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Over the past few years, it has become
apparent that thereis a need to produce a
step by step guide to achieving an Effective
Proactive HSE Culture. The common
Reactive HSE Cultureis slowly being
improved to an I ntermediate HSE Culture,
but still relies heavily on personal
commitment and self-responsibility for HSE.
While thisraises HSE to acceptable levels, it
still does not go far enough towards
achieving an Effective Proactive HSE
Culture.

The following guide explains the common
Reactive HSE Culture, prevalent throughout the
world, and offers practical strategies, tactics and
actions that can be used to move through an
Intermediate HSE Culture towards an Effective
Proactive HSE Culture. These strategies, tactics
and actions will be different for each Operating
Unit depending on its HSE culture and the
national HSE culture. The Effective Proactive
Culture focuses on team HSE performance and
shared responsibility from the company and
contractors alike, and aims to bring about a shift in
culture internally, rather than rely on annual
results to prompt changes.

At the heart of this culture is the proactive
involvement of all levels of staff and management.
This guide has been produced mainly to combat
the rise in Road Transport fatalities around the
world, but can be applied across any other
relevant area of Health, Safety, Security and
Environment.

Where possible, ‘real life’ examples and existing
communications have been used.

A Route Map shows the key steps needed to
achieve an Effective Proactive HSE Culture.

All technical terms used in this guide, indicated
using italics, are defined in the Glossary at the
back. There is also a full list of abbreviations.

The guide ends with information on the ‘Self-
Sustaining HSE Stage’, possible extension and
integration of the approach to other business
areas and a final comment.
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Before you can begin to move towards an
improved HSE performance, it is necessary
to understand the nature of the various HSE
Cultures. For the purposes of this document
we have identified three types of HSE
Culture:

* The Reactive HSE Culture
* The Intermediate HSE Culture

* The Effective Proactive HSE Culture

The Reactive HSE Culture
Focus: ‘Management and supervisory control’.

In this culture the emphasis is on management
and supervisory control to enforce HSE rules,
regulations and procedures and it relies heavily on
the use of fear and discipline.

This is still a common approach world wide
despite evidence that with this model it is not
possible to achieve continuous HSE performance
improvement. HSE performance is characterized
by cycles, closely related to top management
attention and it's common to see a decrease in
HS performance if the company has been recently
streamlined.

Accident [the viclous circle] |

The Reactive HSE Culture is concerned with
‘what went wrong?’ In other words, any
improvement in HSE performance is only due to
learning from incidents after they occurred.

The monitoring process provides information only
after health, safety, security and environmental
incidents. These incidents can be subdivided into
accidents and near-misses. Usually, the reporting
of near-misses is extremely poor because their
potential significance is not realized, the reporting
systems are too complex or because those
involved do not report the near-miss for fear of
being ‘blamed’.

In this culture the common starting point of the
HSE process is an accident (1.1) and the analysis
is mainly related to active failures (breached

defences and unsafe acts). Only when
Tripod methodology (1.2) is applied are
the latent failures existent deeper in the
operation, facility, or business activity
demonstrated.

It is a culture where the mind set of staff
and management is in a ‘Reactive’
mode, so the company is always
‘expecting to be lucky’.

It is a culture where performance is only
measured through reactive indicators
such as LTIF (Lost Time Injury Frequency), TRCF
(Total Reportable Case Frequency), TROIF (Total
Reportable Occupational lliness Frequency),
waste generated and control limits exceeded.
Where incentive schemes do exist they are
exclusively related to reactive indicators. It is an
approach which has a limited capacity for HSE
performance improvement and which is entirely
dependent on the level of management
commitment.

And because it's impossible for management to
be everywhere and continuously monitor all
operations, HSE performance will never
continuously improve.



The Intermediate HSE Culture

Focus: ‘Personal commitment and self
responsibility for HSE'.

In this culture the focus is on personal
commitment and self-responsibility for HSE. HSE
is a line management responsibility and the
company is very much oriented towards results,
not through programmes as before, but
increasingly through management systems.

It is a culture where performance is still mainly
measured through reactive indicators such as
TRCF (Total Reportable Case Frequency), LTIF
(Lost Time Injury Frequency), TROIF (Total
Reportable Occupational lliness Frequency),
waste generated and control limits exceeded.
When incentive schemes exist they are still
exclusively related to reactive indicators.

The ‘blame’ approach still exists but when an
accident happens the Tripod methodology is
commonly applied identifying the latent failures
existent deeper in the organization.

This culture requires an HSE Management
System and, whenever applicable, an HSE Case
to reduce risks to ALARP (As Low As Reasonably
Practicable) levels, promoting and raising the
capacity for improvement in HSE performance. An
Intermediate HSE Culture is one where:

Risk management begins to play an important
part in the HSE Management System.

Managers are concerned with ‘what could go
wrong?’ and HSE performance improvement is
a result of identifying areas for improvement
and implementing necessary remedial actions.
This approach leads to the identification of
possible risks and implements ways to control
or lessen their effect to ensure an overall
improvement in HSE performance.

Individuals start to share thoughts and ideas,
but team HSE performance and shared
responsibility have not yet been developed.

Processes are beginning to be understood,
although most improvements are based on

procedures and individuals are mainly self-
managed.

Significant HSE performance
improvements can be achieved but
eventually a plateau is reached, after
which, further improvements, whatever the
effort, cannot be achieved.

The Effective Proactive HSE Culture

Focus: ‘Team HSE performance and shared
responsibility’.

In this culture the focus is on team HSE
performance and shared responsibility. The
proactive involvement of all levels of the
organization including contractors, is vital to
overall success and is crucial to achieving
excellence. This culture implies a link between the
top and the bottom of the organization not only
within the company but also within key
contractors.

A continuous process of field information
reporting, with a proactive ‘no-blame’ approach,
becomes a key focus for the sharpened workforce
and requires the proactive involvement of first line
supervisors. This should lead to the development
of trust and confidence in management. Finally,



safer behaviour, personal motivation, ownership
and empowerment are achieved.

The Effective Proactive HSE Culture can be
defined as:

‘The product of peoples’ values and beliefs, their
behaviour, their commitment and their proactive
involvement, translated into a demonstration of
continuous HSE performance improvement.’

It is culture that asks questions such as:
* What could go wrong?
* What are our Unsafe Behaviours?
» Which are the key Unsafe Behaviours?
* What are the related Safe Behaviours?

HSE performance is a consequence of learning
from the continuous identification of areas for
improvement related to the latent stages leading
to incidents. These stages also include the sharp-
end workforce’s own HSE habits that may lead to
incidents.

At the heart of this culture is an HSE Management
System designed to improve the company’s long-
term HSE performance. A proactive HSE culture
is one where:

» People live in a ‘what if?’ mode each day
and where the rule of thumb is ‘check out
the risks before you make a move'.

» The identification of unsafe behaviours,
hazardous scenarios and related latent
failures plays a key role (1.3).

+ A company takes into account what is
manageable and what is not and so sets the
right internal (proactive) HSE goals.
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« Company and contractor HSE risks are
continuously minimized while continuing
day to day business.

The continuous and increasing participation of
sharp-end workforce is a sign that the process is
moving ahead in the right direction.

This culture leads to the identification of structural
and organizational weaknesses, whilst ensuring
simultaneously the identification of fallible
decisions thus improving top management
performance. It also identifies safe behaviours,
controls for threats and migration / recovery
measures for consequences, leading to
continuous improvement of the
overall risk conditions. This
increases business efficiency
while motivating and ensuring
the proactive involvement of
the workforce.
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It is a ‘learning culture’ that moves forward using
the effective experience of all levels in the
organization by identifying hazardous scenarios. It
does not confine the identification of hazardous
scenarios to those with line responsibility for an
activity. Instead it encourages everyone, all levels
of line staff, former members of a work group who
may have valuable experience that is otherwise
lost to the organization and others who may have
valuable ideas, even if they have never worked in
the field in question, to contribute to the overall
improvement of HSE performance in the
company.

It is also a culture where:

Team performance and shared
responsibility are a must. An effective
Proactive HSE Culture establishes
processes that recognize, evaluate, monitor
and improve individual, peer and team HSE
performance across the whole workforce.

Monitoring provides information even in the
absence of any incident related to health,
safety, security or environment.

Proactive performance indicators play the
main role in incentive schemes. These
indicators are forward looking, raising
awareness of incidents that could happen,

as for example risk based performance
indicators.

An open approach to communication is
established as well as a blame-free,
proactive reporting basis. This approach
requires as effective HSE Management
System (1.4) and whenever applicable, a
related living HSE Case to reduce risks to
ALARP (As Low As Reasonably
Practicable) levels, promoting and raising

the capacity for continuous improvement in

HSE performance.

The first indications that a Proactive HSE Culture
is penetrating the organization is an improvement
in the Proactive HSE Performance Indicators. In
the medium term, and as a consequence, the
Reactive HSE Key Performance Indicators (KPIs)
will also start to improve.



Where are you now?

Now that you have familiarized yourself with the
three HSE cultures, you need to evaluate your
past HSE performance.

Past HSE Performance

It's recommended that you analyze the past HSE
performance from at least the last 5 years to build
up an accurate picture of performance evolution.
For example, figures 1.5/6 clearly show that HSE
performance does not improve in a reactive HSE
environment and can only be continuously
improved if an enhanced HSE culture, followed by
an Effective Proactive HSE Culture is developed
and established.

Taking into account your past HSE performance
with the HSE culture definitions allows you to
identify your present HSE culture.
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The Vision — Setting goals
to achieve results

Having a Vision of where you want to be is crucial
to achieving medium and long-term HSE
objectives. The Vision can be defined as the
overall long-term objective and can only be
achieved by implementing an effective HSE
Management System. The Vision can typically

Real Example 2.1

Vision
Our Operating Unit aims to be
among the 3 top Road Transport
HSE performers in Oil Products
by the end of 2001

take between 3-5 years to reach (2.1), but in
some cases, urgent short-term measures may be
necessary to reach minimum HSE levels before
the long-term objectives can begin to be
implemented.

You will need to set several goals to reach your
Vision. Specific Visions for contractors can also
be set to run alongside those for the company, for
example, by adopting a ‘Partnership Philosophy’

(2.2). This can be especially successful in harsh
HSE environments.

Real Example Road Transport Contractors 2.2

Vision
To create a professional and
profitable partnership with Shell
through Customer Service
Excellence by the year 2000

To be successful, the Vision needs to be relevant,
realistic and should lead to the commitment and
proactive involvement of everyone.

Future Goals

To achieve the Vision, intermediate goals need to
be set on a year to year basis to improve the
present HSE performance to the Vision level. This
‘stepped’ approach can be translated into a series
of annual Reactive HSE Performance Indicators
and targets (2.3/4) and should be achievable
within 3-5 years. This series will include the next
annual target.

Road Transport - Targets 2.4

» Road Transport - Targets 2.7

]




Developing an effective
proactive approach

Oil Productsis moving from a ‘trust me’ to
‘tell me’ to a ‘show me’ philosophy (3.1).
The evidence for this can be seen in HSE
Cases, with a continuous reduction of risks
to ALARP levelsand also in HSE
performance results published in external
reports.

Reactive HSE Indicators (with related targets) are
usually required to meet external requirements
and are represented in the ‘Desired Targets’ area
of Scorecards (see 4.1/2 overleaf). In order to
demonstrate continuous HSE performance
improvement these targets must be clearly
defined.

The strategies, tactics and actions which follow
are related to targeting HSE performance
improvement. The attached examples shows how
this can be applied to the next annual target (3.2).

Usually one or two Reactive HSE Indicators are
chosen. However, these Reactive HSE Indicators
only provide a visual picture of desired progress
for use in external performance reports.
Developing the necessary related strategies,
tactics, logistics and internal targets is still
required.

The Reactive HSE Indicators are usually Key
Performance indicators (KPIs) and allow
comparison with other Operating Units and

companies.
Adding the Internal Perspective
The Intermal Perspective The External Perspective
- Beacrive input
) [Roactive HSE Indicators)

Proactive

The primary focus should be the proactive involvement of the Drivers on
a "proactive blame free approach” leading to a Drivers League System
where continuous driver evaluation on an individual and team performance
basis will lead to continuous increase of empowerment and ownership.
Continuous enhancement of pride/status of their job will be vital for
success.

The secondary focus should be related to the professionalization of Road
Contractors (through a RT Contractors Management System based on a
RT Contractors League System).

Next
Annual Target

Recordable
Road
Fatal

Accidents

X/100MKkm




0 Strategic Blocks « Contractors Management System

Strategic Blocks (4.1/2) are strategies with * HSE Management System

related targets t_hat aII(_)w a deparFment or . HSE Case

even an Operating Unit to reach itsdesired

HSE performance improvement_ Real Example Road Transport Scorecard 4.1

The first group of Strategic Blocks should ensure Proactive (Strategic Blocks)
the proactive involvement of all levels of the
company and contractors and focus on the main

Next
Annual Target

actions needed to achieve specific targets. This Recordable
will also help to create a ‘knock-on’ effect and help Drivers Training Journey szl Razt s

] ] . Proactive and Management Drivers Transport Fatal
establish the proactive and ‘living’ systems Involvement Behaviour Improvement Club Contractors Accidents

League

needed to ensure continued HSE performance Awareness Process s
MBI X/100Mkm

improvement.

Each Strategies Block in the first group in each
example has a specific purpose. For example:

- Drivers proactive involvement Real Example Road Transport Scorecard 4.2

« Sharp-end workforce and supervisors proactive Proactive (Strategic Blocks) Desired
involvement Targets
Audits to Road
* Training and behaviour awareness i PEETEhE Road Transport
Drivi Transport
H rving Contractors
+ Journey management improvement “Sharp-end Courses o
Workforce” and Management System /
» Contractor audits and management facility visits Proactive Behaviour Fagimy Road

Involvement Awareness

Visits Transport
The Strategic Blocks in the second group in the HSE

examples are related to systems. For example:

 Drivers Management System



Proactive Actions,
Indicators and Targets

Each Strategic Block can be trandated into
a series of Proactive Actionsand HSE
indicators and identifies a specific strategy
leading to the effectiveness of an overall
HSE Management System (5.1).

Each action or HSE Indicator should have a
specific annual target. Examples include:

Potential Incidents

Unsafe Behaviours / Safe Behaviours
Unsafe Conditions
Defensive Driving Courses
Special training

HSE Tips

HSE Posters

Tool Box Meetings

Overall training efficiency
Tachograps

On-board computers

Drivers rest stations

Audits of contractors

The odequate selection of Prooctive Actions / HSE Indicators

plays a relevant role in an Effective Prooctive H5E Culture 5

Management Facility
Visits
Management Field

_. Proocs - Ernengy
Visits — —

y
Once these actions are in
place they will lead to
proactive and ‘living’
systems such as:

Drivers Management
System

- Drivers League
System

- Team (e.g. Drivers) Behavioural
Performance System

Contractors (e.g. Road Transport Contractors)
Management System

- Road Transport Contractors League
System

HSE management System
HSE Case
The ‘no blame’ approach

Being able to identify what can happen before it
happens is crucial to the prevention of future

incidents. In order to encourage staff to report
what can happen, it's essential to adopt a ‘no
blame’ proactive approach. This approach is also
especially relevant with near misses.

Installing a ‘no blame’ system of proactive
reporting actively encourages the proactive
involvement of all levels — in particular the sharp-
end workforce. This approach can also be applied
to other relevant HSE areas such as Unsafe
Behaviours and Unsafe Conditions.



The Potential Incident Concept

. . . Potential Incident 1
The Potential Incident concept (5.2/3/4) is

a very important tool in an Effective
Proactive HSE Culture. Avoiding injury
and loss of life to staff and preventing
other incidents from occurring helps
increase productivity, business efficiency
and morale.

A Potential Incident is defined as:

‘A relevant, foreseeable, credible and
undesired hazardous

event with a foreseeable

and quantifiable

consequence, from which

HSE lessons can be

learned by interested

parties.’

Incidents Pyramid
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Fotaltios and LTI s

Any Potential Incident is
usually related to one or
more Unsafe Behaviours
and important lessons can
be learned from the
Potential Incident i e
Concept. The concept can

also be applied to undesired non-hazardous

events (5.5).
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Reporting Potential Incidents (5.6) without fear of
blame plays and important part in raising HSE
awareness — particularly among the sharp-end
workforce. However, it's the quality of reporting
that's important not the quantity. The Risk
Assessment Matrix should be used to assess the
importance of reported Potential Incidents. It can
be helpful to establish a ‘High Added Value PI
Frontier’ in the Risk Assessment Matrix that can
be moved from year to year. This helps the
proactive involvement at all levels to focus on the
targeted risk areas (5.7).

The continual reporting of Potential Incidents is a
simple and effective way to keep the Hazards and
Effects Management Process (HEMP) alive. As a
result, both the HSE Management Systems and
the HSE Case are kept alive. For more
information, refer to the Oil Products Guide — How

to Develop an HSE Case in Marketing Operations.

There are typically two sources of Potential
Incidents:

1. Memory. This is where staff report incidents
(near misses and accidents) that occurred in
the past but were never previously reported.

2. Foresight. This is where staff who fully
understand the Potential Incident concept
begin to foresee relevant and useful incident
scenarios before they occur.



The Potential Incident Concept is a particularly
relevant tool in an Effective Proactive HSE culture
because it aims to eliminate accidents and
therefore improves operational and business
efficiency (5.8).

Unsafe and Safe Behaviours

Under the ‘no-blame’ approach, an Unsafe
Behaviour is relevant, foreseeable, credible and
undesired behaviour that can lead to a
foreseeable consequence, from which important
HSE lessons can be learned by interested parties.
A Potential Incident may have one or more related
Unsafe Behaviours.

Reporting of Unsafe Behaviours (5.9) also plays a
relevant role in raising HSE awareness. By
identifying the main Unsafe Behaviours it's
possible to identify the related Safe Behaviours.
Once this has been done, collaboration between
management, first line supervisors and the sharp-
end workforce is recommended to identify and
achieve the behavioural change. Measuring Safe
and Unsafe Behavioural performance on a team
on a team basis is an important tool to increase
team performance and shared responsibility. The
role of first line supervisors in this area cannot be
underestimated.
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This collaboration encourages active involvement
and increased empowerment of the sharp-end
workforce. Eventually, a better understanding of
Safe and Unsafe Behaviours will lead to a change
in attitude and therefore a change in the HSE
climate.

Unsafe Conditions

Reporting of Unsafe Conditions under the ‘no-
blame’ approach also plays an important role. For
instance, drivers should be encouraged to report
hazardous areas and ‘black spots’ on driving
routes. By reporting these ‘hazardous spots’,
appropriate route maps can be given to drivers
that clearly highlight the danger areas on a
particular route and so help them to avoid
incidents.

Other Actions and HSE Indicators

There are other ways to raise HSE awareness
among the sharp-end workforce. On the following
pages you will find some proven methods already
used by Shell around the world.

HSE Tips

Depending on the HSE climate, HSE tips should
be made relevant and specific to the locality or
country. For example, what is relevant in Pakistan
is not necessary relevant in Uganda. Examples

can be found on pages 32 — 44. Some
areas covered include:

Potential Incident (5.10 — 5.14) i
Safe / Unsafe Behaviours (5.15/16)

Special advice (5.17 — 5.24)

Route mapping (5.25)

Special local / country holidays /
festival (5.26/27)

Special team results information (5.28
—5.30)

External Accidents (5.31)

Company / Contractor Incidents (Near
Misses or Accidents) (5.32/33)

Several local events (5.34).

It is generally better to distribute HSE
Tips as and when considered
appropriate, (rather than at regular
intervals), to all members of the sharp-
end workforce. HSE Tips printed on A4
sheets should also be used to keep staff
up to date on relevant training courses
(e.g. Defensive Driving Courses).



Notes

The HSE Tips included are real examples
coming from Operating Units in countries
such as: Brazil, Colombia, Dominican
Republic, Malaysia, Pakistan, Philippines,
South Africa and Uganda.

Tool Box Meetings

Tool Box Meetings (TBMs) are especially relevant
for first line supervisors responsible for a team of
workers. The open discussion of Safe and Unsafe
Behaviours, Potential Incidents and foreseeable
consequences plays an important role in raising
HSE awareness at the sharp-end. HSE Tips
should also be discussed during these meetings.
Tool Box Meetings should also be held before
employees start their working day.

Contractor Audits

These play an important role in contractor HSE
performance improvement, especially if a scoring
system is used allowing the results to be
guantified (e.g. up to a maximum of 100 points).
They should be periodic (e.g. every quarter) and
signed by both parties (company and contractor).
A Remedial Action Report should also be added
and signed by the parties involved.

Management Facility Visits

An important way to proactively involve top
management of the company with top
management of contractors. This is especially
relevant when done on a ‘Partnership’ basis with
the objective of overall HSE performance
improvement. These visits acquire special
relevance when they immediately follow periodic
audits.

Driver League System

This powerful tool for increasing drivers status and
road transport safety performance should involve
driver classification (e.g. up to a maximum of 100
points) and be supported by two tables of merit
and demerit points. These are usually different
from company to company as they are influenced
by the local environment. These classifications
are used to place drivers in one of several
(normally 3 or 4) categories reflecting their safety
performance and awarding them status
accordingly. This works much better than the
absolute ranking of drivers in a league table, in
which the only person who is really happy is the
first, and those lower down the ranking have little
incentive to improve.

The drivers league system is exclusively related to
personal commitment and self responsibility for
HSE.

Team (e.g. Drivers) Behavioural
Performance System

A very powerful tool for raising team safety
performance. It involves monitoring a list of crucial
safe / unsafe behaviours performed by team
members. An adequate measurement (e.g. up to
a maximum of 100%) of these behaviours, which
emphasises particularly important behaviours,
encourages continuous performance
improvement.

Contractors (e.g. road contractors)
League System

A powerful tool for increasing HSE Contractor
performance. It involves contractors’ classification
(e.g. up to a maximum of 100 points) and should
be supported by audits where final evaluation
should take into account drivers performance.
These audits can again be different from company
to company taking into account the local
environment.

HSE Management System

This is the overall system that with an adequate
supply of proactive energy and the related



effective strategies continually improves HSE
performance.

HSE Case

A ‘living’ demonstration that an HSE Management
System exists and focuses on risks being
continuously reduced to ALARP levels. An HSE
Case is required for all ‘HSE critical’ activities.

Setting Targets and the ‘Knock on’ effect

As we have seen, the Strategic Blocks are usually
divided into two main groups. Targets should be
established for each Strategic Block so
performance can be measured. The examples in
5.35 — 5.40 illustrate proactive targets
successfully used by real Operating Units. The
first group (5.35/36/37) should ensure:

+ Proactive involvement of all levels of the
Company or Contractor, from sharp-end
workforce level to top level management.

« Support of the overall strategy

< The right sequence of Strategic Blocks that lead
to systems (second group)

The second group of Strategic Blocks is there to
make sure that a system or systems are in place
for the continued improvement of HSE
performance (5.38).
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The initial sequence of Strategic Blocks should
create a ‘knock on’ effect towards the second
group of Strategic Blocks (5.39/40). This should
ensure that there will be proactive and ‘living’
Management Systems and HSE Cases in place.
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Weighing the Scorecard and
establishing the Corporate
Link

Having established proactive targets for each of
the Strategic Blocks as described in Section 5, we
can incorporate proactive and reactive HSE
performance in to the Scorecards used for the
appraisal of staff. This is best approached on a
step-by-step basis by:

» weighing the importance of each Strategic
Block to arrive at an overall measurement of
Proactive HSE performance

» weighing the relative importance of the
Proactive (Internal Perspective) and Reactive
(External Perspective) performance
measurements

» weighing the importance of HSE along with
other performance measurements in the
departmental scorecard

« finally establishing the ‘Corporate Link’ to
ensure responsibility for HSE is proactively
shared

Weighing the Strategic Blocks

Examples 6.1/2 illustrates how to weight the
strategic blocks, as further described on page 24.

Rood Tronipar Scorecard &

Now that targets for Strategic

Blocks, and any related actions
and HSE indicators have been
established in the Scorecard, we
can determine the weighing
(importance) of each Strategic
Block — together they should
equal 100%. See the real
examples (6.1/2).

A similar process should be

ke LIS = Ursate Concltions, RTC = Rosd Transpon Contracton, MRS = Midwary Rest Stahons

[r = Driwer; TLC = Top Level Calegory, MLC = Medium Leval Categony; b= hour; del = defveries

followed if there is more than
one reactive target in the

Road Tronsport Storecard &0

scorecard. We now have a

Scorecard that includes the
desired reactive targets (the
External Perspective) and the
proactive actions needed to
achieve these targets (the
Internal Perspective). The next
step is to establish the relative
importance (weightings) of
these reactive and proactive
performances.

Weighing the Perspectives

The weighing between the Reactive and Proactive

Indicators for the Internal and External
Perspectives will change depending on the
seniority of the personnel concerned (6.3/4). For

Mote: Pl = Polenisal iIncident, UIC = Unsate Condiions, DOC = Dafensiod Derving Course
HEEM = Morthly HSE Masting: OBC = On Board Computer; RT = Rosd Trarsport
RFF A = Recordable Rosd Falal Accidents

the top management of the Operating Unit, the
weighing is usually based 100% on the external
perspective, ie the chosen Reactive Performance
Indicators. At line management level in the
External Perspective (setting goals and targets),
the weighing can be as high as 90%, while in the



Internal Perspective (the actual actions and towards HSE performance Distribution Depertment Scorecard & 4

systems required to achieve the goals and goals, especially on a - . I —
targets) the weighing can be as low as 10%. In ‘Partnership basis’, creates i HSE relevance is directly related 1o ity scorsiord percentage
the same way, the External Perspective for the powerful motivation to achieving F =— ——
sharp-end workforce can be as low as 10% while desired goals. —-:{} HSE
. . 0
the Internal Perspective can be as high as 90%. By connecting everyone, this 1% O
It is particularly important that the performance of approach creates ‘peer 19 Copan
the line management team is principally measured  pressure’, a very important tool 15 ikt waiakaciins
using the proactive HSE performance indicators at all levels. =, s —
(for example >70% on the proactive indicators). . . i st e
The relationship between P il Tt o
Weighing the Department Scorecard Operating Units and contractors g™
Once the perspectives have been weighted, HSE 'S certgln!y an |mport§nt aspect — — . - .
. . to achieving a Proactive HSE
Performance can be incorporated in the Cult
Department Scorecard. The importance of HSE is ufture.
directly related to its Scorecard Percentage (6.6). &l frpie - Road Tronsport Scorecard 6.7
With this final weight, the Scorecard becomes : X B e = m
complete (6.7). e e ' ~
The Corporate Link re
1 =] 1) & - L Il s g aod
The ‘Corporate Link’ (6.8) is achieved when [ W 1 1 " pllg  Audent
responsibility is proactively shared at all levels of | ‘| g
the company and contractors. This helps create a - NN 2 F - | L L 100%
shift from _s_elf-responsmlllty to shared s )2 000w ) T " S, g
responsibility. - 3000 e .- e oo i
[ =) Dimpt [ Pt —— I ..-r.h... .."rw
As an incentive, the HSE performance should be p o et et e
BOm 20%

linked to every employee’s annual bonus and : ;
based on achieving desired targets. Having - e e T
Operating Units and contractors working together

- — T ——




Monitoring progress and
audits

To monitor progress towards departmental
targets and proactive strategies, an effective
information system needs to be put in place
that focuses mainly on proactive HSE
actions and HSE Performance I ndicators.
This system will demonstrate internal and
external HSE performance improvement. An
audit plan should also be put in placeto
ensurethereliability of the system.

As a Proactive HSE Culture develops, effective
monitoring and information systems play an
increased role towards measuring behavioural
performance. However, it's important that these
monitoring systems retain the trust and
confidence of the sharp-end workforce.

A Proactive HSE Culture relies heavily on
gathering appropriate information through a ‘no
blame’ approach to reporting and requires active
encouragement by first line supervisors who have
to manage the vital interface with the sharp-end
workforce at the ‘line management frontier'.

Communication and Senior Management

Communication is a vital ingredient in an Effective
Proactive HSE Culture (7.1). The ultimate
responsibility for the success of a Proactive HSE

Senior Management and Communication Systems

e & e ,_l—-__

(,,-"”

Semior Marogement ]
e -

.

Culture lies with management at departmental
level. It is their responsibility to communicate on a
regular basis the overall performance, positive
and negative, of the department. As the culture
develops, the sharp-end workforce should begin
to take more responsibility for its action, but senior
management support remains essential.

Senior management also need to ensure that
information on HSE is relevant to the local
situation and reaches the appropriate people. This
type of information includes:

» Potential Incidents
» Safe and Unsafe Behaviours

* Incidents (near misses or accidents)

 Other relevant incidents
involving other companies
in the same region or
country

» Special term
results/rewards

HSE Tips are a very good
way to do this, so it's
essential that first line
supervisors and the sharp-
end workforce receive them
on an appropriate basis.
Sending the right messages
at the right time will enhance the effectiveness of
the HSE Tips.

Communication and Line Management

Line Management, particularly those first line
supervisors (line management frontier) working
directly with the sharp-end workforce, must play a
very proactive role in the chain of communication
and are always involved in any Potential
Incidents, Safe and Unsafe Behaviours, HSE
Tips, Audits and Training.

Without them, developing a Proactive HSE
Culture is not possible. Their relationship with the
sharp-end workforce is fundamental to effecting a
change from a traditional reactive culture to a



proactive one. It's crucial that they have the
support of Senior Management if they are to earn
the respect of the sharp-end workforce.

As leaders of their own local units, they are the
driving force behind any HSE proactive and
reactive performance improvement. An essential
part of this improvement is enhancing Safe
Behaviours on a team basis.

Communication and the Sharp-end
Workforce

It's a well recognized fact that around 90% of
accidents are caused by human error at the
sharp-end. These accidents can lead to significant
financial loss, even bankruptcy, for some
companies.

With this in mind, effective communication to and
from the sharp-end of the workforce is vital. Tools
such as Unsafe and Safe Behaviours, Potential
Incidents and HSE Tips allow all workers, not just
those in management, to contribute proactively to
performance improvement. This implies an
increase in Safe Behaviour performance across
the sharp-end workforce and contributes greatly
towards overall success.

It's true to say that without the commitment and
proactive involvement of the sharp-end workforce,
an HSE Management System or HSE Case will

never deliver a breakthrough in HSE performance,
in either the company or within contractors.



The Performance and
Effectiveness Diagram

To measure program, it's important to evaluate
the effectiveness of a Proactive HSE Culture. This
can be illustrated through the Performance and
Effectiveness Diagram (8.1) that shows the simple
relationship between reactive (external)
perspective performance and proactive (internal)
perspective performance. The diagram includes:

» Proactive Performance
* Reactive Performance
 Proactive Energy Effectiveness

The Proactive Performance (-20% to + 120% in
example illustrated) represents the performance
against the established proactive targets.

The Reactive Performance (-20% to + 120% in
example illustrated) represents the performance
against the established reactive targets.

Finally, the Proactive Energy Effectiveness is
simply the relationship between the Reactive and
Proactive performances.

To calculate the Proactive Energy Effectiveness,
divide the Reactive Performance by the Proactive
Performance. The ideal result would be 100%.

A Performance & Effectiveness Diagram may be
used continuously by the department or team to

identify:

¢ The amount of proactive energy (i.e. as
demonstrated in Strategic Blocks) needed to
achieve specific targets.

* The need for intermediate corrections.

» The effectiveness of different strategies.

100
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Conclusion
The Self-Sustaining HSE Stage
An Effective Proactive HSE Culture has:

e Commitment and proactive involvement from
senior management

* Proactive involvement from line management
including first line supervisors

» Personal motivation, responsibility, ownership
and empowerment of the sharp-end workforce

e Team HSE performance and shared
responsibility.

If each of the above is present, then the company
will have a continuous ‘learning culture’ where the
abilities and experience of sharp-end workforce,
and the coaching capacity of first line supervisors,
are highly respected. Developing trust and
confidence is essential to reach this culture.

As an Effective Proactive HSE Culture grows it
leads to solid improvements in HSE performance
and will eventually reach the ‘Self-Sustaining HSE
stage’. This is when the shift in culture is complete
and HSE is highly regarded, actively sought,
promoted and rewarded throughout the
organization. In short, HSE considered a major
part of the business.

Extending and integrating this approach
into other business areas

It is possible to extend this approach to other
business areas such as quality and productivity.

For example, Quality Management is based on
the principle of Plan, Do, Check, Act and leads to
continuous quality improvement. When this
process is applied across a company, it leads to
Total Quality Management — where everyone
shares the responsibility for quality. To do this
effectively, quality standards need to be
maintained throughout the entire process, and at
all levels of the company.

The Effective Proactive HSE Culture has exactly
the same approach, and both could benefit from
each other’s simultaneous implementation.

Scorecards (the measurement & reward of the
proactive strategies and actions) play a vital role
in an Effective Proactive HSE Culture. These vital
tools can be applied with equal success to other
areas of the business.

Final comment

Some Operating Units are undoubtedly moving
towards an Effective Proactive HSE Culture and
intermediate results are showing this to be true.

Nevertheless, there is still a significant way to go.
Achieving an Effective Proactive HSE Culture
takes a lot of hard work and fine-tuning. There are
many different aspects that need to be
considered, enhanced and developed. Opposite is
a list of the main requirements:

* Leadership

+ Co-ordination

* Vision

* Overall long term strategy

» Appropriate annual strategies
* Annual proactive energy
 Correct tactical moves

» Scorecards

« Effective reporting system (including ‘no-blame’
approach)

» Adequate information system

* Adequate communication system
» Team performance

» The Corporate Link

* Frankness

e Trust



» Confidence
A proactive ‘living’ HSE Management System
» A proactive ‘living’ HSE Case (if required)

We need to ask ourselves if the effort is
worthwhile.

There’s only one answer...

-
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Potentil Incident £y, Potential Incident 3, Potential incident

HSE TIPS

Picture these scenarios...they may help us save lives !

Petential incicent is defined as o relevant, realistic bmaginative sconsris
thal is lkady to happen with potential 1o cause harm, damasge or both,

Accident does nol simply happen by iteell. It is ofien caused by
poopla’s actions or ity omission. Let us pause from gur work and refiect

= Are they any Unsate Acts and Conditions in our

sutreunding envirpnment?”
“ What if the unespecied happens 7
* In thasa a batter way of daing things T~ Mo Customer Service
NEXT {Part 2), THE “PYRAMID™ WILL po
KITA BOLEM!

SHOW LS WHY

Shifting the incident §

Fatality (1)

By identitying and addressing Potentlal Incidents we should
be able to reduce the pyramid to the Potential Incidents Zone
and subsequently eliminate or reduce the chances of an
accigent which may cause Injuries or death,

This is the Proactive approach of preventing accidents, (i.e.
preventing accidents BEFORE they happen ) instead of the
old and unsuitable Reactive approach { Le. reactive approach
takes preventive measures only AFTER an accident has
happened and lives have been fost ! )

MNe Customer Service
Without Safety

KITA BOLEH!

This is the | adent Pyramid,,,

NCREASING

DECREASING

Studies have shown that for evedy (1) Iatality, thene ana 600 ness
migses | achual eveals with no infuries or damages ), And oul of thise
noar midsed . thete could havve resulted in 30 accidents. 10 of which
would be of the Injutious type. But behind these misses, there are ales
mode thin 1000 Polential Incidents !}

By identitying thete Polenlial incidents and sddressing them, we

Are preventing sccldents that may have disasirous of (atal
consequences 1! A simple way of identifying Potential incidents is

By Uking Sur imagination and asking he queston “WrRat 19,77 for every
Btion of taak that we o others do (0.9 ¥R f the brakes fad when
the road tanker iz going down the hill 7

HOW DOES THIS COME ABOUT 77

T0 BE CONTINUED NEXT ISSUE (Pan 3) Mo Customer Service

Without Sataty
KITA BOLEH!
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HSE TIPS
Potential Dangers"!

On the night of 05.08.1957. one of our lanker drivers had parked his
torry on the emargency lane along Jalan Mahameru near PWTC. He
was suffering from an uncontroltable stomach upset and left his
lanker unatiended to sass himsell. The engine and all lights wene
wwitched oM. The hazard lights were nol swilched on and
naither was the reflective iriangle displayed.

This polential incident s very similar o an sarlber sccidant this year
when a Singapore tour bus rammad inlo the rear of a lorry parked
unmarked ot the emergency lane nead Nilai causing muitiple fatalities.

In our renewed commitment 1o HSE of pursuing the goal of no harm
to people, all employees including BDEs. BDOMs, haubiers and drivers
are encouraged 1o continue ta carry out On The Road
Parformance Checks so that an ugly accident of this nature will
nol recur, Worksites had since held extensive tool box mestings

to brief all drivers the potentially fatal implication of sueh &n Incident.

£ Switch on HAZARD LIGHTS
A Dugplay REFLECTIVE TRIANGLE & CONES

Mo Cusiomer
Sanice
Withaout

Safaty

KITA
BOLEH!

UNlFonM

RHAN ToaveTs @ roscine aalfily €

HSE TIP

Shell haulier drivers are goaring towards becoming professionals. A
Professional. amongst other things., must be diciplined in their
personal appearance & Therefore uniforms identifies the

[Uh

professional group 10 which we belong.
WHY WEAR UNIFORMS 7

What if | do not wear the uniform ?
Our hatrd marnid KPS points will be oecuced iFwo ato soen driving

without a urifanm P
G

MNa Customer Service
Without Safety

KITA BOLEH!

O v “‘"'2%.,.':’.“

A-m-ll1mﬂ¢‘
e e

X 1&

i you are ALIVE.
wall baing

® Ensure throwgh the Rear View Mirror that no ehild or
parson is around the Tank Lerry.

® Always keop the valves covered.

L4
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Think Twice... [

i put 74y first: €

e /
—4"‘5"5-;; £

e

O

When driving your truck,
& drive DEFENSIVELY
& stk 1o she spead limat of off e
& only derve o8 the speed limit if i & sole 1o da o
@ ohwoy: sbey rood mafiic sigm:
D ahweys chey troffic lighty da nee “mp” lights whea

o1 prmber

e A

-] lfq:n:fl following dutoncs from the vehide in froat
of you

o0 proend you
@ ifyoo p&hmﬂhuﬁhl. iry bo viop inshecd of

SAFETY TIPS TO SAVE YOUR SELVES
FROM EXTREME HEAT

# Do nold work for long perads in the sun & extrema heat.

® Wear loose colion clothing
® [Dvink recsonably cool & clean woter. This theuld be

&8 glowes of woler in oddson 1o your nomal mioke

cumatehy

teq. In cose

of heavy work this should be increased o more thon &8 glosses

& During 0 24 howt journery, do not deiwe conlinuously
::uhmn.ﬂdm
!

Ty ey rw ples e fu ol

ow moce than

dary/night driving should not exceed 10

5 20 si¢
7 e
l ﬁ nl_w rﬂﬁl._‘h“?-“.a vh .M H:-u.il.h Suﬁ-h Em-mmrm-m S‘q-:-un’l}r 7%/

Food for Thought

That simple Atiribule of tha Diriser 5 what counts Mose

(iood Manners and Right Conduct

The phrair “foood Manarrs and Righi Conduer™ & 80 lowger mrw o wn. Thevr wardy
cowld have regiidered infe our minds e childhsod Thiv popalar wryiag could haie
bern imparted ie w1 by our parenhy @l hemr, and'er swr feacher in ichool. Wordy whick
e md Ivtical thinking o gragp v, i itraipht foreard, wo wmply s
umdrritand. Yot im ity vimplicity, peopls swuld iend 1o igeory, segloct and forpet.

I it ue happeas thal “(ived Manner and Right Comduct™ had already wlipped our
i, perhaps o5 mor vl kate oo leavm o omee agpeia. Amishi the sunlitady off the thiags
ihat wr acquised, aad comtimur te aeguire, ot howe, in chool, dnce the sarr of eur
catsirace, thin Good Masners and Righi Conducl & owe of those auribures ihal we
chowld rherivh. Whavever, im our daily dealtings and im throwgh coure aof aur Bfe, even
when driving, thin Geod Manners and Right Conduct i comething ihal se ihowld ned
mind, rametiing we vhowld beep Abwarn.

Conduct
With respect (o general conduct, drivers shall :

& farllow predures reganding DUTY HOURS and REST FERIONS
& potiow defemsive drivieg prenciqies s ochnsgs

* wigar scatbelt of sl times whale in 8 movisg vehicke
wink in scordance with sll ihe HAE reles amid b ool on the
ienamacheony o thear
keip the vebicle and cab thisrior chean el tdy
et phact By of sharp ebyets i ibe cab o om top of e
tanh sheili
meel plhace product comaminsted matonak, inchshng phnes, in the cab
il enpage i boneplay or unsade driving mancuvet
Al ibe winle unadet the mnMuesor of akoohal and drug
ek ok o carry maiches, lightsrs of iler wmrce of [grition when
carrying flammahle prosucts

[ ]

o
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The hauliers in Shell are professional transporters. And

managing safety is an integral part of their daily routine,

Hauliers must be very much invelved In managing the

drivers in all aspects especially in Health, Safety and ASSAULT: HOW TO PROCEED ?
Environment. Some deliveries to distant customers, a round

trip of more than 500 Km, need careful journey management.

In these long haulage, hauliers roles are the primary

FOG

influential factor. General procedures: = Slow down ihe speed aod fuin von bow Beht:
= FOLLOW JOURNEY PLAN (AS AGREED BY SHELL 3 Don't argue oF react, ’ * Use viual supporis § road markings, lighting and hreak
2 FOLLOW SHELL DRIVING AND DUTY HOURS (WORKING - lights of the car abeud 1
TIME & HOURS) Be calm and avoid fast movements: & Indicate cverythne you wil) o
) .-.l_:fEr-r:i.:!; PROPER EHI!T!' ROSTER T--q_.d..T‘EP.'E-,_IﬂEE AAvaid laoking at the thict »  Dun’t overinke mid don’t drive boo chose tn ithe vehide
DRIVERS GET ADEQUATE QUALITY REST —
3 DALY TOOL BOX MEETING WITH DRIVERS BEFORE M The important thing is not to get hurt.

= o't nse Mash lighes:
= I the lig gets strong, stop and walt in a sale place,

* Avold stopping on the road. even i it"s on the shoubder. Da
Remember that the attackers are it waly if yon don’t have any othor option. In this case, lurn
under emolional tension and most on the Mash light and place the red reflective warning
of the time, under the influence of triangle 40 fvet far.

drugs.

KIT FOR EASY CONTACTS

£ HAVE LORRY MAINTENANCE ARRANGEMENTS WITH
ACTORS ALONG THE ROUTE

LOARIES ARE AIR COMNDITIONED Remember:

*m Ciratiss with oo wasabiliny, the tmportant koo see amd 1o be seen
i am epwrgency, if yom have o stop on the oo, you can abao use
Dramtichies ol broes b sigraliee

Communications:
Mo Cutlomer Service

Without Safwty ECall the police.
KITA BOLEH! ECall the depot manager. i
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Certified VIP
(Very Important Procedure)

Use af Delivery Checklist

In sccendamor in the semsrandem diised by Shell b Febewars T, 1999,
aecomplishmenl of Livey Eielivery Cheollied fov every delivery ln cmtemer i
aerenary. Thirefory thy driver, dopethee sink e aunksrized recerrer af e
rmutpmry, will ke bs accomploh @nd iign on e delivery cheollisn far
vy drlivery

The accomplivhid and rigwed delivedy clevllind & a8 asmwranee thal plhe
product wan delivered by the dver and reorived by the cabiseer i poed
ﬂmwﬁuwﬂumlrmﬁmﬁuﬂh-wuw
uwmnm-mum pualiny, wed phat Dhe dmmedkend
prrdier, faking isdo aocound 1gfery and weruniy, i linr b unloading
Mu-rﬂu!ﬂ-ﬂln“rlwhh—hﬁnd
The delivery checkiisr i s a tond in wlicnting feedbarin aad veppection
pp-ﬂh::iﬁ vt deem Chell o Lpravy Cpidomier Sprvice,

W wre all aware char delivery checlliy sould moan
audditiamal gpil om e drived, howcoer i ev are b atlance e vafos of dong
& wi willl pealine har iy advaniagr of arvemplicking thin doguming i mafy
dhan worih the rffort.
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Karachi - Hyderabad 118 Km
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SAFETY MESSAGE X0, 14 £ 26

527 528
. sy I Ybw e
ON THIS SPRING BREAK REMEMBER THAT FaStlng Month | @ mopALLEE m-":"'""" ‘:-
SOME USERS OF THE ROAD MIGHT BE HSE TIP 7 e ” =
INDYER THE INED ENCT: - . * He who soves life o ane human ing
UNDER THE INFLUENCE OF ALCOHOL i i et sl o et wmm,ﬂ,m
sacrifices. However these sacrifices do not include \‘ O“Q
compromising our safety and that of others.
n Fasting may cause a person (o be inattentive. Excess we Shell contract |«c'nrl'3-r drivers.
sweating because of physical work and heat from "
w the surroundings may aggravate the effect of fasting Since Fehrurr 4, 1999 to date,
on one's alertness and very often may cause sleepiness
il el dnomeeidled for the last 32 ::uys,- Ihe: have been
ccidents.

THEREFORE no faral a
AVOID EXCESSIVE MEALS WHEN WE
BERSAHUR" BECAUSE HEAVY MEALS WILL
CAUSE SLEEPINESS
HAVE MORE FREQUENT STOFS

' BE CAUTIOUS ! OUR OTHER MUSLIM FRIENDS
WHO ARE FASTING, MAY ALSO BE ON THE

YOU, A DEFENSIVE DRIVER, SHOULD BE ROAD
ALERT AND BE CAREFUL TO PREVENT
UN“ESIR.ED bITUATlDNbu SELAHAT BEH Puﬁsh God 9.-|||||-|5:|_ tonether we will continue 1o keep up our
@ good performance ond sirive o be even better
L it o

KITA BOLEH
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:H} T s Tou !UIL lhn lmrhi it you wre ALIVE.
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Safety for Self - Safety for All

Shell Drivers Great Achievement

75 Days

without a fatal accident

a1 T et it 3% Db reler 1Ty et F

O EHAvEDONEI
HSE TIP SW T

Today the 15t of July 1999, we have had no
Loat Time Injuries (which also means no
Fatal Accidents on the road) fora
continuous petiod of 12 months

This achievement would not have been
poasible without your commitment towands
safety on the rod.

GOOD NEWS !
“.. you have my full support in order to enable Shell
Uganda to prove that breakthrough road sale
pedormance is possible in AlNCa”, fer@edion s STDVE

MORE GOOD NEWS !!

“.. it is fair to say that we made guite some progress
on the issue of road safety. With more work to doin |
the near future, | am confident that we will make our
ambitious 1Arget”. = 2 o Wi B s Tiuee. Sitt Tpnia

[ 7~

lﬂnhﬂmm-nnﬂmm-mmuhuf
mlpmcmdmodhghlnhmﬂu._
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We can prevent such nccluc-nh If we f-m lﬂ-nrho
oursalves with amergency procedunes and
adhers Lo them.

& Fatal g dact
-—-n-‘unm-ln,-n

woch ons 100 pesorn ﬁ‘?‘." Wﬁ
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Many Incidents This Week

= Two vendors died and thirteen others injured in
a bomb blast at Old Taxi Park on 10/04/99.

w Trucks KAJ 485Z and KAG 390U driven by
Waiguru

and Kamunyu respectively were found parked
dangerously along 7th Streel among “somai” trucks
on 12/04/99

w M/V 680 UDA of RWAMS, having loaded for Arua
at

5.00pm was found in a Makindye garage at 6.00pm
on 14/04/99.

= M/V UAA 845K driven by Karekezi offloaded AGO
into a BIK tank on 15/04/99 at S/Kawempe. The
driver had left turn-boy to offload.

Learning points;

= Avold congested gatherings and abandoned parcels.

= Avoid the “somali” uncontrolled parking on 7th Streetl.

= Avoid scheduling to travel at night. Uncontrolied activities
In garages include welding that may ignite the tanker.

= Follow discharge instructions; and attend 1o unloading
tanker without leaving the turn-boy in charge.



Abbreviations

AFI = Area For Improvement

ALARP = As Low As Reasonably Possible
Capex = Capital Expenditure

DDC = Defensive Driving Course

H = High

HEMP = Hazards and Effects Management
Process

HSE = Health, Safety and Environment
KPI = Key Performance Indicator
L = Low

LTI = Lost Time Injuries

LTIF = Lost Time Injury Frequency
M = Medium

MFV = management Facility Visit
MS = Management System

Opex = Operational Expenditure
OU = Operating Unit

PI = Potential Incident

RAM = Risk Assessment Matrix

RT = Road Transport

SB = Safe Behaviour
TBM = Tool Box Meeting
TRCF = Total Reportable Case Frequency

TROIF = Total Reportable Occupational lliness
Frequency

UB = Unsafe Behaviour

UC = Unsafe Case

Glossary

Accident = Incident causing actual damage or
consequences to business (people, assets,
environment or reputation).

Consequence = Quantifiable effect / escalation of
effects leading to damage (people, assets,
environment or reputation).

Hazard = The potential to cause harm, including
ill health and injury, damage to property, products
or the environment, production losses or
increased liabilities (or a system where energy —
in single or combined form — is able to trigger an
incident with undesired consequences if the
occurrence of a given threat is not prevented or
controlled).

Hazardous Scenario = Any foreseeable, credible
and undesired hazardous event linked to a
hazard.

HEMP = Risk methodology consisting of 4 stages:
Identify (Hazards and Potential Incidents), Assess
(Risks, using the Risk Assessment Matrix),
Control (Threats), Mitigate / Recover
(Consequences).

Latent Failure = Structural or organizational
weakness that may open ‘window’ for future field
incidents.

Near Miss = Incident with no actual damages /
consequences to business (people, assets,
environment or reputation).

Potential Incident = Relevant, foreseeable,
credible and undesired hazardous event (If the
event is a hazardous one, it will lead to HSE
business issues. If the event is a non-hazardous
one it will lead to non-HSE business issue) with
foreseeable and quantifiable consequences, from
which HSE lessons can be learned by interested
parties.

Risk = The product of the probability of the
occurrence of a given hazardous event (with
related consequences) by the severity of the
related consequences.



Risk Management = The process of selecting the
most cost-effective measures for achieving the
desired risk reduction.

Strategic Block = Group of internal proactive
actions and / or internal proactive HSE indicators
with related targets.
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