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Think Big - Because You Are

ATTITUDE IS EVERYTHING!
The Transportation 

Safety Institute
TSI

For the Most Advanced 
Safety Management 
Training in the World

“TSI is the Sole Source 
for Hundreds of 
Organizations” 
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The Great Wayne Gretzky once said, “A good hockey player plays where the puck is. A great 
hockey player plays where the puck is going to be.” That philosophy applies to many areas of 
personal and professional life. The concept is easy to grasp, but the application can sometimes 
elude us. If you share Gretzky’s philosophy, it’s worth spending your time pondering how it 
applies to you. Consider how you translate the philosophy to actions that make a difference 
in your life. My good friend and professional colleague, “Dr. Tony Kern” in his second book 
“Going Pro,” says, “One of the universal truths in the world is those big things are made up 
of smaller things.” That means every Safety Professional is part of something bigger than 
themselves. As Safety Professionals, we must fulfill our role of adding value to the bigger 
picture, the greater whole, if you will. A meaningful way to put Gretzky’s philosophy into 
action is to see that you contribute to the big picture, the greater good. I urge you to create a 
list of the activities you or your safety office do that add value to the safety of employees and 
the sustained profitability of your organization. Things like the number of hazards identified 
and abated, the number of findings corrected on an audit, or several employee safety reports 
that lead to a process improvement are a good start. Demonstrate your contribution to the 
big picture in your organization. In essence, you’ll be skating to where the Safety Puck will be, 
making you “A Great Safety Player!” 
To learn more, go to www.isspsafety.org.

D Smith
President, ISSP

Think Big!

Attitude
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The Iceberg of Ignorance
Problems known to 
top management

Problems known to 
middle management

Problems known to 
supervisors

Problems known to rank 
and file MX personnel

4%

9%

74%

100%
Source: Yoshida, Shuichi, 2nd 
Intl Quality Symposium , 1989

Source: Yoshida, Shuichi, 2nd Intl Quality Symposium, 1989

Employee Safety Reporting – 
Does Yours Measure Up?  
D Smith President, ISSP

THE SNIFF TEST

www.isspsafety.org
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Many organizations have an 
employee safety reporting program. 
The question is, does yours yield 
meaningful safety data? Many 
struggle to answer that question. 
The Yoshida-Shuichi “Iceberg 
of Ignorance” below, published 
in 1989, clearly illustrates that 
employees have the greatest 
knowledge of where the problems 
are within an organization. The 
Floor Model reporting method 
discussed in this article is a powerful 
tool for gaining meaningful safety 
intelligence (data) from employees 
on the floor. To learn more or for a 
ready-made PowerPoint briefing, 
contact: d.smith@isspsafety.org

What’s your reaction to 
the three statements 
below: (Agree or Disagree)?
1. Most organizations today 

have policies, procedures, 
training, and equipment to 
ensure safety and prevent 
accidents – Agree or Disagree?

2. A close look at any given 
organization would reveal that 
some policies, procedures, 
training, or equipment 
are dysfunctional and not 
accomplishing the intended 
objective. In other words, you 
could find safety problems in 
any organization on any given 
day – Agree or Disagree?

3. Here’s The Sniff Test: My 
organization has a sure-
fire effective method that 
engages employees to help 
find and identify our safety 
issues – Agree or Disagree? 

If you quickly agreed with 1 and 2, 
then had to stop and ponder your 
answer to 3, you are like most.
So why does statement #3 require 
such thought? Let’s take a closer look 
and run this rabbit down the hole. 
Let’s start with what we believe. 
If we believe that all organizations 
have undiscovered safety issues 
and there is value in finding and 
addressing those safety issues 
before they cause problems, then 
the solution should be easy. Just 
find and fix the safety issues, right? 
It’s not as easy as you think. Why? 
Because undiscovered safety issues 
are not easy to recognize before 
they manifest into a problem. Most 
safety issues present themselves 
after an incident or accident. That’s 
too late and certainly not ideal. 
Ideally, we want to find them 
before they cause a problem. Again, 
that begs the question, how and 
where do we look? The solution... 
“The Floor Model!” Allow me to 
provide a little background and 
insight to help you understand.  
In over 35 years as a safety 
professional, I’ve discovered that 
all organizations have undiscovered 

http://www.isspsafety.org
http://www.isspsafety.org
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The Solution!

Employees Reporting Safety Issues

“The Floor Model”
Received poor shift 
turnover or briefing

Proper tool not available 
for assignment work

Rushed to complete a job 
assignment

Manual, checklist or job-
card not available

Asked to work job I’m not 
trained or qualified to do

Safety shortcuts rarely 
questioned

Work area has many 
distractions

Procedure difficult to 
understand or follow

Work often while fatigued

Work often without proper 
resources for the job

Asked not to report a 
safety issue

OEM or written procedure 
dysfunctional

1 
M

et
er

2 Meters

The Solution!

Employees reporting safety issues

“The Floor Model”
� Received poor shift turnover or briefing

� Proper tool not available for assignment 
work

� Rushed to complete a job assignment

� Manual, checklist or job-card not available

� Asked to work job I’m not trained or 
qualified to do

� Safety shortcuts rarely questioned

� Work area has many distractions

� Procedure difficult to understand or follow

� Work often while fatigued

� Work often without proper resources for 
the job

� Asked not to report a safety issue

� OEM or written procedure dysfunctional

3 
In

ch
es

5 Inches

Name (optional ): _________________________

Department: _____________________________

Functional Area (check one )

� Maintenance
� Operations
� Ground Operations
� Refueling
� Provisioning
� Other:________________________________

Date & Time of day :_______________________

Remarks:

Employee reporting card. Check the appropriate blocks in the left Colum and place in the floor 
model collection box. Your report makes a difference, thank you.

Conditions That Exist For An Accident 
To Occur – I call them CTEFAATOs 
(See-ta-faut-toos).   Further research 
by Yoshida and Shuichi (1) shows 
that Front-Line employees know 
where the CTEFAATO is. The solution 
should be simple: ask the Front-Line 
employees to report safety issues. 
Once again, not as easy as it looks. 
Organizational barriers such as 
lack of employee buy-in, adverse 
safety culture, belief that reports 
won’t make a difference, and just 

not knowing what a safety issue is 
severely stifling employee reporting.  
I want to address one of these: 
“Employees not knowing what to 
report.” In a recent survey, I asked 
several hundred-line employees 
to describe a safety issue in their 
workplace. Most struggled for 
answers. However, when I asked 
the same employees if they ever 
had to improvise and use an 
alternate tool not designed for 
the job, almost 100% said yes.  

In other words, the Safety Manager 
might view using the wrong tool 
for the job as a safety issue, but 
the employee does not. And therein 
lies the big disconnect, the Grand 
Canyon, if you will. The Safety 
Manager and employee speak 
different languages. If you want 
employee insight, you must help 
them speak your language. The 
solution? I suggest giving them a list 
of things you want them to report. 
Ask the right questions, and you’ll 
get the safety intelligence/data 
you need to improve your safety 
effort! I call that list “The Floor 
Model” because it represents the 
vital safety intelligence from the 
floor or Line Employees. Create a 
list of ten things you want to track 
to gather safety intelligence for 
your organization, something like 
the right tool for the job not being 
available, hurried to complete a 
job, poor job hand-off from the 
previous shift, etc. Tailor “The Floor 
Model” list to your organization and 
specific areas you target for safety 
intelligence. Encourage employee 
and supervisor participation with 
incentives for reporting. Make it 
easy to report. Be sure to show 
senior management the benefits 
of “The Floor Model” and provide 
timely feedback to employees on 
the benefits of their reports. You 
may choose to modify your list 
as time goes on. Doing so allows 
you to gather safety intelligence 
in multiple areas of concern.
How do you find the undiscovered 
CTEFAATO in your organization? Easy, 
it’s called “The Floor Model,” It is an 
incredible tool for gaining meaningful 
employee safety reporting.
Below is an illustration of a 4’ X 8’ 
Floor Model reporting display for 
employees.   You may also opt for 
a poster-size list, or you can create 
wallet cards for employees to carry. 
Any method to get the word out 
will enhance your employee safety 
reporting.   Ask the right questions, 
and get the right answers!

VOLUME 22-02
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Assigning Safety Priorities in Your Technical Domain 
Authors Note: A large portion of this article was written for an aviation engineering audience. However, the 
message is generic and applies to all technical domains.

Have you ever been on a sinking ship? 
Of course, that question conjures up thoughts about 
organizations in stress. Poor leadership, questionable safety 
culture, floundering Safety Management Systems, recent 
unintended events, worker absenteeism, worker injury, and 
diminished sales of products and services, are but a few of the 
factors that contribute to the organizational sinking ship. 
However, in this case, I am talking about a real sinking ship, in 
the Gulf of Mexico. Very recently, I was aboard a large pleasure 
cruising trawler, with an engine overheat condition that filled 
the 55ft vessel with unbearable smoke. The situation seemed 
dismal, knowing that where there is smoke there is likely fire. 
The port engine overheat alarm did not advise us of the issue. 
Since we were on the bridge, 3 stories above the engine room, 
we were the last to know that the vessel was full of smoke. 
Finally, the keen nose of the seasoned Captain detected the 
situation, closely followed by six very loud smoke alarms 
throughout the vessel. At press time of this article, I do not 
know the cause of the overheat and alarm failure. I know only 
that a very large plastic/composite exhaust-water plenum 
melted, causing the extensive smoke. We returned to safe 
harbor, with the remaining diesel engine. Now, let’s talk safety.
Many things went right in the fire/smoke event. Prior to launch, 
the Captain had given us a very good briefing on life jackets, fire 
extinguishers, dingy launch, and emergency radio operation. 
That safety briefing did not lessen the immediate anxiety 
when the smoke emerged. In afterthought I contemplated 
the question about what was most important in our safety 
briefing? I don’t believe that any one fact in the safety briefing 
was more important than another. Instead, the important part 
of the briefing could have been about safety culture. It could 
have stressed that this beautiful yacht was not a safe luxurious 
floating island on the water. Instead, it was a fallible machine, 
operated/maintained by fallible humans, in a potentially 
dangerous environment - the sea. The safety briefing could 
have said more about the human factors that contribute and 
react to emergency events. The aviation examples, below, 
uses accident/event examples to make the case for attention 
to human factors and safety culture. I ask mechanics to excuse 
some of my simple technical explanations. Non-mechanics, 
please forgive my unsuccessful attempt to simplify. 

“If everything is important then nothing is.” 
We have all heard the expression – “If everything is important 
then nothing is.” That expression is often used in business 
or psychology circles. However, it is difficult to apply the 
expression to many technical domains where, it seems, that 
everything IS important! In the marine example each safety 

item was important in the emergency. Hard to say what was 
most important, other than attitude.
Considering Human Factors, we can pick and choose regarding 
matters of greatest importance. For example, a good night’s 
sleep probably trumps a morning-time double espresso. Clear 
written communication beats a verbal message. However, in 
maintenance, is using the correct oil as important as proper 
safety wire to secure the oil filter? Either can lead to improper 
lubrication and/or oil starvation that results in engine failure. 
Both maintenance actions are important! As we search 
to determine what maintenance actions are of greatest 
importance, we usually conclude that all maintenance is 
important for safety. Hence, “If everything is important then 
what is most important?”
In this article I offer examples where either flight controls or 
locking devices were the primary contributing factors to an 
event/accident. As you might expect, I conclude that it was 
human error, during maintenance, that caused the events. 
Therefore, I contend that it is the human factors, with a 
positive safety culture, that are of utmost importance. If we 
make human factors important then the importance of every 
operation will follow accordingly.
Each event discussed herein begs the questions, how could 
this happen, and what is of utmost importance? Based on 
the level of seriousness, injury, or fatality of the incident the 
investigation will have increasing levels of identification of the 
contributing factors. Lacking some details, I offer conjectures 
regarding probable causation. The examples below range from 
small private aircraft to large airliners.

Small Single Engine Airplane: Loose throttle 
cable on a Cessna 182T Skylane, 2021
Of course, the throttle controls engine power by controlling 
the amount of air and fuel in the engine. Essentially it controls 
the throttle to make the aircraft go up or down. While in cruise 
flight the engine went to full throttle and then to idle. The pilot 
had no control of the throttle from the cockpit. A successful 
forced landing left the aircraft intact, with obvious evidence. 
The nut that secured the throttle cable to the carburetor 
was loose, with no cotter pin (locking device) installed. What 
could have caused this situation? Because the outcome was 
minimal there is no detailed event/accident report. Here are 
some possible reasons: non-licensed owner maintenance; lack 
of training/experience of the aviation maintenance technician 
(AMT); failure to adhere to the maintenance guidelines in the 
manual (AC 43.13-1B Chapter 7). Aircraft Hardware, Control 
Cables, and Turnbuckles; complacency with respect to engine 
controls criticality, and/or lack of required second person 

Dr. Bill Johnson
Drbillj.com, LLC
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Figure 1. Main Rotor Servo Input Rod and Locking Devices.

Figure 2. Disconnected Flight Control Linkage.

SAFETY DIGEST INTERNATIONAL

www.isspsafety.org

inspection. It could have been issues like stress; complacency; 
preoccupation with other matters; rush to completion; or 
personal fitness for duty. These familiar factors can apply to 
this event or to most events in other occupations. It often boils 
down to an unintended human error.

Helicopter Tour: Flight Control Disconnect on 
AeroStar 350, 2011
Any observer of maintenance flight safety and human factors 
is likely familiar with the Sundance helicopter crash in the 
Grand Canyon (NTSB, 2013). The day following a change to 
the rotor blade control servo, the craft encountered fatal loss 
of control, and impact into a canyon wall. There were five 
fatalities. The control to the servo was not properly attached 
and became disconnected during a routine tour flight. Reuse of 
a self-locking nut and absence of a locking pin were the likely 
cause, See Figure 1. The NTSB cited failure to have and follow 
maintenance procedures; fatigue-related fitness for duty of 
the AMT and inspector; and the importance of human factors 
training for everyone in the organization. Read the accident 
report (NTSB/AAR-13/01). 

Emergency Rescue Helicopter: Flight Control 
Disconnect on Airbus Dauphin, 2020
This event had similarities to the helicopter event above 
(German Federal Bureau of Accident Investigation, 2020). 
The emergency rescue helicopter encountered a significant 
rotor control linkage disconnect at lift-off. The craft rapidly 
descended, about a meter, back to the runway with only 
minor damage to the tail skid. Upon post-accident inspection 
a large bolt and castellated nut were found on the floor of gear 
case cabinet. The disconnect linkage is shown in Figure 2. The 
aircraft had flown nearly nine hours, after heavy maintenance, 
before the parts disconnected. Like the Sundance helicopter, 
there was no cotter pin found. The found self-locking nut could 
be turned on to the bolt by hand. The mechanics/engineers/
inspector that completed the work were highly experienced 
and recalled using proper locking techniques. However, careful 
laboratory inspection proved that the cotter pin was not used 

and the nylon in the locknut was worn out. Here is the list of 
contributing factors recommendations from the report:
• Maintenance work where the screw fitting involved was 

loosened and tightened again
• Use of a worn Nylon stop crown nut with insufficient 

friction torque
• Application of an insufficient torque of the crown nut
• Omission of a cotter pin protection of the crown nut
• Insufficient check of the work by the examiner
• Omitted check of the screw fitting of the flight controls 

during the 10-flighthour/7-day-inspection.
The excellent final report has extensive human factors 
discussion and is interesting reading.

Small Twin Engine Aircraft: Elevator Trim Tabs 
Installed Upside Down on Piper PA-31P Navajo, 
2021
A Piper PA-31P Navajo, with just the post-maintenance Airline 
Captain/pilot/owner on board, took off from Myrtle Beach, 
South Carolina on May 2, 2021. It was the first flight after 
an annual inspection and painting of selected flight control 
surfaces. Immediately after takeoff, the highly experienced 
airline captain/pilot/owner told the control tower that he was 
having control issues. Investigators immediately discovered 
that the elevator trim tabs were installed upside-down and 
backwards (Flight Global 9/11/21). That means that when 
the pilot moved the controls to go up the incorrectly-installed 
parts forced the aircraft downward. The usual questions about 
maintenance procedural compliance, training/certification of 
mechanics and the maintenance organization, fitness for duty, 
and interference/rush by the owner are likely contributing 
factors. NTSB report is not published at press time of this 
article.

http://www.isspsafety.org
https://isspsafety.org/
http://www.isspsafety.org
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Figure 3. Simulated Disposition of Aircraft During Initial Flight

Commercial Airline: Flight Control Reversal in 
Portugal, November 2018
An Embraer 190, a mid-size airliner, incident during which the 
aircraft departed with cross-rigged aileron cables, almost lead 
to the loss of the jet. The aircraft departed a Portuguese base 
after undergoing scheduled maintenance at a repair facility. 
The maintenance also involved work on the aileron rigging. 
“The cross-rigging of the ailerons left the crew struggling to 
control the jet’s attitude, notably in the roll axis. Such was the 
severity of the situation that, at one point, the pilots sought to 
head for the sea in order to ditch. Eventually, after considerable 
test-flying, they managed to regain a degree of control and 
eventually land” (Flight International, 2020). Figure 3 shows an 
animation of an extreme attitude during the initial flight.
As part of the maintenance work the E190’s aileron cables 
were disconnected, to be re-routed and replaced. However, 
testing was delayed and then conducted by personnel without 
relevant experience. The mechanics later revealed that they 
found the maintenance instructions difficult to follow resulting 
in the unrecognized mis-rigging.
The inquiry, conducted by Portuguese investigation authority, 
determined the improper aileron cable installation to be the 
probable cause of the incident, identifying lack of an effective 
safety-management system and inadequate independent 
procedures to detect maintenance escapes. In “plain language”, 
the untrained AMTs did not understand/follow procedures in a 
culture that permitted such activity. This improper maintenance 
activity was exacerbated by the flight crew that did not check 
operation of flight controls prior to takeoff. There was plenty of 
human error to go around but in this case the aeronautical skill 
of the flight crew prevented a fatal loss. 

The Examples Continue
A quick web-search on terms like “Flight control accidents” 
offers an extensive array of bad endings from flight and 
engine control maintenance. I especially recommend a link 
to Aerossurance (2019). That discussion offers additional 
examples with a focus on human factors.

Reviewing What’s Important
Well, this is the section of an article where the writer must 
come up with brilliant conclusions and remedial actions! We can 
look at the five accidents above, a hundred more just like them, 
and the yacht fire to say that the familiar human-centered 
facts hold true. All workers, including aircraft maintenance 
personnel, must come to work physically and mentally ready 
to follow procedures, to communicate clearly, to speak up 
when training is needed, to address unclear instructions, to 
refuse to be rushed into poor decision-making or unairworthy 
work, and to value the importance of final inspection. Work on 
flight and engine controls, on electrical systems/appliances, 
on flight surfaces, on powerplants, and on pressurization 
and cabin environment is all important. When it comes to 
maintenance the expression “If everything is import then 
nothing is important,” does not apply. I end by repeating that 
if you get the important human factors interventions in place 
then the other important technical activity will proceed safely.

Further Details:
Aerossurance (April 2019) FAA rules applied: So mis-rigged 
flying controls undetected. http://aerossurance.com/safety-
management/faa-c172-misrigged-controls-hf/.
German Federal Bureau of Accident Investigation (2020) 
https://www.bfu-web.de/EN/Publications/Investigation%20
Report/2020/Report_20-0362-7X_AS365_St.Peter-Ording.
pdf?__blob=publicationFile .
Flight International (7/2020), https://finreader.flightglobal.com/
publications-dist/1263/7943/3135/43188/article.html and 
https://www.flightglobal.com/safety/control-check-routine-
led-e190-upset-crew-to-miss-reversed-ailerons/139149.
article and Control-check ‘routine’ led E190 upset crew to miss 
reversed ailerons.
Flight International (9/21). Mis-rigged trim tabs discovered 
after fatal Navajo crash in South Carolina. https://www.
flightglobal.com/safety/mis-rigged-trim-tabs-discovered-
after-fatal-navajo-crash-in-south-carolina/144039.article 
and https://aviation-safety.net/wikibase/262221.
NTSB (2013) Loss of Control, Sundance Helicopters, Inc. 
Eurocopter AS350-B2, N37SH, Near Las Vegas, Nevada 
December 7, 2011, Accident Report, NTSB/AAR-13/01. 
PB2013-103890.
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We love to hear from our readers! 
Your opinion may change the 
world. Say it with pride! 
Email contact@isspsafety.org.

GET PUBLISHED WITH US!

“Dr. Bill” Johnson is a familiar 
name and face to many 
industries and government 
aviation audiences. He is 
a charter member of ISSP 
and on the ISSP Board of 
Certifying Officials. Johnson 
has been an aviator for over 
55 years. He has been a pilot, 
mechanic, scientist/engineer, 
college professor, and senior 
executive, including 16+ years 
as the FAA Chief Scientific and 
Technical Advisor for Human 
Factors. 

Dr. Bill has delivered over 400 
Human Factors speeches and 
classes in over 50 countries. 
He has 500 + publications, 
videos, and other media that 
serve as the basis for human 
factors training worldwide. 

Recent significant awards include The FAA “Charles E. Taylor Master 
Mechanic” (2020), The Flight Safety Foundation - Airbus “Human Factors 
in Aviation Safety Award” (2018), and the International Federation of 
Airworthiness “Sir Francis Whittle Award” (2017).

Starting in 2021, Johnson formed Drbillj.com LLC. In this new venture, he 
continues to bring decades of human factors experience to aviators and 
other safety audiences worldwide.

AVIATOR FOR 50+ YEARS
Pilot (since 1966)
Airframe and Powerplant Mechanic (Since 1969)

AVIATION HUMAN FACTORS & TRAINING EXPERTISE
Ph.D. in Education, University of Illinois, 1981
FAA Chief Human Factors Scientist (16+ Years)
Human Factors Engineering Consultant (20+ Years)
Training Systems Design, Implementation, Evaluation (40 + Years)
Research R&D Planning, Management, and Execution (40+ Years)

PUBLIC SPEAKER, TRAINER, MULTIMEDIA PRODUCER
Prolific Aviation Safety Writer (over 400 publications)
Wrote/Co-Produced 12 Videos
Trainer (Professor/Technical Trainer/ Keynote Speaker)
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Nominate someone deserving 
today at www.isspsafety.org. 
Click on Talon Awards.

NOMINATE 
SOMEONE FOR A 
TALON AWARD

The ISSP “Talon Safety Award” is for 
you! Use it to nominate a Leader, 
Front Line Employee, Safety Manager, 
or Team for significant safety 
contribution. Awardees receive a 
certificate, acrylic desk plaque and 
pictures of the award presention 
on the ISSP website. You present 
the award, we do all the work! 
Nominations are easy.

Other winners:

Andrew Yonk - Hawk Award

Dan McCune, 2022 Talon Safety Award 
(Osprey Award) recipient.

IN THE SPOTLIGHT
Dr. WILLIAM JOHNSONLET ME INTRODUCE
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• It is impossible for most 
people to lick their own 
elbow. 

• A crocodile cannot stick its 
tongue out.

• A shrimp’s heart is in its 
head.

• It is physically impossible 
for pigs to look up into the 
sky.

LIGHTER SIDE 
DID YOU KNOW?

It was about 2:00 when I received a call from one of our site Safety Managers. 
We have over 100 fieldwork sites across the United States. Our operations 
are pretty diverse. We conduct all kinds of things, from setting up or tearing 
down newly sited oil wells, detonating explosive charges, or harvesting 
compressed natural gas. I’d classify 90% of what we do as high risk before 
implementing risk reduction controls. Our risk reduction controls reduce 
our risk to an acceptable level. Of course, when I say “we implement” risk 
reduction controls, I mean the employees on the work site implement the 
controls. And that’s where this story is going.

Oh, I forgot to tell you, I’m the national Director of Safety for the company. 
So, when I get a call at 2:00 AM, it most surely must fall into that “nothing 
good happens” category. My work phone rings, I roll over, look at the callerID 
and answer it. I’m literally praying out loud and cringing as I answer the 
phone. As I said, it was one of my newer Field Site Safety Managers. After a 
few short introductions, I say, “What is the nature of your call?” She pauses, 
then proceeds to describe a significant occurrence at her site. I interrupt and 
say, “Are there any injuries, major equipment, or environmental damage?” 
She says, “No sir.” Quite confused now, I ask why she is calling me at this 
hour. Once again, she says to report a significant safety occurrence at her 
field site.

What she told me next was not only a major surprise, but I’ll also remember 
and think about it for the rest of my life! She told me about a very new, 
young employee assigned duties at the highest point of an operational oil 
rig. He was brand new on the rig. Before beginning work, he had completed 
all his orientation, OJT, and safety briefing. As he ascended to the rig’s 
top, he dutifully conducted inspections as directed during his orientation 
training. As a result, he identified and immediately reported a flawed safety 
connection. The safety was literally on the verge of failing at any moment. 
It’s likely the result would have been multiple fatalities and serious injuries. 
Then she said, “and now the rest of the story.” That safety was incorrectly 
installed and worked towards disaster for several days. No less than 15 
seasoned, experienced employees passed it by without giving it a second 
thought. When he reported the problem, they shut down, discussed how to 
correct it safely, reinspected, and resumed operations. When she interviewed 
the rookie, he said he was doing what he was taught in orientation and the 
safety briefing. He thought he might be in trouble because his observation 
caused them to halt the operation. She called at 2:00 AM to ensure that I 
would go out of my way to recognize and reward the rookie for saving lives 
when I found out about the occurrence. I have three things to say: 1- Wow, 
what a great team! 2- We recognized and rewarded the rookie and the site 
Safety Manager, and 3- Sometimes Good Things Do Happen After Midnight!

Contributed by Sharon G. Name of organization withheld.

THERE I 
WAS

Please send us your “There I Was” stories. Share experiences that will help 
other safety professionals. Positive, Sad, or Something Great! 

Email contact@isspsafety.org

If you’re a parent, you’ve 
probably heard the saying, 
“Nothing Good Happens 
After Midnight,” well....

Three pigs in a field in summer.

We love to hear from our readers! 
Your opinion may change the 
world. Say it with pride! 
Email contact@isspsafety.org.

Share your opinion 
with us!
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PRO-DEVELOPMENT TO PONDER
From the “I have a dream” speech to Steve Jobs’ iphone launch, 
many great talks have a common structure that helps their 
message resonate with listeners. In this talk, presentation 
expert Nancy Duarte shares practical lessons on how to make 
a powerful call-to-action.

Click here to watch: Nancy Duarte: The secret structure of 
great talks
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• Software Development 
and Architecture Solutions

• Application and Web, 
Design and Development

• Cloud Development 
Solutions

• Database Design, 
Development, and 
Maintenance

• Help Desk Services

Utilizing customer-focused management processes, 
SRCA delivers solutions and provides services that 
produce results.

SAFETY PrOFESSIONAL 
TIP OF THE QUARTER

ADVERTISE WITH US!
Reach Thousands of Readers • Very Reasonable
Custom Messages That Get Results
Email contact@isspsafety.org for rates and terms

www.isspsafety.org 405.694.1644

1. Don’t discredit safety with unpleasant 
safety meetings!

2. Reward the behaviors you want to 
see. (Fosters Positive Safety Culture!)

3. Gain and maintain professional safety 
management credentials!

4. Educate, advise, and inform Senior 
Management!

5. Measure the “safety good” you are 
doing (organizational value add); teach 
others not to confuse safety program 
management with accident rate!

6. Create a Safety Mascot, Slogan, or 
Mantra!

To learn more, contact our Lead Safety 
Program Auditor, Mr. Roger Hood at:
roger.hood@dot.gov

(334) 678-7722 • www.srca.netCONTACT US TODAY!

SAFETY DIGEST INTERNATIONAL

GAIN MAXIMUM 
CREDIBILITY IN YOUR 
PROFESSION
ISSP Certified International 

Safety Manager CISM®

www.isspsafety.org
contact@isspsafety.org
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