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The coursework had a number of learning outcomes for students to demonstrate :-

1. In this accident, as in many others, the responsibility for causing it is often shared by a number of people at different levels in an organisation.

2. That responsibility is most often not shared equally, and there is usually one main culprit whose actions, or failure to act, led most directly to the dangerous situation.

3. Different pieces of safety law apply to different situations, and give legal force to the accountability of those responsible – whether they realise it or not.

4. The safety budget can be an easy target for cutting, but it can have unforeseen and devastating consequences.

5. The people making the cuts are rarely the ones who face the most devastating consequences.

6. The culture that allows dangerous cuts in safety budgets comes from the senior management levels in companies. Individual workers can have an unsafe culture of their own – but they cannot cut budgets.

7. The law says that the main responsibility lies with those who control the company – and the money.

8. Whilst the injured worker carries some responsibility for his own safety, there are reasons for him being the least accountable.

9. After an accident, the position taken by a company’s leaders can vary widely.

Feedback

General comments

All groups achieved at least the minimum pass mark, but some only just.

All groups identified several of the above points, a few found the majority of them, none explored them all. Many reports were extremely superficial, stating just the bare facts with little if any attempt at explanation or analysis. This was very disappointing for work at this level of study and groups lost marks for adopting this approach.

Perhaps most concerning was that many groups took the view that the worker was more to blame for the accident than the company because he was not wearing a safety belt. Some even took the view that a safety belt was the first and main requirement of safety in this situation. Both of these are completely at odds with the philosophy of safety given in the notes for this course. Groups that took these views lost marks heavily.

Part 1

- 
the role, responsibility and accountability of each person in relation to the accident.

Despite the question clearly asking for these details “in relation to the accident”, some groups wasted effort and many words in giving lengthy lists of the theoretical duties of each person – many of which were irrelevant to the circumstances of the accident. 

There was also confusion about the terms ‘role, responsibility and accountability’. 

Role = what each person did, or did not do, and how it contributed to the accident.

Responsibility = how important their actions were in causing the accident, and so how much are they to blame – especially in relation to the others involved.

Accountability = what could happen to each person because of the accident and what consequences they might face. This includes what laws were broken, what the penalties could be, the likelihood of legal action, and other action that the company might take to protect its business and reputation.

Groups that did well took the time to explore what information was being asked for and how it fitted together to produce a coherent report about the accident. 

This was a clear opportunity to identify the main culprits and to identify their mistakes. It was very disappointing to see so many groups placing so much blame on the employee for refusing to work on a dangerous task without considering the pressure a worker can be placed under to carry on working. It would be normal practice to interview a victim to find out why they did what they did. This information would be crucial in allocating responsibility, but very few groups suggested it.

Although most groups correctly identified each person’s responsibilities, relatively few went on to prioritise this in order to identify who was most at fault. From a legal point of view this would be the Production Director for his extraordinary decision to cut back on scaffolding without apparently considering the impact on safety. Extra marks were awarded to the groups that took their analysis to this level.

In the UK at least, it is likely that both the company and the PD would face criminal prosecution.

Referencing of material was generally poor. In most cases references were not linked into the body of the text and so were really only ‘resources’, rather than proper references. This detracted from the marks awarded for presentation.

Part 2

· PowerPoint presentation to the Board.

In general the presentations were good, and some were quite imaginative. 

Since the presentations tended to follow the conclusions from Part 1, any mistakes were repeated in Part 2. However these were not penalised twice to the same extent.

The amount and quality of the speakers notes varied widely. Whilst some chairmen would have been pleased to address the board from these notes, others would have been far from happy.

