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When moving an organization to a different 
way of thinking (before a significant event 

occurs), it is imperative to thoroughly understand 
the organization’s present way of thinking and 
acting, and work incrementally toward the new 
way. Many organizations rely on good and bad 
outcomes to evaluate the health of their approach. 
No organization that maintains high-order safety 
expectations (e.g., zero injuries, no harm) can wait 
for outcomes to prevent outcomes. The first step 
in changing that perspective is understanding the 
commonality between business and safety out-
comes. Using readily assessed organizational risk, 
symptoms and indicators of potential unwanted 
outcomes can facilitate this process. The key 
points in this article will help the OSH profes-
sional shift organizational thinking and decision 
making in the right direction.

•Recognizing the present value for outcomes 
and helping the organization see the hidden risk 
behind good and bad outcomes.

•Building management’s ability to see the visu-
al indicators of future safety and business issues.

•Using patterns rather than discrete personal 
behaviors and findings to facilitate process change 
and engagement. 

•Teaming with other functions to create a risk 
management business case where significant 
safety issues exist.

OSH practitioners and business leaders must 
appreciate the relationship between unwanted 
safety and business outcomes to move safety 
closer to the business core. The first article in 
this series, “It’s Always Bigger Than Safety” (PS, 
Jan. 2018), outlines a cause-and-effect relation-
ship from organizational culture to unwanted 
outcomes. To make organizations more proactive 
than reactive, we must start with what organi-
zations and their leaders measure and respect. 

Principally, that is results or outcomes. This article 
illustrates the indicators of unwanted safety and 
organizational outcomes in a manner that will 
raise the capacity of the OSH practitioner to im-
prove both the health of the business and safety. 
To be successful at this approach, unwanted out-
comes of all types must be viewed by leaders as 
indicators and symptoms of more systemic issues, 
rather than problems to chase and fix. This ap-
proach uses safety as an indicator, not a solution. 

Valuing Patterns More Than Outcomes
A good example of chasing safety symptoms 

versus valuing patterns comes from a manufacturing 
client that asked my team to assess the health of its 
safety inspection program. The OSH leader of the 
plant was concerned that the supervisor inspec-
tion process was not effectively identifying safety 
issues in the work area. Her concern came from the 
realization that recent incidents were caused by haz-
ardous situations that should have been identified 
and corrected by weekly inspections. After review-
ing 6 months’ worth of inspection reports, patterns 
started to appear, such as one relating to pallets. 
There were 15 findings related to pallets, with issues 
such as “pallet in walkway,“ “pallet blocking fire 
extinguisher,“ “pallet blocking access to electrical 
panels” and “damaged pallet with protruding nails 
in work area.“ Seeing this, our team could not help 
but ask, “Is this the same pallet?” The follow-up 
question was, “We have seen all the wrong places 
for this pallet, where is the right place?” The team 
discovered there was no right place.  

Every pallet finding was looked at as a discrete 
internal safety compliance issue and, for each 
finding, an action was taken to achieve compli-
ance by moving the pallet. At the root of the 
perpetual pallet-related finding/fixing cycle were 
purchasing, process layout, material handling 
and planning issues that had a clear negative 
operational and business impact. Upon further 
investigation, the organizational implications of 
the pallet issues were much more significant than 
the apparent symptoms. This is often the case in 
situations where such patterns exist.  

Safety & Business Outcome Management 
Understanding that workplace decisions are 

facilitated by the worker’s environment (at work 
and beyond) enables an organization to see the 
results of these decisions as outcomes. Outcomes 
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Business Class

This article series chronicles the principles and techniques that readers 
can apply to transition safety and the safety profession closer to the core of 
what organizational leaders value. The foundational philosophy is that safety 
challenges stem from larger organizational issues. By understanding the core 
business values, OSH professionals can begin to work from the inside out to 
engage business leaders, rather than the typical outside-in approach to inte-
grating safety with business. If leaders can tap into this information, they can 
use it to improve the organization as a whole, and move safety from a purely 
moral imperative to an indicator and facilitator of organizational health.
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that provide excessive risk are then considered 
unwanted while injuries, fatalities, catastrophic 
events and serious near-hits are commonly 
considered unwanted safety outcomes a wider 
range must be acknowledged. When unwanted 
OSH outcomes are viewed as the manifestations 
of risk, then where excessive OSH risk exists, a 
similar potential for unwanted business out-
comes also exists. 

Most measures used to evaluate the perfor-
mance of organizations are typically outcome-
related, such as products delivered, services 
performed, earnings, acceptable or unacceptable 
quality and employee turnover. Some organiza-
tional values such as safety and ethics are more 
closely tied to the appropriateness 
of the decision-making process (the 
how) rather than outcomes (the what). 
Therefore, the effectiveness of safety is 
more appropriately measured by how 
the game is played rather than just the 
final score.

Because poor processes can yield 
good outcomes for long periods, it is 
important to validate the reasons for 
consistently good outcomes. Whether 
they be the lack of injuries, inspection 
findings, quality turn-backs or customer 
complaints, the reasons for and sustain-
ability of these good outcomes must be 
assessed to understand if the culture, 
system and process health match the 
outcome. Therefore, an organization 
must check the health of processes 
associated with its most critical impera-
tives (e.g., safety, quality), independent-
ly of their outcomes.

Using Safety to Predict  
Organizational Issues

Most businesses and their manage-
ment teams make decisions based on 
hard data. Although this article series 
focuses on how to integrate OSH and 
the profession into the business core, it 
does not mean that we should com-
promise our senses, uncomfortable 
sensations and wisdom. A savvy OSH 
professional hears, sees and smells risk. 
Often this information comes from 
a history of dealing with unwanted 
outcomes, and, most importantly what 
was in play just before the event oc-
curred. This capacity is priceless, but, 
unfortunately, not always appreciated 
in the business world. In concert with 
the science of a robust OSH approach, 
savvy OSH professionals should blend 
in the art of sensing risk potential. 
When using this skill set, risk that is not 

captured by even the most robust risk assessment 
and management processes can be detected in the 
work environment prior to unwanted outcomes.

Fundamental indicators of operational safety 
are readily observable practices, behaviors, 
situations, conditions, equipment and tools. 
These indicators can be assessed by an observer 
with little formal safety or process knowledge. 
Not only are they readily observable, they are 
personal. These attributes provide safety with a 
distinct advantage over other business impera-
tives such as profitability and quality, and their 
measures. Observing someone using a table saw 
without a guard or reaching into a snowblower 
chute elicits a reaction that is instantly and per-

TABLE 1
Example Indicators of Forklift-Related Risk
Indicator	 Examples	
Design of work flow •Forklifts and pedestrians working in the same footprint 

•Frequent forklift/pedestrian interaction required 
•Inefficient material flow 
•Large loads that obstruct vision 
•Close operational tolerances 

Operational 
dynamic 

•Quantity and frequency of material movement does not match 
availability/capacity of forklifts and operators 
•Reactive nature of business 
•Unhappy customers 
•Operational value for expediting payloads 
•Production incentives that conflict with safe operation 
•Dysfunctional material workflow upstream or downstream 
from material handling 

Low-level controls •Training 
•Communication 
•Yellow lines, signs, mirrors or lights as the primary protective 
measures for drivers and pedestrians 

Damage from 
forklifts 

Damaged product racks, bollards, ceilings, pallets or shipping 
containers/trucks 

Operator/pedestrian 
decisions 

•Pedestrians and operators not following rules 
•Skid marks/damage to lift and facility 
•Stories from employees 
•Pedestrians placing themselves in harm’s way 

Operator evaluation •New drivers 
•Questionable quality of training 
•No evaluation of capacity in real world situations/environment 
•Poor operator upkeep of equipment 

Capacity 
impairments 

•Compromised eyesight or hearing 
•Stress 
•Drugs/alcohol 
•Distractions that impair situational awareness (e.g., noise, 
chasing problems, cell phones and multitasking) 
•Poor forklift maintenance/operating condition 

History of excessive 
risk 

•Stories from employees 
•Observations and inspection findings 
•Forklift drivers with records indicating poor capacity/practices 
•Ineffective corrective measures 
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sonally relatable to each individual who sees the 
situation. That is why, “Would you let your son 
or daughter do this job,” is a great risk-leveling 
question to ask when walking through an opera-
tion with a line leader. The question instantly 
calibrates a safe enough threshold between 
a person’s family and workers. Leaders must 
recognize that employee decisions on personal 
safety risk can mirror their willingness to take 
risks with operational expectations. Therefore, 
if safety and business risk are closely related, 
shouldn’t organizations use safety indicators to 
predict and avert unwanted business outcomes?  

Reality Checking Safety Data 
To predict and prevent unwanted outcomes, 

an organization must gather good quality data 
and understand the learnings offered. In today’s 
operations, a multitude of data is collected and 
processed every day. We must use and appreciate 
our data, but not be blinded by it. While the data 
on the dashboard of a modern-day automobile 
is informative and useful, it is still important to 
look out the window. When the human brain is 
programmed with predictive indicators and paired 
with heightened senses, it makes for a powerful 
predictive mechanism.  

A successful organization with a healthy 
organizational culture should never discount 
the value of savvy employees using their senses 

and wisdom. The goings-on in a work environ-
ment should correlate well with the data used 
by management to measure operational health. 
If significant differences exist, there are systemic 
reasons that typically extend beyond a single 
discipline such as OSH. For example, if an OSH 
professional has ever toured a work area with 
a record of no reported incidents and said to 
him/herself, “I cannot believe that no one has 
been injured here” it is a great example of a data 
versus senses dilemma. A savvy OSH practi-
tioner should be able to use his/her senses to 
identify risk and potential indicators of risk, then 
compare that information with the data from 
OSH systems, programs and measures. To gain 
success with this approach in an environment 
that thrives on outcomes and outcome measures, 
the OSH practitioner needs to make this art into 
a skill set that others can use and appreciate. 

Table 1 (p. 39) illustrates examples of informa-
tion that can be readily gathered in a workplace 
by careful observations coupled with a series of 
inquisitive questions. This predictive informa-
tion reveals many modes of exposure and control 
failure coupled with a high-severity hazard (the 
moving forklift). If this data is not appreciated by 
management, it may be because of the way that 
it is presented. If management is calibrated to 
outcomes rather than risk, prioritize and quantify 
the data into business outcomes.

FIGURE 1
Combining Risk & Quantifying Business Impact
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Framing Cross-Functional  
Business Risk

Although the risk data in 
Table 1 may already be docu-
mented in your organization, 
it may not be represented 
in a failure sequence that 
combines all the associated 
business risk. An example of 
this can be found in Figure 1, 
which represents a sample of 
the many risk elements iden-
tified in Table 1 (p. 39) that 
can be collected by observa-
tions in the work area. These 
historic and potential failure 
modes and outcomes can 
also be collected in the area through observations 
and conversations with workers. The outcomes 
are quantified to show the operational, financial 
and safety exposures to the organization. OSH 
professionals should team with and collect risk 
data from other functions such as maintenance, 
quality, human resources and production to make 
a powerful cross-functional business case. Even if 
OSH is a high-order concern in an organization, 
the other business imperatives should always be 
brought into the equation to add horsepower to 
the decision-making process. If outcomes get 
management’s attention, quantify the outcome in 
way that ensures that it gets to the top of the list. 

Recognizing Patterns as Outcome Predictors
“Outcomes are never anomalies.” This should 

be an organizational mantra. If an organization 
believes this to be true, it is less likely to focus on 
fixing discrete outcomes such as malfunction-
ing people, equipment and tools and focus more 
on the patterns associated with these outcomes. 
Conversely, this principle can also be applied to 
ignoring long strings of positive outcomes.

Patterns can be seen as commonalities (e.g., 
traits, acts, tendencies or other observable charac-
teristics) between seemingly dissimilar symptoms 
or events. For example, a pattern may be a lack of 
compliance or discipline associated with proce-
dures, rules, customs or expectations. Symptoms 
of this might include inconsistent use of required 
PPE, tools not returned to the proper location, 
wrong tool used for the job, equipment stored in 
the wrong area, failure to inspect equipment prior 
to use, making a part to the wrong specification, 
incomplete recordkeeping, improper servicing of 
equipment, spills and damage to the facility not 
reported and employees not clocking in properly. 
Although many of these issues may be analyzed 
separately in an organization by different process-
es and people, they represent a pattern.  

Patterns can also take on a positive appear-
ance, such as a history of no reported injuries, no 

findings on internal inspec-
tions, records consistently 
completed, measurements 
that are consistent, employ-
ees with no questions or 
safety issues during toolbox 
talks. My dad used to say, “If 
something looks too good 
to be true, it probably is.” 
Consistency of excellence is 
difficult to achieve without 
robust culture, systems and 
processes, especially in a 
dynamic organizational 
environment. Patterns of ex-
cellence should be evaluated 
to determine their validity, 

similar to patterns of failure. Where such pat-
terns are observed, the organization’s concern 
should focus on high-severity hazards (e.g., 
potential for fatalities and serious injuries, cata-
strophic product failure, business impairment, 
harm to the community) where worker decisions 
are the primary control, such as following rules, 
procedures, training expectations and go/no go 
directives. Although unwanted outcomes associ-
ated with these hazards may not have occurred 
or been reported, the risk of outcome occurrence 
is now elevated.  

In organizations where peer-to-peer sup-
port and accountability is weak, patterns can be 
used to facilitate discussions about operational 
health. When workers are uncomfortable speak-
ing with each other about safety or trade unions 
do not support employees observing the work 
habits of their peers, elevating the discussion 
to patterns alleviates many of these concerns. If 
organizations can value patterns over chasing 
anomalies like the pallets, then the actions of 
workers become part of the solution rather than 
the problem. Developing a process that supports 
workers recognizing and reporting patterns is 
good for safety and the business.  

Conclusion
Unwanted outcomes, such as safety issues 

related to the pallet, are just entry points, the 
cracked open door from which organizational 
reasons and solutions can be found. If leaders 
see the door as the problem and close it, they 
lose the opportunity to find the systemic (orga-
nizational) reasons and solutions. This facilitates 
the opening of more doors, which relegates the 
organization to a reactive mode of open door 
finding and closing. The OSH profession has a 
tremendous set of skills and an opportunity to 
help organizations improve beyond the realm of 
safety. Applying the key points in this article will 
facilitate organizational decision making toward a 
more proactive approach.

Tell Us What You Think
What challenges do you have 

integrating yourself and the OSH 
function into the organizational 
core? 

Is there a particular challenge 
that you would like to see ad-
dressed in the “Business Class” 
series?

Have you applied any of the 
principles in this series? Do you have 
a story to tell? If so, we would like to 
hear from you.

Send an e-mail to the author at 
opxsafety@cox.net.


