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HOW WOULD YOUR PEOPLE ANSWER? Nw(] DR MARC N
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When | make a mistake at work, | tell my team
leader so we can learn from it

Errors are useful for improving the work
processes

My managers frequently ask us what makes it
difficult to follow the rules and procedures

My managers are honestly interested in
what’s behind non-compliance

My managers welcome when people admit
non-conformance
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100 YEARS OF SAFETY

1910s onwards

e Taylor and
proceduralisation

1980s onwards

e Normal
accidents and
high reliability
organisations

1920s onwards

e Accident
Proneness

1990s onwards

* Swiss cheese
and safety
management
systems

1930s onwards

¢ Heinrich and

Behavioral safety

2000s onwards

e Safety Culture

1940s onwards

¢ Human factors
and cognitive
systems

2010s onwards

e HOP, Safety 2,
Resilience
Engineering

Based on: Dekker (2019), Foundations of Safety Science: A Century of Understanding Accidents and Disasters
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1950-1970s onwards

e System safety

2020s onwards

e Learning from
Normal Work

e Restorative
Justice

e Al in Safety
A8 )




LEARNING FROM INCIDENTS:

IMPORTANT BUT LIMITING
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Few learning opportunities
Lagging indicators are not helpful

Focusing on unsafe behaviors is no longer
sufficient to further reduce risk

Frustrating repeat accidents
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Accidents

* Only a very small percentage of all activities result in an undesired event.

* Does it mean that all other work was executed flawlessly?

* If not, could we learn about the issues and challenges that could, but did not, result in an
accident?



THINGS GO WRONG FOR THE VERY SAME REASONS N\/] BRMARCIN

THAT THINGS GO RIGHT

SOMETHING WENT WRONG _} Incident

NOTHING WENT WRONG

EuroControl, “Systems Thinking for Safety: Ten Principles A White Paper. Moving towards Safety-Il,” 2014.



WHAT IS (LEARNING FROM) NORMAL WORK? Ry NAZARUK
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‘Normal work’ is about how people adapt to changing
conditions and challenges as part of their job.

For example, using a crane to lift a load. Every time an
operator does it, there may be something different about
the situation, for example:

e Less time available than planned
Additional people in the area

e One person being off work

e Correct tools not available, e.g. lifting slings

Adapting to overcome the various challenges is part of
what needs to be done. It’s ‘normal work’.
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International
Afsggl)g%tion
of Oil&Gas
Producers 642

FLIGHT SAFETY FOUNDATION WHITE PAPER

Learning From All Operations:
Expanding the Field of Vision
Learning from normal work to Improve Aviation Safety

ASSP GM-Z10.100-2024

Guidance and Implementation Manual for
ANSI/ASSP Z10.0-2019 Occupational Health

& SAFEMODE

Strengthening syncrgies between Aviation and Maritime
in the area of Human Factors towards achieving more
efficient and resifient MODES of transportation.

Safety Management Systems

A Guidance and Implementation Manual prepared by ASSP.

Towards a Safety
Learning Culture for the

AMERICAN SOCIETY OF Shipping Industry
SAFETY PROFESSIONALS A W hite Paper
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Procedure
walk-through
Pre-, Post-job Form-based Procedure i
briefings WTTT walk-through Cross-

departmental
Learning Team

Quick, less insight

Structured, more insight

Conversation Conversational Integration Learning Teams
WTTT with Risk

Assessment
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— Every time a task is performed, there is a
possibility of human error.

— This probability of error may be higher
or lower depending on the so-called
Error Traps.

— An error trap is any condition that makes
it more likely that people will make
mistakes when carrying out their work.
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ACCIDENT CAUSATION Ny Az AR

TRADITIONAL

Unsafe behaviour is the
symptom of things which are
difficult to see.

4

Unsafe behaviour is
the cause of events.

4

Focus on People Focus on Error Traps

4 4

Behaviour Correction Learning from Normal Work




SOURCE OF BEHAVIOURS Ny WAz AR UK

T
Adaptations to operational constrains.

x 5 Organisational factors which create
°*" constraints.

A Operational dilemmas. NOT VISIBLE TO
LEADERS

A difference between how work is
imagined and how it is done.

w  Workers’ understanding of the context
~A2 —why it makes sense. -




ASSUMPTIONS

FOCUS

IMPROVEMENTS

Unsafe behaviour is the root
cause of accidents.

Safe / unsafe behavior as per

agreed standard.

Mainly feedback through
conversations.

VS
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Unsafe behavior is a symptom of
how the work is arranged.

Unsafe behaviors are often
adaptations to overcome
conditions that make completing
the task difficult or impossible.

Things that make safe / efficient
execution of work difficult.

Conditions that make it difficult to
do the right thing.
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«Because not all areas are designed for climbing. Some areas have only clear sky above, no
structure. Other areas lack appropriate attachment points in the vicinity of the workspace. »

«Not always easy to know what can sustain 1000kgs of point-pressure. It is often challenging to find
attachment points which suit the operation. Knowledge and available aids are poorly explained to

stafr. »
«Lack of knowledge, lack of good attachment points, tight spaces and difficult access. »
«Difficult to secure materials at height, as it is not shaped for securing. »

«Attaching tools, tricky to get the job done with the protocols for securing / attaching. Leads to poor
access with the safety harness mounted. Some vehicles are not designed appropriately for attaching

and securing. »

Report by Behaviorl_ab



UNSAFE ACTS...

Failing to
follow Lock
Out Tag Out

Not wearing
PPE

Distraction

Improper
body posture

OR ADAPTATIONS TO CONSTRAINTS?

Following LOTO process takes 40-60 minutes. The equipment can
be disconnected from electricity by removing a power plug in
1min. Remote location. No other people around. Backlog.

Gloves slightly too tight exerting constant pressure
on fingers leading to discomfort and pain.

Other process cannot continue without their
input.

Ergonomics training was 5 years ago,
no refresher. No handles, awkward
shape.

NS
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AVOIDING THE WHY QUESTION -
PRACTICE

After making a mistake, imagine your boss asking you these questions:
1. Why did you do this?
2. Tell me what happened?

Which question made you feel more at ease?

Which question made you feel you have to explain or defend yourself?
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HOW TO TALK SO EMPLOYEES

WILL OPEN UP

Unspoken belief:

Unspoken belief: | know better
They know better

* “l noticed you used a wrong tool + “Help me to understand your task”

* “Did you follow the procedure?” « “What makes this job difficult?”
* “Why did you make this mistake?” * “How would you improve this process?”




NEW CONVERSATIONS Ny/] BRMARCIN
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What is getting in a way of completing this task safely and efficiently?
What makes this job difficult?

What do you need to be set up for success?

What do you need to complete this work safely and efficiently?
What is the advantage of doing it this way?

Tell me about situations when you need to deviate from procedures / processes to complete the

job.
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Preventive Maintenance Lathe Preventive maintenance to lathe machines has to be performed monthly using the protocol and checklist created for this process.
Machine

Steps (According to the person What might go wrong? (According to the What error traps increase the What error traps increase the likelihood of error? What makes a Photo
doing the job) likelihood of error? What person doing the job) Does this step match mistake more likely? What makes the step more difficult to

reality? Are there steps, which are done that are not included in the perform? (According to the person doing the job)

procedure?

WA L K 1. "Review Qil, Grease and The operator may misread the levels, leading to the equipment The display does not clearly show what the correct level of oil is.
Refrigerant Liquid Levels, in overheating.

Hydraulic and Lubrication Unit of Procedure does not explain what the minimum oil level is.

Spindle and Magazine, Benches
THROUGH Eit

I A L K 2. "Change the Air Filter of the The Air Filter may not need to be changed. Potential waste of time asthe = The procedure requires to change the filter. The real instruction
Electrical Cabinet" life time for air filters is longer than one month. Increased cost due to should be “Change the filter if you find X, Y, Z characteristics.”
higher number of filters used.

L]
I H RO U G H 3. "Check machine air pressure is =~ Too much pressure may lead to equipment damage. The pressure units on the machine (MP) are different to pressure

85 PSI“ units used in the procedure (PSI). This may confuse the operators.

EXAMPLE

4. "Level oil lubrication guides. Equipment damage due to incorrect lubrication The instruction is not clear. Specifically, what to check and how
Use DTE24 oil or equivalent." much lubricant is correct for the equipment.

The container for the lubricant has white marks. However, it's not
clear if these indicate the maximum or minimum level of lubricant
required.

5. "Check load of Waste of time if = Waste of time if the operator tries to find this accumulator. If something linstruction includes steps for old equipment. This component is no
the operator tries to find this is not obvious next time while performing another task, operator may longer part of the equipment, and need to be updated.

Instruction includes steps for old  presume that procedure is incorrect, and skip the step.

equipment. This component is

hydraulic accumulator"

Opportunities to improve?

Update the procedure based on the specification for the new equipment
Upgrade the oil and lubricant containers to indicate minimum / maximum levels
D R M A R C | N The maintenance personnel to conduct a WTTT with the equipment operators and the maintenance supervisor to ensure that he instructions are clear and up to date
\ T N A Z A R U K Standardize measurements system and displays to they can indicate the correct level of liquid and pressure.
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Works-as-Done Corrective Action

Work-as-Imagined Organizational

Factors
Lifting a 7-ton spool Wired crane control Design of crane, crane  Installed a remote
with a standard 10-ton  restricting operator controls and the liting  control, directional
overhead crane visibility and requiringa  process indicators and removed
spotter directing spotter from lift zone
movement
Potential severity of the  Likelihood of the Potential severity of the  Likelihood of the
undesired outcome undesired outcome undesired outcome undesired outcome
BEFORE learning BEFORE learning AFTER learningteam  AFTER learning team
team team
Life changing injury Medium Potential for injury eliminated

37% reduction in injuries
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14-Day E-mail Course:
* Key Concepts
 Real Examples

* Implementation Guidance

www.learningfromnormalwork.com
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www.learningfromnormalwork.com
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