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Have you ever ran across a speaker who was so clear, so on target, that you would just love to sit at his feet and listen.  A presentation from James Bagian, an astronaut and vigilante on safety was just that.  As a former astronaut he has extensive experience in aviation related safety systems, human factors, and was a lead investigator of the Challenger accident.   

Instead of safety being something that slaps the nose of those who have done wrong, he presented a framework that uses safety as the input for ever-increasing excellence in the workplace.  His speech called out for environments that are safety-minded in design, communication and action.  Here are a few insights I challenge you to overlay on your organization for possible application.

Four actions taken with safety problems: 

1. Eliminate them: Keep them from ever happening again by mistake-proofing their occurrence. (Household plugs are designed so they can only be inserted the right way)

2. Control them: Keep their occurrence down to an acceptable or insignificant level.  This might be visually mapping the correct way to do things in the work place.  Making the right way intuitive, or alerting when consequences of doing it the wrong way are high.  

3. Accept Them.  Winking at safety with, “Nobody’s perfect, you know”

4. Ignore Them (same as #3).  This is hoping that things don’t go awry.  Maybe someone won’t step in that liquid spilt on the waxed floor before it dries up by itself.

You want to know the quantity and types of your “close calls”.  Have an open door policy for reporting them.  They are the very input needed to define the actions necessary for problem prevention.  At NASA, the close-call reporting  of near misses went up 300%.   Sounds bad, but at the same time, the lost work days related to injuries during the same period went down 700% (not so bad).  If hospitals could get to the point where everyone is out looking for the possibility of an error with the freedom to report it, the levels of high quality will soar. 

When you receive input on a close call: Don’t hide from them or punish those willing to report them; use them as the means to excellence.

1. Provide prompt feedback so they will continue their alertness.  The worst thing you can do is ignore or not communicate the significance of the reporter’s input.  If you do, you have just lost the next thirty ideas or warnings they would have diligently provided over the course of their tenure.

2. Identify vulnerability with each incident.  There is time value, an at-risk value associated with each incident.  Not only does a spill in the pneumatic tube system cost time to clean up, it causes additional trips while that zone of the tube system is down, health hazard to the one opening the tube....

3. Turn them into corrective action if possible. (25% usually do)

Two mistakes you can make with rules:
You can follow only the rules:  Rules can only cover so many situations.  If the goal is safety, then common sense must prevail.  Rules are not a substitute for thinking.
You can follow none of the rules. Duh-uh!
You need a 4-year-old mentality on your process team to look through naive eyes and ask “why?”  We come into a new organization and we presume experts designed it.  What we need to do is to consider our procedures carved in Jell-O; ready for us to question and improve.

Don’t fall into the trap of “hindsight” bias.  This is where the series of things that went wrong derive your corrective solution.  It may be better to start from “frontsight”: looking at the set of choices at the beginning that caused the person to go down the wrong path.  Choice mapping can show problems not seen from the back end.

Actions to improve safety:

1. Eliminate their possibility of choice (can only be done the right way).  The Japanese call this Poka-yoke.

2. Remove look alike, sound alike.  Make it obvious when the wrong selection is made.

3. Use a force function.  Something happens only when sufficient force is applied.  A major brake manufacture made sure that their employees didn’t pick up over 25 pounds by making the bottom of the boxes fall through with more than that load (hope they wore steel toe shoes)
Remember: Scaring your people into safety is not as effective as leading them into seeking out every candidate for a safety error.  If they can see why it is important and you set the environment up to be safety-friendly, safety is on the way.  I love the response of a Japanese master who toured the Phillip 66 plant in Old Ocean, Texas.  The supervisors wanted to know what the sage thought of the safety and efficiency of their operation.  Not wanting the plant manger to lose face, he gently said in his strong Asian dialect: “You very fortunate company!  You have many, many opportunity for improvement.”
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