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 RECOGNIZING HAZARDS AND 
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CHAPTER 7

       Nobody ever plans to have an accident. 

   — Richard Frank, frontline supervisor    

 The preceding chapter,  “ Following All the Rules  …  All the Time, ”  examined the 
matter of compliance with the rules. For all the reasons described, making that 
happen represents a brutally tough challenge for every leader …  one that is never -
 ending. The fact that everyone follows all the rules today doesn ’ t guarantee that 
everyone will do it again tomorrow. Or immediately comply with the new policy 
rollout in the morning safety meeting. 

 But just suppose you  were  able to accomplish the goal of full compliance: that 
everyone under your supervision actually followed every safety rule every working 
day. And didn ’ t just  “ tick the boxes, ”  but fully and faithfully followed both the letter 
and spirit of the requirements. (Now you begin to appreciate just how tough a chal-
lenge full compliance really is!) If that happened, safety performance undoubtedly 
would be wonderful. 

 But could you guarantee that by following all the safety rules, everyone would 
avoid injury? 

 Unfortunately, the answer is no. There are plenty of ways to get hurt that don ’ t 
involve breaking the rules. If your ultimate goal is to see to it that everyone goes 
home safe every single day, above and beyond following the rules you face a second 
challenge that might just be the equal of the challenge of full compliance: you and 
your crew need to be able to recognize what can hurt them. Moreover, both you  and  
they need to be able to do that in real time, in the dynamic world of your operation, 
and be able to take preventive actions  before  someone gets hurt — not after. 

 Successfully dealing with that challenge requires a different set of skills: the 
ability to recognize hazards and manage risks.     
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 Why do people take risks for a living?    
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  THREE ROUTES TO INJURY 

 The best way to understand the complex process of hazard recognition and risk 
management is to begin at the end of the process and work backward. In this case 
the end is someone getting hurt. Understanding how people get hurt — the means, 
method, and manner of injuries — suggests what is required for prevention. Let ’ s 
start the examination with you: have you ever gone home hurt or hurting at the end 
of the workday? 

 If you ’ re like most employees who work in operations, with a career that spans 
20 years or more, it ’ s likely that at some point in your career you did. Even if your 
injury didn ’ t rise to the level of being counted against the safety record or causing 
lost time, if being hurt kept you from doing what you normally did after work — or 
took you to the medicine cabinet for some pain medication — it was enough to have 
grabbed your attention. Even in those operations with some of the best safety per-
formance in the business, if you work long enough the odds are in favor of your 
eventually getting hurt. And even the best people can get hurt. Injuries aren ’ t limited 
to the poor performers in the outfi t. 

 As to how that injury happened, an unlimited number of situations can lead 
to injuries, ranging from the trivial to the tragic. Since nobody ever plans to have 
an accident, it ’ s safe to say that your injury came as an unwanted and unplanned 
event. Seen in the rearview mirror, sometimes those events look like something the 
Three Stooges might have cooked up, except the pain is real. As you look at hun-
dreds of cases across a wide swath of industries, you begin to see three separate and 
distinct routes that lead to people going home hurt or hurting.

  The fi rst route is via the specifi c  task  the person was assigned to perform. An 
auto - repair technician is removing the lug nuts on the front wheels. The air 
wrench he is using to do that task slips and hits his face. The accident report 
reads,  “ Impact wrench chips tooth. ”  

 The second route is via the  interface  between the task and the person assigned 
the task. For example,  “ Lifting scaffold equipment causes back spasms. ”  In this 
case there isn ’ t anything unsafe about the equipment or the task. But the interface 
between the person and the task — the amount of lifting, the position from which 
the material is lifted, the condition of the person performing the task — causes 
the injury. Sometimes these problems are labeled ergonomic. Sometimes the 
person simply reports,  “ My back started hurting when I bent over to pick up the 
wrench. ”  

 The third route is via the larger  environment  in which the job is performed. 
In this situation there is nothing unsafe in the task; the person is performing 
it exactly as prescribed. But something unrelated happens — above, below, 
upwind — and the person is injured.  “ Passing motorist strikes road worker. ”        

 What are the odds? Worth knowing when you ’ re taking a 
chance   
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 Remember the three routes as  TIE  —  task, interface,  and  environment.  Each 
of those three routes is entirely independent of the other two; each is suffi cient to 
send someone home hurt at the end of the day; each needs to be recognized and 
managed. If your goal is that everyone go home safe every single day, it is manda-
tory to defend your crew against all three routes of  “ incoming fi re. ”  For that, you 
have three lines of defense.  

  THREE LINES OF DEFENSE 

 Knowledge is the fi rst line of defense in protecting people against hazards: what you 
don ’ t know  can  hurt you. Plenty of people have been hurt trying to do something 
they didn ’ t know how to do. Knowledge as the primary defense puts training front 
and center. If the programs for safety training — as well as teaching job skills and 
knowledge — aren ’ t effective, people can be left defenseless against injury. That may 
be obvious, but so is the fact that many training programs are far from effective. 
Couple that with the new generation of workers coming into the industrial  work-
force as the Baby Boomers make their exit, and the problem of effective training 
becomes more acute. That challenge is treated in Chapter  15 ,  “ Investing in Train-
ing. ”  Training and qualifi cation are a vitally important part of seeing to it that people 
go home safe. 

 But let ’ s make a dangerous assumption: people actually know what they ’ re 
doing out on the job. Many really do. Is their knowledge suffi cient to enable the 
individual worker to recognize — and take the necessary safeguards against — the 
hazards capable of causing injury on the specifi c jobs he or she is assigned? 

 Knowledge may be necessary to work safely, but it is far from suffi cient. For 
most injuries somebody could have said,  “ Trust me, I know what I ’ m doing. ”  If it 
were possible to go back to the moment just before the accident — leaning on a ladder 
before it fell, gripping the wrench before it slipped, stepping out of the car before 
slipping on the ice — and ask the person who got hurt the question,  “ Do you think 
you could get hurt doing that? ”  in the overwhelming majority of cases the answer 
would be,  “ Yes, I suppose something like that could happen. ”  

  “ But it won ’ t. At least not to me, right here, right now. ”      

 Risks  you  decide to take, versus those imposed by others   

 That people can — and often do — get hurt doing things they know how to do 
safely is a principal reason for the second line of defense against hazards: policies 
and procedures. Knowing that training is not enough by itself, every organization 
employs an array of policies, procedures, standard operating procedures, and safe 
work practices for recognizing and managing job hazards. These range from broad 
requirements, like the policy that mandates minimum job training and qualifi cation, 
to the generally applied policies, like requirements for personal protective equip-
ment, safe work permits, and job safety analysis, to activity - specifi c safety proce-
dures, such as those for excavation, confi ned space entry, working at heights, or hot 
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work. Together these represent a system of safety, weaving a net of protection 
against hazards, fi rst by identifying the hazard, and then by prescribing the appropri-
ate defense. 

 But is the system the solution? Is it safe to say,  “ I ’ m following all the proce-
dures, so I can ’ t get hurt ” ? Relying on the system of safety procedures to keep people 
safe sounds like an effective approach — until you really start thinking about it. 

 There is the simple matter of full compliance — far easier said than done. Just 
because a policy is issued doesn ’ t mean it is faithfully followed out on the job. 
Moreover, many policies and procedures are situation - dependent. Confi ned space, 
trenching, and fall protection don ’ t apply to all the work people do, but rather when 
specifi c conditions exist. That means that people must recognize those conditions, 
and that doesn ’ t happen automatically. If someone fails to recognize conditions 
that call for special precautions, the lack of compliance is not a problem of choice, 
but rather a failure of what ’ s known as  cognition:  the combination of knowing 
something, remembering it, and then recognizing when it applies in the moment. 
 Perception  is the more practical description of the process. See Figure  7.1 .   

 Finally, there are plenty of other ways to go home hurt or hurting that don ’ t 
involve breaking the safety rules. Consider those second and third routes of  “ incom-
ing fi re ” : 

   Interface  between the task and the person assigned the task:  “ Lifting scaffold 
equipment causes back spasms. ”   

   Environment  in which the job is performed:  “ Passing motorist strikes road 
worker. ”     

     Figure 7.1     Compliance also depends on the ability to recognize that a hazard exists.  

COMPLIANCE REQUIRES PERCEPTION

Know and understand
the rules

Remember the rules

Recognize how the rules
apply to the situation

Choose to follow
the rules

Perception
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 These hazards arise either from the specifi c relationship between the person 
and the task, or from a hazard not directly associated with the task assigned. Situa-
tions like these might be foreseeable, and procedures like a job safety analysis might 
appropriately identify the potential hazard. But the procedures often don ’ t function 
that way — because of either design or application.     

 Fear: is it the mother of safety?   

 If your procedures aren ’ t capable of identifying and managing these second 
and third sources of injury, you don ’ t want to fi nd that out after someone has been 
hurt. There is a simple way to perform a  “ leak check ”  to see if your procedures are 
watertight. That is to construct a matrix with the three routes (task, interface, and 
environment) on one axis and the relevant safety procedures on the other. This 
exercise will tell you how well — if at all — specifi c safety procedures like work 
authorization, confi ned space, trenching and excavation, and even the job safety 
analysis process your operation follows, do in identifying the potential hazards from 
each route. If you know the procedures provide complete protection, you can then 
rely on the procedure to do the heavy lifting for you. 

 The more likely answer is this: as vitally important and valuable as procedures 
are, they won ’ t guarantee that everyone goes home safe every single day (see Fig. 
 7.2 ). If knowledge and procedures aren ’ t suffi cient to keep people safe, a third line 
of defense is required: the ability to recognize hazards in the real world and real 
time of operations (see Fig.  7.3 ).    

     Figure 7.2     Following the procedures doesn ’ t always guarantee that every potential source 
of injury will be recognized.  

PROCEDURES AREN’T ALWAYS THE SOLUTION

Policy or Procedure
Assigned Task

(e.g.: replace gasket)
Interface

(e.g.: body position)
Environment

(e.g.: work overhead)
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  UNDERSTANDING HAZARDS 

 A hazard is a  “ source of danger, ”  something that has the potential to get someone 
hurt. Every operation has plenty of hazards, beginning with its own unique set. Ask 
people  “ What ’ s dangerous where you work? ”  and the answers start with the raw 
materials handled, the production equipment operated, the heights at which people 
routinely work, and sometimes the environment in which the work is done. But those 
answers seldom match up with what actually gets people hurt. It ’ s normally mundane, 
ordinary things that do the damage: slips, trips, and falls from stairways and slippery 
fl oors, contusions and lacerations from knives, hand tools, and pinch points, and 
sore backs from performing routine tasks. 

 If you were to write down all the things that are capable of hurting your people, 
it would be a very long and continually growing list. Try thinking of something that 
isn ’ t hazardous in some situation. Water? There ’ s ice, steam, condensate, drowning. 
Twenty - fi ve years ago having a computer on a desktop was almost unheard of. Now, 
carpal tunnel syndrome from excessive use of the keyboard has become common-
place. If your goal is to see to it that everyone goes home safe, the number of things 

     Figure 7.3     The last line of defense is the ability to perceive hazards out on the job.  
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you have to worry about — and manage — can become so mesmerizing you don ’ t even 
know where to start.  

  THE INJURY TRIANGLE 

 Here ’ s a simple way to begin to make sense of hazards. If you look closely at any 
injury, you ’ ll fi nd that there are invariably three separate and distinct elements that 
combined to create it: 

  The  object  that does the damage  

   Energy  or force to produce the damage  

  The  person  who suffers the injury    

 Taken together, these three elements form the  “ injury triangle ”  (see Fig.  7.4 ).   
 All three are required to suffer an injury: a person must come in contact with 

an object with suffi cient energy to make the object dangerous to the person. Obvi-
ously some objects are more inherently hazardous than others: methyl isocyanate, 
which did so much tragic harm at Bhopal, was deadly poisonous. Water may be one 
of the great necessities of life; it has also claimed many, many lives. But as a prac-
tical matter, there is more to a hazard than its inherent properties. It is the interre-
lationship among factors that it creates. The amount of energy involved, and the way 
in which the person comes in contact with the object, also play a signifi cant role. 
The object is fi rst lifted, then dropped; a person walking trips and falls; the injured ’ s 
arm moves and makes contact with an uninsulated, hot line. 

 Since it takes all three elements — person, object, energy — coming together at 
the same time and place to produce an injury, the removal of any one of the three 

     Figure 7.4     An injury requires that person, object and energy come together at the same time 
and place.  

PERSON

OBJECT ENERGY

THE INJURY TRIANGLE
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would prevent the injury. When all three are in play, but fail to meet at the same 
time and place, what results is a near miss: the dropped object just misses the person 
working below. 

 Safety and loss control procedures work at  “ breaking the triangle. ”  The theory 
behind many procedures is to separate the human from the object, in time and space, 
so that there can be no injury; remove the energy, so there can be no consequence 
from contact; inspect the object, so it does not fail in service. 

 For example, the lockout - and - tag procedure insures the removal of the hazard-
ous energy before any work can start. The confi ned space procedure insures the 
removal of the dangerous object — whether that is some hazardous material or 
the absence of a breathable atmosphere — before entry. These procedures prevent the 
problem from happening in the fi rst place.     

 Trying to avoid those sharp horns   

 There are other procedures that provide benefi t when the three elements of the 
injury triangle are in play. These involve the use of personal protective equipment, 
which provides a barrier between the person and either object or energy. Seat belts 
keep the driver from making contact with the windshield of the vehicle. A hard hat 
spreads out the energy from the dropped object, lessening the force per square inch. 

 Personal protective equipment is like the safety net under the high wire: it ’ s 
the last line of defense should all else fail. Like the safety net, it ’ s not needed until 
the three elements of the injury triangle are already in play. Personal protective 
equipment has its limits — it is effective only to a certain point — and it provides no 
benefi t at all if it ’ s not used. 

 Every operation is full of the three elements that make up the injury triangle, 
because people, objects, and energy are also what it takes to produce products. 
Fortunately, it ’ s relatively rare for all three to come together to produce an injury. 
And when they do, something — one of the three elements — has triggered the process. 

 In the terms of the injury triangle, safety policies and procedures serve as either 
a primary or a secondary defense against the hazards. Primary lines of defense are 
those that prevent person, object, and a suffi cient amount of energy to make the 
object harmful from being present at the same time and place. An electrician is 
permitted to work on high voltage switchgear, but not normally when it is energized. 
A pipe fi tter is permitted to break into a line, but only after the contents and pressure 
have been removed. Equipment is designed, inspected, maintained, and certifi ed to 
prevent failure in service. Those assigned to perform the work must be trained and 
certifi ed. 

 By comparison, personal protective equipment serves as a second line of 
defense; like a safety net, there when needed. Since most of the time (fortunately) 
a safety net isn ’ t required, it ’ s easy to see why requirements involving personal 
safety equipment are often the fi rst safety rules broken. The challenge with safety 
nets is that they can ’ t be suddenly strung up when the hazard materializes; they have 
to be routinely and completely used. 
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 I once shared the podium at a safety conference with a fellow who ’ s spent the 
last 11 years of his life confi ned to a wheelchair. His name is Russell, and he started 
out as a painter — an industrial painter. Once you know that, it isn ’ t hard to fi gure 
out what went wrong that found him working with a microphone in hand instead of 
a paintbrush: he fell. 

 In a very plainspoken way, Russell told what it was like to fall 30 feet and 
survive the experience. It ’ s his story, and best told by him. As one of the listeners 
in the room, I can tell you that his audience paid attention to what he had to say —
 and admired him for saying it. Russell really was a guy  “ who got up better than he 
fell down. ”  There is one small footnote in Russell ’ s account that was striking, and 
relevant to the point of the safety net: that ’ s what the attending EMT had to say 
when he arrived on the scene. Since Russell was conscious, the fi rst thing the EMT 
said was,  “ You ’ re wearing a harness — so why weren ’ t you tied off? ”  I ’ m sure 
Russell has asked himself that question every day since.  

  PERCEIVING HAZARDS 

 The injury triangle is a dynamic model of hazard creation. That model begins to 
suggest the approach to creating the third line of defense from hazards: the ability 
to perceive where people, objects, and energy are all present and with the potential 
to combine to produce an injury.     

 So many hazards to cover   

 Since they come together only when an injury occurs, hazard recognition is a 
game of perception, the ability to fi rst observe what is present and then to process 
information to reach a conclusion as to the potential sources of danger. The deduc-
tive abilities of the brilliant detective Sherlock Holmes kept his sidekick, Dr. Watson, 
in a constant state of amazement. Holmes would explain all the seemingly minor 
details that had led him to what seemed a startling conclusion, and then put a fi nish 
on his explanation:  “ You see, but you do not observe. ”  

 Differences in perception about hazards out on the job are created by the 
confl uence of many factors: training, education, job experience, life experience, and 
interests. If you show a picture of some specifi c work activity to a group of people 
employed in the operation — for example, an experienced operator in the department 
where the picture was taken, an experienced maintenance technician, a design engi-
neer, and a brand - new trainee — and then ask them what hazards they see, their 
answers will vary. Each will have his or her own perception about the hazards, some 
similar, but some signifi cantly different. The operator would know about the hazards 
associated with the raw material; the maintenance technician would know of the 
hazards that can come from poor lubrication; the designer would know about mate-
rials of construction. A brand - new trainee would be the one most likely to perceive 
the obvious hazard — like poor housekeeping in the department — that the others had 
stopped noticing because they ’ d been there so long. 
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 Which proves one key step in process of perceiving hazards: two sets of 
eyes are far better than one. Given the different experiences and skills people have, 
hazard perception increases with the involvement of more people. That said, recog-
nizing what can get someone hurt still principally falls to the person performing the 
work — the person who has the most to gain or lose from recognizing what can get 
someone hurt. 

 Here are fi ve other ways to better perceive hazards: 

  1.     Factor in the physical  environment.  It isn ’ t just the task being performed that 
represents the hazard; it ’ s where the task is being done. Evaluate the larger 
environment that envelops the task: what ’ s nearby, what others are doing, and 
most assuredly the weather.  

  2.     Put your  head on a swivel.  That ’ s what you do when in a hostile environment. 
Focus on the big picture  and  the details, looking for the unexpected. Look in 
every direction: left, right, up and down, forward, backward.  

  3.     Pay attention to what ’ s  changing.  Work is dynamic, not static, so don ’ t 
assume otherwise. The specifi c work to be done can easily change as the job 
progresses, leading to unanticipated hazards. Even if the task doesn ’ t change, 
the people doing it can, and so can factors in the environment.  

  4.     Use all your  senses.  As a source of danger, a hazard has physical character-
istics. The fi ve senses — sight, sound, smell, touch, and taste — can be the best 
set of hazard identifi cation tools anyone has. Then there is what ’ s known as 
the sixth sense: intuition. In the case of recognizing hazards, that sixth sense 
might be considered  foreboding  — the sense that something isn ’ t right, but that 
what ’ s wrong can ’ t immediately be quantifi ed. What we now know about the 
human brain is that it is a magnifi cent collector and processor of information, 
far more powerful than we give it credit for being. If something doesn ’ t seem 
right, it ’ s probably because something  isn ’ t  right. Take that as a cue to stop 
and determine exactly what that something is.     

 Can you reduce the hazard odds to zero?    

  5.     Look for the  warning fl ags.  They include any signal that indicates the risk of 
an injury is rising. Consciously or subconsciously, over time supervisors 
develop their own list of signs of trouble, some obvious, some subtle. Here is 
a list of potential candidates, several of which build on what has previously 
been described:  

  Changing work scope  

  Changing/inclement environment  

  Someone in a hurry  

  Improvised tools or work methods  

  Unusual smell, sound, appearance, touch, taste  

  Elevated/overhead work  
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  Working around hazardous material/energy  

  Awkward/stressed work posture  

  Not following the procedure  

  Poor housekeeping       

  HAZARD VERSUS RISK 

  TIE  — task, interface and environment — describes the three separate and distinct 
routes to going home hurt. The  injury triangle  provides a model for what it takes 
to get hurt. Operations uses hazard - recognition and  - management systems to fi rst 
recognize hazards and then provide the necessary precautions to safely deal with the 
hazards that are present out on the job site. The term  risk  is often used in the same 
context:  “ hazard - management procedures ”  are sometimes called  “ risk - management 
systems. ”  While the words  hazard  and  risk  might look similar, and are sometimes 
used interchangeably, there is a very important distinction between the two that 
every supervisor should fully understand  …  because it can mean the difference 
between life and death. 

 A hazard is a source of danger. In the injury triangle, the object and energy 
combine to create that source. By comparison, risk is the measure of the probability 
that the hazard will occur. Risk is an abstract concept; it ’ s a hazard that can actually 
hurt someone. And that difference isn ’ t some abstraction; every single day risk 
is factored into the choices we make, from where we live and what work we do to 
how we get to work and, in the case of managing safety, what kind of precautions 
we use. 

 Risk — uncertainty — is an everyday part of our lives. We constantly make 
choices without being certain about the outcome. Do I get a fl u shot? Do I buy my 
airline ticket for summer vacation now — or wait until the date gets closer? Should 
I buy stock in the company I work for? Or sell it? What about buying a condo on a 
barrier island?     

  Pretending  won ’ t make it go away   

 When it comes to recognizing — and managing — hazards, there are always two 
questions that must be answered. First, what are the hazards, the sources of danger? 
Second, what are the risks, the likelihood that a hazard will occur? When that 
happens it can create an event: in the case of safety, an accident or injury. 

 For any given task, like changing the tires on a car, there is a long list of 
hazards that have the potential to cause someone to get hurt. Those hazards are 
largely known or knowable: rarely does someone get hurt for a reason that nobody 
knew was possible. In the case of hazards there are ample authoritative sources of 
information from which to learn about them: published works, training, formal 
education, experience, and other people who share what they have learned. 
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 Determining risk for a hazard means estimating the odds of occurrence. We 
intuitively know that the probability of hazards varies widely: the auto mechanic 
using an impact wrench to change the wheels is far more likely to suffer hearing 
loss from noise exposure than to succumb to carbon monoxide poisoning from the 
vehicle ’ s exhaust system. Either could happen, but the former is a lot more likely. 
How much more likely? Where do you go for authoritative information about risks 
like those? 

 For some life activities, a great deal of statistical information about risk has 
been collected. In the matter of private automobiles, you can look up the probability 
of having your vehicle struck on the road by another vehicle, hitting a pedestrian 
while driving, or being killed in a vehicle accident. But you can ’ t fi nd the odds of 
burning your arm while changing the spark plugs. If you ’ re supervising an auto 
repair shop and are concerned about safety, knowing that risk that would be very 
useful. 

 There is relatively little authoritative information about risk on the job. We 
know people can slip or fall, and there are studies of the impact of falls from varying 
heights on the human body, which have been used to determine the level at which 
fall protection is required. But we really don ’ t have a relevant study telling us the 
probability of falling down a fl ight of stairs, or falling while working at a given 
elevation. One reason is that performing that calculation requires determining expo-
sure: how often do people actually go up and down stairs, or fi nd themselves working 
in places where they might fall? Remember, risk is a matter of probability.     

  “ It can ’ t happen ”   …  but it often does   

 Climbing stairs is but one small task out of the hundreds that one person does 
every day. When you think about it in those terms you begin to appreciate the mag-
nitude of the process of calculating risk: it ’ s just too complex an undertaking. 
Because it ’ s too complex, we don ’ t have hard numbers about everyday risks. Because 
we don ’ t have hard numbers telling us what the risk really is, we rely on our percep-
tions of what seems risky. That ’ s good news and bad news. The good news: when 
we perceive risk, the odds are good that some kind of hazard is present. And so we 
are careful. But the inverse is not true: just because we don ’ t perceive risk doesn ’ t 
mean there is no hazard present. In fact there often is, and the risk when we don ’ t 
perceive the hazard is often greater, not smaller, because when we don ’ t perceive a 
hazard, we aren ’ t nearly as careful. We relax our guard  …  and take chances.  

  PERCEIVING RISK 

 What we do know about how we calculate the odds is this: left on our own, we 
aren ’ t all that good at calculating the correct probabilities for the occurrence of 
hazards. The research conducted on risk perception consistently produces the same 
conclusion  …  people spend too much time worrying about the things that aren ’ t 
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very likely to hurt them, and not nearly enough time on the things that most likely 
will. 

 There are plenty of everyday examples that bear this conclusion out. Com-
mercial aviation is by far the safest means of transportation. But after a turbulent 
fl ight and a bumpy landing, a very nervous passenger jumps into his car and speeds 
home, without buckling up, and all the while talking on his cell phone. The fi rst bolt 
of lightning will close down the golf course, but fair - skinned golfers seldom think 
to apply sunscreen. A driver who routinely speeds will still carefully obey the 
requirement to stop for a school bus discharging small children. 

 In each case, the hazard that is greatly feared — an airline crash, being struck 
by lightning, hitting an innocent child — is far less likely to occur than the hazard 
that isn ’ t. 

 In the aftermath of the Bhopal tragedy, managers in my company had to face 
our apprehensive — and sometimes angry — neighbors who feared the same fate 
might befall them. Who could blame them? It wasn ’ t a pleasant duty, but fortunately 
we were trained in talking to people about risk — and how people make decisions 
about risks to their safety and health. The research by communications professor 
Peter Sandman served as our foundation for understanding how people view, and 
make decisions about, health risks. 

 In Dr. Sandman ’ s view there is certain logic to this decision - making process —
 but not logic based on hazard and probability. When a hazard is catastrophic, 
memorable, dreaded — and under the control of someone else — it is perceived as 
very risky. With that risk comes fear, in some cases a healthy and productive fear. 
On the other hand, if the hazard is common, everyday, and under our control, there 
is relatively little fear. We become complacent.     

 Hazards that are worth the time and attention   

 In other words, emotions color the perception of risk. 
 This theory offers the best explanation of why traffi c always comes to a 

screeching halt when the school bus stops: failure is catastrophic, memorable, and 
dreaded. It is relatively easy to perceive those kinds of consequences, and no one 
would want to be responsible for causing that kind of tragedy. 

 Sandman ’ s view goes a long way toward explaining more than just why we 
tend to be nervous airline passengers and to fear lightning. It begins to suggest ways 
to infl uence how people recognize and manage risk out on the job.  

  FOUR RULES FOR REDUCING RISK 

 Since risk perception seldom matches reality, when it comes to recognizing what 
can get someone hurt you ’ re always fi ghting an uphill battle. First,  you  have to be 
able to correctly determine the probability of the hazard ’ s occurrence; then you have 
to convince others that you are correct, and that they should change how they per-
ceive risk. Here are  four rules for reducing risk  that will help you do that. 
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 Rule Number 1: To Reduce Risk, You Must First Perceive Risk 
 Thanks to Dr. Sandman, we now know that humans discount familiar hazards. 

It ’ s not that they  “ don ’ t know, ”  it ’ s that they think,  “ It will never happen  …  to me. ”  
 Being armed with the facts is a good start. There are plenty of statistics avail-

able about what ’ s likely to hurt someone. Your safety staff is a good place to start. 
They can tell you about the hazards and the probabilities for your operation and for 
the larger world of work. For example, the OSHA statistics for workplace injuries 
list musculoskeletal injuries as the cause of more than half of lost - workday cases —
 and half of those cases involve back injuries. 

 Rule Number 2: Don ’ t Up the Odds: Follow Your Procedures. 
 The systems and procedures you have in place are designed to reduce to an 

acceptable level the likelihood of the hazard ’ s occurring. For some hazards, such as 
elevated work, the only acceptable level is zero. In other cases, like walking down 
a fl ight of stairs, there will always be some amount of risk that we have to live with. 
Don ’ t live with any more risk than has been built in to the process. That means, 
among other things, that you must follow the hazard -  and risk - management proce-
dures exactly as they have been written.     

  “ Nine times out of 10 it ’ ll go wrong ”    

 Doing that sounds simple, but hazard -  and risk - management systems can often 
take on the appearance of a paper chase: forms to be fi lled out, checklists to be 
completed, jobs and people to be monitored. While that part of the process is neces-
sary and adds value, the most critical parts of the process, the ones that ultimately 
determine the results of the effort put into managing hazards, happen out on the job. 
Those who do the work and carry out the procedures determine the level of success 
or failure in hazard and risk management. 

 The odds of failing to fully and completely carry out the requirements consti-
tute  execution risk . Many of the great failures that have made headlines suggest that 
execution risk is signifi cant, and not limited to the people doing the work. Manage-
ment and managers fall victim to this risk, and often increase it by failing to audit 
performance, by ignoring noncompliance, by not enforcing the rules, or even by 
signing waivers allowing procedures to be ignored. 

 Execution risk is also created when people fail to fully and faithfully discharge 
their responsibility to independently verify the work of others. The use of cross -
 checks — separate and independent verifi cations — is a fundamental part of every 
operation ’ s safety procedures. Cross - checks serve as a system of checks and bal-
ances. Most people take them for granted; some even see the process as getting in 
the way of getting the job done. In a sense they ’ re not wrong. Independent verifi ca-
tion does take time and effort, and it ’ s tempting for people to rely on the work of 
others. But the logic behind independent verifi cation is powerful. Human beings are 
far from infallible. 

 Error rates have been studied for years, and the fi ndings are that even under 
the best of circumstances people routinely make errors. Our error rate rises with 
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complexity, and under stress  …  and boredom. So if the procedures cover something 
important — like isolation — a double check by a second person is routinely required 
by procedure. 

 Statistically, the probability of two people separately making the same error 
(like leaving a valve open) is the product of their individual error rates. If there ’ s a 
one - in - 10 chance of a person making a mistake, the odds of two people making the 
same mistake at the same time on the same thing are 10 times 10, one in 100. The 
error rate goes from 10% to 1%. It ’ s the law of independent probability. 

 But that ’ s only true if both act independently. If the second simply uses the 
work of the fi rst, there is no reduction in the error rate. Asking,  “ Did you close the 
valve? ”  is no substitute for independently checking to see if the valve is closed. 

 The value of a second set of eyes looking at hazards out on the job follows 
the same logic. If you get people to fi rst separately evaluate the potential hazards, 
it ’ s likely that they won ’ t perceive exactly the same ones. Get them to compare 
answers, and then it ’ s likely that together they ’ ll see more than either saw independ-
ently. That ’ s  synergy : an advantageous combination of elements. 

 Using two sets of eyes provides the value of the cross - check and synergy. It ’ s 
a great way to increase the likelihood of recognizing what can hurt someone.     

 Little mundane items can bite just as hard   

 Rule Number 3: Make Everyday Hazards — Likely the Higher Risks — a Clear 
and Present Danger 

 The logic of Dr. Sandman can be used to change the perception of everyday 
hazards. Our emotions play a big role in how we perceive risk. If hazards can be 
made to seem more like what people fear — graphic, dreaded, catastrophic, and con-
trolled by someone else — they ’ re more likely to be taken seriously. 

 There ’ s nothing wrong with making the case about the hazard and its probabil-
ity. People know hazards — at least once they ’ ve been trained. Give anyone in your 
organization a written test to recognize hazards, and in all likelihood he or she will 
get all the answers right. 

 But you ’ re probably going to have more success in getting them to perceive 
hazards by tapping into the emotional case. Make the hazard appear more memora-
ble and graphic. A picture is worth a thousand words:  “ The deck of an aircraft carrier 
is an accident waiting to happen. ”  Underscore the notion that the hazard is under 
the control of the person:  “ When you don ’ t verify the operator ’ s preparation of 
equipment for maintenance before starting work, you ’ re letting him play roulette 
with your life. ”  

 Rule Number 4: Reducing Risk Requires That People Be Willing to Say, 
 “ Stop. ”  

 Sooner or later, the hazard -  and risk - management systems will come face to 
face with a job that doesn ’ t meet the standards, or people who aren ’ t following the 
requirements or are taking what is considered an unacceptable risk. That ’ s the 
moment of high infl uence, when management ’ s real commitment to safety shows —
 and when followers are paying very close attention to their leaders.     
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 What happens then? If you are the leader — or someone on the crew who has 
stopped the job because the precautions weren ’ t suffi cient or the people on the job 
weren ’ t meeting the hazard - control requirements — this is the time when your actions 
should match your words. It ’ s time to do what needs to be done to deal with the 
hazard and reduce the risk. 

 There is always a way to perform any job safely. But that doesn ’ t always mean 
the way a job is being currently done is safe. When it isn ’ t, the fi rst requirement is 
always for someone to say,  “ Stop. ”   

  ZERO RISK 

 If risk is the probability that a hazard occurs, can all risk be reduced to zero? 
 Unfortunately, the answer is no. There will always be some possibility that 

some unwanted events might occur. The goal of managing risk is always to reduce 
the odds, and move in the direction of zero (see Fig.  7.5 ). There is always room to 
reduce the probability. If you ever become convinced that  “ This could never happen, ”  
it may well be an indication that the probability is moving in the wrong direction.   

 There is a Spanish proverb,  “ Of all courses, the safest is always to doubt. ”  
When it comes to recognizing hazards and managing risk, a little doubt can go a 
long way  …  as long as that doubt leads to protective action.    
  
 
 
 
    
 

 Managers also not immune from execution risk   

     Figure 7.5      Reducing  risk — not eliminating it — should always be the focus for managing 
risk.  
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7 
SUSTAIN IN G PROCESS SAFETY 
CULTURE 

As discussed throughout this book, humans are wired to 
normalize deviance. This can be beneficial when deviance leads to 
innovation, but harm ful when deviance leads to operation outside 
safe operating, m aintenance, and technology limits. Deviance can 
also occur in culture. For  this reason, achieving a strong process 
safety culture is more of a journey than a destination. 

Normalization of deviance can and likely will occur, even in the 
high-level effort to improve process safety culture. Companies 
lose their sense of vulnerability and can tire of continuous 
improvement efforts (Ref 7.1), no m atter how beneficial. But as 
much as some may desire, process safety culture cannot be 
treated as a project that can be checked-off as complete. 

This chapter discussed ways for leadership at all levels to 
sustain a process safety culture im provement effort, and 
ultimately sustaining a strong process safety culture. So how can 
we sustain process safety culture? 

7.1 Definition of Sustainability 

Sustainability has become a popular  business term with two 
distinct definitions: 

Essential Practices for Creating, Strengthening, and Sustaining Process 
Safety Culture, First Edition. CCPS. ©2018 AIChE. Published 2018 by
John Wiley & Sons, Inc.
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1. The ability to produce profitably today without 
compromising the ability of future generations to do so. 

2. The ability to maintain or support an activity, process, or  
results over the long term. 

The first definition represents a mutual recognition by 
business and environmental advocates that society requires both 
profits and a clean environmental to thr ive long-term. The second 
is used more generally in the business context and, points to 
strong management and leadership. 

Process safety culture and PSMSs in general rely heavily on 
both definitions. Clearly, avoiding incidents also helps avoid 
environmental im pacts, along with injuries to workers and the 
public. Also, the results of a strong process safety effort can bring 
additional business benefits (Ref 7.2). Equally importantly, 
process safety needs to be maintained and continually improved 
over the long term, just like other business objectives. 

Some indicators of a sustainable process safety culture and 
PSMS include: 

The PSMS is institutionalized. It can survive the loss of its 
or iginal authors, im plementers, and leaders who, through 
their personal com mitment and hard work, made it 
succeed initially. 
Everyone at every level is  aware of their process safety 
roles and responsibilities, how they fit in the overall 
process safety effort, and how they benefit personally. 
Everyone at every level has an appropriate sense of 
vulnerability. 
Continual improvement of the culture and the PSMS is 
institutionalized and follows the Plan-Do-Check-Act model. 
Documentation is thorough enough and clear  enough that 
any capable person can understand what has occurred in 
the past and plan future activities. 
Process safety culture is strong. 
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The last point may seem circular , but reflects a key tenet of 
sustainability. Sustainability must be intentional. That is why 
“Learn and advance the culture” is  one of the core principles of 
process safety culture. More generally, each of the core principles 
is required for  a strong process safety culture to endure. 

7.2 SUSTAIN ABILITY OF PROCESS SAFETY CULTURE 

Process safety culture, like any culture can degrade quickly 
without committed effort to sustain it. Almost any event, good or 
bad, can create conditions that unravel previous efforts. The 
following exam ples descr ibe events that can degrade culture, how 
this could happen, and what leaders can do to sustain the culture. 

Serious process safety incidents 

Process safety incidents with severe consequences can 
represent a crossroads event in the life of an organization. In a 
strong or  improving culture, leaders take the opportunity to re-
examine the process safety culture and PSMS, learn and apply the 
lessons-learned broadly across the com pany, and re-commit to 
process safety. 

However, in a weaker or  degrading culture, management may 
turn the investigation to finger-pointing and a search for a 
scapegoat. In response to regulatory and public pressure, the 
company may seek a legal settlement. While this is a normal 
practice, a weaker culture will treat the settlement as evidence 
that the causes of the incident have been resolved. Such a 
settlement would not deter a stronger culture from seeking 
improvement. 

Incidents can som etimes be caused or contr ibuted to by an 
individual who takes actions that are forbidden by company policy 
(e.g., violating lock-out/tag-out). The investigation team should 
determine if it was only the one person breaking the rules, or  part 
of a pattern where policy violations are common. If the policy 
violation was an unusual event, the company should not be 
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deterred from disciplining the individual. In fact, failing to 
discipline would undermine the culture. The disciplinary action 
should be coupled with a clear explanation to the key internal and 
external stakeholders the reasons why such action was taken. On 
the other hand, if the policy violation is part of a broader trend of 
violations, the com pany should look more deeply to understand 
why such violations are tolerated, and correct the problem at its 
source. 

Regulatory pressure 

Facilities may find themselves receiving significant attention 
from regulatory authorities. This may arise in the wake of a 
serious process safety incident, from  frequent employee 
complaints to regulators, or from a history of citations and fines. 
As a result, the facility m ay have frequent inspections and a 
lengthy list of action items. 

Facilities with a strong or  improving process safety culture will 
engage productively with the regulators to prioritize the work and 
manage the workload of the site to ensure that the most 
important improvements are made as soon as feasible. However, 
in weaker cultures, there may be a tendency to overload workers 
and seek check-the-box solutions, leading to unsatisfactory 
results and more normalization of deviance. 

Changes in key personnel 

Leadership is personal. When considering change in key 
leadership positions, a company with a strong process safety 
culture will focus attention on the leadership transition to avoid a 
loss of strong process safety leadership . Upon the transitions, the 
company will also seek to quickly establish trust in the new leader 
and ensure that communication channels remain open. However, 
in weaker cultures, the leadership transition tends to be more ad 
hoc. In such com panies, even if the new leader is just as 
committed, subtle differences in leadership style m ay raise 
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questions about com mitment and at least temporarily weaken 
the culture. Recognize that new employees at all levels bring 
remnants of their past safety cultures with them . This requires 
culture discussions as part of the interview and selection 
processes. Other issues concerning the on-boarding process for 
new employees at any level are discussed later in this chapter. 

Changes in the organization 

Mergers, acquisitions, restructuring, and other significant 
organization events may have long-term positive impacts, but 
short-term impacts can impact process safety culture negatively. 
Companies with strong process safety cultures comm unicate 
frequently about the changes envisioned. This helps avoid the 
many distractions that can be caused by rumored and feared 
changes to job security, position, pay, and benefits. 

Organizational changes can also lead to perceived “winners 
and losers,” personnel whose positions improve or  degrade 
because of the change. Companies with strong cultures recognize 
these individuals and manage their transitions respectfully. 

Downsizing and upsizing 

Companies with a strong process safety culture keep both 
culture and PSM S performance in the forefront when the 
economy slumps and later  when it recovers. This helps assure 
that cr itical areas of the PSMS are resourced adequately. 
Companies that cut resources without detailed consideration of 
the PSMS or  culture effectively encourage normalization of 
deviance. This could be seen as fatigued workers take shortcuts 
to complete their increased workload. 

Companies that handle downsizing well sometimes fail to 
recognize that the same problem  can occur when the economy 
recovers. As demand increases, the smaller staff cannot keep 
pace with the increased load. When new workers are hired, if they 
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are not quickly brought up to speed on the culture and their PSMS 
duties, conflicts can ar ise that impact communication and trust. 

Changes in process safety related policies and procedures: 

Changes of all kinds should be expected as the culture and the 
PSMS improves. These inevitably lead to new and potentially 
unfamiliar responsibilities and activities. These can cause stress 
and may require adjustm ents to compensation and authority, 
along with the needed training. As culture is improved, these 
personnel issues should be managed carefully. New 
responsibilities also need to be codified in job descr iptions, so 
they can be sustained through future personnel changes. This will 
help build mutual trust and empowerment. Neglecting these issues 
may lead to resentment, making the culture improvement effort 
less likely to succeed. 

Lapses in leadership and failing to learn and advance the 
culture: 

As stated at the beginning of this chapter, any lapse of 
leadership can lead to normalization of deviance and overall 
decline of process safety culture. Therefore, leadership of the 
process safety culture must com e from the top, be encouraged by 
the B oard of Directors, and cascade through the organization. To 
combat this, good checks and balances need to be in place to 
review adherence on a regular  basis. 

Central to success sustaining culture in the above examples, 
and in the overall life of the com pany, is making a firm and full 
commitment to continuously improving process safety culture. 
This commitment can be m aintained through six cr itical success 
factors that are summarized in figure 7.1. 

Take Cultural Snapshots 

Leaders should remain alert to changes in the culture. Periodic 
reassessments are important, and included as one of the success 
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factors. However, changes can and likely will occur in between 
formal reassessments. Recognizing minor slippage and acting 
quickly without waiting for  formal reevaluation can head off a 
more precipitous decline. 

Figure 7.1 Critical Success Factors for Sustaining Process 
Safety Culture 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

(After Mathis, Ref 7.1) 

Leaders throughout the organization should seek culture 
snapshots in at least four ways. Snapshots can be obtained using 
four types of assessments, some of which may be more 
appropriate depending on the leaders’ scope of influence. These 
snapshots are (Ref 7.1): 

Focus: Are all leaders throughout the organization on the 
same page regarding process safety? 
Influence: What factors, from job design though 
compensation/recognition policy, impact the ways 
personnel carry out their process safety responsibilities? 
Listen: What are people saying about process safety, and 
are they sincere? This may require active listening to 
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understand more deeply the potential impact on the 
process safety culture. 
Measure: Review process safety culture metrics and PSMS 
metrics and ask how these are being impacted by culture. 

Assure Multi-Level Support 

A sound process safety culture requires support across the 
entire organization in order to succeed. However, most of the 
problems associated with upper level support are not related to 
resistance but instead to multiple other com peting and pressing 
prior ities. For  the culture to flourish, the support from  senior 
leadership should be steady and consistent (See Chapter 3 on 
Leadership). 

Also required for  success is support from  the lower levels of 
the organization, without whom the culture will be only publicity. 
Lack of support from the bottom  is usually due to lack of 
understanding or lack of information, i.e., communications 
problems, as well as problems with mutual trust. 

Plan for  Succession 

As discussed in Chapter 3, unplanned successions in key 
positions can create vulnerabilities. This goes beyond operational 
and process safety professionals. Indeed, senior  and mid-level 
leadership positions are also key in this regard. Succession 
planning not only results in better continuity, it also tells the 
organization that their leaders are developing them. This creates 
better morale and engagement … and better future leaders. 

Onboard New Employees 

Every new employee represents a vulnerability to the culture. 
This may be due to lack of knowledge about cultural expectations 
or may be from external cultural influences. The new employee 
orientation program should provide the core expectations for 
working with the culture. Then, new employees should be 
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monitored by their supervisors to ensure they are working in 
accordance with these expectations. 

Additionally, leaders and supervisors should be alert to new 
employees being indoctrinated by co-workers in ways that conflict 
with core cultural expectations. Awareness of this possibility 
should be a checkpoint for  the cultural snapshots mentioned 
above. 

Continue Professional Development 

Learning to assess and advance the culture applies to individual 
workers as well as the company as a whole. Professional 
development brings in new skills and stimulates novel ideas for 
improving process safety. It also helps “recharge the batteries” so 
workers do not feel they are just going through the notions. 

Professional development goes beyond receiving training. 
Reading, attending conferences, and making presentations are 
also useful. Additionally, asking employees to deliver training is an 
excellent way to learn even deeper what they already know. 

CCPS, and other organizations provide many opportunities to 
attend conferences, receive training, publish and read articles, 
and establish peer networks. 

Reassess periodically 

Reassessment differs from  the snapshots mentioned above in 
the depth of the assessment. Chapter 6 addressed the culture 
assessment process and how to determine the frequency of 
assessments. Additionally, culture status can be assessed during 
regular process safety audits and by investigating trends of 
process safety leading indicators. These may not reveal the root 
causes of any problem s, but can trigger deeper investigation. 

As of this writing, only Contra Costa County, California, USA 
has a statutory requirement to periodically assess process safety 
culture. The likelihood of other jurisdictions taking up such a 
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requirement is not known. It is  worth monitoring and learning 
from the Contra Costa experience.

7.3 PROCESS SAFETY CULTURE AN D OPERATION AL 
EXCELLEN CE 

In recent years, som e chem ical, oil, and gas companies have 
organized their leadership approach around the concept of 
Operational Excellence (OE). Each company considers a different 
balance of focus on process safety, EHS, business, and quality. 
However, every com pany addresses every topic at some level. 
Rather than treat each topic in isolation, all are addressed 
holistically. 

Nearly all of OE efforts in the chemical, oil, and gas sectors 
explicitly include process safety within their scope. The following 
excerpts come from a few companies’ descr iptions of their OE 
programs. 

Chevron (Ref 7.3) 

“As a business and as a member of the world community, Chevron 
is committed to creating a superior value for our investors, 
customers, partners, host governments, local communities and 
our workforce. To succeed, we must deliver world-class 
performance exceeding the capabilities of our strongest 
competitors. Operational Excellence (OE) is a cr itical driver for 
business success and a key part of our enterprise execution 
strategy. Operational Excellence is defined as “The systematic 
management of process safety, personal safety and health, 
environment, reliability and efficiency to achieve world-class 
performance. 

“To achieve and sustain world-class performance, we must 
develop strong capability in operational excellence throughout 
Chevron. This requires active leadership and the entire workforce 
to be engaged. We must develop a culture where everyone believes 
that all incidents are preventable and that ‘zero incidents’ is 
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achievable. With engaged and committed leadership, effective 
processes and an OE culture, we can achieve our objectives in 
operational excellence.”  

ExxonMobil (Ref 7.4) 

“All operating organizations are required to maintain the systems 
and practices needed to conform to the expectations described in 
the OIMS (Operations Integrity Management System) Framework. 
To drive continuous improvement, the Framework is periodically 
updated. This revision strengthens Framework Expectations with 
respect to leadership, process safety, environmental performance, 
and the assessment of OIMS effectiveness and is intended to: 

reinforce our belief that all safety, health and environmental 
incidents are preventable; and to 
promote and maintain a work environment in which each of 
us accepts personal responsibility for our own safety and that 
of our colleagues, and in which everyone actively intervenes to 
ensure the safety, security and wellness of others.” 

DuPont (Ref 7.5) 

“Operational Excellence (OE) is an integrated management system 
developed by DuPont that drives business productivity by applying 
proven practices and pr ocedures in three ‘foundation blocks’ – 
Asset Productivity, Capital Effectiveness, and Operations Risk 
Management. 

“The OE management system gives a company the benefits of 
lower costs, increased efficiencies, fewer injuries, maximum 
sustainable returns on operating assets, and an enhanced 
competitive position. 

“Our integrated OE management system can be applied to existing 
facilities, new facilities, and facility expansions. OE gives an 
organization these advantages:  
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Strategic clarity about your mission, objectives, and 
organizational expectations;  
A culture of Operational Excellence;  
Best practices in process architecture;  
A well-orchestrated improvement journey; and  
Superior organizational alignment and execution. 

“Taking the journey toward achieving Operational Excellence 
typically begins with making an initial step-change improvement, 
followed by a continuum of incremental enhancements. Installing 
a culture of Operational Excellence results in significant and 
sustained competitive advantage.” 

Most OE programs are subdivided into elements, the way 
PSMSs typically are. Many of these elements are named similar ly 
to PSMS elements. However, some elements go broader than 
process safety. For  exam ple, the Management of Change might 
cover environmental, occupational safety, and quality aspects of 
the proposed change. Other typical PSMS elements that might be 
combined with other topics include Incident Investigation, 
Training, and Documentation (e.g. Process Knowledge 
Management/PSI). 

By doing so, OE programs find efficiencies, reducing the 
duplicative work that can encourage normalization of deviance. 
They also put all topics on an equal level of consideration, 
effectively allowing the cultures for all to be merged and not 
compete. OE programs also elevate these topics beyond 
regulatory requirements, focusing on protecting and enhancing 
the company rather than on checking boxes. 

In other words, the cultural focus of OE matches closely the 
focus of process safety culture described throughout this book, 
while helping make the process safety culture the same as the 
overall company culture. OE also helps consolidate leadership 
focus, helping avoid the perception of conflicting prior ities among 
all the topics.
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It therefore tem pting for a com pany to consider OE when 
thinking about im provements to the process safety culture and 
PSMS. This can make the most sense when the cultures within the 
various OE topics are well on their way to the desired targets. In 
that scenario, OE becomes the m echanism to reach the culture 
vision. 

However, if the process safety culture, or  the culture for  other 
topics, are in the initial stages of improvement, it makes more 
sense to work on the topics individually to put the basics in place 
first. In case of any doubt, select this approach. In either case, the 
warning given in chapter 6 applies to OE as well: avoid trying to do 
everything at once, start with sm all, achievable goals.

The com panies quoted in this section descr ibe their OE 
development and implementation efforts in the context of a 
project led by a senior com pany leader or  high-level steering 
team. The leader or team  is charged with managing the 
deployment and transformational activities. However, once initial 
success is obtained, OE is no longer considered a project or 
program. Instead OE becomes the way the company is run, and 
the role of the leader or  steering team transforms from project 
leader to leader of sustainability and continuous improvement. 
This is another characteristic that OE shares with process safety 
and other cultures in an organization: their identification as a 
separate and distinct program should be as temporary as 
possible. 

7.4 SUMM ARY 

As stated throughout this book, the evolution of the process 
safety culture in an organization is a journey without end. Even if 
culture goals are attained, it will take leadership and continued 
focus to sustain it. Any thought of declaring the process safety 
culture effort as completed and ending work on it is an indicator 
of a weak culture. 



252 |  7 Sustaining Process Safety Culture  
 

 

On a continuing basis, plans, budgets, personnel, and 
leadership should be considered with the intent of sustaining 
culture and PSM S perform ance. With succession planning and 
continuous professional development, the organization should 
build a cohesive team allowing the culture to sustain even as the 
organizational structure and personnel change. This all takes 
commitment to process safety, leadership, and continual 
improvement, along with all the other culture core principles, 
which needs to be renewed from time to time.

Process safety culture needs to remain strong during 
economic downturns and upturns, and when a facility or company 
is about to be closed or sold. These are the sternest tests for the 
leaders of process safety culture: to keep everyone’s focus on 
doing the r ight thing as they have been, despite the stresses that 
occur during these often-wrenching changes. Process safety 
culture requires real leadership. 

When setting process safety goals, some companies favor 
prior ity goals, stating “Safety First” or “Nothing is More Im portant 
than Safety.” Others prefer goals that are more concrete, targeting 
“Zero Incidents,” or “X% Reduction in incidents,” som etimes with a 
time target. Still others, despairing of ever reaching or  staying at 
zero, favor continuous reduction goals with slogans like “Drive to 
Zero.”  

Ultimately, any of these will do. Continuous improvement to 
zero process safety incidents is possible. Even if there is a 
temporary setback in performance, it must be taken as a sign that 
culture efforts m ust be redoubled, not abandoned. 

However, even if zero incidents are attained, the process 
safety culture journey continues. The improvement of the culture 
should be relentless. Good luck on your process safety culture 
journey, and thank you in advance for  your leadership. 
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