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Ms. Gregory who hosted the meeting at MARTA HQ in Atlanta, GA opened with a welcome and introduced Mr. Flanigon who thanked everyone for attending and the reviewed the agenda topics to be discussed.   

William Grizard, the team lead for the group was introduced next and he noted that the goal of the meeting is to come up with a working draft or outline for the group to develop its recommendations.  
Mr. Walker then spoke for a few minutes and introduced Mr. Jeffrey Bryan, the newly appointed facilitator for the work group. 

Mr. Bryan then provided the group his background information and suggested that they take a look at the day’s agenda, and noted that Mr. Walker would go over the deliverable requirements; they will discuss the current draft outline, and also discuss if this is the right outline.  He noted large volume of material to go through and the level of expertise in the room.  He said that Mr. Grizard will go through some of the material and Mr. Cheng will discuss specifically the rail model from the United Kingdom, which was very helpful as a maturity model.  Mr. Watts will also go through some materials including OSHA, and key concepts.  Then after the break Mr. Flanigon will talk about 659, what it covers and SMS and what else is needed.  Then they will get into the work, he said.  He noted that the morning discussion will center on the key principles of a good SMS HRO organization.  It was further noted that the afternoon discussion will focus on how to implement the principles at a high level and work from there.  
Mr. Bryan next restated the formal ground rules on reaching consensus.  It was also noted that minority reports may also be submitted when consensus is not reached.  
Mr. Grizard proceeded to lead a discussion on the read-ahead materials, which were provided during the last teleconference meeting.  He noted that great deal of information was submitted within the group; a compendium of literature they had come across in their careers.  Mr. Walker copied lots of links and included what Mr. Grizard had sent and Mr. Cheng sent, and this reading material was projected on the screen as well.  He ran through what were the valuable portions of each document, the key items from each and discussed some highlighted areas.
Mr. Grizard commented on a 5 year plan from the Office of Rail Safety staff, what has been accomplished, how it was implemented.  The manual itself covers the safety culture, and integrates it; it’s not safety on the side.  He mentioned it might be worth copying this one as it has a lot of information (TEMS User Manual version 1.1) - and a good legal framework set out.  It also makes reference to safety certificates and authorizations, a certificate to operate in Canada, which tends to get some attention. 
During discussion it was noted that OSHA and TCRP have similar provisions which should be of the group’s recommendation for a new Part 659.
Mr. Walker reminded the group that Congress has not acted on the Administration’s legislative proposal; therefore, the group’s recommendations should not focus on regulatory changes at this time.  

. 

Mr. Bryan noted that it would be helpful if the discussion could flow constraint free. The group agreed to this.  He noted the two kinds of certification, staff – and agency being certified.  
Mr. Cheng commented that with the management maturity model, there is an overview of the railway management maturity elements – they might want to print this out – this is more in depth from what is in our country, The Rail Maturity Model.   He referred back to Components – Management Arrangements from TEMS User Manual version 1 (p. 7), it’s a useful chart.  It offers another structure, where things are identified differently.  These will be copied after the break and made available.  He also mentioned the American Standards Safety Management Systems, which is copyrighted.  
Mr. Bryan asked how the standard is being applied now.
Mr. Grizard noted that no one has adopted it.  Manufacturing and automotive industries have adopted it and use it.  It is not on transit’s radar, they were using 659 and APTA standard, and this lags behind where they’ve already been – though it is similar, it starts with management leadership, planning, implementation, evaluation, management review.  

Mr. Watt mentioned Jim Howe as a potential resource for a future meeting.    
Mr. Bryan asked is there a recommendation to adopt this standard? 
Mr. Grizard said there is a genealogy here that started with ILO to put that process/thinking into play.  The EU came up with ISO standards, it takes ILO concepts into play, there is some reluctance in Europe to make OSHA 18000 standard – it is used in APTA, and is not really a standard.  This is a standard in the U.S.  It is basically the same as what is in the OSHA 18000, it is driven by the way business is done, which is different in Europe, where it is more of a committee directed process, not management directed as in the U.S.  To answer Mr. Bryan – it is the same chairs rearranged – based on how you want to live in that space.  Policies, breaking down into procedures, the 5 b’s are what is more comfortable in the org structure.  This has to be taken into account, he noted.
Ms. McCombe added that they found they could implement Z-10 because they were under OSHA.  They recommend it as it tends to be rooted in OSHA, and is easier to implement.

Mr. Grizard noted that not all agencies are under a safety program.  He gave the example of cell phone use while driving.  
Mr. Bryan noted that the workgroup should pick one of the recommended models for the key categories.  
Mr. Watt suggested they could break out into a task group as well and use their experts and references.  
Mr. Walker recommended the issue be revisited later if necessary.
Mr. Hardy suggested that rather than start with something new to the industry, the group should look at starting with Part 659.    He recommended caution so as not to make a lot of unnecessary work like throwing out existing System Safety Program Plans that have served the industry well for many years and starting with something new just to be different.  Generally the components or elements or a Safety System are the same.  He noted that what is needed in some cases is a methodology to breathe life into existing programs to make sure they are working. 

Mr. Cheng added that he had recommended at the last phone conference, to look at 659, see what is missing, and not start from scratch. 

Mr. Bryan commented that this will come up again and again, their intention is not to recreate the wheel; the structures are already in place -- what is the problem they are trying to solve.

Ms. McCombe noted that for those of us at the transit agency level, 659 is good; at a higher level –at the leadership and supervisory level, they need to ensure that some of the other models, like the railway maturity model may have a more comprehensive model – the safety department should be one person and operation should be implementing it.

Mr. Cheng said the reason for this is because states think they don’t have the authority. 

Mr. Flanigon indicated that is part of the emphasis of the legislation.
The group took a short break.
Mr. Flanigon presented a brief on 49 CFR Part 659 and SMS noting the following: 
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· SMS has 4 pillars.  He suggested that many are covered in 659; however, safety promotion is a big one that is not: 

· Pillar 1: Safety policy TRACS needs to look at gaps here

· Pillar 2: Safety Risk Management – 659 provides framework, SMS looks harder for hazards and focuses more on prevention of potential accidents. Look at close calls. Diligence checking for hazards. In some industries there are approaches that provide some protection for agencies doing near miss recording, accident reports, protection from the press and attorneys beating people up about it.  How to approach.  We need to look at where the problems are. But if the info gets out, there is a reluctance. Hazard ID and reporting, emphasis on that in SMS.  Non punitive reporting systems, getting at the bottom of the pyramid. Expensive lessons versus free lesions.

· Pillar 3: Safety Assurance - Internal audits, external audits, corrective action - Safety assurance – predicting future performance

· Pillar 4: Safety Promotion -- 659 doesn’t address safety promotion.

· Safety is integrated into all jobs at all levels and must be.  Systems must be in place.

· Conclusion: SMS principles can enhance existing system safety practices and must be integrated.
Mr. Bates commented on slide 15 – noting that front line employees need to be included.  He further noted that peer-to-peer questioning without punitive reaction should be encouraged.  He stated that there can be no toleration of unsafe issues; the process should be snitch proof.  The number focuses on employees getting injured, they need to set up a system, and have employees who can report on unsafe conditions or adverse behavior. And let managers manage and be a resource, this could change the culture. 

Mr. Cheng said he would like to echo that.  The safety culture is missing in 659. The fear of reporting needs to be covered and addressed.  He noted that he comes from the highway side.  He noted that more research and accident analysis should be encouraged in order to come up with solutions.  
Ms. Bridges agreed and commented that it’s not the employees they have a problem with, it’s the managers.  The challenge is management leadership and accountability - they need to focus on that...  659 is a good regulation, but interpretation varies.  He noted that Mike’s presentation brings about the variabilities.  It does work but management accountability is the problem. 

Mr. Bryan asked what is the scope here; light rail – heavy rail – street car – funiculars – subways?
Mr. Hardy commented regarding the scope of what is being covered.  He said it is important to exclude elements that are normally covered by OSHA regulations; otherwise you get too much overlap and agencies expanding into areas outside their realm of expertise. OSHA already covers industrial safety - elements like personal protective equipment, storage of gas welding bottles, ladder safety and the like.  He suggested FTA focus on the safety of passengers and employees as it relates to on-rail vehicle operation.  That would include Wayside Safety for individuals working in a train operational right-of-way..

Mr. Bryan asked the group what they thought of that.  There was a mix of opinions.  MARTA is not subject to OSHA.  It’s a separate issue.  Ms. Gregory also didn’t think they should cite OSHA regulations.  The safety culture has to be in every aspect of the organization.  Another comment was about the focus:  the FTA’s focus is on rail operations, OSHA is industrial, there is a potential for trouble.  Mr. Bryan suggested they look at it from a higher level.
Ms. Gregory commented that she wanted to add that she was happy with the MARTA management team focus on safety.  However, lack of funding is the elephant in the room; they need to talk about funding.

Mr. Flanigon noted that it is in their task to discuss funding. 

Mr. Bryan commented that he was still wondering about his question – what is the Administrator going to do with the group’s recommendations– are they guidelines?
Mr. Flanigon replied that the reason for this effort is: 

1) Expanded role for FTA – with standards in safety regulation with consensus advice from industry stakeholders once legislation passes.  
2) Even if it doesn’t pass, we can still use the group’s feedback to fine tune that which is already in place (Part 659).
Mr. Bryan asked what are the missing pieces, what guidance and recommendations can they bring to this effort?
Ms. McCombe suggested that to start, CEOs need to know how to integrate safety into operations.  Secondly, supervisors, those who come up through the ranks, need to require performance measures for safety.  To embrace safety, the organization must put safety into the operating plan.  
Mr. Hartberg agreed that that is about the most important part. His CEO  is pleased with DART’s safety record but is not as focused on the safety process as he might wish.    It is difficult for CEOs to focus on everything within an organization.  However, CEOs need to understand how integrated system safety is with all aspects of an agency.  While Mr. Hartberg supports grass roots efforts,   the most effective safety management system can’t come from the bottom up.    It must come from the top down.

SMS/HRO key principles and best practice summary 
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Mr. Bryan briefed on SMS/HRO key principles and best practices, which offered a way to look at safety culture and management.  SMS practices include making policies measurable and promoting safety, shifting safety to a value.  He talked about the safety culture, and how to build on it.  Observation is a good method at the supervisory level; this forces them to look at it.  The feedback from the employee, and then move into corrective actions.  It creates a successful situation.
Mr. Bates said he agreed that feedback is so important; with the interaction, you learn that perhaps the behavior is wrong and training is needed, changes can be made.

Mr. Watt mentioned CRQ – confidential reporting system – what is the relationship between that and the work group? 

Mr. Bryan said that that is different, separate, and perhaps a better approach.  The reporting is nonpunitive.  They are complementary.

Mr. Hartberg asked for clarification – is this agencywide?  Or is it about the FTA having rules similar to what OSHA has.  He asked because DART has a hazard management system, which is nonpunitive but is not anonymous, still it is well used.  There is something positive in that.  Would the FTA do this or the agency?
Mr. Flanigon replied they will promote or facilitate these kinds of nonpunitive systems on two tracks, pilot programs, patterned on the airline industry, more to take a national look at larger trends.  However, agencies also need to have their own systems.  They need to see how it will play out over time. 

Ms. Bridges said a distinction needs to be made about hazard management - the near miss or close call is better (like at grade crossings) – which has more to do with self reporting of close calls, and more importantly of rule violations, noncompliance issues.  These are different elements.  There are consequences even to self reporting. 

Mr. Hartberg commented that the FAA model is intended for self confession of error, not for reporting other’s actions.  It’s not a complaint line as in OSHA.  
Ms. Bridges added that close calls should receive the same gravity as the other.  They provide a free lesson.  

Mr. Bryan noted that he wanted to step back a bit, commenting that the group hasn’t yet discussed HROs.  One of his slides addressed that.  The nuclear industry comes from them and lots of literature borrows from this.  He referred to slide 7 on HRO principles.  One is the sensitivity to operations.  Mindfulness.  Paying attention.  He said they need to mine the data and see what is going on here.  At the same time they can’t brush it off.  They need to get at that detail.  And give deference to expertise.  Quickly rearrange the hierarchy, and elevate that person, get the folks that are important.  HRO practices.  They will leave that for later.  He noted that it was 11 o’clock but they need to get to a model.  He said he didn’t care what model they use. What else in leadership – performance model – communication.  Policy.  He asked the group to think about their organization or organizations they know, what it would look like, what would be different.  Take some time and think about it. And then they will go around the group and see what they’ve got.

Acting Safety director for MARTA, Chris White joined the group at this point.
Key points – starting with the safety policy end.
· Reporting structure for safety professionals. 

Ms. Gregory said general managers care about safety and are engaged but their goal is politics, budgets, and planning.  Safety must be on an equal footing. 

Mr. Hardy said he struggles with what Georgetta says; it’s really about the politics.  If you have a safe organization, then it’s not a topic for the board.  It’s about how to capture that attention of those that need to practice safety on a daily basis.

Ms. Gregory said the board here at MARTA really does well, safety and security, they do stay in focus. Safety needs to be taken seriously.  It’s not sufficient.

Mr. White commented that on the professional team, as executive director he represented safety, now Georgetta represents safety.

Mr. Bates asked for some specifics -- who is the safety officer for that particular office, the general manager, the guy in charge.  Some said it’s the general manager who has that awareness, though he is not the chief safety officer.  
Mr. Flanigon noted that a policy is where you build it in, a requirement that is built into their performance, everything, would help drive this. 
 There was some discussion on this. Some advised them to use caution about simply saying safety will report to the CEO, when they said that… what would happen is the second in command would say there needs to be some definition about who this person is.  It could be a finance expert.  But how to integrate it, it’s not just reporting.  There was a discussion about saying that the best practice is to say the first report of the board is on safety.  Not on-time performance, it’s what are they doing on safety.  There was some apprehension about this though the integrated management piece sounded good to some, for some it’s integrated now.  But to say that safety is separate might not be the way to go.  But how to put that spotlight on safety before bad things happen? 
Mr. Hardy said he thought the answer to making sure safety is integrated throughout an organization might be to have the Safety Department be there to provide guidance and monitor compliance only – not to implement the programs.  Each department needs to see safety as part of their regular work duties and implement the safety programs.  If the Safety Department is responsible for safety and implementing the safety programs, other departments will obviously not view safety as their concern.  Given the recent NTSB findings that a transit agency’s board is ultimately responsible for Safety, the status of safety compliance would then need to be reported to the Board.  In this model, the Safety Director of an organization should probably report to the Board the same as the Chief Council and Chief Financial Officer do.  

Mr. Bates asked about that board, when you are running for the board, it gets lost in the mix; they are more advocates for the community.

Mr. Bryan suggested trying another way.  He said he wanted to get back to one of Len’s ideas, integrating safety with the rest of the business.  It comes down to money, strategic plans, etc. Performance indicators of safety should be right at the top.  How about saying that any project has to be analyzed – the risk assessment has a safety piece included, depends on the dollar amount.
Mr. Hardy said he thought it was already in 659.
Mr. Bryan asked how it will be integrated into the business.  How can it be built into policy?  A state of good repair – maybe it needs to be defined.  

Mr. Hardy said the infrastructure often doesn’t seem to get the attention it deserves. 
Ms. Bridges added no one is managing the operations and they are failing– due to failures.  CSX, replacing track.  Their PMs are not being done because of money and all kinds of things.

Mr. Walker asked does that go back to reporting criteria.  

Ms. Bridges said it has to do with prioritization, they need to step back, the leaders have to have that training to raise safety, deferred maintenance constantly, that safety value will have to be engaged, the integration has to do with training that leader, then with performance measures at the supervisory level, and prioritizing it. 

Mr. Bryan said the dollar value is set, and then it gets sent up to the GM and the board and the capital programming process and they vote on it and then a new station gets built instead of repairs.

Ms. McCombe said the state of good repair is not transparent – they need the same transparency for state of good repair.  For example, with track maintenance, the person responsible for that, getting down to the details of numbers of ties due for repair, replacement…
Ms. Bridges said it would mean tasking track, signals, with an annual assessment of that.  Then they would at least know even if they decide not to pay for this.

Ms. McCombe said to bring this around to policy, to risk, they’d need to show visible commitment and leadership for safety and active engagement for performance measurement.

Mr. Bryan asked for a definition of safety performance.  Accountability, forcing them to take action, engaging them in safety issues.

Mr. Grizard said there are a couple of ways to approach this, in through the front doors and side doors, going by front door – management structure – mission directing the manager – safety the essential values, by the side doors, putting conditions on grants, doesn’t affect the whole agency, just the agency.  Filtering that takes place.  No bad news.  Put safety reporting at the highest level.  It still doesn’t solve roles and responsibilities.  Safety is a side door but where it fits – we need to look at the model, the best way to go, make the board drive the organization on how that happens, and then they will get creative and have to – you have to make an accountability.

Mission vision values.  The board has accountability. Good repair, in a proactive way. Performance measures. It must be written into every plan.   Some liked what Mr. Grizard suggested, and said it should be that the agency should report to the board.  Safety should be on the executive team.   And twice a year report to the board.

Back in the UMTA days there was one safety person per 250, someone noted.

Set a safety strength number. They included field supervisors…  maybe set it at 100, some minimum, to maintain the attention. 
Mr. Bryan said, let’s go to the Safety Program.  The visible commitment from the CEO and his understanding of what that means. The training. What does this program look like at the top? What is missing from today. What is needed, if they don’t know their roles and how can they make it happen.
Ms. Bridges commented that where she is there is no support of the CEO, no commitment to training.
Ms. McCombe added that the safety department is responsible for safety and they are not… job descriptions, annual appraisals, performance measures are reported to CEO, accident investigation, are not articulated in their roles and responsibilities.  Ms. McCombe said she is setting up that criteria in checklists… uses a dashboard and they must report out on it.  And then she is moving into close calls and forcing the analysis of close calls.  She is doing it but she wants them to have it on their dashboards.  
Mr. Hartberg commented that he is trying to do the same. Detailing their system plan, down at the supervisory level.  
Mr. Bryan asked Mr. Hardy how he would set up the program. 
Mr. Hardy noted that if you view it from the GM’s point of view and ask yourself where you would position safety, you may have some concern with giving safety too much power (ie. in the case of someone who was too narrow in their thinking and just kept overreacting to unfounded risks).  As a safety professional, you have to understand that the agency is there to provide a public service and running trains on time is important.  You have to do both:  provide good on-time performance and do it safety. You have to be a well balanced person to succeed. You have to be part of the group.  If you are not included in the group they will circle their wagons when you try to conduct an accident investigation for example, and it will be very difficult to gather the facts.
Mr. Flanigon said but you’re in a place to make changes. 
Ms. Bridges said it’s based on relationships, they do a hazard analysis they put it to the CEO who provides the funding.
Mr. Bryan asked the group to expand on this.  They could get pessimistic about this but he advised trying instead to get clear.  Integration and being one of the gang --  so you are working closely with maintenance and operations – they are coinciding – legal can often be seen as the group that says no.  You want to be more proactive.  There needs to be something more structural to make this happen.  FTA could provide regulation, fines, enforcement.  

Mr. Flanigon noted that the development of some requirements may need to be explored.  He had another thought: the policy should apply to contractors as well. 

Mr. Watts suggested in terms of policy – ask what the vision for transparency is, and break up those wagons.  Require a certain level of participation by all stakeholders. Have them involved in safety, and have tangible steps. How do you say, this has got to happen?  He then suggested reviewing page 4 in the Jeff Bryan presentation and offered the following edits to SMA Practices/Safety Policies:
#2 – add performance measures;
#3- already in place according to some, not missing. 

Mr. Grizard referred to the earlier page –noting the following are the key things: 

ID gaps

Super

Leadership

Operations

Accident analyses

Reporting environment

Training for exec/mgrs.

Mr. Bates commented that t every business decision should be based on safety. 
Mr. Grizard noted it should be part of the discussion. 
Ms. Bridges added that when people are trained to do nothing else but their job, accidents happen. 
Mr. Bryan commented that after lunch they will get to operations.  He noted that every morning the president gets a rundown on threats.  Does their CEO get that?  There is general agreement that it’s a good idea, but no, this doesn’t happen.  It comes from the operations group. We might not know that.  I like that idea.  What are the security threats and vulnerabilities?  There has to be some way of getting that in their purview.
Mr. Hardy said that it may just get too routine.  The FTA comes in on a project and wants to know about the safety of operations.  Unless there is something really significant, like a serious accident, it gets very bland and uneventful after a while.  
Mr. Hartberg noted that when something happens at DART, they have a forum to get the important stuff  addressed, The safety committees can and have conducted  emergency meetings   With a close call,  the committee comes together to evaluate the occurrence and quickly establish mitigation.  

Mr. Grizard added, it’s casualty management. Winter storms. Catastrophic events.  Executive safety committee meeting.  Weekly call in conference line – near miss, etc., superintendents call.  All supervisors who reported in were expected to be on that call. Things that happened and actions they had taken to minimize or control outcomes. When asked if it becomes routinized he said there was always something. It got superintendents to be observant.  

Mr. Hardy noted there was a media component.

Mr. Bryan added but it is proactive.  And corrective actions come from it.

Mr. Grizard said the safety department was basically the gatekeeper.  It was a management meeting.  This was on the Union Pacific.
Mr. Flanigon asked how to tie it back to policy?  
Ms. Gregory noted that safety was a big part of her business every year, with a full blown action plan.  Friday morning calls could be brutal.  Different regions competed for the pot of money for bonuses and incentives.  Best performance numbers – this drives it.  But the question is how to keep people from covering things up, incentive programs can keep people from telling what’s really going on.  
· Comment:  In the transit agencies there are no bonuses.  If there is a close call of significance when the report is completed it has to be presented to the DART safety committee.  They don’t have to approve it but have to be aware of it and what was done about it, and find out if it was assessed.  Mr. Hartberg added that it helps them engage with it, what it cost.

The group broke for lunch and reconvened at 12:30 pm.
Mr. Bryan reopened the meeting and said they would work to capture the group’s best thinking that afternoon, with enough depth and specifics to know what they are talking about – he proposed they capture that and use the Maturity Model (UK) – Railway Model Maturity Model.  He mentioned he had no problem with stealing liberally and recommended that they remember they are not reinventing the wheel; he offered the possibility of a small group to take that and work with it and come back to the group. 

Mr. Watt asked if they recommend that the RTS adopt one of them.  He was in agreement with Mr. Hardy, CFR 659 is comprehensive, the union is happy with it.  
Mr. Bryan asked what two are acceptable.  It was proposed that they start with 659, identify gaps, where they are and then look to Z10 to see if it fills the gaps.  If not, go to the next one.  He suggested the problem is not 659 but the implementation, the culture – all the pieces.
Mr. Hardy added that with top management buy in -- there is agreement -- Part 659 works. 
Mr. Flanigon commented it takes it one step further, let’s take the next step, show some shortcomings, and work on those shortcomings.  Isn’t that what we are doing?

Mr. Bryan restated:  659 as it stands is a good system, it has some pieces that are missing in the state SSO or federal approach that would make it a viable system – we need to look at that.  It’s the same as a high performing organization, with a slightly different twist.  Good management is good management. 
Mr. Flanigon added that one element might be to recommend to FTA that they take 659 and add a bit here and there and along with any regulation develop industry guidance to assist with implementation.  
Mr. Watt commented regarding bonuses and safety – how to incentivize safety. You could lapse when attention is most important, he just wanted to put that up top there, where it comes from he doesn’t know if it should be in the picture.

Mr. Bryan asked if they need to look at 659?  In terms of a guidance document for executives; specifically noting how funding might be taken if they don’t use it.

Mr. Flanigon was asked if any property had lost funding because they didn’t comply, and said, yes, two.

Mr. Hardy asked about what else needed to be added aside what is already in Part 659.  He said he went through Part 659 and only identified 4 topics that might need some attention:  withholding funds, a piece on licensing safety sensitive employees, state of good repair, and safety promotion.  It comes down to the esoteric stuff; how to make the existing safety programs work so you have a safe, yet efficient operation.  You need to get the attention of both managers and front line employees.  How do you get that?  There needs to be accountability at the top and the bottom.  

Mr. Bates agreed.  
Mr. Bryan asked if they need a small group to look at 659, things that should be rewritten a little differently?  
Mr. Grizard commented that they need to look at an overlay, and then go back to 659 and then say, there is an administrative element… maybe not now.  Maybe in January.
Mr. Bryan said they could do that, and see where each of the pieces fit with 659.

The group then turned its discussion to the draft “Characteristics” document that was projected on screen – Sub-criterion SP1:  Leadership (see handout)
Good leadership relating to safety management involves:

Mr. Grizard said to perhaps add “But is not limited to.”
Comments:

· A corporate responsibility to monitor the organization’s improvement…

· In continuous improvement it is not a corrective action so much as an improvement action.  This one is a bit different.  From a good management standpoint.
· Regarding employee involvement; what does 659 say about employee involvement?  Nothing.  Nothing on leadership.  The 4th pillar is missing.  And communication and training.  What is the best practice that you would like to see here?  How best to involve the employee.  
· Goal (excellence)

Ms. Bridges mentioned hazards, and went back to the identification of hazards.

· There was discussion and agreement that whatever issues employees bring up, they need feedback to see that their reportage is valued.  It’s very important in a culture, it builds trust.  It offers safety and gives them that empowerment, a lot of bang for the buck.  When they leave that meeting they will feel good about that.  Labor–management meetings – a safety agenda for those meetings?

Ms. McCombe said they have it through the safety committee, but they can’t rely on the safety committee to get that information out.  Safety committee meetings and take it back to their peers. But some don’t show up for the executive committee meetings.

Mr. Bryan asked for a typical safety issue that would be brought up, for example pigeon droppings.  A safety hazard is a safety hazard. 
Mr. Flanigon suggested using a hazard matrix, and put it on the matrix.

Mr. Bryan said he wasn’t sure.
Mr. Hartberg said that was not the way DART approaches hazard management reporting.  All identified hazards are discussed in the appropriate safety committee and that discussion is recorded in the meeting minutes.  These minutes are then brought to the executive committee.  The issues are discussed at that meeting and then the minutes from the executive committee as well as the lesser committee minutes are forwarded to the SSO on a monthly basis.   

Mr. Hardy commented about his agency’s joint union management safety committee.  Key people who can raise safety concerns and individuals that can provide fixes for the issues are in attendance.  They try to reach a time line for correcting valid safety concerns and then the meeting minutes are used to track items through to closure.
Mr. Bryan asked, what’s wrong with the system that this isn’t working.

Mr. Flanigon said there is a linkage there – how to work some of these requirements.  Attending 90 percent of the safety management meetings could be added as a requirement.
Mr. Watts suggested that to go further works great but at some point it breaks down.  His suggestion was to use surveys – on perceptions of safety:  how people perceive safety.  Another suggestion was to conduct a “360 for safety.”  This is a look by everyone though it can be brutal to individuals, it is a good management tool and then you present it to respondent.  He also noted another component that goes a long way – a safe challenge – safety dispute resolution form; and another is joint training. 
Mr. Flanigon suggested that some could be used in a best practices document.

Mr. Bryan asked how to do prevention in by being proactive.  Asking a group of operators, what could go wrong?  Lack of communication from their supervisors. What specifically would make it safer; radio communication? They cannot communicate through the radio system. The issue is how do you get the employee involved to do prevention? 

Mr. Grizard asked, what if?  Scenario is done.  Get the requirements up front.  There is usually some level of review that happens in the process, six months, is this really functioning the way they want?  

Mr. Bates commented that with a separate team of employees that has observations – get the sheet and discuss what the results are – the management is not involved.  They feel good about making their observations.  Keep adding more people.  

Mr. Cheng said they were getting too technical now.  Inspect the track once a week, how can they ensure that. He recommended focusing on the real everyday kinds of stuff, then conduct training. 
Mr. Watt said they are seen as partners, just review.
Mr. Bryan said you must include the employee. 
Ms. McCombe noted that the observation program is good for developing performance measures over time.
Mr. Hartberg added that the proactive stuff happens during safety certification, when it’s certified, the proactive issues should be addressed prior to going into operation.   
Mr. Bryan asked for discussion on the WMATA accident.  He noted that a single system failure may have occurred earlier.  That was not investigated. One end of the track circuit thought it was clear but it wasn’t.  Employee involvement, a new protocol was put in place for testing but was not uniformly adopted.  If the employees had been more empowered, they might have spoken up.  The workers knew.  659 wouldn’t have caught that, safety certification or internal audits might or might not have caught that.  Employees say they reported to management and management did nothing about it.  Returning to leadership – what does that mean to the train operator?
Mr. Cheng added that tracking systems are important; he likes FTA and the tracking metrics they have that come back every month. 

Ms. Bridges noted with SSO track safety oversight, accountability falls back on them…

Mr. Bates added that you have got to have someone in charge of safety every day, or you are going to have an accident, with close calls every day.  Someone with the power to change now; that’s what they are missing now.  They are buying things without safety certifications.  They did the hazard matrix. 

Comments:

· These practices and principles. It was recommended that a complete safety analysis be conducted before any new project, piece of equipment or procedure, that impact employee including the developing SOPs.  if you are changing a procedure.
· Someone noted that you don’t have to have employees involved in an engineering analysis

· Empowerment; in the first paragraph.  The more you include people, not using safety as a stick, the more you talk and empower, the more likely the culture of the employees feeling comfortable with coming to you when things are real.

· How to do the safety culture, what does that mean tangibly. 

The group took a short break.  1:45 pm
Discussion on Safety Promotion – Pillar 4

Mr. Bryan commented that the 659 doesn’t address Safety Promotion – he noted that a more proactive approach is needed.  It has to be everybody’s job and how do they make that happen?  How else do they think about changing the culture here?

Mr. Watts offered the topic of sharing joint responsibility – joint transparency – to get to the culture of power.  It empowers people.  Airlines use close call, willful violation, which makes it everyone’s responsibility, accountability, and consequences. 

Ms. McCombe said they enhance or create a close call reporting system for transit. 

Mr. Bryan asked if it seemed like a good idea to break into a small group?  He said FRA and union brothers met for a long time about a close call system; he was involved with that.  He asked-do they do it agency by agency, or across the board?.  If they set the framework, each agency could tailor it to their system.

Ms. McCombe explained that with a close call system you build trust, you are correcting, you will improve the culture over time. 

Mr. Hardy suggested that the FAA model of confidential reporting of close calls might be the best system to adopt.  That would allow the FTA, or their represented oversight agency, to collect and evaluate date for adverse safety trends, while at the same time protecting the confidentiality of the transit agency against adverse use of information against them.  
Mr. Hartberg added that DART’s general counsel gets uptight about hazard identification.  It’s his job to identify hazards and try to mitigate them.   Legal may see the mitigation as a threat to defense. In the end, legal and safety may have to agree to disagree because the presented hazard could create repeated injury/accident.    You can’t let that get in the way of the “holier” goal, You are trying to reduce the likelihood of this risk.

Mr. Flanigon suggested the group may wish to look at the following: 
· Safety Risk Management – is some sort of close call system called for? Identify leading indicators, and from those, a group of those could be adopted
· Safety inspections and audits

· Observations

· Incident investigations

· Process safety

· Community impact

· Number of hazards identified (check for others)

Ms. Bridges said they have a safety hotline – they have all these things, but the issue is how to have enforcement from executive leadership?
Mr. Bates said he completely understood that.  If you aren’t successful you won’t be managers any more.  
Mr. Hardy responded that they pursue it, resolve it, and take corrective action.  If it’s a significant issue they report it to the state oversight agency.  Reporting it is a two sided coin.  They can hound you with follow up, take up your time without adding value.  

Mr. Bryan asked what happens to that information.
Mr. Hardy responded that they pursue it, resolve it, take corrective action if it’s not an issue but if they do have a concern they report it to the state safety oversight agency.  It’s a two sided coin.  They can hound you with follow up, take up your time without adding value.  
Mr. Cheng added that if they can handle it – they do – but they feel their concerns are not addressed, when they come to him he has to handle it. He noted that it should stay in the agency first.

Mr. Bryan suggested that they may be misrepresenting close calls; the reason for the system is to learn.  They are not for reporting or for getting punished by SSOs or anything else.  

Ms. McCombe said it also has to do with employee involvement through awareness.
Mr. Flanigon added that there are a couple of levels – perhaps more of an aggregate.  Part of the hazards management process.  All those things have to be there.

Mr. Bryan asked how do they see the state’s role in implementing something like this?  
Mr. Flanigon replied it was challenging – such a diversity of transit operations might be hard to categorize in a way that makes sense.  A confidential de-identified system may not always work, with smaller agencies.  Their role would be to set up some pilots--maybe.  He suggested thinking proactively about the approach.

Ms. Bridges commented that they have one right there at MARTA.  They had chemicals in a car wash and workers with problems with their eyes.  They didn’t leave their name – they keep a log and check it every day.

Mr. Bryan asked about analyzing an issue; how to you look at it? Regarding 659, is there anything to change?

Mr. Flanigon suggested that one thing under SMSs comes from aviation, relying on virtual data.  But he wasn’t sure there is compatibility.  They have the black boxes and look for abnormalities, software in FRA does the same thing; they look for trends.  Opportunities exist in the transit industry to find these as well; this needs to be put together.  Recordings could be pulled.  Random checks could be done.  Some look for and talk about trends.  
The group urged caution about getting too automated, where data can get lost or mis-entered.  Some of the unsophisticated programs are still good.  Some agencies may not have a data base.  SMS is data driven, if you haven’t got the ability to get to some of this stuff, also recording data but not in the proper units.  Some suggested that there aren’t enough databases in the industry.  With them, some commented, there is the potential to improve safety.
Ms. Bridges noted that the data piece is a weak area in the industry.  
Mr. Flanigon noted that they should mention it. 

Mr. Hardy said along these lines – echoing some of Henry’s concerns, including upper management saying that they would be in favor of a set of safety benchmarks Perhaps through the NTD, if you can get honest reporting, benchmarks may be a way of  identify problem areas.  I don’t know how to do it or what sort of benchmarks short of zero accidents would fit the bill.  

Mr. Bryan suggested that the concept is good. 
Ms. McCombe asked who uses Transit Master to clean collision data?  
Mr. Bryan asked if it helps to manage risk?  Ms. McCombe responded that it’s a persuasion game to get the data provided to her.  She gets it but it’s tricky.  
Mr. Bryan asked about hazard identification, rating different levels of her system, new construction, operation and maintenance over time. Is that used as a performance indicator?  Ms. McCombe responded that it depends on what it is.  Ranking it, formal reporting, anything under does not get reported and it’s up to the agency to mitigate it
Mr. Hardy added that with new construction, you do a formal hazard analysis to identify issues and you have formal process to track identified hazards through to closure.  With regard to identifying and resolving hazards that come up during daily operations, which is generally handled by using good judgment and common sense.
Mr. Bryan asked about the hazard management process, is it formalized?
Mr. Hardy said he sees it differently.  You stay within your criteria, wheels, etc., not an analysis of the old against the new.  

Mr. Bryan said you’re doing a hazard analysis; trying to identify those factors to improve safety risk management?
Mr. Hardy suggested they take a step back – take something simple like track – there are rigorous track standards for the most part.  There may be a few agencies that don’t have them.  Maybe the focus should be on those agencies that don’t have track standards, rather than create another layer of safety management programs for the entire industry.
The group took a brief break.
Mr. Bryan asked the group to take another look at Mr. Flanigon’s presentation.
Pillar 2 – Safety Assurance
He said risk management was discussed.  A way for smaller agencies to deal with the data.  A little on communication and need to do more.  One piece they hadn’t done is safety assurance.  Audits and corrected action, external audits.

Mr. Hardy said they have had no problem with internal and external audits – corrective actions sometimes takes some time to implement.
Mr. Flanigon commented that from an oversight perspective, he thought that feds looking at states should be thinking of prioritizing organizations that may have some challenges instead of bothering those who have their acts together.

Mr. Bridges said that for safety-critical items that cannot be closed, they can reach out to the CEO – sometimes they can’t be corrected because there isn’t money or oversight – they need to put something in place.  Quality assurance might need to go in there somewhere.  As for QA processes, some have them in place and some don’t.  They need to find a way to do that.

Ms. McCombe said that they may want to add something about when operations state that a corrective action is closed that audits are done on those actions that are closed.  “Trust but verify.”  The effectiveness of the corrective action, if the action wasn’t good enough, there needs to be an auditor review and a response, there needs to be a follow up on the effectiveness of it. You think you’ve got it closed out but you don’t – there is a repeat problem.

Mr. Flanigon said it gets into every part of the business.

Ms. Bridges noted they could put the quality control back on the management group.  

Ms. McCombe said so the corrective action is they need to do an audit – it’s not just auditing the 21 elements of 659.
Mr. Cheng agreed, that’s the part that is missing – it has to be corrected.
Mr. Grizard said that audit review needs to be looked at, it comes from OSHA’s idea and it’s a good one.  It isn’t addressed in ANSI Z10, it formalizes it and asks if what they have done has been effective or not.  

Ms. McCombe commented there is validation and verification of the corrective actions after they say they have been implemented.

Ms. Bridges added at MTA they have operations who handles it and … it has worked for us, they’ve closed – when corrective actions come up they meet with them and go over all the audit items and create an open items list; they follow up with the modes, and it’s been working.  
Recommendation: in the audit review process, invite operations persons to follow up and make corrective actions and create a management review of the audits going forward, what was of value, things that are small and some that drive the strategic goals and identifying and creating value for the organization of all that process, what needs to be carried forward in that next cycle, goals and objectives carried forward and reinforced, from the bottom up, continuous improvement, insures that the CI process doesn’t die out.
Ms. McCombe referred the group back to the 659 handout developed by Mr. Hardy.  The group then engaged in a discussion comparing the handout to the other documents provided.
Mr. Cheng commented on hazards, that it is confusing, and he has a problem about that.  Their first fatality had to be a ten year old kid.  Many tears were shed, only to find out that the design was built that way.  They found the original plans – had it as a 1b, trains were slowed down to mitigate it, took extra care for line of sight.  Original hazard analysis made it a 1c.  They built it in as a system that would eventually kill somebody.  Their process of assessment says that that is an unacceptable hazard and it was built in.  And it was signed off.  Something there needs to be adjusted, and overhauled. 
Mr. Flanigon suggested that using that matrix, with any grade crossing over the life of a system, you are going to get a trespasser, so it’s worth a shout out in the document.

Mr. Bates asked does every agency have to have a safety rulebook.  Yes, was the response.  He asked, how do you know employees have read it?  Supervisors in the field, ask the rule questions  to verify?
Mr. Bryan commented that Mr. Hardy’s handout was very helpful.  He said he had gone through it point by point but couldn’t guarantee it was in order.  1 and 2, 11, 13, 15, 16 and the safety audit program #8 – will need to be revisited. He asked the group for additional recommendations:
For #1 – it’s the ideal time to talk about it.

· The problem areas are not the elements here.  To what level of quality are they being implemented?  Accountability, upper management, something that will ripple through the rest.

· The British Maturity Model has 4 levels, can show a score and minimums.  The concept is regarded as a sound one.  It ripples out.  For transit agencies of different sizes, it could be one possibility.  These are categories, and are not comprehensive.

· Back to 1.  The group’s take on the ideal system – what is the role of the outside stakeholders? You would let them have enforcement.  There have to be consequences.
Mr. Hardy said he doesn’t like the intrusion on freedom but they can’t get beyond the fact that attention from the GM is only going to happen if there are consequences.  FTA administrator withholding funds is what he was looking at.  He noted that withholding funds from the entire state is a flaw in the current regulation.    

Mr. Hardy further noted that he is opposed to inspector level citations.
Mr. Hartberg said that FTA has very strict criteria for withholding funds; they have pulled that trigger [funding] twice, they might need to pull that trigger more often.  
Mr. Flanigon added that a letter to a state agency that they were “At Risk” is the closest they’ve come.

Mr. Bryan noted lots of suggestions have been discussed here today.  They need to do some work.   The pieces they have not been covered: 

· Ms. McCombe will discuss training, resources and funding requirements and 
· consider the diversity of rail transit operations around the country.

Mr. Flanigon commented that they are starting to plug things in now and are beginning to see some stuff, now they need to analyze and digest it.  They need to see tomorrow if more work is needed.  Are all the elements in there?  As they move down the road, there will be a technical writer to incorporate that into a technical report.  This should happen sometime around November.  There didn’t seem to be disagreement today.  Some data analysis.  No dissenting opinion yet.

The meeting concluded for the day at 4:30 p.m.
TRACS Working Group 1 – Day 2 

The meeting resumed at 7:30 a.m.

Review of Yesterday’s Activities/Refining the Model
Mr. Flanigon began the meeting by thanking everyone for their time and effort.  He noted that Ms. Gregory would not be available to attend the meeting today.  He commented they had had a big day yesterday and got a lot done, and then turned the meeting over to Mr. Bryan who began with some administrative notes.   
Mr. Bryan said he would go over what he thought was said yesterday. He had used Mr. Hardy’s three page handout as an outline to start the discussion.  They could go to 659 or to guidance, all to be determined.  He was looking for feedback. Some gaps still exist, by the end of today they’ll divvy up pieces to work on individually and will be reviewed during a future conference call. He said that Pamela [McCombe] has done a piece on the reality on the ground, and will speak to staffing, resources, money, people, and skills this morning. We talked about audits and analyzing, portfolio of risk – who will make this report, statisticians, who does the number crunching.

Using Mr. Hardy’s handout Mr. Bryan noted he kept 1 as is, as it is out of the scope of this group per se. (Mr. Flanigon commented what makes a transit agency effective is a set of standards to follow, APTA or regulatory standards or FRA or building codes, clear standards to follow. So adopting standards – ground level, trackage standards, much like RSAC and APTA, fire codes, for maintenance and overall enforcement.  Makes external oversight more effective.)  Once they get the authority, they will get regulatory creep, something happens, another rule is made, you want to start with regulating certain standards, it’s a big element.

2. We talked a lot about this yesterday. CASE methodology. Categories didn’t fit neatly. Put policy in here. Principles, then practices. health and safety are linked in bullet 2.  Board/governing body in last bullet.  In first bullet aspect of business management across the enterprise. Back to health and safety.  Bullet 2 – change to safety risks from health and safety.  Need to move up – adding collaborative process under executive members.

Collaborative process between labor and management is what he means.

On to Desired Practices a) 

They could lump all of safety together, systems – they need to break it out. No, leave as is. We may want to have a definition of safety. The unintentional actions, we should at the beginning have a definition, we should be clear about what we are talking about here. Talk about the intent of the safety model – add what the intent is, the boundaries.   Define a Safety Management System, then people won’t get confused. Action item assignment. Who could like to develop that – purpose and intent – here is why we are doing this, who would be best to do it. Henry and Bernadette.  Say system safety? Have to think about it. It will come in the definition. For the record, feel free to adopt the proposed definition of safety or propose a different one.
Mr. Grizard noted that roles and responsibilities are not necessarily linked and  need to separate them out –  he proposed: 
· make new c) starting with Performance measures more on roles and responsibilities
·  Accountabilities. New d) Management responsibility is to establish clear safety roles and responsibilities throughout the organization.  [make this a principle]  and put it as last principle.

· All supervisors  have their own safety performance measures for their area of responsibility

· All supervisors have safety elements in their performance appraisal (Staff – union don’t have performance appraisals including supervisors)

· All employees have their safety roles and responsibilities, would go in job description. 

Ms. McCombe commented – upper management , the CEO is committed to safety (to drive the organization), supervisors are accountable to safety, a slight distinctions as the leaders.  So that is a principle.  Put it as a principle. Active involvement – the CEO demonstrates commitment through active involvement has active involvement. 

Back to the Safety Director is a member… Len’s comment: “importance of being one of the group” – we should discuss.  Like with cops – Internal Affairs, no one likes their job – you’re not part of the gang.  Pam, the safety dept… support group as well, facilitate, coordinate, support, mediate, a control function and support function to move things forward to enhance safety. We work with them to try to mitigate it, they might put in place a procedure, not a part of the gang. Not colluding with them. 

Mr. Flanigon commented that there is a balance here, safety with a capital S, integrating everywhere in the organization, those with hands on equipment, the safety function is to have some degree of independence, not one of the boys or girls, but there have to – an important distinction - -should be independent of Operations would be good.  

Mr. Watt said safety is separate from operations, and is always kept separate, 

Much like FAA, no one wants to shut down an airline. 
· These are safety priorities but there is no money to fix it, was one comment.

Ms. McCombe said it is usually done through workarounds.  You have a hazard and you have a workaround.  Not an on off switch, we can’t say no we can’t do that.  They collaborate with operations to work around the hazard.

h) the safety director is an member of the executive team… take out independent

Mr. Grizard said he doesn’t see any conflicts there, you’re part of an executive team.
Mr. Flanigon said that the safety effort can’t be so out in left field, so esoteric, that you shut everything down all the time, but you can’t also be a rubber stamp…

· h) the safety director… as part of that team the Safety Director ensures that safety is fully integrated and managed as an everyday part of the business objectives rather than a separate audit function.

· implement policies…. Senior management is regularly informed of the safety critical priorities and takes appropriate action to mitigate the hazard. Re full transparency, does it go out to somebody else, what does transparency mean here.  

· Change number 2 title to Upper Management Commitment and Accountability for Safety

· k) Exernal stakeholders (e.g., customers)

Mr. Grizard commented that he was reading this backwards, looking for a process in place where concerns become part of a proactive process, to capture external stakeholders, how they get that done.  Then k becomes:

· k) Includes process for external stakeholder feedback (e.g. customers) on safety issues to the agency.  

· Action Item:  Pam to work on this – detail the practices a bit more, a high level concept, of what we are recommending, will work with Eric and Willie.  

Mr. Bates said in talking about maintenance and operation, we need to keep an eye on the business, finance, etc. titled it Administration or business administration.  Definitions – add to.  Organization, and finance keeping the broader scope in mind.  

On to number 3.

· Added one to this – Desired Practices a) the written safety management…

Is this proactive enough? 

Mr. Grizard said that part of the issue is regulatory approach you have to have a baseline;  criteria you are either under or over the line here, it limits continuous improvement and growth, This is good.  It’s clear on what you should and shouldn’t do.  As we move more to performance based contracting… does it encourage a learning environment… the plan might not be the place for it but thought we should add.  

Ms. Bridges said that Section 3 needs a clear definition, needs to be rewritten.  There is a lot of other stuff that should go in here…

Mr. Grizard said they should define the risks that need to be managed and or mitigated. Then when they put a regulatory face on it then what is needed to achieve regulatory compliance. Still striving to look at risk, but there is a compliance issue we need to manage. Or to elevate it, beyond a SSPP, talk about the SMS or go into the weeds.

We need to look at the gap at what is currently in place to create the best organization that you can. We don’t want to redo 659.  The job is:

· improve the safety of the organization

· also to respond to the regulatory environment 

· They should be promoting as well as regulating.

Mr. Flanigon said that the 659 approach is not something you want to throw out but to look at improving or adding to create the best model.

Ms. Lee noted that they are the minimum, but if you can add practices that can be done by all means.

Mr. Bryan asked Mr. Grizard if he could task him – the SSPP should be something that is a living thing that you use as a manager, not a document you fill out and check off… something should be in the plan about improving it. It could be proactively controlling risk. 
· This could go under accountability.  The safety promotion part - -3a – put it someplace else, it needs to be done, but not here.

· In 5 we need to add fleet, no mention of rolling stock. Is there something we need to add here?
Mr. Grizard noted that the SMS model being discussed is mostly from manufacturing, it doesn’t fit neatly with rail transit.  Passenger safety is not in it and we need to provide for it.  

Mr. Flanigon said an organization should be adopting certain standards – this should be added.  

Ms. Bridges said they should look at high reliability definition and what we do:  you have to have those elements, how can we list the practices.  Standards.  Codes. Regulations.

In the RSAC, labor sits on that, on fire – on the nation level, they sit in there and go over standards, at least in the adoption of the standards. Adopt it as a best practice.  

Mr. Bryan asked what happens after adopting a standard.  Efficiency tests. All done now?  Expected to be done under the plan.  To make sure people aren’t overly optimistic on the internal audit.  SSOs do it now.  A quality check against the system itself – whether it meets your criteria.  

Code Standards

Mr. Bryan noted to recap:

Using Len’s list, the work group’s work will go to the full group and the product to the administrator so the intent of this WG, introducing SMS and HRO best practices into transit agencies in a practical way.  So we need to make a statement on 659 keeping the core program, we need to add to it.  Maybe a graphic will show what is there and what we are adding.  Concerned that Len’s list was a quick pass – are we missing things?
Mr. Watts said he wanted to review the SMS standard as well. There is no specifically specified SMS either.  There are several models.  From an APTA standpoint, they should also think about international models.  We don’t even have to mention 659.  Just say here are all the practices and principles, we fulfill 95 percent of this, in addition SMS doesn’t cover… It makes a better story.

We still need to make a statement on SMS and different approaches to it. “Here’s what we think… for transit we think it should account for the following…”

Some is too gushy to regulate. Carve out a way for this thing to grow. And make it scalable. The maturity level – allows for scalability, they like that version.  NJ transit now has zero flexibility.  

Ms. McCombe said that since a lot of them like that maturity model, they should really look at it. The levels are good. Maybe just do safety. Some language could be tweaked. 

· The FAA SMS, the four pillars came out of that. Plan, do, check, act. Didn’t see that embedded in there – might be in safety assurance. Auditing. Didn’t pop out . 6. Training and Certification. Leadership should be trained. 

· change business risk to SAFETY risk.  Business risk discussion. Liability, third party, insurance, that is what they will gravitate to. Then safety is sent back down to facilitator.  Understand the safety hazards.  More enterprise risk.  Not a term they know either.  Safety hazards is what we are talking about.
What we want them to understand is the relationship between safety and the risks they already sort of understand.  They need to understand that integration to make informed decisions.  

The group discussion continued with recommended edits to the “Characteristics” draft:

· Certification/qualification must be part of this

· At the supervisory level:  about safety training,  the observation, root cause analysis, job hazard analysis, close call, how to implement your performance measures, how do you conduct observations with proper feedback from employees.

· Add Management/supervision
· Core OSHA issues - OSHA training must be tailored to your group. How much training is needed.  Most have programs in place. What is the SMS piece that needs to be incorporated here, it does have a training component.   Don’t need to go into the curriculum level.

Who here has a passion for close call systems?  It needs to be part of it. This part needs work.  Bill and Ed, Bill says it doesn’t belong here, should be moved to another part of this.  Maybe under Safety Promotion.  Should go under Hazards (13) – Bullet 2 needs to be fleshed out.  One is Close Call.  Part of the risk identification process.  What should this look like for a transit agency?  

Mr. Flanigon mentioned the use of the EAP via personnel, this might be the same sort of system; could be interesting in times of how it might work in this case. 

Mr. Flanigon said he would combine 8 and 9 as Safety Assurance, as a pillar.

Should just be Safety Certification Program

Under Safety Assurance 

Put it all under Continuous Improvement?  

It’s not just a bunch of parts put together, it’s designed to be an engine that drives it.

The way that you do audits does that get to improve the system, the results get fed back.

There is a misconception.  Sometimes they think its an audit and it’s just an inspection.

Mr. Grizard commented on Corrective action plan is not defined, is a unique process.

This is the guts of the whole thing, a hazard ID system running on its own, needs to feed the process.  It’s not as simple as it looks. Inspection vs. audit. Do you do it as everyday practice? There is a format, 21 elements over a 3 year program is the guideline – there are methods on how to conduct audits.  The results at the end of the audit they are issued to the SSO, the agency tracks it to closure. It is quite a process.  We need at least a formal process of management review. 

· Risk management – risk assurance – audit – hazard identification – causal factors are hazards, systems safety is the identification of hazards – all 

Managing Safety in System Modifications should be combined with 10.  

Mr. Hartberg said it’s consistent to combine the change management element with the configuration management element.  

Change 10 to Managing System Change

13. Risk Management

Mr. Bryan noted that more is needed here in terms of an SMS organization.

What should be different here.  Many hazards are not reported. Close calls will fall under this.  

It’s about data acquisition.  All employees are responsible for identifying hazards and reporting them. And they will be tracked. The feedback is important, should occur with that employee.

Mr. Bryan noted that Mr. Grizard that should add this to his close call edits. Other things need to be put in here. The employee piece, agencies that don’t have the staff. These need to be scalable.  What to put in here that really is workable.  What gets raised up to the executive level to be managed on a business level.

15. State of good repair 

Mr. Grizard noted that FTA has a working, evolving definition. Does this belong here, is it part of this working group?  It’s the buzzword of the day.  Its asset management. 

Mr. Bryan said they might want to use a different term rather than state of good repair.  Can Pam and Bernadette look at this, preventive maintenance, what it will take, could be in purpose and intent.  

Mr. Flanigon said there will be a program out of FTA on this. You guys can’t do your job if asset management isn’t working

Mr. Grizard said it’s on the capital side. 

Ms. McCombe said that at their agency they are using state of good repair to build stations… when they need infrastructure.

Add – if you make this decision, this will happen.  Existing systems.  

Ms. McCombe said the state of good repair ties into their audits, they grade the State of Good Repair on those corrective actions needing funds, so there is a link there too.

Mr. Bryan said workarounds increase tremendously.
16. Safety Promotion Program – change to Building Safety Culture
Mr. Grizard commented that [the term] safety promotion grinds him a bit.  Agreed.  Building a safety culture.  Is safety marketing more honest?  Safety advancement.  The cultural issue still needs to be tackled. Building safety culture – he noted:

·  Priorities change, values don’t.

· Bullet one – to identify root problems and attitudes, will they take short cuts. 

· Bullet two – strike sentence 2 out.Use behavior based?  Front line safety practices instead of behavior based.

Mr. Grizard commented that that is what they left out.  Maybe a principle or a practice.  Multi-layered communication up and down the organization.  It is part of the safety culture.  Network safety. Communications would fall under that.  
Action Planning/For Next Meeting:
Each member was advised to take their section or piece and add more principles and practices where necessary.  Each was requested to develop at least a paragraph that is detailed enough to convey their message without getting into the weed.  Each member was asked to e-mail their edits to Mr. Bryan with enough lead time for him to incorporate them before the next teleconference scheduled for November 17th at 2 pm Eastern time.  It was also noted that the group is scheduled to have another in-person in Washington D.C., on January 26th and 27th during the TRB conference.
Action Items:  
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· Check new printout for assignments.
· Funding Resource and Training Requirements for Successful Implementation – Pam McCombe
Mr. Watt mentioned incentivizing safety noting that safety is mistaken for security and no grant money is allotted to safety at all. Can we lobby for legislation that isn’t moving anywhere. To what extent would that help.  Resources are being diverted about the safety culture that we need to address in the organization. Is there a method to examine different methods for allocating funds, or having a separate funding source. 
Mr. Walker suggested that they refer back to the tasking statement and limit their recommendations to what is requested.    
Mr. Grizard said set a standard in the industry, and go for funding from that.

· Consider training resources and funding requirements. But what is the right mechanism.

· The requirements – need funding and training requirement

· Sense of vulnerability, awareness, committed to safety. Invisible commitment.  That can be done at summit and direct from FTA if we want it.  Or from the agency level. In terms of funding, do we have a separate funding source for that? For now suggest separating that out.

· Supervisors are unclear about responsibility for training.  Ensuring accountability, leadership training is needed.  

· Observation program training, for helpful feedback.  Shift out of punitive mode to assistance.

· Root cause analysis.  Move from blame culture.

· Perception surveys. 

· Drills. 

· Close call incidents

· Development of leading and lagging indicators

· Discipline training

· Guidance document.  Would be helpful in implementation of programs described.

· Comments:

· Are those subsets of the supervisory, yes they are.

· Perception surveys and drills, are those supervisory, no, at all levels. Directed to all employees.

· Training for SSOs, you’d want to identify your safety staff, environmental, hazard,  need to identify specialty training – brings up a good point maybe we should say the safety department needs special training.  Yes.  As with SSO requiring special training. They should be certified.  More at the agency level. 

Ms. Bridges said there are challenges as a state agency, qualifications, they map out training even with their oversight it’s a challenge. 

Mr. Bryan commented that in terms of detail, let’s keep the focus on training. What would be useful, aside from money issues, a way to capture, to get this across to the administrator?   

Mr. Flanigon commented that training plans for different job categories is one level that they want to incorporate; how detailed do they need to go. He noted that he likes the idea of first executive leadership training, gets the idea that it has to start at the top, and should make the cut.  This is all very good.  This could go in the other document as the training piece.  The practice you are suggesting that line supervisors do identification and analysis, giving them that kind of job.  Is that a practice that should be incorporated?  Definitely. 
Mr. Grizard added that they outsource job safety analysis, and send their lead personnel though that class as well.  The tendency is, what are they going to spring on us now. 

· What is the hazard here? You have to be able to teach that.

· Shifting safety responsibility, that shift has to happen.

Mr. Bryan said he would broaden this beyond training, load shift, to front line supervisor, and incorporate a lot of the training that is required.  The level of detail might be too much.  Now let’s talk about resources – addressing Mr. Flanigon he said this is going to take more money, how to put a price tag on it.  
Mr. Walker noted that they are identifying resource requirements. Each entity will have its own price or cost for implementing. 

Ms. Lee commented that before getting bogged down in the funding issue, she can provide a broad statement, a blurb clarifying that some portion of the budget needs to be allocated or for identifying additional funding sources.  The agency’s budget.  Putting in an exact figure isn’t possible.

Comments on training: 

· TSI has courses, a curriculum toward competency… there would be a lot of ways to pursue this, train the trainer effort, they should stipulate, executive training with critical skill areas.  
· How to perform safety planning, safety leadership, what kind of controls need to be in place in an organization and control safety function, what are the relevant measures, where to make corrections.  Here’s where there are items that need correction.  Success rate if the General Manager gets to the hands on levels.  TSI training, challenges in the implementation of training.  It’s as if they didn’t take the training.  We’re not making them responsible for safety.  If you make them do the analysis, only until then.  Training is not the holy grail, so don’t look at it that way.  
· FTA is looking at training, Transit Safety 101 or academy.  Peer exchanges.  Scenario planning, FHWA.  How to do this, what is the process? The local approach. 
Mr. Bryan commented that the last piece needs a little more work, funding – all this data analysis.  The development of the leading indicators. Is what we should move to.  No one has a statistician these days. 
The following assignments were noted:
· Risk management and hazard - Bill and Ed (close call) and Willie

· Safety assurance Georgetta Gregory
· Managing change – Jeff Bryan
· State of good repair – Mike Flanigon and Bruce Walker
· Safety Culture – Jeff  Bryan
For resources the following was noted: 

· Skills and positions needed – identifying types of skills in short supply – should be generic – contracting out, need resources too.  
· Is there a particular kind of statement that you would need to make, about skills that more are needed?  
· Is there a number of safety staff that you need.  
· Industry practice.  Industry recommended practices on staffing are needed.  Can we do that, a standard for APTA? Can we make that an agenda item?  Not sure it’s regulated these are recommendations to the administrator.  This is going to take more funding. Resources would be a challenge.  We need a better analysis.  Agencies need to assess based on number of employees for SMS to address safety employees or number of employees needed.

· Back to the tasking.  Might be in Pam McCombe’s document.  Need a problem statement to get from here to there.  The barriers.  The concerns – care and feeding of your organization.  The way the operations are proceeding, so we need a statement to say how that can be resolved.  

The meeting concluded at 12:30.
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Federal Transit Administration
State Safety Oversight Program



FTA’s Approach to Safety Oversight

		Since the mid-1980s, FTA has worked to promote the system safety approach for the rail transit industry

		Between the mid-1980s and the mid-1990s: Through recommended practices, training, and the APTA Manual for the Development of Rail Transit System Safety Program Plans

		Since January 1, 1997: Through the requirements of 49 CFR Part 659

		MIL-STD-882 (military aerospace and weapons systems)
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Federal Transit Administration
State Safety Oversight Program



Limited Regulatory Authority

		FTA and the SSO agencies have limited regulatory authority:

		FTA prohibited by law from regulating operations

		SSOs generally have limited regulatory authority:

		To establish specific standards and regulations

		To inspect, audit, investigate and assess system safety elements and performance

		To certify, approve and accept

		To take action in cases of non-compliance
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Federal Transit Administration
State Safety Oversight Program



Uneven Success

		FTA SSO program audits and reviews show that 49 CFR Part 659 requirements are addressed inconsistently throughout the Nation

		With a few exceptions, SSO have:

		Limited resources

		Limited authority

		Limited technical expertise

		At transit agencies:

		Sometimes a paper exercise

		Sometimes not truly integrated into organizational fabric
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Federal Transit Administration
State Safety Oversight Program



Important Elements in Place…

		FTA’s existing SSO rule has supported the creation of system safety components – individual plans, policies, and programs
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Federal Transit Administration
State Safety Oversight Program



Moving Forward

		Transit industry and SSO experience with 49 CFR Part 659 provides a foundation

		 Experience applying system safety concepts involves many of the same the tools and processes that form the basis of Safety Management Systems (SMS) as well as other safety planning models  used in high risk-high consequence industries
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Federal Transit Administration
State Safety Oversight Program



SMS Four Pillars
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Federal Transit Administration
State Safety Oversight Program



SMS Pillar One – Safety Policy

		49 CFR Part 659 requires Safety Policy concepts 





	While,



		SMS provides greater focus on the impacts that management and organizational culture have on safety
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Federal Transit Administration
State Safety Oversight Program



SMS Pillar 2 – Safety Risk Management

		49 CFR Part 659 provides a useful framework 



While,

		SMS “looks harder” for hazards and focuses on the prevention of potential accidents

		Precursors are treated as seriously as actual accidents
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Federal Transit Administration
State Safety Oversight Program
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SMS – Hazard ID & Reporting



With SMS, there are no platitudes about 

reporting hazards through an “open door 

policy.” In an SMS environment, there are 

policies and procedures for employees requiring: 



		If you see something…YOU SAY SOMETHING!

		If you think it is wrong…YOU QUESTION IT!

		If you know it is wrong…YOU STOP IT!

		Either way…YOU REPORT IT!









*







Federal Transit Administration
State Safety Oversight Program



SMS Pillar Three – Safety Assurance

		49 CFR Part 659 includes safety assurance elements



	While,

		SMS actively focuses on: 

		Continuous safety performance monitoring and measurement

		Management of change

		Continual improvement
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Federal Transit Administration
State Safety Oversight Program



Safety Assurance

		To ensure that the organization is doing what it is supposed to be doing

		To ensure that what the organization is doing is effective

		To measure the performance of the organization over time

		To predict future performance and anticipate trends, challenges and concerns

		Move from reactive to proactive to predictive
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Federal Transit Administration
State Safety Oversight Program



SMS Pillar Four – Safety Promotion

		SMS emphasizes promotion of safety



     

While,



		49 CFR Part 659 does not directly address Safety Promotion
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Federal Transit Administration
State Safety Oversight Program



SMS – Safety Promotion  
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Federal Transit Administration
State Safety Oversight Program



SMS – Management Accountability

Safety is integrated into all jobs 

at all levels
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Federal Transit Administration
State Safety Oversight Program



Conclusion: SMS Principles can Enhance Existing System Safety Practices
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659 Elements
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On leadership and 

Organizational culture 
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Discussion

Slide *





*







O

K

?

=< VH,OZ T.U\
& %ov

&

&
States of ©




A

o/

U.S. Department
of Transportation

Federal Transit
Administration




A A

SAFETY POLICY
« Policy Statement
* Organizational Structure

¢ Procedures

SAFETY ASSURANCE
¢ Internal Audits
« External Audits

« Corrective Action

SAFETY RISK
MANAGEMENT

* Hazard Identification

* Risk Assessment

« Risk Mitigation and
Tracking

SAFETY PROMOTION

* Culture

e Training

+ Communication





SAFETY POLICY

* Policy Statement

o Organizational

Structure

e Procedures





OUR SAFETY OBJECTIVE IS
“A CONTINUOUS REDUCTION IN MISHAPS”

ACCIDENT
SNCIDENIN

CLOSEICALLS

We must be vigilant to FIND
the next POTENTIAL accident
and prevent it from HAPPENING





SMS: What it is and is not...
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* Not a substitute for compli-
ance
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safety
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What it is:
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* SMS completes the system
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Safety Management Systems  and High Reliability Organization Principles



 TRACS Work Group 1
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SMS Principles



Safety Policies

		Safety management must be seen as an integral strategic aspect of business management, recognizing the high priority to safety

		Safety is most effectively managed when it is integrated with other management activities and managed in the same way.

		Health and safety risks are recognised as a risk to business performance



Safety Risk Management

		An organization’s ability to manage risk is associated with its awareness of the level of risk posed by its operations and with the ability to plan and implement the detail necessary to reduce the likelihood of an unpredictable outcome
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SMS Principles

Safety Assurance

		Any unsafe act, unsafe condition, near miss or accident is a symptom of a possible failure of the management system 

		Focus on achieving success not just on avoiding failure

		Observation and feedback lead to safe behaviours.  Effective feedback occurs via behaviour and person-based coaching



Safety Promotion

		The safety-management system should take account of, and shape, the culture of the organisation  This is accomplishes through implementing systematic processes for promoting safety as a core value with practices that support a sound safety culture

		An atmosphere of trust is essential in which people are encouraged for providing essential safety-related information
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SMS Practices

		Safety Policies

		Leaders of the organisation set and communicate a clear direction for the organisation that reinforces a consistent approach to health and safety.

		Health and safety policy recognises that managing health and safety risks is not a separate function but an integral part of a productive, competitive and profitable organisation

		Comprehensive policies and meaningful safety standards are in place that define the organization’s approach to managing safety.

		The written safety management system presents a clear approach to managing safety.  It shows how the organisation proactively controls risk through continual improvement of its internal arrangements

		Clear understanding of the overall health and safety program and everyone’s roles and responsibilities within the organization for the success of the program.  Health and safety responsibilities are allocated with the same consideration as other business responsibilities.
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SMS Practices

		Safety Risk Management

		Implement a process for identifying safety issues and concerns, including those associated with human factors, third parties, and significant changes to operations

		Evaluate and classify risks by means of risk assessment

		Robust, data-driven safety risk management processes are embedded within the operational system

		It is impossible to safeguard a system or control risks adequately without first identifying the hazards. The hazard identification process is a kind of “safety brainstorming”. Identify as many hazards as are possible and credible.  Through this process one develops a preliminary hazard list (PHL).

		 Gather reliable data on operational performance, safety, maintenance, close calls,  and training and develop systems for performance analyses of this data
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SMS Practices

		Safety Assurance

		Decisions at all levels that affect safety should be rational, objective, and transparent

		Involve employees in the development and implementation of the agency’s safety management system. Most risks are managed by people or teams carrying out the work.

		An organization must possess the willingness and the competence to draw the right conclusions from its safety information system and the will to implement major reforms

		Implement sufficient audits, inspections, safety assessments, monitoring and evaluations of the safety management system

		Safety Promotion

		Develop an organizational culture that values identifying, correctly analyzing, and correcting safety problems (ownership). Shift safety from a priority to a value (enduring vs. shifting)

		Implement systems for ensuring that employees and any other person to whom the transit agency grants access to its property, have appropriate skills and training and adequate supervision to ensure that they comply with all safety requirements

		Develop a culture in which an organization is able to reconfigure themselves in the face of high tempo operations or certain kinds of danger; often shifting from the conventional hierarchical mode to a flatter mode
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HRO Principles



		Sensitivity to operations. Preserving constant awareness by leaders and staff of the state of the systems and processes that affect safety. This awareness is key to noting risks and preventing them. 

		Reluctance to simplify. Simple processes are good, but simplistic explanations for why things work or fail are risky. Avoiding overly simple explanations of failure (unqualified staff, inadequate training, communication failure, etc.) is essential in order to understand the true reasons customers and staff are placed at risk. 

		Preoccupation with failure. When near-misses occur, these are viewed as evidence of systems that should be improved to reduce potential harm to patients. Rather than viewing near-misses as proof that the system has effective safeguards, they are viewed as symptomatic of areas in need of more attention. HROs aggressively seek to know what they don’t know

		Deference to expertise. If leaders and supervisors are not willing to listen and respond to the insights of staff who know how processes really work and the risks customers and staff really face, you will not have a culture in which high reliability is possible. 

		Resilience. Leaders and staff need to be trained and prepared to know how to respond when system failures do occur. 
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HRO  Practices

		Sensitivity to Operations

		Persuade  all staff to be continually alert to the unexpected and sensitive to the fact that in the face of the potential for surprise, any decision or action may be subject to false assumptions.

		Pay serious attention to operations, the front line, and imperfections in these features. They set in place operating practices that help people develop a collective map of operations at any given moment

		Create a climate where people feel safe to question assumptions and to report problems or failures candidly



		Reluctance to Simplify

		Counteract tendencies to simplify expectations through adversarial reviews, selection of employees with non-typical prior experience, frequent job rotation, and retraining.

		Develop capabilities for swift learning, flexible role structures and quick situational assessments
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HRO Practices

		Preoccupation with failure

		Encourage members to see close calls as a failure that reveals potential danger, rather than as evidence of successful disaster avoidance.

		Help people envision undesired outcomes so that they can expand the number of precautions they will take.

		Create a climate where people are wary of success and suspicious of quiet periods. They have a heightened concern for stability, routinization, and lack of challenge and variety that can predispose their organization to relax vigilance and sink into complacency leading to carelessness.

		Deference to expertise

		Work to create a learning environment that encourages variety in people’s analysis of the organization’s technology and ways of doing business. Establish practices that allow those perspectives to be heard and to surface information not held in common. Train people to manage these differences successfully.

		Create a set of operating dynamics that shifts leadership to the people who currently seem more likely to have an answer to the problem at hand.
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HRO Practices

		Resilience

		Encourage people to make knowledge about the system transparent and widely known. The more people who know about the weaknesses of their system and how to manage them, the faster they can notice and  correct problems in the making.

		Pay just as much attention to building capabilities to cope with errors that have occurred as to improving capabilities to plan and anticipate events before they occur.

		Establish pockets of resilience through uncommitted resources such as informal networks of people who come together on an as needed basis to solve sticky problems.

		Design the rewards and incentive programs to recognize the cost of failure as well as the benefits of reliability
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Safety Management and High Reliability Systems are dynamic and interactive

*

Safety Policies

Goals, methods, processes, expectations



Safety Risk Management

Process of assessing system and controlling risk



Safety Assurance

Means to assure adherence to policy



Safety Promotion

Leadership to change the safety culture













Risk 

Communication

Identify hazards

Assess risks

Control options

Take action

Monitor progress

Safety 

cycle













Safety Hazard/Risk Management

Program Elements



		Safety Management /High Reliability Systems are an integrated collection of policies, processes and behaviors to ensure a formalized and proactive, mindful approach to system safety through risk management 



		SMS/HRO establishes a safety philosophy and culture that permeates the entire organization in the monitoring and continuous safety improvement of operations











Implementing SMS Principles

		Define a program structure

		Set meaningful, minimum safety standards

		Integrate a programmatic approach to managing safety into the organizational culture. 

		Accountability

		Policies and procedures

		Training

		Create a learning environment

		Continual safety awareness and improvement of processes to lower risk

		Strengthen partnership effort between Federal government, transit authorities and states
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Characteristics of an Effective Transit Safety Program


1) Introduction  (Bernadette B., Henry H.)

· Scope


· Keeping CFR par 659 as core of safety management system


· What has been missing?


· How to move agencies toward best practices 

2) The Transit Safety Management System Model

· Overview of highly effective Safety Management Systems and High Reliability organizations


· What makes sense of these models for transit agencies

3) Policy, governance and leadership


A. Leadership (Eric C., Len H.)

Principles:


· Safety management must be seen as an integral strategic aspect of business management across the enterprise, recognizing the high priority of safety.  Safety risks are recognised as a risk to business performance 


· The CEO demonstrates commitment through active involvement to ensure safety throughout the organization.


· Collaborative process between labor and management


Desired practices:


· The Safety Director is a member of the executive team reporting to the General Manager.   As part of that team the Safety Director ensures that safety is fully integrated and managed as an everyday part of the business objectives.

· Senior management is regularly informed of the safety critical priorities and takes appropriate action to mitigate the hazard. 


· Includes process for external stakeholder feedback (e.g. customers) on safety issues to the agency.  

B. Safety policy (Bill G.)

Principles


Desired Practices


C. Board governance (Len H.)

Principles


· Executive members of the board /governing body show a commitment to identifying areas for improvement and effectively manage how the improvements are put into practice.

· Performance measures are used to continually encourage all levels of the organization to achieve the agency’s safety objectives and reduce the risk to the business


Desired Practices 


· Safety is measured at the corporate level and regularly reported to the Board of Directors.

· Incorporate the strategic value of safety explicitly in the agency’s mission, values, and vision.  The strategic plan includes a safety goal and objectives which are integrated with the other strategic goals.


D. Written safety management system (Bill G.)

Principles


· The written safety management system presents a clear approach to managing safety.  It shows how the organization proactively controls risk through continual improvement of its internal arrangements

Desired Practices


4) Organizing for a safety culture


A. Organizational culture & worker involvement (Jeff B.)

Principles


· The organization makes full use of its employees’ potential and actively involves them to develop shared values and a culture of trust, openness and empowerment. 

·  Employees are actively involved in developing processes and making the business successful and safe

· Safety activities and decision-making activities are given to the people who are best placed to carry them out.


· An atmosphere of trust is essential in which people are encouraged for providing essential safety-related information 


· An organizational culture that values identifying, correctly analyzing, and correcting safety problems (ownership).  Elevating safety from a priority to a value.

Desired Practices


· Involve staff routinely in assessment of the state of safety within the agency through perception surveys, 360 degree feedback, etc.


· Similar position employees proactively develop front line safety practices that can improve their area of operation or maintenance.  


B. Management and supervisory accountability (Pam M.)

Principles


· Management must establish clear safety roles and responsibilities throughout the organization


Practices:


· All supervisors have their own safety performance measures


· All supervisors have safety elements in performance appraisals


· Performance measures are cascaded through the organization so everyone is clear about in fulfilling the strategic goals. 


· All employees must have safety roles and responsibilities


C. Allocation of responsibilities (Willie B.)

Principles


· Individuals  throughout the agency show that they understand how their activities affect the safety of the organization

Desired Practices

· Safety activities and decision-making activities are given to the people who are best placed to carry them out.


· Health and safety responsibilities are allocated with the same consideration as other business responsibilities.  This makes sure that the right resources are available and used.

D. Internal communication

Principles


· Communications are highly effective up, down and across the organization

Desired Practices


· Develop multi-layered, multi-media outreach and communication at all levels of the organization

· There are arrangements for sharing information throughout the organization in order to promote effective reviews and continual improvement.


E. Competence management system (Certification, Training and Development) (Pam M., Ed W.))

Principles


· The competencies (knowledge, skills, experience and abilities) needed to work effectively, efficiently and safely are understood by the organization.  

· Recruitment, selection, training and continued development focus on meeting the agency’s safety objectives.

Desired Practices

· Appropriate training is provided to board members and the General Manager so they can understand the business risk of the organization.


· The executive team routinely seeks out best practice safety management systems that can improve their agency’s performance.


· Establish safety certification criteria required of key maintenance and operation positions within the agency.


· Management/Supervisor Training - Implement performance measures:  root-cause analysis, observation, job hazard analysis, job safety analysis


F. Organizational structure

Principles


Desired Practices

G. Record-keeping and document control

Principles


· Excellent organizations provide a reliable record of important decisions, and information gathered over the years, to demonstrate that they are controlling risk at all levels


Desired Practices

5) Planning and implementing risk management and hazard identification


A. Risk management (Bill G., Ed W., Willie B.)

Principles


· Removing risk at its source is part of a consistent approach and is reflected in the organization’s policies and practices

· Any unsafe act, unsafe condition, near miss or accident is a symptom of a possible failure of the management system 

· Encourage members to see close calls as a failure that reveals potential danger, rather than as evidence of successful disaster avoidance.


Desired Practices


· Establish a close call system that allows employees to report without retribution important near misses and unsafe conditions to a neutral third party.  (? of national, statewide, or by agency scope).  Data is analyzed to provide possible policy, process, or equipment modifications.

· Safety analyses should include relevant employee input (example of cross functional safety process improvement committees)  (Willie B)

B. Management of assets (Bruce W., Mike F.)

Principles


· Successful management meanss having systems in place to make sure that assets remain in a state of good repair so the agency can meet its business objectives safely, effectively and efficiently.


Desired Practices


· Implement policies and practices that promote full transparency and accountability of the operational state of good repair. 


E. Change management (process, organizational and engineering) (Jeff B., Bill G.)

Principles


· All new processes, modification of equipment or facilities should have some level of safety analysis


Desired Practices

C. Workload planning/ Human Factors

Principles


· Good planning will significantly improve the way an organization manages health and safety by making sure there are the right resources to carry out task


Desired Practices

D. Safe systems of work (including safety critical work) 


6) Safety Assurance: 


A. Proactive monitoring arrangements (Bill G., Len H.)

Principles


· Help people envision undesired outcomes so that they can expand the number of precautions they will take.


· Encourage people to make knowledge about the system transparent and widely known. The more people who know about the weaknesses of their system and how to manage them, the faster they can notice and correct problems in the making.


Desired Practices


· Develop a “portfolio” of risk management issues that can be elevated as an ongoing executive review and part of future management initiatives ( e.g. in the next year’s management  performance plan


B. Audit (Georgetta G.)

Principles


· Performance measures and audit programs are used to continually encourage everyone to achieve the organization’s objectives and reduce the risk to the business. 

· Variations from expected outcomes are reviewed to understand where the organization is failing and what corrective action is necessary to restore performance.

Desired Practices

C. Incident investigation (Georgetta G.)

Principles


Desired Practices

D. Management review

Principles


Desired Practices

E. Corrective action

Principles


Desired Practices

· Validate and verify corrective actions

· Corrective actions are linked to objectives set out in the safety management system to get the most benefit possible


7) Implementation Recommendations


F. Resources (Mary L.)


G. Training/Certification Guidance

H. Assessing Transit Agency Capability (Maturity Model)

I. Regulation vs. Guidance

8
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		TRACS Working Group 1

		10/26-27/10


MARTA


2400 Piedmont Rd, NE (Conference Room H)

Atlanta, GA 30324

POC FTA:  Bruce Walker,  (c) 202.713.1045


POC MARTA: Kimberly Williams (o) 404.848.6762



		



		



		Attendees: 

		

		

		



		



		Note taker:  Cassandra Oxley, Volpe Center

		



		Facilitator: Jeffrey Bryan, Volpe Center

		



		



		Agenda



		



		Safety Briefing

		Day 1

Georgetta Gregory

		8:00



		Welcome

		Mike Flanigon/Bill Grizard

		8:15



		Review of agenda and ground rules

		Jeff Bryan

		8:20



		Draft SMS/HRO Transit Model Outline

		Bruce Walker

		8:30



		Discussion on e-mailed read-ahead material


49 CFR Part 659 and SMS

SMS/HRO key principles and best practice summary


Building an SMS/HRO transit agency

		Bill Grizard/Eric Cheng/Ed Watt

Break

Mike Flanigon

Volpe Presentation


Group Discussion

		8:35

9:30

9:45

10:15

10:30



		· Defining HRO/SMS for the transit industry


· What are the desired principles or characteristics of an effective rail transit organization

		

		



		

		Lunch

		12:00



		Recap of morning’s discussion

		Jeff Bryan

		1:00



		Building an SMS/HRO transit agency


· What would be the key organizational features? (policy, practices, structure, stakeholder relationships, training, culture, etc.)


· Any desired changes of current laws or regulations?

		Group Discussion

		1:15



		

		Break

		3:00



		· What are the gaps between the ideal model and present reality?

		Bill Grizard

		3:15



		· What issues need to be resolved to fill the gap? 

		Whole Group 

		3:30



		Close for the Day

		

		5:00



		

		

		



		

		Day 2

		



		Review of yesterday’s activities


Refining the Model 

		Jeff Bryan

Group Discussion

		8:00


8:30



		Refining the Model

· Funding, resources, and training requirements


Action Planning/Next Steps

Concluding Remarks

		Break


Group Discussion

Pam McCombe/Jeff Bryan

Jeff Bryan


Mike Flanigon/Bill Grizard

		10:00


10:15


11:00


12:00


12:50



		



		Additional Information



		



		








