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Introduction

Zero injuries: a noble objective or false hope?  Competing agendas, resource demands, poor decision-making, and the variable skills and abilities of those assigned to reach this goal can interfere with the successful execution to reach a zero injury status.  Although U.S. work-related fatality and injury rates show declines in recent years, many companies use the phrases such as “zero injury” as the building blocks of their safety initiatives.  How do these firms reconcile this with their workforce realities, since occupational injuries do occur?

This paper will offer readers background on the science behind the illusive yet desirable goal of “zero injuries”.  This paradox will be reviewed along with tactics safety professionals can use when balancing the needs of corporate budgets, initiatives, and front-line employee safety.  In addition, the paper will offer real-world examples of how a balanced approach is successfully executed.

Zero Injuries and Statistical Probability 

For the past several years, safety professionals have begun to embrace the concept of “Zero Injuries”, a goal that suggests that zero injuries/accidents in the workplace is possible to obtain. On the surface this concept appears to be noble and worthy of praise. If doable, the processes, tools and strategies developed to implement and maintain this achievement must be shared, and specifically, adopted by all organizations seeking to be “best in class” from a safety perspective.

Zero injuries are used to promote workplace safety initiatives, so it makes sense that many safety professionals have jumped on the bandwagon. However, others are puzzled by this concept because the definition of zero injuries leans toward ambiguity. While most organizations have no compunctions with regards to striving for such an achievement, these organizations also recognize that a zero injury goal is no more than an appealing slogan and not mathematically possible.
Edwards Deming and other quality experts have warned against the use of slogans, pledges and campaigns. When such pledges and campaigns are implemented in the workplace organizational leadership is required to seek “buy-in” from employees, requiring endorsements in the form of pledges and/or campaigns. Employee buy-in is then assumed and acknowledged by employees to work safely and to also become their brother’s keeper - watching out for each other’s safety. These experts argue that the slogans such as “zero defects/accidents” may lead to unintended consequences and could have a negative impact on the culture of an organization. They could also impede real effort to drive continuous improvement.

Gilmore (1970) summed up this concept with the following:
	“Elimination of all accidents is an impossible goal regardless of the degree of emphasis.”
Gilmore implied that accidents will occur provided the capability (people within a work environment) for them to exist. He hypothesized that whenever there is a potential for accidents to exist, a statistical probability will also exist. The accident will occur at the frequency dictated by mathematical probability. In other words, Gilmore posits when accident potential exists, it is not a question of whether the accident 
will happen, but when it will happen.

The logic behind the zero injury concept can best be summed up by the Construction Industry Institute (CII), an organization that many consider the foundation of this concept. The CII provides the following rationale to support the mission of zero injuries: “It is the employers’ goal of their employees that zero injuries is a desired operational outcome of work.”

The CII argues that they are simply asking for a zero injury commitment from managers and workers to work injury free. They further state that there are a series of motives why the zero injury concepts should be rule, and not the exception.

The CII initiated a task force that identified five “High-Impact Zero Injury Safety Techniques”.  Employers that have adopted these techniques have reaped the benefits of zero injuries for extended periods of time. While most of the employers were large construction contractors, the results can be easily transferable to other industries, both large and small.

Nelson (2003) provides an overview of how zero injuries can be achieved in the workplace. He indicates that zero injuries are accomplished by the effective utilization of “best practices” of safety management strategies. He also suggests that these strategies can be verified by research findings. Linking identified management practices that focus on integrating safety into normal business practices ensure worker safety at the end of the work day.

A cursory literature search on this subject resulted in a significant number of publications that support and or refute this concept zero injuries. It is not the author's intent to analyze these different perspectives, but to suffice to say they can be summed up by stating that many authors have written on the necessity of striving for zero incidents and consequently, many safety professionals have embraced this idea.

On the other hand, many authors have argued that the possibility of an organization obtaining a zero injury goal is...zero. For example, Ormond and Solomon (2014) provide a compelling argument against zero injury campaigns and profess that these campaigns lean more toward style over substance.  The authors suggest that organizations that jumped on this campaign bandwagon, possibly prematurely, have failed to meet this goal. They further indicate that safety performance within organizations embracing zero injury concepts eventually plateau, travel backward, or even experience a significant loss described as “unforeseen” by those involved.
Many of the concepts used in the quality management domain are transferable to the field of safety. Quality management professionals have embraced the concept of Six Sigma, which is defined as 3.4 defects per million opportunities. To be able to perform at a Six Sigma level is in itself a remarkable goal to achieve. Unlike zero however, Six Sigma is clear and consistent with the laws of probability.  
If quality and safety management processes are transferable, safety professionals would be better served by promoting a Six Sigma philosophy with the intentions of striving for continuous improvement, thus reducing the variation within the system.

Six Sigma methodology is an excellent tool used for fine tuning processes, including safety processes to achieve outstanding performance. Six Sigma methodology is also grounded in statistical methods easily understood. In order to understand Six Sigma’s statistical methods, it is imperative to have a basic understanding of probability.  Probability is the measure of the likeliness that an event will occur. In layman’s terms, something will probably happen every time something else happens. Probability is then measured as a number between 0 and 1, where 0 suggests an event will not occur and 1 suggests confidently the event will occur.

Six Sigma methodology view probability characteristics as either discreet or continuous; a discreet characteristic is countable (such as the number of incidents).  A continuous characteristic is measureable (such as the length of something). Six Sigma is concerned with discreet (countable) characteristics.  

Successful use of Six Sigma methodology can be used to set goals directed at improving the safety processes in the workplace.  To do so, we must be able to model events using mathematical formulas/statistical methods to represent workplace safety scenarios. 
The statistical method used in Six Sigma methodology is Poisson probability. A Poisson probability is used to determine the probability of an event when the frequency of the event is small compared to the total number of exposures as in the case with many accident/incident situations.   

The formula for Poisson probability is as follows:
        M = (N)(P)

e = base of natural logarithm or 2.178
N = Exposure period
p = probability of one mishap
X = number of mishaps 
M = Expected number of mishaps during exposure period
! = is the factorial of the value (for example 3! = 3*2*1)
The following example illustrates the use of Poisson probability related to an accident/incident situation.
Example
Let’s assume there are 100,000 exposures to an incident situation within a work environment in 100 work days.
Also, assume (based on historical information) the organization determined that there are 7 undesired events in 100 work days.

Therefore, the probability of one event is 7/100,000 (based on the historical data).

Management has determined that this is not acceptable and implements a process improvement to reduce the number of exposures over the 100 work days from 100,000 to 70,000.

Therefore:
M = N * P
  = 
P(X=0) = =.007447 =.745%
The above example indicates that the probably of this event is now quite small; however it is not “0” and will not ever be “0”.

This example illustrates the impossibility associated with the zero injury concepts. As opposed to advocating zero injuries it would be in the best interest of safety professionals and their organizations to implement processes that allow them to reduce the variation within the system. This will promote continuous improvement as opposed to setting goals that are impossible to achieve. 

[bookmark: _GoBack]Human Beings – Mind the Gap

It’s not hard to imagine workers being skeptical when they hear messages about corporate safety goals such as “zero injuries.” They know occupational risks, and injuries, are present in the workplace.  In the article “Safety Conversations – Catching the Drift and Weak Signals” by Rosa Antonia Carrillo and Neil Samuels, it is suggested humans are more comfortable working with fact related aspects of communication (i.e. facts, rules, deadlines, technology, etc.) than with the invisible components like relationships, beliefs, emotions, and thoughts.  In fact, the authors adapted Hall’s iceberg metaphor (direct and indirect injury costs) to illustrate their point.  The fact based elements are above the waterline (facts, rules, deadlines, technology, etc.) and the invisible elements (relationships, beliefs, emotions and thoughts) are below the waterline.  Having goals (above the waterline) is generally desirable, but experiencing workplace injuries can erode the invisible (below the waterline) elements of the employees’ relationships with their direct manager, safety representative and co-workers.  This contributes to employee distrust of systems and individuals. Therefore corporate initiatives or goals such as “zero injuries” are challenged by employee.  The challenges can be visible (not following established rules) or invisible (telling a co-worker you like your boss when you secretly do not).

 	Volumes of research confirm humans are hardwired for relationships.  Ideally, people will surround themselves with positive relationships – both personal and work-related.  This section of the paper will focus on how safety professionals can use scientifically proven approaches to reduce the paradox that exists between corporate safety goals such as “zero injuries” and the reality of continued workplace incidents.  Minimizing the gap between the corporate goal (“zero injuries”) and a worker’s actual experience (i.e. seeing identified, yet unaddressed hazardous conditions) is essential to a positive workplace relationship in terms of injury prevention.  When these situations are presented, safety professionals can apply their knowledge from various fields of study – injury management theory, engineering, psychology, organization development to positively influence (i.e. reduce) the level of disconnect.


Minding the Gap – the Importance of Goals and Resulting Reporting

Having a corporate directive such as “zero injuries” should be thought of in terms of continuous improvement – not the end game.  Goals and results reporting serve an essential purpose in measuring and evaluating progress.  Safety programs and processes need to have goals so the system infrastructure and individuals can be accountable for improvement.  Another important aspect of goals is in the application of continuous improvement principles.  Without goals and results reporting, continuous improvement would not be as easy to track; and this positioned next to the finding that humans prefer to have fact based (above the waterline) conversations presents an easy leap to a literal interpretation of “zero injuries” means zero.  No exceptions.

Sound objectives have common characteristics – specific, measurable, achievable, relevant, and time bound.  However, when setting goals or reporting metrics for corporate initiatives such as “zero injuries,” safety professionals need to be aware of and have an understanding of the operational initiatives in play with the other business units in the firm.  A checklist published by the Corporate Executive Board called Understanding Corporate Goals and Strategy, identifies five issues that can be encountered when aligning specific initiatives with corporate goals.  The list was modified to reflect common safety program features and items.

1. There are too many measures for the same corporate objective.  An example: a review of compensation and safety related incentives for plant managers uncovers a variety of unique or conflicting objectives or potential measures.

2. There are gaps in measurement.  An example: one business unit EVP has written safety goals for five of the seven corporate safety objectives.  The VPs reporting to this EVP have written safety goals aligning to only three of the corporate safety objectives. 

3. There is a lack of coordination with another department to support the safety-related goals.  An example:  An SVP creates a goal requiring a HR employee survey be administrated to assess the company culture, yet the question set does not include any questions related to safety.

4. Timelines and/or quality criteria are misaligned.  An example: Department A has finished installing a new manufacturing cell ahead of schedule (completed in Q1). Department B (which will deliver the employee safety training) has positioned its hiring request to occur in Q2 because Department B assumed the work would be delayed. 

5. There is redundant or overlapping work.  An example:  The safety department is working on a database to report and document the workplace injuries in the event the HR department is late in completing its claim reporting project.

The continued use of SMART objectives is recommended along with the understanding that specific numeric goals may conflict with the overarching philosophy noted in a vision statement.  In fact, successful organizations have safety strategies aligning with each element of a firm’s organizational pillars.  It is suggested readers review of their employers’ vision or mission statements and compare them to the five features mentioned and modified as needed. 


Minding the Gap – Communication Approaches that Work

As Mark Twain said, “We must stop all this communication and start having a conversation.”  So what would happen if the conversation or corporate messaging around “zero injuries” was framed and reinforced as a continuous improvement initiative not a goal?  The gap would close, injuries would never happen, and we’d live happily ever after.  All kidding aside, this would be a great.  A paramount challenge facing safety professionals today is to close the gap between the visible and invisible conversation and this can be done one exchange at a time.  Think of these discussions as opportunities to be part of the “zero injuries” journey, not the number.    

Alignment of words and actions is one of the most effective communication strategies. Humans are involved, however, so there are bound to be spectacular examples and blunders.  To increases the chances of impactful communication opportunities this section outlines several models that could be followed. This should improve your relationship with co-workers, resulting in clarifying the paradox of “zero injuries”.

Several communication modes (verbal, written, body language, signs and symbols) exist to promote the act of achieving a common meaning – the essence of communication.  When a divide is present between observed actions and someone’s spoken word, the actions become s the most important communication cues about the message’s intent.   Ensuring that behaviors and words align presents a daily challenge for anyone in a leadership role.  Applying behavior modification principles in clinical and educational settings, as well as in the work environment is a proven approach. 

As humans, we strive for feedback and will behave or act in certain ways in order to get feedback.  At the core of this concept is the use of reinforcement.  Achieving desired behavior via positive rewards is the outcome of positive reinforcement.  Achieving desired behavior via negative consequences is less effective than positive reinforcement.  How can safety professional convert this principle into practice?  According to Kevin Eikenberry, all it takes is LOVE – Listen, Overlook, Voice Approval, and Engage.  In his August 2014 article “What’s Love Got to Do With It?, published in Professional Safety, Eikenberry uses this acronym as a framework for giving effective feedback.  

· Listen: We all want to be listened to.  When people are intently listening, paraphrasing each other’s message and using non-verbal gestures, participants feel as though they are heard, which translates into a sense of being cared about.

· Overlook: Eikenberry does not suggest ignoring major mistakes or critical errors.  He does suggest keeping people’s performance in context.  Pointing out flaws is annoying.  This type of behavior does not promote effective communication or the building of positive relationships.

· Voice Approval: Noticing and communicating approval with sincerity is the keystone of providing effective feedback.  Having specific examples also supports positive reinforcement.

· Engage: This word means there is some sort of action occurring. If positive, the people involved see the action as a symbol of caring.  
High caliber conversations require trust and respect for the emotions, beliefs, and values to surface (recall these elements are below the waterline).  As the authors (Carrillo and Samuels) of “Safety Conversations – Catching Drift and Weak Signals” suggested, concerns or issues are not voiced because trust and respect are lacking, failures (i.e. injuries) will continue to occur.  To diminish the chances of this happening they suggest safety leaders apply the SCARF model.  SCARF is an acronym for: Status, Certainty, Autonomy, Relatedness, and Fairness.  Research has discovered that human interaction (i.e. conversation) triggers the brain’s threat or reward centers.  Positive interactions trigger the reward center and this is the foundation of the SCARF concept.  Below is a brief explanation of each SCARF element.

· Status: treat others with respect, ask questions and listen, and ask for help.

· Certainty: share information during times of change and involve others in planning and implementation of the change.

· Autonomy: let others make decisions whenever possible and leaders should focus on the what, not the how.

· Relatedness: be inclusive (i.e. build trust) and get to know people.

· Fairness: avoid favoritism and favor transparency.

Even the best relationships can be messy at times.  Conflicting corporate messages, misinterpretation of a person’s intent, emotional events, and incongruent words and actions contribute to relationship discord.  A variety of techniques are available to improve communications and therefore relationships.  Safety professionals can strive to improve their personal relationships by remembering “zero injuries” is a journey not the end game. Reinforcing this message, at every opportunity, is the driving force to ensure the journey is not abandoned.  Applying the techniques will ensure the journey can be sustained.

Is Injury Free Possible?  The Cardno, Inc. Story

Founded in 1945, Cardno is an ASX 200 professional infrastructure and environmental services company, with expertise in the development and improvement of physical and social infrastructure for communities around the world. Cardno’s team includes professionals who plan, design, manage and deliver sustainable projects and community programs.  With more than 200 offices in the Americas and 300 offices worldwide, Cardno provides clients with access to 8,200 professionals focused on delivering customized consulting solutions to plan, design and construct social and physical infrastructure. 
The Americas Region has more than 5,000 staff based on the following mergers and is referenced in one of three entities; Cardno USA Inc., Cardno and Cardno, Inc.

	Wholly owned Subsidiaries of Cardno USA Inc.
	Date Acquired by Cardno
	Legal Transition to Cardno, Inc.
	Regional Group Member

	Cardno WRG
	2007
	7/1/2014
	Engineering & Environmental Services Division, Americas

	Cardno TBE
	2008
	7/1/2014
	Engineering & Environmental Services Division, Americas

	Cardno JFNew
	2010
	1/1/2015
	Engineering & Environmental Services Division, Americas

	Cardno ERI
	2010
	1/1/2015
	Engineering & Environmental Services Division, Americas

	Cardno ATC
	2012
	TBD
	Engineering & Environmental Services Division, Americas

	Cardno Haynes Whaley
	2013
	TBD
	Engineering & Environmental Services Division, Americas

	Cardno ENTRIX
	2010
	1/1/2015
	Natural Resources & Health Sciences Division, Americas

	Cardno ChemRisk
	2012
	TBD
	Natural Resources & Health Sciences Division, Americas

	XP Software
	2001
	N/A
	XP Software

	Cardno Emerging Markets
	2007
	N/A
	Cardno Emerging Markets

	Cardno TEC
	2011
	Now Cardno GS
	Government Services 

	Cardno PPI
	2014
	TBD
	Oil & Gas Division
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Cardno Global (Australia) developed a Zero Harm program in late 2011, with the intended goal of Zero!
                                                                 
Timeline of Zero Harm “Journey” or “Campaign”:

· December 1, 2011 – All employees to view Zero Harm video message from the CEO.
· Jamuary 1, 2012 – Zero Harm information and promotional materials were distributed to all Regiona/Divisions.
· February 5, 2012 – Safety was added as a new core value for Cardno.
· January 1, 2013 – All Regions developed a Zero Harm Journey Plan.

Cardno embarked on its journey to ZERO with these concepts:

Safety is one of Cardno’s core values and these core values shape the way we work as individuals and as an organisation. We aim to conduct our business in a way that protects our people, clients, visitors and members of the public from harm on any worksite that we are involved with.
We are committed to achieving our “zero harm” goal by continually improving our safety systems and vigilance at our workplaces. Through strong leadership and employee participation we seek to implement and reinforce our leading actions, on every job, every day.

Cardno Zero Harm Leading Actions:

· Take Responsibility.  Everyone must take personal responsibility for safety in all our daily activities.  Stop and check your work.  Fix or report hazards and safety concerns.  Tell your supervisor if you cannot do your work safely.

· Always be risk aware.  A risk assessment must be done for every potentially hazardous activity.  Task and job hazards must be controlled, and solutions to prevent injury must be planned and put into action.

· Everyone is involved.  Every Cardno employee must have opportunities to be involved in making their jobs and tasks safer.  Be mindful of the actions of your work mates, step in straightaway if you spot something unsafe, and look out for each other.

· Communicate.  We must share information that could make somebody’s job safer.  This could be as simple as holding a “safety moment” at the start of a meeting, or conducting regular toolbox talks within your work teams.

· Report incidents and concerns.  All Cardno employees must embrace a reporting culture where all hazards, incidents, injuries and near misses are reported -- no matter how minor.

What’s working?
After several years on our journey to zero, what’s working? It has forced management and employees to consider the possibility of working incident free, and at least discuss the resources needed to get there.  Also, it’s driven a discussion to discuss whether or not zero is acheivable and sustainable with our dispersed work environment, and if the organization is committed to do what is necessary to get there.

From an employee stance, it has had several positive effects.  Employeees are aware that any incident no matter how minor is not zero (increased near miss reporting, BBS participation, and employee involvement.)  In our most recent (2014) employee survey, safety scoring was high when compared to other work areas.  Cardno employees feel that they conducted their daily activities safely, and have positive overall scoring of the Cardno Zero Harm program.

Cardno globally has worked over one year without a lost-time incident, and the Americas Region’s TRIR has been reduced on average approximately 15% over the few past.   The TRIR for the Americas Region for 2014 was 0.57.

What hasn’t worked so well?
There seems to be organizational confusion on the Cardno Zero Harm program specific to goal setting and performance--or key perfomance indicators (KPI).  Cardno utilizes KPI’s in the measurement of operational business units, including safety metrics.

How can we set a goal of other than zero?  Does that fit into the Zero Harm program? Do we recognize/celebrate anything other than zero?  Are we setting ourselves up for continuing failure?  Do we judge other parts of the organiztion similar?  100% profit?  Zero defects?
It is anticipate similar concerns if we obtain zero.  Is it Sustainable?  Have we failed by not aceiving or sustaining zero?

Management is looking to us as safety professionals to answer those tough questions, and it seems to be very difficult to answer.  It is believed that the journey towards zero is worth the effort and outweighs  the negative implication of not obtaining zero.

Is Injury Free Possible?  The TE Connectivity Journey

TE Connectivity is a $14 billion global connector and sensor company whose products support connectivity in the automotive, energy, consumer, aerospace, defense, medical, and other key industries.  TE Connectivity was formerly known as Tyco Electronics and was a business segment of Tyco International prior to 2007.  Tyco Electronics was formed around 2000 and was anchored by key acquisitions of Amp, Raychem, part of Siemens, and a number of smaller companies.

Background
The Tyco Electronics safety program was slowly building momentum at the time the segment was spun off as a standalone company in July of 2007.  Under a new CEO and board of directors, safety received additional focus and support across the firm safety performance became a key performance indicator (KPI) within the company at the site, business unit, segment, and corporate levels.  In 2008, senior management embarked on a new effort to redefine and reenergize how the company would operate s; focusing on standardization and continuous improvement in productivity, quality, delivery, inventory, and safety.  This effort became known as Tyco Electronics Operating Advantage, or TEOA.  At about this time, the company was rebranded as TE Connectivity (TE) to solidify its break from Tyco International and to better identify the company in terms of what it does as a provider of connectivity solutions.

TEOA is designed so that a manufacturing plant, in particular, progresses through five levels of achievement.  Each level, from 1 at the beginning to 5 at the top, is signified by a star and is known as a star level.  Advancement to the next star level is achieved once all of the five key metrics (productivity, quality, delivery, inventory, and safety) hit predetermined targets and all 14 operational tools are functioning at their own preset performance levels.  Operational tools include; six sigma, QCPC, TPM, quick changeover, and other well established quality and operational excellence tools.  In addition to being a KPI, safety played a minor role in the 5S+1 tool, but with target levels that were relatively easy to achieve and therefore of not much significance in holding back or moving a plant ahead in TEOA star level.

In regard to safety in TEOA, it is the TRIR metric that has historically gotten the plant manager’s attention as they strive to move the organization up the star level ladder.

The Beginning of “Injury-Free”
It was at the crossroads of TE as a new company and the introduction of TEOA as the new and future way to operate that the idea of becoming “injury-free” was solidified; more so as a goal to be achieved than a vision to be followed.  Senior management developed a strategy map that, through a few iterations, became the focal point of the CEO’s quarterly all-employee communications and laid out his plan for the company for the foreseeable future.  Safety was prominently displayed on the strategy map with the words, “injury-free,” front and center.  Each of the five TEOA KPIs required ever-challenging numerical targets in keeping with the theme of continuous improvement from “just starting out” to the achievement of “world class.” The safety KPI was no exception.  At the beginning of fiscal 2008, the TE Global Total Recordable Incident Rate (TRIR) was hovering around 1.0, which in and of itself is not poor performance.  But that number quickly became the starting point.  The expectation of driving to excellence from 1.0 to injury-free became the goal for future Star Level 5 manufacturing plants.  TEOA Star Level (SL) metrics for safety were quickly set as follows:

SL1 – no safety metric
SL2 – no safety metric
SL3 – 0.75 TRIR
SL4 – 0.50 TRIR
SL5 – 0.25 TRIR

The Lost Time Incident Rate (LTRIR) was also included in the early days of TEOA with metrics at each level set at half the value of the TRIR metric.  In later years, the LTRIR was dropped as a KPI as the focus was always on being totally Injury-Free and the impact of social norms and medical care in various countries could make the LTRIR artificially higher in some countries as opposed to others.

TEOA and the KPI metrics were established, and as people impacted by TEOA began to project the future state of their businesses, it became apparent that small plants would not be able to hit their safety metric target with even one recordable injury.  Based on the size of the business as measured by the available employee work hours some locations could not afford to have any injuries if they wanted to even achieve SL3, let alone SL4 and 5.  In other words, it was Injury-Free or failure.  

The following table depicts this dilemma.

TRIR based on number of recordables and plant population

	Plant size by population
	1 recordable
	2 recordables
	3 recordable
	4 recordables

	5,000
	0.02
	0.04
	0.06
	0.08

	1,000
	0.10
	0.20
	0.30
	0.40

	500
	0.20
	0.40
	0.60
	0.80

	200
	0.50
	1.00
	1.50
	2.00

	100
	1.00
	2.00
	3.00
	4.00



Hours are estimated for this example as 2,000 per employee per year.

A 100-person plant could not absorb even one recordable, or a 200-person plant two recordables, and make SL3, SL4, or SL5.  Similar scenarios of different sized plants with multiple recordables can be played out with like results.  The table above underscores the main problem with TRIR-based metrics at the site level; they are often demotivating and eventually can drive behavior based on numerical fixation instead of program improvement.

Concurrent to TEOA and the KPI metrics, senior management and the board of directors was interested in continuous improvement of the TRIR (and the LTRIR) for the company overall.  Like all good numbers, goals must be set, achieved, and set again each year to determine achievement and reward and the TRIR and LTRIR were no exception.  First starting out modestly at 10% improvement per year, sometime in the recent past, and after the LTRIR was dropped, the improvement target moved up to 15%.  Obviously, it takes a well-established safety program with all of the key people and ingredients, including metrics, to achieve sustainable excellence in safety; but without stating all of that detail, here is the recent history of this company’s safety performance based strictly on the numbers.








Safety Performance by Fiscal Year as Measured by the TRIR
	2007
	1.06
	

	2008
	0.91
	

	2009
	0.70
	

	2010
	0.54
	

	2011
	0.47
	

	2012
	0.38
	

	2013
	0.30
	

	2014
	0.26
	



To achieve the 10 and then 15% annual reduction at the corporate level required similar improvement at the segment and business unit level.  It does not take much thought to conclude that these targets must eventually make it down to the site level in order to eventually drive the top line improvement.  

Currently, through the first third of fiscal 2015 the company-wide TRIR stands at 0.22 which is SL5 in TEOA overall.  While this is great for TE as a company it does not mean that all sites are at the same level in safety performance today, and as they remain on their individual journeys to TEOA excellence.  And as they travel on this journey they are receiving potentially mixed messages.

· 0.25 is Star Level 5 excellence.  There is no higher star so this is as far as you need to go.
· Last year you achieved 10% improvement in your TRIR.  This year target 15% more.
· Injury – free (0.00) is the goal!

Should Injury-Free be the Goal?
If tomorrow I don’t have an injury what happens when I have one the next day?  Have I failed?  Is my program a failure?  This is the dilemma with establishing Injury-Free as the goal.  Of course it makes a pretty good but not perfect vision.  Our vision is to be free of all illness and injury in the workplace.  Still, it sets up certain expectations that will be difficult if not impossible to meet and maintain.  Better is to describe the vision as a journey rather than a destination.

“Our vision is to create a culture of safety where every employee can work free from injury and illness; where each employee cares about their own safety and the safety of others.”

With this type of vision, action-oriented goals can be established to drive behavior at the site level where it is most critical.  Incident-based metrics and goals could then be deemphasized at the site level where they have historically had an outsized influence with very little true value; and the corporation can hold onto the overall metric, the TRIR, and continue to hold senior leaders accountable for continuous metric improvement.

If not, “injury – free, then what?  
At the site level it is better to create a scorecard approach; one that identifies and tracks progress on key safety programs and initiatives that can be turned into measurable action.  Everything on the scorecard should be considered a key contributor toward the prevention of workplace injuries and illness – in other words, the vision of injury – free. At TE our focused initiatives include; behavioral safety, ergonomics, machine guarding, and our own comprehensive safety management system.  In addition we are beginning to measure employee engagement in the safety program and asking our sites to make that a local safety KPI.  Employee engagement in safety at the site level is measured as one employee participating in one “action-oriented” safety event per year.  Actions that count, include participation; on a safety project team, as a safety committee member, as an emergency response team member, on a risk assessment project, as a site safety inspector or auditor, on a safety promotion campaign, on a safety project in the local community, and more.  What does not count is passive required participation such as attending required safety training.  An employee could become a trained and active behavioral safety team member and receive credit but not if they just participated on the receiving end of an observation.
Coming back to TEOA, we have now enhanced the safety component by adding a 15th tool and is solely dedicated to safety and known as the TEOA Safety Tool.  Similar to the TEOA safety metric, the safety tool takes a site through ever-increasing stages of safety maturity before a site reaches excellence at Star Level 5.  Levels 3 – 5 require demonstrated leadership and maturity in the focused safety initiatives and at SL5 require tracking and communicating an employee engagement rate as a local KPI.

And what is the future of  injury – free?
Currently we are in between two worlds.  The TRIR is a well-established safety metric that senior management prizes.  It fits in well in a numbers world where continuous improvement can be easily tracked and rewarded in bite size chunks of 10 – 15%, and with all of its flaws, is the key common metric for safety benchmarking with other companies.  On the downside, and especially at the site level, it lends itself too easily to the goal of zero being the only acceptable level of performance.  The alternative is to set a value above zero that is consider acceptable, but by so doing, admitting an acceptable level of injury.

Ultimately, “injury – free” is best suited as a vision at the corporate level.  A place that we want to strive toward but not necessarily a final destination; for once we cross the finish line the next day we might very well step back over with an unwelcome workplace injury or illness.  At the site level, success in safety should be measured by action.  Action that is well-designed and matched to people and initiatives that are believed, through knowledge, experience, and expertise, will control the number and severity of unwanted outcomes.  In this way we are creating a culture of safety where all employees believe and act in regard to their own safety, as well as, the safety of others, but we won’t let the wheels come off when an injury occurs; an, injury – free way of working.
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