
Conference issue – Part 2

Developing a safety culture

The forestry industry has spent a lot of resources 
and energy developing a ‘safety culture’. I often get the 
statement ‘if you have good culture you will achieve 
good health and safety.’ I believe that safety culture alone 
will not achieve ‘good health and safety’. It is, however, 
the foundation to having the trust and collaboration 
to allow good engagement and learning. There are 
situations every day that we face at work that involve 
risks that require decisions and immediate responses 
or actions from people to mitigate them. During these 
situations decisions are made with rational and logical 
thinking. This then requires us to believe people are not 
coming to work to be hurt or make bad decisions. 

So, if these decisions are rational and logical how 
then do incidents still occur? This is the foundation 
question and thinking for engaging with our contractors 

in discussions to help us learn about human factors 
that can lead to human error. Only by engaging with 
contractors to understand how work ‘actually’ gets done 
and where human factors are leading to risky decisions 
can we truly find improvements to current health and 
safety best practices. 

Hindsight too late

I have never completed an incident investigation 
where the person has stated that they intended to be 
hurt or injured. As investigators we can always find in 
hindsight the right actions that should have been made 
to avoid an incident. Unfortunately, that is too late for 
the person. 

After an incident this information can only then 
again be used in hindsight to find a solution we can 
share to avoid the same incident next time. I have also 
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learned in investigations that even after we identify 
these learnings, the same situation and outcome could 
still result in harm. This is because the human factors 
influencing the situation will have changed. 

Critical engagement steps

There are some critical engagement steps that 
are required to ensure that culture and human factors 
are used effectively to achieve good health and safety 
results. During planning problems that may occur must 
be identified and contingency plans developed that will 
reduce human errors due to things like fatigue, work 
pressure, or even complacency?

The identification of these risks needs to occur 
between all of the persons conducting a business or 
undertaking (PCBU) who are interacting. If forest 
owners, wood buyers and contractors are not all part 
of this discussion then we end up with a fragmented 
plan. Once work starts this fragmented plan will then 
continue to adapt and change, resulting in the plan 
becoming ineffective. The contractor and their workers 
will then have to take reactive actions to achieve the 
work safely. The possibility of human factors leading to 
harm will then be increased.

Long and short-term plans and checklists

Anticipation of human factors affecting work 
during pre-planning is the most critical step. The risks 
can then include factors like work pressure, lack of 
resources, fatigue and challenging work environments 
that could affect people’s decisions or actions when 
faced with risk. This pre-planning includes long and 
short-term plans. Daily tailgates are a good example of 
short-term planning. During these tailgates do we talk 
about human factors? 

Many forestry businesses have adopted checklists 
that require yes or no answers and help people 
remember all of the risks, but very few have taken it to 
the next level of human factors. Each day is different 
so the daily plan must also change beyond what the 
risks are today. For example, if the rain is pouring down 
and there are people away why do we then still plan 
to achieve our daily target? This then drives people to 
make decisions to try to achieve the target when it is 
not practically possible, which in turn creates human 
factors that will lead to human error. 

No blame philosophy

Another critical step in understanding human 
factors is that when incidents occur there is a ‘no blame’ 
philosophy. We must all look at the situation and talk 
to those involved to make sense of the decisions and 
actions taken. There must also be time spent talking 
to others doing the same task in other businesses to 
determine how they manage these risks. 

Determine human factors

If this approach is taken we can move from the 
actions we often see recommended, such as ‘the injured 
person is to be more aware’ or ‘receive more training’, 
and ‘the other workers need to take more care and 
follow the rules or have more training’. These actions 
will not prevent the incident from re-occurring. When 
we determine the human factors that were involved we 
can then get to actions that will make a difference. 

Actions such as:

• ‘place the proper tool in close proximity to the 
possible breakdown’ 

• ‘provide all workers with adequate communication 
so they are not relying on visual instructions’

• ‘assistance must always be used when performing a 
particular task’

will not always be found in the rule book or best 
practice manual. They are, however, the things that will 
make the difference between a positive and a negative 
outcome. 

Engagement with workers doing the work, and 
asking questions to understand what and why they 
are taking the actions they are taking, will help you to 
understand ‘work as done’ versus ‘work as imagined’. 
No risk assessment, job safety analysis or developed 
procedure can cover all of the situations and all the 
possible risks a worker may face. Just asking the question 
‘when does your job get hard or risky and how do you 
manage it?’ is the best risk assessment of all. 

Engaging in these discussions will immediately 
start to uncover all of the ‘upset conditions’ that 
workers face and how they deal with them. It will also 
provide insight into areas of risk not identified because 
they are not apparent in normal operations. These 
discussions will then teach everyone involved to trigger 
when a human factor put them at risk, which will result 
in another level of thinking and response when things 
go wrong. 

Visual or verbal indicators

As leaders, we need to anticipate and find visual or 
verbal indicators that provides an immediate indication 
that situations are arising that could influence human 
factors. A good simple example of this is the traffic light 
system. If someone feels at risk or is faced with an upset 
condition, they can relay this message as ‘I’m in the 
red’ and actions are then taken to give assistance. Only 
by getting to this level of monitoring, task analysis and 
worker engagement will we achieve the next level of 
health and safety results. 

Les Bak is the Health and Safety Manager at Nelson Forests. 
Email: les.bak@nelsonforests.com.

8 NZ Journal of Forestry, February 2019, Vol. 63, No. 4 


