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Navigation Plan
Three reports are available.
This Report
This is the main final report of the project. Managers should read this report to obtain an
overview of the factors that increase the likelihood of rule violations and to obtain an
insight into the three main methodologies, which were developed/refined specifically for
the offshore industries. Worked examples are provided for each.
Supplementary Report 1
This provides the basic instructions and work sheets for the ‘Level One’ methodologies.
People wishing to select and use on of the tools could only refer to this report; however,
it is recommended that they also initially refer to this report to read through the worked
examples. They can also refer to the first report to obtain a deeper insight into the work
factors that can increase violations.
The process for selecting the appropriate Level One methodology is summarised on page
13 of the current report.
Supplementary Report 2
This report describes seven further supporting ‘Level Two’ methodologies. It should not
be read directly. In a small number of cases it will be necessary to use one of these and
the Supplementary Report 1 will refer the user to the particular section.
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1.

INTRODUCTION
Most people violate some rules at some time or other. The speed restrictions on motorways are
a good example of a rule that is frequently violated. Driving through a red traffic light is another
less common violation; however, this example introduces an important distinction. A driver
passing a red traffic light is clearly a traffic violation but may not be a violation in the behaviour
sense. The key is WHY the driver passed the red light. If the driver was distracted and
accidentally crossed the red light then this is not a violation. If, however, it was a deliberate or
intentional act, perhaps calculated to get the driver home early to see the golf, then action would
be a violation.
Violations are defined as any deliberate deviations from the rules, procedures, instructions and
regulations drawn up for the safe or efficient operation and maintenance of plant or equipment.
Violations are clearly important, as they have been found to be linked with between 70% and
90% of incidents and accidents.
There will, of course, be other reasons why some people fail to follow the rules and procedures.
These could be the result of genuine mistakes but where staff genuinely tried to work to the
rules. The failure could also be the result of a lapse in concentration. These forms of human
error are not addressed by this report.
While organisations frequently do not have serious reservations about their safety procedures,
organisation, or management, major accident investigations often reveal serious flaws. In recent
years the nature of accident causation has changed with engineering failures no longer being a
major feature in many accidents. It is now largely behavioural with human failings being a
significant part of the causes of most accidents. Of these, knowingly deviating from approved
work practice represents a large proportion of incidents involving some form of human error.
This form of human error is often termed ‘violations’.
This research report was commissioned to develop a package of easy to use, but
comprehensive, methodologies for the offshore industries to use to enable the non-specialist to
identify the underlying reasons behind violations. The deliverables of the project also aim, as far
as possible, to identify the best management practices for reducing the potential for violations.
These must be used alongside established safety management practices and existing accident
investigation techniques. The new methodologies should therefore be integrated with existing
practices and not used to replace them.
There have recently been a number of major disasters where violations of safety rules and
procedures have been identified as being a major factor in the accident causal chain. Although
the association between rule violations and these major disasters appears to becoming
increasingly common, many rule violations result in less serious incidents. Others result in no
incidents at all. Nevertheless, the potential for serious and major incidents is clearly present from
staff at all levels violating safety rules and procedures and the offshore industry need to address
this risk.
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1.1

Industry Examples of Rule Violations
Three incidents involving violations are summarised below. These were presented at the Joint
Industry/ HSE (OSD) Initiative conference and workshop entitled “Understanding Human
Factors in the Oil and Gas Industry” held in Great Yarmouth in October 1997. None of these
caused a fatal injury, however, in many cases the actual injuries from an incident is down to
chance. In the first example, the unexpected movement of a load caused a relatively minor injury
to a workman’s foot. It could easily have resulted in a much more serious injury.
Although not considered here, instances can be found where the implications of rule violations
could be much more serious. For example, a heavy lift from a supply vessel to a platform could
fail as a result of violations in the safety testing procedures of the crane. The consequences of a
heavy load crashing onto the platform or back onto the supply vessel are clearly very serious.
Example One:

Proof load testing of a containerised workshop

This incident involved work to carry out a proof load testing of a containerised workshop prior
to shipment offshore. The normal contractor was appointed, however, the job was unusual in
that the container was in the operator’s yard and it was a Friday morning. A mixture of
company and contract staff was employed. The supervisor was relatively new to the position.
The rigger was experienced and considered very competent.
It was considered there was sufficient expertise and equipment on site to allow the tests to be
carried out on site. This would save costs and delays. Personnel had last carried out this type
of work some 12 months beforehand. No permit to work procedures were considered
necessary. Having talked and agreed the method of work with the two workmen, the
supervisor left the site. It was intended that two 3 tonne weights would be used, but it was
found they were too big to go through the door of the workshop and so three 2 tonne weights
were used. In order for the forklift to be used each weight had to be balanced on a single fork
allowing the second fork to pass down the external side of the container. Scaffold boards were
cut to be used as ‘dunnage’ and these were placed at right angles to allow the weights to be slid
along their length. The tip of the fork was used to push the weights back on the dunnage. This
was repeated for the three weights.
On completion of the tests the procedure had to be reversed to remove the weights. It was
necessary to bring each weight forwards so that it could be balanced on a single fork. The first
weight was removed. A section of chain was found lying inside the workshop to pull the second
weight forward. During this activity the chain failed when the weight dug into the dunnage. The
chain was replaced by webbing. During removal of the third weight, difficulty was experienced
keeping the weight on the dunnage and it started to slip off the side. The rigger went inside to
lever the weight back on to the dunnage. He had previously been directing the operations from
outside the container. Once inside the container the fork lift truck driver had to rely on verbal
instructions from the rigger and as soon as he was told to commence pulling he heard the rigger
shouting. The rigger was found trapped under the test weight that had toppled onto his foot and
ankle. The incident happened close to finishing time.
2

Clearly a number of rules had been knowingly broken and others had been broken either
knowingly or by mistake. This incident is used in Section 4 to describe the use of one of the rule
violation techniques.

Example Two:

Movement of a Pipeline Plug

A sphere launcher was being replaced on a 24" gas export line and it was subsequently
decided to replace the Emergency Shut Down Valve (ESDV) when this was being done. The
line was depressurised and an ‘inflatable’ plug was to be used to provide isolation during the
replacement of the ESDV and as part of the leak testing pressure envelope. The work was risk
assessed and a 75 step written procedure devised, however, the risk assessment for the
additional work was carried out onshore after some of the work crew had gone offshore.
At the end of the day, Step 61 had been reached. This required a 15 minute leak test of the
pipework upstream of the inflated plug at a pressure of 1.5 times the downstream pressure. The
final phase of this step was to equalise the pressure across the plug. In practice a higher
pressure was used and the supervisor decided to leave the system pressurised over night. The
job engineer mistakenly believed that Step 61 was complete and signed off. The next day most
of the crew assumed the Step was complete. The plug was relaxed and the pressure differential
immediately pushed it about 2 metres down the line. A strop was used to pull it out. The
arrangement failed as it became excessively tensioned. The strop struck an engineer on the leg.
The injury was minor but could have been more serious. Subsequent attempts to recover the
plug also resulted in a near miss to the supervisor.
A number of errors occur in the accident chain. The initial error was a clear violation by the
supervisor in using higher pressures than specified and, more critically, leaving the system
pressurised overnight rather than the specified 15 minutes. The supervisor was considered to be
a skilled and very careful person with a powerful character.
Example Three:

Valve actuator over-pressure

During the reinstatement of a gas compressor the main discharge valve was discovered to have
failed to open during the normal start-up sequence. The supervisor dispatched two operators to
open the valve using nitrogen from nitrogen bottles. This was not an approved practice but, over
time, had become a regular procedure when the air pressure was inadequate to actuate a valve.
The nitrogen supply was connected to the actuator via a cylinder mounted regulator, pipe and
valve manifold with pressure gauge. The valve failed to open with a 140 psig pressure on the
gauge. Assuming the bottle to be empty they connected another identical bottle. When pressure
was applied the actuator piston cylinder failed catastrophically with debris flying about. The
operators were shaken but uninjured.
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Valve actuators were powered by a 105 psig air supply. The second nitrogen bottle (1200 psig)
was equipped with a pressure gauge with the high pressure stop missing and a dual Bar G scale
and psig scales. The operators had previously used gauges with only one scale. They also felt
under some pressure to get production back on stream.
There was no written operating procedure in existence for the use of nitrogen instead of the air
supply. No change assessment or risk analysis had been performed for such a procedure.
Despite this it had become practice for about 2 years to apply more pressure when one of the
valves failed to open. It was assumed that the procedure was first used as a short-term
expedient and subsequently became an ‘unwritten’ standard procedure. This procedure was
then passed on by ‘word of mouth’ and used on several occasions. The nitrogen procedure was
inherently unsafe as there was no pressure relief device in the system. Supervision was also
ineffective in allowing an unapproved practice to become accepted.
The combination of the initial violation to choose to use the nitrogen, along with the probable
mistake made when reading from the unfamiliar dual scale pressure gauge contributed to this
accident.
1.2

Significance of Rule Violation
Recent high profile disasters have also highlighted the importance of 'human failings' with the
need for a more detailed understanding of, and systematic approach to, the behavioural aspects
of safety.
Turning this interest in the human failings into cost-effective management action has, however,
proved difficult. Accidents are weak measures of unsafe work behaviour as the majority of
unsafe behaviours often result in no accident or incident. Furthermore, a frequent belief
following accident investigation is that employees need more training. In fact, most accidents
today have little to do with lacking skills or knowledge. Most are associated with ‘rule
violations’. These occur when an individual, or individuals, deliberately contravenes established
and known safety rules. People are therefore aware of what they should do but, for some
reason, consciously decide not to follow the company approved working method. In these
situations, retraining people on the correct methods will have limited impact as they already
know what they should do.
Managers therefore require procedures which are easy to use and which identify any underlying
failings that can increase human error. In particular, managers need procedures for identifying
those factors which are under their own control and which could actually be increasing the
likelihood of violations occurring.
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Navigation Point:
Read on if you wish to obtain an overview of the factors which increase the
likelihood of violations and see worked examples of the three main ‘Level One’
methodologies.
Readers can refer directly to the Supplementary Report One if they wish to select
the methodology and apply it. It is recommended, however, that readers initially
work through the worked example in this current report before applying it for the
first time.
Readers should only refer to the Supplementary Report Two when the analysis
process described in Supplementary Report One indicates. Then, only the
specific Level Two methodology needs to be referred to.

1.3

Underlying Philosophy
Violations should be addressed in terms of those unsafe work behaviours which lead to
accidents (minor to fatal), ‘near accidents’, and also those not associated with ‘near-accidents’.
Underpinning violations are the personal motives behind individuals, or groups, deciding to
follow, or not to follow, specific safety working practices. Reducing the potential for violations
therefore requires some understanding of the perceptions of the advantages and disadvantages
associated with complying with any set, or sets, of safety rules or procedures. These are
considered at two levels - the ‘Direct Motives’ and ‘Behaviour Modifiers’ [reference Mason,
1997].
Reference

(a)

Mason S, 1997
‘Violations - costs, causes and cures’, Chapter 11 in Human Factors in Safety
Critical Systems, Ed F Redmill & J Rajan, Butterworth-Heinmann, ISBN 0
7506 2715 8

Direct Motives

The Direct Motives are the reasons why an individual, or group, consciously want to break a
rule. They can be considered as:
•

Making their life easier. Where approved procedures impose extra work on the
individual there can be a desire not to follow such procedures as it makes their job
more strenuous.
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(b)

•

Getting the job done quicker. There may be a desire for an individual to cut corners
so that he/she can start other jobs or take additional time off. The individual may also
wish to get the job done quicker to assist the organisation through increased
productivity.

•

Financial Reward. A further motive for cutting corners is to gain more bonus as a
result of the job being done quicker.

•

Impractical rules, procedures or work schedules. In some circumstances there will
be a perception, or reality, that the rules or work schedules are so impractical that they
need to be broken to get the job done

•

Self-esteem. Certain people may adopted unauthorised methods to prove to
themselves, or others, that they have the additional skills needed to be in control of the
risks

•

Direct Organisational Pressure. Persistent pressure can be created by a ‘culture’ of
regular tight deadlines, excessive reactions when deadlines are exceeded and pressure
placed on the workforce by supervision or management.

•

Deliberate sabotage/vandalism. This is rarely a motive but needs to be taken very
seriously when present

Behaviour Modifiers
Although not motives in themselves, another range of factors, called the Behaviour Modifiers,
influence the likelihood of violation. These are not motives in themselves, but when an individual
has a motive to commit a violation then these Behaviour Modifiers affect the likelihood that the
person will actually decide to commit the violation.
Behaviour Modifiers can be both positive and negative and include:
§

Poor awareness of the hazards and/or poor perceptions of the risks. People are
more likely to take chances if they underestimate the risks or don’t appreciate the
consequence, but they are less likely to risk take if they consider the risks to be
unacceptably high.

§

Competence - Illusions of Ability. People are more likely to take chances if they are
confident in their ability to control the situation. People are less likely to risk take if they
feel they haven’t the skills to cope with an unapproved method of working.

§

Management/supervisory attitudes to safety. Management actions that give the
impression that production comes first and that they would expect men to cut a few
corners if necessary to get the job away will encourage violations. Managers who give
the opposite impression will encourage safe working behaviour.
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§

Effectiveness of supervision. People will be willing to break rules more if they think
their actions will not be detected than if the probability of detection was high.

§

The availability of resources. When management don’t provide the specified
equipment/manpower for a job, this demonstrates to the workforce that the
organisation isn’t really committed to safety and thereby would condone improvised
methods. The regular provision of all resources demonstrates commitment.

§

Poor Design. People are more likely to follow the specified procedures if plant and
equipment are well designed (for operation and maintenance). Poor design features can
cause people to take shortcuts to make their life easier or to save time.

§

Time pressure (real or perceived). Work schedules that are seen as unrealistic are
much more likely to result in short cuts (violations) than more realistic schedules. In
some situations the time pressure may not be imposed directly but may still be
perceived as a result of the general management attitude towards higher production
levels.

§

Complacency from an accident free environment. An environment with no recent
accidents can be seen as proof that the way people work is safe. It may not be seen
that they have been lucky and that their luck may run out. A recent serious accident will
often (at least temporarily) make people revise their perceptions of the risks.

§

Other Organisational Aspects. People who are not fully held accountable for safety
are more likely to adopt unapproved methods of working than those who are fully
accountable for the consequences of an accident or incident. Uncertainties in the
allocation of authority, responsibility and accountability will increase the likelihood of
violations.

A useful method of identifying the factors, which increase non-compliant behaviour, involves the
assessment of both Direct Motives and Behaviour Modifiers. For example, cutting corners of a
safety procedure may make life easier for the operators (a Direct Motive). The likelihood the
operators will decide to violate will be influenced by the effectiveness of their supervision. This
will dictate the chances of them being caught (one of the Behaviour Modifiers). However,
without the presence of a direct motive, the behavioural modifier will not, in itself, increase the
likelihood of a safety rule being violated.
By identifying the strengths of these Direct Motives and the influence of the Behaviour
Modifiers, many of the root causes behind violations become apparent and practical focused
management actions can be developed.
A further advantage of this approach is that if there are no Direct Motives then there is unlikely
to be a significant violation problem. The assessor should then focus attention on factors which
increase the likelihood of other forms of human error (eg slips/lapses of attention and mistakes).
7

If any strong Direct Motives are found then the assessor will need to consider both these and
the strengths of the Behaviour Modifiers when formulating any initiatives to promote safe
working.
(c)

Individual, Job, and Organisational Factors
In the HSE report HSG(48) entitled "Reducing Errors and Influencing Behaviour - Human
Factors and Occupational Health and Safety", the framework of the Individual, the Job and
the Organisation was introduced as a simple way of comprehensively viewing the human factors
issues which affect safety and health in a working environment.
Factors relevant to the Individual are:
•
•
•
•
•
•
•
•

Competence
Capacities
Personality
Attitude
Risk Perception
Health
Skills
Knowledge

Factors relevant to the Job are:
•
•
•
•
•

Task (eg physical and mental demands)
Instructions (eg relevance and ease of use)
Pressures (real and perceived)
Workstation design (controls and displays)
Work environment

Factors relevant to the Organisation are:
•
•
•
•
•
•
•
•

Safety culture
Organisational learning
Roles, Responsibilities and Authorities
Communications
Team working
Staffing
Training provision
Resources

The Violation Motive Audit tool (see later) utilises both the ‘direct motive/behaviour modifier’
and the ‘individual/job/organisation’ distinctions to help managers identify where any actions
should best be targeted.
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By identifying the underlying (or root) causes of actual, or potential, rule violations management
can have greater confidence in the potential success of proposed initiatives. Without this
information on the root causes the introduction of new initiatives may be little more than acts of
faith. In some cases the underlying causes of the problems may not be addressed and hence still
be present in the system.
Furthermore, the recently published HSE Safety Climate tool is an excellent way of screening
for those organisational factors that are most likely to detract from high standards of health and
safety. While the output will generally enable managers to identify suitable actions to reduce or
remove the identified problem areas, there will be instances where further and more detailed
investigations are required. The Level One and Level Two tools described in this handbook can
be used as a follow-up to the Safety Climate tool.

(d)

The HFRG Approach

The likelihood of people violating health and safety rules is therefore influenced by a number of
factors that are under the control of management. Identifying and dealing with these factors can
be an effective management strategy for reducing rule violations.
A recent report by the Human Factors in Reliability Group (HFRG) [reference HSE, 95] has
provided a very good summary of these influencing factors. A framework was presented which
enabled the non-specialist to identify the presence of organisational factors, which had, or could,
increase non-compliant behaviour by staff working in that organisation.
Reference:

HSE. 1995
Improving Compliance with Safety Procedures - Reducing industrial violations
by the HFRG sub-group on violations, HSE Books, ISBN 0 7176 0970 7

The report introduces a number of practical areas where management can change factors that
predispose people to committing rule violations. These involve actions to address:
A
B
C
D
E
F
G
H
I
J
K
L

Rationalising the aims and objectives of the rules and procedures
Making rules and procedures easier to read, understand and use
Improving training in rules and procedures
Improving training in hazard awareness and risk perception
Increasing the safety commitment of the workforce
Increasing the visible safety commitment of management
Increasing the efficiency of supervision in detecting non-compliance
Increasing the efficiency of supervision by improving their man-management skills
Improving design of equipment/systems to enhance ease of compliance
Rationalising the content of jobs
Improving environmental conditions
Improving the time, manpower, and equipment resource - logistic support
9
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Rationalising the work organisation

The HFRG approach was developed for general industry and it represented the most
comprehensive methodology suggested so far for dealing specifically with the issue of violations
within an industrial context. Since its publication, a number of complimentary methodologies
have proven successful in studies in UK and South African mines [Mason et al 1996, Talbot et
al 1996] and in the nuclear industry. Such methodologies can be used to: comment on the
success of past initiatives; formulate new initiatives; or identify ‘attitudinal barriers’ to future
planned initiatives.
References

Mason S, Simpson GC, Talbot CF 1996
Assessment of supervisory attitudes to safety and the development of training
material for the promotion of human reliability, British Coal Corporation, Final
report of CEC contract no. 7250/13/060
Talbot CF, Mason S, von Glehn F, Lomas R, Simpson GC 1996
Improve the safety of workers by investigating the reasons why accepted safety
and work standards are not compiled with in mines, IMCL, RSA SIMRAC
contract no GEN 213
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2.

INTRODUCTION TO LEVEL ONE TOOLS
The package consists of three human factors tools. These were developed to be used in a
reactive and pro-active way depending upon the circumstances. They represent the Level One
tools. Managers can chose the most appropriate Level One tool depending upon whether an
actual incident was being investigated or whether a pro-active screening for violations was
required. The Level One tools form the basis for the first level of assessment.
Guide for the Selection of Appropriate Tool
The package consists of: an Incident Analysis; and Violation Motive Audit and a Questionnaire.
If the circumstances require an assessment of an actual incident then it is normally recommended
that the simple Incident Analysis is used. Only if the results don’t give sufficient information for
management to be confident on an action plan should the more detailed Violation Motive Audit
be used.
For routine monitoring of the safety climate then the choice will be either the Violation Motive
Audit or the Compliance Questionnaire. The choice can be made purely on the practicalities of
applying questionnaires and the availability of suitable assessors to use the Audit Checklist.
Once changes have been made to resolve any identified root causes, the ‘pro-active’ Level 1
tools (ie the Audit and Questionnaire) can be used to review the effects of any initiative.
Although in the majority of cases these tools will provide sufficient information to allow the root
causes of actual, or potential, problems to be determined, there may be some circumstances
where further and more detailed assessment is needed. In these circumstances a second
package of more focussed tools are provided. These are called the ‘Level Two’ tools. Details
for selecting the most appropriate Level 2 tools are given in Appendix One. The Level 2 tools
themselves are provided in Supplementary Report Two of the project.
The initial choice of the ‘Level 1’ tool is summarised below and worked examples are presented
using the above three violation incidents as case studies.

11
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2.1

Incident Analysis
This is the simplest and easiest tool to apply. It is intended to be used as part of procedures to
establish the root causes of accidents or incidents.
It is based around the structured approach of first separating out the violations from other forms
of error. Checklists are then used to identify the likely influence of each of the Direct Motives
and Behaviour Modifiers. This information is used to assist with the final stage of determining
those issues management should focus on to reduce the likelihood of further rule violations.
This tool is best applied by a small number of staff with expertise in accident investigation.
The Incident Analysis is described as a worked example in Section 4 with further instruction and
blank forms provided in the Supplementary Report One to this report.

2.2

Violation Motive Audit
The Audit has been developed to be used either in accident/incident investigations or as part of
routine management reviews of the safety climate. It is based around the same concept of
‘Direct Motives’ and ‘Behaviour Modifiers’ used above and whether these apply at the
‘Individual’, ‘Job’, or ‘Organisational’ level.
A small group of assessors is required. These should have some independence from the work
group being assessed but should be experienced in the rules and procedures of the organisation
and the work methods being undertaken at the site. They have to indicate the degree to which
they agree or disagree to a number of statements. There may be some instances where the
assessor has to make further enquires before answering some questions.
The checklist has been designed such that their responses show up any patterns of violation
motives. The presence of these patterns within the above framework helps identify the most
likely effective management strategies.
The Violation Motive Audit is described as a worked example in Section 5 with further
instruction and blank forms provided in the Supplementary Report One to this report.

2.3

Compliance Questionnaire
Where it is feasible to use questionnaires, this shortened and improved version of that
developed by the HFRG, and published by the HSE, will identify the areas where management
should direct new initiatives. This tool is intended purely as a technique for routine assessment of
safety climate. It has less value as part of an incident assessment.
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Unlike many questionnaires, this does not rely on large numbers of respondents or on
sophisticated analysis techniques. It was developed to be applied to small work groups to
identify any differences in safety culture. The results therefore identify where separate
management actions are needed for each work group as well as those applicable across the
whole workforce. The tool has been usefully applied to groups with as few as ten people,
although it can be applied to much larger sample sizes.
The Compliance Questionnaire is described as a worked example in Section 6 with further
instruction and blank questionnaire and analysis forms provided in the Supplementary Report
One to this report.
INCIDENT ANALYSIS
•
•

Used to establish root cause of an accident
Completed by small number of staff experienced in accident investigation

VIOLATION MOTIVE AUDIT
•
•
•
•

Used as part of accident/incident investigation
Used to review safety climate
Completed by a small group of assessors with some independence from the work group
being audited
Assessors should be familiar with the rules and procedures of the work group

COMPLIANCE QUESTIONNAIRE
•
•

Used to review safety climate
Completed anonymously by a sample of at least ten people
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3.

THE INCIDENT ANALYSIS - WORKED EXAMPLE

3.1

Background
The Incident Analysis has been developed to be a simple way of addressing the underlying
causes of violations during the investigation of an accident or incident.
A case study is used to demonstrate the use of this methodology. It is based on the use of 5
forms. These forms and user instructions are presented in Supplementary Report 1. Forms IA-1
to IA-5 can be freely copied.

3.2

Case Study
This ‘worked example’ is based on the first incident described in Section 1.1. The six basic
steps to this approach are summarised below:

3.3

Step

Determine:

Using Form:

1

the Violations

IA-1

2

the Direct Motives

IA-2 (Part 1)

3

the Behaviour Modifers

IA-2 (Part 2)

4

Review Data

5

common Direct Motives & Behaviour Modifers

IA-3

6

Effective Management Action Plan

IA-4

Step One - Determining the Violations
The first step is to determine which rules or procedures had been intentionally violated and
which are most likely to have been genuine mistakes. Form IA-1 is used for this step.
It is important to distinguish at this stage between violations and mistakes. Violations, often
create novel situations where mistakes become more likely. An accident can therefore show
both violations and mistakes but mistakes are usually secondary to the violation as the root
cause of the accident. Mistakes are excluded from this point as they are non-intentional and the
means of reducing such error tend to be very different to dealing with violations. For example,
whereas training is often the key to reducing inadvertent errors (mistakes), it is seldom an issue
with violations. By definition, the violator already knows what should be done, and therefore
further training would be largely ineffective. Solutions to these behaviours lie elsewhere.
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Assessors will often need to draw on their experience. The accident descriptions are rarely
sufficiently comprehensive for this stage in the analysis. The assessor may therefore need to
revisit the area and talk to key personnel. The option is available for assessors to identify a
behaviour as a ‘possible or probable’ violation in those situations where there is some doubt.
An example of this stage is shown below for this worked example.
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IA Form 1
from Case Study
IDENTIFICATION OF SAFETY RULE VIOLATIONS
Definite Violations of Established Rules or Agreed Intent
V1
Adoption of unapproved method of using a single Fork Lift Truck blade to balance weights on
V2
Rigger repositioned himself into cabin, against procedures
V3
Improvised methods were being used to remove weights
V4
Improvised use of inappropriate lifting chain
Possible/Probable Violations:
PV1 Supervisor gave insufficient attention to planning the job / work method
PV2 Permit to Work was not completed for this job - previous similar work occurred at a different
location with different facilities
PV3 Supervisor left site while the work was ongoing
PV4 Mechanical handling aids were not provided by management
PV5 Suitable dunnage was not provided by management
Mistakes:
1
Errors in judging expertise of staff - the last ‘similar job’ was 12 months ago
2
Errors in judging access into cabin for test weights

3.4

Step Two - Determining the Direct Motives behind the Violation(s)
Once the assessor has clearly identified the violations, the second step is then to determine the
underlying motives which lay behind the violation(s). These have been termed the ‘Direct
Motives’.
The assessor selects from the following list:
•
•
•
•
•
•

Making Life Easier
Saving Time
Financial Reward
Impractical Rules or Work Schedules
Self-Esteem
Sabotage/Vandalism

For EACH violation, the assessor must give his/her opinion of the likelihood of each of these
Direct Motives against the scale:
1
2
3

Definitely
Possible/Probable
Unlikely
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The results from the Case Study are shown below only for the second of the above violations:

IA Form 2 (Part 1)

from the Case Study

IDENTIFICATION OF DIRECT MOTIVES
Which of the following motives do you think applied to this violation?
Rigger repositioned himself into the cabin against procedures
Definitely

Possible /
Probable
score 1

score 3
Making Life Easier

score 0
U

Saving Time

U

Financial Reward
Impractical Rules & Schedules

Unlikely

U
U
The plan was clearly
totally inadequate

Self-Esteem

U
It is very possible
that the workforce
were committed to
show they could
manage to complete
the job despite the
problems

3.5

Direct Organisational Pressure

U

Sabotage/Vandalism

U

Step Three - Determining the Behaviour Modifiers
The Behaviour Modifiers are factors associated with the Organisation which make it more, or
less, likely that any rules or procedures will be violated. There must, however, be at least one
Direct Motive before violating behaviours are likely. The Behaviour Modifiers, by themselves,
do not form motives for the workforce to violate.
The assessor selects from the following list:
•

Poor awareness of the hazards and/or poor perceptions of the risks.
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•
•
•
•
•

The availability of resources.
Poor design.
Time pressure (real or perceived).
Complacency from an accident free environment.
Other organisational aspects.

Form IA-2 (Part 2) is used to assess these Behaviour Modifiers. The same ratings are used as
in Step Two. This form should ideally be used for each identified violation, although in some
situations it may prove sufficient to assess the likely influence of the Behaviour Modifier for all
identified violations. The results from the Case Study are shown below for the same violation.
IA Form 2 (Part 2)

from the Case Study

IDENTIFICATION OF BEHAVIOUR MODIFIERS
Which of the following Behaviour Modifiers do you think applied to this violation?
Definitely
score 3

Possible /Probable
score 1

Unlikely
score 0

U

Poor Perceptions of the Risks Involved

new experience

Competency - Illusions of Ability

U

The Attitudes of Managers/Supervisors

U

The Effectiveness of Supervision

U
U

Adequacy of Resources

U

Design Features

U

Pressure

U

Complacency

U

Other Organisational Aspects

unclear responsibilities

This is repeated for each definite and possible/probable violation

3.6

Step Four - Review Quality of Data?
Even with this simple breakdown of the incident it is often possible to decide on what would the
most effective general areas for management actions. However, at this stage it is recommended
that a simple checklist is used to decided whether the Incident Analysis is likely to be sufficiently
comprehensive to assist managers developing a strategy to control any problems of rule
violation.
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If any of the following conditions apply to the results of the full incident, then it is recommended
that the incident be reappraised using the more comprehensive Violation Motive Audit
procedure.
1)

If there are more than twice the number of Possible/Probable Violations than Identified
Violations

2)

If there are no ‘Definite’ Direct Motives

3)

If there are no ‘Definite’ Behaviour Modifiers

When all the violations and possible/probable violations are taken into account, it is clear that the above
conditions do not apply and therefore that the Incident Analysis can be used to determine the most
effective management actions to address the main underlying causes of the violations involved in the
incident under investigation. The process is in two parts.

3.7

Step Five - Determine Common Direct Motives and Behaviour Modifiers?

Each of the ‘violations’ or ‘possible/probable’ violations identified in Form IA-1 have been analysed for
their direct motive and behaviour modifiers using Form IA-2. The results from each of the Forms IA-2
are then scored using the scoring system:
Definite relevance to the Violation
Possible/probable relevance to the Violation
Unlikely relevance to the Violation

Score 3
Score 1
Score 0

These scores are used in two ways:
They are initially collated to identify the most widely occurring Direct Motives and Behaviour Modifiers.
Form IA-3 is used for this collation. The scored results from all the violations in this example are shown
below on a completed chart. The results show that the frequently found Direct Motives of ‘making life
easier’ and ‘saving time’ were factors in the incident and that ‘the effectiveness of the supervision’ was
the main behaviour modifier, which made the violation more likely.

3.8

Step Six - Determine Effective Management Action Plan?

The scores are also used to select which of the 13 management actions (A to M - see below) are the
most appropriate response to the incident.
A
B
C
D

Rationalising the aims and objectives of the rules and procedures
Making rules and procedures easier to read, understand and use
Improving training in rules and procedures
Improving training in hazard awareness and risk perception
20

E
F
G
H
I
J
K
L
M

Increasing the safety commitment of the workforce
Increasing the safety commitment of management
Increasing the efficiency of supervision in detecting non-compliance
Increasing the efficiency of supervision by improving their man-management skills
Improving design of equipment/systems to enhance ease of compliance
Rationalising the content of jobs
Improving environmental conditions
Improving the time, manpower, and equipment resource - logistic support
Rationalising the work organisation

These scores are entered into the ‘holes’ in the matrix in Form IA-4. A copy of this form must be
completed for each of the violations or probable violations being assessed.
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1
1
0
3
0

0
0

Making Life Easier 1
Saving Time 2
Financial Reward 3

Impractical Rules & Work Schedules 4
Self-Esteem 5

Direct Organisational Pressure 6

Sabotage/Vandalism 7

1
1
1
3
3
3
3
1
1

Competency - False Illusion of Ability 2

The Attitudes of Managers/Supervisors 3

The Effectiveness of Supervision 4

Adequacy of Resources 5
Design Features 6
Pressure 7
Complacency 8

Other Organisational Aspects 9

BEHAVIOUR MODIFIERS

v1

DIRECT MOTIVES

1

1

0

3

0

1

1

1

1

0

0

1

3

0

1

0

v2

0

1

1

1

1

3

0

3

3

0

0

0

1

0

3

3

v3

0

1

1

1

3

1

0

3

3

0

0

1

0

0

3

1

v4

Definite Violations

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

v5

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

v6

1

3

1

0

0

3

3

0

1

0

0

0

0

0

1

1

pv1

1

1

0

0

0

3

1

0

3

0

0

0

0

0

1

1

pv2

1

1

0

0

0

3

3

0

1

0

0

0

1

0

1

3

pv3

1

1

0

1

3

1

1

0

1

0

0

0

0

1

0

1

pv4

1

1

1

3

3

1

1

0

1

0

0

0

0

1

0

1

pv5

Probable/Possible Violation

COLLATION OF DIRECT MOTIVES AND BEHAVIOUR MODIFIERS

Poor Perceptions of the Risks Involved 1

Form IA-3

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

pv6

7

11

7

12

13

19

11

8

15

0

0

2

8

2

11

12

Totals

23

0

4

4

1

2

TOTALS A - M

2

1

1

Score for 8 ‘ 1

Score for 9 ‘ 1

0

0

E

Score for 7 ‘ 0

Score for 6 ‘ 3

Score for 5 ‘ 0

Score for 4 ‘ 1

Score for 3 ‘ 1

1

D

Score for 2 ‘ 1

1

C

1
1

3

B

Score for 1 ‘ 1

Behaviour Modifiers

Score for 7 ‘ 0

Score for 6 ‘ 0

Score for 5 ‘ 1

Score for 4 ‘ 3

3

1

Score for 2 ‘ 1

Score for 3 ‘ 0

0

Score for 1 ‘ 0

Direct Motives

A

2

1

0

1

0

F

SCORING SYSTEM - PART ONE (example for Violation V2)

SCORES from IA-2

Form IA-4

1

1

G

2

1

1

H

4

3

1

0

I

1

0

1

0

J

0

0

K

3

0

0

3

L

1

1

0

0

0

0

M

Form IA-5

COLLATION OF RESULTS

Transfer data from each Form IA-3 to this Form: Data from each Form IA-3 is allocated its row.

General Improvement Options
A

B

C

D

E

F

G

H

I

J

K

L

M

Violation
1

8

4

2

2

4

5

3

4

5

1

1

6

4

2

4

4

2

2

1

2

1

2

4

1

0

3

1

3

8

4

3

6

2

2

3

3

7

3

3

2

1

4

7

3

3

6

2

2

1

1

5

2

1

3

1

5

-

-

-

-

-

-

-

-

-

-

-

-

-

6

-

-

-

-

-

-

-

-

-

-

-

-

-

Possible / Probable Violation
1

2

0

1

1

4

7

3

6

2

1

1

0

2

2

2

0

1

3

1

2

3

4

2

1

1

0

1

3

5

1

1

1

1

4

3

6

4

3

3

1

1

4

4

0

1

1

1

2

1

2

2

1

1

3

2

5

4

0

1

1

2

3

1

2

4

1

1

3

3

6

-

-

-

-

-

-

-

-

-

-

-

-

-

Total

44

16

15

23

18

29

19

30

35

14

12

21
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Of the 13 management strategies described earlier, the results identify the following four to be
particularly relevant to addressing this example:
A
F
H
I

Rationalising the aims and objectives of the rules and procedures
Increasing the safety commitment of management
Increasing the efficiency of supervision by improving their man-management skills
Improving design of equipment/systems to enhance ease of compliance
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Interpretation of Results
The overall scores from Forms IA-3 and IA-5 are then considered. Using Form IA-5, these results
would suggest that the first course of action would be to
• Review the current rules and procedures to ensure they are practical and up-to-date. Also
address the underlying root problem which enabled existing rules and procedures to become
impractical (A - score 44)
The second course of action would to be consider the three issues of:
•

Aspects of the plant and equipment design which cause difficulties for the workforce and also
look at procedures which may need to be introduced, or modified, to ensure a high standard of
‘ergonomics’ design of new and existing plant (I - Score 35)

•

The day-to-day effectiveness of the supervision in terms of their methods and inter-personal
skills (H - Score 30)

•

The real or perceived safety commitment of management as judged by the workforce. If the
workforce think that management are not fully committed to safety then their own attitudes and
behaviours will reflect that. Look at how management currently demonstrate their commitment.
Perceptions of commitment are more likely to be influenced by actions rather than rhetoric (F Score 29)

These areas for management action can also be considered alongside the overall scores for the Direct
Motives and Behaviour Modifiers. Form IA-3 shows that:
The usual key Direct Motives were evident. These are:
•
•

Making Life Easier
Saving Time

(scored 12)
(scored 11)

The key Behaviour Modifiers (ie those factors which make it more likely that people will actually violate
rules) are:
•

Poor Effectiveness of Supervision

(scored 19)

and to a slightly lesser extent, both
•
•
•

Poor Perception of the Risks
Inadequate Allocation of Resources for the Job
Poor Design of Equipment
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(scored 15)
(scored 13)
(scored 12)

4.

THE VIOLATION MOTIVE AUDIT - WORKED EXAMPLE

4.1

Background

The Violation Motive Audit has been specifically developed to be applied both pro-actively and to
assist in accident or incident investigations. The Audit identifies those aspects of the safety climate of a
work group that create the environment where rule violations, or alternatively safe working, become
more likely. Improved safety standards can be achieved by adopting the strategy of ensuring that
positive aspects of the Company’s safety climate are maintained while introducing initiatives to address
those aspects, which make violations more likely.
The Audit relies on a small number of assessors having, or obtaining through asking a sample of the
workforce, an understanding of the actual 'on-goings' of the installation being audited. It is important that
an assessor who is remote from the actual workings of the installations does not complete this on the
basis of what he thinks, or hopes, goes on. This will give a false picture of the true safety climate.
Ideally, the results from several assessors should be gathered independently and group discussions held
on any issues where significant disagreement is found. The consensus from these discussions should then
be used.
4.2

The Checklist

The Audit checklist comprises 101 statements under 20 topics. The full checklist is shown below and
also given in Supplementary Report One. It can be freely copied. The five stages in the Audit procedure
are summarised below:
Stage

Violation Motive Audit

1

Select a small panel of assessors with some independence from group being
evaluated

2

Assessors independently indicate the extent to which they agree/disagree with
101 statements

3

Areas of disagreement are identified and debated - consensus obtained

4

Score results and identify most significant direct motives and behaviour modifiers

5

Determine Management Action Plan using Form VMA-3
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safe
working

violating

VMA-1(1) VIOLATION MOTIVE AUDIT

INDIVIDUAL/PERSONAL FACTORS
DIRECT MOTIVE

Factor

Indicators

++

+

?

-

--

Self Esteem

are people bored?
are jobs unchallenging?
do people break rules to show-off their skills?

yy
yy
yy

y
y
y

?
?
?

n
n
n

nn
nn
nn

BEHAVIOUR MODIFIERS
Poor Risk
Perception

does workforce have good awareness of hazards?
does workforce have good awareness of risks?
has management good awareness of hazards?
has management good awareness of risks?
do people underestimate the consequences of incidents?
is there a high perceived chance of injury?
is work area seen as accident free?
have people poor perceptions of risks on other jobs?
have trainers poor perceptions of hazards/risks?
are the consequences of incidents covered in training?

nn
nn
nn
nn
yy
nn
yy
yy
yy
nn

n
n
n
n
y
n
y
y
y
n

?
?
?
?
?
?
?
?
?
?

y
y
y
y
n
y
n
n
n
y

yy
yy
yy
yy
nn
yy
nn
nn
nn
yy

Managers &
Supervisors
Attitudes to
Safety

do staff regularly get thanked for working safe?
do staff ever get chastised for working to rule?
is there any public praise for safe working?
is production seen as more important than safety?
are management seen as expecting improvisation?
are management seen as condoning violations?
are overtime/perks given to ‘successful’ violators?
is the boss approachable on safety issues?

nn
yy
nn
yy
yy
yy
yy
nn

n
y
n
y
y
y
y
n

?
?
?
?
?
?
?
?

y
n
y
n
n
n
n
y

yy
nn
yy
nn
nn
nn
nn
yy

Effectiveness
of the
Supervisor

are penalties consistently applied for similar violations?
are penalties always given to all offenders?
are penalties always quickly applied?
are penalties seen as fair by workforce?
are safety briefings regularly given?

nn
nn
nn
nn
nn

n
n
n
n
n

?
?
?
?
?

y
y
y
y
y

yy
yy
yy
yy
yy

Perception of
Pressure

any personality clashes between boss and workforce?
do people believe they are expected to break rules?
any peer pressure on people to work safely?
any management pressure on people to work safely?

yy
yy
nn
nn

y
y
n
n

?
?
?
?

n
n
y
y

nn
nn
yy
yy

Comp lacency/
Safety
Commitment

are certain rules rarely followed?
do accidents reports show rules are often not followed?
are certain rules never enforced?
any peer pressure on new staff to break some rules?

yy
yy
yy
yy

y
y
y
y

?
?
?
?

n
n
n
n

nn
nn
nn
nn

Competency
of Workforce

have staff the necessary qualifications and experience?
do staff fully understand the routine work procedures?
have staff the knowledge to deal with unusual events?
are staff aware of their own limitations?

nn
nn
nn
nn

n
n
n
n

?
?
?
?

y
y
y
y

yy
yy
yy
yy
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VMA-1(2) VIOLATION MOTIVE AUDIT

JOB/WORK FACTORS
DIRECT MOTIVES

Factor

Indicators

++

+

?

-

--

Making Life
Easier

are working conditions uncomfortable?
is job over physically demanding?
is job over mentally demanding?
does job require lots of preparation?
poor working conditions encouraging people to speed up
to move to better conditions?
can workforce have rest breaks during job?

yy
yy
yy
yy
yy

y
y
y
y
y

?
?
?
?
?

n
n
n
n
n

nn
nn
nn
nn
nn

nn

n

?

y

yy

BEHAVIOUR MODIFIERS
Design

does equipment design make the job very physical?
does poor equipment design make job take longer?
is the equipment reliable?
is the equipment provided appropriate for the job?
is PPE difficult/awkward to wear or work with?

yy
yy
nn
nn
yy

y
y
n
n
y

?
?
?
?
?

n
n
y
y
n

nn
nn
yy
yy
nn

Effectiveness
of the
Supervision

do briefings comprehensively address the risks?
are times of checks predictable or notified?
are checks infrequent?
are violations difficult to detect afterwards?
is there a high chance of detection by supervisors?
have supervisors the knowledge to detect violations?

nn
yy
yy
yy
nn
nn

n
y
y
y
n
n

?
?
?
?
?
?

y
n
n
n
y
y

yy
nn
nn
nn
yy
yy

Job Stress

are staff coping well with day-to-day pressures?
is the job very stressful?

nn
yy

n
y

?
?

y
n

yy
nn
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VMA-1(3) VIOLATION MOTIVE AUDIT

safe
working

ORGANISATIONAL FACTORS
DIRECT MOTIVES

Factor

Indicators

++

+

?

-

--

Saving Time

are people given free time if they finish jobs early?
does approved method require excessive time?

yy
yy

y
y

?
?

n
n

nn
nn

Financial
Reward

do bonus schemes simply reflect output?
(ie: safety omitted in bonus calculation)
is this bonus a large part of the total pay?

yy

y

?

n

nn

yy

y

?

n

nn

Impractical
Rules or work
schedules

are workforce involved in developing rules?
are rules always checked for practicality?
does poor design influence compliance?
are some rules regularly broken?
are all rules easy to follow?
are all rules quick to apply?
does required work need excessive time?

nn
nn
yy
yy
nn
nn
yy

n
n
y
y
n
n
y

?
?
?
?
?
?
?

y
y
n
n
y
y
n

yy
yy
nn
nn
yy
yy
nn

Direct
Organisational
Pressure

are there regular tight production deadlines?
are there excessive reactions when deadlines not met?
any evidence of real pressure on people to break rules?

yy
yy
yy

y
y
y

?
?
?

n
n
n

nn
nn
nn

Sabotage or
Vandalism

any evidence of vandalism or sabotage?
are contracts extended to correct damage?

yy
yy

y
y

?
?

n
n

nn
nn

BEHAVIOUR MODIFIERS

)

Resources &
Management
support

are equipment/materials always made available?
is necessary skills/manpower always available?
is information (written & verbal) always available?

nn
nn
nn

n
n
n

?
?
?

y
y
y

yy
yy
yy

Complacency
shown by the
Organisation

do supervisors know some rules are never obeyed?
do management know some rules are never obeyed?
have new initiatives recently been introduced or
proposed in improve safety?
are accidents needed before initiatives introduced?
are past safety initiatives still fully used?

yy
yy

y
y

?
?

n
n

nn
nn

nn
yy
nn

n
y
n

?
?
?

y
n
y

yy
nn
yy

Organisational
benefits from
safe working

do schemes exist for rewarding individuals or small
groups for safety?
has recent promotions taken into account safety?
do accidents have a bad effect on people’s careers?
are there competitions for safety?
do these involve everybody?
are there financial rewards for safe working?

nn

n

?

y

yy

nn
nn
nn
nn
nn

n
n
n
n
n

?
?
?
?
?

y
y
y
y
y

yy
yy
yy
yy
yy

Organisational
accountability
for safety

are workforce fined/demoted following incidents?
do staff understand their accountability for safety?
is workforce accountability consistent across company?
is compensation always adjusted for own contribution?
are managers always held accountable?
are supervisors always held accountable?
are actual penalties paid the same as the policy?
do recent incidents show accountability applied?
any mismatches in authority, responsibility and
accountability?

nn
nn
nn
nn
nn
nn
nn
nn
yy

n
n
n
n
n
n
n
n
y

?
?
?
?
?
?
?
?
?

y
y
y
y
y
y
y
y
n

yy
yy
yy
yy
yy
yy
yy
yy
nn
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Factor

Indicators

++

+

?

-

--

Organisational
Stress

are some deadlines unrealistic?
are there excessive work loads or long hours?
any conflicting demands over production and safety?
is there poor job security or fear of redundancy?
is there high absenteeism or labour turnover?

yy
yy
yy
yy
yy

y
y
y
y
y

?
?
?
?
?

n
n
n
n
n

nn
nn
nn
nn
nn

Each assessor has to indicate whether he/she ‘strongly agrees’, ‘agrees’, ‘strongly disagrees’ or
‘disagrees’ with each statement. There is also an option when the assessor is ‘not sure’. The code
adopted in the Audit is:
Strongly Agree
Agree
Not Sure
Disagree
Strongly Disagree

yy

(ie yes-yes)
y
?
n
nn
(ie no-no)

In the above example, the selected responses are shown in bold.
The checklist has been arranged such that those responses which are indicative of a climate which
would tend to increase rule violations are shown in the column headed ‘violating’. Those which would
tend to promote safe working are shown in the column headed ‘safe working’. These headings are not
shown in the final checklist to minimise any bias this may create in scoring.
Questions are grouped into one of the following three main groups:
(1)
(2)
(3)

Individual or Personal Factors
Aspects of the Job
Organisational Factors

Within each main group, the 101 statements are grouped into 21 smaller cells. This grouping has been
designed to facilitate easy interpretation of: any underlying problems in the safety climate of the particular
work group; and also to help identify the most appropriate management response to address any
problems which are present.
This structure also recognises that people will first need a reason for wishing to violate a rule (a Direct
Motive) before a range of factors come into play which will then influence the willingness of that
individual, or group, to actually commit the violation (the Behaviour Modifiers) - see Section 1.3.
The reason for this initial split is that if no Direct Motives are found in the sections dealing with the
Individual, Job, or Organisational factors then there is unlikely to be a problem from rule violations and
further analysis is therefore not required. If any strong Direct Motives are found then the assessor will
need to consider both these and the strengths of the Behaviour Modifiers when formulating new
initiatives to promote safe working.

)
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These 21 cells are described in the following section. Six address the Direct Motives and 14 address
the Behaviour Modifiers. Within each ‘cell’ the assessor is asked to consider whether he agrees or
disagrees with between 2 and 10 statements.
The interpretation of the results is not intended to be mechanistic, however, the assessors should initially
identify any cells where there are noticeably more entries in the ‘violating’ column than in the ‘safe
working’ column. The checklist clearly separates responses which suggest rule violations and safe
working. A more detailed method of interpretation is suggested below:
Any Direct Motives selected in this way would then be noted. If there are none then there is no need to
continue further (although considering the other issues contained in the Behaviour Modifiers should help
improve the general safety climate associated with the work group).
Where Direct Motives for rule violation are found, the assessor will then also need to look at the results
for the Behaviour Modifiers to determine which are most likely to influence the level of unsafe
behaviour.
Initiatives which are focussed on the Direct Motives may therefore eliminate the desire for people to
violate. Initiatives focussed on the Behaviour Modifiers will reduce the likelihood of people actually
deciding to violate a rule in a climate where there is a clear motive, or reason, for wanting to do so.
4.3

Audit Cell Structure

The Audit consists of 20 cells within an overall framework of Direct Motives and Behaviour Modifiers
and also within an overall framework of Individual/Personal Factors, Job/Work Factors, and
Organisational Factors. Most of these have previously been addressed in Section 1.3, however, some
Behaviour Modifiers have been expanded to gain the maximum benefit of the
Individual/Job/Organisation structure. The expanded cells are discussed below:
•

Effectiveness of the Supervisor. Unlike the previous ‘effectiveness of supervision’, this cell
specifically looks at the performance of the ‘individual’ supervisors in a work group. Although
overall, the supervision process may be adequate, the performances of a small number of
individuals may let down an otherwise effective supervisory process.

•

Job Stress. All work will place demands on the workforce, however, this cell specifically looks
at a whether the workforce are coping well with these demands. Under stress, people may
react differently. This factor is essentially concerned with the effect of the stress on the
workforce.

•

Direct Organisational Pressure. This cell looks to determine whether persistent pressure is
created by a ‘culture’ of regular tight deadlines, excessive reactions when deadlines are
exceeded and pressure placed on the workforce by supervision or management.

•

Organisational Stress. This is similar to the above but focussed more on the effects of the
pressure as well as conflicting job demands and effects of uncertainty. This factor is essentially
concerned with the organisational causes of stress.
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4.4

•

Complacency Shown by the Organisation. This cell looks at evidence of the supervisors and
management routinely condoning unauthorised working practices and a general reluctance to
apply, or ‘close out’, safety initiatives unless accidents have occurred.

•

Organisational Benefits from Safe Working. This cell looks for an imbalance in the benefits
offered by the company for people breaking rules and for people following rules. Any
‘incentive’ to cut corners to gain a financial rewards from the bonus system should be offset by
other rewards given to those who regularly follow the rules and procedures.

•

Organisational Accountability. This cell addresses the presence of procedures for
accountability at all levels (workforce, supervisor, management); the actual adherence to these
procedures in practice; and the correct balance of authority, responsibility and accountability.

Interpreting the Audit Checklist

As each cell has different numbers of statements, the analysis cannot be done simply on the basis of the
number of entries in the ‘violating column’. It is recommended that cells are selected where:
1)

75% or more of the statements have responses in the ‘++’ column of the violating area,
irrespective of the other entries. (these cells are shown as ***)

2)

75% or more of the questions have responses in either the ‘++’ or ‘+’ columns. (these cells are
shown as **)

3)

50% or more of the questions have responses in either the ‘++’ or ‘+’ columns of the violating
area. (these cells are shown as *)

Any cell marked from this approach are highlighted on Form VMA-2. These results have been taken
from a worked example.
The suggest approach selects those cells with the strongest violating influence. If there are three or more
Behaviour Motives which are identified as either ‘***’ or ‘**’ then the others marked ‘*’ are not
considered at this stage. These cells could be considered at some later time.
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VMA-2
Individual Factors

Job Factors

Organisational Factors

Direct Motives
Self esteem

Make life easier

Saving time ***
Financial reward
Impractical rules/schedules **
Direct Organisational Pressure
Sabotage/Vandalism

Behaviour Modifiers
Poor risk perception *

Poor design

Management support **

Managers attitudes *

Effectiveness of supervision

Complacency *

Effectiveness of supervisors

Job stress

Benefits from working safe *

Perceptions of pressure

Accountability for safety *

Complacency ***

Organisational stress *

Competency of workforce **

The results show the presence of the Direct Motives of: ‘Saving Time’ and ‘Impractical
Rules/Schedules’. The results also show that violations as a result of these motives are made more likely
by failings in ‘Complacency’, ‘Competency of the Workforce’ and ‘Management Support’.
Further guidelines on these selected areas are presented in Appendix Two. These are numbered from
A to M and are based on those provided in the HFRG report on Violations (reference HSE, 1995 op
cit). These guidelines are intended to assist with a wide range of job types and work groups. Some
guidelines will not, therefore, be applicable to some situations. Nevertheless, they should help
management consider a wide range of factors before any decisions are finalised.
Form VMA-3 provides the cross referencing method to move from the identified key ‘cells’ in the Audit
to the relevant section of the Guidelines which are given in Appendix Two. This form uses the same
overall structure as the Checklist Audit. These results show that the assessors has been directed to the
specific guidelines for:
A
B
C
E
L

Rules & Procedures - Aims & Objectives
Rules & Procedures - Application
Training in Rules & Procedures
Safety Commitment of the Workforce
Logistic Support
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Form VMA-3 Cross Reference to Action Guidelines in Appendix 2
AUDIT CHECKLIST

Management Action Guidelines

INDIVIDUAL/PERSONAL FACTORS
DIRECT MOTIVE
Self Esteem

N/A

BEHAVIOUR MODIFIERS
Poor Risk Perception

D - Training - Hazards & Risks

Managers & Supervisors Attitudes to Safety

F - Safety Commitment Management
H - Supervisor Style

Effectiveness of the Supervisor

H - Supervisor Style

Perception of Pressure

N/A

Complacency & Safety Commitment ***

E - Safety Commitment of Workforce

Competency of Workforce **

C - Training - Rules & Procedures

JOB/WORK FACTORS
DIRECT MOTIVE
Making Life Easier

K - Working Conditions

BEHAVIOUR MODIFIERS
Design

I - Plant & Equipment Design

Effectiveness of the Supervision

G - Supervision - Monitor/Detection

Job Stress

N/A

ORGANISATIONAL FACTORS
DIRECT MOTIVE
Saving Time ***

Non-specific

Financial Reward

J - Job Design

Impractical Rules or work schedules **

A - Rules - Aims & Objectives
B - Rules - Application

Direct Organisational Pressure

M - Work Organisation

Sabotage or Vandalism

N/A

BEHAVIOUR MODIFIERS
Resources & Management support **

L - Logistic Support

Complacency shown by the Organisation

M - Work Organisation
F - Safety Commitment of Managers

Organisational benefits from safe working

M - Work Organisation
J - Job Design

Organisational accountability for safety
Organisational Stress
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5.

COMPLIANCE QUESTIONNAIRE - WORKED EXAMPLE

5.1

Background

The HFRG sub-group on violations produced a methodology for identifying the underlying
organisational factors which increased the probability of violations occurring (reference HSE, 1995 op
cit). A 48 question survey formed the basis of the methodology. The results obtained from each work
group, or organisation, provided a profile of those factors which could predispose rule violations. A
matrix linked these factors to each of 13 generic solution areas which management could use to address
the safety climate.
A shorter survey had subsequently been developed by HSEC Ltd and tested in the mining and nuclear
industries. The shorter version used 31 of the original 48 questions with the matrix modified to take into
account the removal of 17 of the original questions. The scoring system was also modified from that of
the original.
The HSE Offshore Division had undertaken limited surveys on 10 platforms using the original HFRG
questionnaires. The opportunity therefore arose to recast this data into the 31 question survey and to
compare the resulting outcomes. As a result of this, the 31 question format was selected but the original
HFRG response scales were retained.
The new questionnaire and new scoring methods are described below with the help of a case study.
Blank questionnaires and analysis forms are provided in Supplementary Report One. These can be
freely copied.
Once the underlying root causes have been identified, management guidelines for addressing the
identified critical issues are given in Appendix 2. These are further developments of those given in the
original HFRG report.
The stages in the process are summarised below:
Stage

Compliance Questionnaire

1

Determine the work group and generic rule sets to be assessed

2

Add this to the head of the questionnaire - Form CQ-1

3

Issue questionnaire to a sample of the work group - recommend a minimum of
10 respondents

4

Score individual responses and collate on Form CQ-2

5

Transfer the 3 scores (total, entries, and Nos6) each to Forms CG3 and
determine scores for Management Actions A to M

6

Divide these scores by the number of respondents in the workgroup and transfer
to Form CG-4. Determine the 4th score called ‘means’

7

Use scoring system to select Management Action Plan

35

5.2

Determining the Survey Remit

Recent surveys, both in the offshore industries and elsewhere, have shown that attitudes and behaviour
are very different for the people working at different locations. For example, attitudes are often different
for the operators and maintenance crews. Differences may also be found between shifts for people
doing the same job. Furthermore, attitudes towards safety will be different for some aspects of the work
compared to others. A work group may have strong positive attitudes when dealing with pressure
systems but may be complacent when dealing with aspects of using personal protective equipment
(PPE).
Surveys that collapse data from a number of different work groups will therefore produce limited
information for management because their scope has been too broad. Important detail will therefore be
lost if questionnaire responses are grouped across a number of work groups and across a number of
tasks.
To avoid this problem, it is therefore recommended that management first identify sets of ‘generic’
safety rules which are either giving concern or where non-compliance would be critical. For example, a
generic rule would be all rules relating to aspects such as:
•
•
•
•
•
•
•

permit to work
electrical isolation
mustering
PPE
working at heights
manual handling
mechanised lifting.

Workforce groups are then selected and asked to complete a questionnaire (Form CQ-1 - given in
Supplementary Report One) in relation to their views on one single specified generic group of rules. The
questionnaire can be repeated on the same group (or another group) for a different generic group of
rules. For example, a group of electricians would be asked to complete the questionnaire in relation to
the generic rules concerning the safe isolation of electrical equipment. If appropriate, the questionnaire
can then be analyses for those on different shifts or those working in different parts of the plant.
It is important that the questionnaire heading is modified to specify the generic rules sets that are being
considered. The questionnaire heading and an example of a completed questionnaire are shown below:
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CQ Form 1 - From Case Study
Please indicate the degree to which you agree with each of the
following statements in relation to the Rules & Procedures
concerning: ELECTRICAL ISOLATION OFFSHORE

Disagree

Agree

Strongly
Agree

X

1 The rules do not always describe the best way of working
2 Supervision recognises that deviations from rules are unavoidable

Slightly
Agree

X
X

3 Schedules seldom allow enough time to do the job according to the rules

X

4 There are some rules which would make the job less safe/efficient

X

5 I sometimes can’t get the equipment needed to work to the rules

X

6 Some rules are impossible or extremely difficult to apply

X
X
X

7 The rules are not written in a simple language
8 Some rules are very difficult to understand
9 There are no general guidelines to use when specific rules to not apply

X

10 I sometimes don’t know why I have to follow rules

X

11 Some rules do not need to be followed to get the job done safely
12 Some rules are only of value to protect management’s back

X
X

13 Sometimes conditions at the workplace stop me working to the rules

X
X

14 Infringements of rules occur all the time
15 There are incentives to ignore some rules

X

16 I can get the job done quicker by ignoring some rules

X

17 Deviations from rules are not always corrected by a supervisor
18 Management sometimes pressure people to break rules
19 The workforce sometimes pressure people to break rules

X
X
X

20 Staff shortages sometimes result in rules being broken to get the job done

X
X
X

21 There is no efficient procedure to monitor that rules are kept to
22 Supervisors seldom discipline workers who break rules
23 It is unlikely that somebody would be detected if they broke the rules
24 There are financial rewards to be gained from breaking the rules
25 I am sometimes tempted to do work that is not my responsibility
26 Deviating from some rules demonstrates knowledge of the job

X
X
X
X
X
X
X

27 I sometimes have difficulty getting hold of written rules and procedures
28 I sometimes come across a rule I did not know about
29 I have rules for tasks I will never have to do
30 I often come across situations with which I am unfamiliar
31 I sometimes fail to fully understand which rules to apply

X

The results from this, and the questionnaires from the other respondents need to be scored and transferred
onto another form to assist with the analysis process.
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5.3

Scoring System

The scoring system is the same as that used in the original HFRG report.
Entries showing ‘Disagree’
Entries showing ‘Slightly Agree’
Entries showing ‘Agree’
Entries showing ‘Strongly Agree’

are given a score of 0
are given a score of 1
are given a score of 3
are given a score of 6

These scores are then transferred onto CQ Form 2. This is used to collate the score for all the
respondents. Where necessary additional forms may be needed if the numbers of respondents exceed
20. The first entry is from the above questionnaires. Results from other respondents are also shown.

38

39

0
3

0
3

Supervision recognises that deviations from rules are
unavoidable

Schedules seldom allow enough time to do the job
according to the rules

There are some rules which would make the job less
safe/efficient

I sometimes can’t get the equipment needed to work
to the rules

2

3

4

5

6

3

3
6
6
6
0
1
0
3
0
0
1
6

Some rules are impossible or extremely difficult to
apply

The rules are not written in a simple
language

Some rules are very difficult to understand

There are no general guidelines to use when
specific rules to not apply

I sometimes don’t know why I have to
follow rules

Some rules do not need to be followed to get
the job done safely

Some rules are only of value to protect
management’s back

Sometimes conditions stop me working to
the rules

Infringements of rules occur all the time

There are incentives to ignore some rules

I can get the job done quicker by ignoring
some rules

Deviations from rules are not always
corrected by a supervisor

7

8

9

10

11

12

13

14

15

16

17

3

3

0

1

6

3

6

1

0

6

3

6

6

0

1

1

The rules do not always describe the best way of
working

1

1

2

1

COLLATION OF RESULTS

3

3

0

1

6

0

0

0

1

3

6

3

6

0

6

0

0

3

3

6

0

1

3

0

1

0

1

3

6

1

3

1

3

0

0

4

3

1

0

0

3

0

1

3

1

6

3

3

6

0

6

0

1

5

1

0

0

3

6

0

1

1

0

6

1

1

3

1

1

3

3

6

0

1

0

0

1

3

3

0

3

6

6

3

6

3

3

0

1

7

3

3

1

0

3

1

3

3

3

3

6

3

3

1

3

1

1

8

3

3

0

0

3

0

1

3

6

3

3

3

3

0

3

1

3
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6

3

1

3

6

1

0

1

0

3

6

1

3

0

3

0

1

10

11

12

13

14

15

16

17

18

19

20

10

45

31

24

2

9

40

8

17

12

21

45

46

9

9

2

5

10

4

8

6

7

10

10

10

5

7

24

10

3

8

entries

34

5

11

total

2

1

0

0

4

0

1

0

2

5

6

0

5

0

2

0

0

Nos 6

40

0
0
1
3
3
3
0
0
0
3
3
3
3
1

Management sometimes pressure people to
break rules

The workforce sometimes pressure people
to break rules

Staff shortages sometimes cause rules to be
broken to get job done

There is no efficient procedure to monitor
that rules are kept to

Supervisors seldom discipline workers who
break rules

It is unlikely that somebody would be
detected if they broke the rules

There are financial rewards to be gained
from breaking the rules

I am sometimes tempted to do work that is
not my responsibility

Deviating from some rules demonstrates
knowledge of the job

I sometimes have difficulty obtaining
written rules and procedures

I sometimes come across a rule I did not
know about

I have rules for tasks I will never have to do

I often come across situations with which I
am unfamiliar

I sometimes fail to fully understand which
rules to apply

19

20

21

22

23

24

25

26

27

28

29

30

31

1

18

COLLATION OF RESULTS

0

0

1

3

6

0

0

0

1

0

3

3

1

0

2

0

0

0

1

6

0

0

0

3

0

0

3

3

3

3

0

3

0

3

1

0

0

0

0

1

3

3

0

0

4

0

0

0

3

3

0

1

0

0

0

1

1

0

0

5

3

3

1

1

3

0

1

0

0

0

3

3

0

0

6

1

1

3

3

6

0

0

0

3

0

3

3

3

0

7

1

1

3

0

1

0

0

0

1

3

3

3

1

0

8

3

3

0

0

6

0

0

0

3

0

3

3

1

0

9

0

0

1

3

6

0

3

0

3

3

6

6

3

3

10

11

12

13

14

15

16

17

18

19

20

9

14

12

20

41

0

5

0

17

10

28

29

12

6

total

5

6

6

8

10

0

3

0

7

4

9

10

6

2

entries

0

0

0

0

5

0

0

0

0

0

1

1

0

0

Nos 6

The above chart shows the results for the sample of ten electricians. The results from another work
group, for example, electricians working in a different part of the plant, would be collated on a second
form.
Although it is preferable to have more respondents this is not necessary with the approach. It was in fact
developed to look at differences between small groups of the workforce and therefore very large
sample sizes are seldom needed.
The ‘total’ column in the chart simply shows the sum of the scores in each row. Form CQ-2 also has
two additional scoring columns to show:
•

the ‘entries’ column shows the number of entries with scores of: 1, 3 or 6 (ie agree to a small or
large extent - but not disagree). For example, row 1 has 8 such entries. These are termed
‘entries’ on the forms.

•

the ‘Nos6’ column shows the number of entries with scores of only 6 (ie full mark scores or
‘Nos 6’). For example, row 3 has 2 entries showing scores of ‘6’.

These three sets of summary scores represent the total scores for the ten electricians. These results are
then transferred, in turn, onto Form CQ-3 and placed into the Matrix on the form as part of the process
of identifying the management strategy for reducing the likelihood of violations.
Three forms are needed. One is used to process ‘totals’, one for ‘entries’ and the third for ‘Nos 6’
scores. For each of the three forms, the entries in each column are then added to produce a score for
each of the management action areas A to M.
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CG Form 3 -1 Scoring Matrix
worked example

Full Scores - ‘totals’

score

A

Q1

11

11

Q2

5

5

Q3

34

34

Q4

7

7

Q5

45

45

Q6

24

24

Q7

46

46

46

Q8

45

45

45

Q9

21

Q 10

12

Q 11

17

17

17

Q 12

8

8

8

Q 13

40

Q 14

9

Q 15

2

Q 16

24

Q 17

31

Q 18

6

6

Q 19

12

12

Q 20

29

29

29

Q 21

28

28

28

Q 22

10

10

10

Q 23

17

17

17

Q 24

0

Q 25

5

5

Q 26

0

0

Q 27

41

Q 28

20

Q 29

12

Q 30

14

Q 31

9

SCORES:
Total Scores

B

C

D

11

11

E

F

G

5

H

5

I

J

K

11

11

5

5

34
7

21

7

45
24

21

21

21

12

12

12

45
24

24

21

8

8
40

9

9

9

9

40

9
2

24

24

24

24
31

31

2
24

31

6

6

12

17

M

34

7
45

L

12
29
28
10
17
0
5

0

0
41

41

41

20
12

20

12
14

14

14

9

9

9

148

181

76

125

69

184

169

129

190

62

111

183

77

A

B

C

D

E

F

G

H

I

J

K

L

M
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CQ Form 3 - 2

Scoring Matrix

Number of Strongly, Agree, Agree, or Slightly
Agree Scores - ‘entries’

worked example
score

A

Q1

8

8

Q2

3

3

Q3

10

10

Q4

5

5

Q5

10

10

Q6

10

10

Q7

10

10

10

Q8

10

10

10

Q9

8

Q 10

6

Q 11

8

8

8

Q 12

4

4

4

Q 13

10

Q 14

5

Q 15

2

Q 16

9

Q 17

9

Q 18

2

2

Q 19

6

6

Q 20

10

10

10

Q 21

9

9

9

Q 22

4

4

4

Q 23

7

7

7

Q 24

0

Q 25

3

3

Q 26

0

0

Q 27

10

Q 28

10

Q 29

6

Q 30

6

Q 31

5

SCORES:
Number of Strongly, Agree,
Agree, or Slightly Agree
Scores

B

C

D

8

8

E

F

G

3

H

3

I

J

K

8

8

3

3

10
5

8

5

10
10

8

8

8

6

6

6

10
10

10

8

4

4
10

5

5

5

5

10

5
2

9

9

9

9
9

9

2
9

9

2

2

6

7

M

10

5
10

L

6
10
9
4
7
0
3

0

0
10

10

10

10
6

10

6
6

6

6

5

5

5

66

51

63

59

31

63

54

45

65

28

45

56

27

A

B

C

D

E

F

G

H

I

J

K

L

M
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CQ Form 3 - 3
worked example

Scoring Matrix
score

A

Q1

0

0

Q2

0

0

Q3

2

2

Q4

0

0

Q5

0

0

Q6

0

0

Q7

6

6

6

Q8

5

5

5

Q9

2

Q 10

0

Q 11

1

1

1

Q 12

0

0

0

Q 13

4

Q 14

0

Q 15

0

Q 16

1

Q 17

2

Q 18

0

0

Q 19

0

0

Q 20

1

1

1

Q 21

1

1

1

Q 22

0

0

0

Q 23

0

0

0

Q 24

0

Q 25

0

0

Q 26

0

0

Q 27

5

Q 28

0

Q 29

0

Q 30

0

Q 31

0

SCORES:
Number of Full Mark ‘6’
Scores

B

Number of Full Mark Scores - ‘Nos 6’
C

D

0

0

E

F

G

0

H

0

I

J

K

0

0

0

0

2
0

2

0

0
0

2

2

2

0

0

0

0
0

0

2

0

0
4

0

0

0

0

4

0
0

1

1

1

1
2

2

0
1

2

0

0

0

0

M

2

0
0

L

0
1
1
0
0
0
0

0

0
5

5

5

0
0

0

0
0

0

0

0

0

0

6

11

13

4

1

9

4

9

7

0

5

8

3

A

B

C

D

E

F

G

H

I

J

K

L

M
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5.4 Interpretation of Results
The numbers in the three CQ-3 forms represent those from the sample of ten electricians. These may,
however, need to be compared with (say) another group of electricians of a different size. To facilitate
such comparison, these three sets of scores are ‘normalised’ by simply dividing them by the number in
the sample. In this example, these numbers are divided by ten.
Form CQ-4 is used to transfer the normalised data from the above charts. Four scores are presented
against solution area (A to M):
Total Score
Mean Score

sum of scores in each column (A to M) from Form CQ-3:1
(new number) ‘Total’ scores divided by the number of entries in the matrix for that
column - for convenience these are shown in brackets
Number of Entries
number of squares with 1, 3 or 6 entries from Form CQ-3:2
Number of Full Scores number of squares with scores of 6 from Form CQ-3:3

Form CQ-4 Scoring Method
Totals

Means

Nos
Entries

Nos
of 6’s

A

Rules & Procedures Aims &
Objectives

14.8

1.48
(÷10)

6.6

0.6

B

Rules & Procedures Application

18.1

3.02
(÷6)

5.1

1.1

C

Training Rules & Procedures

7.6

0.95
(÷8)

6.3

1.3

D

Training Hazards & Risks

12.5

1.14
(÷11)

5.9

0.4

E

Safety Commitment Workforce

6.9

1.15
(÷6)

3.1

0.1

F

Safety Commitment Management

18.4

1.84
(÷10)

6.3

0.9

G

Supervision Monitoring & Detection

16.9

2.41
()7)

5.4

0.4

H

Supervision Style

12.9

1.84
(÷7)

4.5

0.9

I

Plant & Equipment Design

19

2.38
(÷8)

6.5

0.7

J

Job Design

6.2

1.03
(÷6)

2.8

0

K

Work Conditions

11.1

1.85
(÷6)

4.5

0.5
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Selection

L

Logistic Support

18.3

3.05
(÷6)

5.6

0.8

M

Organisation

7.7

1.28
(÷6)

2.7

0.3

Selection of Solution Avenues
For each of the four scoring methods the highest 3 scores are highlighted. These are shown in bold in
the above table.
In unusual circumstances the following modifications can be made (*):
•

where there is a large gap between the highest 1 or 2 scores and the next highest score, the next
highest scores can be ignored

•

where there is a very small difference between the 3rd and the 4th, 5th or 6th then these
additional scores can be included up to a maximum of 3 additional solution areas. These further
entries should be shown in brackets.

Priority and Secondary Management Actions
This is determined from the combination of two scores. The first is a ‘Priority’/’Secondary’ score. The
second is a ‘High’/’Medium’/’Low’ Importance score.

•

‘Priority’ is allocated to the Management Action Areas (A to M) with both ‘Total’ scores and
‘Means’ being indicated in the top 3 scores (but see also * above)
In this example, Priority Actions are directed at:
I
Plant & Equipment Design
L
Logistic Support

•

‘Secondary’ is allocated to the Management Action Areas with either ‘Total’ scores or
‘Means’ being indicated in the top 3 scores (but see also * above)
In this example, Secondary Actions are directed at:
F
Safety Commitment of Management
G
Supervision - Monitoring & Detection
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‘High’, ‘Medium’ and ‘Low’ Importance Scores
For each of these a further ‘high’, ‘medium’ and ‘low’ level of importance is also allocated.
• A ‘HIGH’ importance is allocated where both the ‘Full Mark’ scores (ie 6’s) and ‘Number of
Entries’ are in the top 3 scores (but see also * above).
•

A ‘MEDIUM’ is allocated where either of these scores are in the top 3 scores (but see also *
above).

•

A ‘LOW’ is allocated where neither is in the top 3 scores.

The resulting combination of priority/secondary and three levels of importance produces a combination
of six levels of action. This is simplified to four levels of action using the following table.

Allocation of Management Action Priority
Management Action Priority One

‘Priority’- High Importance
‘Priority’- Medium Importance

Management Action Priority Two

‘Priority’- Low Importance
‘Secondary’- High Importance

Management Action Priority Three

‘Secondary’ - Medium Importance

No Action

‘Secondary’ - Low Importance

In this example the Management Action Priority would be:
Management Action Priority One

Priority - High Importance
None
Priority - Medium Importance
Plant & Equipment Design

Management Action Priority Two

Priority - Low Importance
Logistic Support
Secondary - High Importance
Safety Commitment of Management

Management Action Priority Three

Secondary - Medium Importance
None

No Action

Secondary - Low Importance
Supervision - Monitoring & Detection
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The assessor would then refer to the Guidelines that are contained in Appendix Two for the three areas
requiring attention. Information contained in these guidelines is intended to assist management in the
development of the action plan.
5.5

Determining the Urgency for Action

This analysis process will always identify the top management actions for consideration. However, it is
recognised that a company or work group with an excellent safety record may not need to do more than
consider these findings whereas a company or work group with a relative poor safety record should
proceed with some urgency and introduce changes to improve its accident record.
Bench marks from a sample of off-shore platforms could be used to indicate those which lie within the
best 30% and those which lie within the worst 30%. Actions may not be needed where the score are
within the best 30% for the Industry. Over time, these bench marks will change and therefore this stage
would periodically need to be reviewed.
A summary of the results of the 'total' scores for the 'best' and 'worst' 30% are shown below. It is
considered sufficient to simply use these scores for this stage in the analysis. The scores from Form CQ4 are compared against the values in CQ-5. The results are shown in bold if they are in the ‘best’ or
‘worst’ 30% of the industry scores.
Form CQ-5

Industry Comparisons of Compliance Questionnaire Indicators for ‘Totals’
scores
The best 30% scored
the following or less

The worst 30% scored
the following or higher

Rules & Procedures - Aims & Objectives

11

14

Rules & Procedures - Application

6

10

Training - Rules & Procedures

8

12

Training - Hazards & Risks

10

16

Safety Commitment - Workforce

5

8

Safety Commitment - Management

8

18

Supervision - Monitoring & Detection

5

13

Supervision - Style

4

10

Plant & Equip Design

9

15

Job Design

5

8

Working Conditions

7

11

Logistic Support

7

12

Work Organisation

4

10
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In the example it can be seen that this work group is in the worst 30% for the offshore industry for 9 of
the 12 topics although the scores for 1 are within the best 30%. This bench marking suggests that
management should address at least the three priority areas with some urgency. They should then
monitor any improvements, using this tool, once the initial initiatives have had sufficient time to be
absorbed. Once the scores have improved sufficiently then other areas identified as being ‘of concern’
can also be addressed
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APPENDIX 1
CHECKLIST FOR SUFFICIENT INFORMATION TO DETERMINE ROOT
CAUSES
In most situations, the application of the appropriate 'Level 1' tool will provide sufficient information for
a manager to identify the area(s) were initiatives are needed. It is recognised that in some situations
additional information will be needed. 'Level 2' tools have therefore been developed for such
circumstances.
It is recommended that assessors consider the following checklist before introducing new health and
safety initiatives.
Should the checklist prompts identify issues where you are unsure then you should consider running the
specified 'Level 2' questionnaire tools.
Level 2 tools are more focussed and have been developed specifically to support those issues that
previous studies have shown to be most problematical for the offshore industries. Questionnaire
modules have been developed for:
Level 2 - Module 1
Level 2 - Module 2
Level 2 - Module 3
Level 2 - Module 4
Level 2 - Module 5
Level 2 - Module 6
Level 2 - Module 7

Level of Non-Compliance Review
Rules & Procedures Review
Training Review - for Rules & Procedures
Training Review - for Hazard Awareness & Risk Perception
Management Safety Commitment Review
Supervisor Effectiveness Review
Plant & Equipment Design Review

The actual questionnaires for each module, along with instructions for their use and interpretation are
available under separate covers in ‘Supplementary Report 2’.
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CHECKLIST FOR LEVEL 2 TOOLS
Level of Non-Compliance
• is non-compliance wide spread?
• is non-compliance restricted to a small number of rules & procedures/activities?
• is non-compliance restricted to a small number of individuals?
Unsure? see Module 1
Rules & Procedures - Aims & Objectives + Application
• do the problems relate to most, or only a few specific rules & procedures?
• which specific rules are problematical?
• what are the specific problem issues (eg impractical or inaccurate)?
• do the difficulties only arise in certain situations or all the time?
Unsure? see Module 2
Training - Rules & Procedures
• are problems with ‘classroom training’ or subsequent loss of skills/knowledge?
• are problems the result of lack of relevance or omissions of key issues?
• did training provide sufficient understanding of the key issues?
• are problems the result of poor delivery of training material?
• was there sufficient practice opportunity to maintain skills?
• are subsequent skill loss the result of poor job aids/support?
Unsure? see Module 3
Training - Hazards & Risks
• is the problem widespread or only for a few individuals/work groups?
• are problems restricted to certain hazards or for most/many?
Unsure? see Module 4
Safety Commitment - Management
• are the views of the workforce purely subjective or based on hard evidence?
• have managers an accurate understanding of what really goes on?
• are problems restricted to a few managers or ‘management’?
Unsure? see Module 5
Supervision - Monitoring & Detection
• are problems directed to a few supervisors with most being effective?
• are problems the result of an inability or an unwillingness to take action?
• are problems the result of widespread organisational failings?
Unsure? see Module 6
Plant & Equip Design
• are problems a result of the design of individual pieces of equipment?
• are problems a result of the installation of otherwise well designed plant?
• are problems only with worn out or modified equipment?
• are problems related to the operation and/or maintenance of the equipment?
Unsure? see Module 7
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APPENDIX 2
MANAGEMENT GUIDELINES TO REDUCE
VIOLATIONS

The original HFRG report (HSE, 1995) provided guidelines for each of the thirteen organisational
factors on which the methodology was based. Many of these guidelines are updated in this Appendix.
The nature of the industry prevents specific recommendations being applicable across installation types
and different companies. The guidelines, however, provide a useful starting point on which to formulate
specific management action programmes to address any potential for rule violations, which the HFRG
methodology identified.
Solutions can be classified as those that can totally eliminate the potential for error, reduce the
probability of the error, or merely reduce the likely consequences following the error. In such situations,
the preferred choice would obviously to try to eliminate the error. Only if this was not possible, or
prohibitively costly, should management resort to solutions, which reduce the probability of error and
reduce the consequence of the error. The latter is important, as the potential error would still occur
albeit at a lower probability. Added protection or 'controls' will therefore still be required to reduce the
consequences when the error occurs.
This section provides a comprehensive list of solution routes. There is some overlap between guidelines
in certain areas. This is deliberate as it is intended that the reader will only look at those areas that the
methodology indicates to be critical. The overlap eliminates the need for detailed cross-referencing to
parts of other areas.
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A:

RULES & PROCEDURES - CORRECT AIMS & OBJECTIVES

The first requirement of rules and procedures is the communication of the essential work practices that
are required to control any risk and to ensure the reliable and successful outcome of any task. Rules and
procedures must therefore first be developed with the correct aims and objectives to achieve the goals
of the Organisation.
Once determined, these need to be concisely expressed and made fully visible to those people carrying
out the activities under their control. Furthermore, the background reasons for the rules and procedures
needs to be communicated to the rule users. Supporting information and equipment will also need to be
provided to ensure the rules and procedures can be followed. This section summarises factors to be
considered when developing rules and procedures to ensure they are sound and compatible with the
range of ongoing operations. The other issues are covered elsewhere.
The reasons often quoted for people not following rules are that they are: inaccurate, out-of-date,
impractical, too time consuming, or do not describe the ‘best’ way of carrying out the work.
The content of the rules and procedures should therefore be carefully considered. Those who will use
them should also easily understand them. A badly thought through rule may, in some cases, prove
impractical or impossible to apply in certain circumstances. In other circumstances it may be actually
safer for experienced people not to follow a rule which is thought to be unsuited to a given set of
circumstances. Rules may conflict with other rules. Rules may be over restrictive in some situations. On
the other hand, rules may be so general that they offer no genuine help and may be so vague that it could
always be argued that they were complied with - even following an accident. Rules that are considered
unnecessary are just a burden.
Rules and procedures may often relate to routine operations. Unless the consequences of noncompliance is high, and in situations where the personnel are fully trained and well experienced, rules
may not need to be used as actual checklists. They may simply be a record of required practice for
occasional reference.
The following problems have all been identified in a range of large organisations. Very often, rules are
not thought through properly - often as a hasty response to an incident. It could even be argued that in
some situations some were produced simply with the intention of protecting management’s position in
the event of another accident.
Rules are sometimes broken in an attempt to counteract over-restriction; in a genuine attempt to help the
organisation meets its performance goals. As a result of certain badly considered rules, some rule
violations may be necessary to perform the job.
Where appropriate, the managers of a certain process could determine the safety controls that are
required to safely and reliably achieve the required goal of the plant. Rules and procedures may only
need to exist in those situations where there are identified need to maintain and use them to ensure
desired outcomes. Application of this requirement can lead to a rationalisation of the rule sets and the
elimination of rules and procedures which may conflict with one another or which are overly restrictive
considering the new needs of the process.
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It is therefore vital that rules are periodically reviewed to ensure their relevance and practicality before
trying to ensure compliance with them. Management should rigorously check all procedures to ensure
that none are incompatible and that all are accurate. Such a review should be more frequent in situations
where new rules and procedures are regularly introduced.
It is valuable to bear these aspects in mind when formulating new rules. A technically perfect rule should:
•

have a clear and acceptable aim

•

as far as possible, represent the best and most efficient way of doing the job safely. Rules that
require excessive time and energy will be violated

•

be clearly and precisely expressed, leaving no loopholes or room for doubt about its application
in any particular situation

•

be certain to achieve the purpose, without undesirable side effects

•

be limited in number if the employee is supposed to remember them all. Otherwise, procedures
should be easily accessible and time should be allowed within the task to refer to them

•

be initially assessed by members of the workforce and management to ensure they are (a)
practical, (b) easy to follow, and (c) fully understood by the workforce
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B

RULES & PROCEDURES - APPLICATION

A good rule can fail if it is badly presented to the workforce. The basic requirements of the rule may be
written in such a convoluted way that they are incomprehensible to many of the workforce. In some
situations, the rules are not well presented and vital information is hidden in complex and occasionally
legal jargon. Incidents have been identified in industry where employees have not even looked at the
Managers’ rules, presumably because of the daunting nature of their presentation.
Rules can be written in an attempt by writers to show off their knowledge, rather than their ability to
effectively express the vital points.
The following factors should be considered when deciding how to present rules and procedures to the
workforce:
•

The wording and style should be easy to understand. Sentences should be kept short and the
use of jargon and long words kept to a minimum.

•

Where rules and procedures are more relevant to some situations than others, then a degree of
flexibility should be written into them.

•

Direct language is clearer than indirect. For example, ‘read dial A and write it in the logbook’ is
better than ‘a reading of the output shown on dial A should be taken and a recording made in
the logbook’.

•

Rules and procedures should be collated and indexed to make them easy to find and look up.

•

The packaging should enable rules to be easily updated.

•

Recent updates of old procedures should be made to be totally apparent to the workforce who
will be using the new procedures. Extensive use of old procedures can prevent people from
continually checking it as they consider they are fully aware of it. People could be using an out
of date procedure for some time before it is identified. It is therefore recommended that new
changes are flagged up on work sheets to warn operators to take the trouble to refer to the
updated rule.

•

Illustrations can help often convey a point better than a written instruction.
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C

TRAINING - RULES & PROCEDURES

No changes have been made to those in the original HFRG report:
Good training is often assumed - simply because training is a formal requirement for those employed in
an industry. There are, however, many assumptions that are made about the quality of the safety
training provided. The two most common assumptions are:
a)

that the training addresses all the relevant safety issues; and

b)

that the training was initially effective and will continue to be effective.

Central to both potential problem areas is a lack of measurement of training effectiveness, both
immediately after the training and periodically (eg annually) after the training. The latter can be
important to determine a need for any specific refresher training. Measures for testing understanding
may therefore need to be developed and applied.
Measuring the effectiveness of training
Without this measurement of training effectiveness there can be no systematic feedback to the trainers to
show where elements of the training packages could be improved to better convey the information on
the rules of where selected individuals may require further tuition. If, for example, the feedback shows
that about 60% of the trainees have not fully understood certain issues on the course, then it would
suggest that the training course/material would benefit from being reviewed. In such an event, the
implications would be that most of the workforce could have a serious lack of understanding, which
under certain circumstances could lead to errors and subsequent accidents/incidents.
If, on the other hand, the feedback shows that only 10% of trainees are having difficulty, then clearly the
training course is effective for the vast majority of trainees and would probably not need further
consideration. In this case the feedback suggests that there are a small number of trainees with special
difficulties who have additional training needs.
Care should be taken when using the test results of many training courses. Especially with some of the
computer learning packages, the final tests can simply be a measure of a trainee’s short-term memory
and not of a deeper understanding of the important factors relevant to safety. For example a test may
simply ask a trainee to restate the order of operations in a complex task. A deeper understanding of the
safety issues may better be tested by targeting the trainee’s understanding of the consequences of not
adhering to the various operation stage rules.
Refresher training needs
Many industries have policies to repeat facets of safety training at fixed intervals. In practice,
management on the grounds of best judgement and practicality often decides the need for retraining and
the period between training sessions. Although in many circumstances the retraining arrangements may
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be satisfactory, there are likely to be instances where a more systematic approach would prove
beneficial.
A wide range of factors will determine the individual’s need for refresher training. For example a person
will probably need more refresher training on a task rarely performed than on one regularly performed.
A change in work methods or equipment specification may also suggest retraining.
The specific needs of each operator may be determined by supervisors regularly asking them to
demonstrate their skills and understanding of procedures etc.
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D

TRAINING - HAZARDS & RISKS

Behaviour is strongly influenced by a person’s awareness of hazards in the workplace. With little or no
awareness, people will more readily deviate from rules and procedures. Indeed, rules are likely to be
seen more as restrictions on actions than good and safe working practices. For example, when working
with trichloroethane, workers may ignore a no smoking rule because they find that the chemical is not
easily set alight. In fact, the rule exists because the hot cigarette-ends breaks the vapour down into toxic
gases which the smoker then inhales.
Awareness of hazards and the perceptions of risk
Once an individual is aware of the existence of the hazard, the next important question is how much risk
does the individual associate with deviations from the prescribed rules and procedures. Underestimation
of risks may be common. Many older workers, for example, appear to think that there is little risk to
their hearing from working in noisy environments. Some of these people are therefore very reluctant to
comply with local requirements to wear hearing protections. Similar problems are sometimes found with
eye protection.
Perceptions of benefits
An assessment of hazard awareness and risk perceptions is therefore central to an understanding of the
reasons behind some rule violations. There is, however, a further dimension to consider. The decision to
commit a violation is often derived from a conscious decision that balances the perceived risks against
the perceived benefits.
The benefits may be immediate or long term. They may be personal benefits (eg to boost ego, financial
rewards, fitting in with the work group) as well as benefits for the company (eg improved production,
quicker repairs). It is therefore likely that the ‘balance’ between perceptions of risks and benefits will
differ from site to site and from one work group to another.
The relevance of hazard awareness and risk perception to training needs
As a result of these differences in perceptions across sites and work groups, trainers may be unsure that
their actions will prove totally satisfactory to all staff. Although they may think their actions have moved
attitudes in the right direction, they may not be sure they have gone far enough for all staff to ensure
compliant behaviour.
By gaining a better understanding of these perceptions, the trainer can apply a much more focussed
‘snipers riffle’ at the specific issues identified as being problematic. Without this level of information, the
trainer may only be able to apply a ‘blunder bus’ to the problem. For example, problems had been
identified that a group of workers were underestimating the risks associated with a number of operations
concerned with handling radioactive substances. The detailed analysis showed that this was exclusively
due to poor perceptions of the long term health risks and not the likelihood of contamination. Focussed
and cost-effective training was therefore identified.
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When assessing training needs associated with reducing rule violations it is therefore important to gain
some understanding of:
•

the degree to which the workforce understand the hazards

•

the risk they perceive if they choose to deviate from each rule

•

the perceived benefits (both to themselves and their organisation) which would come from
breaking each rule

Monitoring changes during a training program
It is important to measure changes in attitudes throughout any programme of change. The data collected
should be sufficient to allow trainers to focus on those rules and procedures requiring further attention
and those aspects of risk/benefits that need to be addressed.
Questionnaires have been successfully used. The main problem, however, concerns the initial
identification of the detailed behavioural factors that need to be measured. For example, an assessment
will need to address specific risk areas such as, anchoring a fall-arrest harness system to a handrail, as
opposed to anchoring a fall-arrest harness system to an approved fixture. Assessing perceptions such as
those associated with slipping and tripping or electrical hazards are too general to provide useful
information.
Examples of industry risk taking scenarios are given in Appendix Five. Some are directed at risk taking
behaviours that apply to everybody on a platform. Such questionnaires could be applied before and
after training to determine areas where further training is warranted.
A small multi-disciplinary team, consisting of representatives of the workforce, safety and training
departments, should be able to quickly identify unsafe behaviours, which should be examined first.

Summary guidelines
•

develop a thorough understanding of the need for procedures (via accident case studies etc)
and the consequences resulting from a failure to comply

•

use training to clearly demonstrate the dangers of working beyond the limits laid out in the safety
rules and procedures

•

provide general safety knowledge of the whole system as well as detailed knowledge of all
relevant specific plant
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•

increase the perceptions of risk by a variety of methods including interviews with actual victims.
Risk communications should include consequences of accidents in terms of financial loss, effect
on family, career and permanent disability

•

ensure that workers and supervisors are continually made aware of accidents and their
consequences

•

ensure that people are made aware of the likelihood of detection and disciplinary actions which
would be taken against them. It is important, however, that this should not detract from a ‘no
blame’ (or ‘fair blame’) or near miss reporting culture which can be very effective for
addressing inadvertent breaking of rules and procedures
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E

SAFETY COMMITMENT OF WORKFORCE

A strong influencing factor that prevents rule violation is the safety commitment of the workforce.
Studies often show that this commitment is high, however, instances have been identified where
problems occur with specific job functions or on specific shifts. Management therefore need to be
aware of the factors that are most likely to adversely influence this commitment.
The safety commitment of the workforce will be influenced by their perceptions of the safety
commitment of management - see section F. It is also likely to be influenced by non-work related
factors.
A problem frequently experienced is that the good working attitudes of well trained new staff are lost
when they return to the platforms and work alongside experienced workers. Bad habits tend to be
transferred to the new recruits, rather than good habits being transferred to the experienced workers.
As a result, many safety initiatives may fail or at least be less effective than expected.
A measure of the general attitudes of the workforce can be found using questionnaires. Section D
(above), or Appendix Five of the report describes types of risk situations which can form the basis of
such questionnaires. The results can provide a useful indication of the safety commitment of the
workforce.
Some organisations have achieved success by a number of initiatives in this area:
•

Involving the workforce in campaigns to improve measurable safety parameters. There is
debate on the merits of providing token prizes for sustained safety performance. Some say a
company should not ‘pay’ people to work safely as they should be doing anyway. Others say
this encourages teams to reduce cooperation and mutual learning. It is also said that it may
suppress reporting on certain incidents. In other situations it has been clearly demonstrated to
have a positive influence. Perhaps the important point is that such campaigns are a means to an
end and not an end in itself. They can be a useful tool in developing good safety standards by
encouraging pride in the workforce. Long lasting positive peer pressure can therefore be
created.

•

Training people on the basic safety rules associated with all jobs offshore can be useful in
widening their perceptions of safety matters and also enable people to identify those working in
other disciplines who break safety rules and procedures. For example, an electrician could
break some flameproof requirements without many of the non-electricians being aware of the
fact. If all offshore workers had received a basic understanding of the existence and nature of
these rules then the electrician may be more uncomfortable in breaking rules that could endanger
both his safety and the safety of other workers. In this way, a form of peer pressure may be
created where everybody feels some pressure from the rest of the workforce to comply with
safety rules and procedures.
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•

Routine violations can begin by the workforce perceiving themselves to be under some pressure
to break rules. This may relate to perceived (or real) pressures from supervision or management
and also from the workforce. Providing an effective reporting procedure for the workforce to
use in cases where they consider themselves being pressured by management or the workforce
can help prevent certain violations and the onset of regular violations.

•

Involving the workforce in the drafting of safety rules is a good way of promoting good
compliance with safety rules. This practice encourages safety commitment through a feeling of
ownership and this has proven successful.
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F

SAFETY COMMITMENT OF MANAGEMENT

Management may be quick to claim the right to decide how they will ensure profit and the future of the
company, but may be less willing to decide how they will implement the company safety policy and
pursue safety goals.
Companies inevitably end up with a standard of safety which management tolerate. Good managers
therefore realise that they should not merely require safety, leaving it up to the employees to decide how
to reach that goal, but take an active lead in ensuring that the highest standards of safety are routinely
achieved.
Repeated studies in the UK and other countries, have demonstrated the pivotal effect which the safety
commitment of management has on the attitudes and subsequent behaviour of those operating below
them in the organisation. The workforce may see the attitudes and behaviours of managers as
representative of those of the Company. Their perceptions of the safety commitment of their Company
can be strongly influenced by the attitude and behaviour of line management and supervision. An
important role for Management is therefore to ensure, by their own actions, that they adequately express
values of management fully committed to safety.
The vital point is that it is no good managers being personally committed to safety if this commitment is
not regularly conveyed to the workforce. In this respect there is little doubt that actions speak louder
than words.
Questionnaires completed by the workforce regularly surprise some management by showing they
consider the manager to be less committed to safety than they expected. An important point is that this
commitment must always be demonstrated. It is unfortunate that a single action, which could suggest
management are not totally committed to safety, can have long and lasting negative effects on the
workforce’s perceptions of their safety commitment.
For example, a manager may walk past an operation where some of the safety procedures are not being
followed, simply because he is preoccupied with an urgent problem elsewhere on the platform.
Unfortunately, those involved in the violation may see this as proof that the manager condoned the
unsafe activities and that he must have a lower commitment to safety than they previously assumed.
Another common example is when senior management pass a noise zone without putting on their ear
defenders. Back at the safety meeting these managers may see fit to criticise staff for not complying with
the rules on wearing of ear defenders in noise zones, however, these managers may have lost any
credibility in the eyes of the workforce by this oversight.
The workforce may see managers as only showing concern over efficiency and profit. Taken in
isolation, these management priorities may create pressure (which can be real or simply perceived) on
others to violate, or at least to cut corners to help meet the management ‘priorities’. Although managers
can be very busy people, there may be little substitute for managers ensuring they make a significant time
commitment to actively demonstrating the safety priority in the company by talking the talk and walking
the walk.
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In order to demonstrate commitment to safety, management can:
•

give regular and public praise to teams and individuals with good safety records and behaviour

•

create accountability procedures which make line management responsible for all safety costs in
their district/department, including accident costs (lost time, compensation etc) and plant
damage

•

if appropriate, investigate violations without (or separate from) any attribution of blame, with
any predisposing factors highlighted and reduced as far as possible

•

as well as investigating accidents causing injury, address also any potential errors or near misses
which have been reported by the workforce

•

devote more time to increase the visibility of efforts directed at safety

•

continually lead by example in safety matters and continually communicate their belief in safety

•

provide an effective reporting procedure (probably anonymously) for the workforce to use if
they consider themselves pressured by supervisors to violate safety procedures - this would
need to be seen to work effectively if it is to gain the trust of the workforce.

•

take into consideration an individual’s safety record when making promotions
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G

SUPERVISION - MONITORING & DETECTION

A strong disincentive to deciding to break a rule is a high probability of detection and subsequent
disciplinary action. The effectiveness of the supervisor is, however, often compromised. There are a
number of factors that need to be considered:
Improving the commitment of the supervisor
For most of the workforce, the supervisor is the immediate representative of 'management' and safety
standards achieved in practice can be governed by the lowest standard tolerated (accepted) by
supervision.
•

Supervisor must be aware that certain behaviours may be interpreted by their staff as
demonstrating a low commitment to safety and/or quality

•

Supervisors need to continually demonstrate their commitment. Many work situations can be
rationalised by the workforce as 'evidence' of poor commitment. For example, a supervisor
could unknowingly walk past a maintenance crew who were not using the appropriate isolation
procedures. To the crew, this could be interpreted as proof that the supervisor condones such
behaviour. Simply having commitment is insufficient - it has to be continually demonstrated.

•

Supervisors must always stop poor working practices when they see it and always discipline
(including verbal warnings) all those involved in any unapproved activity. Failure to do this can
lead to supervisors being judged by the workforce as not being fully committed and that
favouritism exists if some people are seen allowed 'to get away with it' when others are
disciplined.

•

Supervisors need to be especially vigilant towards new staff who are more likely to 'pick up', or
introduce, poor working practices.

•

A procedure may be needed to periodically check that supervisors rigorously monitor staff and
consistently apply disciplinary procedures.

Reducing pressure (both real and perceived) on the supervisors
In a cost conscious environment there may be strong pressures on supervisors to improve productivity.
In such circumstances supervisors may allow safety to take a back seat to production. They may also
feel under some pressure not to report every safety issue identified, assuming that only the more critical
factors need to be formally raised. Such beliefs by the supervisor will obviously compromise their
performance.
•

Management need to ensure that accountability of supervisors addresses safety and non-safety
issues appropriately.
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Improving the skills and abilities of the supervisors
Many of the skills and abilities needed by supervisors can be underestimated or taken for granted by
management. Inter-personal skills may, for example, not be sufficiently addressed in their training.
Communication may be ineffective and may even be seen as unproductive and needlessly
confrontational.
Difficulties can occur especially where experienced staff have been adopting an unapproved method
with no evidence that it has resulted in any safety or quality problems. Over time, the judgement of a
supervisor may also drift to over or under estimating safety risk. Areas of ambiguity can result in a
steady drift into poor working practices with supervisors possibly turning a blind eye to some borderline
rule violations.
Checks can be made to 'test' that:
•

Supervisors are fully trained on specialist working practices and can therefore reliably detect
any deviations from approved working methods.

•

Supervisors have accurate perceptions of the 'boundaries' between accepted and unaccepted
working methods.

•

There is consistency between different supervisors in terms of acceptance/non-acceptance of a
range of behaviours. Major differences will usually reveal areas requiring additional supervisor
training.

Improving communications between supervisors and management/workforce
•

Supervisors need to be effective in communicating appropriate working methods and must be
fair, and seen to be fair, in how they discipline any staff who do not follow these methods.

•

Formal and informal communications links between Supervisor and Management must not be
overlooked.
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SUPERVISION - STYLE

The quality and effectiveness of the supervision style is an important influence on the probability of rules
being violated in areas under their control. Studies have consistently shown a link between the
observable safety commitment of supervision and the safety attitudes of the workforce reporting to
them. This is to be expected, as a workman is less likely to slow a job down by strictly adopting safety
rules if he does not believe his superiors are fully committed to safety. In order to gain praise from his
boss (or to avoid conflict) the workman may adopt a working style, which he thinks best matches the
expectations of his superiors. Supervisors must therefore be aware that certain behaviour may be
interpreted by their staff as demonstrating a low commitment to safety - and potentially encourage them
to adopt similar values.
In order to be effective, supervisors must continually demonstrate their safety commitment. It is
insufficient for a supervisor to know he is committed to safety if this inner commitment does not
‘communicate’ with his staff. In many real situations the workforce will rationalise the supervisor’s
behaviour as evidence of his priority towards production - probably because most of his day-to-day
decisions are involved in production matters. Supervisors must be aware of this and may need to
consciously increase their public demonstrations of safety commitment to at least maintain the
workforce’s perception of their safety commitment.
Supervisors must also be effective in how they communicate safety methods and must be fair, and seen
to be fair, in how they discipline members of the workforce who break safety rules. Supervision must
always stop poor work when they see it and always discipline (including verbal warnings) all those
involved in any unsafe activity. Management must ensure that supervisors rigorously apply the agreed
disciplinary procedures for every disciplinary offence or alternatively review the procedures themselves.
Failure to do this can create the impression in the workforce that the supervision is not serious about
safety and that favouritism exists in that certain people are ‘allowed to get away with it’ when others are
always punished.
Man-management skills for motivating and disciplining the workforce are very important. It is, for
example, often useful for the supervision to ‘attack’ the bad practice and hot the person when dealing
with violations. For example, a supervisor would say than an observed unapproved method of work
would affect certain parts of the job and discuss the underlying reasons behind the need to adopt the
rules relevant to the operation. This is more effective, and easier on the supervisor than adopting a
stance whereby the supervisor tells the workman that he is negligent and endangering the lives of himself
and others.
Such a confrontations would almost certainly harm further working relationships with that individual.
‘Bawling out’ an experienced workman for breaking a safety rule he has routinely broken for some time
will have little lasting effect. To the workman, his ‘short cut’ is proven safe because he has ‘got away
with it’ for some time. To him, the supervisor is behaving unrealistically in an attempt to cover his back.
Once the supervisor has left it is very likely that he will revert back to his previous method of working.
The supervisor may have received a better and lasting response if, for a first offence, he conceded that
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the unapproved method may have been safe for an experienced workman but that less experience
people (and new recruits) would look to him because of his experience and adopt his work methods.
The supervisor could emphasise it is his responsibility not to indirectly influence less skilful workmen to
adopt his method. The workman has then been given an acceptable escape route, which doesn’t
damage his pride.
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I

PLANT & EQUIPMENT: DESIGN; MODIFICATION &
MAINTENANCE

Designers’ and Employer’s Obligations
Designers have a duty under the Health & Safety at Work etc Act 1974 to design plant and equipment
that is safe. Any modifications to existing plant which are made by the owners must also fulfil this
requirement. Where misuse can be foreseen designers should take this into account and modify the
design to encourage safe use.
Employers also have a duty to ensure equipment remains safe to use. Regulation 6 of the Provision and
Use of Work Equipment Regulations, 1992, requires every employer to ensure that work equipment is
maintained in an efficient state, in efficient working order and in good repair. Importance is placed on
ensuring that equipment is maintained so that its performance does not deteriorate to the extent that it
puts people at risk.
Plant & Equipment Features with Increase Likelihood of Violations
A strong motive behind the decision of employees to commit some violations is that it makes their job
easier. Central to such violations is the adequacy of the design of the plant and equipment. There is a
wide range of poor design features which contribute to the difficulty in using a machine and therefore act
as a potential motive for rule violations. Such poor design features can often easily be identified.
The following design features will increase the probability of violations occurring. These relate to
equipment operation and maintenance. Once these are identified the engineering changes that are likely
to reduce this probability are often readily apparent.
Factors for Equipment Operation:
Controls that are physically tiring or awkward to operate
A typical example is the design of the ‘dead man pedal’. These need to have a sufficient return
force to overcome the weight of the leg of an incapacitated driver but not be so high that it is
difficult to hold down for extended periods. Research has shown that a force to exceed the
dead weight of a leg would be too high for prolonged periods of operation. As a result of the
discomfort, which quickly builds up, many drivers become tempted to defeat the operation.
Poor design or location of these controls also adds to the difficulty in using the dead man pedal.
Some controls, such as hand wheels, may be stiff to operate and require a large number of
turns. In these situations it is possible that the controls may not be fully operated. For example,
a valve may not be fully opened.
Controls which are excessively time consuming or which appear needlessly slow to use
Equipment which appears needlessly slow may cause people to improvise with other methods
or with other equipment.
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Working postures which are awkward or uncomfortable
Physical pain or discomfort is a good motive for cutting corners or breaking rules if it either
reduces the pain/discomfort or if it reduces the time where people are exposed to such
problems. Pain or discomfort can arise from long term exposure to poor working postures (e.g.
stooping or twisting to operate frequently used controls) or from operating controls which are
hot, which vibrate, or which have inadequate clearances causing the hand or fingers to become
trapped or rub against adjacent objects.
Insufficient body space
Cramped body space can be a reason for operators not to adopt safe working practices. For
example, vehicles with poor workspace in the cab may cause drivers to adopt postures where
their arms or legs are outside of the area protected by the cab or canopy. Inadequate
workspace for the larger drivers will also add to the problems.
Poor vision from the operating position
Poor sightlines frequently cause machine operators or vehicle drivers to adopt positions that are
unsafe in an attempt to improve their vision.
Plant and equipment with excessive machine speed capability
The provision of speed settings that are in excess of a permitted range can encourage people to
fully use such capability. Blanking off controls to prevent such options may be appropriate.
Environmental problems of dust, fumes, heat, cold, wind or rain
These problems may be general within an industry or specific to an individual task and site. The
end result is often that people will take short cuts to reduce the time they are exposed to such
unpleasant environmental conditions.
Noise levels which interfere with communications or which are annoying
Processes with continuous audible warning signals are a good example of a noise source which
can quickly become annoying and seen as unnecessary to people who work in the vicinity.
These noise sources can be sirens, bells, or in some cases synthesised speech of the type
“danger.... vehicle reversing”. These devices have undoubted merit in the close vicinity of
members of the public or other people not used to such movement. In other situations where
they are only used in the vicinity of experienced and trained members of the workforce who are
fully aware of the risks, these signals can become simply background noise and hence much less
effective. Where they are also annoying or where they interfere with communications they can
be intentionally ‘damaged’ to quieten the device.
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Designing to highlight ongoing or past violations
It may be possible to design equipment to increase the visibility of any breaches in rules. For
example, materials could be clearly labelled to show when the wrong material is being used.
Lifting equipment could be colour coded to indicate that it had been recently inspected and was
within a period of approved use. The tachograph was designed to show past speeding/hours of
driving violations. Routine condition monitoring facilities may also be able to highlight violations
through records of previous excessive current consumption or temperatures.

Other problematic design features include:
•

personal protective equipment that is uncomfortable to use, or which significantly increases the
difficulty of completing a task

•

instrumentation or information from other sources that have been unreliable may be
subsequently disregarded. This includes alarm systems that give frequent false alarms

•

instrumentation which are badly positioned, not coded to show the normal min/max ranges or
where important information is not made available to the operators

•

warnings that usually indicate a minor problem, but also in some situations a serious problem,
can result in people assuming the consequences from all warnings are minor and that prompt
actions are not always needed

There are many other design features that increase the likelihood of operators making accidental errors.
These errors are not true violations as the intention was not to break rules. Nevertheless, these poor
design features could still be used as an excuse for rule breaking. For example, a driver may knowingly
speed and give the excuse that the speedometer could not be seen without having to adopt awkward
postures while driving.

Factors for Equipment Maintenance:
Excessive maintenance demands - unrealistic schedules
It is not unknown for some pre-shift checks to be so time consuming if followed to the letter of
the rules that there would be no time left in the shift for the machine operate. The problem is
often an unrealistic schedule rather than the machine design, however, poor design features can
make a simple job very time consuming. Common problems are a lack of clearances around
fasteners for tools to be applied and used, as well as poor body clearance for the maintenance
worker.
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Excessive physical effort required
Designers sometimes specify forces which need to be applied to spanners or other tools which
greatly exceed that which could be applied by most workers. Restricted postures can also
significantly reduce the forces which can be applied. As a result, components can become loose
unless the maintenance worker elects to use ‘improvised’ methods such as extension bars on
the ends of spanners or to hammer the ends of spanners. Such practices increase the risk and
also make the subsequent removal more difficult.
Some cover plates are equally difficult to lift and carry because of their weight. The weights of
some special tools can also compromise the willingness of people to carry and use them.
Difficult or time-consuming preparation required
Some tasks may specify extensive preparation which can involve a great deal of work beyond
that required to perform the ‘core activity’ which may only be a quick visual check.
Consequently where the maintenance worker considers the risks low (see Section D) short cuts
may be taken.
These risks will be both in relation to their own risk and perhaps also to the subsequent harm
which they consider likely to the equipment itself if certain precautions are not taken.
Design features, which minimise any preparation, can reduce the likelihood of such violations.
For example, a piece of equipment can be designed with ‘on board’ jacking equipment to
eliminate the need to obtain jacks or hoists and blocks to lift the equipment and make it safe to
work under it. Relocation of certain maintenance points may also be possible to remove the
need for people to don protective clothing, perhaps, are a result of exposure to chemicals in the
vicinity of a maintenance task.
Violations may not directly lead to an accident. Violations often result in situations where people are
more likely to make accidental errors. In order to minimise the consequences of errors or violations,
designers should, wherever possible, design systems to give operators and supervisors clear warnings of
violations and sufficient opportunity to recover from any error.
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J

JOB DESIGN

No changes have been made to those in the original HFRG report.
Jobs that have been designed or developed from theoretical optimum production methods are often
very narrow and boring. As a result motivation to perform well is often reduced. Safety standards can
drift as people experiment with alternative methods, either to increase performance or to prove to
themselves they need not work in such a constrained environment.
There are many examples where companies have expanded the scope of jobs, either to provide a wider
range of skills, or preferably to give employees the added depth of more responsibilities. It is however
important to realise that many individuals will, at least initially, resent being given added tasks or
responsibilities. Although many will eventually come to accept and enjoy the benefits these enlarged
jobs bring, some may never accept changes to their jobs. To be successful, a company should ensure
that any changes are sufficiently flexible to allow those seeking new skills and responsibilities to flourish
while those content with their current jobs are not seen to be lesser people if they do not take up these
new challengers (or burdens).
There are a number of measurement procedures that can be used to determine the nature of any gross
deficiencies in the design of jobs, especially regarding factors that adversely influence job satisfaction.
The Job Diagnostic Survey (JDS) is one of many procedures that is relatively simple to apply. Full
details of the JDS are given in Hackman and Oldham (1980).
Where there are problems, there are three main kinds of job design improvement to consider.
•

Flexible working groups with collective responsibility for production and quality. Increased
individual responsibility due to peer pressure and responsibility to the group. Workers see
themselves as more important in a small group and an individual can have a big impact.
Feedback of individual performance is much more likely and immediate. The work gives more
satisfaction and people see themselves as performing a useful job.

•

Job enlargement. The division of labour is reduced so that cycle times are increased, each
person doing more than one task which can add up to a more satisfying job. This can develop
broader skills, the use of discretion, feedback of results, and incorporate in a job the interrelated tasks that are associated with other products and services.

•

Job enrichment. Unlike job enlargement, where ‘more of the same’ tends to be added to
increase variety, job enrichment improves the challenging aspects of job. A clerical worker
might be made responsible for some management issues. Manual workers might be made
responsible for managing their quality procedures and/or maintenance.

These job design methods are well described in the literature (Bailey, 1983).
It is important following any job design activity that management ensure that staff have the skills, knowledge and
experience appropriate for the requirements of the new position.

74

K

WORKING CONDITIONS

Poor working conditions can cause errors and influence people to break safety rules and procedures if it
either helps reduce the effect of, or the time exposure to, these conditions. Some important factors that
need to be considered are noise, poor lighting, thermal environment, and personal protective equipment
(PPE).

Noise
It is well known that high noise levels are a health risk, but other aspects can create difficulties or
annoyance for the workforce and lead to errors and violations. Managers should assess the working
environment for instances where:
•

noise levels can interfere with the ability of people to hear spoken instructions and general
verbal communications. This can be especially critical where reliable verbal communications are
necessary for the safety of the workforce, or where a misunderstanding could lead to errors
with safety implications.

•

noise levels which are too quiet and increase the likelihood of errors as a result of low levels of
concentration or low arousal levels.

•

noise interfering with the ability to hear warning signals.

Hearing protection is often used in noisy areas. Managers should consider the use of such PPE in terms of whether:

•

hearing protection makes it difficult to hear spoken communication or warning signals.

•

the effectiveness of hearing protection is reduced by other PPE such as goggles which can
cause a poor seal between an ear muff and the head.

•

the effectiveness of hearing protection has been reduced by normal wear and tear of the PPE.
Headband pressure and the efficiency of the seal can reduce over time.

Poor Lighting
Selecting satisfactory lighting for a given workstation involves balancing several factors. However, for
most practical purposes, recommendations for suitable light levels can be found in ergonomic/lighting
handbooks.
Certain attributes of individuals should be taken into account when addressing lighting. For example,
where a workforce consists of predominantly people over 40 years of age, higher light levels may be
justified.
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In addition to ensuring that the light levels are correct for a given installation, Managers should consider
whether:
•

there are special tasks, such as maintenance, where higher levels of lighting are needed.

•

glare is present in the visual field. This can be due to looking directly at unshielded lights or
reflections. Glare significantly interferes with vision. Diffusers and low reflectance surfaces can
be used to control glare.

•

people move from well-lit areas to areas where the light levels are much lower and where a
period of time is needed for the eyes to accommodate to these lower light levels. Stairs or steps
located in such dark areas are a particular source of concern.

•

light levels have significantly reduced due to any accumulation of dirt or broken lights, which
have not been replaced.

•

tasks require accurate identification of colours, for example, electricians needing to reliably
differential between colour coding of wire bundles. Some lights are specially designed for these
situations.

For many workstations daylight provides the most illumination. The enormous variations in light levels
between overcast winter days and bright summer days, as well as changes in the direction and angle of
the sun, can create a range of problems for operators. Glare from a low sun can be particularly
problematic. Shielding may be needed, as may additional lights for certain areas.

Thermal Environment
There are no absolute thermal limits that are suitable for all people all the time. In general, cooler
conditions are required where physical work is undertaken than for sedentary jobs. Air movement is
also important. For sedentary jobs, a lower air movement is required than for physical jobs. Indoor
workers, for example, frequently complain of draughts where the same air movement would be
considered ‘stuffy’ by those engaged in physical tasks. Humidity is also a factor. Some machines and
processes can dry the air causing dryness of the eyes. This is initially a problem for wearers of contact
lenses.
The thermal environment offshore can be extreme. Clothing, in part, dictates suitability of the thermal
conditions. High wind speeds can significantly increase the cooling effect of the wind and necessitate
special clothing to limit the influence of the wind but still enable the body to ‘breathe’ through the fabric
of the garments.

PPE and Working Conditions
PPE is a frequent answer to poor working conditions. It should be recognised, however, that the PPE
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with even the highest level of protection is of no use if it is not worn. The following factors are often
found to be the cause of people not using PPE:
•

people failing to fully appreciate the risks involved.

•

features of the PPE that make using it uncomfortable, irritating or reduces the speed of working.
For example, people may not wear gloves because it interferes with fine hand/finger
movements. A dust mask may be uncomfortable to wear if its shape does not fit the face of the
wearer. Some goggles have sharp edges, which fit cut into the nose and ears of wearers.

•

People thinking that the PPE actually creates other safety risks. For example, people who work
in a noisy environment may decide not to wear hearing protection in the belief that they can’t
hear a warning signal.
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LOGISTIC SUPPORT

No changes have been made to those in the original HFRG report.
Many rules and procedures specify the use of certain equipment or the need for a certain number of
people to be present before the operation should begin. Some operations require supporting
information to be quickly available (e.g. either at the work site or readily obtained over the telephone) in
the event of unforeseen circumstances arising.
All such requirements demand appropriate logistic support by the organisation. Difficulties often arise
because, in practice, what should be freely available is in fact very difficult to obtain. Short cuts and
other violations often result.
Management often assume that support is available because it was originally specified or because it was
available when the plant/equipment was commissioned. Often the problem is that missing logistic
support can go unnoticed by senior management, and as a result alternative/improvised methods tend to
be adopted. Once highlighted, however, management can usually easily ensure that the necessary
support is returned and monitoring systems introduced to ensure the support remains readily available to
the workforce.
The following logistic support deficiencies were identified in a number of studies conducted in a range of
industries. Management should review their logistic support to ensure that these and other problems
could not occur.
•

The renewal of protective equipment is discontinued on the grounds that it is being abused, e.g.
used away from work. Such abuse, of course, requires other management actions and not the
removal of this important safety provision.

•

Similarly, certain special tools are often not available to the workforce from the stores on the
grounds that too many go missing. Because of difficulties maintenance crews usually experience
in getting such tools, many resort to hiding them so they will at least be available to them when
they need them. Poor security and management are no excuse for deliberately restricting the
availability of tools needed to perform jobs safety.

•

Occasions have been found where suitable fall arrest equipment was not available for the
smaller and larger members of the workforce. The range of harnesses used did not cater for
extremes in body sizes and no alternative was available.

•

Technical documentation may not be available when new equipment is delivered. Where it is, it
may be kept centrally (eg in the chief engineer’s office) and not be readily available for routine
use by maintenance crews.

•

Prescribed operating methods may state a certain minimum staffing level (eg the presence of
two people when transferring materials using powered lifting facilities, or the need to have a
person at the top of a bunker when employees are working inside). There have been times
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when, perhaps due to deployment difficulties or emergency situations, such activities have been
performed without the minimum staffing level.
•

Many construction operations require the routine delivery of supplies. When the infrastructure
fails to keep up deliveries of such supplies, improvised methods may be adopted.
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RATIONALISE THE WORK ORGANISATION

No changes have been made to those in the original HFRG report.
Senior management style, attitudes, policies, and the wider safety culture of an organisation can work
directly, or indirectly, to increase the likelihood of violations. Where organisational solutions have been
indicated, consider the following factors.
•

Accident and reporting systems should avoid blaming individuals and recording remedial actions
such as ‘take more care in future’. Apportioning blame may be unhelpful because it puts the
victim in a position of resistance and resentment. What is more important, it fails to take
account of the influence of the management system on individual behaviour. When an injury
results from a violation, the unsafe act has probably taken place many times before. Therefore,
responsibility lies with the management system, not just the employee. The examination of
underlying causes allows the company to learn from their experience and apply strategies, which
will reduce the likelihood of the same incident occurring again. At the same time, writing new
procedures in response to every accident is unhelpful. The effect of tightening up procedures
without considering their practicality in the real work situation can be to increase the likelihood
of violations.

•

When violations of rules have extremely serious consequences, alternatives to rules should be
considered, e.g. defences.

•

Rules that are written merely as defences against litigation are seen as such by staff and
therefore should be avoided.

•

Payment incentive schemes based purely on production should be avoided if they encourage
violations. When there are production incentives, safety features may be overridden and
implicit understandings between supervisors and workers may allow circumvention of safe
practices. Formal, or informal, systems should not exist which effectively punish individuals who
cost the company money by complying with rules.

•

Schemes should be introduced to positively reward individuals who comply with the rules. It is
more effective to reward compliance than to punish violations of rules. People’s behaviour will
change to avoid punishment only while the punishment continues, whereas reward can change
behaviour permanently. Fines for speeding do not teach safe driving, they teach drivers to
watch out for police cars. Management effort should therefore be devoted to creating an
organisation that provides positive rewards for safe behaviour rather than focusing on the
negative consequences following violations. Safe working can be rewarded simply through
encouragement and other incentives, such a promotion opportunities.

•

Compliance with safety rules should not cost employees money. Workers and managers alike
may develop a belief that adherence to all safety rules would reduce production. Consequently,
there may be compliance with only those rules that do not appear to cost time.
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•

Incentives should exist for individuals to reveal potential or actual violations. Confidential or
anonymous reporting schemes may be appropriate. Employees should be encouraged to draw
attention to weaknesses in rules or any factors that could result in temptations to violate.

•

Financial accountability for accident costs should not be borne centrally, ie away from the
source of many of the causes and line management functions responsible. Management should
be held accountable for the full costs of accidents and downtimes through human error and
violations. Supervisors should also be accountable for safety as well as production targets.

•

The roles and responsibility for safety matters should be assessed to ensure there are no
ambiguities, especially at senior levels. Management should identify and quickly clarify any
ambiguities in roles and responsibilities which the workforce or supervision possess. It is the
allocation of tasks for unusual circumstances and peripheral activities that often present the most
problems.

•

When discipline is required to enforce compliance, it should be consistent and fair; otherwise it
can have negative effects. Management responsibilities for disciplining different working groups,
and the different penalties for different offences, should be clear. The workforce for each
offence should agree appropriate disciplinary actions.

•

Management should create an effective communication channel to them from the workforce to
identify potential safety hazards, e.g. a no blame report facility/near miss reporting etc. The
safety committee should not be the only forum for the discussion of safety issues. Management
should ensure that there is effective communication between the various supervisory and worker
levels and that there are a variety of informal modes of communication.

•

There should be regular audits to identify, and remove, any rules which may have become
obsolete over time by technical advances.

The exact effects of many of these factors can be difficult to accurately predict, however these wider
organisational factors can be extremely influential in the safety performance of the company. Periodic
reviews of all procedures and monitoring systems should therefore be introduced which are conducted
by teams of management and the workforce.
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1.

INTRODUCTION
This report contains the questionnaires, worksheets and analysis guidelines for three practical,
solution based techniques (termed Level One techniques) which can be used by the offshore
industries to reduce the occurrence of rule violations. More detailed instructions and worked
examples are contained in the final report of the HSEC project (reference MaTSU/8949/3732).
The reader should initially read the final report, however, once familiar with the three techniques
assessors need only refer to this supplementary report. The worksheets can be freely copied.
The choice of technique depends on whether the assessor is looking at past incidents involving
violations or conducting a general review of the safety climate, which would predispose
individuals to violate health and safety rules and procedures. Figure One assists the choice of
Level One technique.
In a small number of cases it is likely that management will need additional information to be
confident in introducing new initiatives to address identified problems. This additional
information is gained from a number of additional questionnaire modules (termed Level Two
techniques). These are briefly described in the final report and fully described in a second
supplementary report.
Each Level One technique seeks to identify a combination of the 13 Management Action Areas
which needs to be considered. The assessor can then use the guidelines in the main report to
assist formulating the necessary action plan.
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2.

CHOICE OF LEVEL ONE TOOL
The initial choice is quite simple.

2.1

Review of Incidents
If the circumstances require an assessment of an actual incident then it is normally recommended
that the simple Incident Analysis be used.
Only if the results don’t give sufficient information should the more detailed Violation Motive
Audit be used.

2.2

Pro-Active Applications
For routine monitoring of the safety climate then the choice will be either the Violation Motive
Audit or the Compliance Questionnaire. The choice can be made purely on the availability of a
small number of assessors who have sufficient insight into the culture of the work groups to
enable the audit checklist to be completed accurately and the practicalities of applying
questionnaires.
Although these tools will usually provide sufficient information to allow the root causes
of actual, or potential, problems to be determined, there may be some circumstances
where further and more detailed assessment is needed. In these circumstances a second
package of more focussed tools are provided. These are called the ‘Level Two’ tools.
Details for selecting the most appropriate Level Two tools are given in the Level Two
Checklist. The tools themselves are fully described in the Second Supplementary
Report of the project.
Organisations that have used the HSE Safety Climate Tool may also find it beneficial to use the
Violation Motive Audit tool to address in greater detail the identified underlying problems.
Alternatively, the assessor may be able to use the results of the Safety Climate Tool and identify
(using the Level Two Checklist) the appropriate Level Two tools, which may further assist in the
development of strategies to address any problems of rule violations.

2.3

For Routine Review
Both the Violation Motive Audit and Compliance Questionnaire can be used to review the longterm effects of change.
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3.
3.1

THE INCIDENT ANALYSIS
Summary of Worksheets

Used For:
• Part of an incident / accident investigation
• Identifying likely underlying causes of rule violations
Requirements
• Ideally applied independently by 2 or 3 assessors
• Assessors should be experienced in accident investigation
• Assessors should then discuss and obtain consensus on any differences
• Can be applied by only 1 assessor
WORKSHEETS
• IA-1 Initial form to identify violations and other forms of error
for each violation: apply
• IA-2 Identification of the Direct Motives
• IA-2 Identification of the Behaviour Modifiers
for all identified violations: apply
• IA-3 Collation of Direct Motives and Behaviour Modifiers (optional)
• IA-4 Collation of management actions for each violation
• IA-5 Selection of action strategy to address the incident under review

4

3.2

Quick Glance

Form IA-1
•
•
•
•
•

Review accident investigation report, witness statement, and if possible actual location of the
incident
From information available (eg procedures, work instructions, job aids) identify ‘definite
violations’ and ‘possible/probable violations’. These are any intentional deviation from rules and
procedures; and any intentional failure to behave in a manner dictated by job responsibilities
Identify other forms of human error (eg slips/lapses of attention and mistakes).
Disregard any inadvertent errors
Allocate each violation (definite and possible/probable) an individual number on this form

Form IA-2 - Top Section
•
•
•

For each violation, assess the likelihood of each of 7 ‘Direct Motives’ being influential in that
violation
Reference can be made to the main report for further explanation of these Motives
Determine the ‘relevance scores’ (ie 3, 1 or 0) for each Direct Motive

Form IA-2 - Lower Section
•
•
•
•

For each violation, assess the likelihood relevance of each of 9 ‘Behaviour Modifiers’ as being
influential in that violation
Reference can be made to the main report for further explanation of these Behaviour Modifiers
Determine the ‘relevance scores’ (ie 3, 1 or 0) for each Behaviour Modifier
Refer to checklist below to determine whether analysis was sufficiently comprehensive. The
Incident Analysis would NOT be sufficiently if:
(i)
there were more than twice the number of ‘Possible/Probable’ Violations than
‘Definite’ Violations
(ii)
there were no ‘Definite’ Direct Motives
(iii)
there were no ‘Definite’ Behaviour Modifiers
In this case the Violation Motive Audit should be applied to the incident/accident
Forms IA-3 & 4 are applied to each violation

Form IA-3 (optional)
•
•
•

This addresses the underlying causes of the incident. The scores for each Direct Motive and
Behaviour Modifier are transferred from Forms IA-2 to the specified column in Form IA-3.
These scores are then totalled for each Motive and Modifier for all the violations and probable
violations
The magnitude of these scores reflect the relative importance of each in the causal chain of the
incident - and probably past/future incidents also
5

Form IA-4
•
•
•

This form directly identifies management solution types to address the incident. For each
violation or probable violation, transfer the ‘relevance scores’ to the first column
Enter these scores into the blank sections of the matrix for each row
Determine the sum of scores in each column (A to M)

Form IA-5
•
•
•

For each violation, transfer the scores for A to M into the specified row in Form IA-5
Separate sections are provided for identified violations and probable violations - in the absence
of further information it is recommended that each be given an equal weighting. The scores in
each column are therefore added.
Normally the 2 or 3 highest scoring Management Actions (A to M) are selected. These would
have the greatest overall influence on addressing the underlying causes of the violations
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Form IA-1 IDENTIFICATION OF SAFETY RULE VIOLATIONS
___________________________________________________________________________
Definite Violations of Established Rules, Responsibilities or Agreed Intent
V1
V2
V3
V4
V5
V6
___________________________________________________________________________
Possible / Probable Violations:
PV1
PV2
PV3
PV4
PV5
PV6
___________________________________________________________________________
Mistakes or other errors:
1
2
3
4
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Form IA-2
RELEVANCE OF DIRECT MOTIVES & BEHAVIOUR MODIFIERS
For Violation Reference Number ______
DIRECT MOTIVES

Definitely
(3)

Possible
Probable
(1)

Making Life Easier - 1
Saving Time - 2
Financial Reward - 3
Impractical Rules & Work Schedules - 4
Self-Esteem - 5
Direct Organisational Pressure - 6
# Sabotage/Vandalism - 7
BEHAVIOUR MODIFIERS
Poor Perceptions of the Risks Involved - 1
Competency - False Illusion of Ability - 2
The Attitudes of Managers/Supervisors - 3
The Effectiveness of Supervision - 4
Adequacy of Resources - 5
Design Features - 6
Pressure - 7
Complacency - 8
Other Organisational Aspects - 9

Repeat for all violations and possible violations listed in Form IA-1
{# These acts could be malicious compliance of a bad or inappropriate rule}
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Unlikely
(0)

Score

REVIEW STAGES 1 & 2
Stage One
For some incidents, this initial methodology may not have enabled a sufficiently comprehensive analysis
to be made. If any of the following conditions apply then it is recommended that the incident be
reappraised using the more comprehensive Violation Motive Audit procedure.
(i)
(ii)
(iii)

If there are more than twice the number of ‘Possible/Probable’ Violations than
‘Definite’ Violations
If there are no ‘Definite’ Direct Motives
If there are no ‘Definite’ Behaviour Modifiers

Stage Two
If this process suggests the Incident Analysis was appropriate for analysing the underlying factors which
influenced the behaviour in the incident then the next stage is to cross reference these causal factors to
management actions which are most likely to reduce the likelihood of further violations.
The following scoring system should be applied to each Form IA-2 for both the Direct Motives and
Behaviour Modifiers
Scoring System:

Form IA-3

Definite
Possible/Probable
Unlikely

3 points
1 point
0 points

can be used to determine the overriding Direct Motives and Behaviour Modifiers
associated with the incident. This is optional.

Forms (IA-4 and IA-5) should be used to determine those areas of management actions (from A to M),
which are the most appropriate response for dealing with the incident.
Form IA-4

is used to determine the best general areas for management actions for a single violation
or probable violation in the causal chain of the incident. A separate form therefore
needs to be completed for each violation. The violation coding used in Form IA-1 are
should be used (ie v1 to v6 and pv1 to pv6). The scores for each Direct Motive and
Behaviour Modifier are entered into the left column. These scores are transferred into
the open cells of the matrix. The scores in each of the columns (A to M) are then
added. These columns represent each of the 13 generic management action areas.
Those with the highest scores represent the most likely best areas for management to
target their actions.
Form IA-4 therefore provides the best target action areas for that single violation. As
the incident under investigation probably involved several violations and/or probable
9

violations a procedure is needed to generate the overall best management action routes to address the
full incident.
Form IA-5

collates the management action options (A to M) for each violation or probable
violation to give the overall best action option. The total scores under each column (A
to M) in Forms IA-4 are transferred onto Form IA-5. The scores for each of the
violations and/or probable violations are simply added and the Assessor would
normally select the highest 2 or 3 scoring options. Guidelines are then provided in the
main report for each of these 13 management action options. The Assessor may wish to
refer to these guidelines before considering any initiatives to address the root causes of
a non-compliance problem.
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Financial Reward 3

Saving Time 2

Making Life Easier 1

Other Organisational Aspects 9

Complacency 8

Pressure 7

Design Features 6

Adequacy of Resources 5

The Effectiveness of Supervision 4

The Attitudes of Managers/Supervisors 3

Competency - False Illusion of Ability 2

Poor Perceptions of the Risks Involved 1

BEHAVIOUR MODIFIERS

Sabotage/Vandalism 7

Direct Organisational Pressure 6

Self-Esteem 5

Impractical Rules & Work Schedules 4

DIRECT MOTIVES

v1

v2

v3

v4

v5

Definite Violations
v6

pv1

pv2

pv3

pv4

pv5

Probable/Possible Violation

Form IA-3 COLLATION OF DIRECT MOTIVES AND BEHAVIOUR MODIFIERS
pv6

Totals
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TOTALS A - M

Score for 9 ‘

Score for 8 ‘

Score for 7 ‘

Score for 6 ‘

Score for 5 ‘

Score for 4 ‘

Score for 3 ‘

Score for 2 ‘

Score for 1 ‘

Behaviour Modifiers

Score for 7 ‘

Score for 6 ‘

Score for 5 ‘

Score for 4 ‘

Score for 3 ‘

Score for 2 ‘

Score for 1 ‘

Direct Motives

A

B

C

D

E

F

SCORING SYSTEM - PART ONE (used for each violation)

SCORES from IA-2

Form IA-4
G

H

I

J

K

L

M

Form IA-5 COLLATION OF RESULTS
Transfer data from each Form IA-4 to this Form: Data from each violation and probable violation is
each allocated a new row.
General Improvement Options
A

B

C

D

E

F

G

H

I

J

K

Definite Violations (from IA-1)
v1
v2
v3
v4
v5
v6
Possible / Probable Violations (from IA-1)
pv1
pv2
pv3
pv4
pv5
pv6
Total

The highest scoring 2 or 3 management action areas (A to M) should be targeted.
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4.
4.1

THE VIOLATION MOTIVE AUDIT
Summary of Worksheets

Used For:
• Routine or single assessment of the underlying motives which increase likelihood of
violations
• Periodic review of the effects of management changes
• Follow-up application to the Incident Analysis
• Assessments which are retrospective or pro-active
Requirements
• Applied to specified work groups
• A small number of assessors should be chosen who have some independence from the
groups being evaluated.
• Applied independently by each assessor
• Group discussions should be held with all assessors to obtain a consensus on any major
differences
Worksheets
• VMA-1 - Part 1
• VMA-1 - Part 2
• VMA-1 - Part 3
• VMA-2
• VMA-3

Individual / Personal Factors
Job / Work Factors
Organisational Factors
Scoring of Results
Cross Reference to Management Guidelines
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4.2

Quick Glance

Form VMA-1 : Parts 1 to 3
•
•
•
•

•
•

Agree the workgroups to be assessed
Workgroups to be selected as either having a key role in ensuring the safety of the installation and/or
those with known or suspected poor compliance record
For each workgroup, assessors indicate the degree to which they agree with 101 statements which
address aspects of the individual, the job and the organisation which influence attitudes and
behaviour
The results of the assessors are compared - any results which differ by more than one unit are
identified and logged. For example, results which are either ‘yy’ and ‘y’ are accepted but if the
spread of results extends from ‘yy’ to ‘?’ or to ‘n’ then the statements are highlighted for further
debate by the full group of assessors.
Assessors meet to discuss their individual assessments and the areas of disagreement. Consensus is
hopefully achieved and the reasons behind individual assessors changing their ratings should be
logged.
Where consensus cannot be reached, the procedure should adopt the score which is most to the left
of the five rating columns. This represents the worst case in factors which increase the potential for
violations.

Form VMA-2
•
•
•
•
•

A scoring system is applied to the results
The scores are viewed to identify the existence and extent of any Direct Motives
If no Direct Motives are identified then no further action is needed, as there will be no reason for
staff to intentionally violate rules. Where there are no Direct Motives then any non-compliance is
likely to be associated with errors of mistakes and slips and lapses of attention.
Where Direct Motives are present then these and the results of the Behaviour Modifiers are
processed to obtain priority for management attention
A procedure is described which selects those ‘behavioural’ factors in the Audit which need to be
improved

Form VMA-3
•
•

A chart is used to identify those Management Actions which need to be addressed to improve the
‘behavioural’ factors selected in Form VMA-2
Refer to Management Guidelines in the main report for further information on the action areas
selected
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VMA-1(1) VIOLATION MOTIVE AUDIT

INDIVIDUAL/PERSONAL FACTORS
DIRECT MOTIVE
Factor

Indicators

Self Esteem

are people bored?
are jobs unchallenging?
do people break rules to show-off their skills?

?

?

?

-

--

yy
yy
yy

y
y
y

?
?
?

n
n
n

nn
nn
nn

BEHAVIOUR MODIFIERS
Poor Risk
Perception

does workforce have good awareness of hazards?
does workforce have good awareness of risks?
has management good awareness of hazards?
has management good awareness of risks?
do people underestimate the consequences of incidents?
is there a high perceived chance of injury?
is work area seen as accident free?
have people poor perceptions of risks on other jobs?
have trainers poor perceptions of hazards/risks?
are the consequences of incidents covered in training?

nn
nn
nn
nn
yy
nn
yy
yy
yy
nn

n
n
n
n
y
n
y
y
y
n

?
?
?
?
?
?
?
?
?
?

y
y
y
y
n
y
n
n
n
y

yy
yy
yy
yy
nn
yy
nn
nn
nn
yy

Managers &
Supervisors
Attitudes to
Safety

do staff regularly get thanked for working safe?
do staff ever get chastised for working to rule?
is there any public praise for safe working?
is production seen as more important than safety?
are management seen as expecting improvisation?
are management seen as condoning violations?
are overtime/perks given to ‘successful’ violators?
is the boss approachable on safety issues?

nn
yy
nn
yy
yy
yy
yy
nn

n
y
n
y
y
y
y
n

?
?
?
?
?
?
?
?

y
n
y
n
n
n
n
y

yy
nn
yy
nn
nn
nn
nn
yy

Effectiveness
of the
Supervisor

are penalties consistently applied for similar violations?
are penalties always given to all offenders?
are penalties always quickly applied?
are penalties seen as fair by workforce?
are safety briefings regularly given?

nn
nn
nn
nn
nn

n
n
n
n
n

?
?
?
?
?

y
y
y
y
y

yy
yy
yy
yy
yy

Perception of
Pressure

any personality clashes between boss and workforce?
do people believe they are expected to break rules?
any peer pressure on people to work safely?
any management pressure on people to work safely?

yy
yy
nn
nn

y
y
n
n

?
?
?
?

n
n
y
y

nn
nn
yy
yy

Complacency/
Safety
Commitment

are certain rules rarely followed?
do accidents reports show rules are often not followed?
are certain rules never enforced?
any peer pressure on new staff to break some rules?

yy
yy
yy
yy

y
y
y
y

?
?
?
?

n
n
n
n

nn
nn
nn
nn

Competency
of Workforce

have staff the necessary qualifications and experience?
do staff fully understand the routine work procedures?
have staff the knowledge to deal with unusual events?
are staff aware of their own limitations?

nn
nn
nn
nn

n
n
n
n

?
?
?
?

y
y
y
y

yy
yy
yy
yy
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VMA-1(2) VIOLATION MOTIVE AUDIT

JOB/WORK FACTORS
DIRECT MOTIVES
Factor

Indicators

?

Making Life
Easier

are working conditions uncomfortable?
is job over physically demanding?
is job over mentally demanding?
does job require lots of preparation?
poor working conditions encouraging people to speed up
to move to better conditions?
can workforce have rest breaks during job?

?

?

-

--

yy
yy
yy
yy
yy

y
y
y
y
y

?
?
?
?
?

n
n
n
n
n

nn
nn
nn
nn
nn

nn

n

?

y

yy

BEHAVIOUR MODIFIERS
Design

does equipment design make the job very physical?
does poor equipment design make job take longer?
is the equipment reliable?
is the equipment provided appropriate for the job?
is PPE difficult/awkward to wear or work with?

yy
yy
nn
nn
yy

y
y
n
n
y

?
?
?
?
?

n
n
y
y
n

nn
nn
yy
yy
nn

Effectiveness
of the
Supervision

do briefings comp rehensively address the risks?
are times of checks predictable or notified?
are checks infrequent?
are violations difficult to detect afterwards?
is there a high chance of detection by supervisors?
have supervisors the knowledge to detect violations?

nn
yy
yy
yy
nn
nn

n
y
y
y
n
n

?
?
?
?
?
?

y
n
n
n
y
y

yy
nn
nn
nn
yy
yy

Job Stress

are staff coping well with day-to-day pressures?
is the job very stressful?

nn
yy

n
y

?
?

y
n

yy
nn
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VMA-1(3) VIOLATION MOTIVE AUDIT

ORGANISATIONAL FACTORS
DIRECT MOTIVES
Factor

Indicators

?

Saving Time

are people given free time if they finish jobs early?
does approved method require excessive time?

yy
yy

Financial
Reward

do bonus schemes simply reflect output?
(ie: safety omitted in bonus calculation)
is this bonus a large part of the total pay?

Impractical
Rules or work
schedules

?

?

-

--

y
y

?
?

n
n

nn
nn

yy

y

?

n

nn

yy

y

?

n

nn

are workforce involved in developing rules?
are rules always checked for practicality?
does poor design influence compliance?
are some rules regularly broken?
are all rules easy to follow?
are all rules quick to apply?
does required work need excessive time?

nn
nn
yy
yy
nn
nn
yy

n
n
y
y
n
n
y

?
?
?
?
?
?
?

y
y
n
n
y
y
n

yy
yy
nn
nn
yy
yy
nn

Direct
Organisational
Pressure

are there regular tight production deadlines?
are there excessive reactions when deadlines not met?
any evidence of real pressure on people to break rules?

yy
yy
yy

y
y
y

?
?
?

n
n
n

nn
nn
nn

Sabotage or
Vandalism

any evidence of vandalism or sabotage?
are contracts extended to correct damage?

yy
yy

y
y

?
?

n
n

nn
nn

BEHAVIOUR MODIFIERS
Resources &
Management
support

are equipment/materials always made available?
is necessary skills/manpower always available?
is information (written & verbal) always available?

nn
nn
nn

n
n
n

?
?
?

y
y
y

yy
yy
yy

Complacency
shown by the
Organisation

do supervisors know some rules are never obeyed?
do management know some rules are never obeyed?
have new initiatives recently been introduced or
proposed in improve safety?
are accidents needed before initiatives introduced?
are past safety initiatives still fully used?

yy
yy

y
y

?
?

n
n

nn
nn

nn
yy
nn

n
y
n

?
?
?

y
n
y

yy
nn
yy

nn

n

?

y

yy

nn
nn
nn
nn
nn

n
n
n
n
n

?
?
?
?
?

y
y
y
y
y

yy
yy
yy
yy
yy

Organisational
benefits from
safe working

do schemes exist for rewarding individuals or small
groups for safety?
has recent promotions taken into account safety?
do accidents have a bad effect on people’s careers?
are there competitions for safety?
do these involve everybody?
are there financial rewards for safe working?
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Factor

Indicators

Organisational
accountability
for safety

are workforce fined/demoted following incidents?
do staff understand their accountability for safety?
is workforce accountability consistent across company?
is compensation always adjusted for own contribution?
are managers always held accountable?
are supervisors always held accountable?
are actual penalties paid the same as the policy?
do recent incidents show accountability applied?
any mismatches in authority, responsibility and
accountability?

nn
nn
nn
nn
nn
nn
nn
nn
yy

n
n
n
n
n
n
n
n
y

?
?
?
?
?
?
?
?
?

y
y
y
y
y
y
y
y
n

yy
yy
yy
yy
yy
yy
yy
yy
nn

Organisational
Stress

are some deadlines unrealistic?
are there excessive work loads or long hours?
any conflicting demands over production and safety?
is there poor job security or fear of redundancy?
is there high absenteeism or labour turnover?

yy
yy
yy
yy
yy

y
y
y
y
y

?
?
?
?
?

n
n
n
n
n

nn
nn
nn
nn
nn

19

VMA-2

SCORING & ANALYSIS PROCEDURE

The following simple scoring system is recommended. Other systems may also be used.
Step One
Identify any Direct Motives and Behaviour Modifiers with:
mark as * * * those with 75% or more responses with (++) scores in each cell
mark as * * those with 75% or more responses with (++) or (+) scores in each cell
mark as *
those with 50% or more responses with (++) or (+) scores in each cell
Step Two
These codes (***, **, or *) are entered onto this Table.
Individual Factors

Job Factors

Organisational Factors

Direct Motives
Self esteem

Make life easier

Saving time
Financial reward
Impractical rules/schedules
Direct Organisational Pressure
Sabotage/Vandalism

Behaviour Modifiers
Poor risk perception

Poor design

Management support

Managers attitudes

Effectiveness of supervision

Complacency

Effectiveness of supervisors

Job stress

Benefits from working safe

Perceptions of pressure

Accountability for safety

Complacency

Organisational stress

Competency of workforce
Then follow steps 3 to 6
Step 3 Identify Direct Motives scoring *, * *, or, * * *
If there are none, then there are no foreseeable motives for people wanting to violate rules and
therefore no further actions are necessary
Step 4 Identify Behaviour Modifiers scoring * * *, or * *
20

Step 5 If Step 4 produces less than 3 Behaviour Modifiers, then also select those scoring *
Step 6 These selected Direct Motives and Behaviour Modifiers should all be considered by managers:
•

Ideally actions should be taken to eliminate the Direct Motives.

•

Where this is not possible, other actions need to be taken to change the Behaviour
Modifiers such that positive behaviour is encouraged.

•

Guidelines are offered which may assist. These are cross referenced to the Direct Motives
and Behaviour Modifiers in Table VMA - 3
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VMA-3 CROSS REFERENCE TO MANAGEMENT ACTION AREAS
INDIVIDUAL/PERSONAL FACTORS
DIRECT MOTIVE
Self Esteem

N/A

BEHAVIOUR MODIFIERS
Poor Risk Perception

D - Training - Hazards & Risks

Managers & Supervisors Attitudes to Safety

F - Safety Commitment Management
H - Supervisor Style

Effectiveness of the Supervisor

H - Supervisor Style

Perception of Pressure

N/A

Complacency & Safety Commitment

E - Safety Commitment of Workforce

Competency of Workforce

C - Training - Rules & Procedures

JOB/WORK FACTORS
DIRECT MOTIVE
Making Life Easier

K - Working Conditions

BEHAVIOUR MODIFIERS
Design

I - Plant & Equipment Design

Effectiveness of the Supervision

G - Supervision - Monitor/Detection

Job Stress

N/A

ORGANISATIONAL FACTORS
DIRECT MOTIVE
Saving Time

Various

Financial Reward

see J - Job Design

Impractical Rules or work schedules

see A - Rules - Aims & Objectives
see B - Rules - Application

Direct Organisational Pressure

see M - Work Organisation

Sabotage or Vandalism

N/A

BEHAVIOUR MODIFIERS
Resources & Management support

see L - Logistic Support

Complacency shown by the Organisation

see M - Work Organisation
see F - Safety Commitment of Managers

Organisational benefits from safe working

see M - Work Organisation
see J - Job Design

Organisational accountability for safety
Organisational Stress
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5.
THE COMPLIANCE QUESTIONNAIRE
(SHORTENED ‘HSEC’ VERSION)

5.1

Summary of Worksheets

Used For:
• Routine or single assessment of the underlying motives which increase the likelihood of
violations
• Periodic review of the effects of management changes
• A pro-active approach to improve compliance
Requirements
• Should only be applied to selected ‘generic rule sets’
• Can be applied to small or large work groups
• Responses need to be anonymous
• Administered directly to individuals or groups or as a postal questionnaire
Worksheets
• CQ-1 the Questionnaire
• CQ-2 collating results from independent questionnaires
• CQ-3 the Scoring Matrix
(this form is used separately for ‘total scores’, ‘full mark scores’, and number of ‘slightly
agree to strongly agree’ scores)
• CQ-4 Selecting the Management Strategy to Address Underlying Problems
• CQ-5 Bench Marking within the Offshore Industry (Reference Date 1998)
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5.2

Quick Glance

Form CQ-1
•
•
•
•
•
•

Management identify those generic rule sets which are critical to the safety of the installation and/or
those known, or suspected, as being violated
The questionnaire is amended to specify the generic rule set being addressed. This is shown in a
space at the top of the questionnaire
Questionnaires for each generic rule set are given to groups of the workforce with the instruction to
only consider those rules when completing the questionnaire
Questionnaires are preferably completed with the workgroup together in a room but they can be
sent to individuals and each asked to return the completed questionnaire in a provided envelope
People who are asked to complete the questionnaire must be told of the purpose of the survey and
given reassurances that the results are anonymous and that they should answer honestly
The response to each of the 31 questions are coded 0, 1, 3 or 6 to represent: ‘disagree’, ‘slightly
agree’, ‘agree’, ‘strongly agree’ respectively

Form CQ-2
•
•
•
•
•

The scores for each individual are transferred from Form CQ-1 to Form CQ-2
These results are processed in the following three ways:
The scores in each row are added and called the ‘Total Scores’ or ‘total’
The number of responses in each row which are either 1, 3 or 6 (but not 0) are added. These are
the responses which are likely to form motives for violation. They are called ‘Number of Entries’ or
‘entries’, irrespective of their strength
The number of responses in each row which are ‘6’ are added. These are the numbers of responses
which strongly agree on the presence of factors which are likely to lead to violation behaviour.
These and called ‘Number of 6’s’ or ‘Nos 6’

Form CQ -3
•
•
•
•

The ‘Total Scores’ are entered into the second column on Form CQ-3:1. For each row, these are
then entered into the blank sections on the matrix
The scores under each column (A to M) are then added
This exercise is repeated using a Form CQ-3:2, with the ‘Number of Entries’ scores and the scores
under each column obtained
This is again repeated using the ‘Number of 6’s’ scores on Form CQ-3:3
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Form CQ-4
•
•
•
•
•
•

These three sets of scores are divided by the number of respondents who completed that
questionnaire to obtain three sets of ‘average’ scores. This allows the results to be later compared
with those of other workgroups of different sizes
These 3 sets of average scores are transferred to Form CQ-4
The averaged ‘Total Scores’ are entered in column 3
The averaged ‘Number of Entries’ are entered in column 5
The averaged ‘Number of 6’s’ are entered in column 6
The averaged ‘Total Scores’ from column 3 are then divided by the number of opportunities on the
matrix for people to enter a score. For example, the matrix has 10 gaps under ‘A’. The ‘Total
Scores’ for ‘A’ are therefore divided by 10 to give the ‘Mean Score’. This score is entered into
column 4. For convenience, the numbers to be divided by are included in this Form for each row

Scoring
•

A scoring system is described to determine the priorities for management action. This initially
identifies those 13 management actions (A to M) which are in either the Priority or Secondary
group. A further process then allocates a High, Medium or Low Importance. Using both sets of
ratings, four management action categories are determined

•

Reference should then be made to the Management Guidelines in the main report for those selected
before an action strategy is finalised

Form CQ-5
•

This form shows the scores for the best and the worst 30% of the offshore industry. The results of
the ‘totals’ from Form CQ-4 are compared with those on Form CQ-5. Those scoring less than the
‘Industry Best 30%’ are identified. Management may only need to consider further initiatives as their
performance is generally good

•

Those scoring more than the ‘Industry Worst 30%’ should be considered as a high priority for
action
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CQ-1 Questionnaire for Offshore Industry
Please indicate the degree to which you agree with each of the
following statements in relation to the Rules & Procedures
concerning:
1

The rules do not always describe the best way of working

2

Supervision recognises that deviations from rules are unavoidable

3

Schedules seldom allow enough time to do the job according to the rules

4

There are some rules which would make the job less safe/efficient

5

I sometimes can’t get the equipment needed to work to the rules

6

Some rules are impossible or extremely difficult to apply

7

The rules are not written in a simple language

8

Some rules are very difficult to understand

9

There are no general guidelines to use when specific rules to not apply

10 I sometimes don’t know why I have to follow rules
11 Some rules do not need to be followed to get the job done safely
12 Some rules are only of value to protect management’s back
13 Sometimes conditions at the workplace stop me working to the rules
14 Infringements of rules occur all the time
15 There are incentives to ignore some rules
16 I can get the job done quicker by ignoring some rules
17 Deviations from rules are not always corrected by a supervisor
18 Management sometimes pressure people to break rules
19 The workforce sometimes pressure people to break rules
20 Staff shortages sometimes result in rules being broken to get the job
done
21 There is no efficient procedure to monitor that rules are kept to
22 Supervisors seldom discipline workers who break rules
23 It is unlikely that somebody would be detected if they broke the rules
24 There are financial rewards to be gained from breaking the rules
25 I am sometimes tempted to do work that is not my responsibility
26 Deviating from some rules demonstrates knowledge of the job
27 I sometimes have difficulty getting hold of written rules and procedures
28 I sometimes come across a rule I did not know about
29 I have rules for tasks I will never have to do
30 I often come across situations with which I am unfamiliar
31 I sometimes fail to fully understand which rules to apply

Thank you for completing the questionnaire
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Disagree

Slightly
Agree

Agree

Strongly
Agree

COLLATION OF RESULTS FROM ALL QUESTIONNAIRES - USING FORM CQ-2
The scoring system is the same as that used in the original HFRG report.
Entries showing ‘Disagree’
Entries showing ‘Slightly Agree’
Entries showing ‘Agree’
Entries showing ‘Strongly Agree’

are given a score of 0
are given a score of 1
are given a score of 3
are given a score of 6

These scores are then transferred onto CQ-2. This is used to collate the score for all the respondents.
Where necessary additional forms may be needed if the numbers of respondents exceed 20. These
results are processed in the following way:
1

The scores in each row are added and the result added in the column called ‘total’

2

The number of responses in each row which are either 1, 3 or 6 (but not 0) are added. These
are the responses which are likely to form motives for violation. They are the ‘Number of
Entries’- irrespective of the strength of agreement. This score is added in the column called
‘entries’

3

The number of responses in each row which are ‘6’ are added. These are the numbers of
responses which strongly agree on the presence of factors which are likely to lead to violation
behaviour. This score is added in the column called ‘Nos 6’

ANALYSIS OF RESULTS - USING FORM CQ-3 (1 to 3)
4

The ‘Total Scores’ are entered into the second column on Form CQ-3:1. For each row, these
are then entered into the blank sections on the matrix

5

The scores under each column (A to M) are then added

6

This exercise is repeated using a Form CQ-3:2, with the ‘entries’ scores and the scores under
each column obtained

7

This is again repeated using the ‘Nos 6’ scores on Form CQ-3:3

8

Each Form produces a score for each of the management action areas A to M. These scores
are later used to select the most appropriate management action - see
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28

Supervision recognises that
deviations from rules are
unavoidable

Schedules seldom allow enough time
to do the job according to the rules

There are some rules which would
make the job less safe/efficient

I sometimes can’t get the equipment
needed to work to the rules

Some rules are impossible or
extremely difficult to apply

The rules are not written in a simple
language

Some rules are very difficult to
understand

There are no general guidelines to
use when specific rules to not apply

2

3

4

5

6

7

8

9

17 Deviations from rules are not always
corrected by a supervisor

16 I can get the job done quicker by
ignoring some rules

15 There are incentives to ignore some
rules

14 Infringements of rules occur all the
time

13 Sometimes conditions stop me
working to the rules

12 Some rules are only of value to
protect management’s back

11 Some rules do not need to be
followed to get the job done safely

10 I sometimes don’t know why I have
to follow rules

The rules do not always describe the
best way of working

1

COLLATION OF RESULTS

CQ-2 Scoring

1

2

3
4

5

6
7

8

9
10

11

12

13
14

15
16

17

18

19
20

total
entries

Nos 6
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31 I sometimes fail to fully understand
which rules to apply

30 I often come across situations with
which I am unfamiliar

29 I have rules for tasks I will never
have to do

28 I sometimes come across a rule I did
not know about

27 I sometimes have difficulty
obtaining written rules and
procedures

26 Deviating from some rules
demonstrates knowledge of the job

25 I am sometimes tempted to do work
that is not my responsibility

24 There are financial rewards to be
gained from breaking the rules

23 It is unlikely that somebody would
be detected if they broke the rules

22 Supervisors seldom discipline
workers who break rules

21 There is no efficient procedure to
monitor that rules are kept to

20 Staff shortages sometimes cause
rules to be broken to get job done

19 The workforce sometimes pressure
people to break rules

18 Management sometimes pressure
people to break rules

COLLATION OF RESULTS

1

2

3

4

5
6
7

8

9

10

11

12

13

14
15

16
17
18

19

20

total
entries

Nos 6

CQ-3 (1 of 3) Scoring Matrix - Total Scores or ‘totals’
SCORING MATRIX

score

1

The rules do not always describe the best way of working

2

Supervision recognises that deviations from rules are unavoidable

3

Schedules seldom allow enough time to do the job according to the
rules

4

There are some rules which would make the job less safe/efficient

5

I sometimes can’t get the equipment needed to work to the rules

6

Some rules are impossible or extremely difficult to apply

7

The rules are not written in a simple language

8

Some rules are very difficult to understand

9

There are no general guidelines to use when specific rules to not apply

10 I sometimes don’t know why I have to follow rules
11 Some rules do not need to be followed to get the job done safely
12 Some rules are only of value to protect management’s back
13 Sometimes conditions at the workplace stop me working to the rules
14 Infringements of rules occur all the time
15 There are incentives to ignore some rules
16 I can get the job done quicker by ignoring some rules
17 Deviations from rules are not always corrected by a supervisor
18 Management sometimes pressure people to break rules
19 The workforce sometimes pressure people to break rules
20 Staff shortages sometimes cause rules to be broken to get job done
21 There is no efficient procedure to monitor that rules are kept to
22 Supervisors seldom discipline workers who break rules
23 It is unlikely that somebody would be detected if they broke the rules
24 There are financial rewards to be gained from breaking the rules
25 I am sometimes tempted to do work that is not my responsibility
26 Deviating from some rules demonstrates knowledge of the job
27 I sometimes have difficulty obtaining written rules and procedures
28 I sometimes come across a rule I did not know about
29 I have rules for tasks I will never have to do
30 I often come across situations with which I am unfamiliar
31 I sometimes fail to fully understand which rules to apply
SCORES: ‘TOTALS’
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A B C D E F

G H I

J

K L M

CQ-3

(2 of 3) Scoring Matrix

Number of Entries or ‘entries’

SCORING MATRIX

score

1

The rules do not always describe the best way of working

2

Supervision recognises that deviations from rules are unavoidable

3

Schedules seldom allow enough time to do the job according to the
rules

4

There are some rules which would make the job less safe/efficient

5

I sometimes can’t get the equipment needed to work to the rules

6

Some rules are impossible or extremely difficult to apply

7

The rules are not written in a simple language

8

Some rules are very difficult to understand

9

There are no general guidelines to use when specific rules to not
apply

A B C D E F G H I

J

K L M

10 I sometimes don’t know why I have to follow rules
11 Some rules do not need to be followed to get the job done safely
12 Some rules are only of value to protect management’s back
13 Sometimes conditions at the workplace stop me working to the rules
14 Infringements of rules occur all the time
15 There are incentives to ignore some rules
16 I can get the job done quicker by ignoring some rules
17 Deviations from rules are not always corrected by a supervisor
18 Management sometimes pressure people to break rules
19 The workforce sometimes pressure people to break rules
20 Staff shortages sometimes cause rules to be broken to get job done
21 There is no efficient procedure to monitor that rules are kept to
22 Supervisors seldom discipline workers who break rules
23 It is unlikely that somebody would be detected if they broke the rules
24 There are financial rewards to be gained from breaking the rules
25 I am sometimes tempted to do work that is not my responsibility
26 Deviating from some rules demonstrates knowledge of the job
27 I sometimes have difficulty obtaining written rules and procedures
28 I sometimes come across a rule I did not know about
29 I have rules for tasks I will never have to do
30 I often come across situations with which I am unfamiliar

31 I sometimes fail to fully understand which rules to apply
SCORES Number of Entries
AB C D E F G H I J K L M
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CQ-3 (3 of 3) Scoring Matrix

Numbers of Full Mark Scores (6’s) or ‘Nos 6’

SCORING MATRIX

score

1

The rules do not always describe the best way of working

2

Supervision recognises that deviations from rules are unavoidable

3

Schedules seldom allow enough time to do the job according to the
rules

4

There are some rules which would make the job less safe/efficient

5

I sometimes can’t get the equipment needed to work to the rules

6

Some rules are impossible or extremely difficult to apply

7

The rules are not written in a simple language

8

Some rules are very difficult to understand

9

There are no general guidelines to use when specific rules to not
apply

A B C D E F G H I

J

K L M

A B

J

K L M

10 I sometimes don’t know why I have to follow rules
11 Some rules do not need to be followed to get the job done safely
12 Some rules are only of value to protect management’s back
13 Sometimes conditions at the workplace stop me working to the rules
14 Infringements of rules occur all the time
15 There are incentives to ignore some rules
16 I can get the job done quicker by ignoring some rules
17 Deviations from rules are not always corrected by a supervisor
18 Management sometimes pressure people to break rules
19 The workforce sometimes pressure people to break rules
20 Staff shortages sometimes cause rules to be broken to get job done
21 There is no efficient procedure to monitor that rules are kept to
22 Supervisors seldom discipline workers who break rules
23 It is unlikely that somebody would be detected if they broke the rules
24 There are financial rewards to be gained from breaking the rules
25 I am sometimes tempted to do work that is not my responsibility
26 Deviating from some rules demonstrates knowledge of the job
27 I sometimes have difficulty obtaining written rules and procedures
28 I sometimes come across a rule I did not know about
29 I have rules for tasks I will never have to do
30 I often come across situations with which I am unfamiliar
31 I sometimes fail to fully understand which rules to apply
SCORES: Numbers of Full Mark Scores (6’s)
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C D E F G H I

SELECTING THE SOLUTION AVENUES - USING FORM CQ-4
Forms CQ-3 (1 to 3) have produced three sets of scores for management actions ‘A to M’. The
magnitude of these scores will reflect the number of people completing the questionnaire. There are,
however, benefits using the average scores for each work groups as this allows comparisons to be
made between work groups at other locations in the Company, and where available, between the
workforce in other offshore companies or even in other industries.
It is therefore recommended that these three sets of scores are divided by the number of respondents to
obtain the average. The average results are then transferred to Form CQ-4.
Four scores are used:
Total Score

the average of the sum of scores in each column (A to M) is transferred
from Form CQ-3 (1) to column 3 of Form CQ-4, headed ‘Totals’

Mean Score

the averaged ‘total’ scores in column 3 are then divided by number of
squares in that column in the matrix in Form CQ-3: for convenience these
numbers are shown in each cell. For example, the ‘total’ score for row
‘B’ is divided by 6 and the resulting ‘mean’ is entered in column 4 of
Form CQ-4.

Number of Entries

the average of the number of squares with 1, 3 or 6 entries in each
column (A to M) is transferred from Form CQ-3 (2) to column 5 of
Form CQ-4 headed ‘Entries’

Number of Full Scores

the average of the number of squares with scores of 6 in each column
(A to M) is transferred from Form CQ-3 (3) to column 6 of Form CQ-4
headed ‘Nos 6'.
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CQ-4 SELECTION OF MANAGEMENT ACTION
Management Action Area
A

Totals

Means #

Entries

Nos
6

Selection

Rules & Procedures Aims & Objectives
(?10)

B

Rules & Procedures Application
(?6)

C

Training Rules & Procedures
(?8)

D

Training Hazards & Risks
(?11)

E

Safety Commitment Workforce
(?6)

F

Safety Commitment Management
(?10)

G

Supervision Monitoring & Detection
(?7)

H

Supervision Style
(?7)

I

Plant & Equipment Design
(?8)

J

Job Design
(?6)

K

Work Conditions
(?6)

L

Logistic Support
(?6)

M

Organisation
(?6)

# (It will be apparent that the matrices in Forms CQ-3 provide different numbers of cells for scoring
solution types A to M. For example, under column A there are 10 boxes in which scores can be
added. For column B, however, there are only 6. This is intentional. The second column in Form
CQ-4 addresses this imbalance. The ‘Means’ are the ‘Totals’ divided by the number of entry cells
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in the matrix under that solution area - i.e. the average scores for each entry. For convenience, the
numbers of cells are shown in brackets in this column)
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SELECTION OF SOLUTION AVENUES
For each of the four scoring methods the highest 3 scores are highlighted.
In unusual circumstances (* see below) the following modifications can be made:
• where there is a large gap between the highest 1 or 2 scores and the next highest score, the next
highest scores can be ignored
• where there is a very small difference between the 3rd and the 4th, 5th or 6th then these additional
scores can be included up to a maximum of 3 additional solution areas. These further entries should
be shown in brackets

Determining the Priority for Management actions
This is determined from the combination of two scores. The first is a ‘Priority’/’Secondary’ score. The
second is a ‘High’/’Medium’/’Low’ Importance score.
Priority/Secondary
•

‘Priority’ is allocated to those Management Action Areas (A to M) with both ‘Total’ scores
and ‘Means’ being indicated in the top 3 scores (but see also * above)

•

‘Secondary’ is allocated to those Management Action Areas with either ‘Total’ scores or
‘Means’ being indicated in the top 3 scores (but see also * above)

‘High’/’Medium’/’Low’ Importance
For each of these a further ‘High’, ‘Medium’ and ‘Low’ level of Importance is also allocated.
•

A High Importance is allocated where both the ‘Full Mark’ scores (ie 6’s) and ‘Number of
Entries’ are in the top 3 scores (but see also * above).

•

A Medium is allocated where either of these scores are in the top 3 scores (but see also *
above).

•

A Low is allocated where neither is in the top 3 scores.

The resulting combination of priority/secondary and three levels of importance produces a combination
of six levels of action. This is simplified to four levels of action using the following table.
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Table 1

Allocation of Management Action Priority

Management Action Priority One

‘Priority’- High Importance
‘Priority’- Medium Importance

Management Action Priority Two

‘Priority’- Low Importance
‘Secondary’- High Importance

Management Action Priority Three

‘Secondary’ - Medium Importance

No Action

‘Secondary’ - Low Importance

Once the Management Action Areas have been identified as requiring further consideration, the
assessor should refer to the Guidelines in Appendix 2 of the main report for assistance in the
development of the final action plan.
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DETERMINING THE URGENCY FOR ACTION
This analysis will always identify the top management actions for consideration. However, it is
recognised that an Industry with an excellent safety record may not need to do more than consider these
findings whereas an Industry with a poor safety record should proceed with some urgency to introduce
changes to improve its accident record.
Bench marks from a sample of off-shore platforms could be used to indicate those which lie within the
‘best 30%’ and those which lie within the ‘worst 30%’ of the Offshore Industry. Actions may not be
needed where the score are within the best 30% for the Industry. Over time, these bench marks would
need to be reviewed.
A summary of the results of the 'total' scores for the 'best' and 'worst' 30% are shown in CQ-5 below.

CQ-5 Industry Comparisons of Compliance Questionnaire Indicators for ‘Totals’ scores
Best 30%
scored the following or
better

Worst 30%
scored the following or
worse

Rules & Procedures - Aims & Objectives

11

14

Rules & Procedures - Application

6

10

Training - Rules & Procedures

8

12

Training - Hazards & Risks

10

16

Safety Commitment - Workforce

5

8

Safety Commitment - Management

8

18

Supervision - Monitoring & Detection

5

13

Supervision - Style

4

10

Plant & Equip Design

9

15

Job Design

5

8

Working Conditions

7

11

Logistic Support

7

12

Work Organisation

4

10

Scores less than the ‘best’ may need no urgent action.
Scores greater or equal to the ‘worst’ should be addressed with some urgency
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6.
6.1

CHECKLIST FOR LEVEL TWO TOOLS
Introduction to Level Two Tools
In most situations, the application of the appropriate 'Level 1' technique will provide sufficient
information for a manager to identify the area(s) where initiatives are needed. It is recognised
that in some situations additional information will be needed. 'Level 2' techniques have therefore
been developed for such circumstances.
In order to ensure the assessor has sufficient information to develop an effective intervention
plan, it is recommended that assessors consider the following checklist before introducing new
health and safety initiatives.
Should the checklist prompts identify issues where the assessor is unsure then consideration
should be given to running the specified 'Level Two' questionnaire tools. These ‘Level Two’
tools are more focussed than the Level One tools and have been developed specifically to
support those issues which previous studies have shown to be most problematical for the
offshore industries. The objectives of each of the questionnaire modules is summarised below:
Questionnaire Module 1

Level of Non-Compliance Review

To better establish or confirm the likely extent of any rule violation problem in a sample of the
workforce and for a specified generic set of rules and procedures
Questionnaire Module 2

Rules & Procedures Review

To examine the extent of the identified problem of rules being irrelevant, inaccurate, impractical
or out of date and to establish whether this is a general problem or a problem with specific rule
sets
Questionnaire Module 3

Training Review - for Rules & Procedures

To identify deficiencies with the relevance and content of the ‘classroom’ training and with
working practices that do not allow sufficient opportunity to practice the skills which were
previously taught
Questionnaire Module 4

Training - for Hazard Awareness & Risk Perception

To determine any significant misunderstanding of the nature of the hazards and risks within the
offshore industry by identifying any consistent under reporting of hazard awareness or
perceptions of risk by individuals or work groups.
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Questionnaire Module 5 Management Safety Commitment Review
To determine how the workforce ‘see’ management’s commitment to safety and whether any
problems are purely perceptions or based on tangible behaviours of managers
Questionnaire Module 6

Supervisor Effectiveness Review

To determine whether actions are needed to address problems, which are inherent in the system
of supervision or directed to improving the effectiveness of a small number of individual
supervisors
Questionnaire Module 7

Plant & Equipment Design Review

To identify source of poor design in terms of: the design of individual units and their installation;
new and modified equipment; and the effects of wear and tear
The actual Level Two questionnaires, along with instructions for their use and interpretation are
available under separate covers in ‘Supplementary Report 2’.
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6.2

Checklist for Level 2 Tools
Level of Non-Compliance
• is non-compliance wide spread?
• is non-compliance restricted to a small number of rules & procedures/activities?
• is non-compliance restricted to a small number of individuals?
Unsure? see Module 1
Rules & Procedures - Aims & Objectives + Application
• do the problems relate to most, or only a few specific rules & procedures?
• which specific rules are problematical?
• what are the specific problem issues (eg impractical or inaccurate)?
• do the difficulties only arise in certain situations or all the time?
Unsure? see Module 2
Training - Rules & Procedures
• are problems with ‘classroom training’ or subsequent loss of skills/knowledge?
• are problems the result of lack of relevance or omissions of key issues?
• did training provide sufficient understanding of the key issues?
• are problems the result of poor delivery of training material?
• was there sufficient practice opportunity to maintain skills?
• are subsequent skill loss the result of poor job aids/support?
Unsure? see Module 3
Training - Hazard Awareness & Risks Perception
• are risk perceptions problems widespread or only for a few individuals/work groups?
• are problems restricted to certain hazards or for most/many?
Unsure? see Module 4
Workforce’s Perception of the Safety Commitment of Management
• are any adverse views purely subjective or based on hard evidence?
• have managers an accurate understanding of what really goes on?
• are problems restricted to a few managers or ‘management’?
Unsure? see Module 5
Supervision - Monitoring & Detection
• are problems directed to a few supervisors only?
• are problems the result of an inability or an unwillingness to take action?
• are problems widespread as a result of general organisational failings?
Unsure? see Module 6
Plant & Equip Design
• are problems a result of the design of individual pieces of equipment?
• are problems a result of the installation of otherwise well designed plant?
• are problems only with worn out or modified equipment?
• are problems related to the operation and/or maintenance of the equipment?
Unsure? see Module 7
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Techniques for addressing rule
violations in the offshore industries
Supplementary report 2:
Quick reference guide to Level 2 tools
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SUMMARY
This report contains questionnaires, worksheets and analysis methods for seven
modules (termed Level Two tools). These supplement the three Level One tools
described in the main report and presented as a quick reference guide in
Supplementary Report 1.
In a small number of cases, the Level One tools will not provide sufficient
information for management to be confident over the effectiveness of new initiatives
to reduce rule violations. In these instances, appropriate ‘Level Two’ modules are
selected to gain further insight into the nature of specific problem areas. These
questionnaires are described in this document along with basic guidelines for
interpreting the results.
Each questionnaire module is described in terms of its objectives, application and
interpretation of results. Worked examples are used to help explain each module. The
blank questionnaires, and where necessary the analysis sheets, are provided in the
Appendix. These forms can be freely copied.
Although these modules have been specifically developed for use with the three Level
One techniques (Incident Analysis, Violation Motive Audit or Compliance
Questionnaire), they can also be used to investigate known key issues, perhaps those
identified by the HSE’s Safety Climate Tool.
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1

SELECTION OF LEVEL TWO MODULES

Assessors using the Level One tools are first asked to consider the questions in
the following Table. This will help determine whether they have sufficient
information to develop and introduce initiatives which they feel confident will address
the underlying root causes of a non-compliance problem. Where this process
identifies areas requiring further information, the assessor is then directed to one of
the seven Level Two modules which have been developed to specifically address
those issues.
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CHECKLIST FOR LEVEL 2 TOOLS
Level of Non-Compliance
•
is non-compliance wide spread?
•
is non-compliance restricted to a small number of rules & procedures/activities?
•
is non-compliance restricted to a small number of individuals?
Unsure? see Module 1 - page 3
Rules & Procedures - Aims & Objectives + Application
•
do the problems relate to most, or only a few specific rules & procedures?
•
which specific rules cause problems?
•
what are the specific caus es of the problems (eg impractical or inaccurate
rules)?
•
do the difficulties only arise in certain situations or all/most the time?
Unsure? see Module 2 - page 7
Training - Rules & Procedures
•
are problems the result of poor ‘classroom training’?
•
where problems the result of lack of relevance or omissions of key issues?
•
did training provide sufficient understanding of the key issues?
•
where problems the result of poor delivery of training material?
•
are problems the result of people subsequently losing their skills/knowledge?
•
was there sufficient practice opportunity?
•
where subsequent skill loss the result of poor job aids/support?
Unsure? see Module 3 - page 12
Training - Hazards & Risks
•
are the problems widespread or directed only to a few individuals/work groups?
•
are problems restricted to certain hazards or for most/many?
Unsure? see Module 4 - page 16
Safety Commitment - Management
•
are negative views of the workforce subjective or based on hard evidence?
•
have managers an accurate understanding of what really goes on?
•
are problems restricted to a few managers or most of ‘management’?
Unsure? see Module 5 - page 24
Supervision - Monitoring & Detection
•
are problems restricted to a few supervisors with most being effective?
•
are problems the result of their inability or unwillingness to take action?
•
are problems a result of general organisational failings?
Unsure? see Module 6 - page 28
Plant & Equipment Design
• are problems a result of the design of individual pieces of equipment?
• are problems a result of the installation of otherwise well designed plant?
• are problems only with worn out or modified equipment?
• are problems related to the operation and/or maintenance of the equipment?
Unsure? see Module 7 - page 33
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2

MODULE 1 - LEVEL OF NON-COMPLIANCE REVIEW

2.1

Objectives of Module 1
To better establish or confirm the likely extent of a rule violation problem in a
sample of the workforce and for a specified generic set of rules and procedures
Management may not be fully aware of the extent of a violation
problem. Firstly, such behaviour would rarely occur in front of them.
Secondly, the extent of violations may not be conveyed to them from
line management and supervisors for a variety of reasons. This module
provides an independent indication of the likely extent of the problem.

2.2

Instructions for Application
There are two modules which can be used depending upon whether the Level
One tool indicates a general problem associated with ‘Training in Hazard
Awareness and Risk Perception’.
Where this issue is NOT identified, the selected tool needs to focus on aspects
of the rules and procedures themselves to better identify underlying factors
which could increase violations. A simplified questionnaire is used. This
questionnaire (Form M1 - shown below) seeks a representative sample of the
workgroup to indicate the degree to which they know, or think, that certain
rules and procedures are not followed. Multiple entries are possible.
Where this IS identified then it is recommended that Module 4 is applied. This
focusses more deeply on hazard awareness, risk perception and the perceived
benefits from violating a selection of offshore rules and procedures. This
module is comprised of a series of detailed questionnaires which give
information on the degree of compliance with a number of specific rule sets.
The information contained in the questionnaire used in Module 1 is taken from
the HSE Offshore Accident and Incident Statistics Report for 1995 (report OTO 96 950). Other incidents can be added as necessary.

3

4

Accidents using tools and machinery
Injuries as a result of exposure to substances
Electrocution accidents
Accidents when mooring
Others:

Falling object accidents
Accidents handling goods/materials
Mechanical lifting/cranes accidents

How often do you think, or know, that
safety rules intended to prevent the
following incidents are broken?
Loss of containment
Fire/explosion
Air transport accidents
Sea transport accidents
Slip/Trip/Falling accidents

Module 1: Level of Non-Compliance

ü

ü

ü

ü

I am not
aware of any
rules

Some rules are
regularly
broken

ü

ü

ü
ü

Some rules are
occasionally
broken

ü

ü
ü

Rules are always
followed

ü

I’m not sure

2.3

Interpretation of Results
The results from a sample of the workforce are analysed to determine the
percentage of those indicating that each set of rules and procedures is
‘regularly’ broken and the percentage indicating that the rule set is
‘occasionally’ broken.
Where there are a large number of rule sets regularly broken (eg more than
about ? ) then the analyst can conclude:

•

there is likely to be a general poor safety culture in the organisation with an
overall general disregard to following rules

•

there may be a general problem with the safety commitment of management the application of Module 5 should be considered

•

there may be a general problem with the effectiveness of the supervisor - the
application of Modules 6 should be considered

•

it is unlikely that there is a major general problem with the practicality of most
of the rules, however, Module 2 could also be considered.

Where only a few rule sets are regularly broken then it is more likely that:
•

there are genuine real (or perceived) difficulties in working to this small number
of rules - Module 2 can be considered. The practical difficulties can also be
identified and discussed with the workforce

•

where appropriate, the rules need to be amended, or further resources made
available, to overcome any difficulties that are identified

Where there are no rules sets regularly broken it is likely that:
•

there are no overall deficiencies in the safety culture, supervision or the rules
sets themselves.

Depending on the number of rule sets occasionally broken:
•

a small number of rules sets may not have been sufficiently thought through to
address all situations

•

an inability to plan for unusual events may result in some resources not being
made available with improvisation becoming necessary to get the job done

•

there may also be some confusion over which rules apply in certain
circumstances. Training may need to better address how to cope in unusual
situations.
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•

problems may be restricted to only a small number of the workforce. Where
these people cannot readily be identified then Module 4 should be considered.
The results would highlight those individuals with significant differences in their
perceptions of risk and willingness to deviate from rules.

6

3

MODULE 2 - RULES & PROCEDURES REVIEW - AIMS & OBJECTIVES

3.1

Objectives of Module 2
To examine the extent of rules being irrelevant, inaccurate, impractical or out of
date and to establish whether this is a general problem or a problem with
specific rule sets.

3.2

Instructions for Application
The module consists of a questionnaire with 16 general hazards. These can be
added to or removed to focus on the model on the needs of a particular work
group. Ideally this questionnaire requires respondents to be named to enable
feedback to be directed to each individual. However, useful information can still
be derived if the questionnaires identify only the job title or even if they are
anonymous.
The questionnaire is intended to address all the key generic rules and procedures
to control the risks associated with their job. Respondents are asked select from
a list of six responses those which best describe their attitudes towards a list of
general safety rules and procedures which are intended to control a list of
hazards. They can tick as many boxes as required for each specific hazard. For
example, in relation to the rules and procedures associated with the use of
protective equipment, the respondent may tick the boxes ‘impractical’ and
‘some not really needed’.
An example of a completed two page questionnaire is shown below:
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8
ü

ü

Sea transport

Others

Maintaining safety systems

ü

ü

Helicopter transport

Electrical safety

ü

ü

ü

ü

ü

ü

I have no problems
working to these
rules

Restricted access on platforms

Manual handling of loads

Mustering

Slipping/Tripping/Falling

Housekeeping standards

ü

Safe working at height

ü

ü

ü

ü

These rules do not
apply to me

Falling objects

Fire/Explosion

Loss of containment

Reporting of leakages

Exposure to substances

Use of protective equipment

I am not aware of
any rules

ü

ü

Some rules are
impractical

Some are
inaccurate or outof-date

ü

ü

ü

ü

ü

Some rules are not
really needed

Which describes the safety rules and procedures concerning the following safety issues? (Tick as many as required)

GENERAL SAFETY RULES &
PROCEDURES CONCERNING:

M2

Name/Job Title: ___________________________________
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“

“

4

5

“

5

left blank by respondent

3

“

I don’t think we need to put our survival kit on when we only leave the accommodation area for a brief period

2

4

I don’t think we need as many mustering drills

1

Rules and procedures I think are not needed:

“

left blank by respondent

2

3

Having to wear survival undergarments when travelling in a helicopter is very hot and uncomfortable

1

Difficulties with the following specific rules/procedures:

Please list below any specific rule/procedures that you have especial difficulty with or which you do not think are needed.

Continued

3.3

Interpretation of Results

3.2.1

Step One

Identify those people who are not aware of any rules or procedure which
address each hazard. This may show a failure of the:

3.2.2

•

training to include those rules and procedures or even to address those
general safety issues

•

training to convey the reasons why certain rules and procedures have
been introduced (where the rules had be described)

•

‘system’ to ensure people attend relevant initial or refresher training
courses

Step Two

Identify those people who (for the reasons given below) indicate that they do
not consider that certain rules apply to them. This may be justified where
hazards had not been removed from the questionnaire which were not relevant
to their jobs. However, where it was expected that people should agree that
rules do apply to them, then such a response could indicate:
•

confusion over the responsibilities and authorities of these job holders.
They may agree that certain rules would apply to them had they a
clearer picture of their responsibilities. Management should review the
roles, responsibilities and authorities of different job holders and
ensure there can be no confusion on these issues. Once these issues
have been clarified they need to be effectively communicated to the
workforce
•

3.2.3

confusion over the content of the rules and procedures with some
people only being aware of part of them. Where this is found,
managers should seek clarification from them as to which rules they
are aware of and the content of those they remember. The output of
such discussions will identify the source of the problem and provid e a
training needs description for further training courses

Step Three

Ideally respondents should indicate they have no problems working to each of
the rules. However, where this is not the case then respondents will have
indicated the nature of the problem using one or more of the last three
columns.
It is recommended that managers collate these responses and use the results in
meetings with groups of the workforce to establish the reasons for their views
in greater detail. The discussions can also focus on the additional information
on the specific rules and procedures which create the most difficulties and also
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those which are not thought to be needed. Following such meetings,
managers will be in a good position to decide whether or not certain rules and
procedures need to be reviewed.
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4

MODULE 3 - TRAINING IN RULES & PROCEDURES

4.1

Objectives of the Module
To identify deficiencies with respect to: the relevance and content of the
‘classroom’ training; and working practices which do not allow sufficient
subsequent opportunity to practice the skills.

4.2

Instructions for Application
The questionnaire can be applied to a single training course or to a series of
recent training courses which all respondents would have attended. In most
situations the latter type of application would be the most appropriate.
The module consists of a questionnaire with 15 statements. Respondents are
simply asked to indicate the degree of agreement or disagreement with each.
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Module 3

Training Review 1

Name ________________________
Please answer the following:
I HAVE/HAVE NOT received training relevant to my job (delete as appropriate).
If you have received training then please indicate the extent to which you agree or
disagree with the following statements:
Strongly
Disagree
1

Some of what I was taught was impractical

2

My training did not cover all the areas
which are important to the job

3

Training focussed on what to do rather than
why I should do it

4

The consequences of not sticking to the
rules was not made clear

5

My training did not cover the real causes
behind most accidents

6

Much of the training I received was not
relevant to my real needs

7

The training did not completely follow the
practices adopted at my workplace

8

The training was too basic

9

I have forgotten most of what was taught

10

I have had insufficient opportunity to
practice the skills I learnt

11

The training handout material was poor or
non-existent

12

I did not fully understand the reasons behind
most of what was being taught

13

The training courses were poorly presented

14

I thought the trainers were not fully
experienced in the subjects being taught
My safety training was really a waste of
time

15

13

Disagree

Not Sure

Agree

Strongly
Agree

4.3

Interpretation of Results
The results are looked at in order of:

4.3.1

Whether there was sufficient training in all important issues

(i)

Where there is general agreement with Q-2
A review of the training is needed to ensure that training address all
important issues.

(ii)

Where there is general agreement on Q-3, Q-4 and/or Q-5
Training appears restricted to instruction as opposed to delivering a
deeper understanding of the risk factors and the importance of adhering
to the rules and procedures that have been introduced to control the
risks. Training should be extend to address these important issues.

4.3.2

Whether some/all of the training given was inappropriate

(i)

Where there is general agreement with Q-6 and Q-7
Training appears to include a large amount of information which is not
relevant to the needs of the individual job holder. Where a number of
work groups attend a single training course, there is a risk that any
differences in work methods or equipment used by some groups would
not be fully represented on the training course. Where this cannot be
overcome then the training remit should extend from the classroom to
the real world with trainers/observers/supervisors given the clear remit
to ensure the skills have transferred fully to all non-standard equipment
or work methods.

(ii)

4.3.3

Where there is general agreement with Q-8
The training courses are either simply too basic for the knowledge and
skills required for normal events or insufficiently comprehensive to
fully equip trainees for dealing with unusual events or circumstances.
A review of the training content is required.

The practicality of the training received

(i)

Where there is general agreement with Q-1

There is likely benefit in conducting a general review of the training needs of this
group and verify that those match the aims and objectives of the training courses.
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4.3.4

Whether the training had lasting effectiveness

(i)

Where there is general agreement with Q-9, and Q-10
Although the initial training may have been sufficient, the workforce
have generally forgotten key skills and information. This could be
purely as a result of extended periods with no opportunity to practice
(Q-10). If there is agreement on Q-9, but not Q 10, then clearly other
factors need to be considered. It may also have been as a result of poor
quality of job aids or other handouts from the training courses (look for
general agreement on Q-11).

(ii)

Where there is general agreement with Q-12 and Q-13
Such responses show that much of the training was never fully
understood initially. This raises the importance of testing
understanding at the end of each course. It is stressed that this is much
more than the usual simple tests of short-term memory.

(iii)

Where there is general agreement with Q-14 and Q-15
This response shows that although the training may have been
understood and remembered, the workforce have essentially rejected
the contents. One cause is that experienced people may not consider a
trainers contribution as having any value if they are perceived as
having less experience than the trainees (Q-14). An agreement with
Q-15 but not Q-14 suggests that there are other causes which need to be
determined.
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5

MODULE 4 - TRAINING IN HAZARD AWARENESS & RISK
PERCEPTION (HARP)

5.1

Objectives of Module 4
To determine any significant misunderstanding of the nature of the hazards
and risks within the offshore industry by identifying any consistent under
reporting of hazard awareness or perceptions of risk by individuals or work
groups.

5.2

Background
This module is based on the application of a number of questionnaires, each
describing a realistic work situation and the circumstances leading to a
hypothetical operator breaking a rule and causing an incident. Respondents
answer a number of ‘sub-questions’ on each questionnaire to determine factors
such as their perception of the likelihood of that behaviour leading to an
incident and the likely severity of the injury/damage. The perceived benefits,
both to themselves and to the company, are also determined.
The output of these ‘HARP’ questionnaires provides useful information to
training and safety specialists alike. Training courses can be reviewed to
specifically address any misperceptions of hazard awareness and risk
perceptions. Safety can be improved by drawing the attention of supervisors to
specific violations and to the general circumstances which makes rule
violations more likely.
Work scenarios have been developed to address a wide range of general risk
categories:
H**
H
M
L

very high risks with potential for multiple fatalities
high risks with the potential for serious injury or fatality
medium risk with the potential for lost time or serious injury
low risk with the potential for mainly minor injury

They have also been developed to address the likely regularity of occurrence:
F
R

Frequently occurring violations (known or suspected)
Rarely occurring violations

Where possible they have also been developed to reflect the likely source of
the motive (or pressure) to break a rule:
M1
M2
M3

violations likely influenced by the individual
violations likely influenced by peer pressure
violations likely influenced by management pressure

A sample of 22 HARP scenarios have been produced for use in this Module. Others
can be developed where necessary if they following the basic structure outline below:
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Each scenario consists of a statement containing: a situation (S), an
unsafe/unapproved behaviour (B) and a resulting consequence (C). A number of
questions are then asked about each scenario. These can be summarised as:
a

How often does S occur?
(termed: LS - likelihood of the situation)

b

How often do other people adopt B?
(termed: pvO - probability of others violating)

c

How often do you adopt B?
(termed: pvS - probability of self violating)

d

How likely is it that people doing B would be detected?
(termed: D - probability of detection)

e

What are the likely benefits to the workforce from doing B?
(termed: Bs - benefits to self)

f

What are the likely benefits to the Company from doing B?
(termed: Bc - benefits to company)

g

How often would this practice lead to an accident/injury?
(termed: pA - probability of accident)

h

How serious would the likely consequences be of an incidence following B?
(termed: S - severity of health and safety consequences of accident)

It is important that staff are only asked to complete questions where the work reflect
the circumstances and behaviour which relate to their own job. Only HARP scenarios
relevant to a specific workgroup should be applied. The scenarios have been selected
for the following workgroups:
Key

Job Category

A
B
C
D
M’grs

Maintenance Staff
Drillers
Construction & Commissioning
Materials Transport & Crane Operators
Management

The selected HARP scenarios for each Job Category reflect a balance of:
•

the four categories of risk (H** H M L)

•

examples of rare and frequent violations (these are sometimes called situational
and exceptional violations (R) and routine violations (F))
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•

violations likely influenced by the individual (M1) and violations likely
influenced by peer (M2) or management (M3) pressure.

5.3

Instructions for Application
A maximum of ten scenarios is normally recommended to be included in any
questionnaire package although further questionnaires could be issued on
another occasion to the same workgroup.
Table 1 shows the selected scenarios for each of the job categories.

Table 1

Selected HARP Scenarios

Work Group

use HARP Scenarios:

Maintenance Workers

2, 5, 7, 8, 9, 11, 12, 13, 14, 19

Drillers

1, 3, 10, 11, 12, 13, 14, 15, 19, 21

Construction Workers

3, 4, 5, 7, 8, 11, 12, 13, 14, 19

Mechanical Handlers

3, 6, 7, 11, 12, 13, 14, 19, 22

Managers

3, 11, 12, 13, 14, 16, 17, 18, 19, 20

Blank HARP Questionnaires are provided in the Appendix. This section
provides a worked example showing the analysis and a guide for the
interpretation of the results.
An example of a HARP scenario questionnaire is given below. Rows are coded
‘a’ to ‘h’. A basic analysis routine is described below.
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How often are hand held grinders used?

How often do other people not use gloves
when using grinders?

How often do you not wear gloves when
using grinders?

How likely is it that this practice would be
detected?

What are the likely benefits to you from not
wearing gloves?

What are the likely benefits to the
Company from not wearing gloves?

How likely is it that this practice would
lead to cuts or burns?

How serious could the likely consequences
be?

a

b

c

d

e

f

g

h
negligible

always

no benefit

no benefit

always

many times each tour

many times each tour

many times each tour

minor

often

small – not worth
taking the risk

small – not worth
taking the risk

often

usually at least once
each tour

usually at least once
each tour

usually at least once
each tour

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

several times in past
12 months

happened several
times in past 12
months

happened several
times in past 12
months

A job requires the use of a hand held grinder. Despite instructions to the contrary, you do not wear protective gloves

EXAMPLE HARP SECNARIO

fatal

rarely

high – worth taking
the risk

high – worth taking
the risk

rarely

it happens but not
very often

think it happens but
not very often

think it happens but
not very often

multiple fatal

never

never

never in my working
life

never head of it or
seen it in my
working life

never heard of it or
seen it in my
working life

5.4

Method of Scoring
The results from each questionnaire are scored using the weightings shown in
Table 2

TABLE 2

Weightings for HARP Results

row
a

100
many times
each tour

30
usually at least
once each tour

10
happened several
times in past 12
month

5
think it happens
but not very
often

0
never heard of it or
seen it in my
working life

row
b

100
many times
each tour

30
usually at least
once each tour

10
happened several
times in past 12
months

5
think it happens
but not very
often

0
never heard of it or
seen it in my
working life

row
c

100
many times
each tour

30
usually at least
once each tour

10
happened several
times in past 12
months

5
think it happens
but not very
often

0
never heard of it or
seen it in my
working life

row
d
row
e

0.01
always
0
no benefit

0.05
often
1
small – not worth
taking the risk

0.1 occasionally

0.3
rarely
10
high – worth
taking the risk

1
never

row
f

0
no benefit

3
medium – perhaps
worth taking
risking

N/A

1
small – not worth
taking the risk

3
medium – perhaps
worth taking
risking

10
high – worth
taking the risk

N/A

row
g

1
always

0.3
often

0.1
occasionally

0.05
rarely

0.01
never

row
h

0
negligible

3
minor

10
severe

30
fatal

100
multiple fatal

[NB the use of ‘each tour’ is used for off-shore work. For on-shore work this can be
replaced by ‘each month’. As long as data from the different work areas are not
mixed, this scoring is acceptable]
The results from each HARP scenario questionnaire are scored using the above
weightings. The results can be entered into a spreadsheet for more complex analysis,
however, the following basic procedure is described. Unless very large numbers of
people complete the HARP scenario questionnaires this analys is can be completed by
conventional manual methods.
Information is then obtained on factors such as: the perceived likelihood of a
behaviour leading to an incident; the likelihood of a violation being detected and; the
mangnitude of the consequences following an incident. A combined measure of risk
can therefore be obtained. Perceptions of benefits for the individual and for the
Company from a risk taking behaviour can also be obtained.
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The following data is an example from another industry. The scenario reflected the
unsafe behaviour of beginning to work on high voltages before completing the
necessary documentation. Table 3 shows the results averaged for the respondents.

Table 3

Example Average Results for Respondents

Row Code
a

LS

b

Issue

Score

Likelihood of the situation arising where this task is required

79.2

pvO

Probability of other staff breaking this rule

28.3

c

pvS

Probability of ‘respondent’ admitting to breaking rule

6.7

calc

pV

Probability of a rule violation
calculated from LS x pvO for each respondent then averaged
results are within the range: 0 to 10k

2521

d

D

Probability of unsafe behaviour being detected

0.30

e

Bs

Benefits to respondent from not following rules

1.41

f

Bc

Perceived benefits to the company from not following rules

0.85

g

pA

Probability of behaviour leading to an accident

0.10

h

S

Perceived severity of injury following accident

16.7

calc

RS

Overall risk
calculated as LS x pvO x pA x S for each respondent – then
averaged
results are within the range: 0 to 1000k

262

The relevance of the non-calculated numbers can be seen by comparing the
scores to the weightings given in Table 2. For example, the probability of
being detected was given as ‘rarely’.
The numbers generally only have value when they can be compared with
similar scores from other HARP scenarios or with the results from other
workgroups on the same scenario.
Using similar results to that shown in Table 3, the following factors can be
assessed:
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5.4.1

What is the probability of the rules in each HARP scenario being violated?

This can be determined from the average scores of: LS x pvO for each
scenario
LS
x
pvO

5.4.2

(likelihood of the situation arising)
(probability of people violating that rule in that situation)

Are the workforce more likely to violate rules if they consider the risks to be low than if
they consider the risks to be high?

This can be determined by looking for a trend between
pvO

(probability of other people violating the rule)

pA

(probability of the behaviour leading to an accident)

S

(severity of consequences following an accident)

pvO : pA x S

Where there is no evidence that people are violating rules with low risks more
frequently than those considered to have higher risks, it is possible that even
the ‘higher risks’ are not seen as sufficiently high as to be influencing their
willingness to violate. In such situations, other work factors are then likely to
be the main reason for such behaviour (for example, a difficulty in getting the
resources needed to follow the rules).
5.4.3

Are the workforce more likely to violate rules if they consider that it will not lead to an
accident?

The analysis is similar to the above but can be determined by looking for a
trend between:
pvO : pA
5.4.4

Do the workforce violate rules mainly for their own benefit or to help the Company?

This can be determined by comparing

Bs : Bc

Bs

(Perceived benefits to the individual (self))

Bc

(Perceived benefits to the company)

Many violations occur as a result of the workforce wanting the company to maintain
its performance/efficiency. Where this is found, Management need to be successful in
communicating that the company places a much higher importance on people working
to the approved rules than taking risks to help efficiency.
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5.5

Further Analysis
The data can be analysed in much greater detail. For example, comparisons
can be made between the workforce’s perceptions of risk and those of a
‘control group’ of safety specialists for the different risk categorise (H** to L).
A similar comparison can be made between the workforce’s perception of
likelihood of violations and those of the control group (Frequent and Rare
violations). Such analyses are not covered in this handbook.
The data can also be used to determine individuals who may be at risk from a
higher than average tendency to violate rules (as seen by pvS) and lower than
average perceptions of risk (as seen by pA and S). Such an analysis is best
achieved using computer analysis techniques and further scoring criteria. This
is considered beyond the scope of this handbook.
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6

MODULE 5 - SAFETY COMMITMENT OF MANAGERS

6.1

Objectives of Module 5
To determine how the workforce ‘see’ management’s commitment to safety
and whether any problems are based on tangible behaviours of managers or
purely on the perceptions of the workforce.

6.2

Instructions for Application
The module consists of a Manager Questionnaire with 12 questions and a
smaller Workforce Questionnaire with six questions
They can be either applied to a single manager and the workforce (or a
sample) who work for him, or to a group of managers and a sample of the
larger workforce.
Respondents are simply asked to indicate the degree of agreement or
disagreement with each statement.

M6-1 The Management Questionnaire
Please state whether you agree or disagree
with the following statements
1

My staff have an excellent safety record

2

Safety is the responsibility of the safety
engineer

3

When it comes to the crunch people here
cut corners and do not follow safety rules

4

All safety rules are strictly adhered to

5

I make a point of regularly talking to all my
staff about safety matters

6

People sometimes take risky short cuts to
do their jobs more easily

7

Under pressure people sometimes break
safety rules

8

Staff come to me to discuss safety issue

9

My staff are very safety conscious

10

I am regularly held accountable for safety

11

I am regularly given safety targets

12

I regularly check that my staff are working
strictly to the safety rules

Strongly
Disagree
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Disagree

Not
Sure

Agree

Strongly
Agree

continued
Have you personally introduced any new safety initiatives within the last 12 months?
Yes/No
if yes, briefly describe them:
1____________________________________________________________________
2____________________________________________________________________
3____________________________________________________________________

M6-2 The Workforce Questionnaire
Please state whether you agree or disagree with
the following statements
A My boss regularly checks that I am working
to the safety procedures
B Safety usually comes second to production
C

My boss is always very safety conscious

D

My workmates are very safety conscious

E

Management expect us to work strictly to
the safety procedures
Management never put me under any
pressure to break safety procedures
People always work to the safety rules

F
G
H

Strongly
Disagree

Disagree

Not Sure

Agree

Strongly
Agree

My boss always disciplines anybody who
fails to work strictly to safe procedures

Workforce questions a, c, and h refer to an individual manager, whereas the
others refer to general management. Consequently problems under a, c or h
but not elsewhere need to be addressed at a local level. Other problems
suggest there may be more widespread failings of management and a need for
any organisational weaknesses to be addressed across the more of the
company.
6.3

Scoring
A number of scoring schemes are possible. This section describes only the
simplest system. This should be sufficient for most applications. Other scoring
schemes can also be used.

The simplest analysis is done by identifying and grouping together those responses
which:
•
•

‘Strongly Disagree’ or ‘Disagree’

- terming these ‘disagree’

‘Strongly Agree’ or ‘Agree’

- terming these ‘agree’

Where a number of questionnaires are issued, the responses of the workforce can be
taken as those for the majority. For example, if the responses from 12 members of the
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workforce to one question were those shown below then this simple scoring would
give their overall score as ‘agree’.
Strongly Disagree

Disagree

Not Sure

Agree

Strongly Agree

1

2

2

5

2

6.4

Interpretation of Results
The following specific issues should be considered:

6.4.1

Are managers perceived by the workforce as being committed to safety?

(i)

Look for Workforce agreement on Q-a, Q-c, Q-e, Q-f and Q-h
&
Workforce disagreement on Q-b
Results which satisfy the above indicate a strong positive safety
climate and positive safety commitment of managers.

6.4.2

If managers are NOT being perceived as committed to safety:

Is the problem caused by their lack of awareness of the need to improve
standards?
(i)

Look for Management agreeing with Q-1, Q-4, and Q-9
&
Management disagreeing with Q-3, Q-6, Q-7
&
Workforce agreeing with Q-b
&
Workforce disagreeing with Q-e, Q-f, and Q-g
Results which fall into all, or most, of the above pattern suggest that
Management are out of touch with reality and need to introduce and/or
implement better procedures for identifying actual behaviour of the
workforce. Accident results alone are inadequate as many unsafe acts
do not result in accidents.

If not, is the problem caused by management doing too little to create the
impression of safety commitment?
(i)

Look for Management having not reported introducing new safety
initiatives in the preceding 12 months (Q-13)
&
Workforce disagreeing with Q-a and Q-h
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A Manager may believe he is doing sufficient to create a positive
impression of safety commitment (eg agreement with Management
Q-5 and Q-12) however if the above pattern is found then any actions
which managers may be taking are not being effective.
6.4.3

Are those actions management do take sufficient to influence their perceived safety
commitment?

(i)

Look for agreement on Management Q-5 and Q-12 and any reported
safety initiatives personally introduced in last 12 months (Q-13)
&
Workforce disagreeing with Q-c
Where management appear to be undertaking sufficient actions then a
failure of these actions to communicate their safety commitment to the
workforce may be as a result of poor communication skills of
management. Alternatively:

6.4.4 Are Managers creating negative impressions which outweigh any positive ones?
(i)

Looks at Workforce agreeing with Q-b
&
Workforce disagreeing with Q-e and Q-f
The workforce’s perception of management’s safety commitment can
be destroyed by a single act by a manager. On the other hand,
management would need continued demonstrations of their safety
commitment to create and maintain the workforce’s belief in their total
safety commitment.
Where the above pattern of results is found then it is likely that the
actions of a small number of managers, or the infrequent actions of
most managers, are preventing any lasting positive perceptions of
management’s safety commitment in the eyes of the workforce.
Although safety commitment may be present it is only if this is
believed by the workforce that positive changes in their attitudes and
behaviour will occur.
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MODULE 6 - SUPERVISION - MONITORING & DETECTION

7.1

Objectives of Module 6
To determine whether actions are needed to address problems which are:
inherent due to the failings in the system of supervision; or directed to
improving the effectiveness of a small number of individual supervisors.

7.2

Instructions for Application
The module consists of a supervisor and a workforce questionnaire, each
containing eight questions.
They can be either applied to a single supervisor and the workforce who work
for him, or to a group of supervisors and the larger workforce.
Respondents are simply asked to indicate the degree of agreement or
disagreement with each of the nine statements.

M6-1 Supervisor Questionnaire
Please state whether you agree or disagree
with the following statements
1 I always warn or discipline my workers
if they break safety rules and procedures
2 I trust my staff to work to the rules
without supervision
3 All safety rules are strictly adhered to
4
5
6
7
8

Strongly
Disagree

I make a point of regularly talking to all
my staff about safety matters
Supervisors are effective in detecting and
stopping unsafe behaviours of others
Staff occasionally come to me to discuss
safety issues
My staff are very safety conscious
I regularly check that my staff are
working strictly to the safety rules
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Disagree

Not
Sure

Agree

Strongly
Agree

M6-2 Workforce Questionnaire
Please state whether you agree or disagree with
the following statements
a Supervisors always worn or discipline workers
who break safety rules and procedures
b
My supervisor trusts us to work to the rules
without supervision
c All safety rules are strictly adhered to
d

My boss makes a point of regularly talking to
all staff about safety matters

e

Supervisors are effective in controlling unsafe
behaviours by the workforce
I occasionally ask my supervisor about safety
issues
People at my level are very safety conscious

f
g
h

Strongly
Disagree

Disagree

Not
Sure

Agree

Strongly
Agree

I am regularly checked to see that I am
working strictly to the safety rules

7.3

Scoring
A number of scoring schemes are possible. This section describes only the
simplest system. This should be sufficient for most applications. Other scoring
schemes can also be used.
The simplest analysis is done by identifying and grouping together those
responses which:
•

‘Strongly Disagree’ or ‘Disagree’

- terming these ‘disagree’

•

‘Strongly Agree’ or ‘Agree’

- terming these ‘agree’

Where a number of questionnaires are issued, the responses of the workforce can be
taken as those for the majority. For example, if the responses from 12 members of the
workforce to one question were those shown below then this simple scoring would
give their overall score as ‘agree’.
Strongly Disagree

Disagree

Not Sure

Agree

Strongly Agree

1

2

2

5

2
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7.4

Interpretation of Results
Both sets of questions are matched. The results of the supervisor
questionnaires are compared with similar questions for the workforce. In
general:
•

Where both sets of results are generally positive (ie Agree or Strongly
Agree), there is agreement that no major problems are likely

•

Where the supervisor results are generally positive but these are not
matched by those from the workforce then although the supervisor(s)
appear to be genuinely trying to fulfill their responsibilities they may
lack the ability and competence to achieve the desired results. Specific
training and additional assistance may be required.

•

Alternatively, the supervisor is not being honest in his results or the
workforce’s response has been influenced by any of a number of
factors which could result in their general dissatisfaction.

•

Where both sets of results are generally negative then supervisors
appear to fully appreciate their failings and may not be motivated to
improve their performance. In such cases the supervisor(s) may need to
be made more accountable for their own performances and this should
be checked more frequently be management. Alternatively, problems
may lie much deeper within the organisation with the root causes
affecting the ability of all/most supervisors to work effectively.

The following specific issues should be considered:
7.4.1

Has the supervisor an accurate understanding of the level of rule
compliance in the workplace and the safety commitment of their staff?
(i)

Look for Supervisor result for Q-3 agreeing with Workforce result for
Q-c
&
Look for Supervisor result for Q-7 agreeing with Workforce result for
Q-g

Agreement on these areas suggests a positive safety climate with supervisors
probably devoting as much effort as is necessary to maintain these positive
aspects. Where there is any disagreement between the Supervisor and the
Workforce Questionnaires this suggests a lack of effort by the supervisor to
adequately monitor the work activity, or an inability to monitor as a result of
organisational constraints.
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7.4.2

Is the supervisor devoting sufficient effort to monitoring his workforce?

(i)

Look at Supervisor agreement on Q-8 (Checked by Workforce Q-h)
&
Supervisor agreement on Q-4 (Checked by Workforce Q-d)
Evidence of Supervisors agreeing but Workforce disagreeing suggests
the Supervisors are underestimating the effort which needs to be given
to monitoring and developing and maintaining a positive safety culture.

7.4.3

Is the supervisor effective in spotting any non-compliance?

(i)

Look at Supervisor agreement on Q-2
or
Supervisor disagreement on Q-4
or
Supervisor disagreement on Q-5
or
Supervisor disagreement on Q-8
Any of the above conditions can increase the likelihood of rule
violations.

7.4.4

Is the supervisor’s trust in the workforce misplaced?

(i)

Look for Supervisor agreement on Q-2 (checked by Workforce Q-b)
&
Supervisor disagreement on Q-8
&
Workforce disagreement on Q-c
This shows that the supervisor(s) genuinely appears to be unaware of
the problems in workforce behaviour and as a result is not checking the
behaviour of his staff. This deficiency needs to be brought to their
attention and they needs to devote significantly more time and effort to
workforce monitoring

(ii)

Look for Supervisor agreement on Q-2 (checked by Workforce Q-b)
&
Supervisor disagreement on Q-3
While some degree of trust is acceptable, this cannot coincide with the
actual knowledge of poor workforce practices occurring. Supervisors
appear to be unwilling to accept their responsibilities. Management
need to make supervisors more accountable for their actions - or lack
of it.
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7.4.5

Has the supervisor effective communication skills?

(i)

Look at Supervisor agreement on Q-4 (Checked by Workforce Q-d)
&
Supervisor agreement on Q-6 (Checked by Workforce Q-f)
Agreement in both areas suggests that supervisors are effectively
communicating with the workforce on safety matters.

7.4.6

Does the supervisor apply discipline effectively?
(i)

Look at Supervisor agreement on Q-1 (Checked by Workforce Q-a)
To be effective, a supervisor must consistently apply the same
disciplinary action whenever, and to whoever, is identified as breaking
safety rules and procedures. It is most important that the workforce
have this perception.
If there is disagreement with Q-a but agreement with Q-1 then the
supervisors may not be being totally honest in their replies or their
interpretation of what constitutes an effective warning or discipline
may be less than that as viewed by the workforce. In either case,
supervisors need to increase the attention they give to being consistent
and effective in their disciplinary actions.
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8

MODULE 7 - PLANT & EQUIPMENT DESIGN REVIEW

8.1

Objectives of Module 7
To clarify the source of problems caused by poor design in terms of: the
design of individual units and their installation; new or modified equipment;
and the effects of wear and tear.

8.2

Instructions for Application
The Level One tool will have identified these problems in relation to one or
more workgroups and in relation to one or more generic rule sets. Module 7
should therefore also be applied to that workgroup. However, as any resulting
changes to design may affect other workgroups it is useful to apply the
questionnaire to others. For example, if problems were identified initially by a
group of fitters, then the questionnaire could be applied to both the fitters and
the operators of that equipment.
The questionnaire has to be focussed on a specific set of plant or equipment.
The extent of the plant being considered must be chosen with care. If the
questionnaire is applied too widely then specific information will be lost - ie a
major problem on a specific piece of plant will not be reported if generally
there are no problems in that area for most other plant items. Conversely there
is a risk of not considering some plant or equipment if it is applied to too
specifically - ie some will remain outside of the remit.
The questionnaire may need to be broken down into separate elements. For
example, the initial tool may have considered the design of the deluge to be a
factor in fitters not examining it to the required standard. Where this feature
may consist of separate systems which have been designed and installed at
different periods in the life of the installation, it may be beneficial to apply a
questionnaire to each system. By adopting this approach the magnitude of a
problem created by, for example, a modification to only one part of the
system, would be clearly identified. This problem should not exist if the
Incident Analysis tool was initially used as this will have identified the
specific item(s) of plant which need to be considered.
People completing this questionnaire should be directed to consider only a
specified set of plant and equipment in relation to the rule sets associated with
a specified operation. The actual questionnaire is therefore amended to state
this remit.
For example, the questionnaire instruction could be:
“How much difficulty is caused by the following aspects of equipment design
when complying with the routine maintenance procedures for the deluge on
level 2 of the installation?”
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the basic design of plant or equipment

the way equipment is installed in relation to other items

the manner in which original equipment has been modified

the problems due to poor maintenance of equipment

b

c

d

e

ü

Not
applicable
to job

Please state which tool or equipment most needs improving - and why?

the basic design of tools

a

How much difficulty is caused by the following aspects of
equipment design:
when complying with the routine maintenance procedures for the
deluge on level 2 of the installation?
[for each row tick up to 2 boxes in the shaded area]

Example Questionnaire – Module 7

ü

No
difficulty

ü

Minor
difficulties

ü

Major
difficulties

Occasional

ü

Minor
difficulties

ü

Major
difficulties

Frequent

8.3

Scoring and Interpretation of Results
A number of scoring schemes are possible. This section describes only the
simplest system. This should be sufficient for most applications. Other scoring
schemes can also be used.
The proportion of the respondents indicated occasional or frequent major
difficulties is determined.
Where there are significant problems in questions (a) or (b)?
Management need to address the purchasing specifications and the
method by which these are drawn up. The ‘usability’ or
‘maintainability’ of equipment may be insufficiently specified.
Where there are significant problems in questions (c) or (d)?
Management need to address the designer/engineer brief and the
method by which these are drawn up. Commissioning exercises should
be regularly undertaken with new plant or after major modifications
specifically to determine whether aspects of the design or layout of
equipment compromises the workforce’s ability to work efficiently and
safely.
Where there are significant problems in question (e)?

Managers need to review the content and frequency of routine maintenance schedules,
breakdown maintenance procedures and the methods used to monitor the condition of
plant and equipment.
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APPENDIX
BLANK QUESTIONNAIRES AND ANALYSIS SHEETS
Module One

Levels of Non-Compliance

Module Two

Rules & Procedures - Aims & Objectives

Module Three

Training in Rules & Procedures

Module Four

Training in Hazard Awareness & Risk Perception

Module Five

Safety Commitment of Managers

Module Six

Supervision - Monitoring & Detection

Module Seven

Plant & Equipment Design
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BLANK QUESTIONNAIRES AND ANALYSIS SHEETS

Module One
Levels of Non-Compliance
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Others:

Accidents when mooring

Electrocution accidents

Injuries as a result of exposure to substances

Accidents using tools and machinery

Mechanical lifting/cranes accidents

Accidents handling goods/materials

Falling object accidents

Slip/Trip/Falling accidents

Sea transport accidents

Air transport accidents

Fire/explosion

Loss of containment

How often do you think, or know, that safety
rules intended to prevent the following incidents
are broken?

Module 1: Level of Non-Compliance
I am not aware
of any rules

Some rules are
regularly
broken

Some rules are
occasionally
broken

Rules are
always followed

I’m not sure
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BLANK QUESTIONNAIRES AND ANALYSIS SHEETS
Module Two
Rules & Procedures - Aims & Objectives
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44

45

Others

Maintaining safety systems

Electrical safety

Sea transport

Helicopter transport

Restricted access on platforms

Manual handling of loads

Mustering

Slipping/Tripping/Falling

Housekeeping standards

Safe working at height

Falling objects

Fire/Explosion

Loss of containment

Reporting of leakages

Exposure to substances

Use of protective equipment

GENERAL SAFETY RULES &
PROCEDURES CONCERNING:
I am not aware of
any rules

These rules do not
apply to me

I have no problems
working to these
rules

Some rules are
impractical

Some are
inaccurate or outof-date

Some rules are not
really needed

Name/Job Title: ___________________________________
M-2 Which of the following describes the safety rules and procedures concerning each general safety issues? tick as many as required

M-2

Continued

Please list below any specific rule/procedures that you have especial difficulty with or
which you do not think are needed.
Difficulties with the following specific rules/procedures:
1
2
3
4
5
Rules and procedures I think are not needed:
1
2
3
4
5
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BLANK QUESTIONNAIRES AND ANALYSIS SHEETS
Module Three
Training in Rules & Procedures
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Module 3

Training Review 1

Name ________________________
Please answer the following:
I HAVE/HAVE NOT received training relevant to my job (delete as appropriate).
If you have received training then please indicate the extent to which you agree or
disagree with the following statements:
Strongly
Disagree
1

Some of what I was taught was impractical

2

8

My training did not cover all the areas which
are important to the job
Training focussed on what to do rather than
why I should do it
The consequences of not sticking to the rules
was not made clear
My training did not cover the real causes
behind most accidents
Much of the training I received was not
relevant to my real needs
The training did not completely follow the
practices adopted at my workplace
The training was too basic

9

I have forgotten most of what was taught

10

I have had insufficient opportunity to practice
the skills I learnt
The training handout material was poor or
non-existent
I did not fully understand the reasons behind
most of what was being taught
The training courses were poorly presented

3
4
5
6
7

11
12
13
14
15

I thought the trainers were not fully
experienced in the subjects being taught
My safety training was really a waste of time

49

Disagree

Not
Sure

Agree

Strongly
Agree
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BLANK QUESTIONNAIRES AND ANALYSIS SHEETS

Module Four
Training in Hazard Awareness & Risk Perception
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Selection of HARP Scenarios

WORK GROUP

use HARP SCENARIOS

Maintenance Workers

2, 5, 7, 8, 9, 11, 12, 13, 14, 19

Drillers

1, 3, 10, 11, 12, 13, 14, 15, 19, 21

Construction Workers

3, 4, 5, 7, 8, 11, 12, 13, 14, 19

Mechanical Handlers

3, 6, 7, 11, 12, 13, 14, 19, 22

Managers

3, 11, 12, 13, 14, 16, 17, 18, 19, 20
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What are the likely benefits to you from not
keeping the area clear?

What are the likely benefits to the
Company from not keeping the area clear?

How likely is it that this practice would
lead to an incident/accident/damage/loss?

E

F

G

always

no benefit

no benefit

always

H

How serious would the likely consequences
be from such an incidence?
negligible

One of the team slips and injuries himself when trying to lift a heavy tool

How likely is it that people not keeping the
area clean would be detected?

D

minor

often

small – not worth
taking the risk

small – not worth
taking the risk

often

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

fatal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

multiple fatal

never

never

Oil gushes out when breaking a pipe. The work area becomes covered in mud and oil. You realise that down-hole tools are heavy and can be difficult to carry
but decide not to brush clean or power wash the area
think it happens
never heard of it
How often does the work area become
many times each
usually at least once
happened several
but not very often
or seen it in my
A
covered in oil and mud?
tour
each tour
times in past 12
working life
months
How often do other people not clean the
many times each
usually at least once
happened several
think it happens
never heard of it
B
work area free of oil and mud?
tour
each tour
times in past 12
but not very often
or seen it in my
months
working life
How often do you not keep the work area
many times each
usually at least once
several times in past
it happens but not
never in my
free of oil and mud?
tour
each tour
12 months
very often
working life
C

1
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What are the likely benefits to you from not
tidying up after your work?

What are the likely benefits to the
Company from not tidying up after work?

How likely is it that practice would lead to
an accident?

e

f

g

always

no benefit

no benefit

always

h

How serious would the likely consequences
be from such an accident?
negligible

Somebody trips over objects which have been left lying around

How likely is it that maintenance workers
leaving scrap on site would be detected?

d

minor

often

small – not worth
taking the risk

small – not worth
taking the risk

often

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

fatal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

multiple fatal

never

never

You are involved in a job which requires a lot of dismantling of old parts and components. The job is finished but you do not ensure that the work area is
fully tidied up before you sign off the job
think it happens
never heard of it
How often does your work result in scrap
many times each
usually at least once
happened several
but not very often
or seen it in my
a
parts being discar ded?
tour
each tour
times in past 12
working life
months
How often do other maintenance workers
many times each
usually at least once
happened several
think it happens
never heard of it
b
not tidy up before leaving the site?
tour
each tour
times in past 12
but not very often
or seen it in my
months
working life
How often do you not tidy up before
many times each
usually at least once
several times in past
it happens but not
never in my
leaving the site?
tour
each tour
12 months
very often
working life
c

2
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many times each
tour

How often do you have to walk past
scaffolding?

How likely is it that scaffolders leaving
edges near walkways would be detected?

c

d

How likely is it that practice would lead to
an accident?

h

How serious would the likely consequences
be from such an accident?

A person is cut when walking in the walkway.

g

f

e

What are the likely benefits to the
Company from scaffolders cutting corners
assembling scaffolding?
What are the likely benefits to the
Company from scaffolders cutting corners?

many times each
tour

How often does the workforce have to walk
past scaffolding?

b

negligible

minor

often

small – not worth
taking the risk

no benefit

always

small – not worth
taking the risk

often

usually at least once
each tour

usually at least once
each tour

usually at least once
each tour

no benefit

always

many times each
tour

a

How often is scaffolding erected?

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

happened several
times in past 12
months
happened several
times in past 12
months
several times in past
12 months

fatal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

it happens but not
very often

think it happens
but not very often

think it happens
but not very often

Scaffolding has recently been erected, however, the scaffolders have left sharp edges and bolt ends protruding into the walkway area.

3

multiple fatal

never

never

never heard of it
or seen it in my
working life
never heard of it
or seen it in my
working life
never in my
working life
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negligible

How serious would the likely consequences
be?

h

f

always

no benefit

no benefit

always

g

What are the likely benefits to you from not
wearing hearing protection?

How likely is it that this practice would be
detected?

What are the likely benefits to the
Company from not wearing hearing
protection?
How likely is it that practice would lead to
hearing damage?

e

d

minor

often

small – not worth
taking the risk

small – not worth
taking the risk

often

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

fatal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

multiple fatal

never

never

Your job requires you to work in the engine room or near a generator. The work requires you to talk to your mate. You decide not to bother wearing
hearing protection as you feel this makes communication difficult
How often do you work in a hearing
many times each
usually at least once
happened several
think it happens
never heard of it
a
protection zone?
tour
each tour
times in past 12
but not very often
or seen it in my
months
working life
think it happens
never heard of it
many times each
usually at least once
happened several
How often do other people not wear
but not very often
or seen it in my
tour
each tour
times in past 12
b
hearing protection in noise protection
working life
months
zones?
How often do you not wear hearing
many times each
usually at least once
several times in past
it happens but not
never in my
c
protection in noise protection zones?
tour
each tour
12 months
very often
working life
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many times each
tour
many times each
tour

How often do other people not use gloves
when using grinders?

How often do you not wear gloves when
using grinders?

How likely is it that this practice would be
detected?

b

c

d

always

negligible

How likely is it that practice would lead to
cuts or burns?

How serious would the likely consequences
be?

g

h

no benefit

What are the likely benefits to the
Company from not wearing gloves?

f

no benefit

What are the likely benefits to you from not
wearing gloves?

e

always

many times each
tour

a

How often are hand held grinders used?

minor

often

small – not worth
taking the risk

small – not worth
taking the risk

often

usually at least once
each tour

usually at least once
each tour

usually at least once
each tour

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

happened several
times in past 12
months
happened several
times in past 12
months
several times in past
12 months

A job requires the use of a hand held grinder. Despite instructions to the contrary, you do not wear protective gloves

5

fatal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

it happens but not
very often

think it happens
but not very often

think it happens
but not very often

multiple fatal

never

never

never heard of it
or seen it in my
working life
never heard of it
or seen it in my
working life
never in my
working life
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many times each
tour

How often do you improve with slings?

What are the likely benefits to you from
improvising with slings?

What are the likely benefits to the
Company from improvising with slings?

e

f

always

negligible

How serious would this practice would lead
to an incident/accident/damage/loss?

How serious could the likely consequences
be?

H

no benefit

no benefit

G

In the event of the sling failing

How likely is it that people improvising
with slings would be detected?

d

always

many times each
tour

How often do other people improvise with
slings?

b

c

many times each
tour

How often do special slings need to be
used?

a

minor

often

small – not worth
taking the risk

small – not worth
taking the risk

often

usually at least once
each tour

usually at least once
each tour

usually at least once
each tour

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

happened several
times in past 12
months
happened several
times in past 12
months
several times in past
12 months

faltal

rerely

high – worth
taking the risk

high – worth
taking the risk

rarely

it happens but not
very often

think it happens
but not very often

think it happens
but not very often

Multiple fatal

never

never

never heard of it
or seen it in my
working life
never heard of it
or seen it in my
working life
never in my
working life

A crane driver is required to lift a heavy object which is urgently required to maintain production/drilling from a supply vessel in rough seas. The driver
realises that a special sling is required but the only one on the platform is outside its approved period of use. Nevertheless, the sling looks to be in good order.
Fetching a new replacement from land would cause delays. The crane driver decides to use the out-of-date sling
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7

always

negligible

How likely is it that practice would lead to
an incident/accident/damage/loss?

How serious could the likely consequences
be?

h

no benefit

minor

often

small – not worth
taking the risk

small – not worth
taking the risk

no benefit

g

f

What are the likely benefits to the
Company from improvising with lifting
tackle?
In the event of the lifting tackle failing

e

often

usually at least once
each tour

usually at least once
each tour

usually at least once
each tour

always

many times each
tour

How often do you improve with lifting
tackle?

c

How likely is it that people using
improvised lifting tackle would be
detected?
What are the likely benefits to you from
improvising with lifting tackle?

many times each
tour

How often do other people improvise with
liftings tackle?

b

d

many times each
tour

How often does the needs for special lifting
tackle occur?

a

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

happened several
times in past 12
months
happened several
times in past 12
months
several times in past
12 months

fatal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

it happens but not
very often

think it happens
but not very often

think it happens
but not very often

Multiple fatal

never

never

never heard of it
or seen it in my
working life
never heard of it
or seen it in my
working life
never in my
working life

A heavy piece of equipment needs to be lifted using a chain block or crane. The lifting point requires you to use a “D” shackle and the total weight to be lifted
is 2.5 tons. However, the only suitable shackle that will fit has a SWL of 2 ton. As such equipment is designed to have a wide safe ty margin you use it but
with care
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What are the likely benefits to the
Company from altering the scaffolding?

f

How likely is it that this practice would
lead to an accident?

How serious could the likely consequences
be?

g

h

In the event of the scaffolding failing

What are the likely benefits to you from
altering the scaffolding?

e

d

negligible

always

no benefit

no benefit

always

many times each
tour

How often do alter parts of scaffolding?

How likely is it that people altering
scaffolding would be detected?

many times each
tour

How often do other people alter parts of the
scaffolding?

b

c

many times each
tour

How often do you have to work from
scaffolding?

a

minor

often

small – not worth
taking the risk

small – not worth
taking the risk

often

usually at least once
each tour

usually at least once
each tour

usually at least once
each tour

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

happened several
times in past 12
months
happened several
times in past 12
months
several times in past
12 months

fatal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

it happens but not
very often

think it happens
but not very often

think it happens
but not very often

Multiple fatal

never

never

never heard of it
or seen it in my
working life
never heard of it
or seen it in my
working life
never in my
working life

Scaffolding has been erected to gain access to do a job. Unfortunately one of the scaffolding poles has been placed directly in front of one of the parts you need
access to. You assess the risk and remove that piece of scaffolding to get the job done
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always

How likely is it that people not reporting
damaged casings would be detected?

d

What are the likely benefits to the
Company from not reporting electrical
equipment?
How likely is it that practice would lead to
an accident?

h

How serious could the likely consequences
be of an incident?

The defective unit ignites a gas cloud

g

f

minor

often

always

negligible

small – not worth
taking the risk

small – not worth
taking the risk

often

usually at least once
each tour

usually at least once
each tour

usually at least once
each tour

no benefit

no benefit

many times each
tour

How often do you turn a blind eye to this
damage?

c

What are the likely benefits to you from not
reporting defective electrical equipment?

many times each
tour

How often do other people turn a blind eye
to this damage?

b

e

many times each
tour

How often do you find damaged casings on
explosive equipment?

a

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

happened several
times in past 12
months
happened several
times in past 12
months
several times in past
12 months

faltal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

it happens but not
very often

think it happens
but not very often

think it happens
but not very often

Multiple fatal

never

never

never heard of it
or seen it in my
working life
never heard of it
or seen it in my
working life
never in my
working life

You are replacing explosive proof electrical equipment and notice the casing has been damaged. You assess the risks and complete the job without notifying
senior staff
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What are the likely benefits to the
Company from not wearing breathing
apparatus?
How likely is it that practice would lead to
an accident?

What are the likely benefits to you from not
wearing breathing apparatus?

h

How serious could the likely consequences
be?

minor

often

always

negligible

small – not worth
taking the risk

small – not worth
taking the risk

no benefit

no benefit

often

usually at least once
each tour

many times each
tour

always

usually at least once
each tour

many times each
tour

How often do other people take off
breathing apparatus when there is still a
risk of sour gas?
How often do you remove your breathing
apparatus when there is still a risk of sour
gas?
How likely is it that people who remove
their breathing apparatus too soon?

usually at least once
each tour

many times each
tour

How often do you have to drill in areas
where sour gas is expected?

Sour gas is suddenly emitted

g

f

e

d

c

b

a

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

happened several
times in past 12
months
happened several
times in past 12
months
several times in past
12 months

fatal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

it happens but not
very often

think it happens
but not very often

think it happens
but not very often

Multiple fatal

never

never

never heard of it
or seen it in my
working life
never heard of it
or seen it in my
working life
never in my
working life

You have been told to expect sour gas and donned breathing apparatus. This is uncomfortable to wear. Drilling has continued for 3 days and no gas has been
found. You decide not to wear the breathing apparatus
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h

g

f

How likely is it that leaving behind the
survival garment would lead to
hyperthermia?
How serious could the likely consequences
be of evacuating the platform not wearing a
survival garment?
negligible

always

no benefit

no benefit

always

How likely is it that people not having
appropriate clothing would be detected?

What are the likely benefits to you from not
always following drill procedures?

usually at least once
each tour

many times each
tour

minor

often

small – not worth
taking the risk

small – not worth
taking the risk

often

usually at least once
each tour

many times each
tour

How often do other people not wear
appropriate clothing or take them in grab
bags during drills?
How often do you not wear appropriate
clothing or taken them in your grab bag?

usually at least once
each tour

many times each
tour

How often do you have mustering drills?

What are the likely benefits to the
Company from not always following drill
procedures?
In the event of an actual emergency

e

d

c

b

a

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

happened several
times in past 12
months
happened several
times in past 12
months
several times in past
12 months

fatal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

it happens but not
very often

think it happens
but not very often

think it happens
but not very often

Multiple fatal

never

never

never heard of it
or seen it in my
working life
never heard of it
or seen it in my
working life
never in my
working life

You are in the middle of a job and the alarm goes of for a mustering drill which you remember had been announced earlier. You do not bother to don the
appropriate survival garments or take them i n a grab bag
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How likely is it that this would lead to an
accident?

g

h

How serious could the likely consequences
be of an accident?

The load being lifted falls

What are the likely benefits to the
Company from taking this short cut?

f

e

negligible

always

no benefit

no benefit

always

many times each
tour

How often do you walk through cordoned
off areas?

c

How likely is it that people would be
detected walking through cordoned off
areas?
What are the likely benefits to you from
taking this short cut?

many times each
tour

How often do other people walk through
cordoned off areas?

b

d

many times each
tour

How often are parts of the travelling areas
cordoned off?

a

minor

often

small – not worth
taking the risk

small – not worth
taking the risk

often

usually at least once
each tour

usually at least once
each tour

usually at least once
each tour

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

happened several
times in past 12
months
happened several
times in past 12
months
several times in past
12 months

fatal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

it happens but not
very often

think it happens
but not very often

think it happens
but not very often

Multiple fatal

never

never

never heard of it
or seen it in my
working life
never heard of it
or seen it in my
working life
never in my
working life

You are in a hurry and need to go to another part of the platform. Part of the route has been cordoned off because lifting is in progress. You assess the risk
and walk quickly through the cordoned off area
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many times each
tour
many times each
tour

always

How often do other people walk past and
ignore small gas leaks?

How often do you walk past and ignore
small gas leaks?

How likely is it that people not reporting
leaks would detected?

b

c

d

What are the likely benefits to the
Company from ignoring possible gas leaks?

f

How likely is it that ignoring gas leaks
would lead to an incident?

How serious could the likely consequences
be of an incidence following a gas leak?

g

h

In the event of the gas leak developing into a major leak

What are the likely benefits to you from
ignoring possible gas leaks?

e

negligible

always

no benefit

no benefit

many times each
tour

a

How often do you find gas leaks?

minor

often

small – not worth
taking the risk

small – not worth
taking the risk

often

usually at least once
each tour

usually at least once
each tour

usually at least once
each tour

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

happened several
times in past 12
months
happened several
times in past 12
months
several times in past
12 months

fatal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

it happens but not
very often

think it happens
but not very often

think it happens
but not very often

Multiple fatal

never

never

never heard of it
or seen it in my
working life
never heard of it
or seen it in my
working life
never in my
working life

You are walking through part of the platform and think you can hear a gas leak. You can’t see it. You decide to ignore it as it you think it would probably be
detected by the monitors or somebody else would have reported it
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many times each
tour
many times each
tour

always

How often do other people walk past and
ignore small oil leaks?

How often do you walk past and ignore
small oil leaks?

How likely is it that people not following
the procedure would detected?

b

c

d

What are the likely benefits to the
Company from not reporting small leaks?

f

h

g

How likely is it that ignoring oil leaks
would actually lead to an
incident/accident/damage/loss?
How serious could the likely consequences
be of an incidence following an oil leak?

In the event of the oil leak increasing in size

What are the likely benefits to you from not
reporting small leaks?

e

negligible

always

no benefit

no benefit

many times each
tour

a

How often do you find oil leaks?

minor

often

small – not worth
taking the risk

small – not worth
taking the risk

often

usually at least once
each tour

usually at least once
each tour

usually at least once
each tour

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

happened several
times in past 12
months
happened several
times in past 12
months
several times in past
12 months

fatal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

it happens but not
very often

think it happens
but not very often

think it happens
but not very often

Multiple fatal

never

never

never heard of it
or seen it in my
working life
never heard of it
or seen it in my
working life
never in my
working life

You come across a small leak dripping oil onto part of the platform. The procedures specify that you either report it to the control room or fix it yourself.
You are busy on a job and decide to ignore it
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What are the likely benefits to the
Company from taking this short cut?

How likely is it that this practice would
lead to an accident?

How serious could the likely consequences
be of such an incident?

g

h

In the event of a sudden release of gas

f

e

negligible

always

minor

often

small – not worth
taking the risk

small – not worth
taking the risk

no benefit

no benefit

often

usually at least once
each tour

usually at least once
each tour

usually at least once
each tour

always

many times each
tour

How often do you, or your team, ignore
small changes in mud volume?

c

How likely is it that teams not circulating
small pockets of gas out of the system
would be detected?
What are the likely benefits to you from
taking this short cut?

many times each
tour

How often do drillers ignore small changes
in mud volume?

b

d

many times each
tour

How often does small changes in mud
volume occur without effect?

a

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

happened several
times in past 12
months
happened several
times in past 12
months
several times in past
12 months

fatal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

it happens but not
very often

think it happens
but not very often

think it happens
but not very often

Multiple fatal

never

never

never heard of it
or seen it in my
working life
never heard of it
or seen it in my
working life
never in my
working life

A drilling team is behind in its drilling programme to sink hole. Recent experience had shown small changes in mud volume without problems arising. The
mud pit man notices a small change in mud volume. The team decided not to delay drilling by circulating any gas out of the system and break joint and put a
new drill string in
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What are the likely benefits to the
Company from continuing production?

How likely is it that this practice would
lead to an accident?

How serious could the likely consequences
be?

g

h

In the event of the transducer being accurate

f

e

negligible

always

no benefit

no benefit

always

many times each
tour

How often do you ignore what is likely to be
a faulty reading?

c

How likely is it that people not fully
checking out such events would be
detected?
What are the likely benefits to you from
continuing production?

many times each
tour

How often do other people ignore what is
likely to be faulty readings?

b

d

many times each
tour

How often does faulty readings occur on
critical plant?

a

minor

often

small – not worth
taking the risk

small – not worth
taking the risk

often

usually at least once
each tour

usually at least once
each tour

usually at least once
each tour

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

happened several
times in past 12
months
happened several
times in past 12
months
several times in past
12 months

fatal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

it happens but not
very often

think it happens
but not very often

think it happens
but not very often

Multiple fatal

never

never

never heard of it
or seen it in my
working life
never heard of it
or seen it in my
working life
never in my
working life

A pressure transducer on a gas compressor has a history of faults and false readings. A further anomalous reading occurs. The Company has little spare
capacity to meet its contractual obligations due to summer maintenance on other installations. You decide that the reading is false and continue production
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What are the likely benefits to the
Company from not reviewing procedures?

How likely is it that this practice would
lead to an accident?

How serious could the likely consequences
be?

g

h

In the event of enhanced corrosion occuring in pipework

f

e

negligible

always

no benefit

no benefit

always

many times each
tour

How often do you insufficiently consider
potential changes in corrosion?

c

How likely is it that people not reviewing
the implications for corrosion would be
detected?
What are the likely benefits to you from not
reviewing procedures?

many times each
tour

How often do other people insufficiently
consider potential changes in corrosion?

b

d

many times each
tour

How often are changes make which could
affect corrosion rates?

a

minor

often

small – not worth
taking the risk

small – not worth
taking the risk

often

usually at least once
each tour

usually at least once
each tour

usually at least once
each tour

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

happened several
times in past 12
months
happened several
times in past 12
months
several times in past
12 months

fatal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

it happens but not
very often

think it happens
but not very often

think it happens
but not very often

Multiple fatal

never

never

never heard of it
or seen it in my
working life
never heard of it
or seen it in my
working life
never in my
working life

A well intervention programme has likely changed the flow characteristics of the well. You decide that a review of maintenance procedures is not necessary
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always

negligible

How likely is it that doing jobs with limited
experience would lead to an accident?

How serious could the likely consequences
be?

h

no benefit

no benefit

g

In the event of gas becoming present

What are the likely benefits to the
Company from using inexperienced staff?

f

How likely is it that people making simply
mistakes would be detected?

d

What are the likely benefits to you from
using inexperienced staff?

many times each
tour

How often do you use people with only
limited experience?

c

e

many times each
tour

How often do other managers use people
with only limited experienced?

b

always

many times each
tour

How often is well testing done on your
platform?

a

minor

often

small – not worth
taking the risk

small – not worth
taking the risk

often

usually at least once
each tour

usually at least once
each tour

usually at least once
each tour

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

happened several
times in past 12
months
happened several
times in past 12
months
several times in past
12 months

fatal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

it happens but not
very often

think it happens
but not very often

think it happens
but not very often

Multiple fatal

never

never

never heard of it
or seen it in my
working life
never heard of it
or seen it in my
working life
never in my
working life

Well testing is underway. You decide to utilise your spare men to catch up on some maintenance jobs. The crew have limited experience of these jobs
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What are the likely benefits to the
Company from not wearing full clothing?

f

How likely is it that leaving off your
pullover would lead to hypothermia?

How serious could the likely consequences
be of ditching at sea?

g

h

In the event of the helicopter ditching at sea:

What are the likely benefits to you from not
wearing full clothing?

e

d

negligible

always

no benefit

no benefit

always

many times each
tour

How often do you leave off your pullover?

How likely is it that people not wearing
pullovers would be detected?

many times each
tour

How often do other people leave off their
pullovers?

b

c

many times each
tour

How often do you find the helicopter
journey uncomfortably hot?

a

minor

often

small – not worth
taking the risk

small – not worth
taking the risk

often

usually at least once
each tour

usually at least once
each tour

usually at least once
each tour

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

happened several
times in past 12
months
happened several
times in past 12
months
several times in past
12 months

fatal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

it happens but not
very often

think it happens
but not very often

think it happens
but not very often

Multiple fatal

never

never

never heard of it
or seen it in my
working life
never heard of it
or seen it in my
working life
never in my
working life

You are travelling in a helicopter to your platform on a sunny day in March. Experience has shown it can become uncomfortably hot in the helicopter. You
decide not to wear the required pullover and only wear a tee-shirt and shorts under your transit suit
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many times each
tour
many times each
tour

always

How often do other people allow flights
when the standby craft are not in position?

How often do you allow flights when the
standby craft are not in position?

How likely is it that these people would be
detected?

b

c

d

What are the likely benefits to the
Company from taking this decision?

How likely is it that this practice would
lead to an accident?

f

g

h

How serious could the likely consequences
be?

The helicopter fails to take off safely

What are the likely benefits to you from
taking this decision?

e

negligible

always

no benefit

no benefit

many times each
tour

a

How often do high winds delay flights?

minor

often

small – not worth
taking the risk

small – not worth
taking the risk

often

usually at least once
each tour

usually at least once
each tour

usually at least once
each tour

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

happened several
times in past 12
months
happened several
times in past 12
months
several times in past
12 months

fatal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

it happens but not
very often

think it happens
but not very often

think it happens
but not very often

Multiple fatal

never

never

never heard of it
or seen it in my
working life
never heard of it
or seen it in my
working life
never in my
working life

There is a high wind speed and a helicopter has landed safely. Due to the wind, the standby vessel is not in position to launch fast recovery craft. It is near
Christmas and the crew are eagre to get home. Having assessed the risks you permit the helicopters to take off
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many times each
tour
many times each
tour

How often do other people decide to work
with damaged gloves?

How often do you work with damaged
gloves?

How likely is it that these people wearing
damaged gloves would be detected?

b

c

d

What are the likely benefits to you from
your decision not to hold up production?

What are the likely benefits to the
Company from not holding up production?

How likely is it that working with damaged
gloves would lead to a health risk?

How serious could the likely consequences
be to health?

e

f

g

h

negligible

always

no benefit

no benefit

always

many times each
tour

a

How often do gloves become damaged?

minor

often

small – not worth
taking the risk

small – not worth
taking the risk

often

usually at least once
each tour

usually at least once
each tour

usually at least once
each tour

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

happened several
times in past 12
months
happened several
times in past 12
months
several times in past
12 months

fatal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

it happens but not
very often

think it happens
but not very often

think it happens
but not very often

Multiple fatal

never

never

never heard of it
or seen it in my
working life
never heard of it
or seen it in my
working life
never in my
working life

One of your rubber gloves becomes damaged during a shift while making pipe. There is a hole in one of the fingers. Although you realise that you will be
working the rest of the shift with your hand covered in oil-based mud you decide not to hold up operations to get a replacement
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h

g

How likely is it that not wearing approved
clothing outside of the accommodation
building would lead to a safety or health
risk?
How serious could the likely consequences
be?

What are the likely benefits to the
Company from not fully dressing?

f

How likely is it that these people wearing
unapproved clothing would be detected?

d

What are the likely benefits to you from
fully dressing?

many times each
tour

How often do you not fully dress when
leaving the accommodation building?

c

e

many times each
tour

How often do other people not fully dress
when leaving the accommodation building?

b

minor

often

always

negligible

small – not worth
taking the risk

small – not worth
taking the risk

often

usually at least once
each tour

usually at least once
each tour

usually at least once
each tour

no benefit

no benefit

always

many times each
tour

How often do people leave the
accommodation building when off shift?

a

severe

occasionally

medium – perhaps
worth taking risking

medium – perhaps
worth taking risking

occasionally

happened several
times in past 12
months
happened several
times in past 12
months
several times in past
12 months

fatal

rarely

high – worth
taking the risk

high – worth
taking the risk

rarely

it happens but not
very often

think it happens
but not very often

think it happens
but not very often

Multiple fatal

never

never

never heard of it
or seen it in my
working life
never heard of it
or seen it in my
working life
never in my
working life

You are off-duty but need to dump some rubbish into a skip near the accommodation building. You quickly leave the building and do not bother to put your
work shoes and work clothes on
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BLANK QUESTIONNAIRES AND ANALYSIS SHEETS
Module Five
Safety Commitment of Managers

77

78

M5-1
The Management Questionnaire
Please state whether you agree or disagree with
the following statements
1

My staff have an excellent safety record

2

Safety is the responsibility of the safety
engineer

3

When it comes to the crunch people here cut
corners and do not follow safety rules
All safety rules are strictly adhered to

4
5

I make a point of regularly talking to all my
staff about safety matters

6

People sometimes take risky short cuts to do
their jobs more easily

7
8

Under pressure people sometimes break
safety rules
Staff come to me to discuss safety issue

9

My staff are very safety conscious

10

I am regularly held accountable for safety

11

I am regularly given safety targets

12

I regularly check that my staff are working
strictly to the safety rules

Strongly
Disagree

Disagree

Not
sure

Agree

Have you personally introduced any new safety initiatives within the last 12 months? Yes/No

if yes, briefly describe them:
1____________________________________________________________________
2____________________________________________________________________
3____________________________________________________________________

79

Strongly
Agree

M5-2
The Workforce Questionnaire
Ple ase state whether you agree or disagree with
the following statements
a
My boss regularly checks that I am working
to the safety procedures
b
Safety usually comes second to production
c

My boss is always very safety conscious

d

My workmates are very safety conscious

e

Management expect us to work strictly to the
safety procedures
Management never put me under any
pressure to break safety procedures
People always work to the safety rules

f
g
h

My boss always disciplines anybody who
fails to work strictly to safe procedures

80

Strongly
Disagree

Disagree

Not Sure

Agree

Strongly
Agree

BLANK QUESTIONNAIRES AND ANALYSIS SHEETS
Module Six
Supervision - Monitoring & Detection

81

82

M6-1
The Supervisor Questionnaire
Please state whether you agree or disagree with
the following statements
1
I always worn or discipline my workers if
they break safety rules and procedures
2
I trust my staff to work to the rules without
supervision
3

All safety rules are strictly adhered to

4

I make a point of regularly talking to all my
staff about safety matters
Supervisors are effective in detecting and
stopping unsafe behaviours of others
Staff occasionally come to me to discuss
safety issues
My staff are very safety conscious

5
6
7
8

I regularly check that my staff are working
strictly to the safety rules

83

Strongly
Disagree

Disagree

Not Sure

Agree

Strongly
Agree

M6-2
The Workforce Questionnaire
Please state whether you agree or disagree with
the following statements
a
Supervisors always worn or discipline workers
who break safety rules and procedures
b
My supervisor trust us to work to the rules
without supervision
c
All safety rules are strictly adhered to
d
e
f
g
h

My boss makes a point of regularly talking to
all staff about safety matters
Supervisors are effective in controlling unsafe
behaviours by the workforce
I occasionally ask my supervisor about safety
issues
People at my level are very safety conscious
I am regularly checked to see that I am working
strictly to the safety rules

84

Strongly
Disagree

Disagree

Not Sure

Agree

Strongly
Agree

BLANK QUESTIONNAIRES AND ANALYSIS SHEETS
Module Seven
Plant & Equipment Design

85

86

87

the basic design of plant or equipment

the way equipment is installed in relation to other items

the manner in whic h original equipment has been modified

the problems due to poor maintenance of equipment

b

c

d

e

Not
applicable
to job

Please state which tool or equipment most needs improving - and why?

The basic design of tools

a

[for each row tick up to 2 boxes in the shaded area]

How much difficulty is caused to you by the following:

M-7
No, or
minimal,
difficulty
Minor
difficulties

Major
difficulties

Occasional
Minor
difficulties

Major
difficulties

Frequent
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