidence rate 15 a meusure of the number of injuries
per employee during the period under review. It may be expressed as a
pereentage by mualtiplying by 100

6.6.2  Lost-time Injury Incidence Rate. This is the number of lost-line
injuries per employee duriny the selected period, as follows:

) . o Number of lost-time injuries
Lost-time injury incidence rate = —

Number ot employces

6.6.3 Medical-treatment Injury Incidence Rate. This is the number
of medical-treatment injuries per emiployee during the selected period.

6.6.4 Work Injury Incidence Rate. This is the number of work injuries
per employee during the selected period. :

6.6.5 Compensable Injury Incidence Rate. This is the number of com-
pensable injuries per employee during the selected period.



CONCLUDING REMARKS ON MEASUREMENT

"Some of the biggest arguments in the safety field centre around
the use of Frequency Rates, especially when the rates are used
in the form of "league tables"” we shall discuss this in
detail during the course.

MRD use the Code we have just examined, to collect injury
statistics and the specific breakdown used will be examined
in Paper 4.

REFERENCE: Australian Standard 1885-1976, Recording and
Measuring Work Injury Experience.



ACCIDENT INVESTIGATION

ATM:

The aim of this session is to provide participants with a systems
approach to accident investigation.

OBJECTIVES:

As a result of this session participants will be able to:
(a) Describe the elements of an accident investigation system.

(b) Explain why the front line supervisor is the best person to
investigate accidents.

(c) Describe the benefits to the supervisor of accident
investigation.

(d} Discuss the reasons why incidents are not reported and
describe techniques to improve reporting rates.

(e) Investigate accidents.

(f) Analyse accidents.

METHOD :

This is a central session followed by a case-study exercise.



ACCIDENT INVESTIGATION AND THE SUPERVISOR

It is essential to identify those kinds of accident which should
receive detailed investigation. Generally speaking they will fall
into these categories:

{a) Any accident which alters the future of the individual
(fatality, paraplegia, amputee, permanantly disable back,
disfigurement, etc.) or results in substantial material damage
or toss or major interruption to business activities.

(b) Any accident which temporarily alters the future of the
individual (eg. lost time and medical treatment injuries from
which the individual recovers), or results in significant damage
foss or business interruption.

(c) Any accident which has the potential for (a) or (b) above.

So called minor incidents and first aid injuries should be
- investigated but they would not normally demand the detailed attention
given to a first aid or near-miss incident which had the potential to
kill, or permanently disable or result in major loss.

The continuous monitoring of the first aid log or computer printout
will allow the indentification of problem areas which may require
further in depth investigation if this is deemed necessary.

The answer to the question "Why should we investigate accidents and
other incidents?" is one of the most obvious in the whole scheme of
loss control. One can easily imagine a child responding to such a
question after a bad accident in the home with the answer, "Why,
that's to keep another one from happening:" Management's reasons for
the investigation of accidents and other incidents that could
downgrade operations are just as logical and understandable. But, it
isn't the logic of investigation that presents the major roadblocks to
accomplishment of good investigations by front-line supervisors. It's
the very real concerns that any busy member of the management team has
about the best utiljzation of his time in the interest of achieving
the goals he knows the boss wants. It's not having answers to
questions like:

"Where do you get the time to do it?"
"Which ones do you spend the time on?"
"How do you do it the easiest way?"

Such dilemmas can keep a supervisor from properly using one of the
best tools to make his job easier and his operations more efficient.



WHAT INCIDENTS SHOULD BE INVESTIGATED?

Common sense and logic would indicate clearly that any incident that
resulted in a serious or major loss ought to be investigated promptly
and properly. Such serious losses could jnclude, but not be Tlimited
to, injury, illness, property damage, fire, theft, production delays,
etc. Many interested parties will seek detailed information on the
cause and prevention of certain of these losses. Such parties could
include upper management, the press, insurance or government
officials. When such incidents occur, the loss itself and the
ultimate involvement of personnel serve to remind the supervisor that
serious losses not only degrade the organization's resources, but
point out drastic deficiencies in the management system that need
correcting.

So, a more complete answer to the question, "What incidents should be
investigated?" begins to evolve as we consider the logical fact that
any incident possessing the potential to cause major loss should be
investigated properly. Loss control research, emphasizes that the
causes of no-Toss incidents can be used to control the causes of more
serious incidents. In effect, the supervisor has a fore-warning
system to clearly predict management deficiencies that could cause
serious or major losses. The remaining ingredient is proper incident
investigation. The answer to the original question, then, must
logically be, "All incidents with the potential for loss should be
investigated."

Where does the supervisor get the time?

In the beginning of the program, he simply has to take the extra
time required. Extra time spent now to control tomorrow's
problems will be infinitely small when compared to the enormous
amount of time to be lost if a predictive system is not accepted
and used. Further discussion will also indicate that the
supervisor who uses his investigation tools properly will soon
realize that an equal amount of time is not spent on all
incident investigations. In the final analysis, the effective
control of serious injuries, ilinesses, damage, defects and
delays which he gains can only spell increased efficiencies for
the supervisor and for the entire organization in the future.

Why The Front-Line Supervisor?

This already busy member of the management team is not the only
one involved with inident investigation, but he is the one who
must assume an important immediate responsibility whenever an
investigation occurs in his assigned area. let's examine the
reasons, and see why the front-line supervisor 1is the best
investigator:

1. He has a personal interest to protect.
There is no way the supervisor can escape the
responsibitity for his assigned area. Downgrading
incidents can affect the safety, quality, production, and
costs in his area and he must be deeply and selfishly
involved in their prevention and control.



2. He knows the most about people and conditions.
Since it is his area, these are the people he works with
daily, the equipment, materials, and environment he
manages day in and day out. Who would know more about the
reason for whatever exists or transpires within this area
than the front-line supervisor?

3. He knows best how to get information.
The good supervisor has established a spirit of
cooperation with his own group, as well as with other
support personnel such as engineers and maintenance
personnel. He knows and understands the way each person
thinks. He is aware that he will be working with them in
the future and must maintain a relationship that
encourages trust and confidence, In effect, he has
learned to communicate with them because he "speaks their
language”. If anyone can get people to "tell it like it
is", it is their immediate supervisor.

4, He will take the action anyway.
After all, because it is his area, in the final analysis,
anything that must be done will involve him anyway. He's
the one who will have to follow up anything that needs
changing, correcting or doing. It just makes good sense
that if he is in on the investigation from the start, it's
better for him and for his people in the end.

How Does the Supervisor Benefit from Incident Investigation?

The broad value of total efficiency was mentioned earlier, but
let's examine some of the more specific benefits. The list
below is certainly not complete, but it does present several of
the major benefits to be achieved by utilizing investigations.

1. They evidence and reflect concern for people,
Improvements related to equipment, material and
environment that inevitably result from good

investigations are directly connected to the person who
directly suggested and helped bring them about. The
supervisor who consistently does a good job of
investigation creates evidence that inevitably
communicates to his people his true concern for their
total welfare.

2. They increase his production time.
One of the main characteristics of a downgrading incident
is that it interrupts work. Time spent on good

investigations today (to prevent recurrence of incidents)
increases the available time to produce work tomorrow.
Effective incident investigations eliminate and control
the bottlenecks and causes of lost time involved with work
interruption,



3. They reduce his operating costs.
The costs of injuries, fire, delays and property damage
can play an enormous role 1in determining whether a
supervisor has succeeded... or faiied to do his job well.
Reduced incidents spell reduced operation costs and
increased benefits for everyone,

4. They focus attention on a manager with “control”.
Persistent efforts to establish meaningful measures that
eliminate or minimize deficiencies by proper incident
investigation can only produce results that reflect the
image of a capable supervisor, one who has control. It is
"control" that upper management people look for and
recognize, Perhaps this is why the supervisor's jncident
investigation work becomes an integral part of his overall
performance evaluation with many companies.

PROMPT REPORTING - A KEY TO EFFECTIVE INVESTIGATIONS

Many supervisors who think they are investigating the majority of the
accidents or incidents that occur in their areas of responsibility
would be shocked to learn the actual number that go unreported and
consequently  uninvestigated. A conscientious  supervisor can
investigate every incident reported to him, but he is very naive if he
thinks this tells the whole story of what is actually happening.

Cne of the most significant values of incident reperting lies in the
resultant capability to predict the causes of serious events by
investigating those that may or may not have resulted in any loss at
all. This value is lost completely when incidents are not reported,

The result-oriented supervisor recognizes that the real values of
investigation can only be achieved if he can get people to report all
incidents they have knowledge of.

In order to encourage incident reporting in a manner that produces
desired results, it could be helpful to evaluate the reasons most
commonly given in confidential studies and interviews for failure of
workers to report incidents,

Reasons for Failure to Report Incidents

1. Fear of discipline.

Many employees have been conditioned through experience to
associate personal negligence with any 1loss. Punishment of
people for their "contributory negligence" when property is
damaged, material is lost, or defects are incurred is one of the
oldest and most widely used practices of management people.
While discipline is sometimes in order, the good supervisor
recognizes that substandard behaviour is frequently only a
symptom of the real problem and, by trying to use the worker as
a scapegoat for management inadequacies, he merely drives his
problems underground. The fact remains that many people react
to the methods of the average supervisor and, fearing the high
probability of discipline, consistently withhold dinformation
rather than cooperate.



Concern about the record.

Whether it's a machine delay and a consequent production record
that's missed, or an injury reported and an accident-free record
broken, the average worker does not want to spoil the record.
There are workers who get caught up in the spirit of competition
and the desire of the group to "break the record” and actually
withhold reporting injuries or property damage to avoid being
the one who prevented the achievement of the goal for the work
unit or department,

Concern about reputationm.

Few people want to be called "accident prone” or labeled an
"unsafe worker" by their supervisors or the work group. For
this reason only, another segment of workers fails to report
injuries and damage.

Fear of medical treatment.

It's surprising how many people dread the thought of receiving
simple medical care. A vast number of people die each year
because they delayed getting medical aid, due to fear of what
they would be told or of the treatment they might receive. This
fear prevails with even minor conditions, and injuries go
unreported. :

_ Dislike of medical personnel.

The fact may or may not be related to item 4. There are certain
people who fail to report injuries at particular times because
they don't want to be treated by certain medical personnel. As
a result, some injuries never get reported.

Desire to prevent work interruption.

There are those workers who have a sincere interest and concern
for getting the job done and, to them, taking the time required
to go "all the way over to the first-aid area" just doesn't seem
practical. Others recognize that an entire work crew could be
held up by one worker's need for minor first aid. Accidents
unreported for these reasons most frequently involve very minor
injuries.

Desire to keep personal record clear.

It is not uncommon for organizations to give various types of
tangible recognition to workers with accident-free records.
Neither is it uncommon for workers to withhold information on
minor injuries or damage in order to protect their own record
and chance of such personal recognition.

Avoidance of "red tape".

Most supervisors have, at some time or another, heard a worker
say, "Why, you have to answer two dozen questions over there,
just to get a band-aid." This is the only reason given by some
workers for failure to report minor accidents.



9. Concern about attitude of others.

Workers are generally concerned about their supervisor's
attitude toward them, and want it to be favorable. The average
worker wants acceptance by the work group, and is also concerned
about their attitude toward him. In both cases, some workers
tend to feel that since neither the supervisor nor the group
wants accidents that reflect on them, it would risk those
desirable relationships needlessly to report minor accidents.

10.  Poor understanding of importance.
Again, almost everyone has heard the comment, "If I'd known how
important it was, I would have reported it," or "I didn't think
it was really that important." There are always people who
haven't received this vital communication.

These are the ten most common reasons given for not reporting
accidents.

THE POSITIVE APPROACH TO ACCIDENT-INCIDENT REPORTING

The problem of not reporting accidents and incidents is an important
one, deserving special attention and concern. The knowledge gained
about why accidents are not reported has led management leaders to
draw certain logical c¢nclusions, which can assist the supervisor in
getting wider reportage of incidents of all types. Here are those
conclusions:

1. React to reporting in a more positive way.
If information can be utilized to prevent or control future
incidents that could be of major or even catastrophic dimension,
let the worker know the contribution his information is making.
If reactions are handled properly and positively, the experience
of sharing valugble predictive and preventive data will present
an atmosphere of cooperation... and not one of interrogation.

Z. Give more attention to loss control performance,

Emphasize such before-the-fact measurements as the degree of
compliance with safety rules and protective equipment
compliance. Give increasing attention to the group's
housekeeping rating, its degree of protective equipment and
safety rule compliance, etc; reward good performance with your
pride in their efforts. Develop much greater interest in those
measurements and records related to prevention and control, and
the desired loss results and records can be achieved. The good
athletic coach concentrates on measuring and improving his
players' skill; he is interested in the score, but recognizes
that it is skill improvement that gets the desired score.

3. Recognize individual performance.
Learn to pay more attention to positive worker habits and
practices that are contributing to the prevention and control of
downgrading  incidents. Make  the. deserved recognition
meaningful. Use earned commendations as frequently as you use
warnings and discipline. In effect, develop pride in good
performance rather than fear of failure,



4, Develop a value awareness of incident information.
Use meetings and personal contacts to emphasize the many values
to be gained by everyone when incidents that could or did result
in loss are properly reported. Make this an important part of
every training session and meeting, particularly with new or
transferred employees.

5. Demonstrate personal belief by action.

Make sure that information shared by incident reporting is
followed up; "if it is important to Tloss control, take action
promptly. Determine what you can do immediately, and do it.
There is always something that can be done, temporarily, while
permanent installations and measures are being accomplished.
Think in terms of education and training as well as physical
needs and changes. The worker's reactions and feelings will
usually reflect the supervisor's personal belief, so make sure
your beljef in the importance of vreporting is clearly
communicated by your positive, prompt action.

6. Make mountains out of molehillis!{Incident seeds can germinate
into accidents.)
Give particular emphasis to reporting of incidents that do not
involve loss, or to those that seem minor but could have

resulted 1in major Tloss. Highlight a really good example
whenever possible, to clearly teach the benefit of reporting
minor incidents. Encourage employees to share outstanding

examples with the group. Have good examples typed and placed on
the bulletin board after discussion, for further thought and
reinforcement. In all these efforts, avoid embarrassment of
individuals. Highlight the problems... not the people.

THE WHAT, WHEN AND WHY OF INCIDENT INVESTIGATION

What is an incident investigation?

Basically, an incident investigation is an analysis, evaluation,
and report of an incident, based on information gathered by an
investigator {most frequently the supervisor). The quality and
usefulness of the information is directly related to the degree
of thoroughness and conscientiousness of the investigation. A
complete investigation includes the objective evaluation of all
the facts, opinions, statements, and related information, as
well as an action plan, or steps to prevent or control a similar
recurrence.



ACCIDENT INYESTIGATION - A MANAGEMENT COMMITMENT

A systematic approach to accident
investigation, identification of
causal factors, and implementation of
preventive actions is essential to a
good safety and health program and

management system.

A less orderly approach can increase
the potential for injury and financial
Toss. Good accident investigation
procedures:

needed to
rates, identify

information
determine injury
trends or problem areas, permit
comparisons, and satisfy workers'
compensation requirements

. Provide

. ldentify, without placing
the basic causal factors
contributed directly or
to each accident

blame,
that
indirectly

. ldentify deficiencies in the
management  systems set up to
control accidents

. Suggest preventive action
alternatives for a given accident

. Suggest preventive action
alternatives for the management
system

This manual provides management

supervisors, and safety personnel with
a way to focus on determining those
factors that cause accidents so they

can recommend effective preventive
actians. Its emphasis on causal
factors and preventive action sets
this manual apart from most other
guides to investigative techniques.

It provides management with a powerful
tool to improve safety performance and
reduce the human suffering and
financial loss caused by accidents.

The fact that an accident occurred
usually means something went wrong in
the management system., There was an
oversight, an omission, or a lack of
control of circumstances that
permitted the accident to occur. The
accident investigation process must
determine not only the causal factors
that contributed to a given accident,
but also the deficiencies in the
management system that permitted the
accident to occur,

A good accident investigation will
usually yield a number of causal
factors and preventive actions, The
preventive actions selected should
include both the specific measures
needed to eliminate or reduce the
probability of recurrence of a given

type of accident and the measures
needed to improve the management
system.

When management insists on excellence
in safety performance, it shows its
respect for human values. It also is
Tikely to achieve greater
productivity, improved quality, Tower
produc tion costs, and increased
profits,

An effective accident investigation
requires strong management commitment
and involvement. Management must
support the investigation process and
act on the results,- It must make sure
that the investigators are capable and
have * sufficient resources for an
adequate  investigation. Otherwise,
the investigation may fail to uncover
serious problems, including defects in
the management system that could lead
to other accidents and to
inefficiencies.

When management fails to show strong
support, employees are likely to



believe that it s not seriously
committed to safety. But management's
commitment {s demonstrated when a
vigorous, objective investigation fis
conducted, with  high  management
visibility and a focus on uncovering
causal factors rather than placing

blame, and the {Investigation s
followed by decisive action to correct
deficiencies. This demonstration of
management's attitude can not only
enhance productivity; it can encourage
employee cooperation and interest in
maintaining a safer workplace,



PRINCIPLE ACCIDENT IKYESTIGATION

An accident is an unplanned, undesired

event that results in personal injury
or property damage. An  accident
investigation should determine what

happened, how it happened, and why it
happened, and what should be done to
prevent similar accidents.

The method presented in this manual is
fiexible,

Flexibility, however, does not mean
abandoning common sense. The
investigation should be 1limited to
factors that relate directly to the
accident.

The investigation should follow a
sound plan, developed and tested
before an accident occurs, The plan

should quide the investigators from
the moment they learn of the accident
until they release the final report.
Following the plan described in this
manual will lead to the best results
although unusual circumstances may
dictate occasional deviations from the
tested, structured approach.

Investigation Criteria

INCIDEXRTS

Al1 Lost Time Accidents should be
investigated, regardless of the extent
of injury or property damage.

An accident that idnvolves injuries
requiring medical treatment normally
requires extensive investigation.

An  accident that doesn’t involve
injuries but involves significant
property damage, also will normally

require extensive investigation,

An accident that involves only first

aid or very minor oproperty damage
should be investigated, but will not
require extensive fnvestigation. An

extensive investigation is warranted,
however, if there was a potential for
more sericus consequences.

An incident is an unplanned, undesired

event that adversely affects
completion of a task. All accidents
are incidents. Incidents that have
the potential to result in persona)
injury or property damage should be
investigated in the same way that

accidents are investigated.

To minimize special terminology, this
manual's use of the term injury
includes any iliness that results from
a2 single or identifiable event, and
its use of the term safety includes
occupational health.

No Blame Placing

FIGURE 1: Accidents are a part of a
broad group of events that adversely
affect the completion of a task. All
of the events in this group are called
fncidents.

The aim of any accident investigation
is to identify the causal factors and
recommend preventive actions that will

emininate or minimise them.
Investigators should avoid any
emphasis an identifying the

individuals who could be blamed for
the accident. Looking for someone to
blame jeopardizes the investigators'
credibility and effectiveness and will
usually reduce the quantity and
accuracy of the information recevied.



This does not mean that relevant
oversights or acts of omission or
commission on the part of hourly
employees,  supervisors, or other
management personnel should be
jgnored. HMany accidents result from
actions someone did or did not do,

know about, or judge correctly.

Investigation Group

The size and makeup of the
investigation group should be dictated
by the accident's seriousness or
complexity. The supervisor alone, or
with the help of the employees
involved, wusually dnvestigates cases
resulting in Lost Time Accident (LTA},
Medical Treatment Accident  (MTA),
minor injury or property damage.

The group for a major investigation
involving a serious injury, a
fatality, or extensive property damage
might include the employes{s) directly
involved, the supervisor, safety
personnel, techdical specialists, and
employees familiar with the process or
operation., If there is a fatality or
a major property damage accident, the
team may include Head Office safety
and health staff and Head Office
officers. A group can add more
members as the investigation uncovers
complications, injury, or  damage
potential that was not recognized when
the group was formed.

Action Plan

When an accident occurs, the
investigator(s) must be ready to act
immediately to turn chaos into order,
There's no time for training after the
accident. Investigator(s) need
advance training and preparation so
they can act promptly and effectively.

local management  should adopt 2
written action plan  for group
investigations. The plan  should

provide for:

. ldentification of the individual

who is in <charge and assigns
responsibilities

. Authority to conduct the
investigation

. Prompt  notification of  group
members that specifies when and
where they should report

. Instructicns  on the  personal
protective clothing or special

equipment to be worn or brought to
the scene

Praovisions for a work and
administrative support

area

Transportation and

if needed

communication,

Securing the accident site for the
duration of the investigation after
rescue and damage control are
complete

Provision for access of the group
members to the accident site

Photographic support or capability

Procedures and equipment to ensure

the observation and recording of
fragile, perishable, or transient
evidence (for example, instrument
readings, weather and other
environmental conditions, chemical
spills, stains, skid marks)

Development of a  comprehensive

report

Imnediate Action

The safety and health of employees,
visitors, and the public must be the
primary concerns immediately after an

accident. Activities related to the
investigation are important, but they
are secondary. The first response
must be to:

. Take all steps necessary to provide
emergency rescue and medical help
for the injured,



. Take those actions that will
prevent - or minimize the risk of -
further  accidents, injury, or
property damage.

These d{mmediate actions are stopgap
measures to prevent further adverse
consequences.

Determining the Facts
in Major Accidents

As stated earlier, the level of effort
involved in the investigation largely
depends on the seriousness or
complexity of the accident.
Investigators should perform only
those tasks that are pertinent to
identification of the causal factors.
For a major investigation, the
accident investigation group should:

. Visit the accident scene before the
physical evidence is disturbed.

. Take samples of unknown chemical
spiils, vapers, residues,
pesticides, and cother substances,
noting conditions that may have
affected the sample.

. Make comprehensive visual records.
No one can predict in advance which
data will be useful, so photographs
should be taken from many different
angles and accurate and complete
sketches or diagrams should be made
before the accident scene is
restored.

. Determine which accident-related
items should be preserved, These
may become c¢ritical evidence if
there s Tlitigation later. When
the investigation reveals that an
item may have failed to operate
properly, or was damaged,
arrangements should be made either
to preserve the item as it was
found at the accident scene or to
document carefully any subsequent
repairs or modifications.

Identify the people who were
involved 1in the accident. Also
jdentify all eyewitnesses,
inctuding those who saw the events
leading to the accident, those who
saw the accident happen, and those
who came upon the scene immediately
following the accident. Identify
others who may  have  useful
information.

These people should be interviewed
as soon as possible. The validity
of their —statements 1is highest
jmmediately after the accident.
Immediate interviews minimize the
pessibility that witnesses will
subconsciously adjust their stories
to fit the interviewer's concept of

" what occurred or to protect someone

involved. Witnesses  should be
interviewed individually and in
private so the comments of one do
not influence the responses of
others,

Conduct interviews with everyone
who was involved por can provide
information. Tactful, skilled
investigators usually get
uninhibited cooperation from
employees by eliminating any
apprehension they may have about
incriminating themselves or
others, Witnesses must be
convinced that the {nvestigators
wint to find the cause of the
accident and don't want to place
blame, If witnesses provide
misleading information, the purpose
of the investigation is thwarted
and a similar accident may occur
again.

Carefully document the sources of
information. This documentatin
avoids an unwarranted impression
that information actually obtained
from third parties is based on the
investigator's own observations or
analysis. Documentation of
information sources can prove



valuable if the
investigation

accident
is expanded at some

point or reopened later. Note any
contradictory statements or
evidence and attempt to resolve
discrepancies. If resolution s
not possible, indicate which
statements or evidence are

considered most reliable.

. Review all sources of potentially

useful information. These  may
include original design; design
specifications; drawings; operating
logs; purchasing records; previous
reports; procedures; equipment
manuals; verbal instructions;
maintenance, inspection, and test
records; alteration or change of
design records; design data; job

safety analysis; records indicating
the previous training and jJob
performance of the employees and
supervisors jnvolved; computer
simulations; and laboratory tests.

Facts must be separatad from opinions,

direct evidence from circumstantial
evidence, and eyewitness statements
from hearsay testimony. Investigators

should divide the data they collect
into the following categories:
HARD EYIDEWCE: Data that wusually

cannot be disputed, such as the
time and place of the accident,
logs and other written reports, and
the position of physical evidence
{providing jnvestigators can
establish that it has not been
moved).

WITNESS STATEMENTS: Statements from
persons who saw the accident happen

and from those who came upon the

scene jmmediately following the
accident.

CIRCUNSTANTIAL EVIDENCE: The
logical interpretation of facts

that leads to a single, but
unproven, conclusion.Investigators
should be cautious in handling such
physical evidence as pieces of
equipment and tools. After visual
assessment of the extent of damage
or defects, it may be necesary to
send this evidence to a laboratory
for further analysis of failures or
fractures. In such cases, the
equipment should be identified,
tagged, and secured.

Investigators should not attempt to
reassemble failed or damaged equipment
at the accident sjte. Such attempts
might prevent an accurate laboratory
analysis, It is also unwise to
disassemble damaged equipment unless
the correct reassembly procedure is

known. In most cases, the
investigators should determine what
analysis is needed and leave the

actual analysis to those who are
quatified to conduct tests.

If a fatality  is involved,
investigators should not attempt +to
determine the cause until a coroner

issues a preliminary report indicating
a cause,

Investigators must understand that the
accuracy and thoroughness with which
they ' obtain and record data will
largely determine the quality of the
final report and the effectiveness of
the preventive actions. '



THE GUIDE FOR IDENTIFYING CAUSAL FACTORS AND PREVENTIVE ACTIONS

The accident

The Guide for Identifying Causal
Factors and Preventive Actions is the
first key document in this manual. A
sample appears at the end of this
section on pages 22 through 31.
Completion of the Guide is essential
in this new method. It focuses on the
four elements of a basic system:
equipment, work environment, people,
and management - which brings the
first three elements together and
controls them. These four system
el ements are combined to make
organisations work efficiently. But
sometimes they work together in
unexpected ways to produce accidents.

The second is identificatiom of the
preventive actions that will minimize
the likelihood of a similar accident
and also will minimize the severity or
adverse consequences of a similar
accident if it should occur,

The third task is selection of the
preventive actions that have the best
chance of reducing the risk.

Identifying Causal Factors

MANAGEMENT

|

FIGURE 2: A basic system in which
people, equipment, and work
enviromment are managed to accomplish
a task.

investigation method

should focus on three key tasks.

The first is ddentification of the
causal factors that resulted in the
accident.

The  causal factor  identification
procedure in the Guide can be applied
to any workplace accident, It is
based on a simple YES or WO response
to a series of questions. The Guide
is divided into four parts:
Equipment, Work Environment, People,
and Management. Each part has one or
two basic questions. Your answers to
the basic questions determine how you
will proceed  through  the  other
guestions in that part,

For example, the first basic question
in  PART I, CEQUIPMENT, is  "Was
hazardous equipment a contributing
factar?" If the answer is YES, answer
the remaining questions under “Causal
Factors”, If the answer is NO,
proceed to the next part of the Guide.

Answer all questions by placing an X
in the "Y" c¢ircle or square for YES or
in the "N" circle or square for NO.

Marks in the squares will signify that
the corresponding items are not causal
factors.

Marks in the circles will signify that
the items are causal factors.

Since accidents rarely have a single
cause, this process wusually yields
more than one causal factor for each
accident.



Use the “Comment" column to the right
of the "Causal Factors" questions to
record specifics about the accident
under investigation.

Provide a comment for each item
jdentified as a causal factor; that
js, items for which X's appear in

circles.

Identifying Preventive Actions

A preventive action is a response to
eliminate a deficiency of some kind.

The Guide 1lists several '"Possible
Preventive Actions" for each causal
factor. These suggested actions are
stated in general terms. They guide
the investigators in identifying
specific  preventive actions that
relate to the accident they are

investigating.

The "Possible Preventive Actions" are

intended to strengthen the overall
safety programs and eliminate or
minimize such management system

defects as oversights, omissions, or
lack of control. Of course the Tist
of actions in the Guide cannot cover
every imaginable contingency.
Investigators, therefore, also should
consider other preventive actions.

In the "Recommended Preventive
Actions” column, Tist specific
preventive actions that can be taken
to minimize or eliminate the causal

factors  that resulted in  the
accident. The 1list should include
remedies to eliminate defects that
have been identified in the management
system, Each recommended preventive
actioen should be considered a
possibility for implementation, For
each Recompended Prevenative Actiom
indicate whare you see the
responsibility for implementing the
action. i.e. Personal {name), Local
Management or Departmental
responsibility?

Selecting Preventive Actioas

Most  investigations  will
several recomnended

actions. Usually
preventive action from this 1list of
possibilities will  be chosen for

implementation. Some are bound to be

suggest
preventive
more than one

more effective than others. And some
are bound to be more costly than
others. Factors that usually

influence the selection include:

Effectiveness

Cost

Feasibility

Effect on productivity

Time required to implement

Extent of suparvision required
. Acceptance by employees
. Acceptance by management

Preventive actions that best fulfill
these criteria offer optimum
possibilities for reducing risk.



THE PERSONAL IMJURY ACCIDEWT INVESTIGATION REPORT

The preceding sections described
general principles and procedures that
apply to any accident investigation.
Three key documents are presented 1in
this manual to assist with accident
investigaticon, The first key
document, the Guide for Identifying
Causal Factors and preventive Actions,
was described in  this  preceding
section. This section tells how to
complete the second key document, the
Personal Injury Accident Investigation
Report, a form that serves &s an
investigation guide and as a record of
the facts obtained (see pages 11-12).
The third key document, the Summary of
Causal Factors, helps investigators to
compile and analyze data from many
accidents.

When used together, the Report and the

Guide tell investigators what
questions tc ask, what factors to
investigate, and what other

jnformation to document as part of the
permanent record of the accident and
its aftermath. They also  help
investigators to  identify  causal
factors and preventive actions,

The Report is designed primarily for

investigation of accidents involving
injuries, but also can be wused to
jnvestigate  occupational ilinesses

arising from a single exposure (for
example, dermatitis caused by 2
splashed solvent or a vrespiratory
condition caused by the release of a

toxic chemical or gas}.

AN duestions on this form should be
answered, If no answer is available,
or the question does not apply, the

investigator  should so indicate.
Answers  should be complete  and
specific. Supplementary sheets can be

used for other infaormation, such as
drawings and sketches, and should be

attached to the Report. A separate
form should be completed for each
employee who is injured im a
multipe-injury accident.

The individual entries
form are explained below:

in the Report

REGION, DISTRILT, BRANCH - Enter the
region, district and/or branch or
other tocal identification of the work
area to which the injured is assigned
{for example, maintenance workshop or
Jaboratory). In some cases, this may
not be the area in which the accident
occurred.

1. MNAME OF IKJURED - Record the last
name, first name (and middle
initial if known),

SEX

ME - Record the age bracket of

the injured.

4. DATE OF ACCIDENT - State date of
accident or initial diagnosis of
illness and date accident
reported.

5. PLRSONS USUAL OCCUPATION - Give
the occupation to which the person
is normaliy assigned (for example,
Ranger, typist, ...}.

6. TASK AT TIME OF ACCIDENT -
Indicate the task on which the
injured was working at the time of
the accident, In some cases, this
may not be the employee's usual
occcupation.

7. EXPERIENCE IN TASK AT TIME OF
ACCIDENT - Tick one square to show
the experience the injured person
had on the task indicated in

[P

Item 6.
8., DAPLOYMENT CATEGORY - Indicate
injured’'s employment category at

the time of the accident.

9, LEWGTH OF EMPLOYMENT - Tick the
appropriate square to indicate how
long the person has worked for
CALM.



10.
1.

12.

13,

14.
15,
16.

17.

18.

19.
20,

21.

22(aMAS A
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PIECEWORKER - Tick the appropriate
square.
PART OF BODY IKJURED (Tick one

square only} - Tick one square to
show part of body injured. For
multiple injuries tick square 10.
RATURE OF INJURY (Tick one square
only} - Tick one square to show
the kind of injury or injuries
resul ting from the accident.

WAMES OF OTHERS INJURED 1IN SAME
ACCIDENT (if any) - Enter names of
other persons injured in  the
accident and indicate whether they
were CALM employees or not.

TIME OF ACCIDENT

DAY OF WEEK OF ACCIDENT

WAME  AND ADDRESS OF DOCTOR OR
WURSE who treated injured persons.
DATE FIRST ATTENDED - Enter date
injured person first attended
dector or nurse.

RETURM TO MWORK - Indicate whether
Injured person returned to normal
duties, was given alternate work
or was declared unfit for work,
Also see medical certificate for
guidance.

WAME AND ADDRESS OF HOSPITAL
SPECIFIC 1OCATION OF ACCIDENT -
Tick one square only, Use space
to specify Tlocation if different
from those listed. Attach a
diagram or map if it would help to
identify location,

SEYERITY OF IMJURY - Check the
nighest degree of severity of
injury, The options are listed in
increasing order of severity.
CHAINSAX  INVOLYED  IN
ACCIDENT - If a chainsaw was
irvolved in  any way in  the
accident please indicate. Details
of the part played by the chainsaw
in the accident should be entered
in Box 26.

22{b)DID ACCIDENT OCCUR DURING FIRE

23.

24 .

CONTROL - if yes, explain details

in Box 25.

IRJURED PERSON WAS WORKING ALONE/ g
WITH OTHER WORKERS -~ "Working with

Othe-s" means that the injured

person was directly assisting other
persons when the accident occurred.

SUPERVISION AT TIME OF ACCIDENT -
Indicate in the appropriate sguare

25.

26,

27.

whether, at the time of the
accident, the injured employee was
directly supervised, indirectly
supervised, or whether direct
supervision was not practicable at
the time,

DESCRIBE HOW THE ACCIDENT OCCURRED
- Provide a complete, specific
description  of what happened.
Tell what the injured and others
involved in the accident were
doing prior to the accident; what

relevant  events preceded  the
accident; what ob jects or
substancas were involved; how the

injury occurred and the specific
object or substance that inflicted
the injury; and what, if anything,
happened  after the accident,
Include only facts obtained in the
investigation. Do net  record
opinions or place blame,

CAUSAL FACTORS - Record the causal
factors (events and conditions
that contributed to the accident)
that were identified by use of the

Guide for Identifying Causal
Factors and Preventive Actioas.
Remember Causal Factors are

identified by the CIRCLES marked
in the Guide to ldentifying Causal
Factors and Preventive Actiom. It
is important to 1list the gquide
question no's in the Report.
PREVENTIVE ACTIONS - Describe the
preventive actions taken
immediately after the accident to
prevent a recurrence, including
the temporary or interim actions
and the permanent actions, Record
other recommended preventive
actions selected from the Guide
for ldentifying Causal Factors and
preventive Actions, Include any
other  preventive  actions as
requested. In each case nominate
the person responsible for actioa
and the date action to be
coapleted by,

SIGHATURES - Do not delay sending
the report form pending signature
of injured persoen. Report form
must be sent to Head Office within
ten days of accident occurring.
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PERSCNAL INJURY ACCITENT INVEST{GATION REPORT

CIM 6

ACITENT SERIAL

NO.
: (Complete the Bride for Identifying Casal Factors and Preventive
Actions before coxpleting this fow. Plexse serd this for to SR Wi thin 10 dwys)

REGICN BRANCH

DISTRICT

1 NAME of INJURED 2 SEX INE

M F [ tnger 20 [ 30-39 (] sos9
] O [ -2 (] 4049 over 59

4 {a)DATE of ACCIDENT

(b} DATE ACCIDDNT
REFPCRTED

5 PERSMNS SUAL CCCUPATICN

& Tas at TDE
of ACCTDENT
{alsc see T)

7 EXPERIENCE in TASK
at TIME of ALCIDENT

D None therage
[ A vieede” Jvery

B EMPLOYMENT CATTOIRY

[} Full Tire [} employment

Reli

] part-tire [seas

g IENGTH of BRMPLOYMENT

ef
mal

Dlessthankmlj?:ntﬁtolyr

D 1-5 years

Dmm than Syrs

10 PIBDCEHORKER
o

O

Yes

1

11 PART of BOIY IKJURED (Tick ane box mly)

Bead [] 01 am [ o4 Trunk/back L] 08
pyes [ ) 02 Hana [ ] 05 Trnk/otrer L 09
reck [] 03 1eg [ 06 miltiple 3 w0
Foot [ 07 Otter [ n
12 NATURE of INJURY (Tick cne box only)
Fracture [lox Amputaticon ] os Shock, Beart Attack [ _110
Mislocation D02 laceration, other .= Bite (snake; insect,C[ll
open wound D 06 animal)
Sprain,strain |03 Cantusion,crushingl 1 07, Miltiple [
Concussion, other Bum, scald * [jos ocher (s
internal {(]o4

Inhalation of gas [309

Harmful Contacts [:]14

13 NAMES of OTHZRS INJURED in SAME ACCIDERT (if any)

calM Erployee (s)

Dx'es D No (please tick)

14 TIME of ACCILENT

15 DAY of WEEX
MM
P

16 NAME and ADIRESS of

DOCTOR ar NURSE

if applicable)

17 DATE FIRST ATTENCED

18

RETURN TO WORK

[Jreturned to narmal duties
[::]G'we.n alternative work
(Junfit for work

19 NAME and AILRESS ©
(if applicable)

f BOSPITAL

Clo

20 SPBT:IFIC 1OCATION of MCITENT®
D Field
[ worksheo - ] Laboratery
[ other (specify)

fice

Experienced
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21 SEVERITY of INJURY 22 (a) HAS A CHAINSAW INVCLVED in ACCITENT?
Near hit oc first aid with potential [] ves HES
D;’;”ﬂt‘j’z‘w D retality (b) DID ACCIDENT COCUR DURING FIRE CONTROL?
_ D Yes D Ro
23 PERSQN WAS WORKING 24 SUPERVISICN at TIME of ACCIDENT
A . (] nirectly supervised
D With other workers D Indirectly Supervised
[ pirect supervision not precticadle

25 DESCRISE HOW the AOCTDENT OCCURRED

26 CAUSAL FACTORS. Events and conditions that erntributed to the accident, Include those
identified by use of the Quide for Tdentifying casusal Factors and Preventive Actions.
{.e. whare circles are merked. Remember to indicate quide questicn no. in this report.

Quide Q.%o

27 PREVENTIVE ACTIONS. Those that have been, or will be, taken to prevent recurrence.
Include those identified by use of the Guide for Identifying Causal Factors and
Prevesrive Acticns,

REZnsibl ity tor  |Dete action to be
Preventive Action campleted by
{see Quide)

2B SIGIATURES: (Do not delay sending this farm pending signature of injured persm)
Tnjured Persen {if posible) cieevienaenevssesa Dot degpatched £0 SCHD . veararsnvsranses
Overseer or JOB OIC .s.vevinscrroansnrasens vrees.Dnte despatched to Region..ovevveenensss
Regicnal/District Safety Officer c....... ' '
]bgimalﬂ\)ismctfam& COC sveenvenssnossssars




5.  CASE STUOY

INJURED :

ACCIDENT
DESCRIPTION:

INJURIES:

OTHER
INFORRATICN :
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TUDY:  INJURY ACCIDENT INVOLYING LIGHT PATROL VEHICLE (LeV)
AND USE OF LADDER IN NARROW PASSAGE-NAY.

An employee with 14 years experience.

About 9 a.m. on July 14, the employee climbed a 4 metre
straight ladder to repair a damaged gutter on a District
office building located in a narrow laneway between
buildings. The laneway was used by vehicles on rare
occasions. After the employee climbed the ladder, he
attempted to straighten the gutter. A glance at the
gutter revealed he would need a soldering iron. He told
his assistant, who had been holding the ladder, to go to
the store and get the soldering iron. A moment after the
assistant left, and while the employee was in the process
of cleaning the gutter, a light patrol vehicle (LPV)
loaded with 4501 of water, suddenly rounded the corner of
the building, into the laneway and struck the tadder,
knocking the employee and the ladder to the ground.

Broken arm, fractured ribs, and mtiple contusions,

The driver of the vehicle claimed he could not stop in
time to avoid hitting the ladder because of faulty

brakes. A later examination confirmed worn brakes, but no
other defect in the braking system. The driver stated he
thought he could have stopped in time to avoid hitting the
tadder if the brakes had been in good working order. He
satd he experienced some brake problems earlier in the
week, but did not report the problems because he felt they
were not serious enough to constitute a hazardous
condition. He did, however, know the reporting
procedure. Although there were procedures for inspection
of light patrol vehicles (LPY) by the workshop, there had
been frequent reports of difficult braking on LPY's in the
past when they are loaded with water.

The repair of the gutter was a non-recurring task. There -
was no written job procedure, but the established Job
procedure was known by the employes and by the

supervisor, The supervisor did not discuss or review the
potential hazards associated with the job, or the Jjob
procedure, with the employees before they started the job.
The job procedure did not call for barricades, warning
signs, or signals to be placed around the ladder or at the
end of the laneway to warn any traffic of the

obstruction. Both employees were wearing safety helmets.
The supervisor had experienced earlier problems in
recognizing or anticipating hazardous conditions during
maintenance work.
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Case Stug

This section shows how to complete the

Guide and the Report in an actual
accident investigation. The
step-by-step explanations show how
this accident investigation method
identifies causal factors. They also
show how this method guides the
investigators toward a number of

possible preventive actions from which
they can select those most likely to
satisfy the criteria listed on page 8.

The Case Study on page 13 describes a

possible accident. Pages 14
through 21 show how the investigators
would use the Guide for Identifying

Causal Factors and Preventive Actionas
to analyze the Case  Study. A
completed Guide for this case 1is on
pages 22 through 31.

. factors

The completed Guide yields a list of
causal factors and possible preventive
actions. To complete the
investigation, the investigators would

record the causal factors identified
in Box 26 of the Accident
Investigation Report, They would

record the preventive actions selected
for implementation in Box 27.

Pages 32 ad 133 show a completed
Accident Investigatiom Report for this
accident. Note how carefully the
investigators have discriminated
between the accident event and the
injury event and how many causal
and corrective actions they
have listed.

How to Use the Guide for ldentifying

Causal Factors and Preventive Actions

The following example shows how the
Guide for ldentifying Causal Factors
and Corrective Actioms would be used
for the Case Study on page 13.

REMINDER: An X in a circle
identifies a causal
facter. An X in a square

indicates that the item 1is

not a causal factor.
M N

PART 1 - EQUIPMENT

@ ] 1.0 WAS HAZARDOUS
EQUIPHENT A

Y K CONTRIBUTING FACTOR?

CAUSAL FACTORS

Did any defect(s}) in
equipment, tools or
material create a
hazard?

®D].1
Y N

LN\/\L/\A———-\/\/\/\/

An equipment hazard existed. The
answer to question 1.0 is an X in the
YES circle. The LPY's brakes were
defective. The answer to question
1.1, an X in the YES circie,
jdentifies a causal factor.

RECOMMENDED PREVEWTIVE ACTION: Remove
the LPV from service and repair the
faulty brakes. To avoid faulty brakes
on this and other similar LP¥s in the
future, review the procedures for
inspecting and maintaining brakes on
all such LPY¥s and implement changes to
improve these procedures,

Was the hazardous

REQIE:
Y W

equipment recognized?

The hazardous equipment was not
recognized. The driver did not
consider the faulty brakes a hazard.
An X in the NO circie identifies
another causal factor.
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RECOMMENDED PREVENTIVE ACTION:
Improve the ability of all drivers to

identify defects and hazards with
respect to their equipment.  Ensure
that Fault Report Form s
available in all vehicles. Require

all drivers to report faulty brakes
immediately to workshop,

(Note that this preventive action goes
beyond the one driver who was involved

in the accident. The preventive
action 1is applied to all LPV drivers
because other defects on other such
LPYs should be ideatified to avoid
future accidents.)
\/V\/\/W\—/\./\M
[] (:) A HWas the hazardous
Y N equipment reported?
B Was employee(s)
[:] (:) informed of the
hazardous equipment
Y K and the Job
procedures for

dealing with it as an
interim measure?

P N N N )

O (:) 1.4 Did the existing
equipment inspection
procedure(s) detect
the hazard?
w"\/\/‘\,\/\/\/\’\’v
The routine inspection procedures
failed to detect faulty brakes on the
LPY. Also, the investigation revealed
that there had been frequent reports
of faulty brake problems on these
vehicles in the past. This indicates
there may be something wrong with the
workshop's existing maintenance
procedures for detecting this kind of

defect. An X in the KO circle
identi fies another causal factor.

RECOMMENDED PREYEWTIVE ACTION:
the frequency and procedures for
inspection and maintenance of brakes
by the workshop staff that services
LP¥s. Implement changes to remove any
deficiencies.

/\/\.ﬁ/——f—ww

Review

I N N N W W N e
Questions Y1.2A and 1.28 cannot be
answered because the hazardous
condition was not recagnized.

h%/\/\/\/\/\/‘j

Eﬂ (:) 1.3 Was there an equip-
ment inspection
Y N procedure(s) to

detect the
equipment?

hazardous

The i{nvestigation established there
were inspection procedures in effect
for LPYs that were carried out by the
workshop staff only, The YES square
is marked.

e L i g W Nl

equipment, tool({s)
or materijal used?

~<

(:) 1.5 Was the correct
N

The correct equipment was used for
this joeb. The YES square is marked.

.Jfﬂ\\w’\vaa\\¥,ﬂ-.ﬁ_f—-_af“‘*—~‘r__ﬁT

1.6 Was the correct
equipment, tool(s)
or material readily

KO
Y N available?
iw/\/—_——m‘f

The correct equipment was readily
available, The YES square is marked.
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r’“""’~"\"\u"\'ﬁ\-"\¢/"""~"’\—~—.,fF

O 1.7 Did the employee(s)

know where to obtain
equipnent, tool(s)

or material regquired
for the job?

Y K

Both employees knew where to obtain
the equipment and tools necessary to
do this Job. The YES square is
marked.

) MMN

1.8 Was substitute

O equipment, tool(s)
equipment, tooi({s)

Y N or material wusad in

place of correct one?

Substitute equipment or tool
used. The NO square is marked.

'M/\J\/\N“h

was not

\g/**\_/‘-_*”"sa—'-/*"“\~—f-—\\,/ﬁ__,

1.9 Did the design of
the eguipment or

>4

Q

N tool{s) create a
hazard that
encouraged operatan

}1L”J/~_J,‘“L—‘\_JEZIE;ﬁE—iﬂiﬂizz’“-'ﬁ—f

This question should examine if design
encouraged  operator error. Paor

equipment design can encourage an
operator error. For example, rotating
a water  control clockwise will

pormally cause something to decrease,
An anticlockwise rotation normally
will cause water flow to increase. If
the design of the equipment required

an operatoer to increase flow by
rotating a control clockwise, this
would encourage an operator error,

especially in an emergency situation.

The investigation should not ignore
how the design of equipment might
contribute to operator error,

The design of the equipment in this
case did not encourage operator
error. The NO square is marked,

\,f"T,\/\/"L,I’\\/’

O 1.10 Did the general

design of the equip-
Y N ment, or tool(s)
N create a hazard?

%

An examination of the braking system
revealed only worn brakes, no other
defects. Therefore the brake design
was not a causal factor. The NO
square is marked.

r\/\_’_——/\_ﬁ/\ﬂ_\—/\f‘\/\
PART 2 - MORK ENYIRONMENT

© U
Y N

2.0 WAS A HAZARDOUS WORK
ENVIRONMENT A
CONTRIBUTING FACTOR?

CAUSAL FACTORS

Did the location of
equipment, material
or persons create @
hazardous work

An X in the YES circle far 2.0 shows
the ladder's location was a
contributing  factor, Placing a
ladder, without perimenter warnings,
in & laneway used by vehicles created
a hazard. An X in the YES circle for
2.1 identifies a causal factor,

@Dz.l
Y
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RECOMMENDED  PREVENTIYE  ACTION: A
review of the job procedures revealed
that overhead work performed from
ladders and scaffolds did not require
perimeter barriers or warnings of any
kind. The preventive action 1is to
change the job procedures for all
overhead work involving ladders and
scaffolds to require barricades,
warning lights, or similar devices to
praotect the work area when there is a
possibility of pedestrian or vehicular

traffic.

2.2 Was the hazardous
work enviromment

Y N recognized?
Neither the injured employee nor his
assistant realized that a hazardous

work envirconment had been created by
placing the ladder in the lameway used
by wehicles. The NO circle is marked
to identify ancother causal factor.

RECOMMENDED PREVENTIVE ACTION: Al
employees, especially maintenance
personnel, should possess some skills
that enable them to recognize existing
or potential hazardous work
environments, The preventive action
is to imprave the ability of all
maintenance employees to recognize
existing or potential hazardous work
environments created by the TJocation
or position of equipment or material,
Note that the preventive action
applies to all maintenance employees,
not just the injured person and his

assistant, W
r"\./\./_
an

— 7

avoid injury in the

A Was the hazardoug
work environment
Y N reported?
B Was employee(s)
[] (:) informed of how to
Y

N hazardous work

L environment as an
interim measure? |

In accordance with the idnstructions,
questions 2,.2A and 2.2B cannot be
answered because the placement of the
ladder was not recognized as one that
created a hazardous work environment.

T~ TN
|

2.3 Was employee{s)
required to be in
the hazardous work

environment? Al

In order to repair the gutter, the
injured employee was required to be on
a ladder in the laneway where the
accident occurred. The YES square is
marked,

2
=0

2.4 Was the hazard
visible to
employee(s)?

KO
Y N

The hazard created by the ladder 1in
the laneway was seen by the driver
but, because of faulty brakes, not in
time to avoid hitting the ladder. The
YES square is marked.

’"\vfx_J//ﬂ“—““»-\q/‘ﬁh——\____ﬁ_f-‘"
X O
Y N

2.5 Mas there sufficient
work space?

A B
There .is no indication that there was
insufficient workspace to repair the
gutter, The YES square is marked.

qﬂ\\bf\,—~f“x__\___/nj,,-—-”\-—\h,f—~\
O
Y

2.6 MWere environmental
conditions a con-
N tributing factor (for
exampie,illumination,
noise levels, air
contaminant, :
temperature extremes,
ventilation, vibra-
tion, radiation)? |

N UV e ot

E3)
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conditions
investigation,

No adverse environmental
were revealed in  the
The NO square is marked.

) N

PART 3 - PEOPLE

WAS CARRIED OUT A

(:) [:] 3.0 WAS THE wAY THE J08
N CONTRIBUTING FACTOR?

CAUSAL FACTORS

Was there a written
or known procedure or

® O

Q rules for this job?
/

The J procedure was a contributing

factor. Investigation showed the
supervisor and injured employee Kknew
the procedure for repair of roofs,
gutters etc, The YES squares are
marked for 3.0 and 3.1.

A Did job procedures
anticipate

factors
contributed to
accident?

The job procedures did not anticipate
vehicular traffic in the laneway where
the ladder was placed. The job
procedures were deficient. An X in
the N0 circle identifies another
causal factor,

RECOMMENDED PREVEMTIYE ACTION: The
preventive action recommended  for
Item 2.1 (see page 17) addresses this

causal factor.

B Did employee(s)

know the
procedures?

The employees knew the job procedure,
but did not know the procedure was
defective. The YES square is marked.

C Did employeels)
follow the known job
procedure?

& O
Y N

The employees followed the known job
procedure. The YES square is marked.

W'

O 3.2 Was employee(s)
Y N

capabte of performing
the job?

A1l employees involved were capable of
performing the job. The YES square is

O 3.3 MWere any tasks in the

job procedure too
difficult to perform
(for example,
excessive

L\“’qL#/”‘w concentration or
physical demands}?
’

There were no excessive tasks involved
in this job. The NO square is marked,

3.4 Does the job design
encourage people to
shortcut Job
procedures or  take
excessive risks (for
example incentive,
piecework, work

N pace)?

%

r‘

The job was nmot structured to
encourage deviation from the job
procedures. The NO square 1s marked.

/A\,\Jp\,/‘u/"_ﬁ\‘—*ﬂ\#__lﬁjlﬂ—f\“-“N

OR
(O [X]{3-6 DID LACK OFADEF ICIENT 4
YN

AR

PROTECTIVE EQUIPMENT

OR EMERGENCY
: EQUIPMENT  CONTRIBUTE

\ : TO THE INJURY?

\\“"\\‘A\ﬁ’,’f\qf\u’~““*~f’\4”\“*’\y/
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Lack of personal protective equipment
or emergency equipment was not a
contributing factor in the injury.
The NO square is marked.

If the answer were YES, the ten
questions in this set would require
answers., Since the answer was NO, we
go directly to PART 4.
e
.
PART 4 — MARAGEMENT
@ D 4.0 WERE DEPARTMENTAL OR
LOCAL MANAGEMENT
Y N PRACTICES A
CONTRIBUTING FACTOR?
CAUSAL FACTORS
@ D 4.1 Could Departmental
or local management
Y N procedures to detect
or report hazards bd

A management system defect was a

contributing factor. The answer to
4.0 is an X in the YES circle. The
supervisor did not anticipate that

placing a ladder in this laneway used
by vehicies would create a hazardous

work enviromment. An ¥ in the YES
circle for 4.1 identifies a causal
factor,

RECOMMENDED PREVENTIYE ACTION:
Supervisory skills in hazard

recognition need to be upgraded. The
preventive action recommended is to
improve the ability of supervisors to
recognize and anticipate hazardous
conditions.

/’\ya—\.—’“~w.5V,_‘_JAV,A\_/’\,-\J,Ny,\N
O
Y H

4.2 Could local manage-
ment procedures to

detect or correct
deviations from job
procedure be

There was no failure to detect or
correct deviations from the Job
procedure. The NO square is marked.

SN~ A

4.3 Was this an infre-
quently performed
task?

If YES, Answer A, If MO, proceed
to 4.4
NA\,/’\w’E\»/‘;/’_1z"\//ﬂ¥’—ﬁﬁf\h’]
[:] (:) A Did the supervisor
} review hazards and
Y N job procedures with
AN the employee?

The answer to 4.3 is an X in the YES
square.

The supervisor did not review existing
or potential hazards or the Job
procedures with the two employees
before they started the repair job,
An X in the NO circle identifies
another causal factor.

RECOMMERDED PREVENTIYE ACTION:
Establish a procedure that requires
all  supervisors to review hazard

potential and job procedures on tasks
that are performed infrequently.

local staff know what
was expected of them
this

O 4.4 Did Departmental and
Y N

to prevent
accident?

Vel

The investigation established that the
supervisor fully understood what was
expected of him to prevent this
accident, The YES square is marked.
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(A RN W N U

local staff
adequately trained to
s‘ fulfill their

[:J (:) 4.5 Are Departmental and
Y N

responsibility in
\““““\y.\/ accident prevention? ||

W
The idnvestigation revealed that the
supervisor had previous problems in
recognizing or anticipating hazards.
This would indicate that his training
in this area was inadequate. An X in

the N0 circle identifies another
causal factor.

RECOMMENDED  PREYENTIVE  ACTIONM: In
addition to the preventive action
recommended in Item 4.1, above, there
should be a review of the supervisor
training program concerning hazard
recognition. The changes necessary to
improve the training program should be
{mplemented

’—_\vf‘\y/;\J/\f_J“\J\\\/ﬁ‘-L__/\V)\/x

O 4.6 Was corrective action
¥

taken by management
N to remove or reduce a
known hazard that

» contributed to this
accident? |

There was no failure to initiate
corrective action for known hazards
that contributed %o this accident.
The NO square is marked.

The exercise in identifying causal
factors and preventive actions, using
the Guide for this Case Study is now
completed,

The Findings

The process identified nine causal
factors that contributed to  the
accident. These causal factors are
recorded in Box 26 of the Accident
Investigation  Report. (See  the
completed Report for this case on
pages 32 to 33.)

This process normally suggests a
number of recommended  preventive
actions. The next task is to select
those preventive actions that best
fulfull  the criteria listed on
page 8. With the help of the Guide,
many recommended preventive actions
were identified - at least one for
each causal factor. Based on a hard
look at the recommended preventive
actions, the actions listed below were
selected for implementation, The
selection was based primarily on the
effectivemess  of the  preventive
actions in reducing the probability of
a similar accident. Those selected
for implementation were:

1. Repair the faulty brakes on the
LPY,

2. Improve the ability of all LPY
drivers to identify defects and
hazards concerning their
equipment, Ensure that the
Fault Report Form is available in
al} vehicles. Require drivers to
report all defects or hazards to
the workshop personnel,

3. Change job procedures for all
overhead work involving ladders
and scaffolds to require
barricades or warning devices to
protect the work area from
pedestrian or vehicular traffic,

4, Improve the ability of all
supervisors to  recognize and
anticipate hazards. '

5., Establish a procedure for
supervisors that  requires a
review of hazards and Job
procedures (preventive actions)
for tasks performed infrequently.

Note that the investigators did not
select the preventive action of
reviewing the workshop's procedures

for inspection and maintenance of
LPYVs,
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This was not considered as effective
as preventive action 2, above.
Similarly, the {investigators did not
select the preventive action of
reviewing supervisor training in
hazard recognition because it was not
considered as effective as corrective
action 4, above.

The preventive actions selected are
recorded in Box 27 of the Accident
Imiestigation Report. The
fnvestigation report now contains all
the essential information needed to
identify the causal factors and the
selected preventive actions.

 INPORTANT:

Implement, as soon as
practicable, preventive actions that
will eliminate or minimize causal
factors that have contributed to a

specific accident. Also  implement
similar actions elsewhere  where
similar causal factors may exist.

This approach prevents accidents and
changes the management system so that
the causal factors already identified
are less 1likely to contribute to a
potential accident.
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PERSONAL INJURY ACCIDENT INVESTIGATION RFPOPT
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CIM 6

ALCIDENT SERIAL
NO, TR 7

(Camplete the Guide for Identifying Casal Factors and Preventi

Actions before corpleting this form,  Plexse send

jve
this form to SIG within 10 days)

REGICN UESTERY BRANCH RESEARCH
DISTRICT [REESVILLE
1 NAME of INJURED 2 SEX I NE
M F (] unger 20 30-39 ™ s0-59
Smith, John ] (] 20-2 (1 40-49 over 59
4 (a)DATE of ACC[DE::'H 5 PERSONS USUAL OOCUPATION | 6 TASK at TIME |7 EXPERIENCE in TASK
1477786 Carpenten c(:;z.g:’lsr;g@” at TIME of ACCIDCENT '
{(p) BATE ACCIDENT S‘ DNcne DAverage
REPORTED ame .
3 A vitelelX Jvery
14/7/586 Experienced
8 EMPLOYMENT CATSGORY 9 LENGIH of EMPLOYMENT 10 PIBCEWORKER
[X] Pt Time [ ]Unemployment [iess than %o [C]3 ms to 1 yr Yes NO
Relief :
(] part-time DSeasonal D 1-5 years More than Syrs [X]
11 PART of BOIY INJURED (Tick one box anly)
Bead [_] O1 Cam [] o4 Trunk/back L] 08
Byes [ ) 02 Hand [_] 05 Trurk/otrer ) 09
Neck [] 03 teq [ ) 06 pMiltiple 10
Foor [ ] 07 other [l u
12 NATURE of INJURY (Tick cne bax enly)
Fracture o Atputation (] os Shock,Heart Attack [__]10
pislocation DOZ Laceratian, other Bite (snake, inse ct,CIll
open wound D 06 animal)
Sprain, strain DOB Oontusim,crushinq[_—_] 07 Multiple 12
Ceancussion, other Burn, scald I::] 08 Crher Dll’a
internal - [1o4 Inhalation of ges | 09 Hamnful Contacts D 14
13 NAMES Of OLERS INJURED in SAME ACCIDENT (if any) | 14 TIME of ACCIDENT 15 DAY of WEEX
Nore .00 AM Mordony
. 2
Erployee (s) es D No (please tick)

16 ¥AME and ADDRESS of

DOCTOR ar NURSE (if applicable)

P Henny Cantes

5 Pank Avenue, Treesville

17 DATE FIRST AITENXD

18 RETURN TO WORK
{Jreturned to normal duties’
DGiven alternative wark
{(XJinfit for work

19 NAME and ADDRESS of HOSPITAL

{if applicable)

GeneAaal Hospital
Finst Ave § State S&,
Treesvilie

I BE
D Workshap

20 SPECIFIC LOCATION of ACCIDENT®

Doffice

D[aboratnry

other (specify) - Betueen Diatrict Office

Building and Stoxre.
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21 SEVERITY of INJURY 22 {a) WAS A CHAINSAW INVOLVED in ACCTDENT?
Near hit or first aid with potential [:l Yes Mo
for serious injury (b} DID ACCIDENT CCCUR DURING FIRE CONTROL?
D MTA LTA D Fatality D ves m o
23 PERSCN WAS HORKING 24 SUPERVISION at TIME of ACCIPENT
Alane [:l Directly Supervised
D With other workers D Imdirectly Supervised

[x] pireect Supervision not practicable

25 DESCRIBE MO the ACCIDENT OCCJRRED

Smith climbed 4 metnes strzight Ladden fo aepalxr guller. Uhile inspeeting gutten, Smith
sent his assistant, Gaeen, who was hefding the ladden, fo get a soldening dnon. Aften
Green feft, and whife Smi continued cleaning the guttea, Jones, driving a LPV that
hod fautty backes, approached and siruch the fadden, knoching both the ladder and Smith
Lo the ground.

26 CALSAL FACTCRS. Events and cenditions that contributed to the accident. I_nclude_those
identified by use of the Guide for Identifying Causal Factors and Preventive Actions.

i.e, where circles are marked. Remember to indicate quide question no. in this report.

Guide Q.No.

1.1 Faubty brakes on LPV 0YS-277,

1.2 1PV driven did not consider faubiy brckes a hazandons condition,

1.4 Wonkshop inspection procedunes failed to detect faully bukes.

2.1 Placing Ladder in laneway wsed by vehiclfes caeated @ hazzrdouws condition.

2.7 Neithen Smith nox Green, his assistant, necognized the hazardous condition,

3.1 A Jeb procedune did not anticipate vehicular Laaffic.

4. Supervison did net anticipate placement of Ladden in lerzway used by
vehictes would crezte a hazandous conditlon.

4.3 A Supeavison did nof review potantiad hazends aa job procedunzs with eithen
employee befone they stanted the job.

4.5 Supeavisor's training was inadequate {n recogaition oa articipation of
hazardous conditions.

27 PREVENTIVE ACTICNS. Those that have been, or will be, taken to prevent recurrence.
Include those identified by use of the Cuide for Identafying Causal Factors and

bive berions RE-‘SpCTlsLDulEy for |Date action to e
’ Preventive Action campleted by
{see Cuide)
J. Repair brakes, QX orkstop 18.7.8

2. Improve ability of ol LPV dadvens o detect
de fects and hazardous conditions in theln
equipment, Enswre that CAU Fault Repont Forrl H., Guwean 25.7.86
is avaifable in all vehicles. quui/tg all
drivens to aepont foully baakes dmediately 14
woakshop,

3, Change jobzg:}gcedunag 6on6ﬁdgughead£&
involuing ens and scaféo Refuine
barxicades ox wanning devices Lo pwiect the H. Gear 25.7.8
area from pedesinian or vehieufar faafgic.

I Tmprove abllily of all SuptAviaons o .
recognise and anticipate hazardous conditions| R Ble Chgoing

T ¥sfablish @ procedune for all Aupea;.:;Ang
that requincs a review o4 hazards {0
procedunes [preventive action} for fas R, Blue X.8.8
penforumed infrequently. :

28 SIQATURES: (Do not delay sending this form pending signature of injured person)

Injured Person (if possible) ?-M ....... ...Date despatched to sa{)...ﬂ.lz..t%.......
Overseer or Job OIC LB Baun L Date cespatched to Reqim.ﬂ.’Z'..........
Regicnal/District Safety Officer A Green

neqima.l/D:Lstrict/Branch oIC .. A M e
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SUMMARY OF CAUSAL FACTORS

The purpose of summarizing causal
factors is to identify those that have
contributed most frequently to a group
of accidents being analyzed. When
causal factors are found repeatedly in
a number of accident investigations,
they generally reveal patterns that
suggest changes in the management
system or in the safety and health
program. Repeated  analyses over
months or years will show leng-term
trends., These also can be used to
evaluate the impact of changes in the
management system and the impact of
corrective actions taken.

The form, Summary of Causal Factors
(pages 37 to 39}, suggests a way 1o
summarize causal factors. This form
{s the third key document presented in
this manua)l. Each statement in the
Summary corresponds to a question in
the Guide for [Kdentifying Causal
Factors and Preventive Actions. The
six columns of squares next to the
statements are provided for tallies of
the frequency of occurrence of the
causal fac tors. Essentially a
tabulation form, the Guide facilitates
the tallying of causal factors by
whatever general category and
subcategories tie analyst selects.

A two-step procedure can help identify

causal factors in a given category.
First the general  category and
subcategories are selected, and then

the number of cases is recorded on the
Summary. Safety personnel  usually
carry out this kind of analysis.

Selecting Categories

There are many different categories
that can be selected for analysis.
For example, an entire organisation or
development can be treated as a single

category. The analysis would then
te1l management which causal factors
were jdentified most frequently in the
accident cases that occurred
throughout the organisation in a given
period, This information, in turn,
could suggest priorities for general
¢hanges in the management system to
improve the overall safety and health
performance.

It is often useful to analyze the
causal factors  for subcategories
within a general category. For

example, if the entire organisation is
the general category, then departments

or occupations could be the
subcategories. Or if the occupation
"machine operator” is the general

category, then the various amounts of
time 1in the occupation could bhe the
subcategories. If total accidents in
a specific department is the general
category, subcategories can deal with
such factors as occupation or job
category, age of worker, number of
injuries, or parts of body injured.

Many of the items included 1in the
Accident Investigation Report form can
be selected as  categories for
analysis. The general category
selected should be written on the
Summary form on the line provided, and
all of the cases that fall into this
category should be tallied in the
column labelled “Category Total". If
subcategories are used, they should be
entered in the other columns. ({Add
more columns if necessary.) Cases
that fall into the general category
should be tallied in the “Category
Total" column just as before, but the
cases that also fall into one of the
subcateqories also should be tallied
again in the appropriate subcategory
column,
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One advantage of the Surmmary 1is {ts
flexibility. The analyst is
encouraged to select any general
category and any set of subcategories
- they will 211 be related to causal
factors.

Pages 37 to 39 illustrate a completed
Summary. The general category in the
illustration is the entire company and
the subcategories are the departments
within the company.

Creating the Summary

Once the general category and
subcategories have been selected, it
is a simple task to tally the causal
factors identified in the Guide for
each «case that falls within the
selected category. (Remember, an X in
a circle indicates a causal factor
whether the response is YES or NO.)
The totals in each square 1in the
Summary indicate the number  of
accident cases 1in which the causal
factor was found. They should not be
added, since there 1is usually more
than one causal factor identified in
each acc¢ident.

These summaries reveal which causal
factors are commonly associated within
a category of cases and how causal
factors vary from one category 1o
another. This information can suggest
priorities for specific changes in the
management system or in the safety and
health program.

Using the Summary

The completed Summary of  Causal
Factors shown on pages 37 to 39
summarizes 28 accident cases. In this

example, the entire company  was
selected as the general category, and
its three departments were selected as
the subcategories.

The Summary for the company in the
“Category Total" column highlights the
following:

. Hazardous equipment wWas a
contributing factor in 26 of the
28 cases.

In 21 of these cases, there was
a defect in the equipment or
tools or materials,

In 17 of these cases, the
hazards were not recognized,
{This could account for the high
number of defects.)

In 13 of these «cases, the
existing equipment inspection
procedures did not detect the
hazards, {This could account
for the high number of cases in
which the hazardous condition
was not recegnized.)

The way the job was carried out was
a contributing factor in 25 of the
28 cases.

In 13 of these cases, a jab
procedure existed, but did not
anticipate the factors

contributing to the accident,

A management system defect was @
contributing factor in 25 of the 28
cases.
In 21 of these cases, Department
or local Management failed to
detect, anticipate, or report a
hazardous condition.
In 15 of these cases, Department
or Local Staff did not know what
was expected of them to prevent
accidents.
In 18 of these cases, Department
or  Local Staff  were  not
adequately trained to fulfill
the assigned responsibility in
accident prevention, '
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Taking Preventive Action

The findings in the completed Summary

of Causal Factors suggest  that

management  should implement  the

following changes to improve the
organisations  overall safety  and
health performance.

1. Improve employee skills in
recognizing existing or potential
hazards. Focus on hazards brought
about by any changes or
madifications, intended or

unintended, that may have occurred

in equipment, tools, or materials.
2. Upgrade existing equipment
inspection procedures to detect
defects or  hazards. “Consider
increasing the frequency or
comprehensiveness of the
inspections.

3. Review existing Job Safety Analysis
(JSA) to  determine  additional
potential causal factors. Perform
JSA on other jobs  that  are
performed on a regular basis.
Change job procedures as indicated
by the JSA. Provide job
jnstruction training based on the
new job procedures.

4. Provide management and supervisory
training to enable the supervisors
to carry out their accident

prevention responsibilities, The
training should:

manager’'s and
role 1in accident

. Emphasize the
supervisors'
prevention

. Increase the manager's and
supervisors' skills in detecting
and anticipating hazards

. Specificaily define the
manager's and supervisors'
responsibility and

accountability.

The  implementation of the four
recommended preventive actions derived
from the Summary can contribute
significantly to improvement in the
overall safety and health performance
for the entire .organisation. The
Summary indicates that implementation
of the preventive actions should zero
in on Department A, where most of the
problems are apparent. A summary of
the causal factors by occupation or
job classification will heip to
establish  priorities and  further
pinpoint where the preventive action
should be implementaed.

Much can be learned by looking at the
causal factors that contributed to a

single accident. Even more can be
learned by looking at groups of
accidents. The procedures suggested

in this text enable the analyst to do
both.
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Loct.B

oct.C
Cat.Tota

- 37 -

17 8] 3] 28] NMBER of CASES

Sibca es
SN F CAISK. FACTTRS "o
oLl o 3
General Categqory ole fsl
Dates of Cases: Fram Jan 1, 130 to Dec 31, 1956 A 0-4 b1
| | | 2
1.9 Eqripent, toolls) dsio [ oofo] o
created a haard  that
encouraged operator error
el 7] 3[26] 1.0 wonons  EuET A
CONTRIBUTING FACTR. 100 General design or qality of | 0] 0[] 0]
equipment, ool (s)
1.1 fefects(s) in  equipment, antributed o hazards.
tool(s) or material create a
hazard. 1.11 Other cawsal factors. I!I!l!“l!
12 Huardus  epiment ot 2.0 A WZAOLs Wk bvmmer  [2[4]0] 6]
recognized. A OONTRIBUTING FACTOR.
A Hazardous eqipent 21 loatim, psitim of [2[4]o] 6]
recognized, but mt equiprent, mterial or
reported. gployee(s} ontributed to
hazards,
B Hazardous equipnent
reported, Bt emploee(s) 2.2 Hazardous work  ewirqument |ﬁ!lﬂ“@ll‘l
not infomed of knoWn hazard mt recoqized.
and  job procedres  for
dealing with it as a A Hwardus work ewirowmet umuu
interim medsure. reogiized, but mt
reported.
Lack of equiprent irepxtimn
procedire(s) o etect B Hazardws work ewirowent |:I|E|!I 2
hazards. reported, but  eplgee(s)
ot infomed of how to avoid
1.4 [Existing eqipnent injury in the hazardous
ispection procedre(s) did aviraremt a a1 interim
not detect hazards. : actim, -
15 Corect eqiment, tool(s) 2.3 - Erploee(s) shld rot have  [1]2]0 |3
o material not wsed. been in  vicinity of
hazardous work erviroment,
1.6 Comect eqipatt, tool(s)
T el ot resdily 2.4 Haards mt sem by [0]0]0]0)
availale, amployee(s).
1.7 Emloyesls) did mot know 25 Wrkspe insufficent. ofifo ]
wae to dtain equipnent,
ool (s) or material required 2.6 Ewircwents] condition(s) a ﬂﬂu
for the job. cntributing factor,
1.8 Sstitute eqipment, 2.7 Other causal factors. oo o] o]

tool {s) or material wsaed in
place of proper me.
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WAY OB WAS CARRIED QUT WAS
A ONTRIBUTING FACTOR.

N witten o kon jod
procedures.

Jdb procedres existed, but
did mot anticipate factors
contributing o accident.

Jab proedres existed, but

eplqee(s) did not know
than,

fmployee(s) knew jeb
procedures, but  did ot
fol low then.

Employee(s) mt capable of
performing job.

Task in jdb procedures too
difficilt to perfom.

Job stuctred o encourage
short at frem Jjob

procedires.
Other causal factors.

DID ILAX of o DEFICIENT
PERSONAL PROTELCTIVE
DUIPMENT o BeERGEY
EQUIAENT OWTRIUTE TO THE
INRRY.

Appropriate persanal
potective eqipnent  (PPE)
not speci fied.

PPE  specified, but  not
availale.

PPE spedi fied, but
employea(s) did not know PFE
was required.

c mt

speci fied, but
employee(s) did not knov how
to use or maintain PPL

PPE not wsed.
PPE used was inadequate.

Erergengy equipent mot
speci fied for this jab.

Emergency eqipment
specified, but mot readily
arailable.

fmergency equiprent
speci fied, but was not used

properly.

fmergency equipnent
specified, but  did ot
function properly.

Other cawsal factors,

DEPARTHENT 4] LOCA.
MAACEHENT
GNTRIBUTIMG FACTIR.

Department or Local
Mnagament  procedires to
ktect o report hazards
inadequate.

local Munagment procedires
o detect or  oomrect
teviatims from Jeb
procedures inadequate.

Infrequently performed sk,

Failure to andict
supervisor/employee  review
of hizards and  job
precedires for tasks
erformed M infrequent
basis.

PRTICES A

Cat.Total

Loct.A
Loct.B
Loct.C

B
= =

[ 3]0]0]
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Loct.A
loct.B
Loct.C

Cat.Total

[0l a1 ]1s] 44

12]4l2
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or local Saaff
did not ko what was
expected of them to prevent
acci dent.

4.5 Department or  Local Staff
ot adkeqately trained 1

Al fiN assiged
respnsibility in accident
prevention,

46 Faflue to take preventive
action on known hazards,

47 Other caussal factors,
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“SUBCATEGORIES 1

CATEGORY TOTAL

]
} General Category _
i Dates of Cases: From

SUMMARY of GAUSAL FAGTORS

to

[Tsuncare suacnesomes

CATEGORY TOTAL

NUMBER of CASES

1.0

12

1.6

; 2.0

LT e

LI T e

HAZARDOUS CONDITION(S) WAS
A CONTRIBUTING FACTOR.

Delects(s) in equipment/tool(s)/mate-
nal contributed to a hazardous condi-
tion{s}.

Hazardous condition{s) not
nized.

recog-

A. Hazardous condition(s)
nized, but not repored.

recog-

B. Hazardous condilion(s) reported,
but employee(s) not informed of
known hazard and job procedures
for hazard avoidance.

Lack of equipment inspection pro-
cedure(s) 1o detect hazardous condi-
tion{s}).

Existing equipment inspeclion pro-
cedure(s) did not detecl hazardous
condition(s).

Correct equipmeat/tool(s)fmaterial not
used

P:oper equipment/iool{s)/malerial not
readily abvailable.

Emgloyee(s) did not know where to ob-
tain equipment/tool(symaterial.

Substitute equipment/tool{s)/material
used in place of proper one

Equipmentiiool(s) design crealed an
operalor stress or encouraged oper-
ator error.

ﬁ 1.10 Geneial design or quality of equip-

mentflool(s) contributed to hazardous
condition(s}.

1.11 Other causal factors.

LOCATION/POSITION of the EQUIP-
MENT/MATERIAL/EMPLOYEE(S)
WAS A CONTRIBUTING FACTOR.

Location/position of equipmenit/ma-
tenal/femployee(s) contribuled to
hazardous condition(s).

Hazardous condilion{s) not
mzed.

recog-

2.3
24

25

2.6

2.7

3.0

3z
32
34
35

3.6

37

A. Hazardous condition(s) recognized,
but not reported.

B. Hazardous condition{s) reporied,
“ but employes(s] not inlormed of job
procedure lor dealing with the
hazardous condition as an interim
action.

Employee{s) should not have been in
vicinily of equipment/material.

Hazardous condition(s) not seen by
employee(s).

Workspace insufficient.

Environmental condition(s) a contribu-
ting factor.

Other causal factors.

JOB PROCEDURE USED WAS A
CONTRIBUTING FACTOR.

No written or known job procedures.
A Job procedures existed. but did not

anticipate faclors coniributing to
accident.

B. Job procedures existed, but em-
ployee(s) did not know them.

C. Embloyee(s) knew job procedures,
but deviated from them.

Employee(s) not capable ol performing
Job.

Task in job procedures 1oo diflicull 1o
periorm.

Job struciured 10 encourage deviation
trom job procedures

Other causal factors.
LACK of PERSONAL PROTECTIVE
EQUIPMENT or EMERGENCY

EQUIPMENT WAS A CONTRIBUT-
ING FACTOR in the INJURY.

Appropriale personal protective equip-
ment (PPE) not specified.

A PPE specilied, but nol available.

B. PPE specilied, bul employee(s} did
not know PPE was required.

HEER

L

|

L
1]

HEEERN

HREEEN

L

L1

(LTIt

[ 1]




SUBCATEQQRIES

CATEGORAY TOTAL

SUBCATEGORIES

CATEQOAY TOTAL

[t
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C. PPE specified, but employee(s) did

not know how to use or maintain
PPE.

L | [ ] 38 PPE not used preperly.

—

I | | ]3.9 PPE inadequale.

[ I I ] 3.10 Emergency aquipment not specified

L]

A. Emergency egquipment specified,

but not readily available.

B. Emergency equipment specitied,

L[ 1]

butl was nol used properly.

HEE

C. Emergency equipment specified,

but did not function properly.

3.11 Other causal {actors.

| 4.0 AMANAGEMENT 5YSTEM DEFECT

I
H

WAS A CONTRIBUTING FACTQR.

4.1

42

43

4.4

45

4.6

4.7

Failure by maxpmett to detect, [ [
anticipale, or report a hazardous con-
dition.

bt
_—

TTTIL]

Failure by mrecavent to detect or
correct deviation from job procedure.

Failure to conduct suparvisoriem- [ [ [ r l | I
ployee raview of hazards and job
procedures for tasks performed on
infrequent hasis.

Supervisor responsibility and account- [ | l ] | 1 l
ability not defined o not understocd.
T

Suparvisor nal adequatsly trained to l l I
fullili assigned regponsibility in
accident prevantion.

e toorescoreemvoseionen | | [ 1 [ 1]
(TTI ]

Othar causal facters.




ACCIDENT ANALYSIS REPORT CASE NUMBER
COMA-ANY ADDRESS
X VP:.FHMENT LOCATION {if difterent from mailing address)
1 KAME of INJURED 2. WORKS ~NUMBER | 3. SEX 4 AGE | 5.DATE of ACCIDENT
. Ow CF
R M Sae T2 203 7. EMPLOYEE'S USUAL OCCUPATION 8. OCCUPATION at TIME of ACCIDENT
9. LENGTH of EMPLOYMENT 0. TIME in QCCUP. at TIME ot ACCIDENT
11. EMPLOYMENT CATEGORY Olesstantmo. D6mostoSys |  Olesstantmo C6mos to5ys
D) Regular, tull.tme O Tempocary [ Nonemployee O 15 mos. C More than 5 yrs 15 mos (™ More than 5 yrs
Uil par-nme O Seasonal 12. CASE NUMBERS and NAMES of OTHERS INJURED n SAME ACCIDENT
13 NATURE of INJURY and PART of BOOY
1 NAME ang ADORESS of PHYSICIAN 16 TIME of INJURY 17. SEVERITY of INJURY
AM Ot Fatanty
A FH 2 Lost workdays—days away from work
) {7 Lost workdays—days af resincled aclvly
15 NAME ans ADDRESS of HOSPITAL B Time within shift

C. Type of shin

15 Medicat 1realment

L First and

{7 Other. specily

- Dufing rest penod

C Qunng meal perod
ON EMPLOYER'S PREMISES? TiYes [ Ho L' Working overtime

i Entening o
T Performing

"~ Other

1B SPECIFIC LDCATION of ACCIDENT . 18 PHASE OF EMPLOYEE's WORKDAY at TIME o INJURY

leaving plant

wirk duhes

20 DESCRIBE HOW the ACCIDENT OCCURRED

21. ACCIDENT SEQUENCE. Describe in reverse order of pccumende events preceding the injury #nd acidenl. Starting
with he inury an¢ moving backward in time, reconstrucl the sequence of events that d (o the injury.

A Inury Event

B. Aodent Event

 Preceding Event #1

D Preceding Event w7, #3, elc.

-17-




22 +TASK and ACTIVITY a1 TIME of ACCIDENT

A General type of task

23. POSTURE of EMPLOYEE

B. Spetific acnvity

C. Employee was working:

24. SUPERVISION af TIME of ACCIDENT

(3 Directly supervised I Not supervised

[ Alone O With crew or fefiow worker £ Other. specity

O indirectly supervised ) Supervision not feasible

25. CAUSAL FALTORS. Evenls and condrons that contributed to the accident. Include
identified by use of the Guide tor Kentitying Causal Factors and Corrective Aclions,

those

wndentihed by use of the Guide tor ldenuitying Causal Faclors and Correctve Action

26 COARECTIVE ACTIONS Those thal have been, of will be, 13ken 1o prevent recurrence Include those

5

PREPARED 8Y

TITLE

DEPARTMENT DATE

APPROVED
TITLE DATE
APPROVED
TITLE DATE

;18“




HAZARD TINSPECTIONS

AIM

The aim of this session is to provide participants with a
systematic approach to hazard inspections.

OBJECTIVES

As a result of this session, participants will ke able to:

(a) describe the characteristics of hazard inspection systems;
(b) identify weaknesses in an example system;

(c) develop systematic procedures for their own organisations.
METHOD

This is a central presentation and small group discussion.



PLANNED INSPECTIONS

INTRODUCTION

Inspections are one of the best tools available to find problenms
and assess their risks before accidents and other losses occur.

A well managed inspection system can:

Tdentify potential problems that were not anticipated
during design or task analysis.

. Tdentify equipment deficiencies, particularly problems of
wear, abuse or misuse.

Identify sub~standard work practices.
Complement preventative maintenance programmes.
. Tdentify the effect of changes in process or materials.

Demonstrate management commitment to safety.

TYPES OF INSPECTIONS

There are a number of types of inspections available to achieve
different objectives. These are:

Informal Inspections, and
Planned Inspections

INFORMAL INSPECTIONS

Informal inspections are carried out by everyone as a natural
part of walking about observing what is occurring. It is
purposeful awareness of people as they go about their regular
activities, and the subsequent reporting system.

These inspections should be encouraged amongst all employees as
the people using equipment are often the first to notice

something wrong.



CTN

Informal inspections should have a reporting system. This is
often in the form of a Hazard Report or Condition Report. An

example 1s shown below:

CONDITION REPORT

To Supt Date

Location and Conditions of Hazard

Condition discussed with

Signed:

(Person initiating the report)

Remedial Action

e

Conditions corrected

Signed: Date
(Superintendent)

Signed: Date
(Dept Head)

Prepare in Triplicate:

Copy 1 : To safety Officer
Copy 2 : To Dept/Div Head to retain
Copy 3 : To Dept/Div Head for signaturg

and return to safety officer

Informal inspections are a very useful tool and they can be very
effective if employees are educated to identify hazards and

report them immediately.



PLANNED INSPECTIONS

Planned inspections are needed to back up the informal inspection
system. These inspections are:

critical parts/items inspections
general inspectiens, and
. housekeeping evaluations

CRITICAL PARTS ITEMS INSPECTIONS

Critical parts are defined as the components of machinery,
equipment, materials, structures or areas more likely than other
components to result in a major problem or loss associated with
Safety and Production when worn, damaged abused, misused or
inproperly applied. If currently in use it is a critical part,
if in store a critical item. For example, a grinding wheel is a
critical part on a grinder, but is a critical item in the store
because it requires special care.

Effective inspection programmes ensure all critical parts/items
are identified, evaluated and kept in proper condition.

Critical parts/items inspection systems need to be set up by:

Making an inventory
Setting up inspection schedules, and

. Auditing the inspections
MAKING THE INRVENTORY

The inventory 1is a comprehensive 1listing of all areas,
structures, machines, equipment materials and substances for the
organisation and a description of their critical parts or items.
A worksheet which could be used for this task is shown at Annex A

to this paper.

There are 5 steps to a Critical Parts Inventory:

1. categorise everything the company owns, such as machinery,
equipment, structures, substances, materials and areas.

2. Delineate areas of responsibility considering physical and
operational arrangements and assign responsibilities

within each area.
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3. List all objects in each category (machines, equipment,
structures, materials, etc) for each area. Use existing
inventories such as accounting inventories, purchasing
logs, insurance ledgers and storage and stockroom
inventories.

4. Compile the 1list, and from it identify all critical
parts/items using a team approach.

(a) Team members might be front-line managers,
operators, manufacturer's reps., loss control
specialists, occupational health specialist.

(b) Helpful tocls might include loss records,
maintenance records, operator's manuals, training
manuals, safety publications, job procedures.

(c) Identify the critical few parts or items that will
likely result in a major problem if they fail.

5. List all parts on an appropriate record system if not
already on one.

Identify the piece of equipment, structure, etc.
Identify the critical parts/items.

Indicate what to lnspect.

Identify who d&oes the inspection and at what

frequency.

Lo

SETTING UP THE SCHEDULES

Once the inventory is established the next step is to prepare a
Critical ©Parts or Items Record which will establish the
inspection 1tems, parts to inspect, conditions to inspect, how
often and who is respon51ble for the inspection. An example of
this record system is shown at Annex B to this paper.

This Record can then be used to develop safety inspection
checklists which can be directed to the people responsible for
the conduct of the inspections. The form should be returned to
the safety officer/co-ordinator on completion. An example of a
checklist is shown at Annex C to this paper.
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SAFETY INSPECTIONS CHECKLIST

DEPARTMENT SUB UNIT

INSPECTION AREA FPERTIOD

CHECKING OFFICER

INSPECTION CONDITIONS TO INSPECTION
ITEMS & PARTS . INSPECT FOR RESULT

DEPARTMENT HEAD COMMENTS INSPECTION CONDUCTED

(SIGNATURE)

(SIGNATURE) DATE

I
I
I
I
I
|
|
|
I
I
RETURN TO SAFETY OFFICER/ :

CO-ORDINATOR

DATE
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AUDITING THE INSPECTIONS

It is generally accepted that "what get's measured, get's done".
Safety inspections are no different. Measures should ke
established for the number of critical parts inspections that are
scheduled and completed. This produces a compliance measure.
By listing the items noted and comparing this with the items
corrected an effectiveness measure can be established. An
example summary sheet is shown at Annex D.

Pre~Use Equipment and Checks

A particular type of critical parts/items inspection is the Pre-
Use Equipment Checks. Most equipment should have checklists
made out for them. They are usually used at the start of the
shift with the completed form golng to the supervisor. An
example Pre-Use Equipment Check is shown at Annex E.

GENERAL INSFECTIONS

The General Inspection is a planned walk through of a given area.
They are often made on a regular basis ranging from weekly to
quarterly. Supervisors generally conduct these 1nspectlons but
managers at all levels should be encouraged to participate.
Teams may also be used in a General Inspection Systen.

Steps of Inspection

Inspections should be tailored to the needs of the

organisation. The general techniques of 1nspection
however, do not vary greatly and are applied in varying
degrees according to the situation. The steps of

inspection are:

. Preparation

. Conduct

. Development of Controls and
. Follow up
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Preparation

Preparation inveolves planning, using checklist reviewing
previous reports and gathering of materials and tools to
aid in the inspection.

Planning - Planning involves deciding what is the desired
outcome of the inspection. It involves deciding the area

to be inspected, the boundaries and the inspection route.
Maps, floor plans, material flow diagrams are all aids to
the inspection plan. Once boundaries are set the items to
be inspected should be identified and listed.

Make Checklists -~ Checklists need to be tailored to meet
the needs of the organisation. They need to specify the
items to be checked and the standards to be met. These
items are drawn from the facilities, equipment, materials
and processes identified in the planning stage.

Review Previous Reports = A scan through previous reports
will reveal previous weaknesses or areas not previously
inspected. Any of these should be added to the checklist.

Gather Tools - Appropriate personal protective equipment
should be worn by those conducting inspections. Other
aids and test equipment should be prepared and tested for

servicability.

Conduct

There are a number of techniques that can be used to make
inspections more effective. Among these are:

. Use the checklist.
Look for off-the-floor and out of the way items.

Take immediate temporary action if serious risk or
danger 1s found. Isolate hazards.

Describe and locate each item found at fault on the
inspection report sheet.

. Classify hazards. This is a simple system which allows
people to establish priorities for action for hazards

discovered in the work environment. These
classifications can be used to describe the 1loss
potential of a conditien or practice observed. The

classifications are:



Cclass A Hazard =~ A condition or practice likely to cause
permanent disability, loss of life or body part, and/or
extensive loss of structure, equipment or material.

. Example 1 - a barrier guard missing on a large press
brake for a metal shearing operation.

. Example 2 - a maintenance worker observed servicing a
large sump pump in an unventilated deep pit, with the

petrol engine running.

class B Hazard - A condition or practice likely to cause
serjous injury or illness, resulting in temporary
disability or property damage that is disruptive but not
extensive.

Example 1 =~ slippery oil condition observed in main
aisleway.

Example 2 - broken tread at bottom of office stairs.

Cclass ¢ Hazard - A condition or practice likely to cause
minor, non-disabling injury or illness, or non-disruptive
property damage.

Example 1 - a carpenter observed handling rough timber
without gloves.

. Example 2 - a strong rancid odor from cutting oil
circulating in the bed of a large lathe. By using
this system, objective measures of hazard priority can
be set.

Determine the basic cause for the hazard by asking
gquestions.

Development of Controls

There are a number of criteria to be considered when
developing remedial actions for observed hazards. These

are:

. Consider potential severity of loss

Evaluate the probability of a loss occurrence

Weigh various control alternatives

Assess the likely degree of control to be achieved
Determine the cost of control

Justify the recommended control if major expenditures

are involved



Decisions based on these quides will help ensure effective
selection of control measures.

Follow Up

The person responsible for the inspection should also
initiate follow up action. This is the follow up process.

. Issue work order
Monitor the budgeting of resources
Ensure timely actions

Monitor activity progress
Check the effectiveness of implemented controls

Give ample credit where credit is due

Reporting

Once the follow up process has started a report should be
written. Reports are probably dcone best on a form.
These forms will need to be tailored to the operation but

the broad criteria for report forms are:

Identify the area or item inspected
. Prompt all the appropriate actions

- observation of sub-standard practices and conditions

~ classification of hazards

- remedial actions and recommendations

- assignment of responsibility

~ follow up on action taken

- completion and verification of controls

Provide enough space to write the required information
Provide for managerial review of the report

An example of an inspection report (to be used in conjunction
with a checklist) is shown at Annex F).
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HOUSEKEEPING EVALUATIONS

Housekeeping has an important direct bearing on the exposure to
bodily injury and property damage loss (damage by five,
explosion, or accidental injury). The standard of housekeeping
also reflects operational managements basic attitude toward

safety.

Generally many items may be included in formats measuring
housekeeping performance. Specific health and safety practices

or malpractices can be noted -~ seen, heard, smelt, or even felt
from unsafe equipment or practices, lighting, noise, fumes and
dust, undue temperature or humidity. The condition and use of

safety devices, including fire protection equipment, sanitation
and first aid facilities can also be noted.

Housekeeping evaluations provide opportunities to seek out signs
of disorder such as:

. Cluttered and poorly arranged areas;
Untidy and dangerous piling of materials;
Items that are excess, obsolete, or no longer needed:

. Blocked aisleways;

Material stuffed in corners, on overcrowded shelves, in
overflowing bins and containers;

Tools and equipment left in work areas instead of being
returned to tool rooms, racks, cribs or chests;

Broken containers and damaged material;

Materials gathering dirt and rust from disuse;

Excessive quantities of items;

Waste, scrap and excess materials that congest work areas;

Spills, leaks and hazardous materials creating safety and
health hazards:
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Annex G provides a format for housekeeping evaluations and is
regarded solely as an example. Industries need to lock at their
own environment and make inclusion where necessary. For example
critical control of wastage and environmental pollution may
necessitate the inclusion of such items as drain traps or storm
water Dbasins. Generally formats need to assist in the
following:

Eliminates accidental injury and fire causes

Prevent wasted energy

Maintain greatest use of wasted space

Keep stores inventory at a minimum

Help control property damage and waste

. Guarantee of good appearance/image to clientele

Encourage better work habits

Minimisation of adverse enviromental impact



ANNEX A

CRITICAL PARTS OR ITEMS INVENTORY

SPECIFIC ITEM
(MACHINE. EQUIPMENT, SUASTANCE, MATEHRIAL, STARUCTURE. AREA)
DEPARTMENT LOCATION INVENTORIED BY: APPROVED BY:
COMPONENTS CONSIDERED REASONS FOR CRITICAL?
CRITICAL CRITICAL CLASSIFICATION NO | YES
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SAFETY INSPECTIONS CHECELIST

ANNEX C

DEPARTMENT SUB UNIT
INSPECTION AREA PERIOD
CHECKING OFFICER

INSPECTION CONDITIONS TO INSPECTION
ITEMS & PARTS INSPECT FOR RESUILT

DEPARTMENT HEAD COMMENTS

INSPECTION CONDUCTED

(SIGNATURE)

(SIGNATURE)

-ORDINATOR

FETURN TO SAFETY OFFICER/
CO

DATE

DATE
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ANNEX

CRITICAL PARTS INSPECTIONS SUMMARY
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(A\UCK NUMBER:

QPERATOR'S DAILY PRE-OPERATIONAL CHECK LIST

DATE:

Check applicable items and tick the box if 0.K.

Indicate in "Remarks" area if items are faulty or warrant attention.

0.K.

WALKARQUND CHECK:

Tyres (Correct pressure, no cuts or damage)
Wheel Nuts {Not loose or missing)
Any visible leaks(Engine,Hydraulic or Water

Mast and 1ifting chain (No damage and correct
tensian)

Carriage and forks (No damage or Distortion)

Guards - Load back rest
- Overhead (Both secure)

I [ 9%} ~Na —

O

7. Name/capacity plate (not damaged and readable)
8. Gas Cylinder (correct position & secure)
ENGINE CHECKS:
9. PRadiator (Water Level)
10. Fan belt (tension)
. Battery (water Tevel)
12. Engine 01 Tevel
13. Hydraulic oil level
14. Transmission oil level

BEFORE STARTING:

15. Brakes - Foot (pressure & tension)
- Hand (pkeésure & tension)
- Seat {Adjusted)

16. Clutch (pressure)

17. Warning Devices (Horn,Flashing Lights, Brake
Lights Indicators, Reversing Beeper

18. Mirrors

AFTER STARTING:~

19. Unusual noises {after starting)
20. Gauges (Operating properly)

21. Hydraulic operations

22. Brake operation - forward/
reverse

23. Steering - forward/reverse

Drivers signature

Supervisors signature

P e T e T e S S S e e,

SHIFT:

ANNEX E

QPERATOR:

L M e et e

N )
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ANNEX F

CLASS C

[ DEPARTMENT
INSPECTION REPORT |
I
INSPECTOR(S) | AREA INSPECTED | REVIEWER
I [
TYPE OF REPORT: | DATE
INTITIAL FINAL I
| HAZARD |
ITEM | CLASSIFIC-|
TYPE | ATION |
I I
I I
! I
| I
1 |
I I
I I
I I
I |
I !
[ I
I I
| |
[ i
| I
| |
I I
| I
I [
| L
| I
I |
I I
| I
I I
I |
[ ]
| I
I |
I |
| I
1 I
| I
! i
CLASS A Likelihood of permanent disability, death or
permanent/extensive loss of structure or material.
CLASS B Likelihood of serious interruptive injury.

L.ikelihood of minor loss.




ANHEX G

HOUSEKEEPING RATING FORM

RATING

AREA DATE INSPECTED —___ INSPECTOR

INSTRUCTIONS FOR FILLING OUT:
Circle the i nde T i i i i i .
r;c‘;’ur mﬁ?r’:g::u score undae the ITEM RATINGS oppesite the item baing evaluated. Place circled score in the score column. Add ratings

ITEM RATINGS
A piace is in order when there are no unnecessary things about = ;
and whan all necessary things are in their propsr places. 8 ﬂ w
[ 5 -
Glz5/5(=|8 o %
Qo |¥ 2 2 < @] > [5]
MACHINERY AND EQUIPMENT 2 |» . g | i 175
a. Must be clean and free of unnecessary material or hangings. 0 511 15 12 3 l
b, Must be free of unnecessary dripping of oil or grease. 0 2 3 |4 5 |
¢. Must have proper guards provided and in good condition. 9 | 15| 25/35](5 7
STOCK AND MATERIAL
a. Must be properly piled and arranged. 0 | 1.5 ’ 3 (456 8 |
b. Must be loaded safely and arderly in pans, ¢ars and trucks. 0o {15|25|35!5 7
TOOLS
a. Must be properiy stored. 01 2 |3 45| &
b. Must be free of ail and grease when stored. 0 511 152
c¢. Must be in safe working condition. o |1 | 2 3 45| 8
| .
AISLES

o1 |2 |3 |a5] 6

a. Must be provided to work positions, fire extinguishers, fire
blankets and stretcher cases.

b. Must be safes and free of obstructions.

0 |1 f2 |3 |as

€. Must be ciearly marked. ] 5 152
FLOORS .
a. Must have surfaces safe and suitable to work. 011 2 |3 45} 8
b. Must be clean, dry and free of refuse, unnecessary materigl, oi o {1 2 |3 45
and grease. .
c. Must have an adequate number of receptacles provided for 0 Bi1 |1.8]2
refuse.
BUILDINGS
a. Must have walls and windows that are reasonably clean for 0 5l 1512 3
operations in that area and free of unnecessary hangings.
b. Must have lighting systems that are maintained in a ciean and 0 B 16512 3
efficient manner.
¢. Must have stairs that are ciean, free of materials, well lighted, 0 (1 2 13 4 5

provided with adequate hand rails and treads in good condition.

d. Must have platforms that are clean, free of unnecessary materials
and well lighted.

GROUNDS

a. Mustbe in good order, free of refuse and unnecessary materials. o {2 [4 (6 |8 |10

TOTAL SCORE




SAFETY TRAINING

ATM
The aim of this session is to introduce participants to Job

Safety Analysis, Job Instruction Techniques, the preparation and
delivery of safety talks and the role of induction training.

OBJECTIVES

As a result of this session, participants should be able to:

a. Conduct Job Analysis

b. Write Training Objectives

c. Deliver Effective Safety Talks

d. Design and conduct Job Instruction
e. Discuss the Inducticn Process
METHOD

This session consists of the film "You'll Scon Get The Hang Of

It", a central presentation and small group discussion/exercises.,
REFERENCES
VIDEO ARTS "You'll Soon Get The Hang 0f It
IAIRD D 2ppreoaches to Training end Development
Addison-Wesley 1984
DAVIES I K Instructional Technique

McGraw Hill 1981
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A _SYSTEMS APPROACH TO TRAINING

GENERAL

These notes contain a general description of systematic training
and are intended to develep an understanding of the basic concept
and operation of a treining systemn.

THE APPROACH

A systematic approach to training involves the application of a
logical, interacting series of steps from the point where a
necessary task is identified to the end result, where a trained
man or woman is to do that task. The application of a systens
apprroach provides a structure focr the managerment of training.
It ensures an orderly approach to the end goal. ‘

Most organisations acknowledge that training does not end after
any particular course is completed, or at any given point in

time. Training extends throughout the period an individual is
connected with an organisation. A training system then must
provide for the learning experience on-the-job as well as for the
formal training individuals receive on courses. Formal courses
should ensure the individual is provided with certain necessary
skills and knowledcz to perform the IJjob. The individual's

subseguent development into a competent and confident team member
is the result of such training, together with the experience
gained in adapting and applying it in the field or operational
environment.

A training system is the framework for providing the members of
an organisation with:

(a) the knowledge &and skills to perform the tasks that have
been proven necessary at the opening stages of their
service;

(b) the necessary training experiences on-the-job during the
period of service; and

(c) the necessary education and developmental experiences for
individuals to move within their organisations to cater for
both individual and organisational needs.

Finally, by relating all the factors concerned (personnel
recruiting, job requirement, numerical reguirement and equipment
acguisition) to a total training system, organisations are
provided with people who are trained to maximum efficiency at
minimum cost.



EFFICIENCY AND EFFECTIVENESS

Efficiency

Training efficiency is a direct result of resource control. NB
"Efficiency" is incapable of ‘concern"...Training that is
efficient meets the training cbjectives using the mninimum of
resources - time, equipment, mancower. It is measured during
and at the end of training.

Effectiveness

Training effectiveness 1is a measure of how well the training
meets the needs of the trainee on the job. Effective training
results in people whe can perform their Jjobs well. It 1is
measured after a formzl training period has keen completed; that
is, out on the job.

Elements of the Systen

Quality control within a training system is based on certain
related processes, each influenced by or dependent upon the
other. These processes are:

Analvsis | | Desigqn | [cConduct | [Evaluation]| | validation |
Analysis

Analysis involves the determination of all those activities
essential to a course of training. It results in the preduction
of the bkasic gquality control documents. Initial activities

include analysis of a person's Jjob to find out what individual
tasks are performed, together with a determination of the
knowledge and skill levels required. Training objectives may
then be precisely ldentified upon documenting what the individual
must be able to do to perform the task, the conditions and the
required standard of performance. These objectives may then be
included within the context of formal and on-the-job training.
Course training and on-the-jeb training requirements may then be
written. These standards provide the basis of quality control
documents.



DESIGN

(a) Course Trainina

Design of a particular training course is fundamentally a
process of selecting and sequencing a series of learning
experiences. They are intended to provide the trainee
with the knowledges, skills and attitudes to perform at the
levels set out in the objectives. The course training
plan which states how the course is to be conducted is the
quality control document for this phase. The plan lists
the enabling skills and knowledge essential to the
attainment of the performance objectives. It also lists
training material, training method sequence of instruction,
testing plans and procedures and other details necessary
for the conduct of a training course.

“(b) On-the-job Training

For on-the-job training the design process becomes very
much a matter of planning the instructional units to meet
the demands of the Jjob environment. The job typically
invclves equipment and the availability of people - both
trainers and trainees. Whilst the on-the-job training
reguirement is the trainer's cuality control document, the
means by which the objectives are achieved is a management
responsibility.

COURSE COKDUCT

Course conduct 1is the procedure for carrying out training in
accordance with a ©course plan, using whatever form of
presentaticn of course material which best suits the purpocse.

EVALUATION

The evaluation process is applied to both the trainee and the
course. The achievement of each trainee is evaluated, followed
in turn by an on-going assessment of the design and conduct of
the course. It is an internal audit by trazining managers and
ensures that training is efficient.



VALIDATION

validation is the final step in the procedure. It is estimation
of the validity of training objectives in relation to operational
needs. Tt is an assessment of the value of operational units in
affording the graduate the right amount of training in the
knowledges and skills to permit him to do the job expected of
him. fhe feedback obtained provides pointers towards areas of
over-training, under-training or mis~training. The final step
in the validation process 1s simply to use the feedback data to
analyse and correct wesaknesses in the systemn.

SUMMARY

These notes contain the outline of a five step training system.
The system is designed to help both trainers and trainees through
the  design, presentation  and evaluation of  Jjob-related
instruction for treining courses. The system ensures that
training is both efficient and effective.



NOTES ON TRAINING OBJECTIVES

THE NEED FOR OBJECTIVES

Training objectives are normally derived from an analysis of jobs

and tasks that people actually do. The use of objectives in
training forces us to be explicit about what we teach and how we
will measure that learning has taken place. If objectives are

clearly stated in performance terms, and then made available to
the instructors and trainees alike, everyone concerned in the
learning event knows precisely what is expected for trainees to
qualify in a given subject area.

If training objectives are not made crystal clear to the learner,
a danger exists that he will concentrate his study on unimportant
material and fail to grasp the essential matters of the subject.
Equally, if they are not made crystal clear to the instructor a
danger exists, that some material which really matters may be
omitted or glossed over in order for instructors to pursue some
personal area of interest. This leads logically to courses
bearing the same title and giving the same paper qualifications,
but which in practice graduate trainees with differing skill
levels, and some skill deficiencies may lead to quite dangerous
mishandling of casualties,.

Training cbjectives shift the responsibility for deciding exactly
what is to be taught from the individual instructor to the course
designer. They also compel the instructor to be explicit about
what he intends to teach and how he will measure the learners
ability to master new topics.

COMPONENT

Training objectives should be used for each peried of instruction
and consists of the same three components.

(1) 2 statement of performance

(2) A statement of the conditions under which the performance
"will be chserved, and

(3) A statement of the standard required



STATEMENTS OF PERFORMANCE

The performance component of a training objective should describe
what the student must be able to do as a result of instruction.
It must be expressed in terms of specific behaviour which the

trainees can demonstrate and the instructor can cbserve. Care
should be taken to ensure that this statement of performance is
interpreted in exactly the same way by every instructor. For

this reason terms such as "to know", or "to understand" or "have
a general knowledge" or "a working knowledge" or 'be familiar
with" should be avoided as they do not specify what the
instructor will accept as evidence that the trainee has mastered
the subject.

Terms such as "to solve", "to state™, "to treat", etc., indicate
precisely what the trainee has to do to demonstrate he "knows" or
"understands™".

In writing the performance statement of training objectives the
following points should be kept in mind.

(1) Is the statement a clear and unambiguous statement of what
the trainee must do to demonstrate mastery of the skill?

(2) Will it be interpreted in exactly the same way by the
instructor and the students?

(3) Is it attainable within the allotted period of instruction.

STATEMENTS OF CONDITIONS

Even given a precise statement of performance, misinterpretations
can still occur unless the conditions under which the performance
is demonstrated are specified. The trainees will need to know
what materials will ke available for assistance, and similarly
what restrictions will be placed on them, e.g. "using improvised
splits", "given an adult patient with simulated injuries", "by
day and night" or "without assistance".

The conditions statement of training objectives determine more
precisely what will be accepted as evidence of subject mastery.
These statements also help to ensure uniformity of testing by
different instructors.

STANDARDS

Having stated what the trainee is to do and specified the
conditions under which it is to take place the last thing left to

do is to specify how well. The standaréds statement should
specify the minimum acceptable standard to be reached. The
statement may refer to gquality, gquantity or time or it may
specify a "fail criteria',. These are illustrated in the

examnples listed bkelow.



SUMMARY

To be acceptable, a training objective must state:

{a) Exactly what the Trainee must do to demonstrate that
learning has taken place.

(b} The conditions under which the performance must be carried
out.,

(c) The standard to be reached.

EXAMPLE OBJECTIVES

To help ensure that objectives contain the essential components,
the layout shown below is recommended:

SERTAY PERFORMANCE CONDITIONS STANDARDS
1. Treat a closed Practical Test 1. Injured limb
fracture of the given - bandaged to the
lower leg uninjured limb
1. A narrative
describing 2, Padding used
an accident
3. Knees and ankles
2. An adult bandaged
patient with
a simnulated 4. Additional
wound bandages above
and below injury
3. Triangular
bandages 5. Knots on
uninjured side
4. Padding
supplied 6. Treat for shock
Without
Assistance 7. Test complete in
ten minutes
2. State the treat- Oral Test 1. Dilute poison
" ment for Given - with small drinks
swallowed poisons 1. Conscious :
patients 2. Call ambulance
a. Burning 3. The student is to
substances FAIL, if the
administration of
emetics is
prescribed
b. Other
substances 1. Induce voniting
2. Call ambulance
3. FATL if salt

water is
recommended as
an enmetic



SERIAT, PERFORMANCE CONDITIONS STANDARDS

2. Unconscious 1. Place casualty
patients in coma position

2. Resuscitate if
necessary

3. FAIL if fluiad
given or
casualty induced
to vomit

4. Call ambulance



NOTES ON THE INDUCTION PROCESS

INTRODUCTION

What occurs on the first day a new employee arrives in an
organisation, the manner by which they are welcomed and the way
they are introduced to others may prove critical not only to
future performance but to the length of their stay as well.
This is so not only for new starters to an organisation but also
to new starters to a cdifferent section within an organisatioen,

To all of us who have been through this experience and to
countless others in the same situation the first days in a new
job are disturbing and anxious. Whether yecu are new to the
workforce or just new to a different area there is a problem of
feeling like a strancer. New surroundings, different people,
orientation to these plus a new job takes its toll. Those first
few days and in particular the first one makes all the difference
to how quickly they become productive, feel good about what they
are doing and in some instances whether they will remain or go.

The induction process is concerned with the outlining of the job,
work activities and obligations, the organisation and its
functions, the section the person will work in and its relaticn

to the overall organisatiocn. The going through of this process
is important to any new employee, anyone newly promoted and most
importantly anyone demoted. The induction process 1s related to

the contracting process and all persons responsible in the
supervision field must perform both of these processes to ensure
they are effective as a supervisor and that the people they are
supervising have every opportunity to become effective employees
as well,

The information normally conveyed in induction and orientation
covers 3 areas:

1. General information

i.e. the section involved, daily work routine, the Jjob the
individual will be doing.

2, An overview of the organisation

(a) history

(b} purpose/mission

{c) products/outputs

(d) where the job they will be doing fits in



3. Detailled information on

(a) pay
(b) conditions
{(c) policies
(d} work rules
(e} employee benefits
(£f) associations
{g) commencement/finish etc
(h) breaks/lunch etc
(1) leave/notification
i) sick
ii) recreation

JOINING AN ORGANISATION

When pecople decide to join an organisation or move into a new
position they do so with the belief that thesy have something to
offer, ability, aptitude, skills, experience and/or potential.
Individuals also have personal goals, motives and hopes when they
perceive this new Jjob or organisation will satisfy. The
employer/organisation purchases a contributor teo its goals, or
tasks and buys a persons knowledge and skills to assist in
achieving them. What the employer buys is only that part of an
individual which is reguired to perform those tasks. The
expectations on both sides must therefore be ratified as there
will be differences in ©perceptions and expectations and
inevitably compromises will be reguired from the first to the
last day of employment, All of us develop naive expectations
about what it will be like in a new position. If very little is
known about the new organisation or the people in it then an
individual is likely to invent persconal illusions of what to
expect. The disorientation that occurs upen entering the new
organisation will shatter some of these naive expectations. The
anxiousness which people feel on entry to a new organisation will
effect what occurs. Individuals worry about how they can and
will perform in the job; they have feelings of inadequacy
compared to the more experienced people, as well they are
concerned as to how well they will get on with their new co-
workers. For all these reasons the induction and orientation
process should be aimed at reducing anxiety in new starters.
Barly  job experiences play a critical role in the future
performances of staff. During the induction and orientation
process the expectations from both sides will be able to confront
each other and where they are compatible, dissatisfaction will
result, this dissatisfaction needs resolving to allow the two to
go on in harmony. The turnover rate 1in staffing is almost
always highest among new employees.



CHECEKLIST FOR BUPERVISOR

The checklist for induction and orientation is a most useful way
to ensure that the information needed is given to a new starter.
Without a checklist a superviscr may well skip an important item
of information needed by the new starter. Providing the
checklist is used and the supervisor prepares for the interview
the process will work.

AIM

To g¢give the supervisor a step by step process to follow in
inducting new staff.

OBJECTIVES

As a result of using the checklist approach a supervisor will be
able to:

(a) reduce the anxiety ewperienced by new staff in
organisations;

(b) give the new starter information on the job environment:

(c) advise them who their supervisor is and the process of
direction and support;

(d) give the new starter a realistic job preview;

(e) give the individual an indicaticn of what the consequences

of good and poor performance will be;
(£) introduce the new starter to other staff;
(g) give new starter a tour of the organisation:
(h) give an overview of the organisation;
(i) impart information on organisation's policies, procedures,
rules, regulations, objectives, etc;
3) develop attitudes;
{k) answer any questions posed by the new staff member.

CHECKLIST ~ SAMPLE

1. Welcome the new emnplovee

When the new employee arrives, go to the reception area and
greet the person cordially. Attempt to put the person at
ease.

2. Show the workplace

A tour of the work area where the new person will be placed.
Briefly describe the group's work.

3. Introduce to co-workers




Tour of organisation

This can be delegated to one of your experienced staff. A
tour of the organisation followed by a tour of the facilities
to be used by the new starter i.e., staff room, cafeteria,
restroom facility and any other facility or area which will
be pertinent to the new person's job.

Personnel Department

Some organisations require a new starter to report to the
Personnel Department first in which case they should then be
escorted to their actual workplace and introduced to the
Supervisocr. If however, the new starter reports to the
workplace first then the supervisor or their nominated
representative should escort the person to the Personnel
Department and introduce the new person tc the staff clerk or
appropriate person.

Explain telephone svystem

If the system 1is guided by a switchboard operator or
receptionist, then take the new person aleng, introduce them
and allow the switch operator to explain the system. This
information especially on how to answer a call or make a call
is essential to them on their first day, without overloading
the individual on the more intricate details that can cone
later.

Innortant induction details

time recording system

start and finish times

who the bosses are and what to call thenm

what their job is

any restrictions applied to -

(a) behaviour

(b) attire

parking facilities

lunch period and breaks i.e. tea

rate of pay, method and time

overtime, if applicable

pay deductions

what to do about errors in pay

probation period, if applicable

job and performance evaluation

reporting of absences

leave entitlements

remind employee to come to you or your nominated
representative if they have any questions or worries

% % o %

A S



Induction is easiest for all concerned on the first day of a new
starter's arrival in the organisation. 211 new starters are
anxious and insecure, at the beginning, changing behaviour (in
minor ways), or establishing correct behavicur is easiest when
you do it first off. By their second day, when the peer groups
have told of the informal life in the organisation, you have
missed the best opportunity to induct correctly.

OVERLOAD

A common problem experienced by supervisors when inducting new
cstarters is to give them too much information on the first day.
Too much information is useless because they will not remember it
all and too little is potentially dangerous, not only in the
safety sense, if that applies, but because too little information
adds to the individuals insecurity and confusion on what is an
anxious day in their life anyway.

Tnformation overload means the person has been given too much

information and detail too gquickly. Try and give only the
essential details the first day and follow up with further
sessions spread over a period of, say, 2 weeks, This has two

main advantages, firstly it stops overload on day one and allows
the person to integrate gradually; secondly, it allows you as the
supervisor to keep in close touch with the new person during the
orientation phase of their employment and to monitor closely the
quality of their induction. This monitoring process allows you
f£o contract with the individual or re-contract if necessary. It
also gives you an ideal opportunity to discuss factors like
effort and achievement versus performance and rewards.

EXPECTATIONS

Many new staff become very disappointed in their first few weeks
or months in a new position. Sometimes these difficulties may
be due to the person's lack of information and preparation or
confusion over to much, teo little or conflicting information
from the people in the workplace. often unpleasant surprises
result from what becomes unrealistic expectations. These
expectations can arise fhrough interviewers inflating the
attractiveness of a job or by applicants themselves who may
overstate their abilities or fall to research the job or the
organisation prior to commencement. New employees may therefore
soon learn that the initial job is not as challenging as they had
expected, that the treatment they are getting is not special
after all and that their ability to affect the organisation is
nowhere near what they had been led to believe. This problem of
inflated expectations can exist for anyone and is part of the
prime reason for an effective induction and orientation
programne.



An individual whoe expections become incensistent with the
realities of a new Jjob is most unlikely to develop an effective
and satisfying interpersonal or work role in the organisation.

THE REALITY SHOCK SYNDROME

The clash between high expectations and frustrating on-the-job
experiences is without doubt an unpleasant and disconcerting
experience for any individual. Such a disparity between initial
job expectations and the hard realities of a job may come as a
real shock to some people.

One particularly powerful cause of "reality shock syndrome" is

the realisation that they must conform. This conforming to
established procedures, practices, rules and regulations of an
organisation may be far in excess of their original ideas. The

socialisation process that all new starters go through involves
aligning the new starter to the organisation's wvalues, norms,
behaviour patterns, dress codes, high sales quotas, performance
standards, communications channels and command structure. To
get ahead in an organisation, or just to fit comfortably within
it, new starters soon discover they must conform to these long
established patterns or norms. New starters may also learn that
their ideas and suggested innovations are actively resisted.
Organisations are slow to respond to change on occasions and new
starters are often impatient with the process of achieving change
or of being ignored altogether. Given these stark realities of
conforming and non-conforming, or Jjobs not being as they were
originally portrayed, it should hardly be surprising that many
newcomers leave their jobs only a few months or years after they
commence.

6 FACTORS WHICH CONTRIBUTE TO REALITY SHOCK SYNDROME

(Extracted from Douglas T. Hall, Careers in Organisations,
Pacific Palisades, Calif. Gocdyear 1976.)

1. Low _initial challenge - Recruiters often overstate the
promise and challenge of the first job in order to attract
the most promising candidates. Most organisations, however,
start new employees on comparatively easy projects and only
gradually increase the difficulty of the projects as the

recruits gain training and experience. Thus, the new
employees' expectations of early Jjob challenge are not
fulfilled.

2. Iow self-actualisation satisfaction - The recruiter may

promise growth and self-fulfillment on the 3job; often
however, the organisation rewards conformity to its customs
and ways of doing things. Recruits who desire more
independence may choose to look for another opportunity soon.



lack of performance appraisal - Most organisations promise
new recruits regular feedback on their performance. Most
managers favour such feedback and believe that performance
appraisal is necessary to motivate and train new employees.
However, many managers perform the appraisal task poorly or
neglect it entirely. Young recruits are left in a state of
confusion about how well they are doing and what they need to
do to improve.

Unrealistically high aspirations - New University Graduates
and MBA's begin work eager to apply the modern skills and
techniques that they have been taught. Many such graduates
believe that +they already have the ability to perform at
managerial levels well above their entry position. In fact,
they are generally unskilled in the practical applications of
the technigues they have learned in school, and their high
aspirations and "classroom theories" are often resented by
others in the organisation: supervisors will generally not
appreciate learning a skill they have been using is outdated.
The fact that others do not rate them guite as highly as they
rate themselves comes as a rude awakening to many young
employees.

Tnability to create challenge - When experienced individuals
are given unchallenging jobs, they can often create challenge
for themselves - by doing the job in & new and better way, or
by asking for additional assignments. Recent graduates,
however, accustomed to having challenging assignments
presented to them, may have little or no experience in
creating challenge on their own; they may therefore accept
dull assignments passively.

Threat to supervisors - Often newcomers fresh out of college
or graduate school bring more technical expertise to a job
than their supervisors possess and may also be entering the
organisation at a much higher salary than the supervisor
initially received. For these reasons, the young recruits
may be regarded as threats, and the relationship bhetween
superiors and the new employees can become somewhat strained.




SUMMARY — THE FQUR STAGES OF ON THE JOB TRAINING

The four states of on the job training are:

1. Preparation
2. Presentation
3. Try out

4. Follow up
STAGE 1

Define the purpose of the training in relation to your learning
outcomes. Breakdown the tasks that the trainee has to learn
into digestable chunks of information.

Prepare yourself and the materials you will need for your
training, with particular attention to stationery items, time of
the training and to the location to where it will be held.

NOTE: Preparation time is not wasted time.
STAGE 2

Put the trainee at ease and create interest.

Demonstrate the task. First at normal speed and then in detail
slowly. Be patient, invite comments, use simple terms, give
clear and complete instructions, and revise if necessary.

STAGE 3

If the trainee feels reasonably confident, let them have to go.
Check their understanding, watch closely, encourage at all times,
explain any mistakes and put trainee to work on their own.

STAGE 4

Check the quality and gquantity of output.
Still encourage questions and answers.
Decrease supervision gradually.

Review your training.

IF YOUR TRAINING IS TO BE AT ALL EFFECTIVE YOU MUST ADEQUATELY
COVER ALL OF THE FOUR DIFFERENT STAGES.



CHECKLIST FOR ON-~THE-JOB INSTRUCTION

HOW TO GET READY TO INSTRUCT

BREAK DOWN THE INSTRUCTIONS

Do the job or reherse the
subject beforehand

DIVIDE INTO STAGES
SELECT THE KEY POINTS

GET EVERYTHING READY AND
PROPERLY ARRANGED

Layout, materials, equipment

STEP 1

STEP 2

STEP 3

STEP 4

HOW TO INSTRUCT

PREPARE

Explain the purpose of the
training. Check current
knowledge level of
trainee.

Set standards to be
reached.

PRESENT
Tell, show, illustrate as
appropriate. tress key

points. Instruct clearly
at a suitable pace. Give
practice examples.

TRY OUT
Review steps and key
points. Check that

trainees have understcod.
Have Jjcb done and correct
errors as they occur.
Answer any guestions.

FOLILOW UP

If any points were not
properly understood follow
up with extra training.
Ensure that trainees are
given the opportunity to
use their new skills.



SAFETY COMMITTEE

ATM

The aim of this session 1s to introduce participants to the
techniques of forming safety committees, their functions and the
general administration associated with committee work.

OBJECTIVES

As a result of this session, participants should be able to:

describe the methods by which health and safety committees
are established;

discuss the makeup of the health and safety committees;

discuss the function of health and safety committees;

. describe the organisation and conduct of meetings.
REFERENCES
WA GOVT Occupational Health Safety and Welfare
. Act 1984 (incorporating the 1987
Amendment)
CCH Occupational Health and Safety Committees

Manual., CCH 1984

VIDEO ARTS "Meetings Bloody Meetings", Video Arts
"More Bloody Meetings", Video Arts



TYPES OF MEETINGS

FORMAL

Notice of meeting given well
in advance, in writing

Written agenda (order of
business} prepared in formal
terms

Has officials - Chairman,
secretary

Rigid procedures often in
accordance with written (even
printed) rules of constitution
difficult to vary

Formal minutes recorded

Matters discussed are usually
of policy or general applic-
ation to the whole organ-
isation

INFORMAL

Advance notice may only be
verbal

Agenda usually in informal
terms; may simply ke a list

Has discussion leader
rather than chairman

Flexible procedures; ref-
erence rarely made to rules
or conventions of dis-
cussion

Record mede simply of itens
discussed, decisions made
and further action

Matters discussed are
usually recent, current,
specific, reviews, problems
emergencies or reports -~ to
do with the day-to-day
running of the organis-
ation or sub-section



AGENDA
. Structured - who is in the chair
Circulated prior to meeting (with any pre-reading)
Weightings and timings indicated

Items should be relevant to meeting

MINUTES

Whose taking them
Sending them out - when!
True record

. All attendees

Don't forget any tabled reports and copies of handouts



DO

WHAT GOOD MEETING LEADERS DO

start and finish on time

DON!'T

Know what you want to say

Have your materials all ready, at hand

Talk the audience's language

Make your presentation simple and to the point

Speak clearly; be confident and enthusiastic

Use visual alds (picture/words)

Listen to other cpinions and encourage people to spezak up
Take a break if the meeting runs much over an hour

Close up on & positive note, and make sure everyone
understands what's been decided

Hog a meeting called to get ideas

Let people drift off on other subjects
Get upset when people disagree with you
Trf to he funny - when you're not

Make fun of anyone

Allow arguments

Let the meeting bog down



10.

11.

12.

13.

14.

15,

l6.

17.

CHAIRPERSON'!S FUNCTIONS

Prepare or organise an agenda.
Ensure that all entitled to receive a notice of the meeting

do so.
Ensure that the notice conforms to the rules.

Open the meeting (after ascertaining that a quorum is
present).

Welcome guest speakers, new mempers/participants and other
visitors.

Ensure the smooth passage of the business before the
meeting.

Ensure that a quorum is present at all times.

Sign minutes as correct when they have been confirmed.
Present any reports for which she/he is responsible.
Introduce guest speakers and arrange votes of thanks.
Ensure the appointment of a Returning Officer in the case
of elections, and invite him/her to declare the result at

the appropriate time.

Ensure that debates are conducted in a correct manner (and
according to the rules). :

Give rulings on Points of Order and other questions of
procedure, with explanations).

Prevent heckling, while being tolerant of reasonable
interjections.

Keep discussion to the topic (and insist that at all times
motions be put to the chalr and that all remarks be
addressed to the chair).

Use discretionary powers in the best interests of the
meeting (e.g. in accepting or refusing to accept procedural
motiens) .

Ensure that all business is properly and fully dealt with
before concluding.



10.

11.

12,

13.

1l4.

15.

le.

17.

18.

19.

20.

send out notices of meeting in advance, to all entitled to
attend. '

Help Chairperson prepare the agenda.
Send out the agenda.

Arrange with Treasurer to prepare financial reports and
accounts for payment.

Ssort out and list inward and outward correspondence.

Fnsure that the minutes of the previous meeting are
complete, correct and legible.

Prepare the meeting room.
Receive apologies from members not attending.

Prepare a file of all relevant papers likely to be required
by the meeting.

Prepare by becoming familiar with the meeting content.

Ensure a copy of the Rules and/or Constitution is available
at the meeting.

Take minutes, separating the unimportant from the
important.

Read correspondence to the meeting.

Remind members of allocated tasks at the end of the
meeting.

Prepare the minutes.
circulate the minutes.
Attend to correspondence.

Keep all correspondence and other records in accessible
files.

Acknowledge letters which can be answered without waiting
for a meeting.

Keep in touch with the President and Treasurer.



RCOLES PEQPLE PLAY IN MEETINGS

GROUP-BLOCKING ROLES

The Agressor

The blocker

The Withdrawer

The recognition

The topic jumper

The Dominator

The Special Interest
Pleader

The playboy

The Self-Confessor

The Devil's Advocate

Criticises and deflates status of others;
disagrees with others aggressively

Stubbornly  disagrees; rejects  others!'
views; cites unrelated personal exper-
iences; returns to topics already resolved

Won't participate; "wood gatherer";
converses privately; self-appointed note-
taker

Boasts; excessive talking; conscious of
their status

Continually changes subject

Tries to take over; assert authority,
manipulate group

Uses group's time to plead their own case

Wastes group's time showing off; story
teller; nonchalant, cynical

Talks irrelevantly about their own feelings
and insights

More devil than advocate



GROUP-BUILDING ROLES

The

The

The

The

The

The

Initiator

Opinion Giver

Elaborator

Clarifier

Tester

Summariser

Suggests new or different ideas @ for
discussion and approaches to problems

States pertinent beliefs about discussion
and others' suggestions

Builds on suggestions of cothers

Gives relevant examples; offers rationales;

probes for meanings and understanding;
restates prcblems

Raises questions to "test out" whether
group is ready to come to a decision

Reviews discussion; pulls it together

GROUP MAINTENANCE ROLES

The

The

The

The

The

tension reliever

Compromiser
Harmoniser
Encourager

Gate-Keeper

Uses humour or calls for Dbreaks at
appropriate times to draw off negative
feelings :

Willing to yield when necessary for
progress

Mediates differences; reconciles points of
view

Praises and supports others; friendly;
encouraging
Keeps communication open; encourages

participation



LISTENING

TEN DETERRENTS TO EFFECTIVE LISTENING

10.

Assuming in advance that the subject is uninteresting and

unimportant

Avoiding technical messages

Getting over-stimulated when questioning or opposing

idea

Listening only for facts, wanting to skip details
Mentally criticising the speaker's delivery
outlining everything

Oover-reacting to certain words and phrases
Permitting the speaker to be inaudible or incompléte
Pretending to be attentive

Withdrawing attention, day-dreaming

an



LISTENING

EIGHT PRINCIPLES OF EFFECTIVE LISTENING

Comprehension
Concentration
Efficlency
Empathy
Experience
Objectivity
Self-Motivation

Selectivity

SIX TECHNIQUES ¥OR LISTENING EFFICIENCY

Anticipating
Between-Lines Listening
Clarifying

Identifying Structure
Mental Summarising

Note-Taking



ANALYSING PERFORMANCE PROBLEMS

AIM

The aim of this session is to provide participants with two
practical methods of improving the performance of individuals and
groups., The session will use R F Mager's Performance Problems
System, D Laird's Periormance Analysis Model, and T Gilbert's
Human Engineering concepts.

OBJECTIVES

As a result of this session participants should be able to:

(a) discuss the techniques for analysing performance;

(b) discuss the environmental and human factors affecting human
performance;

(<) improve the performance of their subordinates.

METHOD

This session consists of a central presentatiocn followed by small
group discussion.

REFERENCES
MAGER R F Analysing Performance Problems, Fearon 1970.
LAIRD D Training & Development Handbook, Addison-Wesley

1984.

GILBERT T Human Competence



DECISION TREE

ANALYSING PERFORMANCE PROBLEMS

[ Discovery of a performance problem |

Yes Do the poor No > Provide training for
performers acquisition of
know how? knowledge and skill.
Yes Do they get No Provide drill sessions
enough practice? 4' (on or off the job) or

chances to perform the
task frequently on the

i jOb.

Yes Can they No Design and install a

measure their ) feedback mechanism.
cwn performance
on the job?

¥

Yes Are there No Add positive contingencies
positive '_} for proper performance and
consequences for remove negative
proper performance? consequences, Temove

positive consequences
¢ for undesired behaviour.
Yes I1s the job de-able? No Simplify the complex jobs
— or enrich the impoverished
jobs.

Yes Does the environment No ‘_Suggest organisation
permit propetr f development. If the
performance? manager accepts, sign a

contract or locate a
consultant who can do so0,
thus launching an 0D
intervention.

The tests made thus far should
have uncovered the cause of the
problem. If they haven't dome so,
recheck the data. TIf the

problem doesn't merit this further
analysis, start at the top of the
chart and invest your energy in
solving another, more critical
performance problem.



E
Environmental
Supports

P

Person's
repertory of
behaviour

A BEHAVIOUR MODEL FOR CREATING INCOMPETENCE

Information

Instrumentation

Motivation

Data

1. Don't let people
know how well
they are
performing.

2. Give people mis-
leading inform-
ation about how

Instruments

1. Design the tocls
of work without
ever consulting
the people who
use them. Keep
the engineers
away from people
who use the

Incentives

1, Make sure that
poor performers
get paid as well
as good ones.

See that good
performance gets
punished in some

l. Leave training
to chance.

2, Put training in
hands of super-
visors who are
not trained
instructotrs.

3. Make training
unnecessarily
difficult.

4. Make training
irrelevant to
the students'
puTposes.

1. Schedule perfor-
mance for times
when people are
not at thelr
sharpest.

Select people
for tasks they
have intrinsic
difficulties in
performing.

Do not provide
response aids
(eg. magnifi-
cation of
difficult visual
stimuli),

well they are tools. way.
performing.

3. Hide from people 3. Don't make use
what 1s expected of non-monetary
of them. incentives.

4, Give people
little or no
guidance about
how to perform
well.

Fnowledge Capacity Motives

1. Design the job so
that it has no
future.

Avold arranging
working condit-—
ions that ewpl-
oyees would find
more pleasant.

Give pep talks
rather than
incentives to
promote perform-
ance in punishing
situations.,




E

Environmental |l.

Supports

P

Person's
repertory of
behaviour

THE BEHAVIOUR ENGINEERING MODEL

Information

Ins trumentation

Motivation

Data

Relevant and
frequent feed-
back about the
adequacy of

Instruments

1. Tools and
materials of
work designed
sclentifically

Incentives

1. Adequate finan-—
cial incentives
made contingent
upon perform-

l. Scientifically
designed train-
ing that matches
the tequirements
of exemplary
performance

3. Placement

1. Flexible
scheduling of
performance to
match peak
capaclty

2. Prosthesis

3, Physical Shaping

4, Adaption

5. Selection

performance to match human ance
factors

2. Descripticns of 2. Non—monetary
what 1s expect-— incentive made
ance of performance available

3. Clear and relev- 3. Career-develop-
ant guides to ment
adequate opportunities
performance

Knowledge Capacity Motives

1, Assignment of
people's motives
to work

2., Recruitment of
people to match
the realities of
the situation




M.B.W.A.

AIM

The aim of this session is to introduce participants to the
concepts of Managing By Walking About and its application to the
safety environment.

OBJECTIVES

As a result of this session, participants should be able to:
. describe the techniques of MBWA;
discuss the benefits of MBWA; and

use MBWA to improve safety performance.

METHOD

This session consists of a short introduction followed by the
film ¢.0.Y.A. and a group discussiocn.

REFERENCES

PETERS T. The Excellent Challenge, Audio Tape Series
No 3 "The Psychology of Small Wins",

RANK FILMS G.O0.Y.A.



- FACTORS IN SUCCESSFUL OCCUPATIONAL SAFETY PROGRAMMES -

Alexander Cohen

A review of relevant research on successful
occupational safety programmes reveals a
number of factors of particular consequence.
Evidence of a strong management commitment to
safety and of frequent, close contacts between
workers, supervisors, and management on safety
matters loom as the two most influential and
dominant factors. Other relevant factors
inciude workforce stability and personnel
practices that promote such stability {i.e.,
well developed selection, Jjob placement, and
advancement procedures}, stringent
housekeeping and  effective environmental
controls, training emphasis on early
indoctrination and follow-up instruction, and
special adaptation of conventional safety
practices to enhance their suitability to the
workplaces in question. Overall, it was
suggested that maximally effective safety
programmes in industry will be dependent on
those practices that can successfully deal
with “people” variables.

What are the critical determinants of a successful industrial
safety programme? Do the safety programmes of companies with
consistently good safety performance reveal any unusual or
distinctive features that may account for their success? A
number of research efforts over the years have sought answers to
these questions, and this paper will review such work. As will
be shown, there are certain commonatities in the findings from
these different studies that can offer insights into effective
safety programming in industry.

Alexander Cohen, Ph.D., s Chief Behavioural and HMotivational
Factors Branch. National Institute for Occupational Safety and
Heajth. Cincinnati, Ohio. This paper was prepared during the
1976-1977 academic year when he served as a visiting scientist te
the Faculty of Industrial and Management Engineering, Technion -
Israel Institute of Technology, Haifa, Israel. It was presented
at the Fourth Annual Ira Symposium held April 13, 1977, at Ramat
Gan, Israel.



- RESEARCH APPROACHES AND RESULTS -

Research  seeking to  isolate factors in  successful
occupational safety programmes has taken three forms. These are:
(1) Opinion polls of company safety officials or other personnel
knowledgeable in Jjob safety; (2) amalysis of safety practices
common to companies having outstanding safety performance; and
{3) comparisons of safety programme practices in companies with
high work injury experience versus those with low injury rates.

Notable studies using each of these approaches are listed in
Table 1, which provides a synopsis of relevant research on the
topic. Tne Main Findings section of this table defines by code
number the more important, outstanding, or discriminable safety
practices bearing on safety programme effectiveness as found in
the reviewed studies. The enumeration of such practices and
their grouping under certain general factor headings (management
committment, hazard control, safety trafning) represent the
author's efforts to organise the findings in a meaningful way.
That liberal interpretations were required in some instances to
fit the results from different studies inte this classification
scheme is readily admitted. The numbers have no rank order or
qualitative significance but merely serve for identification
purposes.  Aspects of those safety practices found to be
particularly significant, and thus worthy of entry in Table 1,
are explained in the discussion of the various studies that
follows.

Opinion polls: The literature includes two studies of this type.
In one, Planek and his colleagues at the National Safety Council
(NSC) (Planek, Driessen. & Vilardo, 1967) had safety officers in
member companies of the industrial conference and selected NSC
staff rate the importance of different occupational safety
practices. Via a mail questionnaire, a total of 78 safety
practices were rated in their importance as were the eight main
programme elements under which they were subsumed. These main
elements were: (1) Top management participation: (2) Middie
management participation: (3) Supervisory participation: (4)
Screening and  training: (5} Engineering, inspection and
maintenance; (6) Recordkeeping: (7) iotivation and education: and
(8) Safety personnel coordination:

Returns received from 100 out of 145 safety officials polled
in this survey gave the highest importance ratings to supervisory
and top management participation in comparisons among the major
programme elements. Three practices reflecting top management
participation were also among the top 10 practices in rated
overall importance. These were: "Top Management setting an
example by behaviour in accordance with safety regulations," "Top
managerment assigning a staff person to coordinate safety on a
full or part-time basis," and "Top ifanagement publishing a policy
expressing management's attitude on safety.”



Three practices related to the major element of screening and
training were also listed in the top 10 practices in importance,
These were: "Training new or transferred employees in safe job
procedure." "“Making safety a part of every new worker's
orientation," and *"Including safety in supervisory training
courses.”

Other practices rated arong the top 10 in importance were
supervisory enforcement of safe job procedures, both middle
management and supervisory personnel setting examples of safe job
behaviours, and safety staff advising management in formulating
safety policies. The results shown in Table 1 for this poll
include only those practices rated among the top 10 in overall
importance. Because of their more general nature, eight of the
coded definitions used in Table 1 were believed sufficient to
encompass these 10 ijtems.

Motivational and educational techniques, as a main programme
element, was rated the Tleast important, with a number of its
underlying practices (e.g., offering prizes to employees 1in
safety contests, departmental incentives to safety performance)
rated in the bottom 10 items in this survey poll.

The findings of a Tater survey by Mobley (1974) supported
some of the poll results of Planek et al. (1967). Mobley
analysed the replies of safety officials and line managers in 43
glass and ceramics plants who were asked to rate the importance
of 60 different factors to accident prevention. The factors
dealt with management support of safety activities and safety
training among others, and, as in Planek's poll, these factors
recejved high importance ratings. Mobley also had the
respondents judge the extent to which these different factors
were descriptive of their own companies and then correlated these
judgements with work injury frequency and severity rates for
these establishments for 1972. These analysis showed increasing
extent scale ratings for top management support and safety
training factors to be associated with decreasing work injury
experience, and  this co-variation  proved  statistically
significant.

The coded results for this study in Table 1 acknowledge
practices presumed to best characterise the aspects of management
commitment and training alluded to in HMobley's poll.



Analysis of practices in companies with outstanding safety
performance: The second approach to identifying factors in
successful safety performance has been to search for similarities
in the safety programme practices of companies that have won
awards or otherwise distinguished themselves for low work injury
experience. A survey of this type was cited in the Accident
Prevention Manual for Industrial Operations published by NSC in
1964. It consisted of querying 54 cowmpany winners of safety
performance awards in different industrial sections of the NSC
about  their programme organisation and activities. The
responding plants had accident frequency rates that were one
fourth the average incidence for all plants in their respective
industrial sections. The results revealed orly a few common
programme practices among the award winners. These were the
active support of management in the programme including
appointment of a full-time safety officer, use of pre-placement
physical examinations, and the inclusion of safety news in plant
publications. Types and functions of safety committees and the
use of contests for promoting safety elicited more variable
responses among the award-winning firms. The results from this
survey in Table 1 include those safety practices or activities
that were common to over 70% of the companies.

By itself, this NSC survey appears to have limited value,
since few details were provided about the nature of any given
practice engaged in by the respondent companies or whether they
thought these practices were responsible for their success in
accident controel.

Using a similar approach, Davis and Stahl (1967) completed a
detailed analysis of the safety programme practices of 12 coal
mining companies that had won awards for their efforts 1in
reducing the number of work-connected injuries. Each company
selected for this sample had at least one mine site with no
lost-time 1injuries for a year or Tonger. Interviews with the
safety officials of these companies gave indications of many
conventicnal safety practices being followed in rather thorough
fashion. Common to most or all of these firms, for example, were
active safety committees, well developed procedures for
investigating and reporting accidents, reguiar updating of safety
rules, reports on real accidents and “"near misses," daily safety
inspections, and extensive training of workers and supervisors in
safe job procedures. Still other factors, however were believed
influential to their safety perforwmance. The safety officials of
these companies acknowledged frequent, daily contacts between
workers and supervisors on safety and other job matters as being
most important to their accident contrel efforts. Top
management's attitude toward safety was also cited as anotner
significant factor; the safety officers in these award-winning
mines had staff status and reported to the persons charged with
overall mine management, that 1is, they were not subordinate to
production personnel.



Evidence of special safety practices was also found in the mining
companies studied. One was a well defined system for dealing
with violators of safety rules, including supportive procedures
to nelp such persons vresolve these behavioural or other
problems. Another was the use of various appeals to workers'
families to enlist their assistance in promoting safe work
habits. Still another was preparing posters to depict work
hazards or safe job procedures exactly rather than depend on
standard signs that only approximated what was desired. These
extra efforts and the aforementioned other actions were
considered by the authors to be revealing evidence of
management's genuine concern in preventing work injuries and in
doing everything possibTe to eliminate Jjob hazards or unsafe
acts. The entries in Table 1 for this study fully account for
the observations cited.

A recent report of safety practices in Tow accident plants
by the Accident Prevention Advisory Unit in Great Britain (1976)
showed the generalisability of Davis and Stahl's findings to
non-mining work establishments. The study sample consisted of 7
plants whose accidents rates for serious injuries were less than
half of the average rates for their respective industries, which
included electronics, 01l refining, metal products, and cement
making. The approach involved on-site visits in which management
personnel, union representatives, and workers were interviewed,
work areas inspected, and accident and medical files examined.
As in the Davis and Stahl study, factors found in common in these
firms were: (1)} A strong management commitment to safety as
reflected by their knowledge of the problems, their conviction
that high safety standards were attainable, and their motivation
to work toward those ends: (2) extensive formal and informal
contacts between workers and management on safety issues: (3) a
respected position and functions for the company safety ofticer;
and (4) well established hazard recognition, safety training, and
other conventional accident prevention practices. Some added
factors found charactaristic of these low accident establishments
were a high level of housekeeping and compliance with regulatory
standards, considerable care in employee vrecruitment and
selection, and comparatively 1less Tlabour turnover and absence.
The entries in Table 1 for this study provide a fair
approximation of the practices identified above.

Tne latest analysis of safety programme practices in
award-winning companies was undertaken by the National Institute
for Occupational Safety and Health (NIOSH) in 1976 (Cleveland,
Cohen, Smith, & Cohen, 1in preparation)., This work was a
supplement to a main study that used yet another approach in
defining aspects of successful safety programmes. The resuits
from this research, although shown separately in Table 1, are
summarised in the context of the total NIOSH project, which is
discussed in the following section.



Safety progranme practices in companies with high vs Tow
work injury rates. Examining companies with outstanding safety
records to uncover practices or other factors related to
successful safety performance suffers from the absence of control
data on the practices or conditions of companies with average or
poor safety records. Without the Tlatter, one cannot gauge
whether factors shared by most or all of the award winners are
truly distinctive and 1in what way. A third approach takes
account of this deficiency. It involves comparisons of safety
programme practices and related factors in pairs of companies
where the members of each pair differ greatly in accident
experience but are matched on other variables such as type of
industry, company size, and geographic area.

Two studies have employed this plan in attempting to define
factors responsible for differential safety performance. In the
first investigation, Shafai-Sahrat (1971) studied 11 pairs of
companies representing 11 different manufacturing industries in
the state of Michigan. The companies comprising each pair were
approximately equal in size and engaged in similar work but
differed by 3 to 1 in accident frequency rates for 1969. The
research procedure involved structured interviews with company
management and walk-through surveys of the work areas. The focus
of the evaluation was on aspects of management's concern for
plant safety, make-up of the workforce, safety prometions, safety
features of production machinery, physical workplace conditions,
existence of safety committees, and the nature of safety rules.

Comparisons between the paired high and low accident firms in
this study confirmed certain observations from the studies
previously mentioned. Regarding top management's interest 1in
safety, Shafai-Sahrai found plant managers of the low accident
plants more inclined to conduct personal safety audits, include
safety figures on agendas of company meetings, and otherwise
actively participate in the implementation of safety plants. A
smaller span of supervision (fewer workers per foreman) was also
found in the low accident plants. This could afford greater
frequency of contacts between individual workers and their
supervisors, which was previously noted as a major factor in the
safety performance of the award-winning mining companies (Davis &
Stahl, 1957), and observed again in the British study of low
accident establishments (1976)}. As in the British investigation,
Shafaj-Sahrai also found cleaner work places and better lighting,
ventilation, and noise control in the plants with low accident
records.
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Other factors associated more with Jow than high accident
companies in Shafai-Sahrai's results were: (1} More complete
accident recordkeeping systems; (2) greater avajlability of
company recreational programmes and facilities; (3) a greater
number of married, older workers with greater lengths of job
service; and (4) more and better safety devices on operating
machinery. Existence of safety committees, quantity and quality
of work safety rules, age of company, and production machinery
did not prove to be differential factors in comparing the high
and low accident companies. Table 1 takes into account only
those practices that gave discriminating results between the
paired high and low accident companies in Shafai-Sahrai's study.

A NIOSH project, begun in 1974, sought to verify and expand
upon the work of Shafai-Sahrai (Cleveland et al, in preparation;
Cohen, Smith & Cohen, 1975; Smith, Cohen, Cohen & Cleveland.
1975). In the first phase, questionnaire returns were analysed
from 42 pairs of companies in Wisconsin {Cohen et al, 1975). The
members of each pair were matched in industrial operation,
workforce size, and geographic sector within the state but
differed by at least 2 to 1 in work injury incidence as reported
for 1972 and 1973. The questionnaire inquired into aspects of
management interest in safety, safety motivation, training,
hazard control, accident investigation and  reporting,
inspections, and workforce characteristics.

In a second phase, on-site discussions were held with
management and worker representatives in seven pairs of companies
responding to the mail questionnaire in phase 1 (Smith et al,
1976). These site visits were intended to clarify answers to the
questionnaire items and gain added information on related
management practices. Walk-through surveys were also made of the
work areas to gather first-hand observations of plant
conditions. The last phase of the NIOSH project invoived
supplemental data being collected by the same questionnaire and
site visit methods at five US plants recognised as having the
best ongoing no lost-time injury records (Cleveland et al., in
preparation). At the time of this supplemental study, the five
plants had logged from 17 to 60 million man-hours of work witnout
a disabling Tost-time injury.

The NIOSH data proved consistent with many of
Shafai-Sahrai's results and further corroborated some findings
from the studies using other approaches already cited in this
review. Specifically, the NIOSH project found the following
factors to be more evident in the low accident companies than in
their high accident partners, and to be particularly prominent in
the record-holding establishments:

1. Greater management concern and involvement in safety matters
exist, as reflected by the rank and stature of the company
safety officer, regular inclusion of safety issues in plant
meeting agenda, and personal inspections of work areas by a
top plant official, in some instances on a near daily basis.



2. There are more open, informal communications between workers
and management and frequent everyday contacts between
workers and supervisors on both safety and other job
matters.

3. There are tidier work areas with more orderly plant
operations, better ventilation and lighting, and Tower noise
levels.

4. The workforce has more older, married workers with Tlonger
job service and Tess absenteeism and turnover.

5. There 1is more regard for the use and effectiveness of
measures other than  suspensions and dismissals 1in
disciplining violators of safety rules, eg. provisions for
personal counseling in such matters.

6. There is greater availability of recreational facilities for
worker use during off-job hours.

7. Greater efforts are made to invelve worker families 1in
campaigns for promoting safety consciousness both on and off
the job.

8. There are well defined selection, placement, and job
advancement procedures with opportunities for training in
developing new skills.

A1l of the aforementioned practices found to be more
characteristic of low accident companies than their high accident
partners are duly noted in Table 1.

Somewhat greater interest in safety inspections and safety
training activities were displayed in the low accident companies
than in their high accident cohorts, but the techniques in use
for both sets of companies were informal and not systematically
undertaken,

Well established and functioning safety committees and
sophisticated accident investigation and reporting schemes were
found in the record-holding firms, but these did not prove to be
differentiating factors between the high and low accident
companies in the larger NIOSH study sample where such activities
were carried on in Tess elaborate fashion. Interestingly, the
Jow accident companies and record-holding plants attached little
importance to prizes and contests for motivating job safety. A
number of high accident plants appeared to be preoccupied with
these ideas. The high accident plants also tended to stress
engineering approaches for controlling hazards in operating
machinery and work processes. This may have been a reaction to
their greater problems in this area due to the many new federal
regulations requiring such physical control measures
(Occupational Safety and Health Standards, 1974).



- DISCUSSION -

Despite differences in approach, certain factors repeatediy
emerge 1in the course of this review, emphasising their strong
connection with successful safety performance. Some seem more
independent, controlling factors, others more interdependent and
supportive ones. This will be discussed in greater detail in the
following sections.

Management commitment. Management commitment to safety, that is,
its overt concern and support for safety activities, represents a
dominant factor in successful safety experience in industry. As
shown in Table 1, frequent and varied expressions of this factor
occur in almost all of the cited studies, regardless of the
approach used. The importance and respect for the safety
officer's position on staff, the personal involvement of top
management officials in everyday safety activities, the regular
inclusion of safety in plant operational decisions are all
jndicative of management's genuine interest in accident
prevention.  Perhaps most exemplary in this regard was top
management's attitude in several record-holding plants included
in the NIOSH study, presumably representing the most successful
of all safety programmes (Cleveland et al, in preparation).
Interviews with top management in these firms suggested that they
placed the same emphasis on safety as on the quality and quantity
of their production and sales.

It has long been maintained that management commitment may
be a significant determinant to an effective safety programme.
The collective evidence presented here of actions marking that
commitment and of its association with better or outstanding
safety records gives added meaning to this factor.

Existence of strong management commitment to safety is
probably responsible for other factors shown to be Tlinked with
successful safety performance. Indeed, one cannot envision high
levels of housekeeping, well designed plant operations, good
environmental qualities, and concerted safety activities of all
types without strong and continuing management support.

Management/supervisor/worker interactions.  Frequent, informal
visits by top management officials to work areas and daily
contacts between supervisors and line workers were found to be
another characteristic of companies with outstanding safety
records or Tow work injury rates. The apparent value of such
contacts is seen in observations and analyses reported by Davis
and Stahl (1967), the Accident Prevention Unit (1976), and NIOSH
(Cleveland et al., in preparation; Smith et al., 1975). These
visits provided increased opportunities for early recognition of
workplace hazards or improper Jjob practices that could lead to
corrective actions. They fostered closer ties between workers,
supervisors, and management so that individual worker problems on
safety or other aspects of work performance could be more easily
handied. In addition, they allowed for a freer exchange of ideas
on work place and Jjob improvements, inctuding refinements in
hazard control and safety procedures. This supplemented the
safety committee's function which provided still other
opportunities for workers to participate in matters affecting
their job safety.



By comparison, management contacts with workers in plants
with poorer safety records were more formal and infrequent.
Moreover, safety committee meetings seemed to offer the only
means for management to hear about worker views or problems
regarding job safety in these establishments.

These results suggest that more attention be given to
increasing communication between workers, supervisors, and
management officials for meeting improved safety as well as other
needs. The value of two-way communications for such purposes
seems apparent.

Workforce stability and industrial relatiens. The workforces in
the companies with better safety performance had a number of
cheracteristics that could have a positive influence on their
safety record. There was less employee turnover, which would
mean ltess risk of job accidents due to new worker inexperience.
A grester core of married, older workers with longer job service
was also found in these firms. The presence of such persons
could infuse the total workforce with more mature and responsible
attitudes about fellowing safe job procedures. These more stable
attributes of the workforces in companies with better safety
performance were undoubtedly aided by their industrial relations
efforts showing more comprehensive personnel selection and
development practices and employee support services. Evidently,
management was concerned not only for the well being of its
employees but also for their becoming more productive workers and
gaining a rewarding job experience.

Housekeeping and environmental control. Better housekeeping,
more orderly plant operations, and more adequate environmental
qualities were expected 1in companies with successful safety
experience. What is not so obvious is whether these conditions
can alsc motivate safe worker behaviour or instill greater safety
consciousness. At Teast one safety expert holds the view that
since hazards cannot be eliminated completely, there may be a
tendency for persons to lower their defense and operate more
carelessly when no danger seems apparent (Jones, 1973).

Training. The essential training feature din effective safety
programs appears to be early indoctrination of new workers in
safe job procedures with follow-up instruction to reinforce such
measures. This 1literature review found these practices to be
most frequently associated with successful safety performance.
The availability of varied instructional technigues and specialty
courses were less notable considerations.

Conventional safety practices. Many commonly prescribed safety
practices relating to safety committees, safety rules, accident
investigation and reporting, and safety promotion were evident in
companies with good safety performance as well as in those with
poorer safety records. These factors therefore are not
differentiating ones. Closer examination, however, showed that
some of these activities in the more successful companies
included special or added features. For example, their safety
promotions were more personalized (including appeals to worker
families) and tailored in other ways to increase their relevance
and significance to accident prevention efforts.



There accident investigations also included non-injury mishaps
and near-miss events as a means of obtaining more information
about potential workplace hazards. One must remember too that,
when accompanied by & strong management commitment to safety,
open communications between workers and management, and other
positive factors alluded to in this discussion, even common
safety practices would take on more significance with
correspondingly greater results.

Overall, this review would suggest that the more
distinguishable elements of successful safety performance rest
largely on psychological or human factor considerations.
Management commitment, aspects of interpersonal communications
and interaction, early safety indoctrination and follow-up
training, workforce stability, and personnel development and
support programaes all fall in the psychological domain. While
not belittTing the importance of engineering approaches to
accident prevention, the evidence here would argue for increased
emphasis on non-engineering measures. The results of one survey
have in fact shown the limitations of dependence on engineering
controls and related enforcement measures to bring industrial
injury rates down to acceptable Tevels (Jones, 1973). The survey
results suggested that, for maximum effectiveness, safety
programmes should concentrate more on those practices that can
successfully deal with "people" variables.

Several other summary observations should be made before
closing this discussion. While seeking out factors and specific
practices of consequence to successful safety programmes, the
data evaluated here can supply no blueprint for the make-up of
such programmes. It discloses instead some core ideas and
examples of related practices that, on an empirical basis, seem
able to improve safety programme effectiveness.

Also, the emergent factors and practices shown to bDe
especially important to successful safety programmes 1in this
review offer no revelations. Rather, they touch on fundamental
principies found in the wmanagement and industrial relations
literature that apply equally to other aspects of company
performance such as production output and product quality
(Petersen, 1973, 1973). A management that shows active
leadership in company operations and engages in practices
enabling close coordination and effective development and contro!
of its resources, both personnel and material, lays the
foundation for positive results in safety as well as
productivity.

- SUMMARY -

This review has summarised research seeking to identify
distinguishing characteristics of successful safety programmes
and safety performance in industry. Several such factors were
found based on analysing the results from studies using a variety
of approaches. These include:

1.  Strong management commitment to safety as defined by various
actions reflecting management's support and involvement in
safety activities.



2. Close contact and interaction between workers, supervisors,
and management enabling open communications on safety as
weli as other job-related matters.

3. A workforce subject to less turnover, including a large core
of married, older workers with significant Tlengths of
service in their jobs.

4. A high level of housekeeping, orderly workplace conditions,
and effective environmental quality control.

5. Well developed selection, Jjob placement, and advancement
procedures plus other employee support services.

6. Training practices emphasising early indoctrination and
follow-up instruction in job safety procedures.

7. fyidence of added features of variations in conventional
safety practices serving to enhance their effectiveness.

Management commitment to safety was believed a major, controlling
influence in attaining success in industrial accident prevent1on
efforts. Open communication between workers, supervisors, and
management was also considered of great significance. Overall,

the nature of these distinguishing factors suggested that
maximally effective safety programmes in industry will be
dependent on practices that can successfully deal with "people"

variables.
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