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aspiration to reality



Background to this work
• The fragility of a Just Culture - inconsistency of Just Policy application is a 

common killer of a safety culture

• Our experience of the real-world application of extant culpability models 
taught us that there is a pressing need for a:

– workable, straightforward toolset 

– toolset which can be repeatedly and credibly applied by non-HF specialists

– toolset that does not require extensive training

– tool that minimises variability, ensures consistency and stands the test of 
perishable training 

• Outcome – The FAIR™ system (Flowchart Analysis of Investigation 
Results)

• FAIR™ is free of charge

© Baines Simmons Limited 2009

Presenter
Presentation Notes
tool that can help apply a standard to support the promotion of a just culture within an organisation.



The basis of FAIR™

• The ‘best practice’ elements of the two main 
academic (Reason/Hudson) ‘in-use’ models
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• Question to peers: “Given the circumstances, 
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Unintended Action 

Unintended Consequence
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1 - Substitution test: Would someone else in the same situation have done the same thing? (if not, what is it about individual?)

2 - Routine test: Does this happen often to a) the individual or b) the organisation?

4 - Intervention: What needs to happen to reduce likelihood of recurrence at a) an individual level and b) an organisational level?

Increasing culpability

3 - Proportional punishment  test: What safety value will punishment have?
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Managing  The Three Behaviours

At-Risk Behaviour

Manage through:

• Understanding our at-
risk behaviours

• Removing incentives for 
at-risk behaviours

• Creating incentives for 
healthy behaviour

• Increasing situational 
awareness

Intentional Risk-Taking

Manage through:

• Disciplinary action

Normal Error

Manage through changes 
in the immediate ‘system’:

•Processes

•Procedures

•Training

•Design

•Environment

•Move or manage the 
person
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Where does FAIR reside in your 
Error Management System?



(developed) Substitution Testing

• This must be carried out by the Event Review Team (ERT) on at least three of the person’s peers. 

• The substitution test is designed to ascertain whether, in the circumstances, it is possible that another 
similarly skilled, trained and experienced individual would have done anything different. 

• These peers must not be members of the ERT, investigation or any other committee that could bring in 
a pre-existing knowledge or bias that would be directly associated with the event/near-miss 
circumstances.

• If answer no then it is most likely a system problem, not necessarily an individual’s problem, and 
blame is not appropriate. It proves that the best people can make the worst mistakes.

• Ask other peers this question – “Could you have made the same or similar error under similar 
circumstances?”

• Peers must consider the event/near-miss contributing factors i.e. (maintenance) system failures, and 
circumstances beyond the individual’s control as determined through the related investigation.

• If the peer group indicates a positive response (yes) the person is probably blameless. 

• A review of their previous decision history is in order. If they have a previous history of poor decision-
making, counseling may be in order depending on event/near-miss factors.
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What is a Just Culture?
A Set of Beliefs
– A recognition that professionals will make mistakes
– A recognition that even professionals will develop unhealthy norms
– A fierce intolerance for reckless conduct
– An expectation that hazards and errors will be reported 
– Accountability for choosing to take risk 
– Expectation that system safety will improve

A Set of Duties
– To raise your hand and say “I’ve made a mistake”
– To raise your hand when you see risk 
– To resist the growth of at-risk behaviour
– To participate in generating learning from our every-day bad experiences
– To absolutely avoid reckless conduct

© Baines Simmons Limited 2009Inspiration: David Marx



Does a Just Culture deliver?

• Some interesting lessons regarding the application of the Just 
Culture



No of MEMS Raised Cumulatively - 4 RR sites

0

100

200

300

400

500

600

Dec
-0

4

Fe
b-

05

Ap
r-0

5

Ju
n-
05

Au
g-

05

Oct-
05

Dec
-0

5

Fe
b-

06

Ap
r-0

6

Ju
n-
06

Au
g-

06

Oct-
06

Dec
-0

6

Fe
b-

07

Ap
r-0

7

Ju
n-
07

Au
g-

07

Oct-
07

Dec
-0

7

Fe
b-

08

Ap
r-0

8

Ju
n-
08

Au
g-

08

Date

N
o

 o
f 

M
E

M
S



Attack Helicopter Depth Support Unit

Internal Reporting 

FURBYs Raised  from Nov 07
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The MAS Programme

Senior Mgt HF Training

HF Programme

MEDA Training

Continuation Training

Safety Review Board

Safety Action Groups

SMS Training

2005 20072006 2008

Reactive 
“Systems”

Proactive 
“Culture”

MEMS Report 700 +

MEDA Investigations 200 
+

Initial HF Trained 2800 +

The Error  
Iceberg

The Error  
Iceberg

Presenter
Presentation Notes
 The journey so far. Senior Management buy in and training commenced in 2005 followed by our initial Human Factors programme.  Specialist investigators were then being utilised in 2006 with Human Factors continuation training initiating in 2007. Over the last two years MAS has instigated safety management training, safety review boards and safety action groups converting a reactive Error Management System into a proactive safety culture throughout the organisation.   To date over 700 open reports have been managed, over 200 Human Factor investigations carried out and over 2800 employees have completed initial Human Factor training. The journey to the bottom of the ‘Error Iceberg’ continues. Thankyou



Regeneration outcomes
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Presenter
Presentation Notes
The outcome of the regeneration so far……… reporting increasing each yearA good indicator of the health of the system and the increased trust from employeesA more detailed breakdown for the last year can be seen on NEXT SLIDE – MONTHLY REPORTS



QANTAS Maintenance Error
Management System

air safe

A Journey to the Bottom of the Error Iceberg
– MEMS Implementation 2005 – 2008
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QANTAS Maintenance Error
Management System

air safe

A Journey to the Bottom of the Error Iceberg
– MEMS Implementation 2005 – 2008
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• Reasons for Increased Reporting

- Increased belief that Just Culture Principles will 
be followed

- Changing belief in reporting making a difference

- Better understanding of reporting via HF training

- No Punitive actions outside of Just Policy

- Much easier to report via online reporting system

- Good MEDA Investigations and results



Measures to protect Just Culture
• only one committee member to be technically 

knowledgeable

• only one investigator to be technically knowledgeable

• only one investigator to be local

• confidentiality maintained

• Investigators have limited participation in decision making 
process 

• no secrets – published procedure promoted from the top 
downwards



Measures to protect Just Culture

Train the Management Team (an example curriculum) 

• An Introduction to Human Error

• Managing Error

• Managing At-Risk Behavior

• Managing Reckless Behavior

• Developing a reporting culture

• The Investigation Process

• Just Culture and its link to safety

• How to do just culture

• Making Smart System Changes



The reality of being Just

• As we move into the brave world of SMS, the actions that an 
organization takes for or against its people after an event occurs will 
continue to be the single biggest determiner of its success (in terms 
of managing safety proactively) 

• Its the doing that's the undoing...

© Baines Simmons Limited 2009



It’s the doing that can be the undoing

2



Summary

• Being fair is a management accountability (be tough)

• Managing consistency is the real challenge, or being just most of the 
time – irrespective of output failure consequence

• Formally record how you responded - for performance review by 
seniors and independents

• The regulator should care too

© Baines Simmons Limited 2009



Conclusion

• The FAIR™ tool – a workable, and straightforward toolset which can be 
repeatedly and credibly applied by non-HF specialists, without the need 
for extensive training

So that our people tell us about safety

• Interested in trialling/using FAIR™?

• please leave your business card, or contact us through our website

• In return we would value your feedback as to its usability 

Presenter
Presentation Notes
An enlightened regulator will be seeking to answer:Identify - Did they identify the real hazards?Assess - How big were those hazards?Control - What measures did they have in place to control those hazards?Recover - What plans did they have when it still went wrong?
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