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EXECUTIVE SUMMARY 

Background and Work Programme 
Following the recommendations made from Public Inquiries into the Southall (HSC, 2000) and 
Ladbroke Grove rail crashes (HSC, 2001), Her Majesty’s Railway Inspectorate (HMRI) requested that 
a safety culture inspection toolkit be developed.  The toolkit was required to provide a pragmatic 
approach for the measurement of safety culture in rail organisations.  The HMRI requested that the 
approach should focus on a limited number of indicators that are known to influence safety culture.  
The five indicators are as follows: 

• Leadership, 
• Two-way communication, 
• Employee involvement, 
• Learning culture, 
• Attitude towards blame. 

Objectives 
A review of the existing safety culture literature was undertaken to identify details of appropriate 
criteria against which company performance can be assessed during the inspection.  The purpose of 
this report is to summarise the main findings from the literature that can be used to guide the 
development of the Safety Culture Inspection Toolkit. 

The review has considered the literature surrounding safety culture published since 1986. The focus 
was on discerning the characteristics of positive and negative safety cultures, and to identify and 
evaluate existing safety culture and climate assessment tools.  Documents for review were sourced 
from academic and applied literature, and explored the following key topics: 

• Definitions of safety culture and safety climate,  
• Safety culture indicators, 
• Existing assessment tools and techniques, 
• Health and safety management methods. 

Defining Safety Culture 
The research has highlighted some confusion and inconsistency in the literature over the use of the 
terms ‘safety climate’ and ‘safety culture’.  The review has provided a useful framework for 
approaching these terms, based upon the work done by Cooper (2000).  The term safety culture can 
be used to refer to the behavioural aspects (i.e. ‘what people do’), and the situational aspects of the 
company (i.e. ‘what the organisation has’).  The term safety climate should be used to refer to 
psychological characteristics of employees (i.e. ‘how people feel’), corresponding to the values, 
attitudes, and perceptions of employees with regard to safety within an organisation. This distinction 
has been considered during the development of the HMRI Safety Culture Inspection Toolkit. 

Leadership 
The literature has highlighted key criteria of successful leadership, which are likely to promote a 
positive safety culture.  The main learning points from this review are listed below: 

Performance versus Safety Priority: Senior management should give safety a high status within the 
organisation’s business objectives, and safety should be prioritised in all situations.  This can be 
demonstrated by providing sufficient: 

• Health and safety budget, 
• Opportunities for safety communication, 
• Health and safety training, 
• Support to personnel, 
• Manpower (including health and safety specialists). 

High Visibility of Management’s Commitment to Safety: Senior managers should visibly and 
repeatedly demonstrate their commitment to safety throughout all areas of the organisation.  This will 
create a shared vision of the importance of safety.  This can be achieved by the use of: 
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• 	 Verbal communication (e.g. scheduled safety tours and meetings). 
• 	 Written safety communication (e.g. statements, newsletters). 

Safety Management Systems: Organisations should have effective systems in place for the 
management and co-ordination of safety.  This should be led by a strategic safety management team. 

Two-Way Communication 
A positive safety culture requires effective channels for top-down, bottom-up and horizontal 
communication on safety matters.  The main learning points from this review are listed below: 

Top-down Communication:  Effective communication from management to staff is key to providing 
successful health and safety leadership. This can be achieved through a visible safety policy 
statement, and newsletters describing safety news, safety issues, and major accident risks. 

Safety Reporting:  Communicating a problem or concern is only one step on the route towards a good 
safety culture.  Feedback mechanisms should be in place to respond to the reporter (if required) 
concerning any actions taken. 

Horizontal Communication: The organisation should provide a system for the effective transfer of 
information between individuals, departments and teams. In practice, appropriate safety information 
should be available when required. 

Involvement of Staff 
The literature has identified best practice approaches in relation to the involvement and participation 
of staff.  The consensus is that active employee participation is a positive step towards preventing and 
controlling hazards. The main points identified have been summarised below: 

• 	 Ownership for safety can be increased by providing effective training, and 
providing opportunities for employees to be responsible personally for areas of 
safety. 

• 	 Safety specialists should play an advisory or consultancy role. 
• 	 It should be easy for staff at all levels to report concerns about decisions that are 

likely to affect them, particularly during an organisational change. 
• 	 Feedback mechanisms should be in place to inform staff about any decisions that 

are likely to affect them. 

The existence of a learning culture 
It is widely recognised that a learning culture is vital to the success of the safety culture within an 
organisation.  The main findings from the research revealed that: 

• 	 The existence of a learning culture enables organisations to identify, learn and 
change unsafe conditions.  A system should be in place that allows all employees 
to proactively contribute ideas for improvement. 

• 	 In-depth analysis of incidents, and good communications with provisions for 
feedback and sharing of information enable a learning culture to develop.  

• 	 All levels of the workforce should be included in safety climate surveys.  This 
helps to increase employees’ involvement in the company and it provides the 
opportunity for issues or concern to be raised.  Feedback regarding the outcomes 
of the survey, and any actions taken should be disseminated throughout the 
company. 

The existence of a just culture 
Companies or organisations with a blame culture have been described by Whittingham (2004) as 
those which: ‘over-emphasise individual blame for the human error, at the expense of correcting 
defective systems’. Blame allocates fault and responsibility to the individual making the error, rather 
than to the system, organisation or management process. The main findings are summarised below. 

• 	 Organisations should move from a blame culture to a just culture, or one of 
accountability. 
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• 	 Those investigating the incident should have a good understanding of the 
mechanism of human error, and a system should be in place that enables the 
degree of culpability to be assessed. 

• 	 Management should demonstrate care and concern towards employees. 
• 	 Employees should feel that they are able to report issues or concerns without fear 

that they will be blamed or disciplined personally as a result of coming forward. 
• 	 Confidentiality should be maintained throughout the course of the investigation. 

Assessment tools and techniques 
The aim of this review was to investigate some of the existing safety culture and climate assessment 
tools that could be useful for the development of the HMRI Safety Culture Inspection Toolkit. Eight 
safety climate tools and safety culture tools were researched. The majority of the tools are 
questionnaire based, which require the respondent to answer the questions using a rating scale.  
Many tools focus on measuring the attitudes and perceptions held by employees towards safety 
(safety climate). If measures of safety climate are used in isolation their primary weakness is that 
they typically tell us rather less about why, and in what way, variables impact upon the decision 
making and behaviour of operational staff. 

Health and safety management methods 
Organisations have used a range of management initiatives, systems, frameworks and arrangements 
not only to manage safety culture but also to provide a structured approach to health and safety 
management.  The following systems have been discussed: 

• 	 HSG65 Successful Health and Safety Management (HSE, 1997). 
• 	 Regulation 4 (Health and Safety Arrangements) of the Management of Health and 

Safety at Work Approved Code of Practice (HSC, 1992).  
• 	 British Safety Council (BSC) Five Star Health and Safety Management System 

Audit (British Safety Council, year unknown). 
• 	 Responsible Care Management Systems (Chemical Industries Association, 

1998a). 
• 	 Strategic Safety Management (Railway Safety, 2003). 
• 	 Human Factors Assessment Model (HSE, 2002b) 

Main Learning Points 
The main conclusions from the review of safety culture and climate assessment tools and health and 
safety management methods are as follows: 

• 	 Measuring the behavioural and situational aspects of safety culture reveals more 
about what is shaping the culture of an organisation than measuring solely 
attitudes and perceptions. 

• 	 The POPMAR model for managing health and safety (HSG65) is a useful 
framework upon which the HMRI Safety Culture Inspection Toolkit could be 
based. 

• 	 Assessments are most successful when a variety of data collection methods are 
employed.  Documentation reviews and behavioural observations should be used 
in conjunction with employee interviews and questionnaires. 

• 	 The HMRI Safety Culture Inspection Toolkit should use a ‘vertical slice 
methodology’ in which responses and behaviours from employees at a range of 
organisational layers and superiorities are collected and compared. 

These main learning points have been incorporated within the Safety Culture Inspection Toolkit 
design and approach. 

Page vi 



CONTENTS 

1. INTRODUCTION......................................................................................................... 1

1.1 BACKGROUND ...............................................................................................................  1


1.2 AIM AND OBJECTIVES ................................................................................................... 1


Work programme ............................................................................................................. 1

1.3 PURPOSE OF THIS REPORT......................................................................................... 2


1.4 SCOPE OF THE LITERATURE REVIEW ........................................................................ 2


1.5 STRUCTURE OF THIS REPORT .................................................................................... 2


2. SAFETY CULTURE OR SAFETY CLIMATE? ........................................................... 3

2.1 BACKGROUND ............................................................................................................... 3


3. THE REQUIREMENT FOR A POSITIVE SAFETY CULTURE................................... 5

3.1 PUBLIC INQUIRIES ......................................................................................................... 5


3.2 SAFETY CULTURE INITIATIVES .................................................................................... 5


3.3 SAFETY CULTURE INDICATORS................................................................................... 6


Health and Safety and Safety Culture Assessment Frameworks...................................... 7


4. SAFETY CULTURE INDICATORS............................................................................. 8

4.1 FOCUS OF THE REVIEW................................................................................................ 8


4.2 LEADERSHIP .................................................................................................................. 8


Key Leadership Criteria and Good Practice ..................................................................... 8

Summary of the Main Learning Points............................................................................ 10


4.3 TWO-WAY COMMUNICATION...................................................................................... 11


Key Communication Criteria and Good Practice ............................................................ 11

Summary of the Main Learning Points............................................................................ 13


4.4 INVOLVEMENT OF STAFF ........................................................................................... 14


Key Communication Criteria and Good Practice ............................................................ 14

Summary of the Main Learning Points............................................................................ 15


4.5 EXISTENCE OF A LEARNING CULTURE..................................................................... 15


Key Employee Involvement Criteria and Good Practice ................................................. 15

Summary of the Main Learning Points............................................................................ 16


4.6 THE EXISTENCE OF A JUST CULTURE (FOCUSING ON THE PREVAILING 

ATTITUDE OF BLAME) ......................................................................................................... 17


Learning and Blame ....................................................................................................... 17

Accountability and Blame ............................................................................................... 17

Creating a Just and Open Culture .................................................................................. 18

Summary of the Main Learning Points............................................................................ 18


4.7 GENERAL CONCLUSIONS OF FIVE SAFETY CULTURE INDICATORS..................... 19


5. ASSESSMENT TOOLS AND TECHNIQUES ........................................................... 20

5.1 OVERVIEW.................................................................................................................... 20


5.2 SAFETY CLIMATE OR CULTURE TOOLS.................................................................... 20


6. HEALTH AND SAFETY MANAGEMENT METHODS.............................................. 29

6.1 OVERVIEW.................................................................................................................... 29


6.2 HSG65 “SUCCESSFUL HEALTH AND SAFETY MANAGEMENT” ............................... 29


6.3 REGULATION 4 (HEALTH AND SAFETY ARRANGEMENTS) OF THE MANAGEMENT

OF HEALTH AND SAFETY AT WORK APPROVED CODE OF PRACTICE ......................... 30


6.4 BRITISH SAFETY COUNCIL (BSC) FIVE STAR HEALTH AND SAFETY 

MANAGEMENT SYSTEM AUDIT.......................................................................................... 30


6.5 RESPONSIBLE CARE MANAGEMENT SYSTEMS....................................................... 32


6.6 STRATEGIC SAFETY MANAGEMENT ......................................................................... 32


Page vii 



6.7 HUMAN FACTORS ASSESSMENT MODEL ................................................................. 34


6.8 MAIN LEARNING POINTS............................................................................................. 35


7. CONCLUSION .......................................................................................................... 37

7.1 OVERVIEW.................................................................................................................... 37


7.2 SUMMARY OF FINDINGS ............................................................................................. 37


Defining safety culture.................................................................................................... 37

Five safety culture indicators .......................................................................................... 37

Review of assessment tools and techniques .................................................................. 38

Review of health and safety management methods ....................................................... 38


8. REFERENCES.......................................................................................................... 39


Page viii 



1. 	INTRODUCTION 

1.1 	Background 

1.1.1	 Her Majesty’s Railway Inspectorate (HMRI) has an ongoing programme of work to validate 
the implementation of recommendations arising from Public Inquiries concerning rail 
incidents at Southall (HSC, 2000) and Ladbroke Grove (HSC, 2001a). A number of 
themes were identified within the recommendations.  One such theme concerns the 
development of an improved safety culture within rail organisations. In particular, the 
second progress report on rail Public Inquiries noted that ‘the effect of measures to secure 
cultural change has not yet penetrated down through all levels of all parts of the industry’ 
(HSC, 2003).  In light of these comments it was recommended that ‘the validation of these 
recommendations will benefit from clear programmes of work for inspectors to undertake’ 
(HMRI Project Specification, 2004). 

1.1.2 	 The conclusions drawn from the Ladbroke Grove Rail Inquiry (HSC, 2001a) emphasised 
the significance of a number of aspects of safety management and safety culture.  
Amongst those identified were safety leadership, communications, continuous learning, 
“blame culture”, staff motivation, training and competency, and interdependency.  HMRI 
has identified five indicators that are known to influence safety culture (HMRI Project 
Specification, 2004), and that correspond closely to the conclusions drawn by Lord Cullen.  
These indicators are as follows: 

• 	 Leadership, 
• 	 Two-way communication, 
• 	 Employee involvement, 
• 	 Learning culture, 
• 	 Attitude towards blame. 

1.1.3 	 While other safety-critical industries have developed safety culture tools and models, 
currently no suitable solution exists for HMRI to undertake validation inspections of safety 
culture within rail organisations. 

1.2 	Aim and Objectives 

1.2.1 	 The Health and Safety Executive (HSE) has commissioned Human Engineering Limited 
(Human Engineering) to develop and validate a toolkit for use by HMRI, to assist in the 
validation of the safety culture recommendations.  The aim is to develop a pragmatic 
approach for the measurement of safety culture in UK rail organisations, based on the five 
key indicators listed in paragraph 1.1.2. 

1.2.2 	 The specific objectives of the project are to: 

• 	 Develop an inspection model and toolkit that HMRI can use to objectively 
measure the effectiveness of management systems in promoting a positive safety 
culture, 

• 	 Validate the effectiveness of the model or toolkit through a series of inspection 
visits at a range of UK rail companies. 

Work programme 
1.2.3 	 In order to meet these objectives, Human Engineering’s plan of work was to: 

• 	 Undertake a review of the academic and applied literature surrounding safety 
culture.  The focus was to be on discerning the characteristics of positive and 
negative safety cultures from cross-industry research, and reviewing the use of 
existing safety culture and climate assessment tools within safety-critical 
industries.  
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• 	 Consult stakeholders (including HMRI inspectors and safety culture subject matter 
experts) within the rail industry in order to identify learning points that should be 
addressed by the assessment methodology. 

• 	 Develop a Safety Culture Inspection Toolkit that is composed of a question set, a 
pocket card, an overview diagram and a guide for inspectors.  

• 	 Undertake a pilot safety culture inspection at a Train Operating Company, based 
on a prototype inspection toolkit. The content and structure of the toolkit should 
be further refined and developed to reflect the experience gained and lessons 
learned from the pilot inspection. 

• 	 Conduct a series of further visits across a range of different UK rail companies, to 
validate the effectiveness of the tool as an aid to assessing safety culture within 
an organisation. 

1.3 	 Purpose of this report 

1.3.1 	 A review of the existing safety culture literature is required to provide details of appropriate 
criteria against which company performance can be assessed during the inspection. The 
purpose of this report is to summarise the main findings from the literature that can be 
used to guide the development of the Safety Culture Inspection toolkit. 

1.3.2 	 For readers interested in the development of the toolkit, a full account of the 
developmental process is provided within the report ‘Development and Validation of the 
Inspection Toolkit’, produced by Human Engineering Limited (2005). 

1.4 	 Scope of the literature review 

1.4.1 	 The review has considered the literature surrounding safety culture published since 1986. 
The focus is on discerning the characteristics of positive and negative safety cultures, and 
evaluating the existing safety culture and climate assessment tools. Documents for review 
were sourced from academic and applied literature, and explored the following key topics: 

• 	 Definitions of safety culture,  
• 	 Safety culture assessment criteria and indicators, 
• 	 Safety culture assessment and measurement tools, 
• 	 Incident inquiries, 
• 	 Health and safety management guidelines and standards.  

1.5 	 Structure of this report 

1.5.1 	 The remaining sections of this document relate directly to the literature review and are 
structured thus: 

• 	 Section 2: Safety culture or safety climate? 
• 	 Section 3: The requirement for a positive safety culture, 
• 	 Section 4: Safety culture indicators, 
• 	 Section 5: Assessment tools and techniques, 
• 	 Section 6: Management of health and safety methods, 
• 	 Section 7: Conclusion. 
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2. 	 SAFETY CULTURE OR SAFETY CLIMATE? 

2.1 	Background 

2.1.1 	 The term ‘safety culture’ first made its appearance in the International Atomic Energy 
Agency’s initial report following the Chernobyl disaster (IAEA, 1986).  Since then inquiries 
into major accidents such as the King’s Cross fire (Fennell, 1988), Piper Alpha (Cullen, 
1990) and the Herald of Free Enterprise (Justice Sheen, 1987) have found faults in the 
organisational structures and safety management systems, throwing the importance of 
safety culture into the spotlight. 

2.1.2 	 There is a wealth of information, articles and reports relating to safety culture, yet there is 
still no universally recognised and respected definition or model. Furthermore Pidgeon 
(1998) has criticised past research for being ‘unsystematic, fragmented and in particular 
under-specific in theoretical terms’.  It is therefore logical to suggest that the creation of a 
standardised definition or model safety culture is not clear-cut (Cooper, 2000). 

2.1.3 	 Safety culture has been defined in a variety of ways including; 

• 	 ‘The way we do things around here.’  (Confederation of British Industry (CBI), 
1990), 

• 	 A set of attitudes, beliefs or norms.  (Turner, 1989), 
• 	 A constructed system of meaning through which the hazards of the world are 

understood. (Pidgeon, 1998), 
• 	 A safety ethic.  (Wert, 1986). 

2.1.4 	 The HSE’s Advisory Committee on the Safety of Nuclear Installations (ACSNI: HSC, 1993) 
produced a definition of safety culture that has been re-used throughout the safety culture 
literature, including other HSE publications (e.g. HSE Railways Safety Case Assessment 
Criteria, Section 5). This definition outlines safety culture in the following way: 

‘The safety culture of an organisation is the product of individual and group values, 
attitudes, perceptions, competencies, and patterns of behaviour that determine the 
commitment to, and the style and proficiency of, an organisation’s health and safety 
management’ (HSC, 1993). 

‘Organisations with a positive safety culture are characterised by communications 
founded on mutual trust, by shared perceptions of the importance of safety and by 
confidence in the efficacy of preventive measures’ (HSC, 1993). 

2.1.5 	 One of the issues highlighted in the literature is the lack of a universal consensus 
regarding the terms culture and climate.  In many cases the term safety culture has 
emerged with a meaning that appears to be very similar to that for climate (HSC, 1993), 
and, as noted by Cox and Flin (1998), the terms are often used interchangeably in many 
areas of the literature. 

2.1.6 	 A useful framework based on the work by Cooper (2000) is to distinguish between three 
interrelated aspects of safety culture, specifically:  

• 	 Psychological aspects (often referred to as ‘safety climate’), 
• 	 Behavioural (or ‘organisational’) aspects,  
• 	 Situational (or ‘corporate’) aspects. 

2.1.7 	 This approach is summarised in Figure 1.  The psychological aspect of safety culture 
refers to ‘how people feel’ about safety and safety management systems. This 
encompasses the beliefs, attitudes, values and perceptions of individuals and groups at all 
levels of the organisation, which are often referred to as the safety climate of the 
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Safety Culture

Psychological Aspects Behavioural Aspects Situational Aspects

organisation.  This can be measured subjectively through the use of safety climate 
questionnaires which aim to uncover the workforce’s attitudes and perceptions at a given 
point in time. 

“The product of individual and group values, attitudes, perceptions, competencies and patterns of 
behaviour that can determine the commitment to, and the style and proficiency of an 

organisation’s health and safety management system”. 
ACSNI Human Factors Study Group, HSC (1993) 

Safety Culture 

“The product of individual and group values, attitudes, perceptions, competencies and patterns of 
behaviour that can determine the commitment to, and the style and proficiency of an 

organisation’s health and safety management system”.
ACSNI Human Factors Study Group, HSC (1993)

Psychological Aspects Behavioural Aspects Situational Aspects 

‘How people feel’	 ‘What people do’ ‘What the organisation has’‘How people feel’ ‘What people do’ ‘What the organisation has’
Can be described as the ‘safetyCan be described as the ‘safety SafetySafety-rel-relaatedted acactiotionnss andand PoliPolicieciess,, prprococeduredures,es, rreguegulatlatiioon,n, 

climate’ of the organisation,climate’ of the organisation, behavioursbehaviours organisational structures, andorganisational structures, and 
which is concerned withwhich is concerned with the management systemsthe management systems

individual and group values,individual and group values, 
attitudes and perceptions.attitudes and perceptions.

Figure 1 - A Three Aspect Approach to Safety Culture (based upon Cooper, 2000) 

2.1.8 	 Behavioural aspects are concerned with ‘what people do’ within the organisation, which 
includes the safety-related activities, actions and behaviours exhibited by employees. 
These aspects can also be described as ‘organisational’ factors. 

2.1.9 	 The situational aspects of safety culture describe ‘what the organisation has’.  This is 
reflected in the organisation’s policies, operating procedures, management systems, 
control systems, communication flows and workflow systems. These aspects can also be 
described as ‘corporate’ factors. 

2.1.10	 These aspects are displayed diagrammatically in Figure 1, which has been produced 
based on the theory of Cooper (2000). The connecting arrows reflect the view that the 
three aspects of safety culture are interrelated and are therefore not mutually exclusive. 

2.1.11	 A related approach is that of Correll & Andrewartha (2000) who propose that there are two 
ways of treating safety culture: 

1. 	Something an organisation is (the beliefs, attitudes and values of its 
members regarding the pursuit of safety). These are measured through 
attitude and climate surveys. 

2. 	Something an organisation has (the structures, policies, practices controls 
and policies designed to enhance safety). This is measured thorough safety 
audits and safety performance statistics. 

2.1.12	 This project is directed towards developing a tool that captures how a company’s safety 
culture is shaped by corporate practices and organisational behaviour, rather than 
focusing on the perceptions of staff. The literature review is therefore aimed toward 
providing an overview of information pertaining to safety culture rather than safety climate 
and as such covers the behavioural and situational aspects in Figure 1. 
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3. 	 THE REQUIREMENT FOR A POSITIVE SAFETY CULTURE 

3.1 	Public Inquiries 

3.1.1 	 Following the investigation into the Clapham Junction accident (Hidden, 1989), Sir 
Anthony Hidden suggested that development of a ‘positive safety culture’ was the key to 
improving the safety of Britain’s railway network (Clarke, 1998). It has become generally 
accepted that a high proportion of accidents, incidents and near misses on the railways 
follow unsafe acts by people, whether frontline workers or managers. 

3.1.2 	 The Southall and Ladbroke Grove train crashes that happened in September 1997 and 
October 1999 respectively, led to three separate public inquiry reports: one for each crash 
(HSC, 2000 and HSC, 2001a) and a report on Automatic Train Protection (HSC, 2001b). 
The inquiries took a fundamental look at the generic issues surrounding safety in the 
British Railway Industry.  A principle conclusion focused on the improvement of safety 
management, specifically safety culture: 

“Achievement of an improved safety culture on the railways is at the core of the whole 
programme of change initiated by Lord Cullen’s Inquiries . . . if an organisation has the 
right culture in place it will find the right people and the right technology to deliver safe 
and effective performance.” (HSC, 2003). 

“…the need for a positive safety culture is the most fundamental thought before the 
inquiry.” (HSC, 2001a, page 60). 

3.1.3 	 The reports resulted in 295 recommendations, setting a ‘necessary and challenging criteria 
to change the state of the railways’ (HSC, 2002).  A section of the recommendations fell 
under the title ‘Culture, Safety Leadership and Health and Safety Management’.  This 
section presents twenty-five recommendations relating to the internal structures of 
companies, safety culture, and the management of health and safety. It also includes 
coverage of the use of risk assessments and safety cases.  The recommendations were 
aimed at securing improvements in the following areas: 

• Safety auditing processes, 
• Fault reporting and maintenance, 
• Risk assessment, 
• Application of a railway safety case regime, 
• Safety leadership and communication in companies. 

3.1.4 	 Within the UK Rail Industry, privatisation gave rise to over fifty franchises, with numerous 
sub-contractors having responsibility for sections of the railway.  When plans for 
privatisation were first documented, the HSE expressed concerns that safety might suffer 
as a result (Parliamentary Office of Science and Technology, 2001).  In 2002, an HSC 
review of progress on the public inquiry recommendations noted that the development of 
an enhanced safety culture across the rail industry is still inconsistent, with some 
companies improving at a greater pace than others (HSC, 2002, page 3). 

3.2 	Safety Culture Initiatives 

3.2.1	 A 2003 HSC report into the progress on the remaining recommendations (HSC, 2003) 
highlighted some of the successful initiatives undertaken to enhance safety culture. A 
number of Train Operating Companies (TOCs) have started conducting safety culture 
surveys and some report the use of safety newsletters and senior manager attendance at 
meetings to help communicate safety messages to passengers and staff.  Network Rail 
has completed a staff survey focusing on safety attitudes and perceptions, followed by the 
issue of a booklet explaining the subsequent change programme and action plans. They 
have established a high level Strategic Safety Group and, at the next tier down, the 
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Tactical Safety Group. Additionally, Network Rail is reported to have given a much-
increased profile to communicating with the workforce, however this has tended to serve 
as an informing function rather than a true two-way consultation process (HSC 2003). 
Anglia reports it has a monthly joint health and safety committee meeting and an annual 
safety representatives’ conference, both providing an opportunity for high quality two-way 
communication.  

3.2.2	 The introduction of health and safety initiatives within organisations can not only reduce 
the likelihood of accidents from occurring, but can also have real business and financial 
benefits in the long term, thus demonstrating a return on health and safety investments. 
According to the British Safety Council (year unknown), these benefits may include a 
reduction in:  

• Sick leave, 
• Litigation costs, 
• Health care costs, including insurance premiums for life and health insurance, 
• Worker compensation, 
• Property damage, 
• Training and development costs. 

3.2.3 	 Likewise, improvements may also be seen in: 

• Performance and / or productivity, 
• Well-being and morale of employees, 
• Employee loyalty,  
• Company image. 

3.3 	Safety Culture Indicators 

3.3.1 	 It is evident that there are certain key priorities that need addressing in order to achieve a 
positive safety culture.  The Ladbroke Grove Inquiry (2001a) outlines five such priorities; 
safety leadership, effective communication, staff motivation, continuous learning and 
blame culture. These areas are directly related to the five key indicators, which form the 
basis of the Safety Culture Inspection Toolkit (see Paragraph 4.1.1).  The key message for 
each, as documented by the Ladbroke Grove Inquiry, are summarised within Table 1. 

Table 1 - Summary of the five safety culture priorities identified within the Ladbroke 
Grove Rail Inquiry Part 2 Report (HSC, 2001a). 

Safety Priority Recommendations from the Ladbroke Grove Inquiry Report 

Safety leadership “Clear and decisive leadership is required within individual 
companies.” (HSC, 2001a, page 63). 

Effective communication “A key task for management concerns communications and, 
specifically, communicating to all employees the clearest 
possible message of their safety goals and objectives.” (HSC, 
2001a, page 65). 

“. . .communications were, or should be, a two-way process, and 
hence provided essential feedback to management.” (HSC, 
2001a, Page 66). 
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Safety Priority Recommendations from the Ladbroke Grove Inquiry Report 

Staff motivation “There can be no doubt that, if the rail industry is to reach the 
level of performance required, highly motivated staff at all levels 
will be required.” (HSC, 2001a, page 69) 

Continuous learning “There is a need for the industry to develop further as a learning 
organisation . . . the industry should learn the lessons from 
previous accidents, near misses and the analysis of information 
regarding the non-compliant behaviour of people and systems; 
the analysis of behaviour leading to unsafe acts; the incidents in 
other related industries.” (HSC, 2001a, page 70). 

Toleration of unsafe “I (Lord Cullen) commend to the industry the development of a 
acts and ‘blame culture’ culture in which information is communicated without fear of 

recrimination and blame is attached only where this is justified.” 
(HSC, 2001a). 

Health and Safety and Safety Culture Assessment Frameworks 
3.3.2 	 Other frameworks provide details of further factors associated with a positive safety 

culture.  For instance the HSE document HSG48 (HSE, 1999a) includes aspects such as 
high quality of training, committed resources, job satisfaction, external pressures (e.g. from 
regulatory bodies), and a health and safety focus.  A review of existing approaches and 
tools for assessing safety culture and safety climate are addressed in Section 5 of this 
document. 

3.3.3 	 An overview of health and safety management frameworks are provided in Section 6 of 
this document. 

Page 7 



4. 	SAFETY CULTURE INDICATORS 

4.1 	 Focus of the review 

4.1.1 	 Whilst it is recognised there are other facets of safety culture, the HMRI has identified five 
indicators of positive safety culture that correspond to the priority areas recognised by Lord 
Cullen in the Ladbroke Grove Inquiry Report Part 2 (HSC, 2001a, see Table 1). These 
indicators are: 

• 	 Leadership, 
• 	 Two-way communication, 
• 	 Involvement of staff, 
• 	 The existence of a learning culture, 
• 	 The existence of a just culture (focusing on the prevailing attitude of blame). 

4.1.2 	 HMRI requested that the Safety Culture Inspection Toolkit be developed to reflect these 
five specific facets (HMRI Project Specification, 2004).  The five indicators thus form the 
basis for the direction and content of the literature review. 

4.1.3 	 The aim of this section is to examine academic and applied research relating to each of 
the five indicators.  The review will help to identify: 

• 	 Specific criteria within each indicator area upon which the assessment approach 
should be based, 

• 	 Best- and good-practice standards which can be used as a basis for evaluating 
performance (including positive and negative evidence points). 

4.2	 Leadership 

4.2.1 	 Existing research is clear that leadership must be one of the first priorities for the 
establishment of a positive safety culture. The development of safety leadership was 
recommended following investigations into a number of rail accidents including the 
Watford South accident (HSE, 1998b), and the Ladbroke Grove Rail Accident (HSC, 2001a, 
page 63).  For example, the Watford South Inquiry Report required Railtrack to take on a 
more pro-active and co-ordinating role (HSC, 1998b). 

4.2.2 	 The Inquiry into the Ladbroke Grove accident views the importance of safety leadership 
from two angles; safety leadership across industry and safety leadership within individual 
companies (HSC, 2001a, pages 61-65).  The key message outlined by the report is the 
importance of a strong management commitment to safety and to demonstrate this 
dedication to employees at all levels, as well as to the public. 

Key Leadership Criteria and Good Practice 
Safety versus Performance Priority 

4.2.3	 In the words of Lord Cullen: “the noise around performance must be tempered to ensure it 
does not swamp the noise around safety” (HSC, 2001a, page 65).  The company should 
ensure that sufficient budget and coverage is allocated to safety, and that this is not over 
shadowed by the emphasis on performance.  In practice, safety should be put first during 
day-to-day operations. Employees should not feel pressured to compromise safety in 
order to meet performance targets.  Furthermore, employees need to be given the 
resources (in terms of skills and knowledge) to deal with a wide range of situations without 
compromising safety. 

4.2.4 	 According to the HSE, senior management commitment to safety produces higher levels of 
motivation and concern for health and safety throughout the organisation (HSE, 1999a). 
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This is reiterated in a study conducted by Lee (1998) who compared (amongst other 
factors) the leadership characteristics of several nuclear plants. It was found that a strong 
senior management commitment to safety and a democratic, humanistic management 
style were characteristics associated with low accident rates. 

4.2.5 	 The literature has identified specific factors that may indicate a strong management 
dedication to safety. These include: 

• 	 The status given to health and safety (HSE, 1999a). 
• 	 The proportion of resources (time, people, budget) allocated to health and safety 

management (HSE, 1997). 
• 	 The number of specialists in human or organisational factors that are employed 

by the company (Reason, 1997). 
• 	 Safety leadership training (HSC, 2003). 

4.2.6 	 An Offshore Technology Report conducted by Robert Gorden University on behalf of the 
HSE sought to identify the influence of first line supervisors on subordinates’ attitudes to 
safety (Fleming, 2001). Four factors appeared to have a positive effect on the safety 
perceptions: 

• 	 Valuing subordinates, 
• 	 Visiting the worksite frequently,  
• 	 Work group participation in decision-making, and 
• 	 Effective safety communication. 

High Visibility of Management’s Commitment to Safety 
4.2.7 	 Companies in the Rail Industry should be expected have in place, and implement, a 

system to ensure that senior management demonstrate visibly and repeatedly their 
commitment to safety (HSC, 2001a).  A clear demonstration of management’s commitment 
to safety is thought to lead to a shared vision throughout the whole organisation.  Mr 
Tunnicliffe (formerly Chief Executive of London Transport and Chairman of LUL) believes 
that leadership is about causing people to share visions and share passions to achieve 
things (HSC, 2003). 

4.2.8 	 The Health and Safety at work act (1974) requires all companies employing five or more 
people to prepare a safety policy.  According to the ACSNI Study Group on Human 
Factors (HSC, 1993), a written corporate statement on the safety policy and organisation 
should be a crucial element in the promotion and maintenance of a positive safety culture 
within the organisation.  Its objective should be to establish the corporate attitude to safety 
and the organisational framework though which the safety objectives can be assured. 

4.2.9	 Whilst it is clear that a good set of policies, statements and briefings from management is 
a good first step to a successful safety culture, the investigation into the Clapham Junction 
disaster emphasised that effective leadership is more than just words.  With criticism to 
British Rail, Anthony Hidden commented that the true position in relation to safety “lagged 
frighteningly behind the idealism of words.” Organisations should thus ensure that the 
safety message is being demonstrated actively. 

4.2.10	 It is recommended that the safety commitment is strongly and repeatedly mentioned in 
company bulletins and communications (HSC, 2001a).  Specifically this commitment must 
be visible and credible to every individual at every level of the organisation. 

4.2.11	 Increasing management presence in frontline locations through scheduled management 
safety tours is a powerful means for ‘walking the talk’.  All staff should believe that all their 
managers place safety issues at a top priority (HSE, 1999a).  The Ladbroke Grove Rail 
Inquiry recommends that at least one hour a week should be scheduled into the diaries of 
senior executives for these walkabouts, whilst middle ranking managers should schedule 
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one hour per day, and first line managers, 30% of their time. Employees should feel that 
they can contribute and discuss safety matters, and managers should be approachable. 
An informal approach is more effective than a ‘state visit’. 

Safety Management System 
4.2.12	 Rail organisations should have effective systems in place for the management and co

ordination of all safety-related aspects. The Ladbroke Grove Inquiry report recommends 
that a strategic safety management leadership team be established within each company 
in the Rail Industry (HSC, 2003). This should be led by the Chief Executive of each 
organisation, with support from safety professionals, and should consider the strategic 
management process for safety. This could be achieved by holding regular meetings (at 
least bi-monthly) to discuss health and safety issues.  Outcomes should be disseminated 
throughout the organisation. Aims should be set to monitor performance, as well as 
assessing and resourcing the needs of the organisation to ensure that long-term objectives 
are met. 

Summary of the Main Learning Points 
4.2.13	 The literature has highlighted key criteria of successful leadership, which are likely to 

promote a positive safety culture.  The main learning points from this review are listed 
below: 

• 	 Performance Versus Safety Priority: Senior management should give safety a 
high status within the organisation’s business objectives, and safety should be 
prioritised in all situations.  This can be demonstrated by providing sufficient: 

 Health and safety budget,

 Opportunities for safety communication, 

 Health and safety training,

 Support to personnel, 

 Manpower (including health and safety specialists). 


• 	 High Visibility of Management’s Commitment to Safety: Senior managers 
should demonstrate visibly and repeatedly their commitment to safety throughout 
all areas of the organisation.  This will create a shared vision of the importance of 
safety.  This can be achieved by: 

 The use of verbal communication (e.g. scheduled safety tours, 
safety briefings, open door policy for safety). 

 The use of written safety communication (e.g. statements, 
newsletters). 

• 	 Safety Management System:  Organisations should have effective systems in 
place for the management and co-ordination of safety. This should be led by a 
strategic safety leadership team. 

4.2.14	 A ‘vertical slice’ approach (which considers the behaviour and perceptions of employees at 
all levels of the organisation) would be appropriate when measuring the success of safety 
leadership.  This will help to determine whether leadership initiatives are having a positive 
impact in operational areas. 
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4.3 	Two-Way Communication 

4.3.1 	 If one of the key points to successful health and safety leadership is good visibility of the 
safety commitment message, then effective communication is paramount.  The Ladbroke 
Grove Inquiry report highlights how effective top-down communication between 
management and employees is necessary for the development of a positive safety culture 
(HSC, 2001a).  The objective of this communication is to relay to employees the clearest 
possible message of safety goals and objectives, and transfer important health and safety 
information. This plays an important part in helping employees to understand the direction 
of their company, its future and how they form part of the future. 

4.3.2 	 Guest et al (1994) examined safety culture and safety performance within British Rail 
Permanent Way gangs (teams of track maintenance workers) in the aftermath of the 
Clapham Junction disaster.  Interviews revealed a number of communication-related 
problems in the safety culture.  These included a lack of open and honest discussion of 
safety, a lack of local information and feedback, and insufficient emphasis on the impact of 
careless behaviour and unsafe acts.  Effective two-way communication between 
management and staff is considered to prevent perceptions of isolation and thus the 
development of a separate set of behaviours or culture at the frontline. 

4.3.3 	 Mearns et al (1998) compared the attitudes of respondents from ten offshore installations 
who had been involved in an accident within the last two years, with those that had not. 
Results showed that those who had not had an accident within the past two years on their 
current installations reported more ‘job communication’ than those who had been involved 
in an accident.  This finding supports the view that safety communication reduces the 
safety risk and improves safety culture. 

4.3.4 	 The importance of communication within a company can be categorised into three main 
areas: top-down (management to frontline), safety reporting (frontline to management) and 
horizontal (between peers). Evidence relating to each of these categories will now be 
discussed.   

Key Communication Criteria and Good Practice 
Top-Down Communication 

4.3.5 	 Top-down communication from management to frontline staff can be used to pass on 
health and safety policies and statements, supply information relating to health and safety 
issues, and provide feedback. 

4.3.6 	 Key indicators of effective communication that have been identified in the literature are 
summarised below: 

• 	 Production and visibility of a good safety policy statement (HSC, 2001a). This 
should be displayed in a variety of locations and should demonstrate 
management’s commitment to health and safety matters. 

• 	 The use of written and other non-verbal methods of communication to emphasise 
safety regulations, safety issues and the importance of safety. Examples of 
communication methods include SPAD warning sheets, videos, interactive 
systems, and safety newsletters. 

• 	 The communication of major accident risks. The Human Factors Guidance Note 
for the Control or Major Incident Hazards (COMAH) Safety Report Assessors 
outlines the need for a system dedicated to communicating major accident risks 
to employees and contractors, and ensuring that they are understood (HSE, 
2003a). 

• 	 Provision of management feedback following employee-involved activities. 
• 	 Conducting management tours. These are considered to be an effective way to 

pass information throughout the organisation: ‘walking the job, talking to people, 
listening to people’ (HSC, 2001a, page 67). 
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Safety reporting 
4.3.7 	 A positive safety culture needs effective reporting from staff of frontline safety issues and 

problems.  Reason (1997, page 197) explains the importance of a structured reporting 
programme such as NASA’s Aviation Safety Reporting System (ASRS) and the British 
Airway’s Safety Information System (BASIS).  Reason discusses the issues that should be 
considered when evaluating or developing a reporting system: 

• 	 Reportees should be protected against disciplinary proceedings. However 
disciplinary proceedings are sometimes appropriate e.g. following malevolent, 
unreasonably reckless or negligent behaviour. 

• 	 The system should be confidential, anonymous, or de-identified (not just the 
reportee’s name but also the details for the report e.g. the team, location, time 
etc). 

• 	 The agency or department collecting the reports should be separate from the 
bodies with the authority to institute disciplinary proceedings and impose 
sanctions. A reporting system could, therefore, be run by a disinterested third 
party e.g. a consultancy or a university. 

• 	 The reporting community should be provided with rapid, useful and intelligible 
feedback. Employees should perceive a useful outcome to the report. (e.g. quick 
response alerts, newsletter). 

• 	 The report should be easy to make.  The report template and structure should be 
jargon free, hold a positive attitude and incorporate open-ended questions. 

4.3.8 	 According to Reason (1997) one of the key components of safety culture is a ‘Reporting 
Culture’ – an organisational climate in which people are prepared to report accidents, near 
misses and safety concerns.  Clarke (1998) sought to identify the organisational factors 
affecting the incident reporting of 128 British Rail train drivers.  Twelve incident examples 
were given, and the drivers were asked to decide if they would definitely, or possibly, make 
a report, or whether the concerns were ‘not worth reporting’.  The drivers were then offered 
a choice of six reasons why, in each case, they might be deterred from writing a report. 
Overall the most cited reason was that the incident was just part of a day’s work (32%). 
This would suggest that the incidents were not reported because they were accepted as 
the norm.  This effect was increased when it was perceived that nothing would get done. 
Thus drivers were more likely to report even routine events if they perceived that 
something was going to be done about it.  A significant predictor of under-reporting was 
the reason ‘managers take no notice’, indicating that manager’s attitudes were important in 
influencing reporting behaviour.  The reporting of incidents seemed to reflect the priority 
attached to the incident by the organisation, for instance passing a signal at danger or a 
wrong-side failure.  10% of the reasons for not reporting were due to concerns about 
getting someone else in trouble. 

4.3.9 	 Clarke (1998) concludes that incident reporting might be viewed as an objective indicator 
of employees’ perceptions of managers’ commitment to safety.  The study suggests that 
negative perceptions of managers’ commitment to safety can erode employees’ safe 
behaviours 

4.3.10	 To facilitate the acquisition of accurate and thorough information following an accident or 
near miss, or to monitor safety issues or problems on the front line, the Ladbroke Grove 
Inquiry report recommends the use of a reporting system that is confidential. An example 
of this is CIRAS (Confidential Incident Reporting and Analysis System, CIRAS, 2000), 
which is used to gain insight into the informal structure of an organisation. Following the 
Ladbroke Grove rail accident in 1999, the Government recommended that it should be 
mandatory for all UK rail companies to be involved in CIRAS.  The UK national system 
came into existence officially from 1st June 2000. 

4.3.11	 One counter-argument is that within a truly appropriate and just culture there should be no 
need for a confidential reporting system. Baldry comments (HSC, 2001a, page 68).: “I 
think the fact that you have to have an anonymous system of reporting speaks volumes in 

Page 12 



terms of the consequences for those who reported dangerous practices pre-CIRAS”. 
However there are times when an individual’s reporting behaviour could implicate or affect 
colleagues, and it is for this reason that there needs to be the option of an anonymous 
system.  

4.3.12	 The HSG48 guidelines on Reducing Error and Influencing Behaviour (HSE, 1999a, page 
46) suggest that an open door policy may be helpful, allowing direct access to the 
management hierarchy.  In a positive safety culture the subject of health and safety should 
be part of everyday work conversations. 

Horizontal Communication 
4.3.13	 Horizontal communication refers to information that flows between individuals at a similar 

level within the organisation, or between departments or functional units. Examples of 
best practice as discussed within the literature include: 

• 	 The establishment of clear rules and responsibilities for safety (including clear 
contractual responsibilities and ownership of rules). Communication is required 
when agreeing which organisation, department or individual is responsible for 
each area of safety. 

• 	 Safety team meetings (rather than briefings, which imply a unidirectional flow of 
communication).  These should link directly to the safety management leadership 
teams (HSC, 2001a). 

• 	 Effective safety communication to the public.  Larger-scale incidents are usually 
well documented but there is a often a lack of open information about the full 
spectrum of safety issues. According to the Ladbroke Grove Inquiry, a regular 
supply of information is better than one-off responses (HSC, 2001a) 

• 	 The presence of an effective safety information system.  Reason (1997) 
emphasises the importance of a safety information system that collects, analyses, 
and disseminates information regarding accidents and near-misses.  This will help 
to facilitate the production of an informed culture. 

Efficient Management Structure and Organisational Basis 
4.3.14	 Reason (1997) suggests that a good safety culture requires a formally structured system 

for the collation, analysis and dissemination of information relating to organisational safety. 
Questions should be answered such as: 

• 	 “By how many reporting levels is this person separated from the Chief Executive 
Officer? “ 

• 	 What annual budget does this person’s department receive?”  
• 	 “How many staff does he or she oversee?” 

Summary of the Main Learning Points 
4.3.15	 The literature has highlighted key criteria of successful leadership, which are likely to 

promote a positive safety culture. Good communication is founded upon the involvement 
of all staff at all levels.  Thus a successful organisation has mechanisms in place for top-
down, bottom-up as well as horizontal communication channels. The main learning points 
from this review are listed below: 

• 	 Top-down Communication: the general consensus is that effective 
communication from management to staff is the key to successful health and 
safety leadership. This can be achieved by: 

 A visible safety policy statement, 
 Emphasis on safety issues and procedures via newsletters, videos, 

warning sheets, 
 The communication of major accident risks, 

Page 13 



• 	 Safety Reporting: communicating a problem or concern is only one step in the 
route towards a good safety culture.  Feedback mechanisms should be in place to 
respond to the reporter (if required) concerning any actions taken. 

• 	 Horizontal Communication: the organisation should provide a system for the 
effective transfer of information between individuals, departments and teams. In 
practice, appropriate safety information is available when required.   

4.4 	Involvement of Staff 

4.4.1 	 It is clear that good communication is related to the involvement and participation of the 
staff in health and safety matters, as well as other aspects of the organisation (HSC, 
2001a, pages 65-68). This applies to both personal safety and major accident prevention. 
In particular there should be active employee participation in risk identification, risk 
assessment, usability and maintainability assessments to prevent and control hazards. 
The HSE document HSG48 maintains that staff at different levels of the organisation 
should be involved in identifying hazards, suggesting control measures, and providing 
feedback, thus leading to a feeling that they ‘own’ safety procedures (HSE, 1999a, page 
44). 

Key Communication Criteria and Good Practice 
Ownership of safety and Effective Training 

4.4.2 	 Ownership of safety refers to an employee’s sense of responsibility for, and empowerment 
towards safety.  Guest et al (1994), following their interviews with British Rail Permanent 
Way gangs, revealed a number of safety culture problems.  In particular, there were 
indications that the workers had little ownership of safety, there was a ‘macho’ attitude 
towards safety, and safety representatives were given a low profile.  High accident gangs 
were more likely to perceive accidents as the responsibility of others.  Arthur D. Little 
(Managing Safety Through Culture Learning Package) advise that individuals should be 
given some responsibility for producing solutions to safety issues, rather than relying on 
safety specialists. Best practice would be for safety specialists to play an advisory or 
consultancy role, rather than a policing or auditing function. 

4.4.3 	 Providing effective safety training enables employees to take greater ownership and 
responsibility for safety. The Ladbroke Grove Inquiry (HSC, 2001a, page 75) emphasises 
the need for training and the development of safety competency in employees.  This 
training should be delivered in a co-ordinated manner, be delivered to all levels, be 
continuous and should involve the use of simulators, and frequent tests. 

Employee Motivation and Involvement in Safety Decisions  
4.4.4 	 Part of a positive safety culture is the presence of interdependency. This involves the use 

of a committed, dedicated team approach where individuals can freely contribute ideas 
and effort.  This is particularly relevant when organisations are undergoing a major change 
or transformation, e.g. the introduction of new technology of systems of working.  The 
Human Factors Guidance Note for COMAH Safety Report Assessors (HSE, 2003a) 
stresses that employee involvement is a necessary part of ensuring that management 
receive all relevant safety performance information and that user needs are taken into 
account in the development of new technology and systems. A project which includes and 
consults end-users is more likely to be successful, as it ensures that employee 
requirements are identified, and facilitates employee ‘buy-in’ (i.e. support) for the project. 
Best practice methods include the use of workshops, consultation groups, and evaluation 
and tests by the end-user.  

4.4.5 	 An HSE guidance sheet on organisational change and major incident hazards outlines 
how consultation exercises should be used directly to feed into the design or change 
process (HSE, 2003b).  Where contributions are integrated into the process, direct 
feedback should be passed to the person responsible. An explanation should be given in 
cases where suggestions are not used. Reason (1997, chapter 7) also stresses the 
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importance of feedback following staff involvement in aspects of safety management.  He 
describes how in some instances people’s attempts to change an organisation are so 
fruitless that they give up. 

Summary of the Main Learning Points 
4.4.6 	 The literature has identified best practice approaches in relation to the involvement and 

participation of staff.  The consensus is that active employee participation is a positive step 
towards preventing and controlling hazards.  The main points identified have been 
summarised below: 

• 	 If the workforce feel that they are responsible for their own safety, and that of 
others, they are likely to feel a sense of involvement within the company; 

• 	 Ownership for safety can be increased by providing effective training, and 
providing opportunities for employees to be responsible personally for areas of 
safety. 

• 	 Safety specialists should play an advisory or consultancy role. 
• 	 It should be easy for staff at all levels to report concerns about decisions that are 

likely to affect them, particularly during an organisational change. 
• 	 Feedback mechanisms should be in place to inform staff about any decisions that 

are likely to affect them. 

4.5 	 Existence of a Learning Culture 

4.5.1 	 The Ladbroke Grove Inquiry (HSC, 2001a) recommends that further development is 
required to progress towards a learning culture. In particular, it is important that lessons 
are learnt from:  

• 	 Previous accidents, 
• 	 Near misses, 
• 	 The analysis of information regarding the non-compliant behaviour of people and 

systems, 
• 	 Analysis of behaviour leading to unsafe acts, 
• 	 Incidents in other related industries. 

4.5.2 	 The use of thorough and regular risk assessments can lead to continuous improvement, 
as management must assess operations continually (HSC, 2001a, pages 70 and 75).  This 
will allow the organisation to identify, learn and change unsafe conditions. 

4.5.3 	 A learning organisation is able to tap into ideas and concerns of those at all levels of the 
organisation (International Nuclear Safety Advisory Group, 2002). Ideally, all employees 
should be involved in proactively contributing ideas for improvement, and are encouraged 
to become aware of what first class performance in terms of safety means in their jobs. 
This will facilitate contributions because they want to do so, not because they are told to 
do so.  Schemes which encourage staff to put forward ideas and that provide rewards are 
important. 

Key Employee Involvement Criteria and Good Practice 
Evaluation of Safety Improvements 

4.5.4 	 The literature emphasises the importance of evaluating the success of safety measures 
according to whether they tackle the underlying cause of the problem.  Reason (1997) 
recommends that working efforts to improve safety be distinguished from those just 
serving to reduce anxiety. This continuous reviewing and self-monitoring behaviour is set 
out as an important element of successful health and safety management by the HSE 
POPMAR model in HSG65 (HSE, 1997).  Not only should problems be reviewed, but also 
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it should be possible to cost the losses caused by unsafe acts, incidents and accidents 
(Reason 1997, page 217). 

4.5.5 	 Repetition of events usually indicates that the fundamental cause or causes of the problem 
were not identified properly. A systematic in depth analysis of incidents is necessary if 
lessons are to be learned and the root cause identified.  A learning culture will only 
develop where there is good organisational communication with provision for feedback and 
sharing of information, in addition to in-depth analysis of incidents. 

Safety Climate Surveys 

4.5.6 	 Safety culture or climate surveys are usually a questionnaire or interview based method for 
elicitating information regarding employees’ attitudes, opinions and feelings towards 
safety, and its management within the organisation. Safety culture or climate surveys are 
a mechanism for the organisation to: 

• 	 Monitor the success of initiatives to improve safety culture, 
• 	 Improve employee awareness of and involvement in safety.  

4.5.7 	 Safety Climate tools can be used to promote employee involvement in health and safety, 
not just by completing the questionnaire but by being involved in the whole continuous 
improvement process (HSE, 1999b, page 9).  Having a sense of ‘ownership’ of solutions 
means the workforce is far more likely to adopt them. Good communication is the key to 
encouraging employees to participate initially and then in maintaining their interest. 
People are more likely to complete a questionnaire if they are told why it has been issued. 
It is important to provide rapid feedback on the issues identified, even if early feedback 
cannot do much more than say that the issues are under review and that a fuller response 
will follow by a specified date.  Planning of communications needs to recognise that the 
survey process raises people’s exceptions and they may expect results to be available 
swiftly, and issues to be addressed immediately. 

4.5.8 	 If confidentiality can be assured, and the workforce feel this is the case, safety climate 
questionnaires provide the opportunity for people to express views anonymously, which 
they might not want to air more openly. 

4.5.9 	 High response rates need to be achieved if use of a questionnaire survey tool is to provide 
an accurate picture of the prevailing safety climate in the organisation.  However there are 
logistical issues (e.g. a lengthy questionnaire requiring considerable time to complete). 

Summary of the Main Learning Points 
4.5.10	 It is widely recognised in the research that a learning culture is vital to the success of any 

safety culture within an organisation.  The main findings from the research revealed that: 

• 	 The existence of a learning culture enables organisations to identify, learn and 
change unsafe conditions. 

• 	 An organisational system should allow all employees to be involved in proactively 
contributing ideas for improvement. 

• 	 Continuous reviewing and self-monitoring of organisational processes is a positive 
step towards a successful learning organisation as it allows the monitoring of the 
success of improvement initiatives, as well as providing a means for increasing 
employee involvement in safety. 

• 	 In-depth analysis of incidents, and good communications, with provisions for 
feedback and sharing of information enable a learning culture to develop.  

• 	 It is important that all levels of the workforce are included in safety culture surveys 
when they are administered within an organisation.  This helps to increase 
employees’ involvement in the company and it provides the opportunity for issues 
of concern to be raised.  Feedback regarding the outcomes of the survey, and 
any actions taken should be disseminated throughout the company.   
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4.6 	 The existence of a just culture (focusing on the prevailing attitude of 
blame) 

4.6.1 	 An observation highlighted by the Ladbroke Grove Inquiry (HSC, 2001a) is the prevalence 
of a blame culture in some areas of the rail industry.  Companies or organisations with a 
blame culture have been described by Whittingham (2004) as those which: “over
emphasise individual blame for the human error, at the expense of correcting defective 
system”’. Blame allocates fault and responsibility to the individual making the error, rather 
than to the system, organisation or management process.  According to the Dupont Report 
on safety management in the railway group (see HSC, 2001a, pages 70-72): “There is a 
tendency to look at the guilty party rather than the act and the reasons behind it”. 

4.6.2 	 The presence of a culture which places blame on an individual following an accident or 
near miss has clear implications for the other indicators of a positive safety culture.  A 
blame culture inhibits reporting, prevents the thorough examination of incidents, prevents 
learning, and has a negative effect on staff motivation (HSC, 2001a, page 69). 

4.6.3 	 Whittingham (2004) has identified a number of characteristics of a blame culture:  

• Staff try and conceal errors. 
• Employees feel fearful and may report high stress levels. 
• Employees are not recognised or rewarded and thus lack motivation. 
• Errors are ignored or hidden. 
• Management decisions tend to be taken without employee consultation. 
• There is often a high staff turnover. 

4.6.4 	 Those that are involved in an incident may undergo a negative experience within a blame 
culture, even if later the error was found to be due to another cause. An article entitled 
‘Learning the Hard Way’ (Great Western, 2002) gives an account of the experiences of a 
train driver following a SPAD incident.  It explains the potential for embarrassment to the 
perpetrator, and long lasting psychological effects related to the incident itself, as well as 
the intensive programme of interviews and official enquiries.  There is also the possibility 
that details of the incident will enter the public domain, with newspaper reports placing the 
blame on the driver.   

Learning and Blame 
4.6.5 	 Paul (1997) highlights how the process of issuing blame hinders the learning process: 

‘where there is blame, there is no learning . . .open minds close, the inquiry tends to 
cease, and the desire to understand the whole system diminishes’. 

4.6.6 	 Placing sole responsibility onto an individual means that real concerns are more likely to 
be hidden or covered up, and the underlying risk is not controlled or mitigated. For 
instance, human errors that are caused by an underlying fault in the system are described 
as system-induced errors. By allocating blame following system-induced errors to an 
individual, the latent problem is undetected and uncorrected, and there is a risk that the 
same error will occur again (Whittingham, 2004).  

Accountability and Blame 
4.6.7 	 Whilst the presence of a blame culture has many negative effects on learning and 

employee motivation, Whittingham (2004) acknowledges that there are some cases where 
the individual making the error deserves some repercussions. Blame should be attributed 
when it is deserved. Examples may be when there is evidence of gross negligence, 
misconduct or deliberate violations of rules.  Paul (1997) discusses a useful differentiation 
between blame and accountability.  Accountability refers to assigning responsibilities for a 
situation in advance and requires clear communication to discuss common difficulties. 
The process of making individuals accountable recognises that everyone makes mistakes 
and views them as opportunities for learning and growing. 
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‘Accountability emphasises keeping agreements and performing jobs in a respectful 
atmosphere; blaming is an emotional process that discredits the blamed’ (Paul, 1997). 

4.6.8 	 Blame is the process of shaming others and searching for something wrong in them.  Paul 
summarises the differences between the two concepts with a set of qualities recorded in 
Table 2. 

Table 2 - Contrasting Qualities of Accountability and Blame 

i i

Fear 

Accountability Blame 
Respect 

Trust 
Inquiry 

Moderation 
Cur os ty 
Mutuality 

Judgement 
Anger 

Punishment 
Self-Righteousness 

4.6.9 	 Paul (1997) refers to a ‘Reinforcing Cycle of Blame’ in which a fear of punishment leads to 
reduced information sharing and more cover ups, reduced innovation and creative 
solutions, and an increasing tendency to rely on short term solutions and immediate relief. 

Creating a Just and Open Culture 
4.6.10	 Reason (1997) stresses that a balance must be achieved between a ‘no-blame’ culture 

and a ‘blame’ culture.  The optimum state is the presence of a ‘just’ culture, i.e. an 
atmosphere of trust in which people are encouraged, and even rewarded for providing 
essential safety-related information. Similarly Whittingham (2004) refers to an ‘open 
culture’ which accepts that mistakes are made, and must be reported and learnt from. 

4.6.11	 The literature highlights some indicators of a just and open culture.  These include: 

• 	 Incident investigation training for management and supervisors (HSC, 2001a). 
• 	 The pro-active free sharing of information about incidents. 
• 	 A system for categorising degrees of culpability and types of error (Reason, 

1997). 
• 	 A straight forward and transparent process for deciding whether or not disciplinary 

action is warranted. 
• 	 An accident or near miss investigation procedure that focuses on uncovering root 

causes (which are often associated with management, design, systems and 
organisation), (Godier, 1996). 

• 	 The use of root cause analysis methods (e.g. Ladkin’s Why-Because Analysis, 
Ladkin and Loer, 1998), which enable a full picture of the reasons and motivations 
behind the actions leading to the accident. 

4.6.12	 The content of the organisation’s disciplinary procedures play a large part in the 
development of a just or open culture.  A just or open culture is difficult to develop if 
disciplinary procedures place error fault entirely with the individual involved, and do not 
acknowledge system-induced faults. An example of such a policy would be dismissing a 
member of staff for being involved in two SPAD incidents.  A more positive approach 
would be to develop a management plan to address the individual’s personal weaknesses, 
and use the information gained from the incident to improve training schemes (Great 
Western, 2002) 

Summary of the Main Learning Points 
4.6.13	 Repeated recommendations in the literature are summarised here: 

• 	 Organisations should move from a blame culture to a just culture, or one of 
accountability. 
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• 	 Those investigating the incident should have a good understanding of the 
mechanism of human error, and a system should be in place that enables the full 
set of lessons to be learnt from accidents and near-misses. 

• 	 Management should demonstrate care and concern towards employees. 
• 	 Employees should feel that they are able to report issues or concerns without fear 

that they will be personally blamed or disciplined as a result of coming forward. 
• 	 Confidentiality should be maintained throughout the course of the investigation. 

4.7 	 General Conclusions of Five Safety Culture Indicators 

4.7.1 	 The five safety culture indicators are all defined individually within the review: 

• 	 Leadership, 
• 	 Two way communication, 
• 	 Employee involvement, 
• 	 Learning culture, 
• 	 Attitude towards blame. 

4.7.2 	 However, it has become apparent when reading the literature that in some cases the 
criteria used to measure one of the indicators are very similar to the criteria used to 
measure another indicator.  For example: 

• 	 Learning culture - can be measured by the extent to which safety culture surveys 
are conducted. A positive evidence point for a successful safety culture review is 
the involvement of all employees within the survey. 

• 	 Leadership - can be measured by looking at how visible management are to the 
workforce. Not only is visibility important, but so also is the extent to which 
management provide the opportunity for two-way communication.  

4.7.3 	 Throughout the literature review, the research has pointed at the positive measures of the 
five safety culture indicators.  This will be useful for the development of the toolkit, as well 
as providing evidence points that could be used to measure the effectiveness of each 
particular indicator within an organisation. 

4.7.4 	 As well as positive evidence points, it is also useful to provide negative evidence points for 
each of the indicators.  Both of these help to provide objective and verifiable measures 
against which each indicator can be assessed. The literature has identified a number of 
negative evidence points, of which some are listed below: 

• 	 Lack of ownership, 
• 	 Isolationism, 
• 	 Lack of Learning, 
• 	 Unwillingness to share safety information or co-operate, 
• 	 Failure to deal with the findings of independent external safety reviews, 
• 	 Lack of management commitment. 

4.7.5 	 The main learning points highlighted within this section will be useful for the development 
of the safety culture toolkit. Although the review focuses on a limited range of literature, it 
is fair to say that the findings from this review provide good evidence for ways to measure 
each of the five safety culture indicators, and should be considered when developing the 
HMRI safety culture inspection toolkit. 
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5. 	 ASSESSMENT TOOLS AND TECHNIQUES  

5.1 	Overview 

5.1.1 	 There are numerous safety culture/climate tools in existence, within a range of industries. 
The aim of this review is to investigate some of the tools that could be useful for the 
development of the HMRI Safety Culture Inspection Toolkit. 

5.1.2 	 Safety climate tools, safety culture tools, as well as general safety culture assessment 
methods and best practice approaches were researched. The findings are discussed 
below. 

5.1.3 	 Although the scope of the HMRI safety culture toolkit is to assess safety culture, this 
review has also included safety climate tools, as the definitions for safety climate and 
safety culture are used interchangeably sometimes. This review will therefore also aim to 
identify where this has occurred. 

5.2 	 Safety Climate or Culture tools 

5.2.1 	 Although many tools have been developed this review has selected tools for review on the 
following basis: 

• 	 The relevance of the tool to the five HSE safety culture indicators.  (i.e. 
leadership, two-way communication, involvement of staff, existence of a learning 
organisation, and attitude to blame). 

• 	 The extent to which the tool has been developed and applied within a broad range 
of industries, and in particular its relevance to the rail industry. 

5.2.2 	 Based on the above criteria, eight safety culture/climate tools were reviewed.  A summary 
of the main findings is provided in Table 3, which is organised into the following headings:  

• 	 The name of the tool. 
• 	 Whether the tool assesses safety culture or climate. 
• 	 The purpose of the tool. 
• 	 The background behind the tool. 
• 	 The structure of the tool. 
• 	 Usage of the tool. 
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Table 3 - Safety Climate/Culture Tools 

Title Aberdeen University Offshore Safety Questionnaire (OSQ99) 

Safety 
Culture / 
Climate 

Safety Climate 

Purpose The questionnaire provides companies with information about their 
current safety climate, and highlights areas of strength and of 
weakness. If the tool is used appropriately, it can be used to 
determine the impact of new initiatives. The tool can also be used to 
form one element of a multiple perspective health and safety 
benchmarking process.  The four perspectives being internal 
business process (health and safety management); customer 
(workforce safety climate survey); financial (loss costing); and 
learning and growth (HSE, 19992, page 15-18) 

Background The OSQ99 was developed based on the OSQv1, an earlier version 
of this tool. The model behind the OSQv1 includes of the following 
elements (RSSB, 2003, page 50-56): 
Information Exchange Level 
- Policy awareness, involvement, and communication. 
Central Affective Level 
- Perceived supervisor competence, and perceived management 

commitment 
Manifest Level 
-  General safety behaviour 
Peripheral Variable Set 
- Job satisfaction 

Structure The OSQ99 is considerably shorter than the original OSQv1. The 
questionnaire contains 80 items requiring answers on a three or five 
point Likert-type scale. 

The structure of this tool focuses on distinct areas of data collection.  
The areas covered include (HSE, 19992, page 15-18): 
- General information 
- Communication 
- Involvement in safety 
- Satisfaction with safety activities 
- Attitudes to safety 
- Safety behaviour 

Usage The tool was designed for usage in the offshore, gas, as well as 
power generating industries.  It can however be applied to other 
industries (RSSB, 2003, page 56). 
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Title HSE Health and Safety Climate Survey Tool (CST) 

This tool has been ranked the best safety climate tool in a review of 
safety climate/culture tools (RSSB, 20032, page 41). 

Safety 
Culture / 
Climate 

Safety Climate 

Purpose The tool states that it encourages employee involvement in health 
and safety by seeking the views of people on how they are involved in 
some of the key aspects of health and safety culture and climate in 
their organisation. The tool also involves employees in seeking 
improvements based on the information which emerges (HSE, 19992 , 
page 12). 

The tool provides companies with information about aspects of their 
existing health and safety climate. 

The CST can also be used to assess change of the safety climate 
over time (HSE, 19992, page 12). 

Background The tool is based on the following models:  HSE, HSG65 (1997) 
“Model of Successful Health and Safety Management”, and HSG48 
(HSE, 1999) "Reducing Error and Influencing Behaviour”, which are 
both best practice health and safety management approaches. 

Structure The tool comprises a 71-item computer based self-assessment 
questionnaire using a standard 5 point rating scale. The questionnaire 
statements are organised into 10 factors (HSE, 19992, pages 12-13): 
- Organisational commitment and communication 
- Line management commitment 
- Supervisor’s role 
- Personal role 
- Workmates influence 
- Competence 
- Risk taking behaviour and some contributory influences 
- Some obstacles to safe behaviour 
- Permit-to-work systems 
- Reporting of accidents and near misses 

Usage The CST has been used to assess safety climate across a range of 
industry sectors, including oil and gas companies. It is used to assess 
managers, supervisors and the workforce (RSSB, 2003, pages 61
62). 

The Keil Centre reviewed the CST on behalf of the HSE in 2002. UK 
companies were identified who had used the tool and had taken 
corrective actions as a result.  For example, Pilkington Glass, one of 
the world’s largest manufacturers of glass and glazing products was 
assessed.  The CST identified that safety communications were not 
seen as an area of concern before the survey was issued at 
Pilkington Glass.  (HSE, 2002, page 13). The results of the survey 
helped to start discussions with managers, supervisors and workers 
about the key safety issues identified and what action should be taken 
as a result. 
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Title Occupational Psychology Centre Safety Culture Questionnaire 
(SafeCQ) 

Safety Safety Culture 

Culture / 
Climate 

Purpose To assess safety culture in rail companies (RSSB, 20032, page 147). 

Background An extensive review of safety culture in the rail industry was 
conducted to develop the questionnaire (RSSB, 20032, page 144). 

Structure The questionnaire is based on a twelve-element model of safety 
culture.  These elements are (RSSB, 20032, page 145): 
- Communications about safety 
- Profile of safety within the organisation 
- Access to safety information 
- Management involvement in safety 
- Recognition and openness about safety issues 
- Control over safety 
- Attitudes to safety 
- Safety information 
- Learning from safety issues 
- Perceptions of safety performance 
- Investment in safety 
- Other factors (e.g. concern over minor incidents and attitudes to  

short cuts). 

Usage The questionnaire was developed based on the rail industry. 
However, this tool has not been widely used.  It has only been applied 
within one UK, and one US organisation (RSSB, 20032, page 145). 
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Title Quest Evaluations and Databases Ltd Safety Climate 
Questionnaire (QSCQ) 

Safety 
Culture / 
Climate 

Safety Climate 

Purpose The questionnaire provides methods for measuring attitudes, values 
and beliefs of individual workers. It can be used for the assessment of 
behaviours, working practices and perceptions of safety, and 
identification of root causes of potential problems.  It can also be used 
to define proposed industry norms for error potential on critical drilling 
activities, together with norms for safety climate. 

The tool is useful because it allows companies to identify where 
improvement efforts need to be focused (HSE, 1999, pages 30-34).   

Background A review was conducted of all the safety climate tools in the oil and 
gas industry.  This identified 88 factors implicated in accidents, lost 
production time and near misses. 

Structure The factors identified from the 88 factors were grouped into 12 
categories to structure the questionnaire (RSSB, 2003, page 65): 
- Safety priorities 
- Communication 
- Training 
- Environment 
- Individual 
- Procedures 
- Design of work/people 
- Design of things/equipment 
- Management/structural 
- Investigation/evaluation 
- Emergencies 
- Maintenance. 

319 items are included in the questionnaire based on the above 12 
categories which require responses on a 7-point Likert-type scale. 

The advantage of this questionnaire is that a concentrated approach 
can be taken.  For example, the survey can be restricted to specific 
sections of interest or concern, e.g. management and training. 

Usage The tool was developed specifically for the offshore drilling 
environment.  However, it could be refined to be suitable for individual 
company requirements, as it has been used in oil and gas companies 
(RSSB, 2003, page 65). 
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Title Rail Safety and Standards Board  (RSSB) Safety Culture Tool 

Safety 
Culture / 
Climate 

Safety Culture 

Purpose The purpose of the RSSB safety culture tool is to assess the safety 
culture of any rail company. 

Background The RSSB safety culture tool was developed to encourage Railway 
Group Companies to assess their safety culture.  This tool has been 
designed as a self-administration survey.  The results of the survey 
are collated and analysed by RSSB (RSSB, 20032, and Railtrack, 
2000/01, page 29). 

Structure The tool consists of a 66-item self-assessment questionnaire.  
Responses can range from strongly agree to strongly disagree.  The 
tool focuses on nine areas of safety culture (RSSB, 20032, page 135), 
namely: 
- Positive organisational attributes 
- Management commitment to safety 
- Strategic flexibility 
- Participation and involvement 
- Training 
- Communication 
- Reinforcement and incentives 
- Individual ownership 
- Individual perceptions. 

The questionnaire has been developed to be answered by the 
following staff grades: 
- On-train crew 
- Platform staff 
- Driver 
- Engineering depot staff 
- Support staff. 

Usage The Railway Group Safety Plan objective 5d (Railtrack, 2000/01, 
page 29) states:

 “Railway Group members will undertake company-wide safety culture 
surveys”. 

It may be possible that this objective has had some impact on the use 
of the RSSB Safety Culture Tool in rail companies.  With the incentive 
that the tool is self-administered and the results are analysed by 
RSSB, it is likely that this tool would have been used throughout the 
rail industry, however this cannot be concluded. 

The Keil Centre Review on Safety Culture (20032, page 41) ranks this 
tool as the second best safety culture tool in the UK. 
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Title Robert Gordon University Computerised Safety Climate 
Questionnaire (CSCQ) 

Safety 
Culture / 
Climate 

Safety Climate 

Purpose The questionnaire provides companies with information about their 
safety climate and may highlight areas of strength and weakness. 
The questionnaire also allows benchmarking of individual offshore 
rigs/facilities.  

The questionnaire gives offshore installations the capability to carry 
out safety climate surveys themselves, and removes the need to go to 
external bodies for assistance 

Background The CSCQ was developed as a version of the OSQv1 (Aberdeen 
University Offshore Safety Questionnaire) that focuses on the 
offshore operating and contracting companies themselves (HSE, 
1999, page 27). 

Structure The tool is a Microsoft Excel-based software package, consisting of a 
questionnaire, an analysis package and user information.  

The questionnaire has 49 items (from the OSQv1) which are 
organised into the following areas: (RSSB, 20032, page 122): 

- General information 
- Job (measuring self-reported risk taking behaviour) 
- Safety attitudes (confidence in safety management; pressure for 
production; supervision and management; rules and regulations, and 
safety on installation). 

Responses are recorded using a five-point rating scale. 

Usage The questionnaire has been designed to be applicable across the 
offshore operating, and contracting company’s workforce.  Some 
aspects of the questionnaire have been designed specifically to 
address safety culture on drilling rigs (RSSB, 2003, page 69). 

Page 26 



Title The Loughborough University Safety Climate Assessment 
Toolkit (LSCAT) 

Safety 
Culture / 
Climate 

Safety Climate 

Purpose The safety climate assessment toolkit is designed to gauge the safety 
climate in offshore organisations, and should be used in conjunction 
with the “Safety Climate Assessment Process and Toolkit User Guide” 
(HSE, 1999, page 27).  

The LSCAT provides an assessment technique that includes a 
practical tool for assessment of safety climate, which states that it 
also aids the promotion of a positive safety culture in the offshore 
environment. The toolkit is intended to be used periodically to 
examine changes in safety climate over time.  Use of the tool allows 
identification of sub-cultures within organisations or on particular 
installations (HSE, 1999, page 27).   

Background The questions used in the survey are based on common themes and 
items from offshore survey instruments  (Cox & Cheyne, 2000, page 
117).  

Structure The assessment is undertaken using a triangulation approach to 
assess safety climate.  This includes: 
- An attitude survey 
- In-depth, informal discussions with individuals 
- Focus group meetings 
- Examination of written records and databases 
- Document analysis.  

The survey contains 47 items covering the following areas (HSE, 
1999, page 30): 

- Organisational content 
- Social environment 
- Individual appreciation 
- Work environment 
- Organisation specific factors. 

The interview schedule for the discussions is structured and contains 
questions that can be answered simply using a Likert style response. 
At the end of each section of the interview schedule, respondents are 
provided with the opportunity to provide further comments. 

Written records, databases and documents are to be examined as 
part of the observational research. 

Usage The toolkit has been designed specifically for the offshore industry. 
The overall process could be applied within other sectors. However, 
attention would need to be paid to the face validity of the 
questionnaire items (HSE, 1999, page 30).   
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Title Serco Assurance Safety Culture Assessment Tool 

Safety Safety Culture (attitudes) 

Culture / 
Climate 

Purpose No information available 

Background No information available 

Structure The assessment tool encompasses a questionnaire as well as an 
interview.  The tool is based upon the following three groups of 
factors (RSSB, 20032, page 150):  
- Management & Organisational Factors 
- Enabling Activities 
- Individual Factors. 

Usage The tool has been used in the UK Nuclear, Eastern European 
Nuclear, Railway, Oil and Gas industries. In fact, the questions could 
be applied within any industry (RSSB, 20032, page 150).  

5.2.3 	 The main conclusions drawn from Table 3 are outlined below. 

5.2.4 	 The majority of the tools are questionnaire based which require the respondent to answer 
using a rating scale. 

5.2.5 	 Many of the tools have been designed specifically for, and applied within a particular 
industry, such as the oil and gas, nuclear, or rail industry. 

5.2.6 	 A considerable amount of work has been conducted in the industries to assess safety 
climate, whereas only a few industries claim to have assessed safety culture. 

5.2.7 	 The RSSB Safety Culture Tool claims to measure culture.  However, having assessed the 
questions within the tool, and discussed the contents with the evaluation advisor for the 
tool at RSSB, the tool is actually used to measure safety climate and not safety culture.  
For example, the question “My duties have been clearly explained to me” is answered 
using one of the following responses: “Strongly Agree, Agree, Disagree, or Strongly 
Disagree”. (Railway Safety, 1999).  It is possible that this questioning technique is limited, 
as it does not provide any real evidence for the safety culture of the company, i.e. “the way 
we do things around here” (Confederation of British Industry, 1990).  The responses will 
only provide information on whether the communication occurs, instead of what is 
communicated and how this is actually done.  This is one distinction that should be made 
clear within the literature about the specific tools, as measuring the attitudes and 
perceptions of safety climate within an organisation can be very different to measuring 
what actually happens within the same company. 

5.2.8 	 According to the British Safety Council, measures of safety climate can tell us something 
about those variables with potential to impact upon human behaviour.  If measures of 
safety climate are used in isolation their primary weakness is that they typically reveal 
rather less about why, and in what way, variables impact upon the decision making and 
behaviour of operational staff.  
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6. 	HEALTH AND SAFETY MANAGEMENT METHODS 

6.1 	 Overview 

6.1.1 	 In addition to the safety culture/climate tools discussed in the previous section, 
organisations have used a range of management initiatives, systems, frameworks and 
arrangements to provide a structured approach to health and safety management. 

6.1.2 	 A number of these have been selected for discussion because of their relevance to the 
development of the HSE Safety Culture Inspection Toolkit.  The following systems are 
discussed: 

• 	 HSG65 Successful Health and Safety Management (HSE, 1997). 
• 	 Regulation 4 (Health and Safety Arrangements) of the Management of Health and 

Safety at Work Approved Code of Practice (HSC, 1992). 
• 	 British Safety Council (BSC) Five Star Health and Safety Management System 

Audit (British Safety Council, year unknown). 
• 	 Responsible Care Management Systems (Chemical Industries Association, 1998a). 
• 	 Strategic Safety Management (Railway Safety, 2003). 
• 	 Human Factors Assessment Model (HSE, 2002b) 

6.2 	 HSG65 “Successful Health and Safety Management” 

6.2.1 	 The HSE’s model for successful health and safety management, namely POPMAR (an 
abbreviation to refer to the key stages) is shown in Figure 2.  This encourages 
organisations to manage health and safety with the same degree of expertise and to the 
same standard as other core business activities, in order to control risks effectively and 
prevent harm to people (HSE, 2002b). 

Figure 2 - Key Elements of Successful Health and Safety Management (HSG65) 
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6.2.2 	 Figure 3 provides an outline of the key elements of HSG65 namely POPMAR. An 
explanation of what each stage of POPMAR requires to determine the state of the health 
and safety management system has been provided below: 

• 	 Policy - Are there effective policies in place that set a clear direction for the 
organisation to follow? 

• 	 Organising - Is there an effective management structure and are arrangements 
in place for delivering the policy? 

• 	 Planning and Implementing - Is there a planned and systematic approach for 
implementing the policy through an effective health and safety management 
system? 

• 	 Measuring Performance - Is performance measured against agreed standards 
to reveal when and where improvement is needed? 

• 	 Auditing and Reviewing - Does the organisation learn from all relevant 
experience and apply those lessons? 

6.2.3 	 According to the HSE (1997, page 4) the five steps will help to retain staff within an 
organisation and help to reduce the cost of injuries, illness, and property and equipment 
damage. It is likely that this would also encourage fewer stoppages, higher output, and 
better quality. To be a ‘quality’ organization, sound management principles to health and 
safety should be applied. 

6.2.4 	 Numerous health and safety tools and models have been developed that incorporate these 
elements of HSG65, such as the HSE Health and Safety Climate Survey Tool. This 
framework is recognised throughout a range of safety-critical industries. 

6.3 	 Regulation 4 (Health and Safety Arrangements) of the Management of 
Health and Safety at Work Approved Code of Practice  

6.3.1 	 Regulation 4 (Health and Safety Arrangements) of the Management of Health and Safety 
at Work Approved Code of Practice (HSC, 1992, page 9) states the arrangements that 
employers with five or more employees should have in place to cover health and safety.  
The regulation states that the following elements (which are very similar to the HSG65 
features) should be included in any management function: 

• 	 Planning: a systematic approach should be adopted that identifies priorities and 
sets objectives. 

• 	 Organisation: the necessary structure should be put in place to ensure that there 
are progressive improvements in health and safety performance. 

• 	 Control: decisions for ensuring and promoting health and safety should be 
applied as planned.  

• 	 Monitoring and review: actions should be taken for the re-development of 
policies, approaches to implementation and techniques of control. 

6.3.2 	 These arrangements should form part of an organisation’s health and safety policy. The 
production of such a policy is a requirement of Section 2(3) of the Health and Safety at 
Work Act (HSC, 1992, page 9). 

6.4 	 British Safety Council (BSC) Five Star Health and Safety Management 
System Audit 

6.4.1 	 The Five Star Health and Safety Management System Audit is an independent evaluation 
of an organisation’s health and safety management system.  Its aim is to give an 
independent perspective to support systems and reassure companies that they are 
working towards best practice.  If required, the system can also be useful to make 
recommendations for how to resolve poor practice in organisations. 
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6.4.2 The audit is based upon a Business Excellence Model, and goes beyond HSG65 
“Successful Health and Safety Management” to measure how far an organisation has 
gone towards achieving best practice (British Safety Council, year unknown, page 4). 

6.4.3 The audit aims to cover eight areas of the management systems. These are represented 
in Figure 3.  

Figure 3 - Areas of the Five Star Health and Safety Audit 

Source: British Safety Council, (year unknown, page 2) 

6.4.4 	 An auditor from the British Safety Council is responsible for conducting this examination, in 
which an organisation must demonstrate how they have addressed the following questions 
(British Safety Council, page 5): 

• 	 How effective are the health and safety policies and procedures? 
• 	 Is there a gap between the management systems, and practice? 
• 	 Is the company complying with the law? 
• 	 How does the company’s performance compare with that of others? 
• 	 What does the organisation not know? 
• 	 Is there a better way of doing things? 

6.4.5 	 A generic safety plan can be produced outlining how continuous improvement 
programmes can be achieved. The audit can be applied within any business or 
organisation. 

6.4.6 	 The audit consists of: 

• 	 A review of the company’s health and safety documentation.  
• 	 An assessment of the health and safety management system as a whole, as well 

as a review of the effectiveness of the company’s compliance with legal 
requirements and best practice. 

• 	 A site inspection and discussions with employees to determine how well the 
organisation is implementing the systems that have been put in place. 

6.4.7 	 The findings and recommendations arising from the audit are reported to the organisation 
as a customised safety development plan. 
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6.5 	 Responsible Care Management Systems 

6.5.1 	 Responsible Care Management Systems refer to the chemical industry’s commitment to 
maintaining and demonstrating continual improvement in all aspects of health, safety and 
environmental (HS&E) performance (Chemical Industries Association, 1998a). The 
guidance incorporates the requirements of the HSG65 “Successful Health and Safety 
Management”.  

6.5.2 	 The approach consists of a self-assessment questionnaire.  The questionnaire has been 
designed to help companies identify the strengths and weaknesses within their HS&E 
systems, and identify opportunities for improvement. The assessment covers health, 
safety and environment, product stewardship; internal communications and community 
liaison; and distribution, and provides a selection of indicators to measure performance 
and emergency responses (Chemical Industries Association, 19982, page 1). 

6.6 	 Strategic Safety Management 

6.6.1 	 Railway Safety, (now known as the Rail Safety and Standards Board, RSSB), has 
produced a good practice guide for assessing and developing competence of senior 
management teams in strategic safety management (SSM) (Railway Safety, 2003, page 
14). SSM refers to the process of management control that should show that the 
organisation is competent to manage and carry out its work safely.  An organisation’s SSM 
abilities are assessed to determine how and where improvements are required. All of the 
management team need to contribute to the self-assessment process. 

6.6.2 	 The main purpose of SSM is to create and manage a progressive safety culture. In order 
to achieve this, the organisation needs to meet four key objectives. These are depicted in 
Figure 5 (Railway Safety, 2003, page 15). 
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Figure 4 - The Organisational Objectives of SSM. 

6.6.3 	 These objectives are the starting point for the SSM self assessment process and can be 
used to review (Railway Safety, 2003, page 15): 

• How effective the organisation’s safety management policies and strategies are. 
• How well safety management policies and strategies are being implemented. 
• The senior management team’s performance and development needs. 

6.6.4 	 A number of scales are used to measure the performance against the four objectives.  The 
first step is to identify the information or evidence that is readily available.  Sources of 
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evidence include details of current processes and performance initiatives, safety plans and 
reports, and the collated results of individual safety performance reviews. It is also 
important that the evidence used is reliable and valid. 

6.6.5 	 The more evidence sources that are used, the better. Inconsistencies and mismatches 
may be discovered between items of evidence from different sources.  Mismatches can 
indicate problems such as reduced attention to safety priorities this finding should trigger 
an in-depth search for contributory causes and solutions (Railway Safety, 2003, page 24). 

6.6.6 	 Review and development of manager’s safety performance is also a main objective of the 
SSM. This also contributes to the creation and management of a progressive, successful 
safety culture (Railway Safety, 2003, page 42).  In order to achieve this the objectives 
stated in Figure 5 need to be accomplished. 
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Figure 5 - Safety Objectives for Managers 

6.6.7 	 These safety objectives are the starting point for reviewing the safety performance of 
managers.  These can be used to (Railway Safety, 2003, page 42): 

• 	 Define the safety requirements for which an individual manager has responsibility. 
• 	 Help identify safety targets. 
• 	 Review safety performance in light of relevant safety objectives for the individual 

manager. 
• 	 Consider how the organisation manages safety through managers. 
• 	 Assess the adequacy of existing training and personnel development 

arrangements. 
• 	 Evaluate the scope and objectives of the competence management system. 
• 	 Identify safety risks associated with the attitudes and behaviours of individual 

managers. 
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6.7 	 Human Factors Assessment Model 

6.7.1 	 The Human Factors Assessment Model (formerly known as the Framework for Assessing 
Human Factors Capability) assesses human factors capability and maturity in the offshore 
industry.  The aim of the toolkit is to help establish how well an organisation takes account 
of and manages the human-related issues which contribute to safety. The toolkit was 
developed for the Offshore Safety Division of the Health and Safety Executive for the 
procurement and development of offshore platforms (HSE, 2002b, page 1).  

6.7.2 	 The tool is intended to be used periodically to examine changes in safety climate over 
time.  Use of the tool allows identification of sub-cultures within organisations or on specific 
installations (HSE, 2002b, page 1). 

6.7.3 	 The toolkit has been designed specifically for the offshore industry; however, the overall 
process could be applied within other sectors.  The face validity of the questionnaire items 
may need to be reviewed should this be attempted (HSE, 2002b). 

6.7.4 	 The 18 characteristics of the toolkit are organised according to the five elements in the 
HSG65 “Successful Health and Safety Management” (HSE, 1997). These are presented in 
Table 4 (HSE, 2002b, page 7). 

Table 4 - HSG65 Key Elements and Human Factors Characteristics 

6.7.5 	 The aim of the Human Factors Assessment Model is to determine which of the following 
five levels of human factors capability best describe the organisation or project being 
assessed (HSE, 2002c): 

1. Definitely not following good practice. 

2. Some elements of good practice is achieved, but not enough to be confident that it 
will be applied consistently. 

3. Good practice. 

4. Good practice achieved, towards best practice. 

5. Best practice. 

6.7.6 	 The assessment model is useful, accessible, understandable and easy to apply without 
substantial background knowledge of human factors. 
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6.8 	 Main Learning Points 

6.8.1 	 The industry currently uses a range of management initiatives, systems, frameworks and 
arrangements to provide a structured approach to health and safety management.  The 
following systems have been discussed during this review: 

• 	 HSG65 Successful Health and Safety Management (HSE, 1997). 

• 	 Regulation 4 (Health and Safety Arrangements) of the Management of Health 
and Safety at Work Approved Code of Practice (HSC, 1992).  

• 	 British Safety Council (BSC) Five Star Health and Safety Management System 
Audit (British Safety Council, year unknown). 

• 	 Responsible Care Management Systems (Chemical Industries Association, 
 1998a). 

• 	 Strategic Safety Management (Railway Safety, 2003). 

• 	 Human Factors Assessment Model (HSE, 2002b). 

6.8.2 	 The review of health and safety management frameworks has provided an indication of the 
best practice approaches that should be followed during the safety culture inspection.  This 
information will provide useful guidance for the development of the Safety Culture 
Inspection Toolkit.  The main learning points will now be summarised. 

6.8.3 	 According to the Royal Aeronautics Society (2004, slide 6) the best way to measure safety 
culture is to observe individuals when they are working.  This allows the inspector to 
witness: 

• 	 Hands-on-behaviour – (the ‘behavioural’ aspect of the culture). 
• 	 Management practices and polices. 
• 	 The inclusion of human factors considerations in day-to-day activities. 
• 	 Working relationships, communication styles, and application of revised 

processes. 

6.8.4 	 It is recommended that employee attitude surveys (e.g. questionnaire based assessments) 
should not be the sole method of data collection, as these are focused on eliciting safety 
perceptions and feelings rather than the mechanisms and systems that shape the safety 
culture.  Instead, it is recommended that skilled interviewers or assessors measure 
working behaviours and the effectiveness of safety processes and systems, which is likely 
to provide a more objective evaluation (Royal Aeronautics Society, 2004, slide 7). 

6.8.5	 As discussed in the preceding sections, there are several methods that can be used to 
assess safety culture.  According to the research conducted by Weigman, et al (2002, 
page 13), safety culture assessments should be conducted using a variety of methods, 
including both qualitative techniques (e.g. observations, focus groups discussions, 
historical information reviews, and case studies) and quantitative methods (e.g. structured 
interviews, surveys and questionnaires). The use of a combination of methods is 
commonly referred to as triangulation. These methods have been widely used in many 
industries.  

6.8.6	 Culture is likely to vary across an organisation’s sub-levels such as divisions or 
departments.  Thus, Weigman et al (2002, page 14) suggests that it is considered to be 
best practice to conduct the assessment across the whole organisation.  Best practice 
would be to consider a range of departments and teams, as well as employees from 
different organisational levels and superiorities. 

6.8.7 	 The main conclusions from the review of existing safety culture and climate assessment 
tools and health and safety management methods are as follows: 
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• 	 Measuring the behavioural and situational aspects of safety culture reveals more 
about what is shaping the culture of an organisation than measuring solely 
attitudes and perceptions. 

• 	 The POPMAR model for managing health and safety (HSG65) is a useful 
framework upon which the HMRI Safety Culture Inspection Toolkit could be 
based. 

• 	 Assessments are most successful when a variety of data collection methods are 
employed.  Documentation reviews and behavioural observations should be used 
in conjunction with employee interviews and questionnaires. 

• 	 The HMRI Safety Culture Inspection Toolkit should use a ‘vertical slice 
methodology’ in which responses and behaviours from employees at a range of 
organisational layers and superiorities are collected and compared. 

6.8.8 	 These main learning points have been incorporated within the Safety Culture Inspection 
Toolkit design and approach. 
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7. 	CONCLUSION 

7.1 	Overview 

7.1.1 	 Following the recommendations made from Public Inquiries into the Southall (HSC, 2000) 
and Ladbroke Grove rail crashes (HSC, 2001), Her Majesty’s Railway Inspectorate (HMRI) 
requested that a safety culture inspection toolkit be developed.  The toolkit is required to 
provide a pragmatic approach for the measurement of safety culture in rail organisations. 
The HMRI requested that the approach should focus on a limited number of indicators that 
are known to influence safety culture.  The programme of work required a review of the 
literature surrounding safety climate and safety culture to provide best practice learning 
points. 

7.1.2 	 This document presents the findings from the review of the safety culture and climate 
literature.  Human Engineering has achieved the following objectives: 

• 	 Defined safety culture and safety climate 

• 	 Identified positive and negative evidence points and assessment criteria relating 
to the five safety culture indicators, 

• 	 Reviewed a selection of existing safety culture and climate assessment tools, 
• 	 Explored the use of health and safety management frameworks. 

7.1.3 	 Outputs from all of these streams of work have been used to guide and develop the Safety 
Culture Inspection Toolkit. 

7.2 	Summary of findings 

Defining safety culture 
7.2.1 	 One of the issues highlighted in the literature is the lack of a universal consensus 

regarding the terms culture and climate.  In many cases the terms safety culture and 
safety climate are often used interchangeably.  A good framework based on work by 
Cooper (2000) views safety culture as a product of three interrelated aspects: 

• 	 Psychological Aspects or ‘safety climate’ (individual and group attitudes, 
perceptions and values). 

• 	 Behavioural Aspects (safety-related actions and behaviours). 

• 	 Situational Aspects (policies, procedures, organisational structures and 
management systems). 

7.2.2 	 The scope of the work programme is directed towards developing a tool that captures how 
a company’s safety culture is shaped by corporate practices and organisational behaviour, 
rather than focusing on the perceptions of staff. The Safety Culture Inspection Toolkit will 
thus focus on behavioural and situational aspects of an organisation’s safety culture. 

Five safety culture indicators 
7.2.3 	 The five indicators upon which the toolkit is to be based are leadership, two-way 

communication, employee involvement, learning culture and attitude towards blame. 

7.2.4 	 Throughout the literature review, the research has pointed at the positive measures of the 
five safety culture indicators.  This will be useful for the development of the toolkit, as well 
as providing evidence points that could be used to measure the effectiveness of each 
particular indicator within an organisation.   

7.2.5 	 As well as positive evidence points, it is also useful to provide negative evidence points for 
each of the indicators.  Both of these help to provide objective and verifiable measures 
against which each indicator can be assessed. The literature has identified a number of 
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negative evidence points. An example of a positive and negative evidence point for the 
indicator “Leadership” include: 

• 	 Positive- There should be clear evidence that action lists are developed, signed 
and tracked by management. 

• 	 Negative- Safety issues identified by management are not dealt with, but are just 
“filed”.  

7.2.6 	 The main learning points highlighted within this section will be useful for the development 
of the safety culture toolkit. Although the review focuses on a limited range of literature, it 
is fair to say that the findings from this review provide good evidence for ways to measure 
each of the five safety culture indicators, and should be considered when developing the 
HMRI Safety Culture Inspection Toolkit. 

Review of assessment tools and techniques 
7.2.7 	 The research has identified numerous tools, approaches and frameworks that are used in 

a wide variety of safety-critical industries, not only to assess safety culture or climate but 
also to make recommendations concerning how to reduce safety-related risks within an 
organisation. 

7.2.8 	 Eight safety climate and culture tools were researched. It was identified that many tools 
have been developed for use within the offshore oil and gas industries. As a consequence 
of past incidents (for instance the Piper Alpha accident, Cullen, 1990) where safety cut 
backs have led to disastrous consequences, there have been many efforts undertaken to 
ensure that safety is prioritised to prevent this type of incident from occurring again. 

7.2.9	 Most of the safety climate or culture tools consist of self-assessment questionnaires.  It is 
possible that this could limit the extent to which safety culture can be measured, as only 
attitudes, perceptions, or opinions are likely to be obtained.  However, some of the toolkits 
have gone further to incorporate interviews, as well as documentation reviews to gain a 
broader, and less subjective understating of what is actually happening in the company. 
This multi-method approach should be considered during the development of the HMRI 
Safety Culture Inspection Toolkit. 

7.2.10	 Based upon the literature it was also identified that safety culture/climate assessment 
methods assess operational workforce, supervisory levels as well as management and 
strategic thinking in order to identify if the right information, norms and values are being 
communicated down the hierarchy, as well as there being opportunities for the workforce 
to communicate to management about health and safety issues.  Again this ‘vertical slice’ 
methodology would be useful to assess all levels of an organisation within the HMRI 
Safety Culture Inspection Toolkit. 

Review of health and safety management methods 
7.2.11	 Six health and safety management methods have been summarised in this report. 

7.2.12	 The POPMAR model (HSG65, HSE, 1997) was identified as being widely used, and 
provides a consistent approach to measure health and safety.  The POPMAR model 
outlines the key stages that should be followed to assess a company’s health and safety 
management system.  The POPMAR model has been identified as a potentially useful tool 
upon which the development of the HMRI Safety Culture Inspection Toolkit could be 
based. 
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