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Traits of a Positive Safety Culture 
(NRC) 

 Leadership Safety Values and Actions—Leaders demonstrate 
a commitment to safety in their decisions and behaviors 

 Problem Identification and Resolution—Issues potentially 
impacting safety are promptly identified, fully evaluated, and 
promptly addressed and corrected commensurate with their 
significance 

 Personal Accountability—All individuals take personal 
responsibility for safety 

 Work Processes—The process of planning and controlling 
work activities is implemented so that safety is maintained 
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Case Study 1: January 15, 2009 US 
Airways Flight 1549 

 Leadership Safety Values 
And Actions 

 Problem Identification 
And Resolution 

 Personal Accountability 
 Work Processes 
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Presenter
Presentation Notes
Bird strikes in both engines.  The captain glided aircraft, tail first, into the Hudson River.

Leadership safety values and actions Even after the successful landing on the Hudson River, the captain’s commitment to the safety of others was evident. Before leaving the cabin, he walked up and down the aisle twice to make sure everyone was out. Once he was out of the cabin, he instructed the rescue boats to take care of the people on the wings first because those in the rafts were already safe. His commitment to the safety of others before thinking of himself is a reflection of his strong leadership skills

Problem identification and resolution Both pilots identified issues potentially impacting the safety of the passengers and crew. They fully evaluated and quickly addressed the corrective measures needed. Each pilot adhered to his role and responsibilities while the captain planned the landing – wings exactly level, nose slightly up, survivable descent rate; touch down just above minimum flying speed but not below it. All of these things needed to happen simultaneously	

Personal accountability From the captain to the co-pilot, flight attendants, passengers and emergency responders, everyone’s contribution was critical to the success of the emergency landing and rescue. Everyone was accountable for their actions which played a significant role in maintaining safety for the passengers and crew

Work process Having just recently completed training, the first officer recognized the warning signs of the abnormal event. He, therefore, located the quick reference handbook and followed its processes, which gave him greater control of the situation to maintain safety for all passengers 	

	




Case Study 2: April 2010 Upper Big 
Branch Mine Explosion 

 Leadership Safety 
Values And Actions 

 Problem Identification 
And Resolution 

 Personal Accountability 
 Work Processes 
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Presenter
Presentation Notes
On April 5, 2010, a series of explosions occurred inside the Upper Big Branch (UBB) mine in southern West Virginia. Twenty nine coal miners working for Performance Coal Company lost their lives in the “largest coal mine disaster in the United States in 40 years.”

Leadership Safety Values and Actions One specific work process that the company leadership had in place was to illegally provide advance notice to miners of MSHA inspections. This was a flagrant violation of Section 103(a) of the Federal Mine Safety and Health Act of 1977, as amended.
 	
Problem identification and resolution “…when a worker told [the] foreman about the air reversal, [air moving the opposite direction of where it should have been in order to properly vent the mine] ‘He didn’t say nothing, he just walked away.’”  The preshift, onshift examination system—devised to identify problems and address them before they became disasters—was a “failure.”

Personal Accountability In the weeks preceding the disaster, investigators found that one UBB foreman’s hand held methane detector had not been turned on, even though he filled in examiner’s books as if he had taken gas readings. “This data [integrity issue] raises doubt about the daily and weekly air readings and other data recorded by the crew foreman in the weeks leading up to the
disaster.”

Work Processes  “In instances in which a section boss did halt production because of a dangerous condition, such as wholly inadequate ventilation, he was instructed to write only ‘downtime.’ He was
not to create a record acknowledging a potentially deadly situation.”




Security Photo 
of the Week 
• Fire extinguisher is 

safe from thieves and 
vandals 
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