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accident than others. The first model was created in 1919, based on statistical examina-
tions in a munitions factory. This model dominated the safety thinking and research for
almost 50 years, and it is still used in some organizations. As a result of this thinking,
accident was blamed solely cn employees rather than the work process or poor manage-
ment practices. Since investigations to discover the underlying causal factors were felt
unnecessary and/or too cosily, a little attention was paid to how accidents actually hap-
pened. Employees’ attitudes towards risks and risk taking have been studied, e. g. by
Sulzer-Azaroff. According to her, employees often behave unsafely, even when they are
fully aware of the risks involved. Many research results also show that the traditional
promotion methods like campaigns, posters and safety slogans have seldom increased
the use of safe work practices. When backed up by other activities such as training,
these measures have been somewhat more effective. Experiences on some successful
methods to change employee behavior and attitudes have been reported. One well-
known method is a small-group process used for improving housekeeping in industrial
workplaces. A comprehensive model of accident causation has been presented by Rea-
son who introduced the concept of organizational error. He stated that corporate culture
is the starting-point of the accident sequence. lLocal conditions and human behavior are
only contributing factors in the build-up of the undesired event. The latent organizatio-
nal failures lead to accidents and incidents when penetrating system’s defenses and bar-
riers. Groeneweg has developed Reason’s model by classifying the typical latent error
types. His TRIPOD model calls the different errors as General Failure Types ( GFTs).
The concept of organizational error is in conjunction with the fact that some organiza-
tions behave more safely than others. It is often said that these organizations have good
safety culture. After the Chernobyl accident, this term became well-known also to the
public.

Loss prevention is a concept that is often used in the context of hazard control in
process industry. Lees has pointed out that loss prevention differs from traditional safety
approach in several ways. For example, there is more emphasis on foreseeing hazards
and taking actions before accidents occur. Also, there is more emphasis on a systematic
rather than a trial and error approach. This is also natural, since accidents in process
industry can have catastrophic consequences. Besides the injuries to people, the
damage to plant and loss of profit are major concerns in loss prevention. The future re-
search on the ultimate causes of accidents seems to focus on the functioning and man-
agement of the organization. The strategic management, leadership, motivation, and the

persormel’s visible and hidden values are some issues that are now under intensive study.
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Safety management is one of the management activities of a company. Different
companies have different management practices, and also different ways to control
health and safety hazards. Organizational culture is a major component affecting organi-
zational performance and behavior. One comprehensive definition for an organizational
culture has been presented by Schein who has said that organizational culture is “a pat-
tern of basic assumptions—invented, discovered, or developed by a given group as it
learns to cope with its problems of external adaptation and internal integralion—that has
worked well enough to be considered valid and, therefore, to be taught to new members
as the correct way to perceive, think, and feel in relation to those problems”. The con-
cept of safety culture is today under intensive study in industrialized countries. Booth &
Lee have stated that an organization’s safety culture is a subset of the overall organiza-
tional culture. This argument, in fact, suggests that a company’s organizational culture
also determines the maximum level of safety the company can reach. The safety culture
of an organization is the product of individual and group values, attitudes, perceptions,
competencies, and patterns of behavior that determine the commitment to, and the style
and proficiency of, an organization’s health and safety management. Furthermore, or-
ganizations with a positive safety culture are characterized by communications founded
on mutual trust, by shared perceptions of the importance of safety, and by confidence
in the efficacy of preventive measures. There have been many attempts to develop meth-
_ods for measuring safety culture. Williamson et al. have summarized some of the factors
that the various studies have shown to influence organization’s safety culture. These in-
clude: organizational responsibility for safety, management attitudes towards safety,
management activity in responding to health and safety problems, safety training and
promotion, level of risk at the workplace, workers’ involvement in safety, and status of
the safety officer and the safety committee.

Organizations behave differently in the different parts of the world. This causes
visible differences also in safety activities, both in employee level and in the manage-
ment level. Reasons for these differences are discussed in the following. The studies of
Wobbe reveal that shop-floor workers in the USA are, in general, less trained and less
adaptable than those in Germany or Japan. Wobbe claims that one reason for this is
that, in the USA, companies providing further training for their staff can expect to lose
these people to the competitors. This is not so common in Europe or in Japan. Further-

more, for unionized companies in the USA, seniority is valued very highly, while train-
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ing or individual’s skills and qualifications do not effect job security, employment, and
wage levels very much. Oxenburgh has studied the total costs of absence from work,
and found that local culture and legislation has a strong effect on absenteeism rates. For
example, the national systems for paying and receiving compensation explain the differ-
ences to some extent. Oxenburgh mentions Sweden as a high absenteeism country, and
Australia as a low absenteeism country. In Sweden injuries and illnesses are paid by the
state social security system, while in Australia, the employer pays all these costs, in-
cluding illnesses not related to work. Comparison of accident statistics reveals that there
are great national differences in accident frequencies and in the accident related absen-
teeism from work. Some of the differences can be explained by the different accident re-
porting systems. For example, in some countries only absenteeism lasting more than
three working days is included in the statistics. The frequency of minor accidents varies
a lot according to the possibility to arrange substitutive work to the injured worker. Pla-
cing the injured worker to another job or to training is a common practice for example in
the USA and in the UK, while in the Scandinavian countries this is a rarely used proce-
dure.

Some organizations are more aware of the importance of health and safety at work
than others. Clear development stages can be found in the process of improving the
management of safety. Waring has divided organizations to three classes according to
their maturity and ability to create an effective safety management system. Waring calls
the three organizational models as the mechanical model, the socio-technical model,
and the human activity system approach. In the mechanical model, the structures and
processes of an organization are well-defined and logical, but people as individuals,
groups, and the whole organizations are not considered. The socio-technical model is an
approach to work design which recognizes the interaction of technology and people, and
which produces work systems that are technically effective and have characters that lead
to high job satisfaction. A positive dimension in this model is that human factors are
seen important, for example, in communication, training and emergency responses.
The last model, the human activity system approach focuses on people, and points out
the complexity of organizations. The strength of this approach is that both formal (or
technical) paradigms and human aspects like motivation, learning, culture, and power
relations are considered. Waring points out that although the human activity approach
does not automatically guarantee success, it has proven to be beneficial to organizations

in the long run.
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A status review is the basis for a safety policy and the planning of safety activities.
According to BS 8800 a status review should compare the company’s existing arrange-
ments with the applicable legal requirements, organization’s current safety guidelines,
best practices in the industry’s branch, and the existing resources directed to safety ac-
tivities. A thorough review ensures that the safety policy and the activities are developed
specifically according to the needs of the company.

A safety policy is the management’s expression of the direction to be followed in
the organization. According to Petersen, a safety policy should commit the management
at all levels and it should indicate which tasks, responsibilities and decisions are left to
lower-level management. Booth and Lee have stated that a safety policy should also in-
clude safety goals as well as quantified objectives and priorities. The standard BS 8800
suggests that in the safety policy, management should show commitment to the following
subjects ;

e Health and safety are recognized as an integral part of business performance;

® A high level of health and safety performance is a goal which is achieved by

using the legal requirements as the minimum, and where the continual cost-
effective improvement of performance is the way to do things;

e  Adequate and appropriate resources are provided to implement the safety poli-

cy;

e The health and safety objectives are set and published at least by internal no-

tification ;
¢ The management of health and safety is a prime responsibility of the manage-
ment, from the most senior executive to the supervisory level;

e The policy is understood, implemented, and maintained at all levels in the

organization;

e  Employees are involved and consulted in order to gain commitment to the pol-

icy and its implementation ;

e The policy and the management system are reviewed periodically, and the

compliance of the policy is audited on a regular basis;

e It is ensured that employees receive appropriate training, and are competent

to carry out their duties and responsibilities.

Some companies have developed so-called “safety principles” which cover the key

areas of the company’s safety policy. These principles are utilized as safety guidelines
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that are easy to remember, and which are often placed on wall-boards and other public
areas in the company. As an example, the DuPont company’s safety principles are the
following :

® All injuries and occupational illnesses can be prevented.

®  Management is responsible for safety.

®  Safety is an individual’s responsibility and a condition of employment.

® Training is an essential element for safe workplaces.

®  Audits must be conducted.

¢ All deficiencies must be corrected promptly.

® Ii is essential to investigate all injuries and incidents with injury potential.

¢ Off-the-job safety is an important part of the safety effort.

® It is good business to prevent injuries and illnesses.

¢ People are the most important element of the safety and occupational health

program.

The safety policy should be put into practice through careful planning of the safety
activities. Planning means determination of the safety objectives and priorities, and
preparation of the working program to achieve the goals. A company can have different
objectives and priorities according to the nature of the typical hazards, and the current
status of hazard control. However, some common elements to a safety activity planning
can be found. According to BS 8800, the plan should include:

®  appropriate and adequately resourced arrangements, competent personnel who

have defined responsibilities, and effective channels of communication;

®  procedures to set objectives, device and implement plans to meet the objec-

tives, and to monitor both the implementation and effectiveness of the plans;
®  description of the hazard identification and assessment activities;

®  methods and techniques for measuring safety performance, and in such way

that absence of hazardous events is not seen as evidence that all is well.

In the Member States of the European Union, the “framework”™ Directive 89/391/
EEC obligates the employer to prepare a safety program that defines how the effects of
technology, work methods, working conditions, social relationships and work environ-
ment are controlled. According to Walters, this directive was originally passed to har-
monize the overall safety strategies within the Member States, and to establish a com-
mon approach to the management and organization of safety at work. Planning of the
safety activities is often done within the framework of quality and environmental

management systems.



