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Change in its self! 

• An act or process through which something becomes 
different or done differently. 

 

• Sunday, Sept 13th 1967, Sweden changed from driving 
on the left hand to driving on the right side. 

• All vehicles had to STOP at 4.50pm, then carefully 
CHANGE to the other side and remained there till 
5.00pm. 

• Road crew needed time to reconfigure the road 
intersections 



The Ages of Evolution – Hovden 1998 

 

The First Age: Technological Age 

 

The Second Age: Organisational Measures 

 

The  Third Age:  Culture and Human Behaviour 



Hovden Theory of 1998 

• Since the late 1980’s we live in what Hale and 
Hovden (1998) called the ‘third age of safety’ 
where the focus is no longer only on 
technological (the first age) or organizational 
measures (the second age) but also takes 
account of culture and human behaviour (the 
third age). 

• In the age we are in, Safety Culture is the 
principal thing and it must start from the top. 

 



Emerging OHS Risks 

• An ‘emerging OHS risk’ is often defined as any 
occupational risk that is both new and increasing. And 
by this we mean: 

a. The risk was previously unknown and is caused by new 
processes, new technologies, new types of workplaces, 
or social or organisational change 

b. A long standing issue is newly considered to be a risk 
due to changes in social or public perceptions 

c. New scientific knowledge allows a long standing issue 
to be identified as a risk 

 



Mutations and Transmutations 

• As the work environment changes very fast,  
new risks also come in very fast with these 
changes, the need for a whole new approach to 
management of these risks is crucial. 

• We live in an INNOVATIVE  world, work in 
INNOVATIVE  workplaces 

• “Every improvement requires change and every 
change definitely  has its own risks” 

 



 



The COM-B 1 Theory 

 



Overcoming Internal Resistance 

 Give people something to 
believe in! 

 

 Give people someone to 
believe in! 

 

 Give people someone who 
believes in them! 

 
Developing effective leadership begins with…. 



Change Application 

• Leadership Commitment 

 

 

• Employees Engagement and Involvement 

 

 

• Process Review and Modification 



BASIC SAFETY CULTURE 

People don’t respect what you do not inspect! 



Lewin’s Framework for Change 

 



Safety Culture 
• A safety culture is characterised by a collective mindfulness that 

can be achieved only when there is mutual respect among team 
members and an absence of fear and intimidation. 

• The key components include: 

I. Collective Mindfulness: We are aware things can go wrong, we 
are fallible, errors could happen and we are mindful of all that 
and ready to tackle it without regard to rank or status. 

II. Accountability: Accepting responsibility for making the 
workplace safer. Report errors, near misses or any safety 
concern. 

III. Empowerment and engagement: Makes employees feel safe to 
voice out their concern about safety issues, and makes them 
take charge of the safety of not just themselves but colleagues 
alike. 

 



Creating a Safety Culture 

• Workplaces suffer today because of the error 
management in our past culture 

• We focused on blaming and punishing the employees 
rather than taking system’s responsibility 

• There was little or no emphasis on how we can learn 
from our errors or incidence, no transparency and we 
could not own up to what happened. 

• We ended up creating a punitive work environment that 
shuts everyone up 

 



Safety culture or an enforcement environment? 

• Now we have a safety enforcement environment . 
When what we really needed was a safety culture! 

• Safety enforcement environment looks like this 

"Here comes the boss, better put on your safety 

glasses."  

• But your goal is for the worker to say, "This could 

expose my eyes to injury. I'll put on my safety 

glasses.“ This is Safety Culture and this is the 
desired change. 

 



When blame game hurts the system 

• Blame game limits learning from errors because the 
incident was never discussed 

• It increases likelihood that the error will reoccur. This is 
because other colleagues were not able to benefit or 
learn from the problem we have had. 

• It may drive away self-reporting of adverse events 

• It could create a vicious cycle that decreases learning 

 

“The more we blame, the more employees stop talking 

The quieter employees are, the less we learn 

The less we learn, the less we improve 

The less we improve, the more at risk workplaces are” 



A case study: Kimberly Hiatt 

 



Outcome of the blame & punishment 
• 50 years old nurse with 25 years at Seattle Children’s hospital 

• Mistakenly dispensed 1.4 grams of calcium chloride — instead of 
the correct dose of 140 milligram for an 8 months old child in 
Sept 14 2009. 

• “She reported the case and owned up to be responsible” 

• After the infant’s death, Kim was placed on administrative leave 
and soon dismissed in weeks following 

• Her practising license withdrawn, she cried for 2 weeks not 
because of her license but that she killed a child 

• Kim Hiatt eventually committed suicide on April 3, 2010 

• Hiatt’s dismissal — and her death — raise larger questions about 
the impact of errors on providers, the so-called “second victims” 
of medical mistakes. That’s a phrase coined a decade ago by Dr. 
Albert Wu, a professor of health policy and management at the 
Johns Hopkins Bloomberg School of Public Health 

 



Some quotes out of this 
• “I messed up,” Kim wrote. “I’ve been giving CaCI [calcium chloride] for 

years. I was talking to someone while drawing it up. Miscalculated in my 
head the correct mls according to the mg/ml. First medical error in 25 
yrs. of working here. 

• After the incident, Hiatt "was a wreck,” recalled Julie Stenger, 39, of 
Seattle, a critical care nurse who worked with Hiatt at the hospital. “No 
one needed to punish Kim. She was doing a good job of that herself.”  

• “When she lost this job, it wasn’t just the job she lost, it was her 
future.” Kim’s mum 

• “She was in such anguish,” Crum says. “She ran out of coping skills.” 
• “Punitive actions are actually counterproductive. Everything in the 

literature points to that not being the right step to take,” Watkins said. 
“Nurses in that unit or hospital will not report things. There’s this 
heightened awareness: It could be me.” 

• “I thought it was sending the exact wrong message: If you make a 
mistake, you better keep your mouth shut about it.” Kim’s colleague 

 
 



In conclusion 

Change is  not necessarily what you tell us, it is 
what we see 

The risk in workplaces are mutating, health and 
safety management systems must change at a 
much faster pace 

In every change we effect, processes and procedure 
must reflect same changes 

Remember, change in itself is also a process 
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