The Role of Culture in Fatality Prevention
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Recent data and on-the-ground experience indicate that the challenges and opportunities of safety are in shift. Occupational injuries as a whole continue to decline across industry in parallel to the focus in recent years on increasing awareness of and adherence to good SH&E practices. Another trend, however, suggests that this picture is not what it appears to be. While injuries as a whole have declined, fatalities have not. Federal safety data show that fatal work-related injuries actually increased by 2% from 2003 to 2004. Among older workers, the increase was 10%; for fall-related fatalities, the rise was 17%. This curious trend, decreasing total injuries, but increasing fatalities, suggests the existence of a collective blind spot in safety practice. 

In our experience, the difficulty is not with the safety mechanisms themselves, but rather with the organizational culture in which those mechanisms must function. We think it is not an accident that the terms “injury-free culture” and “zero-incident culture” have become so popular in recent years. In our experience, many organizations inherently understand the connection between culture and safety performance. What they often do not understand is exactly what role culture plays in safety outcomes, particularly in preventing fatalities. This article examines the issues surrounding fatality prevention and its relation to reducing exposure generally, and it presents a model for how to understand where culture fits within an organizational safety mechanism.

Injuries, Fatalities & Exposure

Twenty years ago, the prevailing theory of accident causation was that injuries came from “either” employee behavior “or” from faulty equipment. It is easy to see how this dichotomy got started. Media reports of accidents (a plane crash, a train wreck an explosion at an industrial plant) tended to define the cause as “either” operator error “or” a failure of machinery. This dichotomy gained wide acceptance, and safety thinking focused on finding the “one” cause of an undesired event. 

While gains were made during this time, this approach’s simplicity obscured the development of a more sophisticated and descriptive picture of how undesired events occur. Inevitably, this thinking leads to unsustainable conclusions, e.g. that equipment simply malfunctions independently of how it is designed and maintained or that workers work unsafely in complete isolation from the system configuration or from the management practices under which they work. Instead, we have come to understand that workers interact with a configuration of equipment, procedures, systems and technology (see Exhibit 1) that we call the working interface. This interaction constitutes a system, and this system has a multitude of variables influencing it. These variables include facility and equipment design, training systems and frequency, the quality of leadership onsite and the climate and culture of the workplace.

This system is where exposure to injury exists. Ultimately, all safety efforts are aimed at reducing or eliminating exposure within this configuration. While there is some debate about the frequency of exposure events to injury events, it is generally accepted that many small and less severe events precede a single large or serious one. Those smaller or less severe events may be similar in type but lower in severity (e.g. small leaks vs. a large one) or may be precursors to a chain of events leading to the major event (e.g. not blanking a line leading to a major fire). 

One reason that we see a disparity in the trends across industry is that fatalities often come from low-frequency, high-hazard activities. These activities are much more difficult to control than injuries that result from high-frequency, low-hazard activities. Our experience, however, is that when a single fatality occurs in a manufacturing environment, it is highly likely that its causal roots—the particular exposures to hazards that caused it—are occurring frequently in the working interface. Leaders are often slow to recognize this statistical fact. It is easier to think that the serious event represents a “fluke.” Most of the time the outcome is unusual, but the events leading up it are common.

Consider an example. We observe a car crash on the road. For unknown reasons, the driver swerved into oncoming traffic. He was not wearing a seat belt and was thrown from the car and killed. What is the probability that the driver usually wore a seat belt but did not do so on that day? It could happen, but the likelihood is very low. It is much more likely that the driver frequently did not wear a seat belt, and the day of the accident was no exception.

Similarly, a worker falls to his death from an elevated surface, and the incident investigation finds that he was working on inadequate scaffolding and not wearing fall protection. What is the likelihood that inadequate scaffolding and failure to wear fall protection are rare events within that facility? It is possible, but the likelihood is low. It is more likely that these hazards occur with regularity and have previously produced smaller events like near misses or minor injuries. Further, this means that the culture of the organization tacitly accepted these events. Then culture’s role in fatality prevention is to create an environment where hazards of any type are not tolerated.

How Culture & Climate Influence Exposure

All of us who have worked in more than one company recognize that there are intrinsic differences among organizations in how people interact and the values that are reflected in their work. In every organization, there are “right ways” to do things or organizational norms of behavior. Because these characteristics influence the way things get done in an organization, it is reasonable to assume they have an impact on safety. But few people interested in improving safety fully understand how culture influences safety and how to make changes in culture.
To begin, it is helpful to understand that culture and climate, although often used synonymously, are different. 

By culture, we mean the shared values and beliefs of an organization, commonly described as “the way we do things here.” The culture can also be thought of as the shared norms for behavior in the organization, often motivated by unstated assumptions. Culture is sometimes described as the “unwritten rules” of the organization. 

Climate, on the other hand, describes the prevailing influences on a particular area of functioning (such as safety) at a point in time. Climate should be discussed in the context of being the climate for something: safety, quality, service, etc. It reflects employee perceptions about what gets rewarded, supported and expected in a particular setting.

Thus, culture is something that is more deeply embedded and long-term. It takes longer to change and influence organizational performance across many areas of functioning. Climate, on the other hand, changes faster and more immediately reflects the attention of leadership.
Climate Change
With these definitions in mind, it is a mistake to think about an organization’s “safety culture” or “quality culture.” The organization (or one of its subunits) has one underlying culture, and that culture has characteristics that may be more or less supportive of safety, quality, productivity or any other performance target. Thus, a more useful formulation than talking about safety culture is to ask whether an organization’s culture supports safety.

Climate is more readily changed than culture. As specific events occur that influence the organization, the climate for safety changes. The most striking example is the impact on safety climate immediately following a serious injury or fatality. Most of the time, such an event triggers a strengthening of the safety climate. However, this change often does not last over the long term.

Climate change is difficult to sustain because climate and culture influence one another. Culture is like a heavy magnet, and its stability tends to pull climate, like a lighter piece of metal, back into alignment. Thus, if the culture has characteristics that do not support strong safety performance, the short-term strengthening of safety climate will not last. Over time, the safety climate tends to return to the way it was, in a sort of equilibrium with the cultural characteristics of the organization. 

Climate can, however, also influence culture. If culture is the magnet and climate a piece of metal attracted to the magnet, we can affect the magnet by anchoring the metal and providing enough metal mass to overcome the inertia of the magnet. If we make enough change in climate, support it for the long term and anchor it with sustaining mechanisms, equilibrium will be re-established through the shifting of the culture. 

How it Works in the Real World
What does the interaction between climate and culture look like in practice? Consider the hypothetical case of a site in the immediate aftermath of a fatality resulting from a lockout failure. At this location, the procedure called for a supervisor to verify the lockout before work began. The site had a very experienced workforce with low turnover, and it took great pride in being a productivity leader within its division. To avoid delaying the work, the facility had developed the shortcut of proceeding with locked-out work even if a supervisor was not immediately available to do the check. 

A fatality occurred because the wrong equipment was locked out, and the equipment worked on remained energized. This incident had a profound effect on everyone at the site. Because of the prevalence of long-time employees, the victim of this event was well-known to all and people experienced a very personal sense of loss. In response, the site refocused on safety. They retrained everyone on appropriate lockout procedures and put up new signs to warn about the hazards of energized equipment. The supervisors reminded everyone that they should be called to review all lockout work, and a requirement was added that called for a second worker to review the lockout before work began.

This is the typical response to a major incident—a response that focuses on climate but does not address the culture. We see renewed priority given to the exposure reduction processes and to safety. All of this is good but incomplete.

Part of the reason why this fatality occurred can be found in the culture of the organization. The people at this site were never unconcerned about safety and did not set out to ignore safety procedures. However, the culture was characterized by some important assumptions that worked against safety in subtle ways. Being the best in the division was important to personnel at the site, and they believed that being the best meant doing what they needed to do to achieve maximize productivity. It was also assumed that workers knew their jobs very well, so that having process steps checked by supervisors was not seen considered valuable.

In this organization, it is predicted that the changes made in the aftermath of the incident will not be sustained. The changes focus on the climate, and the culture is inconsistent with the safety-focused climate. Over time, as people increase their productivity and as supervisor and co-worker checks of lockout preparations repeatedly find no problems, the shortcut that had developed will return. 

A necessary additional response in this organization would be to pursue further steps to solidify the climate change and to help it influence culture. For example, to improve the sustainability of the climate change, measures of adherence to the key procedures should be adopted and reported. The site should then adopt additional approaches that focus specifically on culture. The leadership at this site should consciously identify and practice leadership behaviors that change people’s underlying assumptions about the organization’s values and goals. 

Leaders could, for example, emphasize the value of double-checking critical procedures and talk about how this enhanced effort has prevented problems in safety and in other performance areas. They should communicate that their definition of being the best in their division is a reflection of a broad range of performance measures. Changes to make the culture more safety-supporting are likely to involve acting and communicating about issues well beyond safety itself.

Creating a Culture that Leads with Safety
Understanding and managing both climate and culture is critical to preventing fatalities and achieving and maintaining excellence in safety performance. The leaders in any organization need to understand the organization’s cultural characteristics and the extent to which those characteristics support the organization’s current goals. The behavior of leaders is an important influence on culture. Through the examples they set, the messages they send and the consequences they provide, leaders influence the behaviors of others, as well as their beliefs about what is acceptable and what is valuable to the organization. Strong safety leaders understand these factors and use culture to help drive safety performance, rather than become slaves to the unwanted manifestations of culture. 
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Figure 1. The place where injuries and fatalities occur, as well as near-misses, is the Working Interface, i.e., the configuration of equipment, facilities, systems and actions.
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Figure 2. While there are other influencing factors, the role of leadership is paramount in creating a safer Working Interface. 
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