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Why we started this...

Safety Leadership Training

EVOLUTION OF RESPONSES TO SPADs

Traditionally: written warning + 6 months on
jobs confined to depots
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= O [ fresm Currently: medical appointment + mandatory 2
year training plan + excluded from career
progression

Module 4. Just and Fair Treatment

Drivers don’t feel fairly treated following a
safety incident —and are not inclined to report
them

How to treat deviations in a just and fair manner?
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Presenter Notes
Presentation Notes
ERA Safety Leadership training was due to be delivered and includes a module on Just Culture
Feedback from frontline staff, particularly train drivers, was that they don’t feel fairly treated following a safety incident
For example, under the SMS, drivers involved in SPADs had to:
Be stood down immediately
Go to the company medical officer for a check-up
Complete a 2 year ‘competence development plan’ once returned to driving duties
Sometimes go for an occupational psychologist assessment
This itself was an evolution on the older way of dealing with SPADs: 6 months on jobs confined to the depot and a disciplinary form
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Presenter Notes
Presentation Notes
Put together a working group, initially led by HR, to explore the concept and how we could apply it
Developed a decision tree based on publicly available ones
Has helped people engage and understand the concept
Needs to be balanced with a focus on system safety
Started to deliver the ERA Safety Leadership training with the module on Just Culture and an exercise using our decision tree
Held an externally facilitated workshop with the executive team



Current position

Concept has gained traction, particularly with frontline staff

Hired a full-time Safety Culture Coordinator to drive the initiative forward
Set up a senior level steering group

Holding consultations with different manager groups

‘Drip feeding’ the concept at different organisational forums

Started making changes to some of the SMS standards and processes
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Some of the issues raised

Legal challenge — not removing someone from a grade
could leave the manager open to challenge if they are
later involved in an accident

Legal advice: removing them from the grade for an error could leave the
company open to an unfair dismissal case

Legal challenge — identifying systems issues in an accident
where a staff member was injured could reinforce their
compensation claim

Legal advice: not identifying and addressing systems issues which resulted in an
accident leaves the company open to a larger claim if someone else is injured

All levels feel like the level above them want to hear action taken after an
incident

Perception of what the next level of management wants

Feeling exposed — managers need to feel supported in the event of making a wrong decision
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System
improvement was
too implicit
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Errors so far...

Account for
organisation churn

@

Focus on frontline
behaviours

v/

Too little early
senior
management
engagement

Not acknowledging
where we have
come from


Presenter Notes
Presentation Notes
System improvement was implied in much of the communications material
Should be specific and explicit throughout
Also need to understand the resourcing difficulties of system changes
Account for organisation churn
Expect to have to re-explain and re-engage with new managers as they move through the organisation
Focus on frontline behaviours
When it’s management behaviours we actually want to change
Too little early senior management engagement
Held training sessions, but didn’t get a champion at management level
Not acknowledging where we have come from
People are already treated more fairly than they used to be



What’s worked

— Stories and scenarios

e Worked examples, from simple and straightforward to complex and difficult

amem  Changing the SMS

e Formalise the expectations of manager behaviours post-incident, providing them support

smmmmy  Consulting widely

e Reassurances from legal and regulatory agencies that they see no major issues with this approach

— Word of mouth

e Staff who have been treated under a (semi) Just Culture approach are giving positive feedback to their
colleagues
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Next steps

Set of HF and Adapt incident Progress Comms and Launch event?
systems-thinking templates to focus workshop with training
tools for more on learning the exec team

investigators
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