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Near Miss Reporting

How to Implement and Sustain a Proactice Reporting System

The following is an extract from a presentation on "cultural considerations in creating a dynamic safety program" by Dave Fennell.  Near miss reporting can play a significant role in creating a high invovlement safety culture when management understands how it should work and know how they can influence it.  The parts of the presentation that deal specifically with implementing near miss reporting, how to overcome barriers and how to sustain it have been extracted into this document.  This provides insites into the areas where the near miss reporting may not be meeting its full potential .  

What is High Involvement?


High involvement is a management style that gets input, expertise and involvement from a variety of sources, mainly employees, and seeks to get all employees participating in the things that are important to them.    This is a fundamental principle that you need to accept to be able to pursue this approach to safety.  Safety is important and is a priority of every individual working for us. They do not want to hurt themselves. Near miss reporting is a great way of getting them involved in this mission.  

The key components of a high involvement safety approach  include 1) total employee involvement 2) the right people involved in the right decisions  3) the right people involved in the right issues and 4) involvement at all levels.  Near miss reporting is a tool that will foster this.


Near Miss Reporting


Our first task is to explore the implementation and evolution of a near miss reporting program as a means of achieving predictive safety.   This process contributed an 85% reduction in injury frequencies over its history.   When a near miss reporting program is implemented using principles of high involvement and cultural alignment you will achieve improvements in your safety performance that will be second to none.  I believe that this is the most powerful and effective process available to achieve dramatic safety improvement.  


What do you get from a near miss reporting program?
1) Learn where your deficiencies are  in your processes   
2) Learn where deficiencies are in your equipment  
3) Reduce costs  
4) Quick feedback   
5) Reduction in injuries  
6) Increase in reliability.  


Lets start with the incident triangle.  The incident triangle shows that for every serious accident, there were 10 minor injuries, 30 equipment damage type incidents and 600 near miss incidents. 
 June 2016 Update – The ratios of the numbers of proactive reports compared to incidents with consequences needs to be reconsidered in 2016 and beyond.  Critical thinking on the incident triangle and what it means to an organization in 2016 must be explored.  Beyond Swiss Cheese and Equilateral Triangles is a keynote presentation available from Dave Fennell to help safety professionals and management explore this new critical thinking on safety.
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We can prevent the serious incidents from happening if we get all the near misses reported and correct those.  The trick was to get the employees to report these near incidents.  Now comes the culture and high involvement part.  For this approach to work we need all employees involved in  identifying and reporting  near misses.  A supervisor or safety advisor could not be every where and see everything,  all the workers have to be involved.


How do we get high employee involvement in our near miss reporting program?  

1)  Education on the issues is a first step in achieving involvement.  Your people will be much more willing to get involved if they know why it is important.   If we assume the incident triangle is a fact, then there are 100's of near miss incidents that are occurring need to be reported.  Employees need to understand this principle.  

2) Employees want to be involved in things that are perceived as being "good" and would rather not be associated with those things that are viewed as "bad" (remember, one of the characteristics of our culture was a desire to please). We need to declare and demonstrate that near miss reporting is a positive event.  Loss in the form of injury or damage has not occurred and we can learn from this event.  Making this declaration is the toughest part of the program.  We are attempting to change a cultural belief that some events were truly a good thing to hear about. 

3) Modern safety management approaches tell us that 85% of incidents are the result of "systems" or "management" failures. This means management ca not ‘blame’ employees for near misses. In essence what we are trying to do is create a culture that does not blame.   Blame and negative response last an incredibly long time.  One of the biggest lessons learned through several implementations is that it would take almost 10 positive events to balance against one negative.   (Example: one employee was not reporting near misses because of negative response from his manager when he had reported a near miss 6 years previous)


4)  Perceived bureaucracy can restrict the full potential of the reporting system.  We need to make near miss reporting easy to do.  Creating a short form report which can be much more palatable and help reporting.  Reports by electronic media can be accepted.  To get everyone participating (high involvement), anyone who was not comfortable with reporting was allowed and encouraged to do it anonymously.  (pocket near miss forms, electronic submissions)  


5) To get high participation from all employees we can set performance guidelines.  A good start would be 2 near miss reports per employee per year.  The supervisors are the ones who must steward and assess the participation levels of their groups.  The ingenuity of your supervisors will shine when they know they are being measured on it.  They become real good at encouraging and recognizing the contributions of employees.  Notes of thanks, "at-a-boys", and yes even money!.    

    
As you can see, points 2, 3, 4 and 5 required incredible supervisor commitment. Here is a key point on high involvement...when employees start telling you everything,  there is going to be some things that you don't want to hear. (“You want the truth … you can’t handle the truth”).   How you react to that will determine the success of your safety approach.  The reinforcement needs to be constant and consistent.   Your supervisors need to be trained and supported to maintain this approach.  There is an incredible desire by supervisors in some instances to punish for a ‘stupid’ act that led to a near miss.  (Lesson-supervisor education and support system)


6) If this near miss reporting is really as important as we say, the employees want to see action on the identified items. The first level of action is on the direct cause or causes of that near miss.  The second level, and much more important in my view, is action on the systemic causes.  The near misses as a group need to be analyzed for common underlying and management controllable causes.  They can be analyzed by work group, by area and by time period to determine the cultural influences that are causing losses.  This type of analysis allows  us to identify cumulative root causes that are impacting our safety performance.  To gain credibility for this cultural change we must attempt to demonstrate action on all of these trends.  Some of this will involve management system changes.


7) In a high involvement approach, and especially with this cultural trait of wanting to be involved in things that are important, the results have to be communicated to all employees. There needs to be two levels for this communication.  First,  a  review of near miss reports is conducted at every safety meeting in the organization.  Second, (reminder of cultural trait numbers 1 and 3 "strong individualism" and "desire to be recognized") individual, personal feedback is provided to every employee for every near miss they submit.  (Example of feedback reply).  I did not truly understand the power of this feedback until I had been involved in it for several years.  There was continual feedback that it was appreciated, it showed management cared and that management thought it was important.  The event that demonstrated the power though was a discussion with an employee on a positive safety issue.  He said he remembered what I had told him on this issue previously and showed me the note I had sent him 4 years previous.  Our employees desire recognition so much that they cling to every bit they receive.  We had identified a cultural trait that was extremely strong and had taken further advantage of that.  Our most effective near miss programs were in areas where an employee gets a reply from a supervisor or manager on their submission.  Our best ever performance in this area occurred in an area where the worker received a personal note of thanks from the area manager.


8)The final thing that needs to be done to integrate the near miss reporting program to make it a cultural norm is to include the contributions to reporting as a positive item in the yearly appraisals of supervisors.  The supervisors have to be fully committed not just involved to make it work and the appraisal measures that commitment. Hold supervisors accountable for the success of the near miss reporting in their area. 

The implementation of a near miss reporting program provides some excellent lessons on culture and high involvement.  Establishing some guiding principles for integration of culture and high involvement is a key to success. 




1)Employee education





2)No blame environment





3)Easy to use





4)Guidelines for performance





5)Action on trends





6)Feedback 





7)Recognition





8)Positive attitude

Sustaining Your Safety Culture


A safety culture is dynamic, evolving and changing with the corporate culture.  Identifying changes in the corporate culture that will impact safety and keeping in tune to pending changes will help you keep your safety as a fully integrated part of your daily business.   There will also be times when you will want to maintain an approach to safety despite the impact of  negative influences. See Appendix for some examples and case studies.  

About Dave Fennell

After 34 years, Dave has retired from his roles as the Senior Safety Advisor for Imperial Oil and the Senior Technically Professional for Safety for the ExxonMobil Corportation.  He has developed approaches to safety management that have produced results that are widely recognized and have been featured in safety management videos and text books.  He is a regular guest lecturer at the University of Alberta on Behaviour Based Safety and Human Factors in Engineering and Safety.  He has presented at conferences across North America inspiring safety professionals, management and workers on safety and always creating positive changes on safety. 

Dave has been labelled “The Risk Tolerance Guru” because of his research and the development of materials that answer the question “Why do we take risks?”.   The video and materials on Risk Tolerance have been used around the world. 
The Canadian Society of Safety Engineering awarded Dave the distinction of being the Canadian Safety Professional of the Year.  

Appendix A

Examples and Case Studies

I will relate back to some of my near miss reporting experiences as an example of the relationship between ‘culture’ and ‘proactice reporting’.

Case Study 1:

In this organization, the levels of near miss reporting were being sustained at an average of 25 reports a month.  This was a level consistent with our performance guidelines and we were continual making improvements to our safety through analysis of this data.  In January of one year an announcement of a downsizing program was released for the February.  Near miss reporting began dropping off quickly in the remainder of January and not a single one was reported in February.  Even though we had a positive approach to near miss reporting for 2 years, this was something new and employees did not yet have full confidence that having their name on a near miss report would not be used to influence a decision on termination.  It took 5 months to regain the faith in the system and to get the reporting levels back up to the pre-announcement levels. A consistent approach by the managers and supervisors and a bit extra reinforcement on the individual replies was key in restoring the program.
Impacts of Culture

Near Miss Reporting Levels
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Near Miss Reporting Levels
Case Study 2:

The second graph is an example of how an incentive program for near miss reporting only worked temporarily because the employees perceived there was no management commitment to the program and that the incentive was only a gimmick.  Hats were given out starting in April for every near miss incident reported, when the supply of hats ran out in June near miss reporting returned to the pre-incentive program levels.  
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D.J. Fennell

Dave Fennell Safety Inc.
djfsafe1@telus.net 
  
www.davefennellsafety.com
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