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view that the manager (not front-line employees) was the safety leader. The generally positive views
of safety were well distributed throughout the networks, with some of the more strongly held views
evident on the periphery, ensuring that any correlation between separation and perception were
negative. However, there was a tendency for greater agreement with safety statements in the denser
network. This suggests that network density rather than leader position was critical for creating
positive safety perceptions, perhaps through the establishment and maintenance of social norms. As
the number of ties decreases and density declines the opportunity exists for divergent views and
opinions to exert their influence and the positive views of safety may dissipate.
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Here we problematise (Alvesson and Sandberg, 2011)38 the binary classification of environments
according to their inherent hazard. While classification has been fundamental to policy development
(Young Report (2010)1 to the UK Government) and safety guidance (HSE, 2013)45, such definitions
are simplistic, underplaying the socially constructed nature of the underpinning measures and
overlooking the importance of structural features of the environment. We challenge this classification
and suggest four negative consequences. First, the prioritisation and extent of resource allocation for
regulatory activities is reduced for low hazard environments (Black and Baldwin, 2010)46. Second,
working in environments designated as low hazard may dull the perception of inherent risk and
encourage risk-taking behaviour in employees. Third, managers acknowledge work environments are
composite, being neither wholly high nor low hazard. A binary classification superimposed on
heterogeneous work environments creates confusion, undermining effective safety decision-making.
Finally, research, education and training may be directed away from low to high hazard environments
because of perceived lower priority.

The definition of low hazard in the Young Report (2010)l refers to “places where the risk of injury or
death is minimal”, like shops and offices, where injuries are a result of slips and trips, lifting things and
repetitive strain. The definition drew on apparently objective measures of potential sources of harm,
risk, frequency, consequence and sector. Many of these measures are socially constructed and we
examine the implications of this. Additionally important characteristics of organizational context
overlooked in the earlier definition are considered.

Hazard is often defined as a potential source of harm or adverse effect, but these are hard to define
and are open to misinterpretation. In many reporting standards, experiencing harm at work may not
necessarily be related to a hazard unless there is an identifiable external event that causes the harm,
e.g. a falling object striking someone. Cumulative exposures to hazards, which eventually cause harm
(e.g. repetitive lifting), may not be classed and reported as ‘accidents’. Definitions often also draw
attention only to physical injury, ignoring psychological injury. Organizational environments, such as
service contexts, may not pose physical harm to employees but nevertheless may pose significant
psychological harm, such as through stress, which is detrimental to health (WHO, 1948)*".

Risk is the likelihood that harm would result from exposure to a hazard. Risk is also not absolute, but
is influenced by context. ‘Inherent’ risks may be mitigated to produce ‘net’ risks (Black and Baldwin,
2012)*. For example, the competences of the exposed population or the control measures taken to
reduce the potential of exposure are important facets of context that transform ‘inherent’ risks into
‘net’ risks. Safety in some extremely hazardous environments has been defined as “a dynamic non-
event” (Weick, 1987)49. It is dynamic because safety is preserved by timely human adjustments; it is a
non-event because successful outcomes rarely call attention to themselves. These High Reliability
Organizations “almost never experience an operating failure of grievous consequences” (LaPorte and
Consaolini, 1991)50. Thus, risk is context sensitive and of limited value in differentiating between high
and low hazard environments.

The focus of the definition in the Young Report was on frequency of death and serious physical injury.
However, frequency of incidents is misleading and fails to adequately differentiate between high and
low hazard environments. For example, annual fatalities on the UK road network, annual deaths in
the UK from medical errors and the people who died in the 9/11 terrorist attacks are numerically
similar (Buchanan and Denyer, 2012)°*, yet roads, hospitals and office complexes would normally
occupy different categories of hazard.

High hazard environments may be defined by the magnitude of physical, psychological or material
consequences of an untoward event (Hannah et al., 2009). Definitions of high consequence involve
‘social loss, large-scale, unusually costly, unusually public, unusually unexpected, or some
combination’ (Vaughan, 1999)*%. All of these terms, including ‘unusually’, are open to multiple
interpretations. Hazards can be labelled as high consequence because they are judged as such by
those who are implicated and by observers, particularly regulatory authorities and the media. In some
environments operators and the public perceive the hazards to have such potentially grave
consequences as to warrant their absolute avoidance (Roberts et al., 1994)°*. Thus the categorisation
of environments as low or high hazard is not an objective decision, but a subjective one supported by
a legal framework geared to ensuring compliance.
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In seeking to provide generic guidance, low hazard environments are often characterised at a sector
level, e.g. retail or education. This fails to account for variation below the sector level. Companies in
the same sector differ in their safety performance. Organizational units within the same company
differ also in their safety performance. This heterogeneity raises doubts about the utility of the
comprehensive classification of sectors and organizations as low hazard. Moreover, this is even
problematic within a single organizational unit, where a range of different yet inter-related activities
may occur, some of which are more hazardous than others. Stock rooms typically have more
incidents than shop floors.

The nature of organizational environments influences the level of hazard or risk. Interactively
complex (Perrow, 1984%°; Zohar and Luria, 2003°%) environments are those where outcomes are
unknown and potentially unexpected, socio-technical systems are multifaceted with incompatible
functions and where information flow is indirect and ambiguous (Roberts, 1990a)57. Tightly coupled
environments have ‘time dependent processes’, ‘invariant sequences of operations’, ‘the only way to
reach the goal’, and ‘little slack’ (Roberts, 1990b)*®. Such interactively complex and tightly coupled
systems have failure as an inherent property because they will inevitably experience accidents that
cannot be foreseen or prevented (‘normal accidents’ Perrow, 1984)%°. High hazard environments
characterised by high velocity (Eisenhardt, 1989)59 may exhibit rapid and discontinuous change in
demand, competition, technology and regulations. In high velocity environments exacting tasks are
performed under considerable time pressure and decision-making processes are prone to heuristic
reasoning processes and bias (Kahneman and Tversky, 1984)60. We propose that factors including
the degree of interactive complexity, organizational coupling and velocity may provide a better guide
to the hazardousness of the organizational environment.
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between supervisors and workers in high hazard settings. The constituent activities of
transformational safety leadership (Kelloway et al., 2006)*® include:

e Expressing satisfaction when jobs are performed safely.

e Rewarding achievement of safety targets.

e Continuous encouragement for safe working.

¢ Maintaining a safe working environment.

e Suggesting new ways of working more safely.

e Encouraging employees to openly discuss safety at work.

e Talking about personal value and beliefs in the importance of safety.
e Behaving in a way that demonstrates commitment to safety.

e Spending time to demonstrate how to work safely.

e Listening to safety concerns.

A number of research studies that investigate the co-occurrence of both transformational and
transactional safety leadership (Zohar, 2002a*; Dahl and Olsen, 2013°%; Clarke and Ward, 2006)'%
suggest that safety performance (i.e. the reduction of injuries) and safety compliance is positively
related to transactional safety leadership practices. Safety behaviours (i.e. safety participation) on the
other hand are encouraged by transformational safety leadership (e.g. concern and motivation).

Table 2 identifies eight leadership practices that may affect safety outcomes and which have been
reported by key authors in Professional Safety — the American Society of Safety Engineers (ASSE)
journal. According to these articles safety leadership is fraught with difficulty not only because of the
commonly perceived tension between safety and productivity (Carillo, 2005)104, which creates
ambiguity, but also because safety leaders are commonly squeezed between senior leaders and

operations (Forck, 2012)".

In addition there are a number of policy research reports mainly published by the HSE that investigate
safety leadership and empirically derive a number of leadership practices enacted by individuals that
either directly or indirectly impact others, mainly front-line workers, to deliver safety outcomes. Indirect
effects of leaders were achieved through role modelling appropriate safety behaviours to others
(Poxon et al., 2007)106, or setting agendas or safety goals and targets for others to follow (e.g. King et
al., 2010)'”". More direct effects of leaders on others occur through direct challenge (Cummings,
2006)"®® or through engaging with the workforce (Healey and Sugden, 2012%; Cummings, 2006'%;
Busby and Collins, 2009”0) demonstrating the value of the employee to the leader (Poxon et al.,
2007'%), ensuring effective two-way safety communication (Fleming, 1999)"" and motivating
employees (King et al., 2010)107. Direct effects also occur through empowering employees to problem
solve and to make decisions (Fuller and Vassie, 2005)112. Finally, these direct effects might occur
through developing skills, especially in independent and inter-dependent working (Poxon et al.,
2007)106 and knowledge of safety practices (Lekka and Healey, 2012)91. These are summarised in
Table 3 and categorised according to the four dimensions of transformational leadership and
transactional leadership.
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» Middle managers (or managers of sites, typically construction sites or oil platforms which are
the focus of much empirical research) show safety leadership through:
e demonstrating commitment to safety by interpreting and implementing safety policies

positively;

prioritising safety in work planning and scheduling;

being actively involved in safety by being visible in taking responsibility;

communicating openly; and

showing concern and appreciation for employees.

» Safety leadership is demonstrated by supervisors and team leaders:
e Dby support (giving open and fair feedback);
e by involvement (in safety training, inspections and meetings); and
e Dy being participative (encouraging teamwork and building trusting relationships).

HSE guidelines (e.g. HSE, 2012)'?* on safety leadership differentiate the leader and the manager and
their respective responsibilities for safety. Similar distinctions are made in their guidance on
‘Managing for Health and Safety (HSG65) (HSE, 2013)". This suggests perhaps that safety leader
roles can be differentiated from safety manager roles and that observed safety practices can be
similarly disaggregated. O’'Dea and Flin’s (2003)'** review noted a similar differentiation of safety
roles and practices across the hierarchy of an organization. Moreover, a comparison of the practices
of safety leaders with the 11 features that characterise managerial work (Hales, 1999)% reveals
considerable overlap between the two lists, implying that what is often described as safety leadership
practice is actually management practice.

Page 25 of 58
Cranfield School of Management

Source: IOSH (iosh.com) | Traduit par https://hseacademy.online/















Networks of Influence: Practising Safety Leadership in Low Hazard Environments

establishment of a safe working environment and, in so doing, develop a safety culture within their
organization, is clear.

In practice however, it may be less clear. In our investigations in service sector organizations about
10% of the total sample was unclear who sets the safety policy and goals in these organizations.
However, up to one-third of interviewees in some retail organizations didn’t know where the policies and
goals originated. In the office environment interviewees, “imagine[d] that the QSHE team do that”. “The
HSE team | would have thought, | don’t know of anybody specifically”. This lack of certainty contrasted
with the much stronger conviction that individually they had no involvement, “No, No, No”. It was all
somewhat vague, “we usually get an email when there’s something new”, which corresponds with the
view from some retail organizations that if interviewees knew where the policies came from they
“‘imagine[d] most of it comes from corporate” or simply from “someone up above”. When they didn’t
know, or thought it came from their manager by a process of “filtering down”, they were “just told to
follow procedure and that’s what | do”. There was a sense that policies from head office were followed
passively, with only limited scope for local adaptation: “We follow the company guidelines. No matter
how big or small your store is you don’t get the opportunity to flex or opt in or opt out”. “Each store will
have the same Health and Safety policy” or “we just follow the [organizations] overarching policy”.

In contrast to the retail and office sectors, where at least 60% interviewees felt that safety policies came
from head office, in the warehouse less than 40% thought policies came from head office, but rather
from local health and safety advisers, where these had been absent elsewhere. The greater awareness
of the health and safety adviser may reflect their full-time paid role, but also the potential to develop
policy locally in addition to following generic company-wide safety policies. A H&S adviser at one
warehouse noted that “the policy for this site may be slightly different to what you’ll see over next door,
because they’ve got different risks”.

Nevertheless, we suggest that there may be forms of leadership other than command and control that
are applicable to safety and which respond to different aspects of safety legislation or of the nature of
safety itself. First, safety legislation requires everyone to take care of themselves and their fellow
worker. This plays to the more recent notions of plural forms of leadership, particularly distributed
leadership. Second, safety may be enacted ‘in the moment’ suggesting a phenomenological approach
may help our understanding of safety leadership. Third, safety because of its systemic nature may be
defined as an adaptive challenge requiring adaptive leadership, rather than a ‘command and control’
style of leadership. We shall consider each of these possibilities in turn, drawing out the required
leadership characteristics and the implications for training and development where appropriate.

Plural Leadership

Recent reviews of leadership (e.g. Thorpe et al., 2011)127 consider perspectives on leadership that
reach beyond the earlier unitary views of leaders as individuals - the heroic leader. By considering that
leadership skills and responsibilities can be dispersed or shared throughout an organization these
perspectives draw attention to the process of leadership rather than the person as leader (Gordon,
2002)'%. Denis et al. (2012)'® describe these leadership forms as ‘plural leadership’ and identify
distinct streams that make sense of a confusing array of leadership studies, where terms like “shared”,
“distributed”, “collective”, “collaborative”, “relational” or “post-heroic” are often used loosely and
interchangeably.

The first stream of ‘plural leadership’ research considers mutual or shared leadership within a group or
team, where members collectively lead each other. This more participatory approach to leadership is
encouraged by transformational leadership and is supported by earlier studies focusing on the
emergence of leadership in groups (e.g. Bales and Slater, 1955)130. These studies noted the need for
individuals to play different and complementary roles, embracing “task functions” and “expressive
functions” in the leadership of the group. In general this demands that individuals are motivated to share
leadership responsibilities and that opportunism or ‘free-riding’ is discouraged. Shared leadership has a
distinct application in team-based organizations which are common in low hazard environments.
Sustaining a shared appreciation for the importance of safety and that those responsible for this
seemingly “lesser” activity continue to be valued equally to those who lead more creative and exciting
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While a reduction in injuries, the creation of a safe working environment or improvements in workforce
safety behaviours might constitute the ostensive purposes of safety leadership, it is not known to what
extent these are achieved or how this achievement might differ with context, the degree of follower
involvement or the leader’'s ambition. Using audio recorders we asked employees in stores of two retail
chains to keep a record of when safety became salient to them during their working day. Some of the
responses demonstrated ‘leadership moments’, for example when employees chose to relocate or
reposition items of stock that were creating potential trip or fall hazards in the stock room, or when they
helped others lift heavy items. In both of these circumstances possible injuries were prevented and
safer working assured.

From this perspective ‘safety leadership’ will remain elusive because it depends on the circumstances
in which it is enacted and each ‘moment’ contributes a small piece to our understanding of the whole.
Nevertheless, as Ladkin (2010)68 suggests, this approach may help us to better engage with
‘leadership’ in a safety context by helping us to clarify what it is we are seeking to know about the
elements of the ‘leadership moment’, their interrelationship and subsequent contribution to safety. Are
we interested in a better understanding of how to lead the members of our team to work safely? Or
instead, are we trying to make sense of why a particular set of leadership practices designed to achieve
safety outcomes worked in one setting but were less effective in another? Alternatively we may be
interested in understanding how the same safety outcomes may be achieved in so many different
ways?

Adaptive Leadership

Organizations typically develop safety policies and standard operating procedures anticipating that,
respectively, these will provide a safe working environment and safe working practices. Yet accidents,
injuries and near-misses still happen. Clearly these “technical solutions”, although necessary and
beneficial, are insufficient to achieve safety completely. One of the reasons for this is that safety is a
systemic problem that arises from the multiple interactions between both human and technological
components of a system. Such systemic problems create adaptive challenges, which call for adaptive
leadership (Heifetz and Laurie, 1997)136. Systemic problems often demand changes to organizational
values and beliefs. Prioritising safety is just such a value that often runs counter to traditional
organizational cultures that emphasise, for example, productivity, standardisation, innovation and
creativity or personal development (Denison and Spreitzer, 1991)**’. Furthermore, solutions to the
problems of embedding safety (like other systemic problems) lie throughout the organization and are
not merely the responsibility of the director or health and safety manager.

Heifetz and Laurie (1997)136 identify six principles for leading adaptive work:

e “Getting on the balcony”. Stepping back from the day-to-day detail to assess the bigger picture.

¢ Identifying the adaptive challenge. Fully understanding the nature of the existing problem.

e Regulating distress. Inspiring change and allowing employees to debate issues and clarify
assumptions before providing direction so that people are not disabled but challenged.

e Maintain disciplined attention. Grapple with the issues, digging deeper into the conflicts
emerging from different perspectives on the problem and encourage collective problem solving.

e Give the work back to employees. Supporting and empowering individuals to take both risks
and responsibility to find the solution to the problem.

e Protect voices of leadership from below. Don’t silence the whistle-blower or the deviant, rather
take time to explore why they are doing what they do.

Each of these can be applied to the practice of safety leadership, enabling responses to specific safety
related questions and particular safety challenges (Table 6). The table also suggests a number of
abilities that adaptive safety leaders would need to display to be effective.
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the organization or sometimes with external agencies. Both of these types of events were evident in the
data but not extensively. Carroll et al. (2002)** note that it is difficult for many organizations to maintain
the necessary openness to allow this internal dialogue and furthermore, it may be wasteful of resources
to do so. There is a tendency for organizations to impose controls and so constrain learning.
Nevertheless, following an incident, individuals may engage purposefully with organizations, for
example, by escalating issues to senior management. Lukic et al. (2013)'®° suggest that active
engagement of individuals may be fostered by organizational factors that encourage participation, solicit
input and provide feedback. In this study, employees with responsibility for safety communicated with
others, including external organizations, offering the possibility for double-loop learning (Tucker and
Edmondson, 2003)'*. Predictably, these individuals were the managers and supervisors who were
accountable for organizational safety and who, perhaps, had more time for discretionary activity in their
roles. Surprisingly, however, a number of front-line workers also reported communicating with senior
colleagues or external agencies. One explanation for this was that these front-line workers had a
particular interest in health and safety because of their additional roles, which permitted them to raise
safety concerns with their superiors or with external organizations and to more confidently challenge the
status quo. Challenge is one of several individual characteristics identified by Edmondson (2004)™" that
contributes to organizational learning.

Recognising safety violations necessarily indicates that the observer has been taught and has learnt the
required procedures that govern safe behaviours and actions. The organization has thus influenced the
individual (Crossan et al., 1999)**. Furthermore, violations of safety rules are deemed to be
opportunities for organizational learning (Alper and Karsh, 2009'®"; Desai, 2010'*°) because they reveal
potential problems with existing organizational practices. Many of the reported incidents appear to
correspond to Lawton’s situational violations (Lawton, 1998)*°°, where organizational pressures override
safety considerations. These instances may also indicate heedlessness (Weick and Roberts, 1993)12.
Individuals failed to pay attention to their immediate surroundings, by driving without sounding their horn
to warn others. In this study the violations have been restrictively ascribed to incidents observed by
others where individuals were ‘caught in the act’. Nevertheless, some of the incidents caused by errors
and defined here as single-loop learning opportunities may also indicate earlier violations of standard
operating procedures confirming the observation that the distinction between violation and errors may
not always be clear (Reason, 1990)182. For example, in several cases the presenting problem (ascribed
here as an error with potential for single-loop learning) was a situation created by the violation of a
known standard operating procedure by another person, e.g. the failure to close and replace a
stepladder in the retail store or a pump truck left in the walkway of the warehouse. These observations
of violations of a policy or a practice by another person also present the opportunity for single-loop
learning, as indicated in Sanne’s study (2008)**° of Swedish railway technicians.

Problems, errors and violations are the focal incidents for learning in this study. Many of these
constitute ‘near-misses’ defined as an event that has the potential to cause harm (Health and Safety
Executive, 2004)183. For example, blocking a fire door, leaving a ladder unattended on the shop floor
and driving a reach truck through doors without sounding a horn to warn nearby workers all constitute
‘near misses’. However, the numbers of near miss incidents formally reported in these organizations at
the time of the study were small. None of the retail stores reported a near-miss incident during the
period of study, but we identify six incidents from the data that could be described as near-misses.
Similarly, in the logistics company, four respondents at one warehouse observed a total of four
incidents yet the records for the whole warehouse employing almost 900 people in the same period
revealed only eight accidents and six near-misses. It seems likely therefore that actual numbers of
incidents exceed the reported numbers. This finding directly challenges the veracity of near-miss data.
If near-miss data form the foundation for guiding safety policies and practices in organizations then
greater emphasis needs to be placed upon accurate reporting. Zhao and Olivera (2006)™* provide
three broad categories of reasons why errors may not be reported: emotional reasons; situational
ambiguity and lack of awareness. Awareness of near miss reporting systems and their ease of use,
especially in target driven environments, like retail and logistics, are considered to be significant factors
in the design of accessible error reporting systems (Pfeiffer et al., 2010)*®°. The audio recorders used in
this study encouraged respondents to remain attentive to safety issues and potentially provide an
effective and accessible means of reporting near misses.
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