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Safety first when
reorganising

Mark Scanlon, E/ Technical
Manager-Safety, reviews
the safety risks associated
with organisational change
and outlines some resources
designed to help industry
better manage such
change.

he pace of change for most organ-
Tisations seems greater than ever,

with no sign of let-up. This is
inevitable in a world of pressures on
businesses. For those involved, organi-
sational change can be threatening and
highly stressful, but for many it can also
be an exciting, even exhilarating,
opportunity to shape and improve
working lives.

This applies as much to safety man-
agement as to any other aspect of busi-
ness. Organisational change can be a
chance to make big improvements. For
example, it can allow a clarification of
personal responsibilities at all levels and
help empower people - give them
greater means to identify and tackle
safety, health and environmental (SHE)
issues that affect them - or just help
rejuvenate the SHE programme.

But there are risks too. For example,
organisational changes were among the
root causes in the Longford incident,’
which resulted in two fatalities and
caused major business interruption in
Australia, and the fire at Hickson and
Welch in Yorkshire (see Box 1).

The pressure and emotion that sur-
round organisational change inevitably
influences the way that decisions are
made and, as the pace of change con-
tinues, many organisations have cut
staff so far that they now appear to be
beyond lean.

What are the concerns?

Over the past few years, organisational
change has been top of HSE inspector

Captain control room

requests for support from the HSE
Hazardous Installations Directorate
Human Factors and Safety Management
Team. Inspectors were picking up con-
cerns from employees and safety repre-
sentatives about changes, often
involving de-manning and/or relocation
of functions, and they were often
uncomfortable about them. In addition,
inspectors found the topic difficult to
regulate positively, because they lacked
benchmarks against which they could
assess companies’ management of
change process.

The same lack of benchmarks also cre-
ated difficulties for the companies
themselves, as there were no tried-and-
tested approaches to these risk assess-
ments, or even clear ideas about what
risks they should be looking for. While
some companies made a good effort to
assess the risks — for example, by using

detailed procedures in which forms
were completed and approved by senior
managers — such risk assessments were
basically ad hoc. Add to this the diffi-
culty that any of us have with being
objective under pressure, and you have
a recipe for some unsound decisions.

To illustrate HSE concerns, a case study
involving poor management of organi-
sational change by a company that is
generally considered to be a high per-
former in safety is summarised in Box 2.
In other cases, the impact of changes was
more indirect and subtle, resulting in
gradual accumulations of maintenance
backlogs, operators carrying out new
roles but without the necessary training
or with unhelpful changes in manage-
ment priority. Key lessons learned from
case studies are given in Box 3. In addi-
tion, some self-assessment questions that
can help determine whether there are

Yorkshire)

responsibilities.’

Box 1: Case study — Hickson and Welch (Castleford,

In 1992, fires at Hickson and Welch resulted in five fatalities during the cleaning of
a vessel containing potentially unstable sludge. Because of a recent company reor-
ganisation, the cleaning task had been organised by inexperienced team leaders
reporting to an overworked area manager.

The Health and Safety Executive (HSE) incident report? stated: ‘Companies should
assess... the workload and other implications of restructuring... to ensure that key
personnel have adequate resources, including time and cover, to discharge their
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Step 1: Getting organised

Have a strong policy

Make senior-level managers
accountable

Have a clear change-management
procedure

Communicate and include
everyone

Review and challenge

Y
Step 2: Risk assessment

Identify the people involved
Identify all changes

Assess the risks

Consider human factors,
competence and workload
Test scenarios

Step 3: Implementing
and monitoring

Provide enough resources to
make the change safely

|3 | Monitor risks during change
Keep your plan under review,
track actions

Monitor performance after
change

Review your change policy

Figure.1: Summary of process for
management of organisational change

set out in CHIS7

problems arising from organisational
change are given in Box 4.

Coherent resources

Clearly, these issues pointed to a need to
develop coherent resources for man-
aging safety in organisational changes.

The resources are:

* CRR348/2001 methodology?

e CHIS7*

e Staffing arrangements user guide®

They were written primarily for busi-
nesses with ‘major hazards’, which
includes many onshore and offshore
petroleum installations. These have the
potential for high-consequence inci-
dents and need to make a continuing
demonstration of safe operation under
the Control of major accident hazards
regulations (COMAH) 1999° or similar
regulatory frameworks.

Using the resources provides a means
to consider safety implications when
planning and carrying out organisa-
tional changes and to have a structured
and effective process for ensuring that
staffing arrangements are adequate for
abnormal or emergency situations, as
well as for steady state operations.

Box 2: Demanning case study

This concerned a simple demanning at a large site. Employee disquiet was loudest
at one particular plant where, to enable a reduction in control room staff, a new
‘crash’ emergency shut-down (ESD) procedure was introduced that would bring the
process to a sudden safe state. This new procedure was quite possible to do, but
operators were all well aware that the cost in lost catalyst alone would be over
£1.5mn on each occasion. Most were hesitant, at best, to take on that responsibility.
As prompt ESD could no longer be relied upon under these circumstances, HSE pro-
hibited demanning.

Box 3: Key lessons learned from organisational change
case studies

[0 Human factors, particularly human reliability, need to be understood and tackled
with as much rigour as engineering approaches to improving safety. For example,
simply instructing people to do something does not mean that it will happen.
[JIn commercial enterprises, managers take calculated business risks to remain
competitive. However, those managing major hazards must be particularly diligent
in preventing major accidents.

[J At times of change, almost no-one directly involved can truly be objective.
Therefore, an independent individual should be involved in reviewing, or better
still chairing, risk assessments — especially when discussing key safety-critical or
safety-related functions.

Box 4: Self-assessment questions to determine whether
there are problems arising from organisational change

[] Are there enough people to carry out everyday work, and respond to any
unusual or emergency situations?

[0 When employees’ jobs are changed, do they get proper training in the new jobs?
[ Are there enough people available to supervise all of the contractors working
on site?

[0 Does management explain the need for change and consult or involve
employees in the change process?

[1 Do systems that worked before the change still work as well as they did after-
wards (for example, supervision or permit-to-work systems)?

These self-assessment questions are drawn from IP Human factors briefing notes
resource pack, No. 3 Organisational change. See Energy Institute website
www.energyinst.org.uk/humanfactors.bn

changing staff numbers or supervisory
arrangements, but could also be brought
about by improving hardware or software
for detection, alarm or trip systems.

The CRR348/2001 methodology has
proved very successful, and its uptake

CRR348/2001 methodology

HSE commissioned Entec to develop a
methodology for assessing staffing
arrangements in process operations, in
particular, control rooms. This is pub-

lished as HSE Assessing the safety of
staffing arrangements for process oper-
ations in the chemical and allied indus-
tries (‘CRR348/2001 methodology’)’.
Industry was formally consulted during
its development through a workshop.
The CRR348/2001 methodology is based
on making a ‘physical assessment’ of per-
formance in a range of scenarios and a
‘ladder assessment’ of management and
cultural attributes underlying the control
of operations. Using the CRR348/2001
methodology should allow companies to
identify areas of unacceptable risk and the
necessary improvements to reach accept-
able levels with issues such as communica-
tion facilities, operator workload,
management of operating procedures,
etc. The improvements could include

spread quickly across the petroleum,
petrochemical and chemical industries.
However, because its scope was limited,
and because it suits some circumstances
more than others, it was not the answer
to organisational changes — there was
need for broader guidance.

CHIS?

HSE therefore developed the concise,
Internet-only publication Organisational
change and major accident hazards
('CHIS7')*. This captures ideas from the
CRR348/2001 methodology and lessons
from pitfalls observed in inspections, such
as lack of understanding of human factors,
bias, marginalisation of safety in change
management etc. This resulted in a three-
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Box 5: Staffing arrangements toolbox

[ The staffing arrangements toolbox provides those in the petroleum and allied
major hazard industries with the resources necessary to better determine staffing
arrangements in control rooms and similar locations. The toolbox brings together
guidance, research, case studies and useful links. It comprises:

[ The Staffing arrangements user guide

[ The blank staffing assessment forms and checklist (as downloadable Word doc-
uments) that form Annexes D and F of the Staffing arrangements user guide

[J A web link to the CRR348/2001 methodology report

[J Courtesy of HSE, the blank physical assessment decision trees and ladders (as
downloadable Word documents) from the CRR348/2001 methodology report

[ Two case studies from the series of IP Human factors safety information bulletins
that concern reviews of staffing arrangements in the context of broader organisa-
tional changes

[J The IP Human factors briefing note on Organisational change

[0 A web link to further references on organisational change and staffing arrange-
ments

[ A web link to CHIS7

[0 A web link to HSE Research Report (RR292) Different types of supervision and
the impact on safety in the chemical and allied industries

See Energy Institute website www.energyinst.org.uk/humanfactors/staffing

Box 6: Case study — Associated Octel (Ellesmere Port,
Cheshire)

Associated Octel recognised that proposed major organisational changes to the
staffing of its chlorine plant could jeopardise safety if not adequately assessed.
The company applied the CRR348/2001 methodology to flush out areas of concern
and develop pragmatic solutions. The approach enhanced a team culture and
allowed operators to contribute to the development of their working environ-
ment. It also allowed management to determine what could be managed by
changes to operational practices, or improved process control systems, and also to
identify what changes were ‘a change too far’.

For further information, see IP Human factors safety information bulletins, No. 3
Assessing staffing requirements for hazardous situations. See Energy Institute

website www/energyinst.org.uk/humanfactors/sib

step safety management process that
forms the core of CHIS7 (see Figure 1).

The guidance focuses on organisa-
tional change at operational and site
level, but is also relevant to changes at
corporate level, which, in turn, can have
a significant impact on safety at opera-
tional level.

HSE trialled and refined CHIS7 by using
it as de facto guidance in inspections for
almost two years, and the processes
described there were put into practice by
many petroleum, petrochemical and
chemical businesses. The guidance was
also modified such that it placed less
emphasis on one-off big changes, but
more on permanent arrangements for
management of continuous change.
Industry was formally consulted on it
through the Chemical and Downstream
Oil Industries Forum and the Oil Industry
Advisory Committee.

Staffing arrangements

user guide

In response to feedback solicited by the
Energy Institute requesting clearer guid-

ance on using the CRR348/2001 method-
ology, the Energy Institute Human

Factors Working Group, using Technical
Partner funding and HSE co-funding,
commissioned Entec to develop the
Staffing arrangements user guide. This
does not duplicate the CRR348/2001
methodology report but sets out a best
practice approach to it. As a result, the
two documents should be read along-
side each other. In addition, the Staffing
arrangements user guide includes sup-
plementary guidance on how best to
apply the CRR348/2001 methodology to
automated plant and/or equipment.

Following consultation with the petro-
leum and allied major hazard industries,
the Staffing arrangements user guide was
published by the Energy Institute as IP Safe
staffing arrangements — user guide for
CRR348/2001 methodology: Practical
application of Entec/HSE process opera-
tions staffing assessment methodology
and its extension to automated plant
and/or equipment.® Single users can
download it from the Staffing arrange-
ments toolbox (see Box 5).

What next?

Companies that have used the resources
in their organisational changes are not

leading to the kinds of unsafe conditions
described earlier in this article. Some
have been particularly successful (see
Box 6).

Even if your organisation is not cur-
rently undergoing change, it soon could
be! So it is not too early to have a look
at CHIS7 in the first instance and start to
design your own process. Those consid-
ering organisational changes should
talk them through with their usual HSE
contact. °
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Find out more

To assist the industry in better under-
standing the safety implications of
organisational change and staffing
arrangements, the Energy Institute
Human Factors Working Group is con-
vening a seminar entitled “Workload,
organisational change and stress —
practical application of human factors
tools to major hazard operations’ on
Tuesday 26 April (in London). This will
feature presenters from industry, HSE
and consultancies, and will be used to
launch the Staffing arrangements
user guide.

For further information, contact
Arabella Dick, t: +44 (0)20 7467 7106,
e: arabella@energyinst.org.uk or see
the Events calendar on the El website
at www.energyinst.org.uk
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