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Abstract

In 1996, Health & Safety introduced an incident investigation process dadleding to Look® to Johnson & JohnsohThis process provides a
systematic way of analyzing work-related injuries and iliness, uncovers root cause that leads to system defects, and points to viable solutions.
process analyzed involves three steps: investigation and reporting of the incident, determination of root cause, and development and onplement
of a corrective action plan.

The process requires the investigators to provide an initial communication for work-related serious injuries and illness as well as lost wo
day cases to Corporate Headquarters within 72 h of the incident with a full investigative report to follow within 10 days. A full investigatior
requires a written report, a cause—result logic diagram (CRLD), a corrective action plan (CAP) and a report of incident costs (SafeCost) all «
to be filed electronically. It is incumbent on the principal investigator and his or her investigative teams to assemble the various parts of 1
investigation and to follow up with the relevant parties to ensure corrective actions are implemented, and a full report submitted to Corpor
executives.

Initial review of the system revealed that the process was not working as designed. A number of reports were late, not signed by the busir
leaders, and in some instances, all cause were not identified. Process excellence was the process used to study the issue. The team u:
sigma DMAPC methodologies to identify and implement system improvemefitee project examined the breakdown of the critical aspects of
the reporting and investigation process that lead to system errors. This report will discuss the study findings, recommended improvements,
methods used to monitor the new improved process.
© 2005 Elsevier B.V. All rights reserved.
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1. Phase 1: define 1.1. Problem statement

The define phase for this project consisted of: selecting a In 2001, there were 47 work-related injuries/iliness classi-
team whose members brought expertise to the study, a projefied by J&J as serious and 99 cases classified as lost workday
charter to define our mission, a SIPOC diagram of suppliers;ases reported worldwideAlthough these numbers are low
inputs, process parameters, outputs and customers to define aunen compared to industry averages, the cost to the corporation
end process and goals, and a voice of the customer survey (VO@)as approximately US$ 4,672,080 lose examination of the
to understand what is critical to quality (CTQ). reported incidents revealed a frequency pattern for certain types

of injuries that Johnson & Johnson found unacceptable. Could
we have prevented many of these cases with better investigations,
better communications, and/or more accountability for sharing

E-mail address: Imiles@corus.jnj.com.
1 Learning to LooR is the Johnson & Johnson system for incident investiga-
tion. 3 Itis possible for the same case to be classified as a J&J serious as well as a
2 Greenbelt is a designation assigned to a group working on a problem usinigpst workday case.
the DMAI?C methodology. DMAJC refers to the methodology used to achieve 4 The cost of a lost workday case has been determined to be US$ 32,000 per
six sigma (3.4 defects per million opportunities). It refers to the five stages okvent. Report by DuPont and used by Organizational Resources Council (ORC)
the process: define, measure, analyze, innovative improvement and control. member companies.

0304-3894/$ — see front matter © 2005 Elsevier B.V. All rights reserved.
doi:10.1016/j.jhazmat.2005.08.016
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of solutions and lessons learned? What defects in the systef3. Project charter

went unanswered that permitted our associates to be felled by

the same injuries and illness year after year? What could we do As part of the business case for the project, we proposed
to reduce the frequency of certain types of incidents? This wathat by improving the number of serious injury/illness cases

our challenge. (SlICs) and lost workday cases (LWDCs) by 10% pndllucing
complete and accurate investigations and reports, we would
1.2. Team selection have the following results:

The team was selected based on contributions that each mem-Fewer associates with serious injury/illness or days away from

ber could bring to the process: work because of injury or illness.
e More productive workdays for affiliates.
Team Job title Expertise o Cost savings of US$ 416,000 direct and indirect cost.
member o Corporate personnel spending fewer hours seeking addi-
Team leader  Worldwide Manager, Health ~ Architect of J&J incident tional information and reworking investigations and more
& Safety and project leader  investigation process time for other productive work.
Executive Worldwide Vice President of  Executive sponsor of the
sponsor HeaIFh & Safety _ project . o 1.4. SIPOC
Member 1 Senior Process Design and  Data Analysis Specialist
Delivery Specialist
Member 2 Director Safety Engineering Machine Safety Specialist We began to identify the critical parts of our current process
Services by developing a SIPOC diagra®.his allowed us to identify our
Member 3 Sr. Occupational Safety Safety Professional suppliers, inputs, process, outputs, and customers. If we wanted
Specialist ?22%2?13 toanoperating 44 improve the process, we knew it was essential to understand
Member 4 Professionally certified Architect of J&J incident allthe parts of the process and how they fit together and to ensure
engineer ((PE) and former  investigation process that all team members and sponsors viewed the process in the
J&J third party auditor) same way.

1.5. SIPOC diagram

Suppliers Inputs Process to improve Outputs Customers
e Injured person e Demographics e Injury/iliness occurs e Complete and accurate 72 h report e Employees
e Co-workers o Work history e Send 72 h report o Identification of root cause e Managers
e Observers e Training info. e In-depth investigation o Cause—-result logic diagram e Operating companies
e Medical personnel e Incident Info. o Develop logic diagram o Corrective action plan o Health & Safety personnel
e S&IH e Tools/Equip. e Develop CAP e Implementation of appropriate solutions e Executive management
e SME(s) e Immediate causes e Implement CAP e Communication of the incident and its solutions
o First aid e Basic causes e Submit final report with
supporting documents

e Management e System causes e Follow up
e Equip. vendors o Injury/iliness Info.
e Engineering e Site history

e Site processes

e Follow up

o Corrective actions

5 Serious injuryfillness case (SIICs) is a classification used by J&J to define
incidents that resultin death, amputation, or fracture (other than hairline) or inpa-
tient hospitalization (other than for observation). Lost workday case (LWDCs)
refers to a case where an associate cannot report to his or her next scheduled
shift because of work-related injury or illness.

6 SIPOC diagram—high-level process map that defines suppliers, inputs, out-
puts, and customers in relationship to your process. It helps to ensure that
everyone views the process the same way.
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1.6. Voice of the customer’ e Completed investigation submitted within 10 working days
of the incident for cases required to be reported.

Our next step was to construct a questionnaire that would pes Cause—result logic diagram submitted with all causes identi-
mit us to hear the voice of the customer (VOC) to determine their fied.
understanding of the process and to determine whether it mee¢s Corrective action plan submitted with due dates and respon-
their needs and expectatiofi$he questionnaire was senttoboth ~ sible parties with all aspects implemented by assigned due
internal and external customét©ur goal was to learn whether ~ dates.
the problem lay in nonconformance with the established process Submission of the cost data within a reasonable time after the
and procedures, or in the process itself. We were also inter- incident if applicable.
ested in the customers’ input on what is critical to the process.

\oice of the customer Identified issues Critical to quality

Reporting issues No accountability for timeliness of initial reports  Initial report received within 72 h of the incident
and or corrective action plans
Corrective action plan reported within a defined time

Investigators receive little or no feedback to help Poor analysis Accountability for managers, executives, and
hone their skills technical experts in accepting their role in incident
investigation

Incorrect causes not challenged Inappropriate
corrective actions
Investigators not comfortable with the J&J inci- The LTL process is not a core competency for new Well trained investigators

dent investigation process supervisors and managers
Because of low frequency of serious Investigators do not submit logic diagrams (fault An intuitive, didactic and easy to use system that
injuries/iliness, investigators are not skilled in tree diagrams) defining root cause does not depend on the frequency of use

developing cause—result logic diagrams
Incident solutions and best practices are notThere is not a sharing mechanism or database that An electronic system is needed that facilitates the
shared facilitates the sharing of solutions and best practicessharing of solutions and makes best practices
available

2. Phase 2: measure

. Defect calculation
2.1. Data collection plan

Historical data was reviewed focusing on the following: ® The number of defects per opportunity.
defect data was collected from the 2001 reports and investiga-
tions; and timeliness and accuracy data was collected from 2004.3. Measurement parameters
to 2003 Y-T-D reports and investigatioA3he data was defined
asdiscrete. One hundred and sixteen reports were reviewed UsiRg. /. System defects

the operational definition below: . . .
P e #incomplete 72 h reports submitted (not filled out correctly);

e # final reports submitted to Corporate that do not provide
enough information to provide a full picture of the incident
and rationale for the corrective action(s) selected;

o #final reports submitted without corrective action(s) for each
identified cause;

e # final reports submitted with inappropriate corrective
action(s);

e # reports submitted without a corrective action plan, respon-
sible parties or due dates.

2.2. Operational definition

Complete and accurate Report

72 h Report submitted within 72 h of the incident.

All areas of the report completed.

All causes identified as defined in Learning to L&ok
Corrective actions associated with identified causes.

7 The team members designed the voice of the customer survey to determitya4 Measurement results
how the process actually worked in our operating companies. It was sent to'
professionals that are assigned incident investigation for our operating compa- .
nies. The audience includes both health and safety professionals and operatifig T Nere was an average of 3.7 errors per report reviefed.
company personnel. The survey is based on 2003 data. e Little documentation was found indicating accountability for
8 Internal customers are Health & Safety professionals assigned to operating review of corrective action plans by site management or Cor-
companies that report to Corporate. External customers are Health & safety porate management.
professionals and operations personnel that report to our operating companies.
9 The defect data for 2002—2003 was corrected as received and entered into a
database in preparation for any new system that might be developed, therefore, —
defects data was not available. 10 See defects Chart 1 in the Time Series Plot.
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e The VOC survey revealed that the supervisor of the injured Time Series Plot 48 Months 2000- Oct 2003
or ill person investigates only 60% of the incidents. Reported Looking for Trends and Anomolies
cases are primarily investigated by safety professionals with 20 —| fﬁx 1
input from the supervisors. The system is designed to work I

in reverse. | ]\
e The J&J incident investigation system, Learning to L80ok |
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(LTL) is not institutionalized. The VOC indicates that 60% of N

the supervisors are not trained in Learning to Look. | j \
e Twenty percent of our operating companies were not using \

the official incident investigation system. \\
e Solutions are not routinely shared among operating compa- 0 . , . :

nies and franchises unless they are catastrophic. Months 10 20 80 40

y P System defects refers to number of Sll and LWD Cases
3. Phase 3: analyze There appears to be no trend for SIICs and LWDCs 3.5
year period except for the final 6 months for the measurement

3.1. Process door period. Coincidently, through the pilot, we introduced the Inci-

dent Reporting and Investigation (IRI) tool during the last six
In the analyze phase of DMAC, the goal is to develop the- months of the study.

ories of root causes, confirm the theories with data and finally The system is stable, therefore, if Weontinue to do what

identify the root causes of the problem. we have always done, we will continue to get what we currently
have.” The system data has delivered the message, if we are to
e Detailed process maps. produce lower numbers of defects, the system must be improved.
¢ Value added analysis (what steps in the process add value to The expectation, without any change in process, is that we
the customer). will have an average of 10 incidents per month or an average of
e Cycle time analysis. 120 serious and/or lost workday incidents worldwide per year

at a cost of US$ 3,936,000.

The purpose of this step is to: Psiiete Char Tor Besssh

¢ determine the performance of the current process; 100
¢ identify the process variables are and what are data collection R / 80
opportunities; /'”’ -
o target problems and non-value added activities. £ S 60 §
S 100- o 40 &
3.2. Analysis of 2001-2003 incident investigation data //
20
In reviewing the reports for 2001, the team compared the 0. -------——— Lo
number of defects (items that did not meet CTQs) to the number e*'&e,ae"“ﬂ «%@@a‘“‘\c@ squaé'\@“ & (O »?'%ﬁ,,\o‘ e
of possible opportunities. Process capability analysis were run Oefoct ¥ -‘f“ e T e "a“\,ae e
on the total number of nonconformance for the year and on the peourt, 3 33 27 26 21 20 20 13 11 10 13

. : ; : 17.1 149 122 117 95 9.0 9.0 59 50 45 1.4
number of defects defined per available opportunity to determine Cum% (20 ~5'0 447 550 653 74.3 83.3 89.2 94.1 93.6 100.0

if the number was statistically significant. We discovered that
we are stable and in control. The mean number of injuries for The information gathered from the voice of the customer sur-
2000-2003 is 10 per month. This is the same as our target yeatey helped in understanding the weaknesses in the system. The
If we continue to perform at these levels, we can expect to havbiggest contributors were: lack of Corporate feedback; failure
an average of 120 (SIICs) and (LWDCs) per year at a cost of 3.8 follow-through with corrective actions; late reports; failure
million dollars. We need to take some action if the system is tdo use the logic diagram to think through causes; and failure
improve. to submit a corrective action plan that one was accountable for
implementing.
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3.3. Report and investigation defects

% Cases with Defects 2001 by Month
100%
90%
80% \\
70%
60 N\, / \
50% \/\/\/‘
40%
30%
20%
10%

0%
Jan Feb Mar April May June July Augest September October November December

Histogram of 2002
(with 95% t-confidence interval for the mean)

4.
4. Phase 4: innovative improvement
3 |
>
% 5 Once it was clear what some of the barriers to good inves-
% tigations were, we began to use those elements to improve the
= 1 ’7 *'—‘ system. We tackled each item one by one and provided a solution
o i that would improve the process.
: et : : The solution evolved from in-depth analysis of the data
R 502002 W w0 including input from customers and stakeholders. It became
Number of Late Days for Target Year clear that the following was needed.
3.4. Notes

1. Animproved reporting system with built in accountabilities
and time-bound mechanisms.

2. Clearonline builder of the graphical depiction of the six-level
cause—result logic diagrah.

3. Corrective action planning tool.

4. Costing model.

Defects were noted when any of the following conditions
occurred:

e Late reports.
e Incomplete reports.
e Immediate, basic, and system causes not identified.

« Corrective actions not tied to identifiable causes. The Incident Reporting and Investigation (IRI) was developed to

address each system breakdown identified. The application was
Review of defects/opportunity data for reports over the specifieﬁl"c’ttﬁdAamo.n 9 a,\?LOUE of seasl\(z_r:j%? JE“J |?C|d§r:f| r.‘vesggli/‘?gf n
time indicated a nonconformance rate of 20%. or .me”c‘?‘.( ), Europe, Middle =astan rica ( )

and Asia Pacific (AP). Based on the initial pilot several system

enhancements were added and a second pilot run.

4.1. Critical to quality (CTQ) before and after

improvements

Before After

The system was manual (paper) Web based

SIIC and LWDC investigative process did not integrate the LTL principles The new process assimilates Learning to Look principles into the proces

The reports could be sent in without all fields being completed The system will not permit a send until all fields are complete

The 72 h and investigation report did not facilitate an organized review of The new format follows a methodical review of the information by examining
facts that lead to discovery of root cause the sequence of events and linking them to earlier events

The former system puts the investigator under pressure to complete the inves- The new process encourages the use of a collaborative process to determine
tigation within 72 h because there is only one report form cause and develop corresponding corrective action(s)

The former process holds the investigator accountable for all activities The new process allows the investigator to assign responsibiliies to ott

and each responsible party is held accountable for completing his or her
assigned task

11 seeAppendix G
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(Continued)

Before

After

The current process does not hold the investigation team accountable Tbe new system has a series of embedded electronic messages that notify responsible

submitting the reports on time parties when due dates are pending and or late
The business leader and other interested parties are notified when reports or investi-
gations are late.

The current system only asks for cursory generic information regarding tfiee new system is intuitive; the depth of the exploration into an area depends on the
circumstances surrounding the incident. Many questions are asked thaswers provided. The more one answers yes, the more in depth the questions get
have no barring on the incident in question

Current practices do not ensure that there is a corrective action for eddfe new system links the identified causes from the logic diagram directly to the
identified cause corrective action plan (CAP). The investigator must decide on a corrective action for

each identified cause

The current system does not require that the subject matter expert (SMHE new system notifies the SME when an incident has occurred where the expertise
review the initial report or proposed solutions of a technical expert may be valuable. It also permits the tracking of incidents related

to the SME's area of expertise

The old process did not ensure that corrective actions were not changed &hd new system notifies the business leader and other appropriate individuals when a
or not implemented after the reports are filed corrective action or due date is changed

The current system does not notify executives and other interested parfiée new system automatically notifies all interested parties when the last corrective
when all corrective action(s) have been implemented action is implemented

Currently, only a few people are aware of the incident and its solution The new process publishes the incident, logic diagram, solutions anocrelevant d

ments on the tools website (S&IH IRI), thus permitting the sharing of best practices

Storage of current incidents depends on submission of individual electrofiice new system stores all information in a case file that is then part of a larger database.
documents or paper This ensures that documents are not lost or detached from the investigation. Reports,

diagrams, and corrective actions can be printed or imported into other applications for
display in various formats

The current system requires that those with access to the information revievthe new system, every field is searchable; therefore, analysis is simple and can be
reports manually in order to do any type of analysis done by anyone

The improvement that resulted from this effort is an online  of selection, help the investigators think through the process
Incident Reporting and Investigation system called the4RI  with their team. The investigator draws the diagram, with the

that assists the inVEStigator in determining incident causes and he|p of the Software, as causes are defined, tak|ng the aggra-
appropriate solutions. The computer program divides the pro-

vation out of drawing the diagram after-the-fact. This will

cess into four distinct steps designed to address specific defectsaqdress one of the major errors we found: not correctly iden-

areas uncovered by the project:

e Part I is the 72 h report: In the former system, investigators
felt pressure to get the entire investigation completed within
72 h because there was only one official report, even though
there was an indicator box on the form to inform the reader
that the report was not complete. One does not normally want
to send a report to their senior management marked incom-
plete. Oftentimes a good investigation requires more than 72 h
to complete. Our solution was to divide the report into two
sections, the first report of injury or illness that is due in 72 h
and the investigation that is due 10 days after the incident.
This provides plenty of time for the investigator to gather the
facts and develop a corrective action plan.

e Part Il is the cause—result logic diagram (LD): In the former
system, a LD was required but there was no easy way to dis-

tifying causes.

Part 111 is the corrective action plan (CAP): The former sys-

tem did not ensure consistency between the causes identified
and the corrective action plan. The new system links the
causes from the LD to the corrective action plan ensuring
that there is a corrective action for each cause identified. It
also provides a template for presenting corrective actions.

In the old system, the investigator had no way of holding
people accountable for corrective actions assigned to them,
and management was not always notified when corrective
actions were complete. The new system allows the investiga-
tor to assign corrective actions to others, and those assigned
are responsible for tracking the corrective actions in the sys-
tem. The new system sends the corrective action plan to
management 10 days after the incident with the names of
responsible parties and due dates. The system also notifies

play the diagram, and because of the small number of serious responsible parties when due dates are pending and manage-

and lost workday cases, investigators got little skill practice
in defining the three levels of causes learned in the “Learning
to Look” incident investigation course. The online process
walks the person through the logic of building the diagram

ment when due dates are missed.

Part 1V is SafeCost: SafeCostis an application that permits the
investigator to determine the direct cost of an incident. This
is not a new application; it has been available to investigators

with a series of drop-down boxes that suggest causes basedfor some time. However, few elected to use it because it was a

on the type of incident under review. Definitions, at the point

12 |RI Incident Reporting and Investigation System.

stand-alone application. The SafeCost application now links
tothe IRI, and it has been streamlined for this purpose making
it much easier to use. This does not speak to defects but it was
an opportunity to enhance the system significantly.
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5. Phase 5: control Appendix A. Voice of the customer survey results

All Safety professionals worldwide have been trained on the
use of the IRI tool. This tool is now part of our staple of Health Process questions Frequency (%)
& Safety tools, and a core competency for new Health & Saf6t3f:auses not identified (at the immediate, basic, and system22
Professionals. cause levels)

The incident investigation Standard Operating Procedure heorrective action plan not submitted with the investigative 26
been revised to include requiring use of the IRI application to_report .y _ _
enhance investigations. The system will be reviewed annuallg""use_reSUIt logic diagram not submitted with the report © 52

. . 0 substantial feedback from Corporate Health & Safety 76
for process improvements and changes, and upgrades applied agqiyeq

applicable. The following dashboard will be used to determinareport not filed within the required 72 h 54
if the process is in control. No updates sent to Corporate 66
Incidents not shared with other sites or franchises 42
5.1. Dashboard Investigators not trained in the J&J incident investigation 40
process
Administration questions Answers (%)
[ 0-10% defects/opportunities—The process is on-target Send updates to VP S&IH 66
—— 15-20% defects/opportunites—The process needsShare incidents with other sites 42
improvement Supervisors trained in Learning to Look 40
[ >20% defects/opportunities—The process elements areJse the LTL principles for investigations 20
unacceptable
Enhancements questions Answers (%)

An .ln-depth ana}lygls of the J&J incident investigation aNdc g investigators benefit from having coaches inthe LTL 48
reporting process indicated that there were weaknesses in th&ygcess
system that could be corrected by upgrading the efficiency o$hould incidents be posted for review 72
the process. In order to improve efficiency the defects needed ould you like to have input from subject matter experts 66
be defined, measured, and analyzed. The result of that worfould feedback on the quality of your investigations be 48
- ' ' - L useful
permltte_d us to develop an innovative improvement, the IRIDO you feel additional information such as pictures, 60
application—a tool that can help us move to the next level in" giagrams and procedures are important to include in the
incident prevention and analysis. We will continue to monitor report
and evaluate the system with an eye towards improvement. Usg . Howed that fail o ] o o
ofthe DMAI2C principles provided a methodology for critically . nvestigations showed that failure to submit a corrective action plans to
. .. . Corporate did not mean a corrective plan did not exist; however, the requirement
looking at the system and defining the necessary improvemetspmission of the plan.

opportunities.
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Appendix B. Critical to quality (CTQ) tree

Voice of the Key Issues Critical to Quality CTQ
Customer

Supervisons must be trainined

Supervisons must be the in LTL process

primary investigators not
safety or human resources

Safety must act as coaches,

Complete and not primary investigator
accuate
reports

Investigations and safty

should determine the Managers must not change
L accuracy of the incident | causes without agreement from
reports,not management the investigator
Consistent Learning to look must be
approach to |—jd Used as the investigation » LTL must be the only
investigation process investigation system used

.| Support for investigation is

not avilable . .
Provide a regional mentor to
review (upon request) the

SIIC(s) and LWDC(s)

Feedback and

followupon  |—p .
investigation Feedback is not regularly i

given to the investigator

Review SIIC(s) and LWDC(s) at the
corporate level and provide feedback for
poor investigations

Corporate is not aware of ] i
the follow up actions (s) or > Notify regional of rector corporate when
closure of the case case is closed
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Appendix C. Process flow diagram for new process

Incident
happens

72 hour report
to corporate

Includes demographics, employee
information, incident information and
prognosis for injured or ill employee
asnd as much as is known about the

incident as possible.

development of
recommendations

and analysis

on determined causes

Part 1
First report of l Information populates the incident
incident database
All information
subitted online Due at Corporate within 72 hrs of the
incident and submitted by the
business leader.
Team gets together to determine all
Investigation is causal information and creates the
IPa‘rt I} completed by Diagram is built logic diagram for later distribution to
inver;ct:g::ilgn investigator online based on management
s ) and team investigation data i
analysis and Recommendations are proposed based

Recommendations are developed into a
CAP for management review

Resources are AllSIiC
Management assigned Cap plan is Report and LWDC(s)
reviews and againsttasks —®  completed » including CAP | are published
approves CAP and due dates online is published automatically all
assigned others are
Part Il l published
voluntaily.
. Approval and Report y
implementation of . :
CAP including CAP
plan is sent to All reports for SIIC and LWDC must
VP of be received with 10 working days of
Operations the incident or considered delinquent by
and late notifications sent to
management
System will
All corrective notify " Case will be
actions a::r?cg)reprgfa:e . searchable by
completed i
P safety that the number and site
case is name
Part IV complete
Case conclusion
and closure
Complete . Case will be
SafeCost considered closed

177
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Appendix D. Voice of the customer questionnaire J&J recordable cases: Any injury or iliness that meets all the
criteria of recordability as defined by J&J's Safety Recordkeep-
D.1. VOC definitions ing and Reporting System. These include all ilinesses, all cases

involving medical treatment, loss of consciousness, restricted
Serious injury/illness: Any incident with one or more of the  work or motion, or transfer to another job.
following outcomes: a death, an amputation, a fracture (other First aid cases: Cases with minor medical consequences requir-
than hairline), inpatient hospitalization (other than for obser- ing only one time treatment, even though there may be subse-
vation). guent medical visits for observation.
Lost work day cases: Any occupational injury or illness that  Property damage: As defined by company policy, which may
result in an employee’s inability to return to work for his/her vary.
next scheduled shift or any subsequent shift. Near-accidents: Incidents with the potential to resultin Serious
Injury/lliness and/or Property Damage, as defined above.

1. Who is responsible for SIIC & LWDC investigations at your site?

- Safety Yes [ ] No []

- Supervisor Yes [ ] No []

T HR Yes []No L]

— Other (explain) T
2. Does a team do SIIC/LWDC Yes No If yes, who is on the

Investigations? O O team?
3. Who determines that the report is complete and accurate?

- Safety Yes [ | No L]

- Supervisor Yes [ | No L]

- _HR Yes [1No L]

- Plant/General Manager Yes [ | No L]

- Managing Director Yes [ | No L]

—Other I '
4. Who at the site reviews the final report?

- Safety Yes [ No L]

- Supervisor Yes [ No L]

- _HR Yes []No L]

- Safety team Yes [ No L]

- Plant/General Manager Yes [ No L]

- Managing Director Yes [ I No L]

—Other I o




E.N. Miles / Journal of Hazardous Materials 130 (2006) 169-181 179

5. Are leading events, inmediate, basic, and Yes [ ] No [] See definitions
system causes identified before
recommending solutions?

6. Do you submit a corrective action plan with Yes [] No []
your final report?

7. What is the average time it takes to 1-5 days 2 wks >2weeks
implement all aspects of the corrective
action plan?

8. Do you submit a logic diagram with your Yes [ No []
final report?
If yes, who reviews the diagram before it is submitted? Who:

9. Have you ever received feedback on the Yes [ No [] From whom:
quality of your 72- hour report?

10. Do you always submit your 72-hour report Yes [] No [] If no, what are the
within 72 hrs? greatest challenges

to filing on time?

11. Do you ever submit an incomplete report and Yes [] No []
never follow-up with a completed report?

12. Do you ever submit an update or status of Yes [ No [] To whom:
corrective action plan?

13. Do you share incident data with other facilities? Yes [ ] No [] How:

14. Have you and/or the incident investigation Yes [] No []
team received training in “Learning to Look”?

15. When do you use Learning to Look? Type All See definitions

Type

SIIC-= Serious injury/iliness cases
LWDC= Lost work day cases
R = J & J Recordable

16. Do you feel that "Learning to Look" supports Yes [] No []
your investigation efforts?  Please explain.

17. Do you use another system for investigating Yes [] No []
incidents?

18. Would you like to have regional/franchise Yes [] No []

coaches available to assist with the
investigations or with whom you can discuss
your findings?

19. Would you support an incident investigation Yes [ ] No []
web page where we share incidents,
diagrams, and corrective actions?

20. Would you like to have Subject Matter Yes [] No []
Experts available to assist you with
recommendations/corrective action plans?

21. Would you like to have a review team Yes [ ] No []
available to provide feedback on submitted
reports?
22. Would you be willing to be a reviewer? Yes [] No []
23. Do you include additional information with Yes [] No [1 |What:

72-hour report when it is considered complete]

E.g. diagrams, pictures, corrective action pla

(CAP) rj
24. Additional Comments/Suggestions:

Appendix E. Learning to Look definitions . .
PP & Leading events can take one of two forms—something that

happened that should not have happened or something that did
not happen that should have happened.

Identification of all causes means that you have identified . L'SadlngFevents ISa ggeful c.onceptbbué.frpaylnot da}pply tq ?1"
all the classification of causes listed below. Creating a correc-ncidents. For some incidents, itmay be difficult to distinguis

tive action plan (CAP) means that for every cause identified, abhetv_ve];cen a I_eadlng e\(/jer:jt fandhthle m(;:_ldent |tself._lllnbsuEh cases,
corrective action has been identified. the information recorded for the leading event will be the same

as the information recorded for the Incident.

Leading events: The actions and/or inactions, of people and/odfmmediate causes: The unsafe acts and/or unsafe conditions
things that led up to the Incident. that allowed the Leading Events to happen.

“What actions and/or inactions, of people and/or things, led ~ “What unsafe acts and/or unsafe conditions allowed the
up to the incident?” Leading Events to occur?”

E.1. Definitions of Learning to Look causes
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Basic causes: The personal factors and/or job factors thd&Continued)
allowed the immediate causes tq occur and/or exist. _ Enhancements questions Respondent

“What personal factors and/or job factors allowed the imme- answers (%)
diate causes to occur and/or exist?” — ; - -
S - The inad . . Do you feel additional information such as pictures, dia- 60

ystem causes: € Ina equaCIe$ In managem_ent SyStemarams, and procedures are important to include in the

and/or controls that allowed the basic causes to exist. report

“What inadequacies in management systems and/or controts
allowed the basic causes to exist?”

System causes usually fall under two broad categoriesAppendix G. Study definitions
Policy/Procedure-related issues and Safety and Environmen-
tal Management-related issues. G.1. 72 h Report

Appendix F. Voice Of the customer responses Report Of the InJUI’y and or I||I’IESS Subm|tted on I|ne W|th|n
72 h. It is nor necessary to submit the final report until 10 days
after the incident allowing ample time for the investigation.

Process questions Compliance rate (%)

All causes are identified 78 G.2. Logic diagram

Submit corrective action plan(s) 74 . . . L .

Submit a logic diagram(s) 48 A six level diagram defining the results, incident, leading

Receive Corp feedback(s) 24 events, immediate causes, basic causes and system causes.

Report within 72 h 46

Follow up review and corrective action(s) 94 G.3. Corrective action plan (CAP)

Administration questions Answers (%) ) . . . . o
e Corrective action for each cause identified in the logic dia-

Send updates to VP S&IH 34

g . . gram.

Share incidents with other sites 58 . . . .

Supervisors trained in Learning to Look 60 ¢ A name associated with each corrective action.

Use the LTL principles for investigations 80 e A date associated with every corrective action.

The CAP is due within 10 days of the incident. Once all

- . CAP is completed, the case is published. A notification is sent
Additional questions were asked about the process and the , : . .

s . . . 0 management and appropriate parties when the last item in the
customer’s view of the process. Customer input is an importa

part of process improvemett. AP is closed.
G.4. SafeCost

Enhancements questions Respondent

answers (%) SafeCost is an online summary of the costs of the incident.

Could investigators benefit from having coaches in the 48 There is no timeframe associated with SafeCost, but the case is
LTL process , not considered closed until it is filed.

Should incidents be posted on the web for review 72

Enhancements (continued) G.5. Incident Reporting and Investigation System (IRI)

Would you like to have input from subject matter experts 66

Would feedback on the quality of your investigations be 48

A computer program used to facilitate reporting and investi-
gation of work-related incident.

useful

13 The voice of the customer survey can be found in the appendix section of
this document.
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Appendix H

Cause-Result Logic Diagram
Manufacturing Incident - Machine Interlock

e opeagoa | e
: - out of service faulty interlock use stop b
|
design not clear save time
hua‘aquara Gonﬁaﬁmgm Procedure not m"‘”
raquinmﬁdsa’k not mmg Hnddmuad
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