	Supervision
	Supervisors didn’t proactively engage with workers to understand error traps, what makes the work difficult and non-conformances

Over last 6 months there wasn’t evidence that supervisor displayed a range of people skills, built trust, promoted speak up, promptly addressed issues raised by workforce, spent time on the shop floor to understand how the work is really done. 

The supervisor didn’t provide adequate job instructions and feedback.

The supervisors didn’t consistently communicate that safety is most important
	Supervisors’ roles and responsibilities weren’t clearly defined and understood.

Competence standards weren’t in place for supervisory roles including:
· Technical skills relevant to the process and plant
· Non-technical skills (e.g. leadership, managing poor performance, communicating effectively)
· Management of organisational performance influencing factors within their control (competence assurance, workload, staffing levels, shift work, fatigue etc.)

Clearly defined arrangements weren’t in place for the supervision of contractors

Arrangements weren’t in place to manage supervisor workload and hours of work to an acceptable level.

There wasn’t evidence of active monitoring / evaluation of the performance of supervisors 

Recruitment / Selection and promotion requirements didn’t take into account a range of technical and people skills.

	Team members

Supervisors

Supervisor’s line manager

HR person responsible for recruitment, selection, promotion, 

Site manager
	Review competence standards for supervisory roles

Review documentation relating to defined roles and responsibilities of supervisors

Review performance appraisal documents


	













	Operating under changed conditions and Management of Change
	There were similar parts, buttons, valves, levers, gauges etc. that could be easily mixed up and confused with others

Parts of this task changed recently?

This task was performed in an old way

Parts of the task were different from usual routine?

A new tool was confused with the previous version?

Parts of this process were as expected, e.g. valve opens to the left whereas all other valves open to the right

It was a new situation that required improvising or trouble shooting
	· Changes of responsibility without adequate arrangements to ensure capability or competence
· Reduction in supervision
· Team-working deficiencies
· Conflicting priorities
· Loss of key skills or knowledge
· Lack of clarity about important functions and responsibilities
· Change of priority away from related tasks
· Reduction in available resources for maintenance
· Inadequate staffing for handling upsets, crises, or peak workloads

	Individuals affected by organisational change (either those affected by past changes / or to be affected by proposed change)

Individuals responsible for the management of organisational change
	The management of change policy / procedure the management of change risk assessment records of previously managed organisational changes
documentation which has been modified as a result of organisational change (both previous and current versions)
	


	Communication and safety critical information
	Team members didn’t know they supposed to communicate with each other

Team members weren’t in the working area and couldn’t see or hear each other.

Team members did not have common understanding of how to communicate with hand signals.

For safety critical information, e.g. valve numbers operators did not use 3-way communication and phonetic alphabet.

There was no protocol for radio communication in use.

For activities spanning across shifts, there was no written and verbal handover in place. 

Language was a barrier

Workers didn’t receive key information from others they depend on, e.g. engineers, planners, safety, customers etc. 

	Communication techniques weren’t included in the competency system, systematically trained and evaluated

There wasn’t a handover procedure and process in place. 

Safety-critical information which needs to be communicated was clearly defined

There were no arrangements in place to monitor, audit and review the transfer of safety-critical information
	Operators and other people they communicated with

Supervisor

Competency manager
	Review handover procedure, and handover notes. 

If radios are used, review if there is a protocol in place and if it was used
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Scope

This guide has been developed to be used in conjunction with IOGP Report 452 -
Shaping safety culture through leadership. This report is designed to support senior
and/or middle management and supervisors in applying the Safety Leadership
Characteristics described in Report 452 and creating a workplace culture that
values safety.
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Forewora

Knowledge doesn’t stand still. IOGP published Report 452 - Shaping safety culture through safety
leadership in October 2013, but in the years since then, our industry has gained a huge amount of
experience and insight into how workplace cultures are formed. This document aims to make that
insight and experience available to you.

We know, for instance, that rules alone don’t drive behaviour, and that even the best trained,
most diligent, and well-motivated people can make mistakes. All of us thrive when we work in an
environment we can trust, with tasks and systems that are designed to reduce the potential for
error. This is enabled by the culture of the organisation.

For an organisation to be successful, leaders work to shape the culture by the priorities that they
set and their engagement with the workforce. We hope that, with this guide, leaders can develop
ideas for practical action to shape the culture and success of their organisation.

If you're reading this, the chances are you are already a good leader. How do we know? Because you
want to learn, and that's why you're here.

This guide has been developed to provide leaders across an organisation, senior leaders, mid-level
managers and frontline supervisors, with advice to be more effective in their role as Leaders in
Safety. Much of what we talk about is the style of leadership you adopt, but we will also touch on
some new approaches that will help. We hope that, whatever level of influence you have in your
organisation, some of the tips in this document will help you become a great safety leader.
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Structure of the document

The document is based on this simple model:

Safety culture

Accountability
Communication
Collaboration
Feedback and
recognition
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Understand how systems and conditions cause accidents
Understand people are a resource, not a problem

Balance process and personal safety

e Section 1 - Safety culture describes what safety culture is and how your leadership shapes it.

e Section 2 - Underpinning knowledge describes some fundamental things you should know
about how incidents happen, the role of people and the necessity of balancing high-frequency
occupational safety with the rare but potentially catastrophic process safety events.

e Section 3 - Leadership characteristics discusses the visible traits, behaviours, and actions a
leader displays to the organisation, and how to develop them.
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Throughout the document we will use a number of icons:

Translate Jargon

This icon will show when there is a commonly used term or
jargon that describes what is being talked about in the text.
You don’t need to remember it, but it may help you if you hear
people using the term.

Worked example

Case studies that demonstrate whats being discussed.

Key points

Brings out a small number of key points that will be
particularly useful to you in this section.

452

says...

452 Says...

Reminders of key points from Report 452 - Shaping safety
culture through safety leadership.

Start here

It doesn’t matter where you start, just start. This icon shows
one impactful thing that you can do to make a difference, for
each leadership characteristic.

@O W e ®© ®

Ask the expert

Includes insights from industy recognised experts in the topic.
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1. Safety Leadership: get the culture
you want

There have been many attempts to define organisational culture; Report 452, using Deal and
Kennedy's' popular definition, defines culture as “the way things get done around here”.

Report 452 goes on to tell us that culture is a “"complex process, which is influenced by a number
of factors”. It's true that the culture of any organisation is a complex and unpredictable mixture
of leadership, employee involvement and motivation, workforce and national values, beliefs,
assumptions, business pressures, and practices, to name a few.

This might give us the impression that culture is an immovable object, something which is the
outcome of so many complex variables that it's almost impossible to influence. However, research
has revealed that leadership has an especially high influence on workplace cultures.”

This means that how we lead has a significant impact, and potential to give us the culture that we
want. Unfortunately, it also means that some of the things we do as leaders can unwittingly lead to a
culture that we don’t want. In other words, we get the culture we deserve.

452 ...that a strong Safety Culture consists of:

says...

e Aninformed culture - the organisation collects and analyses relevant data to
stay informed of its safety performance.

e Areporting culture - people are confident they can report safety concerns
without fear of blame.

e Alearning culture - the organisation learns from its mistakes and makes
changes to unsafe conditions.

¢ A flexible culture - the organisation is able to reconfigure the chain of
command if faced by a dynamic and demanding task environment.

e A just culture - people understand the boundary between behaviours
considered acceptable and unacceptable. Unacceptable behaviours are dealt
with in a consistent, just and fair manner.

Safety Leadership: How leaders support and influence people to enable strong organisational safety.
Leadership is not about the attributes of individuals; it is about their actions.

! Deal TE and Kennedy AA. Corporate Cultures: The Rites and Rituals of Corporate Life. Reading, MA: Addison-Wesley, 1982.

| 9
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Scenario: The leadership meeting

It's the monthly leadership
team meeting, and all the
heads of department are

gathered around the table.

(o) (05 ] [ ) o oo

The vice-president is there, '
as are managers from
operations, finance, maintenance, wells, engineering, contractor management,
HSE, and projects. The VP is looking at some graphs, shaking his head and
frowning.

“We have to do something about our safety culture,” he says. “It seems like our
people are taking risks, making mistakes, and simply not doing what they are
supposed to. We have to do something before we have a bad accident. What on
earth can we do?”

There is silence. At the end of the table the engineering manager cautiously
raises her hand.

“I'wonder,” she says, “if it's something we are doing?”

That's a very good question...

How do you want things to get done in your organisation? We can't read your mind, but you might want:
e People to feel accountable for their role, and be motivated to fulfil it to the best of their ability
e People to be open about little problems, and take ownership to fix them before they worsen
e People to be eager to learn from good practice, near-misses and incidents from anywhere

We also expect that the culture you don’t want is one where people are:
e Unwilling to speak up about problems
e Demotivated and disenchanted

e Unwilling to learn

Applying and modelling the seven safety characteristics can give you the safety culture you and your
organisation want.

Finally, remember that while the examples in this document are often focused on middle levels of
leadership, the advice is relevant to all levels in the hierarchy. Senior leadership or board members,
even though they may be more distant from operational issues, have a significant effect on the
safety culture of an organisation.”

Remember:

e Leaders are in the best position to positively influence their organisation’s
safety culture.

e Understanding the foundations’ of the safety culture model is essential

e The pillars above show characteristics to adopt and model

| 10
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..that there are 7 leadership characteristics that can influence
452
says... Safety Culture

Credibility - what leaders say is consistent with what they do
Action orientation - leaders act to address unsafe conditions.
Vision - leaders paint a picture for safety excellence within the organisation.

Accountability - leaders ensure employees take accountability for safety-
critical activities.

Communication - the way leaders communicate about safety creates and
maintains the Safety Culture of the organisation.

Collaboration - leaders who encourage active employee participation in
resolving safety issues promote employee ownership of those issues.

Feedback and recognition - recognition that is soon, certain and positive
encourages safe behaviour.

Who says what's ‘good” or ‘bad’ in leadership?

Good and bad can often be very subjective, but there has been a great deal of
research over the years into which leadership practices are effective, and which
have unintended consequences. For example, Flin and Yule* note three different
styles of leadership:

Transactional: seek to have compliance from followers, set goals, get
agreement on what is to be accomplished, monitor performance, and
administer reinforcement

Transformational: provide followers with a sense of purpose, shared
goals, mutual understanding, and a bright future, questioning traditional
assumptions, and encouraging others to approach problems from many
different angles. Transformational leaders take into account the level of
maturity, capabilities, and needs of people as unique individuals.

‘Laissez-faire": no active leadership effort

Whilst transactional leadership is a readily recognisable approach in the oil and
gas industry, Flyn and Yule's research shows how transformational approaches of
motivating, coaching and rewarding behaviour, have supported rule compliance
and ‘'speak-up’ about safety by employees.

The third approach ('laissez faire’) is not advisable in a major hazard industry like ours.

4 Flin R and Yule S. "Leadership for Safety: Industrial Experience”. Quality and Safety in Health Care 13 (Supp. 2). p. 1145-1151.

| 11
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2. Underpinning knowledge

Understand how systems and conditions cause accidents

We often hear statistics like "80% of accidents are caused by human action”? in newspapers,
presentations, and training courses. It makes us think that incidents are caused by people, but is
that true? What causes people to do what they do?

When we look at the detail of these incidents we find that there are many contributing factors in
the workplace. Problematic tasks, unclear procedures, difficult equipment, workload, resourcing,
and training - these difficulties often lead to mistakes and workarounds, which eventually become
incidents. What's more, all of these are conditions that leaders have the potential to influence.
Leaders can make decisions to change and improve systems and make procedures and tasks
resistant to error, especially if they have the support of the workforce.

What the experts say about “80% human error”

When the 80 percent human Human Errors
error is broken down further,

. L 80% 70% Organisation

it reveals that the majority of Events / 5% Weaknesses

errors associated with events
come from latent organisational
weaknesses [mostly the result of
human and organisation actions
in the past) whereas about 20 percent are caused by the individual worker who
last touched the equipment or process.

G v 20%
Equipment

Failures

Case study: the curious HSE manager \‘ N

The HSE manager is looking at the 350 historical
incidents that had been tagged as potentially rule-
breaking. Of these, 90% are due to issues with
systems, including unclear procedures (24%),
capability and resources (30%), and mistakes due to
labelling, alarms, or tool issues (21%). That means

that only a very small proportion of all incidents % %
resulted from intentional rule-breaking. The HSE
manager notices that this experience matches that of other companies and

of other industrial sectors; for example, 95% of incidents in the construction
industry were found to be system-related, with only 5% intentional rule-breaking.

The HSE manager realises that if the workforce and leadership work together,
they could tackle some of the big issues underlie many of their incidents.

2 Perrow C. Normal Accidents - Living with High-Risk Technologies. New York: Basic Books, 1984. p.183, 187

| 12
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Work As Imagined (WAI) versus Work As Done (WAD) is a key concept for leaders to understand. We
tend to put a lot of effort into imagining and designing how work will be done - risk assessments,
HAZOPS, and procedures all describe how we imagine the work will go.

Work As Done is how the work really happens on the day, in the circumstances that exist at the time.
No matter how good we are at imagining how the work will happen, the workforce always has to do
the last part of the design of any task. They are the ones faced with the slightly different layout, or
an awkward to use tool, or the rain-soaked work surface. They will always have to make adaptations
in order to make the imagined work happen. Sometimes these adaptations are real improvments
and tips that others can benefit from; other times they may introduce new hazards or potentials for
error or misjudgment.

A leader who is in regular contact with the workforce, helps them to work through difficulties and
encourages speak up about how work actually happens, stands a chance of maintaining some
influence over these necessary adaptations.

Understand your people are a resource, not a problem 9!

Although we might assume that it's somebody’'s fault when something goes wrong, investigations
into incidents more often find mistakes and judgements made with the best information available at
the time.

How do we find out about these system issues before they become accidents? That's where safety
leadership plays an essential role. Evidence shows that when there is higher trust and respect
between leaders and workforce both injuries and spills reduce. That's because when the workforce
genuinely believes that leaders care what they think, people are encouraged to speak up about what
makes work difficult for them in the day-to-day work.

What the Experts Say: Tom Krause and Kristen Bell?

The insight that leaders need to understand is this: Incidents are caused by a
network of factors including design, safety systems, leadership, culture, and
behaviour. The role of behaviour in incident causation is important, but it is only
one piece, and usually a small one at that. Focusing only on behaviour as if it is
the whole story is a serious mistake. It can alienate employees, drive accurate
data underground, and leave other risk factors unchecked.

We know that these difficulties are where the mistakes and work-arounds, that eventually become
incidents, could be.

When the leaders and workforce collaborate to get rid of these difficulties, they can prevent incidents.
It's the people closest to the job who can help identify those problems and provide solutions.

That can mean that we have to change our perspective on the role of people in incidents so that we
believe that: ¢

e People interact with each other, plants, and process as part of a complex system. Human
beings are essential in maintaining our barriers and safequards. They can, and often do, “save
the day”.
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e We understand and accept that people will make mistakes, but these are are typically due to
underlying conditions and systems. People’s actions are rarely malicious and usually make
sense to them at the time. Since human error will never be eliminated entirely, we try to make
sure that our most critical tasks and barriers are resistant to error.

e Understanding how mistakes happen can help us prevent or cope with them. We use what we
learn to design plants, tools, and activities to reduce mistakes and better manage risk.

Finally, we know that leaders help shape the conditions that influence what people do. It matters
how leaders respond when things go wrong. This document will demonstrate how leaders can
educate others about human factors roles in incidents.”

If you are a leader worried about safety, your people are not the problem; they are an incredible
resource of real skills and local knowledge.

Balance process and personal safety

There's always a lot to do on an operation or project. Although oil and gas people are dedicated and
good at prioritising, it's easy to get focused on the immediate problems, and neglect the longer term
issues that will cause future difficulties.®”)

We sometimes focus resources and attention on lower severity, high frequency events that we see
often in our business, including less severe injuries and occupational incidents. We all strive for
nobody getting hurt, but at the same time we want to make sure that we guard against the low
frequency, high consequence events like major accidents and process safety events.

We used to think that looking after the lower severity incidents would automatically take care of the
high severity incidents (the triangle theory). Evidence against this view is beginning to accumulate',
because of the realisation that many latent conditions that lead to major accidents and fatalities are
not seen in near miss reporting.

The lack of near-miss/lower severity events might lead you to believe you have a low risk, untll the
day disaster happens. Instead, you may need alternative, leading sources of information, including
verifying that you have the right barriers/defences, precautions and activities to protect against
these incidents.

There are many examples in our industry’s history where companies have believed that they have
good control over personal safety, and serious process safety incidents emerge. For these reasons,
a leader has to maintain a balanced focus on both process and personal safety, and always be
looking for the system causes that lead to both.

Human Factors: ‘Human Factors are simply those things that can influence what people do. They
may include factors relating to the job people do (e.g., time available or control panel design)
personnel factors (e.g., fatigue, capability) and rganisational factors (roles, manning levels). This list
of factors is often referred to as “Performance Shaping Factors”.

| 14
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What the Experts Say: Todd Conklin, PhD [

e What you look for is what you will find.

e |tis good to use multiple tools to get the big picture.

e The goalis to learn [not to determine the root cause).

e You need to see mistakes as opportunities to learn, not opportunities to punish.
e You must also investigate and learn from ‘successes’.

e ook separately at mechanistic failures (machine failures are linear] and
holistic failures (interface of people, machines, etc.). You need both to tell the
whole story.

e Ask “how” instead of “why".
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3. Things you can do

Great leaders develop a number of key characteristics that affect safety, as reported in IOGP

452 - Safety Culture through Safety Leadership. The objective of this section is to define these
characteristics, and explain how you as a leader can develop each one and translate them into visible
actions. The table below contains a practical overview of “key actions” for a specific characteristic.

Table 1: Elements of the safety culture and actions by safety characteristic.

| 16

What salety culture
elements do they These things promote a good safety caltune These things harm a safety culture
suppart?
Make yourself avsilable in the field. Hiding infarmation about salety performande, even i it is not well
|perceived.,
Develop healthy, trusting weekplace relationships.
B honast and apen with informatian. Cornpromising operational safery limits to protect production or schedule
Infarmed cubture
Credibiliny Flexinle mlture | Be visibly committed Creating am environment of fear or blame
Just culture
B visibly couragecus.
Serve pour people.
Manage wncertainty and create an environment 1o leam.
Mot following up on the management system problems or actions.
At to support risk barriers
Mot assunng adequate management of operating soenancs and risk controls
Action Orientation b":”"‘“" ;"Iwm At on Faclity Integrity Ower-reliance on administrative controls - not using a “Higrarchy of Controls®
LS8 culfure:
Mol making technical expertise available
Take action to bearn
Provide a dear cormnpany wishon Mot engaging the warkforce in develaping the strategy
Informed culture Communicate the wision by word and action
. Hawing a false sense of success, when verification processes show
Vision Flexible cullure | Tyrr vision inta improvernent plans - . ¥
“satislactony resulls
Kanitor progress
Avoid sole foos on oulputs
Help people understand their roles and responsibilities |Not understanding the risks associated with ssets under pour confral.
Help peaple 1o ke able 1o delivery thode respaniibilitied
Elexible uliure Seeing human error as a cause of trouble.
Just euln Help peaple feel ownership for their roles and
Accourtabili ¥t Cuture R
L reiponsibilities Mot building capability of the investigators and creates expertise
Understand the context when acoouniabilities aren't met
Mot developing workianoe 1o understand the corseguences of risk
Manage salety aspects of arganirational changes
Manager engagemen: Mol encouraging the tedmn (o disouss safely concems.
Informed culture I . f
| Mot talki dirvie s Lationst th
Collabaration Reporting culture Wark far the team ard with the team alking of developing relationships with unions
Learning culture Devel iansh d | . Mot imvolving workfaroe in safety programs, in new safety initiatives,
evelop bey relationships and mutual collaboration |projecs and impravement actions.
Active listening. IRemun-dlnn:Iutha:ifmeuent
Infarmed culture Be assertive with, peers and ather leaders Mot supparting the resolution of ralsed safety (ssues
Reparting culture” . . . ——
Communication Consider the hierarchy of effectiveness for communication [, suggesting selely improvements o senior mansgers of the arganisation
Adapt the leadership siyle to be more effective in
comimunlcations
Promote speak-up and reporting
Show genuine care ot giving regular feedback and coaching on individual and team safety
|perf ormance.
Retognite pood performance
B Learning culture appealing to indisidual responsibility and inapprogriate use of disei plinary
Recogniticn Just culture Coach to develap athers in mafery lactions
Get feedback on your own performance in building culfune
¥ e né Mot Being fully transparent about procedd safety inddents.
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3.1. Credibility

Why does Credibility matter?

Credibility is a valuable resource. When you have credibility, you receive the trust, goodwill, support
and collaboration of people in your organisation to make the improvements that you want. Credible
leaders are trusted by the workforce, are believed to be genuinely committed to their safety, are
consistent between what they say and do and value the views and expertise of the workforce.

As a leader, your credibility grows when you:

e Influence through interaction in the field and safety meetings

Develop healthy, trusting workplace relationships

Are honest and open with information

Are visibly committed and courageous
e Serve your people
e Manage uncertainty and create an environment to learn

...that to build credibility leaders begin developing trust by acting in ways that
452 hat to build credibility leaders begin developi by acting i h
Says... provide benefits to their employees’

What can you do?

Make yourself available in the field

Credible leaders visit work sites regularly, and participate in risk assessments, inductions, toolbox
talks, HSE audits, and safety meetings. These experiences give you a better understanding of the
difficulties people on site face, and allow you to share your influence with the workforce. You can
check that messages have been correctly understood, and give workers an opportunity to share
feedback directly.

...by making yourself available in the field

This is a good way to start “credibility”. It allows people to get to know you, and for
you to understand the work. Understanding what workers face and helping them
with their problems builds trust and gets ahead of incidents.
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Develop healthy, trusting workplace relationships "

When people trust you to listen to their concerns and respond in the right way, they are more likely to
tell you about problems and respect your wishes. Building trust between a leader and a team takes
time and commitment, and there is no ‘right’ way. That said, research shows that trust grows from:

e Genuinely caring for the safety and welfare of the team

¢ Valuing the expertise and experience of your workforce

e Engaging people in opportunities to grow, and increase the value they feel they bring
e Giving everyone an opportunity to be heard.

e Not rushing to judge others when things go wrong

e Promoting collaboration between leaders, employees and contractors

e Helping to resolve conflict

Key points:

e Trust comes from people believing you genuinely care for them and respect
their knowledge and experience

e |t matters how leaders respond when things go wrong. Take the opportunity to
learn

e |eaders commit to safety, and take visible action that supports safe operation

e | eaders listen to workers' concerns and collaborate with them to find solutions.

Be honest and open with information 1'?

Credibility depends in large part on honesty. Honesty about your own performance/behaviour is
critical to being taken seriously and trusted by a team. Leaders need to acknowledge their mistakes
as well as their successes. Leaders should be careful not to commit to actions that they are unable
to complete.

Be visibly committed

A leader represents and promotes the safety of their team. Teams are highly sensitive to leaders
saying one thing, but doing another. A team will notice if the leadership’s behaviour and actions do
not live up to the leadership’s statements on valuing safety. It's good when leaders visibly commit to
safety standards; but they need to build a track record of taking action that furthers those goals.

Be visibly courageous "®

Leaders sometimes have to be courageous in making difficult decisions, or with having challenging
conversations with those more senior to them. Teams appreciate this clear commitment to doing
the right thing in difficult situations. Leaders who are open about the difficult things they have done
to support safety generate fellowship and encourage others to take safety action. Leaders who talk
about their own decisions to stop work, or reject business opportunities because of safety concerns,
reinforce support of management to front line workers making decisions about stopping work.
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Serve your people

Even though people work for you, according to the hierarchy of the organisation, if you strive to
serve the people who work for you, higher performance and good engagement will follow. Aim to
continuously improve your operation or project in a safe, controlled way, in response to frontline
feedback and suggestions . Ask people what they need from you to remove obstacles and enable
improved safety.

Manage uncertainty and create an environment to learn

Accept that activities our industry are often dynamic and uncertain. Create an environment in which
people feel comfortable sharing what they've learned, mistakes they've made, as well as proposing
ideas for improvement.

Case Study: The Credible Maintenance Manager

The maintenance manager
Is on site, talking to an
operator about working
safely on a pig receiver.
The operator tells the
maintenance manager that
they have a real problem
with valves passing
hydrocarbons, so that it's
becoming increasingly
difficult to vent the receiver
to remove the pig. The operator says there are passing valves all over site, and
they are causing real problems with isolations. There's no point putting them into
the maintenance system, because they keep getting a low priority and nothing
gets fixed, so the operators just do the best they can.

cO

To be a credible leader

e What might you say to the operator? ‘“ST
e What courageous decisions or actions might SAFE“ F
you have to take?

Think about these questions, then see the next page for the Maintenance Manager’s debrief.
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Debrief: The Credible Maintenance Manager

To be a credible leader, what might you say to operators?
You may have considered:
e Thanking them for speaking up about this

e Asking more about the problems they have, and how they have to work around
them

e Accepting there is an issue with your maintenance prioritisation on this problem

e Asking operators to work with you to identify problem valves and tasks that
involve them

e Engaging a team to investigate any systematic quality issue with the valves at
the plant

To be a credible leader, what courageous decisions or actions might you have to take?
You may have considered:

e Halting operations with passing valves and not restarting unless the risk can
be safely reduced

e Stopping other work to shift to this priority

e Engaging senior leaders in the need to halt tasks, or shutdown to allow
corrective work

e Looking at how
maintenance issues
raised by the workforce
are prioritised

CREAT - we micur
ACTVALLY BE aB g
78 FIX st

e Talking to the workforce
about your decisions and
actions

3.2.

Action orientation

Why does Action Qrientation matter? %

No management system, learning, or knowledge can make a difference in an operation until
it is turned into real-world action. Leaders take action to solve real-world problems. This also
encourages teams to take action themselves.

As a leader you can be action oriented by:

Setting standards and ensuring barrier/safeguard performance

Ensuring facility Integrity

Encouraging report, analysis and learning from events taking appropriate risk actions
Understanding “work as done” 14

Following-up on the implementation of actions
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452 ...that to be “action oriented’, a leader goes beyond monitoring compliance with
rules and regulations.

says...
A leader encourages suggestions, motivates their staff, and engages with the
workforce to solve safety issues. Leaders must be proactive rather than reactive
in addressing issues and give timely meaningful responses to safety concerns,
demonstrating a sense of personal urgency and energy to achieve results.

What can you do? 8!

Act to support risk barriers/safeguards "¢

Clearly identify ‘owners’ of actions related to the establishment and/or maintenance of barriers. A
leader should periodically verify and monitor that these actions are being completed and are effective.
If actions are ineffective, ensure that any corrective actions taken are visible to the workforce.

Act on facility Integrity I"®

Leaders take action on the integrity of plants and equipment. Facility inspections should be
systematic and include reporting, discussion, identification of gaps or flaws, and implementation
and testing of corrective actions.

Take action to learn 17201
Leaders should take a personal an interest in helping their organisation to learn when things go
wrong. They can do this by:

e Responding in a way that encourages people to be open when events occur

e Seeking to take sustainable action to embed a learning, not just rely on sharing information
about the incident

e Paying special attention to High Potential Events

e Use the Hierarchy of Controls to take action that is more sustainable

e Keeping the workforce informed of corrective actions and plans
¢ Following up on actions that embed learning, to make sure it is having the effect you expect

...by avoiding immediately assigning blame when something goes wrong. Try to
understand the full context of the event to prevent the same thing happening to others

Hierarchy of controls: An industry concept that sets out an ideal order in which to consider controls
that reduce risk. These are considered in order of the most reliable and sustainable to the least. It is
particularly relevant to human factors, where the most reliable approach is to eliminate a hazardous
or error-prone task, rather than rely on human controls.

e Elimination (of hazard or task]

e Substitution (with a less hazardous material or process)

* Engineering controls (design of process and equipment])

* Administrative controls (such as control of work procedures, signs, etc.)
e Personal protective clothes and equipment
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Leaders should encourage learning from a wider range of sources. This may include:
e Pulling in the experience of other companies and industries
e Understanding the good practice that prevents incidents

e Providing systems that help personnel [employees and contractors] find learning that is
relevant to them so that they can take action

Case Study: The Action Oriented Operations Manager

The Operations Manager (OM) gets a call from a site supervisor.
It's bad news - they've found a leak from a pipe supplying highly
toxic product to a tank. The supervisor thinks it's been leaking
for a period of some months, but the leak detection equipment
was not working and nobody raised the issue.

It's been a long, frustrating day, and this is the last thing the
Operations Manager needs.

What might the Operations Manager say to the site supervisor? What would be helpful?

Debrief: The Action Oriented Operations Manager

It matters how leaders respond when things go wrong. The
Operations Manager (OM] might have several possible reactions:

1) The OM might ask who is accountable and why people
were not careful. The supervisor interprets this as the
OM seeking to place blame. This response can get in
the way of looking deeper at the underlying, less visible,
contributing factors.

2] The OM might ask for the leak to be fixed and cleaned up, so that the plant
can get back to normal. This might mean that the same thing will happen
again because nothing is learned.

3] The OM might ask if anybody was affected by the toxic material, and what we
need to do to understand how the leak occurred, to prevent something like it
happening again. This leads to learning about the workplace context that led
to the event.

The OM responds with approach (3). The supervisor says that one of the team did
get toxic material on their skin, and is on their way to the site medic. He suggests
some operators that really understand the problems with the system to be part
of any investigation. This issue with the leak detection is not confined to that
location so it would be great to get this sorted out. The investigation goes on to
reveal some design inconsistencies, modifications, and operational issues that
led to the pipe failure.

Spend some time thinking about the questions you would ask if you received a phone
call like this. Having thought through your response will make it easier for you
when something unexpected happens.
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3.3. Vision

Why does Vision matter?

Leaders create a sense of purpose for a team with a shared vision. They establish a destination for
a team to reach over the longer term, even when it is not obvious how that destination might be
reached.

A leader can:

e Provide a clear vision 452 ...that the vision is the
e Communicate the vision by word and action says... fo%nqlatlonlondwh|ch adstrategy
IS bullt - a leader needs to

e Turnvision into improvement plans be able to “visualise” what

* Monitor progress excellent safety performance
Avoid sole focus on outputs looks like and communicate
this vision in a compelling way.

What can you do? 1122

Provide a clear vision

A robust workplace safety culture begins at the top. Senior leaders adopt the company policy on
safety and help employees visualise what excellent safety performance looks like.

Thought should be given to the unintended consequences of any vision or goal. In particular, vision
statements that target “zero” injuries or incidents can lead to:

e Reduced reporting of incidents or conditions that influence them

e Reluctance to be treated for first-aid injuries because of the risk of them being reclassified as
something more serious

e Effort diverted into minimising the classification of any injury and finding alternative (but
meaningless] duties for injured parties

e Loss of motivation when an incident happens which means the target can't be met

Instead, visions should focus on positive outcomes that promote collaboration, such as
e Everybody goes home safe
e We work together to keep each other safe

..by talking about your vision for everybody to go home unharmed

Communicate the vision by word and action

Leaders have to communicate and inspire the vision in a compelling way. People at all levels
need to know that their actions will be supported by their organisation. Make the high-level vision
meaningful for your operations or project.
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Turn vision into improvement plans

Leaders establish their own expectations and set their own safety performance goal to be consistent
with the overall vision.

Once a safety goal has been identified, consider the gap between where your organisation is now
and where it wants to be. Improvement requires a thorough and honest evaluation of current
shortcomings. This is where support from upper management and open communication between
different levels of the organisation is essential. At this stage it is useful to create an improvement
plan, which may include the following elements:

e the gaps you are trying to close
e actions you will take to close them

e how you will measure progress

Monitor progress 24
Leaders should specify how to measure progress.

This may include data collection and analysis, evaluating the results of activities aimed at enhancing
safety performance. Do not let yourself be carried away by a sense of success, even when
verification processes yield positive results.

A combination of lagging and leading indicators should be used to create safety performance
metrics. Use data to make decisions about your plan, whether you are on track or need to do more.

Avoid sole focus on outputs %

A sole focus on numbers and outcomes can cause problems. Lagging indicators cannot tell you

if you are doing the right things to be safe - they may just tell you that you've been lucky so far. It
can also lead to dysfunctional behaviours, such as discouraging reporting. Quantitative targets can
sometimes be achieved by sacrificing quality. Monitor the quality and the effectiveness of actions.
Consider the balance of both quantitative and qualitative measures of your performance: if you rely
on numbers, have a quality mechanism to help you understands how the trends are achieved.

Goal (Aspiration): An ambitious commitment to address a single challenge. Goals can be qualitative
or quantitative.

Target (Action): A specific, measurable and time-bound outcome that directly contributes to
achievement of a goal.
Indicator or metric: A way of measuring progress towards a target generally based on available

or established data and related to specific targets (the terms indicator and metric are used
interchangeably here)

e Lagging indicators (retrospective) are the traditional safety metrics used to indicate outcomes of
our efforts - injury frequency and severity, number of releases, fires, near misses, etc. The major
drawback to only using lagging indicators is that they don’t tell you how well your company is doing
at preventing incidents and accidents by managing the defences or barriers.

¢ Leading indicators (predictive) are measures used to prevent or mitigate an incident. Leading
indicators are focused on future safety performance and continuous improvement. These indicators
are proactive and report what the company is doing on a regular basis to prevent accidents.
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What the Experts Say: James Reason

The ‘upper echelons of the organisation” have the greatest potential to cause
‘latent’ failures; that is, failures that may be ‘removed’ from the incident, but are
endemic in how work is managed and organised.

Case Study: The Visionary Finance Manager

The Finance Manager (FM] is visiting one of the sites to
recognise its “zero days away from work” performance. "avg “AL"
It has achieved several years without a Lost Work Day
Case. On the day of the visit, the Finance Manager
overhears the HSE team talking about an incident
that has happened that day - a site supervisor has
slipped and sprained their ankle. The FM stops and
asks the team if the injured supervisor is going to

be alright. They tell the FM that they don’t know yet, but that they have found
some alternative desk work for the supervisor to do. That will make sure that the
incident doesn’t result in lost work days, and their zero performance is intact.

What would you do?
e How can you rephrase a “zero” target to avoid this kind of behaviour?

e What other indicators might you look for to tell you if there are problems being
hidden by this “zero” vision?

Debrief: The Visionary Finance Manager

The Finance Manager talks about the

intent of the “zero lost days” target. "avR GoAL”
He explains to the HSE team that it “SHHH... »
means that we care about each other’s
safety, we want everybody to go home @ (-
J

unharmed, and we are all committed to
doing that.

\

He asks about first aid treatments and
the team tell him that they have very

few, but they are worried that people

have stopped reporting them. They have

discovered some “secret” first-aid treatment kits in the changing rooms.

He talks to some scaffolders on site and they tell him that nobody wants to be the
person who breaks the zero target, even accidentally.

At the next leadership team meeting the Finance Manager raises the question of
whether their ‘zero’ target is being misinterpreted, is leading to a lot of effort in
recategorising incidents and discouraging people from speaking up.
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3.4. Accountability

Why does accountability matter? ¢!

As well as taking personal accountability for safety critical activities and process and personal
safety management, leaders help others understand their accountabilities. In terms of leadership in
safety, “being accountable” means that leaders take responsibility for activities being conducted in a
safe manner.

Leaders build accountability by:
e Helping people know what they are 452 ...that leaders ensure

responsible for says... employees take accountability

for safety-critical activities [1]

e Helping people to be able to deliver those
responsibilities, through capability, tools
and resources

e Helping people feel ownership for their roles and responsibilities
e Seeking to understand the full context when accountabilities aren’'t met
e Considering the potential consequences of organisational change on safety

What can you do? 7

Help people understand their roles and responsibilities

Define and clearly communicate the roles, responsibilities, and levels of authority to fulfil key safety
duties. Talk about your personal explanations as a leader, both formal and informal. Demonstrate
accountability, assuming individual responsibility for Safety and Environment and openly value safety
over any other business objective such as costs, deadlines, or productivity.

Help people to be able to deliver those responsibilities 282730311

Make sure that people have the necessary level of capability, as well as the necessary tools or
processes, that help them to fulfill their responsibilities. We know that many of the issues with
tasks, tools and processes, that prevent responsibilites being delivered, only come to light when
the workforce trust leadership to respond in a helpful way when problems are discussed. If leaders
react to problems badly, they are likely to reduce the ability to detect problems that prevent people
from delivering their accountabilities.

Accountability: The word “accountability” is often interpreted in different ways. In fact it does
not have a specific translation in some languages. It is sometimes translated as “responsibility”.
However, in Report 453, accountability is more than that. The meaning that Report 453 wishes to
convey with “accountability” is :

* Having both the responsibility for delivering a result and the capability to do those things necessary
to achieve the result.

Or simply, “The ownership and the ability to make things happen”.
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... by assessing the consequences of organisation change on people’s
understanding and ability to deliver accountability

Help people feel ownership for their roles and responsibilities

Employees who feel real ownership for their accountabilities frequently have higher job satisfaction,
conformance, and performance.

These things can all increase a sense of ownership for accountability:

e (Good relationship with the line manager

When leaders talk honestly about what they value, and role-model accountability

Level of trust and support between worker and leader
e Meaningful work that people feel they have ownership and some control over
e Having a sense of how their work relates to organisational goals and vision

If employees feel over-controlled, untrusted, unsupported, or penned in by overly-restrictive rules,
felt accountability usually reduces.

Understand the context when responsibilities aren’t met 2

In the event that responsibilities haven’t been met, the role of the leader is to fully understand the
reasons. As with any other incident or event, understanding the context of a person’s actions or
decisions helps us to learn how to prevent others getting in the same situation. In the case of an
responsibility not being met, a leader might seek to understand the factors identified above and
then ask themselves:

e Were the responsibilities understood?

e Did people have the capability and/or resources to deliver them?

e Did people feel accountable?

As discussed previously, when a leader responds with interest and an appetite to learn if things
go wrong, they will benefit from better information and increased participation in the work of
developing their organisation’s safety culture.

Consider potential unintended consequences of organisational change ©°

Changes to organisational structure and accountabilities are a normal part of business life. They
can sometimes have unanticipated consequences for safety. When considering these types of
changes, ensure risk assessment covers:
e How changes in resources (human, time, information, skills, location, etc.) could affect
people’s ability to fulfil duties.
e Take into account that overload can lead to work being more difficult or prone to error.
e Verify how the change affects responding to operational problems, deviations, incidents and
emergencies.
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Where critical work is externally subcontracted, ensure that:
e Your own company retains appropriate technical skill to provide oversight or ensure that work
is carried out to the necessary standard.
e There are contingency plans to minimise risks in the event that the contractor loses the
capacity to deliver requirements.

Case Study: The accountable Engineering Manager

The Engineering Manager is on the
phone to the control room to ask about a wisn 5
modification in the shutdown. Normally, yov

she would have walked to the control Z/::EE! V_R—
room, but recently the entire engineering

department has been moved 50 miles away
to the head office.

The control room operator (CRO) says he's
glad the EM has called, because they are
trying to restart the Liquified Natural Gas
plant, but it is behaving weirdly. Normally,
control room personnel would have called
an engineer in to discuss the problem, but
they've been trying to resolve the issue
themselves.

The CRO says that the heat exchangers have become very cold, because the hot
oil that heats them had accidentally been shut off. They were just about to restart
the hot oil and warm up the exchangers.

The Engineering Manager is alarmed, and tells the CRO not to restart the hot oil.
Pumping hot oil into the very cold exchanger could cause it to crack, like pouring
boiling water into an ice-cold glass. She says to keep everything on recycle and
she will drive right over and help.

After safely warming and restarting the plant the EM reflects on some of the
organisation changes that might have led to the situation.

What things might she consider?
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Debrief: The accountable Engineering Manager

The Engineering Manager considers the
following: 7
e There has been a lot of reorganisation, ®
which resulted in separate reporting ﬁ

structures for engineering and operational
staff. In addition, some staff had been
moved into new roles. The reorganisation
was not managed effectively, causing
confusion about who was responsible for
important safety roles. People aren’t clear
for which roles they are accountable.

e Employees who had moved into new roles
were expected to make decisions without being given sufficient time to get up
to speed with their new roles. Also, the engineering resources team have been
moved a long way from the operation they support. Operators were no longer
able to get engineers involved in the day-to-day operations. People may not
have the capability and resources to deliver their accountabilities

3.5. Collaboration

Why is collaboration important? 1%

Leaders who encourage active employee participation in resolving safety issues gain the trust and
respect of the workforce, and increased employee ownership and engagement in those issues.

Leaders build collaboration by:
...that leaders who encourage
e Manager engagement
g gag _ 452 teamwork, and who ask for,
o Work for the team, and with the team says... and act upon, others’ input in
* Develop key relationships and mutual resolving safety issues, create a
collaboration greater sense of ownership. ™

What can do you?

Manager engagement

When leaders show enthusiasm and dedication for safety, people will adopt these characteristics
to collaborate with others in safety. When there is active engagement of teams from different areas
of an organisation, the workforce is less likely to regard safe working practices as an obstacle or a
waste of time.

Work for the team and with the team

Workers practical knowledge of how work actually gets done provides them with invaluable
insights into how to improve safety. Leaders should work for their team, fostering their motivation
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and encouraging them to work safely. Involving workers in the improvement of tasks, tools and
processes engages and motivates people, which helps to increase participation in reporting. Ask

for and listen to people’s input, and show that others’ views are valued. Encourage the team to
discuss safety concerns openly, and respect everybody’'s input. A leader should be open to new ideas
and input on decisions. Incorporate advice from the team into the decision-making process. Allow
employees to voice their opinions, concerns and ideas without fear of punishment or reprimand.
Help teams to make sense of problems, seeking any help and data necessary, even if it comes from
other areas.

... by picking an improvement topic to collaborate with the workforce on.

Develop key relationships and mutual collaboration

Visibly engage with stakeholders in safety issues. Create new ways of working together, including
any processes and structures needed. Work with contractors and suppliers to understand what their
challenges are, and any good practice they have that you could learn from.

What the Experts Say: James Reason, "Managing the risk of organisational
accidents” @

“Any safety information system depends crucially on the willing participation of
the workforce, the people in direct contact with the hazard.”

Remember:

e |eaders should work for their team, fostering their motivation and encouraging
them to work safely. Your team doesn’t work for you; you work for your team.

e |eaders should be open to new ideas, including others in decision making and
showing more trust.

e |eaders should ensure the meaningful participation and decision making of
operations and maintenance workers and other employees in all analyses
required.

e Ina contract environment, leaders can help clients and contractors align on
how to manage HSE. This may include a focus on significant risks, systematic
verification and monitoring of barriers/controls effectiveness, and assurance
mechanisms through the life cycle.
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Case Study: The collaborating contract supervisor

In one of his routine audits, the contract
supervisor realizes that an operator has
not followed a checklist. At first he is angry, Q

because everyone has been trained and
should know that it is essential to follow the

procedure to be safe.

The procedure was developed by managers

who had some previous experience in the

field, but had not conducted real operations

for some time. The procedure was published

and managers warned that workers would

The supervisor thinks that some dsciplinary action against this operator may be
necessary

be punished if it wasn't followed.

What could he do to undestand the situation and prevent a problem in the future?

Debrief: The collaborating contract supervisor

The supervisor talks to the operator who tells him that it is not possible to fully
follow the checklist because it does not match the current conditions of the job.
The supervisor reviews the checklist and agrees with the operator.

The supervisor speaks to some of the operator’s colleagues and finds that they
had given suggestions during the development of the procedure, but they had
not really been listened to. When the procedure was published the management
warnings of punishment had dsicouraged people from speaking up about the
problems. Nobody really uses the checklist.

The contract supervisor asks for the operator’s help in making the procedure
better. They organize a workshop where managers, supervisors and operators
rewrite the procedure together, all actively participating. The contract
supervisor realizes that this could be a new era where everyone participates in
a collaborative way, so that rules and procedures are practical and helpful, and
people follow them because they feel ownership of the content.
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3.6. Communication

Why communication is important

How leaders communicate about work-related issues shapes the organisational safety culture.

Leaders can improve communication by: that th lead
...that the way leaders

® Actively listening 452 communicate about safety
e Being assertive with peers says...

creates and maintains the Safety
e Considering the hierarchy of effectiveness Culture of the organisation.!"
of communication

e Adapting your leadership style for effective communication
e Promote speaking-up and reporting

What can you do?

Active listening

Take the time to listen to the workforce. How well leaders listen has a major impact on job
effectiveness, and on the quality of the relationships with others. Becoming a better listener will
help you improve safety, as well as the ability to influence, persuade and negotiate. Moreover,
leaders can avoid conflicts and misunderstandings. Simple techniques such as asking open
questions and paraphrasing what we hear can help active listening.

Be assertive with, peers and other leaders

In any organisation, there are competing priorities and opinions. If you think something is important to
the safety of your operation you need to make sure you are heard by others. Being more assertive doesn't
mean you will always have it your own way, but it can help you achieve a compromise by respecting the
views of others as well as your own. Be open, specific, and honest about what you think and feel.

Consider the hierarchy of effectiveness for communication

The hierarchy of effectiveness for communication (see Figure 1) can help you pick the most effective
form of communication for your purpose. Remember that the most effective communication is two-way;
telling people what you want them to hear, but also listening to their responses, opinions and ideas.

...by seeing how well imagined plans, documents, and management systems are
actually operating in the field

Hierarchy of effectiveness for communications: More effective ways of communication derive from
personal engagement in the workplace, which are more influential but labour-intensive.

Less effective interventions reach more people, but it is more difficult to ensure coverage, quality of
communication and lasting effect on retention of key messages or behavioural changes.
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. Personal engagement in
More effective ways the workplace

of communication

+ Open declaration of the
Vision and current reality

=
===

Clear and consistent
proceduras and processes

|

Visual Posters, digital
displays to support and
reinforce messaging

Less effective ways |
of communication
Mewsletters

Figure 1: Key Hierarchy of effectiveness for communication 1%

—

Adapt the leadership style to be more effective in communications

The most effective form of communication is a two-way exchange of information between people.
Varying communication styles helps a leader engage and get the support of people, and reduces
conflict. The objective is to understand and influence behavior.

When seeking to engage a team there are a few simple steps that will help the conversation:

e Engage: Seek to understand the other person’s context, put yourself in their shoes, be curious,
listen

e Influence: share mistakes, show people that they have been undertstood, show your own
vulnerability, and show that you care

e Inspire: share your experiences, what you feel, what you value, and be honest and transparent

e Challenge: get commitment from the team for the desired behaviour or values, and continue
to listen for what obstacles may emerge

Promote speaking-up and reporting ¥

Leaders should encourage the workforce to raise safety issues and encourage a two-way
communication. They should regularly meet the workforce and discuss safety with them; regularly
communicate company safety objectives to employees and contractors; and help each individual in
the organisation understand their important contribution.

Remember:

e (reat leaders communicate consistently and continuously. Effective
communication builds relationships and gets results.

e |eaders should promote ‘speak-up’, and open and transparent employee
reporting. How leaders respond when things go wrong has an important
influence on transparency.

| 33





Safety Leadership in Practice: A Guide for Managers

Case Study: The effectively communicating drilling manager

The new Drilling Manager is reviewing a bridging o

document that has been agreed between the Operator

and Drilling Contractor, for a well that is currently

being drilled. It contains a single set of procedures for ‘

the rig. It covers everything she can think of: drilling, L “»

shut-ins, well-killing, staffing, responsibilities,
audits, training, incident reporting, material stocks,
operational limits, evaluation, and emergency plans.
It all looks very impressive. She wonders how she can
test whether it's actually making a difference on the rig?

=
If this was your company, whom might you talk to to evaluate whether the
bridging document is helping to keep the rig safe?

Debrief: The effectively communicating drilling manager

The drilling manager decides to talk to all
parties involved, including a visit to the rig. As
a result of hervisit, she learns:

wiLCOME 70 Sue €/

e The company’s drilling team are worried
that HSE requirements in the original
‘invitation to tender” were too vague,
allowing a loose interpretation of your
company standards.

e The Contract Manager says that some of
the listed procedures are available, but
others are only in draft format. A lack of resources meant safety aspects of
bids weren't fully evaluated. However, the final contract did include a proper
set of HSE requirements. He admits that the contract award decision was
based mostly on cost, although drilling safety performance was considered.

e According to the Company rep on the rig, the Drilling Contractor is not
meeting the contract HSE requirements in operation, and this situation is
been ignored. The rep doesn’t have enough time to make all his reports to the
corporation and enforce the requirements.

The drilling manager is very concerned by what she hears. She calls an
immediate halt to operations, and meets with the leadership of the drilling
contractor. Everyone agrees that there needs to be better support for the rig to
meet the HSE requirements of the bridging document, and managers on the rig
need to be more active in verifying and improving compliance.
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3.7. Feedback and Recognition

Why is feedback and recognition important?

Leaders give feedback on progress in safety improvement and recognise employees’ involvement
and ownership. This is rewarding for all parties and motivates continued effort. Leaders also look
for feedback from the work force on their own contribution.

Leaders can do this by: ) e feedback and
: : ..that providing feeapback an
) Showmg gentine care 452 recognpition forgindividuals and
* Recognise good performance e teams is a powerful tool for
* Coach people to develop them in safety encouraging safety and building
e Get feedback on your own performance in a stronger Safety Culture.
building culture

Show genuine care 7.3

Showing care means that leaders personally demonstrate their genuine concern for the wellbeing of the
team. Leaders encourage employees to speak-up about safety issues or concerns about Work as Imagined
versus Work As Done. They show care by listening to the workforce and helping to fix their problems.

Recognise good performance ¢

Reinforcing good performance, and those who contribute to it, helps to increase motivation, confidence,
and personal growth. Visible recognition and appreciation turns those rewarded into role models for others.

Team engagement and participation are most effectively driven by personal thanks or public
recognition. Material and cash incentives can feel impersonal. Preferences differ - some people like
to be recognised in public, others do not - so knowing what your team responds to is important.

When recognising, encourage proactive safe behaviours. Reward those that anticipate safety
opportunities in the long term, as well as those who perform heroic rescues. Recognise people who
have shared what they've learned and mistakes they've made, as well as proposing ideas. Describe
how the person or team contributed to performance. Try and show appreciation as soon as possible
after praiseworthy actions, so that recognition is directly linked to the actions.

Key points:

Work in psychology shows us what makes for effective recognition and reward. In
particular we know that

¢ Positive is more powerful than negative
e Immediate is more powerful than future
e Certain is more powerful than uncertain

So recognition that is positive, immediate, and certain (PIC) is the most powerful.
People remember and are very motivated by it.

Simple recognition shouldn’t be underestimated. An operator who stops a job may be
very proud and motivated when a manager gives him a letter recognising his impact.
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Coach to develop others in safety

Coaching is about developing people to their full potential. Nobody is born with all the skills to be
a good leader. Both coaches and those being coached benefit from coaching conversations. As
well as giving the benefit of their experience, those coaching can practice how they communicate
with others, and hear directly from junior members of their organisation. Those receiving coaching
benefit from experience and practice speaking-up with more senior leaders.

Define a motivation campaign that reinforces positive and proactive behaviours and encourages
people to surface and talk about unsafe conditions and problems.

... by talking to people about what is working for them and what is not

Get feedback on your own performance in building culture %740

Leaders track and measure performance against objectives and use data to make changes in plans
and coach improvement. Leaders also seek out evidence of their own impact on the organisation
and its culture. Here are three established ways of doing that:

e “Trust” questions in regular employee satisfaction surveys: The easiest and most effective
way “? to measure your impact. Positive responses to questions like “do you trust your
leader?”, “does your manager value your opinion?”, “does your leadership team listen to and
address your problems?” are all indicators of a positive, collaborative safety culture. Track
how responses to these questions change over time. Increases in positive responses should
correlate to reduced personal and process safety incidents.

e 360 surveys: Often routine for leaders, these surveys can give feedback to an individual from
employees, colleagues and line managers, which will give an insight into the impact they have
on others.

e Culture surveys: Typically involving a dedicated survey against a series of different elements of
culture, followed up with employee workshops to understand the issues behind survey results
that are lower than wanted. They produce huge amounts of information but can be labour
intensive and hard to determine actions for change. Since we know that leadership shapes
culture, it helps to read cultural surveys as an indication of leadership, not the people being
surveyed. Although regularly used by many companies, some large operators have stopped
using culture surveys, favouring the more dynamic “trust question” approach above.
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Case Study: Weren't you listening?

The Site Superintendent is going over the
cultural survey data with a work party. He's
wondering why the team got a low score on
“Valuing Procedures”. He says that the team
has to start valuing procedures as they are an
important way of keeping safe. The team nod,
but look unhappy about something.

How might the Site Superintendent approach
this differently?

Debrief: Weren't you listening?

The site superintendent asks if there any issues with the procedures.

The team tell him that the procedures are complicated, out of date, and difficult
to get off the computer. They say they have been telling management this for
years, and ask whether it was really necessary to have to fill in a survey for that
message to finally get through?
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4.

Getting Into action

Let's see what our imaginary leadership team have learned.

Scenario: The next leadership meeting

It's the next monthly leadership team meeting, and all the heads of department are gathered
around the table again. The Vice President asks his team what they have learned in the last
month.

The curious HSE manager has learnt that only a small portion of their incidents are due
to intentional rulebreaking. The majority of incidents are due to mistakes and conditions
that people are making the best of.

The credible maintenance manager talks about the importance of being available in the
field, helping people with the problems that they have doing work.

The action orientated operations manager talks about how he had responded when
something went wrong, not tried to apportion blame prematurely, and tried to understand
the full context of the event to prevent the same thing happening to others.

The visionary finance manager learned about downside of ‘zero” targets and the
importance of explaining how it means we care about each other’s safety, and wants
everybody to go home unharmed.

The accountable engineering manager describes the consequences of an organisation
change that meant that people were unclear about what they were accountable for, and
didn’t have the capability and resources to deliver their accountability.

The collaborating contract supervisor talks about the benefit of having collaboration
between leaders and workforce so that rules and procedures are practical and helpful,
and people follow them because they feel ownership of the content.

The effectively communicating drilling manager explains how she discovered that the
carefully designed bridging document wasn’t working in practice, by talking with people in
the operation.

The listening site superintendent learned that listening to the workforce about the
problems they face can do more for culture than a survey.

“So it really is something we are doing, and we could make a difference,” says the Vice
President.

The Engineering manager raises a hand. "I wonder,” she says, “if we should start talking about
some of our findings with the rest of our senior leaders, supervisors, and foremen?”

Now that's a very good idea...

o) () o] (5] [y o
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This is the end. So what message would we leave you with?
e You can learn leadership skills
e Be systematic about developing all the leaders in your organisation
e |t doesn’'t matter where you start, but start

You can learn leadership skills

Being a leader is not a function of personality, charisma or intangible attributes. Inspiring a vision
and shaping a culture is an outcome of behaviours and skills that can be learned and practiced like
anything else. Those characteristics are listed in this document and may take time to develop.

Be systematic about developing all the leaders in your organisation

The safety characteristics are fundamental at every level, irrespective of the position in the
organisation. Organisations are large, complex systems. If you rely on one, or a handful of great
leaders to keep your organisation safe, you will fail. Think about how your training programs provide
safety leadership development for specific roles within the organisation. Consider leaders outside
the normal operational areas, to include Human Resources, Procurement, and Audit, all of which
have important roles in facilitating safety.

It doesn’t matter where you start, but start

There is a lot here, we know. Pick some of the ideas that are discussed in this document and start
working on one or two of them. As you get skilled in these, pick some more. Before you know it, your
organisation will be looking to you as a role model for safety leadership.

Have another look at the Safety Culture ‘temple’ below, and consider how you can encourage and
exemplify these traits and behaviors in your organisation.

Section 1
Safety culture
The culture y
you want
5 c
= = o c -
> ] = =) =] c c
. E -lE '_E (L] -"g © .9
Section 3 = ] © = i k=
. = = = o a S5
Leadership 5 o S E 2 23
. . @ -
characteristics S = S £ = o 9
— Q o [T
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. Understand how systems and conditions cause accidents
Section 2

Underpinning Understand people are a resource, not a problem
knowledge

Balance process and personal safety
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COMMON TOPICS
Common topic 3: Safety critical communications

Key areas to examine

Safety critical communication situations which could be examined include:
e Shift handover (see below);
e Communications during emergencies;

e Any form of remote communication between control room and outside operators e.g. during
shutdowns;

e Permit-to-work procedures, particularly if the work continues over a shift change;
e Communication of hazards and risks to contractors;

e Use of radios;

e Plant labelling and identification;

e Communication of changes to procedures.

Problems with communication leading to major accidents/incidents are well known, for example
Piper Alpha.

Effective communication is important in all organisations when a task and its associated
responsibilities are handed over to another person or work team. Critical times when good
communication must be assured include: at shift changeover, between shift and day workers,
between different functions of an organisation within a shift (e.g. operations and maintenance) and
during process upsets and emergencies. Although the importance of reliable communication may
be recognised, guidance for personnel on how to communicate effectively may be lacking.

What can go wrong?
Unreliable communications can result from a variety of problems including:

e Missing information,

e Unnecessary information,

e Inaccurate information,

e Poor or variable quality of information,

¢ Misunderstandings,

¢ Failing to carry forward information over successive shifts.
Miscommunications and misunderstandings are most likely to occur when the parties
communicating have a different understanding of the current state of the process. More time will be
needed to communicate when such differing ‘mental pictures’ exist.
Improving communications

A number of simple steps can improve communications in the workplace:





Carefully specify what key information needs to be communicated;
Aim to cut out the transmission of unnecessary information;

Use aids (such as logs, computer displays) based on the key information needs to help
accurate communication;

Aim to repeat the key information using different mediums, e.g. use both written and verbal
communication;

Allow sufficient time for communication, particularly at shift handover;

Encourage two-way communication with both the giver and recipient of the information
taking responsibility for accurate communication;

Encourage the asking of confirmation, clarification and repetition;
Encourage face-to-face communication wherever feasible;
Try to develop the communication skills of all employees; and

Aim to set standards for effective and safe communication.

Shift handover

Risk areas:

During plant maintenance, particularly when this work continues over a shift change.
When safety systems have been over-ridden;

During deviations from normal working;

Following a lengthy absence from work;

When handovers are between experienced and inexperienced staff.

In order to manage the risks, sites should:

Give effective shift handover communication a high priority;

Include communication skills in the selection criteria for shift-workers and develop the
communication skills of existing staff;

Provide procedures which specify how to conduct an effective shift handover;
Place greater reliance on written communication when 12-hour shifts are in operation;

Where possible, plan maintenance work to be completed within one shift, thereby eliminating
the risk of miscommunication of maintenance issues at shift handover.

For shift handovers to be effective they should be:

Conducted face-to-face;

Two-way - with both participants taking joint responsibility for ensuring accurate
communication via verbal and written means, based on a pre-determined analysis of the
information needs of incoming staff;





e Given as much time as necessary to ensure accurate communication.

Areas for improvement may include:

e Specification of key information needed by incoming operators to update their ‘mental model’
of plant status;

¢ Design of operator supports (logs, displays etc.), based on the operator's information needs;

e Involvement of end-users when implementing changes to established methods of
communication at shift handover, thereby facilitating their acceptance and use.

Specific documents
In addition to the general documents that should be requested prior to the visit (see chapter ‘Aim of
the Guidance’) it is recommended that the following documents, which are specific to this topic,
should also be requested:

e Details of training for safety critical communications, such as in emergencies;

e Procedures for conducting shift handovers;

e Details of Permit-to-work system and procedures.

Enforcement and advice

Enforcement should be considered where there is evidence of a lack of formal or effective
procedures and training in safety critical communications.

Guidance
e Reducing error and influencing behaviour, HSG48
o Effective design of workplace risk communications, Research Report 093
e Guidance on permit-to-work systems in the petroleum industry, OIAC 1997

e Effective Shift Handover - A Literature Review OTO 96 003





Question set: Safety critical communications

Question

Site response

Inspectors view

Improvements needed

1. Is there is a process to identify and define the communications requirements for the safe operation of plant e.g. for PTW, shift handover, control room to field/maintenance
communications?

la |[Management questions:
e Has the company considered effective ways to communicate major hazard
information to contractors/temporary staff/visitors?
e Is there a process to select the key information to be communicated (from
internal and external sources)?
e Isthere a system to communicate changes in practice and lessons following an
incident?
e Does a process exist to monitor the effectiveness of the communication of
major hazard information?
e Are the workforce actively involved in communications (i.e. not just passive
receivers of information)?
e Is there a process to ensure that modifications, changes to processes,
procedures, systems and organisation are communicated to all relevant staff?
1b |Operator questions:

Is there evidence that the key major hazard information has been understood
by the target audience (i.e. staff, contractors, visitors)?

Is there is evidence that changes to practices, as a result of an incident, are
understood by staff?

Is there is an audit trail documenting the monitoring process?

2. Have the communication routes been clearly defined?

2a |Management questions:
e Have communications been considered in defining the plant’s safety command
and control structure?
e Are there routes by which operators can raise safety concerns with
management and is the loop then closed adequately?
e Is there is a process to review the communications routes in light of plant /
organisational change?
e Are the key communication aspects of critical procedures assured?
e Is there a defined structure for shift handover arrangements?
2b | Operator questions:

Is there evidence that key communication channels are documented?

Do operators know when to report safety concerns?

Do operators understand where they can obtain key safety information?

Can staff describe the safety implications of any recent changes to the plant?
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Preface

This safety critical communications (SCC) manual has been designed as a day-to-day reference guide
to support ongoing good practice in safety critical communications. It is a companion to RSSB’s
safety critical communications training package - a modular course which is available to registered
RSSB members on www.sparkrailrail.org.

The manual follows the same structure as the course. It provides additional guidance, practical
examples, reference materials and links to further reading and training throughout.

This manual is for use by all rail staff required to communicate verbally with others during their
operational duties.
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Introduction

The importance of communication

‘You’ve got one to cross’, said the signaller to the member of the public, meaning that there was one
more train to go before they could drive across the rural level crossing. The user immediately drove
over the crossing, assuming they had one minute to do so. The train missed the user.

The track team run to a position of safety as the train enters what they thought to be a safe work site.
The COSS and signaller had failed to confirm the line blockage details using a ‘repeat-back’ and a
misunderstanding had occurred.

A driver of a failed train structures his communication badly and deluges a signaller with information,
mistakenly believing he has obtained permission for a track-side inspection in the process. A near
miss occurs as he ventures track side.

These are real incidents and, unfortunately, they are not as rare as they should be. Recent research
has shown that one-in-five accidents have safety critical communications (SCC) as a contributing
factor. As professionals, working in the ‘front line’ of the rail industry, we cannot afford to rely on luck.
Our operational communications — safety critical communications — must be fit for purpose.

About this manual

This manual, and the associated ‘Briefing Bites’ training course, seek to inform and explain what level
of safety critical communications is required of operational staff in the rail industry. It looks at what
safety critical communications is, when it should be used, the structure and protocols to be used, and
the skills needed for competent performance.

However, the training course and manual can only seek to educate. They cannot DO. The doing is
down to you - the railway professional.

Both the Briefing Bites course and the manual are for all operational staff in the rail industry. Previous
training materials have focussed on specific job roles whereas the contents of this manual apply to all
operational staff. We must all work to the same standard.
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How was this manual developed?

Industry engagement, research, and collaboration were essential to the development of this manual.
Front line staff and managers from across the rail industry were consulted to identify end-user needs
and competence requirements. These formed the specification for the manual’s format and content.

A cross-industry steering group with expertise in safety critical communications reviewed all manual
content in detail and provided reference materials for additional support and further learning. The
steering group comprised members from RSSB, Network Rail, the ORR, and train and freight operating
companies, including GWR, Virgin Trains East Coast, Arriva Trains Wales, Crossrail, East Midlands
Trains, Colas Rail, Freightliner and GB Railfreight.

Using the manual

The manual is divided into five sections, with each section detailing a particular aspect of safety
critical communications.

1. SCC Foundation

2. Structure and responsibility
3. Protocols

4. Confirming Understanding
5. Communication skills

You can use this to accompany the Briefing Bites training course or as a separate reference guide.
The order of the sections does not imply importance — one section is not more or less important than
another. Indeed, for safety critical communications to be effective, all the skills and protocols must
be used together.

Each numbered section provides an explanation of the subject together with best practice examples
and Key Learning Points. The Key Learning Points are the minimum level we must all reach. Our role
may require that we use additional communication skills, but the Key Learning Points represent an
industry baseline.

The appendices provide a summary of the Key Learning Points, together with cue cards and example
scripts for high risk activities.

Key Learning Points are highlighted throughout with this icon to the left. These are
things that we must all know and do.
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SCC foundation

What is safety critical communications?

ALL OPERATIONAL COMMUNICATION BY FRONT-LINE STAFF IS
CONSIDERED TO BE SAFETY CRITICAL

By Operational we mean anything relating to:

o Train movement o Stations
» Signals e Infrastructure.
o Track

By front-line staff we mean those doing the following types of work on the operations listed above:

e Maintenance e Driving

e TOC and Network Rail Control e Shunting

» Signalling e Infrastructure projects
e Station operations o Contractors

Of course, we discuss our lives, hobbies, and news with our colleagues. But if we’re talking about
operations and actions that can affect our safety and that of our colleagues, the public or the railway,
then our communication is safety critical.

When what we say can affect actions, then our communication is safety critical

Communication can take place in a number of ways (written, visual, verbal). We’re focusing on verbal
communications, which often involves talking to people by telephone or radio.

| Key Learning Point - you should now be able to recognise when safety critical
communication is happening (all operational communication by front-line staff is safety
critical).

RSSB | Document title document title





The contract concept

Safety critical communications are all
about conveying information that is
important to the safety of workers and
passengers on the railway. When we
conduct safety critical communications,
we must state our messages clearly,
check that the other person has Car Loan Flat Rental  Employment
understood what we have said and, Contracts
especially important, any actions

expected of them.

When we are on the receiving end, it is our responsibility to repeat back what we have heard, outline
our understanding of any actions that are required and clarify anything we are unsure of. Safety
critical communications must have a common structure and a professional tone. We should think of it
as agreeing a contract. This should be similar to what we would do when buying a car, renting a flat,
or signing an employment contract.

Contracts usually involve the following steps:

|/ 0 Identify the parties
O involved

|/ - Provide information
" about the situation

|/ - Agree the actions to be
W taken

- Confirm our agreement

In a front-line operational communication, we follow these same steps. In essence, we are forming

a communications contract with the other party; we are committing to accurate, brief, clear and
professional communications to achieve an intended outcome. This approach helps to distinguish the
delivery and receipt of safety critical messages from day-to-day conversation.

Key Learning Point: every time we hold an operational conversation, we are agreeing a
B verbal contract.

KEY LEARMING
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Personal responsibility

As rail industry employees:

e We must all take personal responsibility for how we conduct ourselves at work, including how we
communicate.

e We should not rely on one person to make sure we communicate well, but must all take
responsibility for our operational conversations.

In this way, we will be doing our part to raise the standards of safety critical communications across

the whole industry, which in turn will have a tangible impact on ours and others’ safety.

Taking personal responsibility means following the guidance provided in this manual. It means

taking pride in our approach to safety critical communications and setting a good example for our

co-workers. We need to be mindful of the dangers of informality, and avoid the tendency to chat and

over-talk to each other.

Personal Responsibility

In practice, this means we must:
e use the protocols

e structure our conversations

e listen carefully

e confirm understanding

Key Learning Point: safety critical communications are formal conversations.

Key Learning Point: as professionals, we must all take responsibility for safety critical
communications.
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Safety

We work in an industry where pressurised situations are common. In a 2016 rail industry survey by
the Infrastructure Safety Liaison Group for RSSB, 90 % of the 1100+ respondents said they feel under
pressure at work at least once per week. Individual perception of pressure and ‘real’ pressure have
the same impact: they impact our ability to think clearly and make decisions, cause us to cut corners
and make mistakes, and can affect our physical and mental wellbeing.

Pressure can come from different sources. Example situations are periods of change, or when things
don’t go to plan. Part of taking personal responsibility means not cutting corners in communications
because we feel under pressure.

We must:

» Recognise that pressurised situations are the time when we need clear, structured communications
the most.

« Communicate properly in normal situations. If good communication practice becomes an
ingrained habit, it is less likely to fall apart when we are under pressure.

o Take the time to think about what to say. This will save time in the long run, even if the
temptation is to jump in.

e Slow the communication down. Speak slowly and clearly to give ourselves more thinking time.

« Stay focused on the facts and ignore the context that is creating the pressure.

e Use the protocols. This will help you to be clear and stay professional.

o Listen carefully to what is being said.

e Confirm understanding. Stress causes mistakes in ourselves and others. Repeating back what you
have heard and clarifying any actions will aid decision-making and help you to remember what it is
that you need to do.

Key Learning Point: we must take time to communicate well — no matter what the
| situation.

HEY LEARMING
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Structure and responsibility

The structure of our messages is important. Good structure reminds us that we need to provide
certain information such as who we are (opening), and that we need to repeat back (confirmation).
It is also important to deliver information and actions in the correct order so that the actions come
towards the end of the message allowing us to remember them more easily.

We all have a responsibility to communicate well and structure our communications correctly. One
person is also assigned lead responsibility and they must ensure that the message structure is correct.
The ‘responsibility’ section examines these concepts in more detail.

Communication structure

Good safety critical communications have a four-part structure:

Aﬂ Opening
'G) Information

Y — .

i i Actions

oF G

e > Confirmation

If possible, plan what you will say in each part before starting your communication. This takes
practice, but will help you to get into the habit of communicating clearly, as well as to remember the
important elements of a safety critical communication.
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: Opening
The opening of a safety critical message should contain the following two pieces of information:
This iswho I am

This is where I am
Who I am

» State your role
e It may also be necessary to state your name

e This is to ensure the person who you are talking to knows exactly who you are

Hello, Thames Valley signaller...

Hellg, train dispatcher Crewe platform

SI...

Hello, COSS John Matthews...

Where I am
e This should be a simple description of where you are

« Identify your exact location that is recognisable to both parties, for example access points, level
crossing, station, or platform.

o If discussing overhead line equipment, you will need to give the structure number found on the
stanchion.

(train driver) I'm standing at whisky alpha
two two signal

(trackworker) I'm standing in the cess on
the up Doncaster line, next to stanchion
echo bravo one six two four
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. Information and actions

Information should always come before any actions are given. This:
e provides context

» ensures the actions are fresh in everyone’s mind

« allows the actions to be agreed and then repeated back.

The information we provide must be concise and relevant. Where long messages or instructions are
being given, it is better to break them down into manageable chunks.

(driver) I'm approaching Parksley on
the up line. My loco has shut down
and I'm coasting.

(signaller responds...)

(driver) | seem to have a problem with
the engine coolant pressure. |'ve just
had a word with the help line and
they told me what to do when | come
to a stand. Where would prefer me
to stop?

Actions are an essential part of the communication contract. Note:
e They can be passed in both directions.

e They should be definitive, for example. “You must...” Definitive language in unambiguous and
helps event misunderstanding.

e The instruction ‘Do nothing until...” is a valid action. People are often tempted to ‘jump in’ before
it is safe to do so. This instruction makes it clear that an action should not take place until a certain
condition is met, for example: remain at a stand until a Signaller instructs you to move.

(signaller) please remain at a stand -
make no further movement unless |

instruct you...
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Confirmation and repeating back the message

To confirm that all parties have the same understanding of the communication, the person

with Lead Responsibility must ask for a ‘repeat back’. This is a crucial step in making sure the
arrangements have been fully understood by both parties. It provides the opportunity to identify any
misinformation, misunderstandings, or omissions.

The process of repeating back a message (saying it out loud and in our own words) also helps us to
process the information more deeply. And makes it more likely that we will remember what has been
said when the communication has ended.

A repeat back means:

» Repeating back the message we have been given and our understanding of what is required of us,
so that any misunderstandings can be corrected.

e Asking for a ‘repeat back’ at the end of a safety critical message if we are the person with Lead
Responsibility, and if the other party has not already repeated their understanding of the message
back to us.

Things to remember
Repeating back information is key to confirming understanding of all involved.

The person with lead responsibility must always confirm that everybody involved in a communication
understands the message being conveyed. This might require asking for a ‘repeat back’.

We must listen and check the content of a repeat back to make sure it’s correct.
Repeat backs can occur at any stage in a message, but must occur at the end.

Pay attention to what is being said: we need to avoid repeating information parrot fashion without
thinking about what we are saying or what it means.

If a repeat back is wrong, the person with Lead Responsibility must restate the actions, and ask for
another repeat back.
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An Example

Here is an example of good practice in structuring a communication. Notice that the signaller
delivers the actions in two stages. Notice also that the driver repeats back the actions without the
Signaller having to ask him to do so, and also repeats the entire set of actions again at the end of the
communication.

Driver Hello, driver of two alpha five two at Foxtrot Yankee 25 signal, up main line.

Signaller Hello driver, two alpha five two at Foxtrot Yankee 25 signal, up main line. This is
Fawsley Signaller. I've had a call from control and due to a line blockage ahead your
train is to go no further.

Driver Hello signaller so due to a line blockage ahead I am to go no further.

Signaller Correct driver. When I give permission control have requested that you make a wrong
direction movement into Longfield station to detrain passengers and await further
instructions.

Driver OK signaller, so when you give permission you want me to make a wrong direction
movement into Longfield station to detrain passengers and await further instructions.

Signaller Correct. When you approach Fawsley signal box, I will lower the level crossing barriers
and give you a green hand-signal from the box when it is safe to pass over the
crossing. Please obey that signal.

Driver OK signaller, when I approach Fawsley signal box, you will give me a green hand-
signal from the box when it is safe to pass over the level crossing - for me to proceed.

Signaller Correct. Driver I have set the route for you now, I am now authorising you to make a
wrong direction movement, not pass over Fawsley signal box level crossing unless a
green handsignal is being displayed and then into Longfield station.

Driver OK. You are now authorising me to make a wrong direction movement, not pass over
Fawsley signal box level crossing unless a green handsignal is being displayed and
then proceed into Longfield station.

Signaller Correct. OK, I'm authorising you to make the movement.
Driver OK, bye.
Signaller Bye.
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In summary

There are two Key Learning Points associated with message structure:

Key Learning Point: a safety critical message should have four sections:

Opening
.'. Information

_- ‘g'

! —
W == | Actions

o —

ﬂéﬁ} Confirmation

Key Learning Point: avoid monotonous and unnecessary repeat-back of information;
think about what you are saying and what it means.
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Lead responsibility

Safety is everyone’s responsibility and we all have a personal responsibility to communicate clearly
and professionally whenever safety is involved.

In safety critical communications, one party is nominated to take lead responsibility. The concept was
developed based on good practice from other industries, such as air traffic control, and from feedback
from railway employees that having one person take the lead in the conversation would help reduce
misunderstandings. This helps to ensure:

« difficult situations are dealt with effectively

» agood working relationship with other railway employees is maintained

e less frustration caused by poor communication

» misunderstandings are avoided which can cause increased workload and/or frustration
 the chances for misunderstandings to occur and errors are reduced.

Demonstrating lead responsibility involves taking control of the conversation, ensuring that a
clear understanding between the two parties is reached, and that the agreed actions follow the
information given or received.

Who has lead responsibility?

The person who must take lead responsibility depends on the task being carried out. There are clearly
defined examples in the Rule Book, which are shown below.

Lead responsibility When communicating with
Electrical control operator (ECO) anyone

Signaller anyone except the ECO

PICOP (person in charge of the possession) anyone except the ECO or signaller
Route-setting agent points operator

Shunter driver

Pilotman driver

Handsignaller driver

Person conducting assisting train driver of assisting train

Conductor driver driver of train or machine being conducted
Designated person (DP) members of the work group

If it is not clear who has lead responsibility, or if two people carrying out the same task are
communicating with each other, the person who starts the conversation must always take lead
responsibility. It is important to remember that we must all be prepared to take the lead in a
communication if the other party does not, even when it is their designated responsibility to do so.
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What does lead responsibility mean?

Lead responsibility means that one person leads the communication.

It is not about one person being in charge, it is about someone ensuring a clear
understanding is reached.

It is not about who gives the actions, although that may be the case.

The person with Lead responsibility must confirm that the communication structure is followed:

éﬂ Opening

- '(a Information

f—
= | Actions
 —

Confirmation

They may also need to:
e Clarify details

Correct mistakes

Summarise information

Calm the situation

Challenge poor communication
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Things to remember:

Lead responsibility is not dependent upon seniority: the Rule Book clearly defines who has
lead responsibility in a given situation. If you are in that role then it does not matter who you are
speaking to — you have responsibility for leading the conversation and ensuring the message has
been understood by all parties involved.

Lead responsibility is not about being in charge of the activity: lead responsibility is being

in charge of the communication relating to the activity but not the activity itself. So, for
example, when a COSS and a signaller are agreeing a system of protection, the signaller takes
lead responsibility. They must ensure that a clear understanding is reached. The COSS remains
responsible for the system of protection and the safety of their workers.

We all have a responsibility to communicate well: all those involved in safety critical
communications have a responsibility to use the techniques, structures, and protocols detailed in
this manual.

Taking lead responsibility is as much about your behaviour as it is about following the protocols laid
down in the Rule Book. For information about the behaviours that underpin successful safety critical
communications, see the Communications skills section of this manual.

Key Learning Point: the person with Lead Responsibility must manage the
communication and ensure that a clear understanding is reached by all.

Key Learning Point: we must all support the person with Lead Responsibility - and
be prepared to do some of the leading, if necessary.
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Protocols

When we communicate face-to face, there’s a lot more going on than words; we use gestures and
facial expressions to convey what we mean. This is a problem in the rail industry as most of our
communication is not face-to-face.

To help us communicate clearly, we use communications protocols to:

Aid understanding

Help avoid errors

A protocol is an agreed way of doing something, like shaking someone’s hand when you meet them
or nodding your head to show agreement.

This section will examine the following protocols:

ABC-P
The phonetic alphabet

Numbers (how to say them)

Time (how to state it)

Standard words and phrases
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The ABC-P protocol

We should approach our safety critical communications using the ABC-P protocol:

A — Accurate

B — Brief

ABC-P

P - Professional

Some techniques we can use to help us achieve this include:

Speak slowly

Don’t interrupt others

Be precise in your descriptions (for example: locations, obstructions)
Avoid using slang

Plan what you are going to say before you say it — think about structure

Repeat back what has been said

A safety critical communication is not the time to have a chat about unrelated items; important
details can easily get lost or forgotten if you do. Focus on the task in hand and on being accurate,
brief, clear and professional.

“ Key Learning Point: operational communications must be ABC-P: accurate, brief,
| clear, and professional.

KEY LEARMING

RSSB | Document title document title

17





18

The phonetic alphabet

The phonetic alphabet is used to provide clarity to our communications, especially when using the
radio or telephone. It can be difficult to hear what a person is saying if they are in a noisy place, if the
weather is bad, or the connection poor. So, we spell out key information using the phonetic alphabet -
it makes it much easier for other people to understand what we are saying.

The key words have been carefully chosen so that they clearly represent each letter and don’t sound
at all like each other.

We need to avoid using our own substitutes for the phonetic alphabet and stick to the
official version.

The phonetic alphabet must be used:
o to identify letters of the alphabet

to spell words and place names that are difficult to say, or may be misunderstood

if there is interference on the radio or phone

when quoting the identity of signals or points

when quoting train descriptions.

If in doubt, spell it out!

Key Learning Point: use the Phonetic Alphabet for all key information.
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The Phonetic A B C

Al phabEt Alpha Bravo Charlie

D E F G H

Delta Echo Foxtrot  Golf Hotel
India Juliett Kilo Lima Mike
November Oscar Papa Que:;)ec Romeo

S T UV W

Sierra Tango Uniform Victor Whisky

Y [

X-ray Yankee Zulu
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Numbers

General rules

We say all numbers individually:

‘Whisky Two Three Signal’

‘Whisky Twenty Three Signal’

Because of limitations in human memory and the way that our brains process information, we say
numbers in batches of less than 5.

‘Three six five... six eight... nine two’

‘Three six five six eight nine two’

Key Learning Point: we must use single numbers (zero, one, two...), for
all key information.

An exception

The exception to this rule of ‘saying number singly’ is when we say measurements, such as length or
distance.

When conveying measurements, we should:

e Use natural speech

» Always state the units: metres, miles

For example:

‘Four hundred metres’
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Time

When stating times, we should:
» State ‘hours’ to emphasise that we are giving a time
e Use ‘hundred hours’ to state ‘on the hour’ times such as 1100

For example:

‘Zero nine thirty-two hours’

‘Thirteen forty-five hours’

‘Nineteen ten hours’

On the railway, there is no midnight. 23:59 is followed by 00:01.

Do not use 24:00 hours or 00:00 hours. This is to avoid confusion as to whether you are referring to
the beginning or end of a particular day.

ﬁ Key Learning Point: use the 24-hour clock to say time.

KEY LEARMING
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Standard words and phrases

Standard words and phrases are provided in the Rule Book that are to be used by everyone when

using a radio or telephone.

List of standard words and phrases

Phrases to use when using a radio or telephone
Correction

I have made a mistake and will now correct the
word or phrase just said.

Repeat back
Repeat the message back to me.
This is an emergency call

This message provides information which needs
immediate action to prevent death, serious injury
or damage.

Why do we need key words and phrases?

» Normal communications in a difficult (for
example noisy) environment can lead to
misunderstandings

e Using standardised words and phrases makes
communications clearer and less prone to error
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Other phrases to use when using a radio and
only one person can be heard at a time

Over

I have finished my message and am expecting a
reply.

Out

I have finished my message, no reply is expected.

Wa're going ta
a dance?






Correction

 For use on a radio or telephone

e Means ‘I have made a mistake and will now correct the word or phrase just said’

Say ‘correction’ and then restate the message correctly.

Don’t use casual phrases like: ‘Oh no wait’, ‘Sorry that was wrong.’

Don’t just say ‘correction’ and what was wrong - you need to restate your message.

For example:

Proceed at caution as far as mike echo
twao five signal.

Correction, proceed at caution as far as
mike echo two four signal

Over and out

These standard words are for use with ‘press to talk’ (simplex) equipment. Examples of such are the
radios used by shunters and, importantly, the GSM-R headset when the emergency call button is
pressed.

Over This means ‘I have finished my message and expect a reply.” It is to be used
throughout the communication, to pass control back to the other person. Think of it
as inviting the other person to talk.

Out This means ‘I have finished my message and no reply is expected.” It is used at the
end of a communication.
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Repeat back

The person with lead responsibility should use the phrase ‘repeat back’ to confirm the understanding
of both parties.

It can also be used by others who don’t have the lead responsibility to confirm their understanding.

It can be used to confirm details relating to who we’re talking to, what the situation is, or what
actions are being given.

For example:

Signaller; Proceed at caution as far & ho two Tour signal. Repeat back

Drriver: | can proceed at caution as far as cho two four signal

Signaller: Proceed at caution as far as mike echo two four signal
T4

Driver; Can | have a repeat back, ples

Signaller: Proceed at caution as far a3 mike echo two four signal

Key Learning Point: use the standard words and phrases.
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The emergency call

Clear and concise safety communication is important in any situation, but in an emergency, it can be
the difference between life and death. In an emergency, we are under pressure to act quickly, but we
must remember how important it is to plan what we will say.

Fortunately, emergencies are rare but this means that they are likely to take you by surprise. To
improve your chances of remembering what to say and how to say it, you should practice making
emergency calls. The more often you practice, the better your chances of getting it right when it
really matters.

If you ever need to make an emergency call, this is what you need to remember:

o Take a deep breath and plan what you will say in advance: know where you are and think about
which emergency services might be required.

e As specified in the Rule Book, emergency calls must start with the words:

This is an emergency call...

» An exception is in reporting a dangerous goods emergency, when the call must start with the
words: ‘This is a rail dangerous goods emergency.’

This is a rail dangerous goods

emergency call...

» Give your name, the exact location of the emergency and details of the accident including
whether any lines are or may be obstructed.

« You must also say which emergency services are needed.
» Information given should be accurate and brief — the emergency may be time critical.

o Follow the same structure as you would in any other safety critical communication.
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Two examples

Note, we are only showing one side of the conversation. In both examples, the caller is talking to the
signaller and the signaller starts to confirm details with them:

o This is an emergency call, This is an emergency call.
ol o My name is Karen Brown. My name is Dave Briggs.
:' ‘ | | work for Network Rail. | am the driver of train
j I'm at Ulverton Cross 3 - :

% » One Sierra Three Five.,

Opening | am located at
Paisley Gilmour Bridge

- ey " There's a car abandoned A group of young men are
( ' ] o the shaasing S ot throwing rocks from the
I"\\ / lines are obstructed. bridge into the path of
Inf;r-r;lation trains in both directions.
A rock hit my windscreen
and it has shattered
‘,_ eed you to stop all trains. Yes signaller all lines are
| W — ¥ aller, the car is across affected. Yes, | will remain on
i both lines, site and await police
o assistance.
Actions
@ Yes signaller the car is across Yes signaller all lines are
both lines. Yes, | will remain affected. Yes, | will remain on
on site and await further site and await police
Confirmation : instructions. | assistance.
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Using a GSM-R radio to make an emergency call

GSM-R radios have a dedicated emergency call button. When you press this, it is important to realise
that you are in ‘press to talk’ (simplex) mode. To operate the radio:

1. Lift the handset and press the red emergency call button.

2. When using the press to talk button, wait for the tone to finish and the word ‘speak’ to appear on
the display.

3. If the display reads ‘busy’ then release the press to talk button and try again.

* Remember to use the standard word ‘over’ and to release the press to talk button after each
message that you pass.

e Remember to use the standard word ‘out’ and to release the press to talk button at the end of the
emergency call.

Key Learning Point: learn and practice how to make an emergency call.

.
KEY LEARMING
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Confirming understanding

This section looks at the things which might prevent us from understanding each other, what we can
do to overcome them and the important action of repeating back what we have heard.

Communication barriers

There are various barriers to effective safety critical communications. Barriers arise from three main
sources: environmental conditions; the nature and quality of the equipment you are using; and the
way in which you speak.

Environmental barriers

When it comes to communication the key environmental barrier is noise:
» Noise from the weather or outdoor environment

e Background noise either from the interior or exterior

Noise not only makes it harder to hear what is being said, it can also lead to:
e Rushed speech
e Shouted messages

e Simply giving up on communicating altogether
If possible, find a dry, quiet location from which to communicate.

Always make sure you are in a position of safety.

Follow the communications structure and follow the communications protocols.
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Equipment barriers

New technologies have improved the transmission quality of communications, with digital systems
such as GSM-R proving to be very robust.

However, there may still be issues with: -

Transmission noise

Interference

Drop-out

Older, non-digital systems

Formal communication
The adoption of GSM-R technology, which is similar to everyday mobile phone networks, can lead us
to adopt an informal structure to our messages.

Remember, a safety critical communication is a formal communication. Beware of falling into a
chatty conversational style.

Make sure you know how to use the communication equipment you have been provided with. Speak
clearly and slowly. Follow the safety critical communications protocols. Keep the communication
formal.
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Linguistic barriers

‘Linguistic’ refers to the way we speak and the language that we use. To communicate clearly, you
should avoid using:

Vague language

Jargon

Regional words

Vague language

Avoid vague phrases, such as: ‘It’ll be there as usual.” or ‘Same as last time.” Use clear, precise
language, stating exact times and locations:

The Tamper is due to arrive at

tango two six signal at twenty-
two hundred hours

Jargon

We all use jargon. It is part of our railway language. However, it can also lead to misunderstandings.
You must:

e Minimise your use of jargon.

Be aware that others might not understand it.

Be prepared to ask for confirmation or clarify what you mean.

Be prepared to challenge the use of jargon if it is confusing
(see Challenging in the Communication skills section).
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Regional words

Everyone has an accent and uses language specific to their geographical area. They are part of our
regional identity. However, the rail industry operates across regional boundaries and using local
language can lead to misunderstanding.

You must:
» Recognise and minimise your use of regional language.

e Be prepared to ask for confirmation or clarify what you mean.

Shunter: pull it back into the
sink

Driver: the what? Can you
clarify please?

ii Key Learning Point: To overcome communication barriers:

WEY LEARMING

Use the best communicating position (dry and quiet if possible).

Speak slightly slower at a good volume,

Avoid ambiguous language and regional words; keep jargon to a minimum.

Use the protocols and structure your conversation.

Confirm understanding, repeating back key parts of the message and any actions.
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Communication skills

This section refers to the underpinning skills necessary for good communications. These include
‘people’ and ‘thinking’ skills, such as:

Listening and questioning

Working with people

Assertiveness

Challenging

Considering others’ needs

These are closely related to the non-technical skills used in the rai industry. Both Network Rail and
RSSB have defined lists of non-technical skills. You may be familiar with some of them.

Listening and questioning

People are surprisingly poor at listening. Typically, they remember 25 to 50 percent of what they
hear. If they talk to someone for 10 minutes, they pay attention of less than 5 minutes. Obviously,
as front-line workers in the rail industry, this is unacceptable. If we are listening to a safety critical
message, we need to hear all of it, not part of it. So how do we improve our listening?

We need to practice active listening. In active listening, we make a conscious effort to hear not only
the words that another person is saying but, more importantly, understand the meaning of those
words. We need to understand what a message means.

The following actions will help us to listen actively:
1. Pay attention

o If possible, give the speaker your undivided attention, and acknowledge the message (if you are
communicating face-to-face, recognise that non-verbal communication also ‘speaks’ loudly).

« Avoid being distracted by environmental factors. For example, side conversations or other noises
around you.

2. Show that you’re listening

» Encourage the speaker to continue with small verbal comments like yes, mmm, and uh huh.
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Interrupting is a waste of time. It frustrates the speaker and limits full understanding of the message.

. Provide feedback

Our assumptions and personal judgments can distort what we hear. As a listener, our role is to
understand what is being said.

Repeat back your understanding of what you have heard and any actions you have been asked to
perform.

Ask questions to clarify anything you are unsure of.
. Be respectful
Allow the speaker to finish each point before asking questions.

Be patient. Pauses are acceptable.

Remain neutral and non-judgemental.

Tips:

If you’'re finding it particularly difficult to concentrate on what someone is saying, try repeating

their words mentally as they say them. This will reinforce their message and help you stay focused.

Practice listening in everyday conversations to help you get better at it.

Ask clarifying questions if you are unclear on anything or you need more information: ‘Could you
repeat that?’

Keep your questions neutral (that is, not aggressive), and clear and simple: think about what you
want to ask and ask one question at a time.

After you have asked the question keep quiet and wait for the answer. It prevents you from
immediately asking another question and indicates to the respondent that a response is required.

Ask whether you have missed something or if they have anything to add.
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Listening '

Q.U estionin g € -

Listening

We need to practice ACTIVE LISTENING
Active listening =

hearing +

understanding +

appropriate response

Key Learning Point: use active listening and neutral questions to confirm understanding.
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Questioning

And respond with YES or ASK A QUESTION

o Itisimportant that any questions remain
neutral

» Avoid being aggressive or interrogating






Working with people
We can think of the operational rail staff as one giant team, communicating with each other using

the communication techniques, protocols, and message structure detailed in this manual.

We need to develop a professional working relationship with our fellow industry workers. Such a
relationship is based on mutual respect.

Respectful relationships allow us to be assertive, challenge errors effectively without causing offence,
and be considerate of others.

ii Key Learning Point: we need to develop a professional working relationship with our
colleagues.

HEY LEARMING

The following sections look at assertiveness, challenging and considering others in more detail.
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Assertiveness

Assertiveness is confidently saying what we need, while maintaining respect for others.
Non-assertive behaviour is often aggressive, passive, or passive-aggressive.

Aggressive behaviour is demanding and rude. It often involves shouting. Aggressive behaviour is
usually the result of a lack of confidence.

Passive behaviour tries to avoid conflict at all costs. It involves trying to please everyone while not
stating our own needs clearly.

Passive-aggressive behaviour seeks to manipulate people. It appears to be passive in nature, but is
used to achieve an aggressive outcome.

You're a good boss.
You've got real expenence,
You know it's impossible to
get our communications
right every time,

),

—
A

To be assertive we must:

» State our needs clearly

» Avoid shouting

e Avoid sarcasm and mimicry

e Argue our point but be prepared to compromise
e Understand other’s needs

« Criticise a point of view, not a person

e Use ‘I’ statements, rather than ‘you’ statements

o Be prepared to explain why we need something
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Example phrases

Here are some example assertive and aggressive phrases:

I need to let a passenger train
through before | can get you
out onto the main line

n't matter why, |

not letting you go yet. OK

I don’t believe that's the right
thing to do -1 can’t agree to
that

You're j plain wrong

mpie.

OK. You have responsibility
for this decision, We'll do as
you say.

n't you the big boss?

You know best, as usual

S0, the reason you need to
get moving is... (sl ) CALM DOWN. WHY
. N SUCH A HURRY?Y

As with any verbal communication, the tone of the delivery is as important at the actual words. If you
deliver the assertive phrases in a sarcastic manner, they become aggressive.

Rl
.. Key Learning Point: we must be assertive. Not passive or aggressive.

HEY LEARMING
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Challenging

Effective challenging requires that we focus on the subject, not the person. Attacking the person
shows disrespect and will probably result in a defensive response.

There are several reasons why we may fail to challenge incorrect information:
« Failing to listen correctly
e Fear of making a mistake and being made to look foolish

o Over-respect for authority - it is important to respect authority but not fear it

Listening correctly involves active listening. In active listening we hear the words, understand what
they mean, and give an appropriate response. Our response may be a simple ‘yes’ or we may need to
ask a question.

i’i Key Learning Point: be prepared to challenge incorrect information.

HEY LEARMING
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Considering others

Considering others is having an awareness of the people around us - understanding the people we’re
interacting with.

Considering others means appreciating:

what someone is having to think about

and how that person might be feeling.

Understanding these two elements will allow us to judge how we should deal with someone —

especially if they are under a lot of pressure. We can’t analyse everyone we’re working with all of
the time (that would be a full-time job in itself). But we must be able to spot people who are under
pressure —and deal with them accordingly.

If someone is under pressure, we may need to:

Speak more slowly

Be prepared to repeat information and actions more often

Calm the other person by remaining calm yourself and showing understanding
Give them more thinking time

Resist the temptation to become agitated yourself

Cope with less structure in their communication (but keep yours correct)

Listen carefully and give verbal responses — a stressed person needs to know they are being listened
to

Key Learning Point: we must consider others — especially colleagues working under
pressure.

RSSB | Document title document title

39





Appendix A: Cue cards, scripts, and good
practice examples for high risk activities

In this section, you will find a selection of ‘cue cards’ to aid effective communications when performing certain
safety critical tasks. These are either scripted examples or memory-joggers for the information or key phrases
that must be provided in certain situations.

The variable names (signals, train codes, junctions and so on) are represented as XXXX. For example signal XXXX
or junction XXXX.

Whether you use these cue cards is up to you; some people find them more helpful than others.
Cue cards are provided for the following tasks:

 Provision of information to drivers detained on running lines

e Assisting a failed train

o Examination of the line

e Authorising signals to be passed at danger

o Agreeing shunting moves within depots

e Temporary block working

o User Worked Crossings — communication with members of the public
o Initial discussion for a possession

e Authorising trains into and out of a possession, and within worksites
e Manual route setting

» Wrong direction moves

» Reporting emergency or abnormal events
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Provision of information to drivers detained on
running lines

The Rule Book Module S4 outlines what should happen when trains are detained on a running line. A
suggested approach for provision of information to drivers is provided below, highlighting in bold the
key phrases that should be used.

Signaller: Driver of train XXXX, due to (reason for delay) I am unable to clear the signal signal
XXXX. I’ll have you on your way as quickly as possible but, for now, I require you to
wait at the signal (OR wait for an MA). Can you repeat that back to me?

Driver: (Repeats back)

Signaller: (Ensure the driver repeats back correctly and confirms understanding).
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Assisting a failed train

What to do in the event of a train failure is covered by Rule Book Module M2. If you are the driver
and your train is stopped by failure, you must immediately tell the signaller about the circumstances
and whether you need an assisting train.

Driver: Signaller, this is the driver of train XXXX, located at location XXXX (give exact
location). My train (give nature of train failure). Please provide assistance.

Signaller: OK, driver. To confirm, you are the driver of train XXXX. Your train has failed at
location XXXX and you require assistance.

Driver: Yes, that’s correct.

Signaller: Confirm with the driver:

e That the failed train will not be moved
e The type of assisting train needed

e The direction from which it is needed

Signaller: Driver, I will call for assistance. Please stay where you are until the assisting train
arrives, or until you receive further instructions.

Driver: OK, Signaller. Thank you.
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Examination of the line

Examination of the line is covered in Rule Book TS1 Section 20 for Signallers, and in Rule Book TW1
Section 12.1 for Drivers.

It is vital that a clear understanding is reached on the portion of line to be examined and the reason
for the examination. Signallers should make sure that they understand what information they need to
give before making the call — to ensure that their communication is accurate, brief and clear. Drivers
should make sure they understand the reason for the examination and exactly what is expected of
them.

Train speed must not exceed 10mph in a tunnel. When examining overhead line equipment or track
defects, the speed must not exceed 20mph.

Signaller: Driver of train XXXX, due into location XXXX. When I give you authority, I require you
to examine the line at location XXXX (or between location XXXX and location XXXX)
Driver: OK Signaller. When you give me authority, I will examine the line at location XXXX.

Then, if the signal can be cleared:

Signaller: When the signal is cleared, I require you to proceed at caution over the affected
portion of line, be prepared to stop short of any obstruction, and report back to me
after examination or at the next signal. Please repeat back this instruction.

Driver: (Repeats back)
Signaller: That is correct Driver, please wait for the signal and then you have authority to
proceed.

If the signal cannot be cleared:

Signaller: [ authorise you to pass signal XXXX... at danger (continue as per cue card on passing
signals at danger), report back to me after examination or at the next signal. Please
repeat back this instruction.

Driver: (Repeats back)

Signaller: That is correct Driver
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Authorising a signal to be passed at danger

The arrangements for authorising a signal to be passed at danger are outlined in Rule Book Module
S5. A suggested approach to communicating an instruction to pass a signal at danger is provided

below.

Signaller:

Driver:

Signaller:

Signaller:

Driver:

Driver of train XXXX standing at XXXX signal. Due to (provide reason) I cannot clear
signal XXXX. When authorised, I will require you to pass XXXX signal at danger,
proceed cautiously through the section and obey all other signals. Please repeat this
message back to me.

(Repeats back)

(Confirm driver’s understanding, correcting if necessary. Remember you must
also give the driver any necessary instructions concerning SPAD indicators or level
crossings).

That is correct driver. I now authorise you to pass XXXX signal at danger and obey all
other signals.

(acknowledges)

RSSB | Document title document title





Agreeing shunting moves within depots

Shunting is covered in Rule Book Module SS2. Before starting any shunting, you must reach a
clear understanding with each other about what exactly needs to be done and how the shunting
movements will be controlled. This is often done face to face. When shunting by radio, a shunter
needs to clearly identify the correct train and driver, and then speak continuously or transmit a
continuous bleep signal throughout each movement. If either of you notice the transmission is
failing, you should stop the shunt immediately.

Face-to-face meeting:

o Shunter and driver agree the details of the move: train number, current location, the route the
train will take, the destination, and details of how the movement will be controlled: by radio or
handsignals.

e That hand points will be moved after each stage of the movement.

o Shunter provides driver with a radio.

Then, via radio:

Shunter: Shunter to driver this is a radio test. Over.
Driver: This is the driver of train XXXX, radio test complete over.
Shunter: OK driver, as agreed, we will be shunting from location XXXX (exact location) to

location XXXX (exact location y) via points XXXX. Over.

Driver: (repeats back)

Shunter: OK, Driver, I have operated points XXXX and I am clear of points. Over.

Driver: (repeats back)

Shunter: OK driver, you have permission to move until I tell you to stop. Keep coming... keep
coming (provides driver with a ‘confidence message’ every three seconds). And, stop.
Out.
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Temporary block working

Temporary Block Working (TBW) requires communication between three roles: a signaller,

handsignallers (one at the entry signal; one at the exit signal to the TBW section) and train drivers.

The signaller passes information to a handsignaller who passes it on to a train driver, for example:

giving authority to pass a signal at danger and enter the TBW section.

Example: signaller and a handsignaller

Signaller:

Handsignaller:

Signaller:

Handsignaller:

Signaller:

Handsignaller:

Signaller:

Hello handsignaller at XXXX signal, signaller XXXX panel here
Hello signaller XXXX panel. This is handsignaller at XXXX signal

Handsignaller, shortly approaching XXXX signal is train XXXX. Can you add this to the
temporary block working ticket.

Signaller, approaching XXXX signal is train XXXX. I have added this to the temporary
block working ticket.

When ready, can you read to the driver the instructions on the temporary block
working ticket, give the driver of XXXX train the temporary block working ticket and
authorise the driver to enter the section of your yellow handsignal. The time is now
1845.

Signaller, when ready I am to read to the driver the instructions on the temporary
block working ticket then give the driver of XXXX train the temporary block working
ticket and authorise the driver to enter the section on receiving a yellow handsignal.
The time is now 1845.

That is correct. You may carry out my instructions.
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Example: a handsignaller and a driver

Handsignaller: Driver, we have temporary block working in operation between XXXX signal and XXXX
signal.

Driver: Handsignaller, temporary block working is in operation between this signal XXXX and
XXXX signal.

(Handsignaller goes through the content of the form, which the driver reads to
acknowledge understanding the instructions)

Driver: [ understand what is required of me.

Handsignaller: Driver, when I show you a yellow handsignal that will be your authority to enter the
temporary block working section.

Driver: When you show you me a yellow handsignal that will be my authority to enter the
temporary block working section.

Handsignaller:  That is correct driver

(Handsignaller then moves to a position of safety and displays the yellow handsignal)
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User Worked Crossings

- communication with members of the public

When communicating with members of the public (MOP) at level crossings, it is important to speak
slowly and clearly and bear in mind that they might not have had to use a level crossing telephone/

sought authority to use a level crossing before.

Note, signal protection is only required in accordance with train signalling regulations. Call back only
required if signal protection is applied.

Conversation 1:a ‘normal’ load

Signaller:

MOP:

Signaller:

MOP:

Signaller:

MOP:

Signaller:

MOP:

Signaller:

MOP:

Signaller:

OR

Signaller:

Hello, this is Signaller at XXXX signalbox
Hi, I'm at XXXX crossing... is it ok to cross?

Hi, okay so you are calling from XXXX crossing and you want to cross... how long do
you need to cross?

Ummm, not that long, a couple of minutes?

Ok, can I just check that you have taken into account the time needed to open and
close both sets of gates? Is your vehicle unusually long or more difficult to manoeuvre
through the crossing?

Yes, yes, I'm just crossing with my tractor and the trailer
Ok, is the trailer loaded?
No, I can nip across quickly

Ok, you have asked for two minutes to cross XXXX crossing with your tractor and
trailer...

Yep

[Pause whilst checks location of trains] Right, so the line is clear to cross at XXXX
crossing with your tractor trailer...cross immediately

Do not cross XXXX, there is a train approaching. Give me a ring back when the train
has passed. Do not cross.
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Conversation 2: a long or slow-moving load

Signaller:
MOP:

Signaller:

MOP:

Signaller:

MOP:

Signaller:

MOP:

Signaller:

MOP:

Signaller:

OR

Signaller:

Hello, this is Signaller at XXXX signalbox
Hi, I'm at XXXX crossing... is it ok to cross?

Hi, okay so you are calling from XXXX crossing and you want to cross... how long do
you need to cross?

Ummm, I'm not sure... a couple of minutes?

Ok, can T just check that you have taken into account the time needed to open and
close both sets of gates?

Oh yes, well maybe a bit longer?

Have you taken into account what you are crossing with: are you towing anything for
example? Will it be difficult to manoeuvre through the crossing?

Oh ok, yes, it’s going to pain getting through the gates, I probably need a few
minutes?

Ok, it sounds like you need more than 3 minutes to cross at XXXX Crossing
Yep

[Pause whilst signaller checks location of trains and applies protection] So the line is
clear to cross at XXXX Crossing with your vehicle... cross immediately and call back
when you are clear of the crossing

Do not cross XXXX Crossing, there is a train approaching. Give me a ring back when
the train has passed. Do not cross.
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Initial discussion for a possession

This is the initial conversation between the signaller and the PICOP to discuss the arrangements.
The items to be identified are: role, company, contact details, where, WON item number etc. are
exchanged the PICOP will go through the information about the possession e.g. line to be blocked,
protecting signals, time, trains going in, position of points, level crossings if applicable etc. and the

signaller will repeat back the details.

PICOP:

Signaller:

PICOP:

Signaller:

PICOP:

Signaller:

PICOP:

Signaller:

PICOP:

Signaller:

PICOP:

Signaller:

Hello signaller. I am PICOP name XXXX of company XXXX for WON item 1 2 3, XXXX
junction to XXXX junction.

Hello PICOP name XXXX for WON item 1 2 3, XXXX junction to XXXX junction. I am
John Smith, the signaller for XXXX panel.

Hello signaller, can we discuss the arrangements for the possession please?
Yes, let’s confirm the details.

For the up main line from signal XXXX signal to signal XXXX signal. For the down line
signal XXXX signal to signal XXXX signal.

OK. To confirm, up main line from signal XXXX signal to signal XXXX signal. For the
down line, signal XXXX signal to signal XXXX signal.

Yes that is correct. When I take the possession I will require XXXX points and XXXX
points to be placed into the normal position.

Name XXXX, you will require XXXX points and XXXX points to be placed into the
normal position.

That is correct signaller. I will call you back five minutes before taking the possession
at XXXX hours.

You will call me back five minutes before taking the possession at XXXX hours.
That is correct, speak later.

Speak later.
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Authorising trains into a possession, and within
worksites

In a possession, there are various roles that will need to have safety critical conversations with each
other. For example, a signaller to a PICOP and a PICOP to an Engineering Supervisor. It is important

that the conversations are accurate, brief, clear and professional.

They must reach a clear understanding with each other about what exactly needs to be done and

how the train and on-plant movements will be controlled. This is often done face to face but can be
via mobile phone or radio.

Train movement into a possession

The train arrives at the protecting signal and the driver contacts the signaller.

Driver:

Signaller:

Driver:

Signaller:

Driver:

Signaller:

Driver:

Signaller:

Driver:

Driver of train XXXX at XXXX signal

Hello Driver of train XXXX at XXXX signal. Signaller XXXX at workstation XXXX. As
you are aware, you are required to enter a possession. I have spoken to the PICOP
and he has given me instructions to give you.

Hello signaller. Ok, understood. I am waiting your instructions.

Driver of train XXXX, the PICOP has asked, when I give you authority, to proceed
down to the stop board and detonator protection for the possession. This is located
on approach to XXXX junction where you will be met by the PICOP. He will give you
further instructions.

Signaller, when you give me authority, I am to proceed down to the stop board
and detonator protection for the possession, which is located on approach to XXXX
junction where I will be met by the PICOP to give me further instructions.

Driver, that is correct. I now authorise you to pass XXXX signal at danger, proceed at
caution, and be prepared to stop short of any obstruction. Additionally, the signal is
fitted with TPWS.

Signaller, I am now authorised to pass XXXX signal at danger, proceed at caution and
be prepared to stop short of any obstruction. The signal is fitted with TPWS.

That is correct driver.

Thanks signaller.
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Train movement within a possession

The PICOP meets the train at the protection to go further into the possession. The train stops and the
PICOP goes to talk to the driver.

PICOP:

Driver:

PICOP:

Driver:

PICOP:

Driver:

Driver, I am name XXXX of company XXXX, the PICOP for this possession.
Ok name XXXX, understood. You are the PICOP.

Driver, when I have removed the detonator protection and the PLB I want you to
move your train down to the Worksite marker boards which are located at XXXX
Junction. The Engineering Supervisor will meet you there and give you further
instructions.

OK PICOP. When you have removed the detonator protection and the PLB I am

to move my train down to the Worksite marker boards which are located at XXXX
Junction where the Engineering Supervisor will meet me and give instructions to go
into the worksite.

Driver that is correct. I will now go and remove the detonators and PLB.

OK.
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Manual route setting

In manual route setting the signaller will be agreeing the arrangements with a points operator for

a simple failure or a route setting agent for a complex failure. In a complex failure, the route setting

agent has communication with the point’s operator.

Before the points are operated, the participants must reach a clear understanding about which points
are to be operated, the order of operation, which clips and scotches must be applied, and which lines
will remain open to traffic.

Points Operator:

Signaller:

Points Operator:

Signaller:

Points Operator:

Signaller:

Points Operator:

Signaller:

Signaller, this is mobile operations manager name XXXX, located at XXXX junction,
on phone number XXXX.

Hello mobile operations manager name XXXX, at XXXX junction, phone number
XXXX. This is the signaller XXXX, signalbox.

Signaller, I have been called out to operate your XXXX points due to a report you
cannot get normal detection.

That is correct name XXXX. I cannot obtain normal detection on XXXX points,
and require them in the normal position to run trains on the up main line. Can
you manually operate XXXX points over to the normal and clip and scotch them.
Please call me back to confirm this has been done.

Signaller, you want me to manually operate XXXX points over to the normal and
clip and scotch them, then call you back to confirm this has been done.

That is correct name XXXX, I can confirm the up line is blocked. Trains on the down
line will be running normally.

Signaller, the up line is blocked but trains will be running normally on the down
main. I will call you back when I have carried out the task.

Thanks name XXXX.
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Wrong direction moves

Wrong direction movement can be required for a number of reasons such as a blockage of the line or

a failure of a preceding train. The move can be complicated if there are only a few signals (perhaps
none at all) to control the movement. The safety communication between the signaller and the train
driver needs to precise and, if over a long or complicated route, done in stages.

Signaller:

Driver:

Signaller:

Driver:

Signaller:

Driver:

Signaller:

Driver:

Signaller:

Driver of train XXXX at XXXX signal, due to a failed train ahead of you and it requiring
assistance from a compatible train, control have authorised a wrong direction
movement of your train back into XXXX station.

Signaller, due to a failed train ahead of XXXX signal and it requiring assistance from
a compatible train, control have authorised my train to make a wrong direction
movement back into XXXX station.

That is correct driver; I can confirm the route is clear and safe up to and including the
barriers at XXXX crossing barriers are down and the crossing is clear. Can you repeat
this back to me please?

Signaller, you stated the route is clear and safe up to and including the barriers at
XXXX crossing barriers are down and the crossing is clear.

That is correct driver. Additionally, a hundred meters after XXXX crossing XXXX points
are in the normal position for your train. Can you check these to make sure they are
in the correct position to take you into the Up platform and the platform is clear of
other trains. Can you repeat this back to me please?

Additionally, a hundred meters after XXXX crossing, XXXX points are in the normal
position for this movement. Can I check these to make sure they are in the correct
position to take the train into the Up platform and the platform is clear of other
trains.

That is correct driver. I now authorise you to make wrong direction movement. Please
proceed at caution.

Signaller you now authorise me to make wrong direction movement, and proceed at
caution.

That is correct driver.
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Reporting emergencies and abnormal events

Reporting trespass, fire, or near misses

When reporting trespass, remember to provide the following information:

e Precise location

Approximate age and number of trespasser(s)

Description of the individual(s)

Are they in danger of passing trains?

Anything suspicious, for example objects being placed on the line, suspected crime?

When reporting fire, remember to provide the following information:

e Precise location

Distance from the running line

What is on fire

The effect the fire is having on the infrastructure, danger to trains

Is smoke affecting visibility of signals?

When reporting near misses, remember to provide the following information:

e Precise location

o Details of what happened

o Number of persons involved (if rail staff specify HV clothing, which Company)
e Method of protection, if any

o Description of road vehicles/registration numbers

e Is the train driver fit to continue?

Reporting Track Defects

When reporting track defects, remember to provide the following information:
Precise location

What occurred: a throw to one side, dip in the line, any unexpected object(s) observed on the line ie
ballast, stones, wood, etc

Whether it affects the opposite or adjacent running line, as far as practicable.
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Reporting flooding

When reporting flooding on or near the line, remember to provide the following information:
o Precise location

e Whether it is affecting the opposite running line

» Depth of water, above or below rail level

o Whether there is water moving that could affect the foundation of the track (slab track or stone
ballast)
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Appendix B: Summary of key learning
points from safety critical communications
training

This Appendix contains a summary of all key learning points highlighted in the RSSB safety critical
communications training (accessible to registered RSSB members here: www.sparkrail.org). These
learning points form the basis of the national minimum standard for safety critical communications
training and, as such, should be taken into account when tailoring any content presented in the
training programme or in this manual to a local audience.

SCC foundation

We must recognise when safety critical communication is happening (all operational
communication by front-line staff is safety critical).

Every time we hold an operational conversation, we are agreeing a verbal contract.

Safety critical communications are formal conversations.

As professionals, we must all take responsibility for safety critical communications.

We must take time to communicate well — no matter what the situation.
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Structure and responsibility

=
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A safety critical message should have four sections:

KEY LEARMING

r - Opening

T
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|K'G) | Information
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W = | Actions
'. ¥ —

@ Confirmation

The person with Lead Responsibility must manage the communication and
ensure that a clear understanding is reached.

We must all support the person with Lead Responsibility - and be prepared to
do some of the leading, if necessary.
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Protocols
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HEY LEARMING

I-u-".-_f.l'

HEY LEARMING

I-u-".-_f.l'

HEY LEARMING

-e-_f.-

HEY LEARMING

Operational communications must be ABC-P: accurate, brief, clear, and professional

Use the Phonetic Alphabet for all key information.

We must use single numbers (zero, one, two...), for all key information.

Use the 24-hour clock to say time.

Use the standard words and phrases.

Learn and practice how to make an emergency call.
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Confirming understanding

To overcome communication barriers:

Use the best communicating position (dry and quiet if possible)

Speak slightly slower at a good volume

Avoid ambiguous language and regional words; keep jargon to a minimum
e Use the protocols and structure your conversation

o Confirm understanding — repeat back

Avoid monotonous and unnecessary repeat-back of information; think about what you are
saying and what it means.

Use active listening and neutral questions to confirm understanding.
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Communication skills

q—_ﬁ-

HEY LEARMING

%—.5"'

HEY LEARMING

q—_ﬁ-

HEY LEARMING

q—_ﬁ-

HEY LEARMING

We need to develop a professional working relationship with our colleagues.

We must be assertive. Not passive or aggressive.

Be prepared to challenge incorrect information.

We must consider others — especially colleagues working under pressure.
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INDIVIDUAL ASSESSMENT - WHAT SUPERVISORY ROLE DO YOU
HAVE?

This part of the assessment is aimed at anyone with supervisory responsibilities. This is not only people with
job titles like Supervisor or Team Leader, but can include any team member. This is especially the case for
Self Managed Teams, where everyone has similar roles and responsibilities.

Name of person interviewed

Team title - how long have you been in the team?

Job title/role - how long have you had that role?

What have you done in the past?

Interview carried out by
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Q3.1 How do you perceive your position in the team?

a) At a relatively ‘high’
position in the team
hierarchy

b) Equal to the majority of
the team

c) At a relatively ‘low”
position in the team
hierarchy

d) All members of the team
are at the same level

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.

Q3.2 Who allocates and plans your work?

a) You identify what needs
to be done and plan all
your own work

b) Some of your work is
allocated and/or planned by
someone else

c) Most of your work is
allocated and/or planned by
someone else

d) All your work is allocated
and planned by someone
else

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.

Q3.3 How would you describe the way your work is planned?

a) Mostly proactive and
well planned

b) Mixture of proactive and
reactive, but well planned

c) Mixture of proactive and
reactive, but not well
planned

d) Mostly reactive

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.
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Q3.4 How are your supervisory responsibilities defined?

a) Specifically defined as a
responsibility and included
in your performance
appraisal

b) Specifically defined as a
responsibility, but not
included in your
performance appraisal

c) Not defined as a
responsibility, but you do
feel you perform a
supervisory role

d) You do not have a
supervisory role and/or any
supervisory responsibility

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.

Q3.5 Do you understand what is expected of you with regard to supervision?

a) Strongly agree

b) Agree

c) Disagree

d) Strongly disagree

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.

Q3.6 What responsibility do you have for the team’s health and safety performance and compliance with rules and

procedures?

a) Ultimately responsible
for all aspects of
performance and
compliance

b) Responsible for some
aspects of performance or
compliance

c) Involved in monitoring
performance or compliance

d) Only responsible for your
own performance and
compliance

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.
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Q3.7 What role do you have in leading continuous improvement for your team?

a) Formally appointed b) Formally appointed c) Not formally appointed as

coach/mentor for the coach/mentor for some a coach/mentor, but feel you

whole team members of the team do perform that role to some
extent

d) Do not act as
coach/mentor

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.

Q3.8 What opportunity do you have to communicate with the team?

a) You are able to b) For much of the time ¢) For some of the time
communicate with the
team almost all the time

d) Have little opportunity to
communicate with the team

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.

Q3.9 What opportunity do you have to communicate with management?

a) Frequent opportunities b) Infrequently (at least c) Reasonable, but rarely
to communicate with monthly) take the opportunity
management (at least

weekly)

d) Little opportunity

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.
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Q3.10 What role do you have in decision making?

a) Ultimately responsible
for making decisions on
behalf of the team

b) Responsible for some
specific decisions to be
made on behalf of the team

c) Contribute to decision
making

d) Little opportunity to
contribute to decision
making

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.

Q3.11 Do you feel you are adequately supervised?

a) Strongly agree

b) Agree

c) Disagree

d) Strongly disagree

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.

Q3.12 Do you believe you have enough time to contribute to supervision of the team?

Not applicable

a) Strongly agree

b) Agree

c) Disagree

d) Strongly disagree

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.

If you answered ¢ or d — why do you not have enough time and what is the consequence?

Q3.13 What supervisory training and experience have you received?

Not applicable

a) Extensive training and
experience

b) Extensive training, but
not very experienced

c) Experienced, but not
received much training

d) Little training or
experience

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.
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Q3.14 Do you feel sufficiently competent to contribute to supervision of the team?

Not applicable

a) Strongly agree

b) Agree

c) Disagree

d) Strongly disagree

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.

Q3.15 Do you feel you receive enough support from others, i.e., management and/or team

members in fulfilling your supervisory role?

Not applicable

a) Strongly agree

b) Agree

c) Disagree

d) Strongly disagree

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.

Q3.16 Do you have direct responsibility for supervising other people?

Yes No

If yes, how much operational experience do you have?

a) Fully competent in the
operation of all areas of
responsibility

b) Have worked (briefly) in
all areas of responsibility

c) Have only worked in
some of the areas of
responsibility

d) Have not worked in any
of the areas of responsibility

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.

Q3.17 Do you believe you understand enough about the operational conditions and
constraints for the areas you supervise?

Not applicable

a) Strongly agree

b) Agree

c) Disagree

d) Strongly disagree

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.

If you answered ¢ or d — why is this and how could it be improved?
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The following questions relate to the supervision of contractors or sub-
contractors

Q3.18 What role do you have in supervising contractors or sub-contractors?

a) Frequently involved in b) In-frequently involved in c) Sometimes work with d) Very little contact with
supervising contractors or supervising contractors or contractors or sub- contractors or sub-
sub-contractors (at least sub-contractors (at least contractors, but not formally contractors
once a week) once a month) responsible for supervising

them. Go to Q3.20

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.

Q3.19 Do you understand what is expected of you in the supervision of contractors or sub- Not applicable
contractors?
a) Strongly agree b) Agree c) Disagree d) Strongly disagree

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.

Q3.20 Do you believe contractors and sub-contractors are adequately supervised?

a) Strongly agree b) Agree c) Disagree d) Strongly disagree

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.

If you answered c or d — is this because of company or contractor failing? How could they be improved?
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The following questions relate to leadership in an emergency

Q3.21 Do you have a leadership role in an emergency?

a) Allocated a specific role b) Allocated as a deputy for c) No allocated role, but
a specific role expected to ‘jump-in’ if
required

d) Not expected to take any
leadership role

Go to Q3.24

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.

Q3.22 What training and practice do you receive for your role in an emergency?

Not applicable

a) Receive refresher b) Receive refresher c) Received training in the
training and take part in training and take part in past, but not refreshed
emergency exercises at emergency exercises less

least annually than annually

d) Received no training

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.

Q3.23 Do you feel confident to perform your role in an emergency?

Not applicable

a) Strongly agree b) Agree c) Disagree

d) Strongly disagree

Record your comments or explanation here. Also, any relevant references or evidence to explain your answer.
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The following questions are an opportunity for you to record any further
comments about supervision

Q3.24 How does the current approach to supervision differ from your previous experience? This includes previous
experience in this company and in other companies or situations.

Q3.25 In what ways has supervision improved over recent years?

Q3.26 In what ways has supervision got worse over recent years?
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APPENDIX B - ASSESSOR’S GUIDE

Introduction

The intention of this guide is to provide people carrying out an assessment of supervision using this
methodology with some understanding of the question set. Also, to suggest how the results should be
interpreted.

Recording basic information

For any study of this nature it is important to make sufficient records of data collected to authenticate
analysis and recommendations. Therefore it is important to record which assessments were carried, when and
by whom. Notes should be made of those who were involved, although assessors should be sensitive to the
fact that individuals may wish to participate anonymously.

A record sheet is provided to list all safety management system, team and individual assessments carried out.
Also, each assessment has its own records page.

Asking the questions

The sections below give specific guidance for each question. The aim is to give facilitators and interviews a
better understanding of the underlying principles being tested. In many cases additional questions are
provided that can be used to stimulate relevant discussion. Facilitators and interviewers should read through
this guidance before embarking on assessment to ensure they understand each question. Although it is not
intended that all are read during group sessions and interviews, they may provide useful prompts if any
problems with understanding are encountered.

The following general guidance should be considered throughout a supervision assessment:

o Make sure the discussion and answers to questions is focussed on supervision. Experience of applying the
method showed that people often strayed from this to talk more generally about health and safety,

« Wherever questions generate negative responses, always participants to suggest how improvements could
be achieved,

« Where participants comment that supervisory arrangements have changed, try to establish why those
changes have taken place and what the impact has been.

Interpreting the answers

The sections below also give specific guidance for interpreting the answers. Because companies are free to
organise themselves in a way that suits their business, it is not possible to define model answers for every
question. Where possible, benchmark answers have been provided, based on the underlying principles of the
guestion and the answers received during trial applications of the methodology. In some cases the benchmark
answer depends on the nature of the organisation, including the way supervision is delivered.

The following general guidance should be considered whenever interpreting the answers from a supervision
assessment:

o Wherever a benchmark answer is not achieved, it is important to understand why. The assessor should
consider the risk posed by the current arrangements and the effort required to implement improvement.
Recommendations made following an assessment should give some indication of priority (i.e.
differentiate between those that are essential, those which are easily achieved and those that are more
‘nice to have’).

« It is important to consider how current arrangements have occurred. For example, are they driven by
systems or have they built up though custom in practice (in which case they may not be sustainable,
especially if changes occur).
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Assessors’ guide for safety management system assessment

Guide for when asking the question

Guide to assessing the result

Q1.1 As a guide, a high rating would apply to a site/plant/area which | This question sets the scene for the remainder of the
is highly regulated because of the potential for large fires, assessment. In general, the higher the risk the more critical
explosions or toxic releases (e.g. a COMAH establishment). A | supervision will be to health and safety.
medium rating would apply where these events are possible
on a smaller scale so that regulation is less stringent. A low
rating would apply to other industrial facilities and negligible
would include offices and retail establishments.

Q1.2 This question sets the scene for the whole assessment. The For any high or medium risk site/plant/area we would expect
subsequent questions will explore whether the organisation the answer to be a or b. If not, it suggests that the role of
really believes supervision is important to health and safety. It supervision has been downgraded and has become
is worth spending some time discussing this question to make ineffective.
sure everyone is happy that the answer reflects what they
really think.

Q1.3 Ask how often supervision is specifically mentioned in the Benchmark answer is ‘a.” Anything less suggests supervision
SMS. Is there a section that deals with it? Is it mentioned is not given sufficient consideration in the management of
throughout as an important part of implementing the SMS? health and safety.

Ql.4 Reflect on the three questions above. This is about how Benchmark answer is ‘a.” Anything less suggests the SMS
supervision is documented in SMS, not necessarily how it is gives insufficient consideration to supervision.
delivered in practice (which will be covered in subsequent
questions).

Q1.5 Remember that supervision is a management function, not one | Benchmark answer is ‘a.” Anything less suggests the
individual’s job. Refer to the description of supervision in the responsibilities are not fully or accurately defined.
introduction to the methodology user guide. Is the link between
supervision and health and safety well made? Is this reflected
in a consistent way in other documents (e.g. procedures).

Q1.6 Are there examples that highlight where the delivery of Benchmark answer is ‘a.” Anything less suggests
supervision is inconsistent? Are these variations because of inconsistencies in approach. If ‘a’ is achieved simply
poor systems or individuals’ personalities, and is this critical? because of custom and practice there is the danger that it
Has consistency been achieved because of good systems or is | cannot be sustained, especially if changes to personnel or
it based on custom and practice, built over the years? the organisation take place.

Q1.7 What KPI's are used? Are there any that specifically require Benchmark answer is ‘a.’ It is recognised that supervisory
people with supervisory responsibility to engage with their performance can be quite subjective, which does not lend
team, act as a channel of communication, conduct audits and itself to being a KPI. However, this does not negate the
reviews and ensure team competence? importance of evaluating performance.

Q1.8 How is this done? Is there an open culture that means any Benchmark answer is ‘a.” However, if there is an open
problems or issues are raised immediately (i.e. not just when culture ‘b’ may be acceptable if there is evidence that
there is a formal review), and are discussed in an effective problems and issues are dealt with effectively.
way?

Q1.9 Are there any examples where problems with supervision Benchmark answer is ‘a.” Anything less suggests that not
have, or have not been dealt with? Are solutions targeted to enough is done to improve supervision when required.
the problem or do they tend to be more general? Are systemic
problems addressed and are individuals treated fairly?

Q1.10 | In what capacity are long-term contractors used? How often Benchmark answer is ‘a.” Anything less suggests the use of
are the contract company changed? How often do the people long-term contractors may be introducing risk to the
working for the contract company change? What is done to organisation.
ensure contractor and host companies have consistent
systems and cultures? What is the safety record of long-term
contractors?

Q1.11 | In what capacity are short-term contractors used? How are There may not be a benchmark answer. It is unrealistic to

short-term contractors selected? What is the safety record of
short-term contractors? How do they compare with long-term
contractors?

expect short-term contractors to be viewed as another team.
Answers ‘b,’ ‘c’ and ‘d’ reflect a sliding scale of resource
requirements to supervise. Does the company ensure
enough resource is always in place to supervise short-term
contractors where they are being used?
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Q1.12 | Where are the arrangements described? Is it part of the SMS Benchmark answer is ‘a.” Anything less suggests insufficient
or another document? Do the arrangements vary according to consideration is given to supervision when contractors are
the activity or nature of the company? used. Use of contractors can have a significant impact on

health and safety performance, suggesting supervision is
particularly critical.

Q1.13 | Is every contractor considered for each job to determine how Benchmark answer is ‘a.” Anything less than this could result
supervision is going to be dealt with? If not, what is done to in inappropriate arrangements are put in place for
ensure the correct approach is taken? Are decisions based on supervising some contractors.
potential risk? Is there any difference between the approaches
for long and short-term contractors?

Q1.14 | See Q1.12

Q1.15 | See Q1.13

Q1.16 | Does it vary depending on the company, nature of contract Benchmark answer is ‘a.’

(long or short), the type of activity or how busy the company is
at the time? How much influence can the company have on
the way contractors and sub-contractors are supervised?

Q1.17 | See Q1.7

Q1.18 | See Q1.8

Q1.19 | See Q1.9

Q1.20 | Are roles defined within an emergency plan, and are they For high and medium risk site/plant/area the benchmark
consistent with other documents (e.g. SMS, individual’s job answer is ‘a.” For low and negligible risks the ‘b’ may be
descriptions)? How have potential scenarios been identified appropriate if the actions to be performed are simple and
and what has the company done to test the roles for all them well defined.
all?

Q1.21 | How are they trained? How do they get experience? Benchmark answer is ‘a.” However, it is recognised that
defining ‘enough’ is difficult for events that happen rarely,
and ‘b’ may be a more achievable target (i.e. you can never
do enough).

Q1.22 | What evidence is there to show good teamwork? Are there Benchmark answer is ‘a.’ If less than this, need to establish if
examples of when good or bad teamwork has been this because of inadequate emergency plans, or lack of
experienced in an actual incident or exercise? What is the key | training or experience.
to achieving good teamwork in an emergency?

Q1.23 | Where have people worked in the past? What jobs have they This is a ‘catch-all' question to allow people to make further
done? Have they experienced more ‘traditional’ or ‘dictatorial’ comments if they wish.
approaches, and how do they compare? Are there more or
less supervisors now than there was in the past? Are the
supervisors better or worse?

Q1.24 | Is it the systems, organisation or individuals that have This is a ‘catch-all’ question to allow people to make further
improved? Are supervisors closer to their teams? Has comments if they wish.
management attitude improved? Has team work improved,
and is this reflected throughout the organisation? . What was
the driving force and how was it achieved?

Q1.25 | Isitthe systems, organisation or individuals that have got This is a ‘catch-all’ question to allow people to make further

worse? Why is this? Is lack of time to supervise an issue? Is
there too much bureaucracy? Is there petty rivalry or
competition? Have terms and conditions got worse?

comments if they wish.

Assessors’ guide for team assessment

Guide for when asking the question

Guide to assessing result

Q2.1

Self managed team means that everyone in the team has the
same job role in all circumstances. Rotating leadership means
that there is a leadership role within the team, but different
members fill the role. A coach or mentor does not directly
perform a supervisory role, but assists team members in self-
management. Traditional supervision means a rigid
hierarchical organisation is in place, and supervisors have no
hands-on operational role.

Beware that job titles (e.g. ‘team leader’) may not be defined
as intended in this question.
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Q2.2 Same definitions as Q2.1 apply. In practice, do the team or
individual members act in a self-managed capacity or is there
a group based approach to supervisory tasks?

Q2.3 Determine if approach is long established, or is it still bedding
in?

Q24 Refer to the chart in Q3.1. Did it used to be more or less
traditional/hierarchical?

Q2.5 Was there a change to the plant or the business? Was it part
of a wider reorganisation? Were there job reductions or other
cost savings implemented?

Q2.6 Make sure everyone involved in the assessment fully If anyone is directly supervising a large number of people
understands who is included in the team. May be easier to there may be some question about their ability to do so. Are
start at the top or bottom of the team organisation. there other people in the ‘chain of command’?

Q2.7 Make sure everyone involved in the assessment fully If there are a lot of people influencing the team, this can
understands who is being considered as influencing the team. cause confusion about responsibilities and the ‘chain of

command.’

Q2.8 Identify whether an individual has full or shared responsibility. If a large number of responsibilities are fulfilled by one
Does responsibility for an item depend on the nature of event person, they may be overloaded. Any gaps can cause
or situation (i.e. higher risk events go higher up the chain of confusion, oversights and inconsistencies of approach.
command). Is it clear what the chain of command is? Are all
elements of supervision dealt with effectively, or are some
better than others?

Q2.9 How often do members of senior management talk about Benchmark answer is ‘a.” However, ‘b’ may be acceptable if
supervision and its importance for health and safety? Who do communication is good, which means that messages are
they talk to, and does everyone get the same message? If communicated effectively to all team members. Answers ‘Cc’
senior management do talk directly to individual team and ‘d’ suggest senior management do not make enough
members, does this mean they are over-riding the established effort to reinforce importance of supervision.
chain of command, and does this cause any problems?

Q2.10 | Is the same view held by team members, supervisors and Benchmark answer is ‘a.” Anything less than this could mean
senior management? How can this be demonstrated? there is confusion and inconsistency.

Q2.11 | What is the selection process? How does this ensure people For teams with defined supervisory roles the benchmark
have the right skills, experience and personality? Does it work result is ‘b.” For teams that are more self-managed but still
well, and are the right people chosen? have some supervisory roles defined, the benchmark answer

is ‘c.” Answer ‘a’ suggests management are not receptive to
the opinions of team members.

Q2.12 | This question specifically refers to procedures for supervisory For lower risk and/or simple situation benchmark answer is
activities. These may be covered by other procedures (i.e. ‘a.’ For more complex situations, benchmark answer may be
supervisory elements mixed in with aspects of a wider activity). | ‘b,” as long as there are no critical gaps. It must be
What types of activity are covered by procedures, who writes remembered that too many procedures can have a negative
them and where are they stored? Are procedures used? How impact, especially on usability.
do people know what procedures exist?

Q2.13 | Are there examples that highlight where understanding is Benchmark answer is ‘a.” Anything less suggests
inconsistent? Are these variations because of poor systems or | inconsistencies in approach. If ‘a’ is achieved simply
individuals’ personalities, and is this critical? Has consistency because of custom and practice there is the danger that it
been achieved because of good systems or is it based on cannot be sustained, especially if changes to personnel or
custom and practice, built over the years? the organisation take place.

Q2.14 | Are there any conflicts of interest? Do some people insist on Benchmark answer is ‘a.” Anything less suggests there is
doing things their own way? Why is this? Do systems either inadequate understanding of the ‘bigger picture’ or
encourage this? Is bureaucracy a problem? inadequate control over individuals. This is of particular

concern in high risk circumstances.

Q2.15 | Are all members of the team able to communicate with each Benchmark answer is ‘a.” Anything lower suggests
other? Are there any barriers in place which make interaction communication could be improved.
difficult? What would you like to see implemented to improve
team communication?

Q2.16 | Does information from management get through reliably and Benchmark answer is ‘a.” Anything lower suggests

efficiently to team members, and does information from team
members get through to management? Which individuals act
as channels of communication? How far up and down the
organisation does this communication work? Are there any
circumstances when communication is better or worse?

communication could be improved.

40






Q2.17 | Which teams communicate well together? Which are not so
good, and why? Which individuals act as channels of
communication? Are there any barriers in place which make
interaction difficult? Are there any circumstances when
communication is better or worse?

Benchmark answer is ‘a.” Anything lower suggests
communication could be improved.

Q2.18 | Where have people worked in the past? What jobs have they
done? Have they experienced more ‘traditional’ or ‘dictatorial’
approaches, and how do they compare? Are there more or
less supervisors now than there was in the past? Are the
supervisors better or worse?

This is a ‘catch-all’ question to allow people to make further
comments if they wish.

Q2.19 | Isitthe systems, organisation or individuals that have
improved? Are supervisors closer to their teams? Has
management attitude to improve? Is there a common
approach, with all working together. What was the driving force
and how was it achieved?

This is a ‘catch-all’ question to allow people to make further
comments if they wish.

Q2.20 | Is it the systems, organisation or individuals that have got
worse? Why is this? Is lack of supervision time an issue? Is
there too much bureaucracy? Is there petty rivalry or
competition? Have terms and conditions got worse?

This is a ‘catch-all' question to allow people to make further
comments if they wish.

Assessors guide for individual assessment

Guide for when asking the question

Guide to assessing result

Q3.1 This depends on the structure of the organisation, the persons
job and their perception of their position in the organisation.

This sets the scene for the remainder of the assessment. Do
people answering ‘b’ or ‘c’ have any supervisory role?

Q3.2 How is work to be done identified, and by whom? Is there a
‘master plan,” and how this generated? Are jobs allocated one
at a time, or does the individual choose when they get done?

Benchmark answer depends on the circumstances. Is there
an appropriate balance between autonomy for the individual,
control of work priorities and business needs?

Q3.3 How is work planned? What is done to avoid reactive work?
What happens when reactive work has to be done, is it
possible to also complete the planned work?

Benchmark answer is ‘a’ or ‘b.” Anything less suggests work
is performed inefficiently.

Q3.4 How much of the job is supervision? Is it more or less
important than other aspects of the job? How are appraisals
carried out?

Benchmark answer is ‘a.” Answer ‘b’ suggests insufficient
attention is paid to supervision, whilst ‘c’ suggests role
descriptions are inaccurate and have not kept up with the
evolving organisation. Most people have some supervisory
responsibility, even if it is only keeping an eye on colleagues
and other working on the plant/site/area.

Q3.5 How were expectations communicated at first, and what is
done to update these (if necessary)? How much is dictated by
management and how much evolves from custom and
practice?

Benchmark answer is ‘a.” Anything less could lead to
confusion and possible omissions.

Q3.6 What do you do to ensure the health and safety performance
and compliance? Are you in a position to monitor and control
adequately? Are you comfortable with the responsibilities you
have? What are you uncomfortable about?

For anyone in a defined supervisory role, benchmark answer
‘a.’ Most individuals have some responsibility, even if it is
only monitoring colleagues and other working on the
plant/site/area.

Q3.7 Is continuous improvement an aim, and how is it achieved?
What activities do you perform that may be considered to be
coaching or mentoring? Does this include existing personnel
and trainees?

Benchmark answer depends on the circumstances. Answer
‘c’ suggests role descriptions are inaccurate and have not
kept up with the evolving organisation.

Q3.8 How do you communicate with others? If you don’t spend
much time with them, do you have continual access to
telephone, two-way radio; and are these reliable?

Benchmark answer is ‘a.” What consequences could there
be if communication is poor?

Q3.9 How often do you meet with members of management, and do
they talk to you. How does information from management get
through to you, and how do you get information to them? Is
there someone you use as a channel of communication with
management, and how well does this work?

Benchmark answer is ‘a.” Anything less suggests key
messages may not get through.
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Q3.10 | What decisions have to be made on a routine and non-routine Benchmark answer depends on circumstances. Answer ‘d’
basis? How many of them are critical, and what are the may suggest decisions are made without all necessary
consequences of making the wrong decisions? Who is information.
involved in making decisions?

Q3.11 | Who supervises you? Are they a good supervisor? Do they Benchmark answer is ‘a.” Anything less suggests the
have enough time to fulfil their supervisory role? Does this vary | individual does not feel adequately supported.
depending on events or workload? How would you prefer to
be supervised?

Q3.12 | Have you been told how much time you should be spending on | Benchmark answer is ‘a.” Anything less suggests that the
supervision? Do you have too many people to supervise? person has too many other responsibilities, supervises too
Does the time available vary? Are you able to fulfil your many people or that supervision is not given sufficient
responsibilities within your normal working hours, or do you priority.
have to do over-time?

Q3.13 | What supervisory training has been provided? Was this for the | For experienced people benchmark answer is ‘a.’ For less
current job or for a previous job? How useful was the training? | experienced benchmark answer is ‘b.’ People new to
Is it refreshed? Was training provided before starting the job, supervisory jobs should receive training before they take
or has it been picked up over time? Are people competent over the job. Relying on experience alone means new
when they start supervisory jobs (i.e. receive training before starters will take time to become effective, and may mean
starting) or does this take time to develop? What experience best practices in supervision are not followed.
has been achieved?

Q3.14 | How has your level of competence been achieved (training Benchmark answer is ‘a.” Recognise that, even with good
and/or experience)? Can it be demonstrated? How long has it training, full competence also requires experience, which
taken you to reach this level of competence, and what was it can take time to develop.
like in the past?

Q3.15 | Who provides support for supervisory activities (e.g. team Benchmark answer is ‘a.” Anything less suggests individuals
members, people in other teams, management, technical may sometimes be in positions where they do not have the
personnel)? How do they provide support? Are they proactive, competence, time or influence to make the appropriate
or only respond when asked? Do they take a hands-on supervisory interventions.
approach?

Q3.16 | Has the individual done all the jobs that they supervise? How This is a lead into Q3.17. Answers ‘c’ or ‘d’ may lead to the
long ago did they do those jobs, and for how long? Did they situation where the person in a supervisory role make
achieve the necessary level of competence and would they still | inappropriate decisions because they do not know the
be deemed competent? operational constraints.

Q3.17 | How does the individual know and understand operational Benchmark answer is ‘a.” Anything less suggests that the
conditions and constraints (especially if they have not worked way supervisory activities are performed sometime will not
in all the jobs)? Are they required to get involved in the detalil, reflect operational conditions and constraints. Refer to Q3.16
or only give direction? Are the people working for them
competent to self-manage, and do they communicate well to
ensure the supervisor knows what is going on?

Q3.18 | When are contractors and sub-contractors used, and for what This is a lead into Q3.19
types of task? Do they have their own supervisors? What type
of interaction is there (direct supervision, liaison with contractor
supervisors, issuing permits-to-work)?

Q3.19 | What is expected, and how has this understanding been Benchmark answer is ‘a.” Anything less suggests confusion
achieved? Is it the same for all contractors (different and inconsistency, that may result in inadequate supervision
companies, activities the performing, other events on of contractors.
plant/site)? Is this a lot of responsibility, and how much time
does it take?

Q3.20 | Does the individual have sufficient time and opportunity, and Benchmark answer is ‘a.” Anything less suggests insufficient
what is the general situation? Any examples of good or bad consideration is given to supervision when contractors are
practice? Does it vary, and why? used. Use of contractors can have a significant impact on

health and safety performance, suggesting supervision is
particularly critical.

Q3.21 | What is the role? What emergency events does this apply to? This is a lead into Q3.21 and Q3.22

Q3.22 | What training is provided and how often is it refreshed? What Benchmark answer is ‘a.” Anything less is insufficient to
type of training is provided (table top exercises, full emergency | maintain competence in a critical role that people do not get
exercises)? How useful is the training? to practice on a routine basis.

Q3.23 | What gives confidence and how is this achieved? Any Benchmark answer is ‘a.” However, need to avoid over

experience of real emergencies, or is this based on training
exercises? Any examples of where it has gone well or badly?

confidence. Anything less means people feel they do not
receive enough training, or that it is not realistic enough to
give them confidence.

42






Q3.24 | Where have people worked in the past? What jobs have they This is a ‘catch-all' question to allow people to make further
done? Have they experienced more ‘traditional’ or ‘dictatorial’ comments if they wish.
approaches, and how do they compare? Are there more or
less supervisors now than there was in the past? Are the
supervisors better or worse?
Q3.25 | Is it the systems, organisation or individuals that have This is a ‘catch-all' question to allow people to make further
improved? Are supervisors closer to their teams? Has comments if they wish.
management attitude to improve? Is there a common
approach, with all working together. What was the driving force
and how was it achieved?
Q3.26 | Is it the systems, organisation or individuals that have got This is a ‘catch-all’ question to allow people to make further

worse? Why is this? Is lack of time to supervise an issue? Is
there too much bureaucracy? Is there petty rivalry or
competition? Have terms and conditions got worse?

comments if they wish.
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Forewora

IOGP Report 501 (April 2014) and Report 502 (December 2014) set out guidelines
for developing and implementing Crew Resource Management (CRMJ training
for oil and gas workers involved in well operations. Crew Resource Management
is also what is known as a non-technical skill (NTS). The concept of behavioural
markers was introduced in these reports.

Non-technical skills have long been recognized across the oil and gas industry

as being important to the ability to work safely, effectively and efficiently. This
recognition now extends to the role that these skills play in supporting and
enhancing technical competence, and of the consequences to safety and reliability
that can arise when those skills are not present or break down.

This new report builds on the guidance developed by the IOGP’s Human Factors
Subcommittee and the Wells Expert Committee Competency & Training
Subcommittee for the implementation of the concepts of Crew Resource
Management and the development of non-technical skills in well operations. It
expands the scope and application of non-technical skills beyond well operations
to, potentially, all areas of oil and gas operations.

While most of the emphasis to-date has been on the use of crew resource
management and non-technical skills in a training context, this report describes
how non-technical skills behavioural markers can be used in many other ways.

It is critical to raise awareness across the industry of the impact that the
competencies of Situation awareness, Decision making, Communication,
Teamwork and Leadership.
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Scope

This report describes in detail what behavioural markers are and how behavioural
markers can be used in oil and gas applications.

Behavioural markers can be used to:
e support the development of non-technical skills (NTS)

* make judgments about the extent to which any individual possesses and
applies the relevant non-technical skills, whether in an operational or a
training environment

e ensure that personnel possess and effectively use a range of non-technical
skills.

This report documents good and poor behaviours for five of the non-technical
skills identified in Report 501: Situation awareness, Decision making,
Communication, Teamwork and Leadership.

It provides examples of a basic list of behaviours which can be used to define
behavioural markers specific to an activity, threat and context (Appendix B).

| 6
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1. Introduction

1.1 What are behavioural markers?

The term behavioural markers refers to a prescribed set of behaviours indicative
of some aspect of performance within a work environment. Behavioural markers
describe observable, non-technical behaviours.

Behavioural marker systems are based around two distinct types of non-technical
skills:

e a set of cognitive skills involving acquiring and interpreting information
supporting development and maintenance of good situation awareness, risk
assessment and decision making

* aset of social skills directed towards interacting with colleagues and making
collective decisions.

1.2 Use within other industries

To date, behavioural marker systems have been developed for use in aviation, air
traffic management, health care and for both commercial and military shipping.

Within those industries, behavioural markers are used for Crew Resource
Management training purposes and also to assess how non-technical skills are
incorporated in day to day operations.

For example, the focus of Crew Resource Management training and assessment in
aviation is on the identification of specific threats during specific flight segments,
planning and management of threat avoidance, as well as the management of
errors that may be introduced by the crew during those flight segments.

1.3 Specific threats in oil and gas operations

Oil and gas operations can present markedly different and less predictable
physical circumstances than many other industries. However, the threats that exist
during different operational phases and various types of oil and gas activities make
similar specific demands on non-technical skills.

Like the aviation industry, behavioural markers for oil and gas operations could be
defined for specific threats linked to special work situations during which non-
technical skills are essential to safe operations.
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Examples of common operational situations that have the potential for human
factors to introduce threats as well as posing high reliance on human performance
to plan and manage the avoidance of threats and to manage errors include:

shift/crew handover

planning/carrying out critical/non-routine operations (e.g. shutdown activities)
responding to unexpected events

emergency response and crisis management

Job Safety Assessments/Toolbox talks

Simultaneous Operations (SIMOPS)

responding to Management of Change

application of unexperienced practice and technology.

These represent a wide variety of different types of threat scenarios. Each can
require very different approaches to training and assessment even though the
behavioural markers used in each threat scenario, and the ways they are to be
assessed, might be very similar.

| 8
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7. Effective behavioural markers

2.1 Criteria for effective behavioural markers

Generally accepted criteria for effective behavioural markers include:
e They must be observable.

e They must clearly contribute to superior task performance within a work
environment.

e They must be described in a way that is specific to the operational demands
of the activity being performed.
e They must not describe attitude or personality traits.

Behavioural markers do not need to be defined nor measured in all situations:
their relevance will depend on the context and the nature of the operation at the
time, as well as the roles and responsibilities of the individuals being observed.

Significant technical expertise in the activities being observed is beneficial as it
provides context to determine what is and is not relevant in any specific operational
situation.

Observers must possess a strong command of non-technical skills, behavioural
markers, both positive and negative.

2.2 Specific aspects related to behavioural markers in
oil and gas operations

One of the most important lessons from existing approaches in other industries to
developing behavioural marker systems is that the skills and the behaviours need
to be as specific as possible to the responsibilities of the individual roles.

Based on the task analysis, specific behavioural markers can be identified for that
specific role, critical to performing those tasks.

In the case of the application of non-technical skills to oil and gas operations:
because of the wide range of roles, responsibilities and tasks being performed in a
crew, multiple behavioural markers must be defined. No single set of markers can
apply to every role.

IOGP Reports 501 and 502 recognize the need for personnel to have an
understanding of factors that can have an impact on human behaviour (such as
stress, fatigue, poor health and environmental factors). Those factors cannot
always be observed on the spot and are considered as areas of knowledge that
need to be taught. They are therefore outside the scope of the behavioural markers
defined in this report.
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2.3 Limitations of behavioural markers

Use of the non-technical skills and associated behavioural markers can provide
insight and suggest areas for improvement. Due to the current state of maturity of
the application of behavioural markers, these markers should not be considered
as a means of formally assessing competence in the performance of non-technical
skills.

What is most important is the organization’s commitment to identifying the
required skills and the behavioural marker systems that will be used to assess
them. This must include thorough and consistent definitions, including clear,
meaningful language. Additionally, this includes high quality training to teach the
observers how to use whatever system is adopted.

2.4 Potential uses in oil and gas operations

To date, efforts around non-technical skills in the oil and gas industry have been
focused around training: the contents of a non-technical skills training syllabus;
how training should be delivered; who should be trained; the competence of
trainers, and so on.

Behavioural markers have the potential to be of value well beyond the training
environment. By providing a common language for communicating information
about the importance of the skills, how to assess them, and recognizing when
non-technical skills have broken down, behavioural markers offer the potential for
a much wider set of uses.

A key learning from other industries is that the material used in training - and

in the way training is evaluated - needs to be grounded and informed by the
organization or industry’s experience of what goes well and what goes wrong.
Making use of the suggested behavioural markers offers the potential to create the
evidence that can be fed forward to improve future non-technical skills training.

Behavioural markers can also have a key role in the investigation process,
learning and feedback that is central to the continuous improvement of Operating
Management Systems.

Training is one way in which behavioural markers can be used to improve non-
technical skills in the workplace.
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Four other applications of behavioural marker systems for oil and gas operations
include:

1) to raise general awareness of the nature and importance of non-technical
skills to safe operations

2] to engage the workforce

3) totrain operations (including Emergency Response/Crisis Management
training)

4)  to learn from incidents.





Introducing behavioural markers of non-technical skills in oil and gas operations

3. Potential benefits from
behavioural marker usage

Re-enforcing the importance of non-technical skills to safe operations:
Behavioural markers are relevant for those involved in critical activities and critical
decision making - from the most junior individuals to the top executives. Each
person will reflect on the way their behaviour can affect others, prompting them to
seek alignment with other ‘good practice’ behaviours.

NTS assessment: Activities of interest can be wide ranging, from planning or
carrying out a planned operation, performing an emergency exercise, conducting
arisk assessment or carrying out a crew or shift-handover. Observers may
capture and record behavioural marker observations regarding how well the crew
performed the non-technical skills needed using the results for discussion with
the crew so they might recognize the need to work towards improvement.

Incident Learnings: Incident reports may provide examples of where ineffective
inter-personal behaviours at all levels formed part of the context that led to an
incident. Incident reviews should include a review of behavioural markers, in order
to highlight ineffective behaviours cited as having contributed to incidents.

Enhance Operational training: Behavioural markers can be adapted for use in
operational training by enhancing the technical training with the one or more non-
technical skill components. For example, a training designer can design exercises
to making trainees aware of the need to maintain awareness of the big picture
(avoiding the risks of tunnel vision’) and the risks of confirmation bias (assuming
information or data that is inconsistent with their beliefs, expectations, or hopes is
in some way flawed or otherwise not accurate or relevant).

Enhance Role-specific training: Role-specific training refers to situations where
the purpose of the training is to ensure an individual has the necessary knowledge
and skills - both technical and non-technical - to perform in a specific operational
role.

Activity or operation specific training: Behavioural markers provide a starting
point for conducting activity or operation-specific non-technical skills training,
using task analysis as the basis for identifying a customized set of markers
reflecting the non-technical skills and behaviours that are key to the activity or
operation being trained.
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Appendix A

Summary of non-technical competencies and elements

identified in Report 502, Guidelines for implementing

Well Operations Crew Resource Management Training

WOCRM NTS competencies

WOCRM elements/behaviours

Situation awareness

Actively seeks relevant information @

Attends to all relevant information sources ?

Works to understand information ¢

Projects and anticipates future states ¢

Maintains awareness of the big picture (avoids ‘tunnel vision')
Maintains awareness and respect of risk ®

Recognizes mismatches between own situation awareness and that held by
others @

Decision making

Recognizes situations where a decision is needed @

Understands their own role and the contribution of others to decision making
Assesses risks associated with options P

Contributes to consideration of options °

Communicates options P

Implements decisions P

Communication

Recognizes the importance of good communication with team members ©
Conveys information at the right time clearly and succinctly @
Listens effectively and seeks clarification @

Pays attention to verbal and non-verbal indicators that information has been
received and understood b

Avoids pre-judging or jumping to conclusions @

Teamwork Collaborates with other team members @
Supports team members @
Resolves conflict and creates trust @
Leadership Coordinates team activities d

Provides feedback, motivates and supports @
Sets and communicates clear expectations @
Adopts suitable leadership styles and practices @

Manages time effectively and copes with pressure ©

@ Original as contained in I0GP Report 502 (may be changed to active voice).
b Added in development of IOGP Report 503 - not in IOGP Report 502.

¢ Reworded from I0GP Report 502 to align with NOTSS (Non-Technical Skills for Surgeons) and/or NOTECHS
(non-technical skills for crew members in the aviation industry).

d Repositioned from 0GP Report 502.
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Appendix B

Examples of behavioural markers

Situation awareness

Situation awareness: Developing and maintaining a dynamic awareness of the situation and the risks present
during an operation, based on gathering information from multiple sources from the task environment,
understanding what the information means and using it to think ahead about what may happen next.

Elements/Behaviours

Examples of behaviours reflecting good practice

Examples of behaviours reflecting poor practice

Actively seeks relevant
information

Regularly checks key sources of information
including alarms and other prompts.

Makes use of all available information sources -
instruments, colleagues and others - to check the
status of the operation or assumptions about the
state of the world or the operation.

Shows concern and takes action if important
information is not available when it is needed.

Asks for regular updates from colleagues who may
have relevant information.

Be proactive in addressing missing relevant
information.

Does not go to the effort to locate or confirm
important information that is not readily available.

No prompt intervention at the activation of the
alarm or inability in interpreting signals or other
parameters to prevent a problem.

Attends to all relevant
information sources

Makes time to attend to anyone who offers
potentially relevant information.

Treats anyone offering potentially relevant
information with respect.

Knows the key indicators of risk and success and
regularly monitors them.

Promptly reacts to critical information risen from
other people or the system.

Does not give sufficient attention to information
from unexpected sources or from more junior team
members.

Accepts information sources without validating
them.

Note: Roberts, Flin and Cleland [3] report recent research involving interviews and observation to investigate the cognitive components
required for offshore drillers to maintain situation awareness. Their results provide many examples of the kind of activities drillers engage in
to develop and maintain good situation awareness.

Works to understand
information

Challenges key assumptions that could impact on

safety and regularly checks to confirm they are still

reasonable.

Challenges assessment of risk and the state of the
world.

Shows unease or concern and checks if important
data or information are not consistent with what
was expected.

Prioritize actions, taking into account critical
signals, avoiding information flooding.

Does not evaluate the reliability of information
which has potential to create an unsafe condition.

Makes statements, asks questions or makes
suggestions that indicate lack of awareness of
what is happening, that they have not understood
the significance of information, or have ignored the
views of others.
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Elements/Behaviours

Examples of behaviours reflecting good practice

Examples of behaviours reflecting poor practice

Projects and anticipates
future states

Makes others aware of their thinking about the
effect of current decisions and actions on possible
future events.

Considers recent trends and conditions and
possible projections to the future.

Is not properly prepared before starting a critical
activity - has not allowed sufficient time to check
risks and key information sources.

Does not plan ahead - e.g. does not look for
information until the time it is needed and does not
consider future impact on others.

Allows problems to develop before starting to
respond to them.

Dismisses information that could indicate
undesirable future events.

Avoids ‘tunnel vision’

Regularly takes steps to check the 'big picture’
for information or signs of developing or changing
risks in the working environment.

Avoids becoming overly focused on the task at
hand.

Reflects and asks others for their opinion of
ambiguous or unexpected events or indicators.

Asks colleagues to alert them if they become overly
focused on one activity or option.

Finds reasons not to act on information that is not
as expected, could interfere with planned progress,
or that would involve additional effort.

Fails to consider the implications of new
information or a change in operating conditions for
coming activities.

Maintains awareness
and respect of risk

Steps back and checks the situation or conditions
have not changed significantly with the passage of
time.

If something unexpected happens, steps back and
re-assesses the planned activity in consultation
with colleagues.

Checks the work environment to ensure it is as it
should be before beginning a critical activity.

Plans to make allowance for interruptions or
unexpected events.

Identifies and is ready to propose alternate options
if events do not go as planned.

Gives undue prominence to expectations based on
experience or expectations, rather than information
or opinions at the time.

Shows a willingness to disbelieve data or
information that conflicts with what is expected.

Shows a willingness to quickly accept data or
information that backs up pre-conceptions.

Does not consider potential problems, and gives
others no insight into what is expected or what to
do if the situation changes.

Acts in ways that knowingly goes beyond their
competence or experience.

Recognizes mismatches
between own SA and
that held by others.

Responds to signs that other team members have
a different understanding of the current state of the
operation than they do.

Responds to signs that other team members are
not aware of the state of critical equipment.

Responds to signs that other team members have
a different assessment of the key risks than their
own.

Responds to signs that other team members have
a different assessment of team goals and priorities
than their own.

Interrelates different kind and different sources of
information.

Does not react, or reacts negatively, if other team
members say or do things that suggest they have a
different assessment of the situation, equipment or
risks than they do.

Does not make others aware of difficulties until
after things have gone wrong.

Does not speak up to let others know if they
become aware of information or events that are not
as expected.

Assumes, without volunteering information or
checking, that others who need to know are aware
of the same risks as they are that could affect the
safety of an operation.
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Decision making

Decision making: The ability to reach a judgment or choose an appropriate option to meet the needs of an
assessed or anticipated situation.

Elements

Examples of behaviours reflecting good practice

Examples of behaviours reflecting poor practice

Recognizes situations
where a decision is
needed

Intervenes rather than continues with a plan where
there are indications that risks have changed or the
plan is not working.

Clearly identifies what the issue is that needs a
decision.

Carries on with current activities until told to
change despite being aware of indications that the
plan is not working.

Understands their

own role and the
contribution of others to
decision making

Actively contributes own knowledge and experience
to consideration of options.

Shows willingness to concede to more junior staff
where they have technical expertise, knowledge or
experience relevant to the problem.

Shows willingness to intervene or challenge more
senior colleagues if they believe they have more
accurate information or possess the necessary
knowledge or experience on the issue.

Where decisions could involve non-standard
activities, seeks approval from relevant technical
authority.

Makes decisions without ensuring team members
who need to know are properly consulted or
informed.

Is unwilling to consult or agree with more junior
staff even if they are better placed to advise.

Gives undue prominence to opinions or advice of
friends or senior staff even if they do not have the
necessary experience or background.

Shows a lack of willingness to ask for or accept
advice or support.

Assess risks associated
with options

Seeks up to-date information about potential risks
from those best placed to provide it.

Invites others who may have relevant knowledge or

experience to contribute to the assessment of risks.

Relies on lessons learned and recognizes past
similar situations.

Well defines both the weakness and the
opportunities related to all the options and is able
to objectively balance them for ranking purposes.

Relies on information or risk assessments that may
be out of date or not relevant to the options.

Makes quick decisions based on meeting
operational needs, without adequately considering
risks or drawing on input from those with the
necessary expertise or experience.

Is unwilling to delay operations to properly assess
risks associated with critical decisions.

Willing to make decisions without consideration of
the risks involved.

Contributes to
consideration of options

Understands what is expected in standards and
procedures.

Actively contributes experience and knowledge
where it is relevant to identifying options.

Shows courage to challenge and voice their
disagreement with what they believe are unsafe
decisions even if they are popular.

Respects the opinion of experts but is comfortable
asking questions.

Does not contribute own information, knowledge or
experience when it is relevant.

Is easily swayed and willing to agree with a
decision they believe is unsafe without voicing their
concerns.

Ends discussion of options or possible
consequences of decisions before everyone who
wants to contribute has a chance to do so.

Is unwilling to concede to the opinion of others.
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Elements

Examples of behaviours reflecting good practice

Examples of behaviours reflecting poor practice

Communicates options

Takes time to ensure everyone involved is aware of
the options being considered.

Makes decisions without advising others of the
possible alternate options.

Responds aggressively or is unresponsive if their
decisions are challenged.

Implements decisions

Implements decisions quickly and positively once
adequate consideration has been made.

Shows courage to implement what they believe is
the right decision even if it is unpopular.

Takes responsibility for their decisions even if
hindsight suggests they were not good. Is willing to
learn from their mistakes.

Demonstrates to have a clear understanding of
the whole task and subtasks to be performed to
implement the decision.

Is unwilling to commit to a decision - finds reasons
to delay or put a decision off.

Does not take responsibility if events show a
decision they took was poor. Finds excuses or
blames others rather than being willing to learn
from their mistakes.

Indecisive - easily influenced by the opinions of
others.
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Communication

Communication: The exchange (transmission and reception] of information, ideas and beliefs by verbal and

non-verbal methods.

Elements

Examples of behaviours reflecting good practice

Examples of behaviours reflecting poor practice

Recognizes the
importance of good
communication with
team members

Takes steps to share information with others
without being prompted.

Keeps others informed of key progress or
significant changes.

Provides timely and appropriate feedback.

Focuses on problem solving while reporting unsafe
conditions, rather than blaming other people.

Does not consider whether others may need to
know about information or events.

Does not speak up if they are having difficulties.

Does not volunteer that they have information or
knowledge that could affect the safety of a decision
or request.

Only communicates information that supports what
they believe or want to achieve.

Does not raise concerns over the safety of
themselves or others.

Does not take communication seriously: prefers to
get on with their own job in isolation rather than
communicating with team members.

Does not listen to the opinion of others.

Does not allow people to contribute.

Conveys information at
the right time, clearly
and succinctly

Uses appropriate format for conveying important
information.

Recognizes when information is needed and
ensures it is delivered at the right time.

Communicates clearly and succinctly, taking
account of the environment and potential
distractions.

Makes time and prepares to communicate
important information properly.

Is unprepared: does not think ahead and anticipate
the need to share information with others.

Conveys information in a way that is not consistent
with its content or importance.

Does not provide information when needed - puts
team members under pressure by delaying passing
on information.

Listens effectively and
seeks clarification

Gives the source of a communication appropriate
time and attention and shows good body language
in listening to face-to-face communication.

Acknowledges receipt of important information.

Asks questions and seeks clarification where
necessary.

Makes frequent interruptions or is willing to be
distracted in a way that disrupts communication.

Shows no acknowledgement that communications
have been received and understood.

Pays attention to
verbal and non-
verbal indicators
that information has
been received and
understood

Ensures those they wish to communicate with are
engaged and paying attention.

Adapts communication when body language and
other indicators show that a recipient is not able to
attend to information.

Is unresponsive or dismissive if team members ask
questions or seek clarification.

Acts defensively or aggressively when questioned.

Avoids pre-judging or
jumping to conclusions

Waits until the deliverer has completed the
message before judging the relevance.

Shows respect and attends to the source until the
information has been delivered.

Avoids to be biased by preconceived ideas.

Makes judgments about the value or relevance of
information before the message is complete.

Makes judgments about the value or relevance of
information based only on the source.
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Teamwork

Teamwork: The ability to work effectively and interdependently in groups of two or more to achieve a

shared goal.

Elements

Examples of behaviours reflecting good practice

Examples of behaviours reflecting poor practice

Collaborates with other
team members

Pays attention to and anticipates the needs of team
members.

Provides timely support to team members without
needing to be asked.

Contributes information or takes action to assist
with team activities without being prompted.

Pays attention to the condition and performance of
team members.

Actively shares information needed by team
members to meet their responsibilities.

Responds to requests or directions from team
members in a timely manner.

Prefers to communicate with team members
indirectly (e.g. by messages or via third parties).

Proceeds with own activities at own pace without
checking whether team members affected are
ready and aware.

Dismisses information with no explanation or
feedback.

Supports team
members

Checks that team members are ready before
initiating a joint activity.

Recognizes and offers support when team
members are having difficulty.

Shows concern over the ability of team members to
work safely.

Checks common understanding of the objectives of
a task.

Needs to be asked to provide information another
team member needs.

Allows team members who are having difficulty to
carry on unsupported despite having the time and
ability to do so.

Does not ensure other team members are informed
of the status of their own activities when they need
to be aware of or make use of them.

Allows team members to carry on with activities
that could be unsafe, are unnecessary or are wrong
without intervening.

Resolves conflict and
creates trust

Identifies conflicts of interest with the potential to
interfere with their or a team member’s ability to
support team tasks.

Anticipates and acts to avoid or resolve potential
situations of conflict.

Focuses on what is right, rather than who is right.

Keeps calm in conflicts.

Takes action that interferes with the ability of other
team members to perform their roles efficiently.

Makes comments or takes actions that create
situations of conflict with team members.

Criticizes other team members in public.
Creates situations where team members compete.

Makes open accusations or complaints about other
team members.

Over-reacts in situations of interpersonal conflict,
does not look for compromise.
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Leadership

Leadership: The ability to successfully influence others to achieve a shared goal by providing guidance,
direction, coordination and support.

Elements

Examples of behaviours reflecting good practice

Examples of behaviours reflecting poor practice

Coordinates team
activities

Briefs team members and ensures objectives, risks
and work plan are understood before beginning an
activity or shift.

Checks that team members know what is expected
of them, and allows opportunity for questioning and
clarification before assigning team members to
carry out critical activities.

Makes sure team members are aware of objectives,
the work plan, risk profile, or work conditions
change.

Delegates tasks effectively and ensures team
members have the time to work safely.

Ensures team members are aware of their
responsibilities, and that there are effective lines of
communication.

Ensures team members are aware of activities
elsewhere that may impact or represent risk to
each other.

Sets achievable targets for the activities and
allocates suitable resources and schedule.

Inspires the team to a shared and common vision.

Does not set clear objectives for the short and
medium term.

Does not make team aware of their intentions or
what is expected of them.

Allows individuals to work with no awareness of
other team activities.

Creates barriers or bottlenecks that impede team
communication or cooperative working.

Provides feedback,
motivates and supports

Use appropriate behaviour and language
consistently with the needs, experience and
seniority of team members.

Establishes rapport and open dialogue.
Recognizes and gives credit for good work.

Provides constructive feedback if an individual's
behaviour or performance is below expectations
and clearly explains what is expected.

Shares the final success with the whole team
members.

Allows individuals empowerment.

Is disrespectful or hostile to colleagues verbally or
through body-language.

Acts in ways that suggests colleagues are not
valued or respected.

Allows under-performance to carry on
unchallenged.

Sets and communicates
clear expectations

Ensures all team members understand they must
not deviate from procedures and normal work
practices without leadership approval.

Takes action that demonstrates they are prepared
to miss production targets rather than compromise
safety.

Intervenes if activities deviate from standards and
plan.

Positively supports actions that stop the job due to
safety concerns.

Fails to observe standards or procedures or acts in
ways that are in conflict with expectations set for
team members.

Is not prepared to step back and delay production
when presented with a risk to safety.

Assumes team members have the same knowledge
or understanding as they do.
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Elements

Examples of behaviours reflecting good practice

Examples of behaviours reflecting poor practice

Adopts suitable
leadership styles and
practices

Uses an effective balance of consultation and
direction.

Is appropriately assertive for the situation.
Creates effective working relationships.

Ensures team members are aware of decisions and
plans intended to manage risk.

Emphasizes the seriousness of risks through
appropriate use of words, body language, emphasis
and behaviour.

Gives team members an opportunity to express
doubts or lack of awareness of risks or the reasons
for decisions.

Shows respect for cultural, gender and religious
diversity.

Ensures they are always available for team
members who need their support.

Checks that critical activities they are responsible
for have been completed correctly.

Conduct systematic and regular safety inspections.
Takes command if the situation demands it.

Lead by example, show commitment and positive
attitude.

Expects team members to do what they are told
without questioning or explanation.

Shows lack of respect for knowledge, skills and
experience available within the team.

Shows lack of sensitivity to individuals need for
personal and professional respect.

Makes fun of sexual, cultural or religious
differences.

Gets tied up in meetings for long periods where
they are not available to advise or support team
members if needed.

Relies on team members to tell them if tasks they
are responsible for have been completed correctly.

Intervenes in team performance and takes control
when it is not necessary.

Unwilling to respond or acknowledge requests or
questions from team members: is unapproachable.

Manages time
effectively and copes
with pressure

Remains calm under pressure.

Conveys a sense of urgency and serious intent
without creating concern or panic.

Demonstrates ease with responsibility and
willingness to stand by and support decisions.

Takes control and ownership in event of
emergencies or abnormalities until a plan is in
place.

Recognizes when an individual or the team is over-
loaded and takes action to re-prioritize objectives
or re-assign resources accordingly.

Fails to prioritize or delegate tasks causing
themselves to be become over- loaded and unable
to provide effective leadership.

‘Freezes’ or is unable to communicate, make
decisions or act under pressure.

Sets unreasonable targets given the time and
resources available.
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Appendix C

Example NTS [non-technical skills) assessment record -

skill-specific training

Non-technical skills: Situation Awareness / Decision Making

Training objective: Awareness of tunnel vision and confirmation bias

Behaviours . .
reflecting good Observations | Notes Behawourg reflecting Observations | Notes
. poor practice
practice
FREQUENTLY CHECKED

Regularly checks

key sources of
information including
alarms and other
prompts

Vv v

WITH THE CONTROL
ROOM FOR VFPDATE.

ENSURED ASSISTANT
REGULARLY CHECKED
PRESSURE DATA.

Waits for the alarms
as the prompt to
intervene in an activity
or to carry out checks

Vv v

DIbW'T NOTICE THE
DEVELOPING PROBLEM
WITH THE MUD SYSTEM
VNTIL THE ALARM
WENT OFF.

Makes time to attend
to anyone who offers
potentially relevant

v

Took TIME T READ
THE EMAILS FROM
THE LAB.

Does not give
sufficient attention
to information from
unexpected sources

DECLINED TO TAKE THE
PHONE CALL FROM
SHORE — ASKED THEM
TO CALL BACK AT THE

information or from more junior END OF THE SWIFT.
team members
Does not evaluate ToLD TOHN THAT THE
Challenges

assessments of risk
and the state of the
world

the reliability of
information which has
potential to create an
unsafe condition

PRESSURE GAVGE
GIVING AN VNEXPECTED
HIGH PRESSURE WAS
KNOWN TO BE FAULTY.

Avoids becoming
overly focused on the
task at hand

REGULARLY STEPPED
BACK AND ASKED
ABOVT WHAT ELSE
WAS GOING ON.

Dismisses information
that could indicate
undesirable future
events

Reflects and asks
others for their
opinion of ambiguous
or unexpected events
or indicators

vvv

SHOWED CONCERN
ABOVT THE TRIP OF
THE GENERATOR AND
CALLED A BREAK

TO ASK FOR OTHER
OPINIONS,

Gives undue
prominence to
expectations based
on experience, rather
than information or
opinions at the time

Responds to signs
that other team
members are not
aware of the state of
critical equipment

v

Shows a willingness
to disbelieve data

or information that
conflicts with what is
expected

Result

Assessment

Observations predominantly reflect
good practice: few poor practices

observed.

Individual demonstrated satisfactory performance of the skill.

Observations balanced, or
predominantly reflect poor practice.

Trainee did not demonstrate satisfactory performance of the skill. Further training would be
beneficial to improve awareness of behaviours that can lead to loss of situation awareness.

Observations predominantly reflect

poor practice.

Few good practices observed.

Trainee did not demonstrate satisfactory performance of the skill. Further training needed
to improve awareness of behaviours that support good situation awareness, as well as
behaviours that can lead to loss of situation awareness.
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