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Incident Management Process
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Methodologies

You have to understand what happened before you can
understand why it happened

Why do we need a methodology

* Determines the causes of an incident
* Uses problem solving tools to help with the analysis
* May reduce “investigator bias”

* Enables people to be held accountable. Doesn’t focus
on blame

* Doesn’t focus on the goal of finding “the one” root
cause which caused the incident to happen

09/03/2018



Familiar methodologies?

Ishikawa Fishbone Diagram

| Materials | | Methods | | Machines |

Kelvin
TOP-SET

o))
£
§m
:E m

v Fault 'U
Tree
Analysis

e

Cau

Tripod
Beta

TapRooT

Methodology 1:
Cause Mapping

09/03/2018



ThinkReliability: Cause Mapping

What’s the Problem?

Step M
Goals Impacted

Why did it happen?

- m

Causes

What will be done?

Solutions

ThinkReliability : Cause Mapping

n

Cause-and-Effect Relationship

Building Block
« AND

Titanic Ship Hit

Sank Iceberg
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Cause Mapping

Safety
Goal
Impact

Loss of
1500 lives

A8l Problem Definition

What Problem(s) Titanic sank, ship hit
iceberg, weak rivets
When Date. Time 14t April 1912
Where Phy5|?a| North Atlantic
Location
Proce.ss Passengers UK to US
Location

Impact to the Overall Goals

Safety
Vessel

Business

1500 Fatalities
S 7,500,000
Liabilities, business loss  $ 16,500.000

Lost entire ship

Frequency 1x

Titanic Causal Tree

Safety
Goal
Impacted

Not
enough
lifeboats

Titanic
Sank

Water Opening Plates
Filled Hull in Hull Buckled

Strength
of Hull

Steel
Iceberg

Present
on Hull
Ship Hit

Iceberg Ship
didn’t
turn
quickly
enough
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Example: Hotel Kitchen Accident

https://www.youtube.com/watch?v=MwCyVkulHv|

Problem Definition:

Cook Seriously Hurt through scalding (burn)

Business Goal JEEIJIINENEINESASE  HKDS10,000,000

Summary: CauseMapping

= -H

AND

AND

Goal
Impacted

Evidence:
XXX
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Corrective Actions

Methodology 2:
TapRooT

Investigation/Audit CA Numbel

Systems Improvements Inc: TapRooT®

[ rpteorosomre— — Liix]

TapRooT® Last Login : 03/01/2017 11:20 AM Welcome, System Administrator

T

+ Show Advanced Filter

Home 0 D

Techniques
Help.
Admin

MY RESPONSIBLE ITEMS

Corrective Actions

T vestgationAudt | ivestgaion A T | CANumber | Correctve Actions T priorty | Due Date
P Faire on CBA| [Gary outnaspendent auaitto chedk mants | Meatum | Z3022017
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TapRooT

TIME
) Date & Time
Date & Time Date & Time
e R
condition condition 1 condition :

_________

condition

Exa m p | e https://www.youtube.com/watch?v=cxNboMk6Mhk
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Wood Cutting Incident
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Wood Cutting Incident

TIME

08.20 08.36

Cutting Circular Saw
e Wood using Placed on
circular saw the Ground

Arrived at
work

Late: Missed the Wood dust jams

0800 Toolbox the spring G'uard
. not in Place
Talk mechanism
Tool Pre-use
Check
Not Done

08.46

Circular Saw
moves on
the ground

Blade still
Spinning
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Wood Cutting Incident

TIME

08.20 08.36 08.46

Cutting Circular Saw Circular Saw

Arrived at Wood using Placed on moves on

work

circular saw the Ground the ground

Late: Missed the Wood dust jams .
. J Guard Blade still
0800 Toolbox the spring . N
. not in Place Spinning
Talk mechanism

Tool Pre-use
Check
Not Done

Analyse the Causal Factor

Causal Factor/Issue:

TapRooT®
- Wood Dust Collects on the Spring Mechanis

Root Cause Tree®

I START HERE with each causal factor/issue and select or eliminate each category to find root causes. I

v

EQUIPMENT . r
DIFFICULTY" 5
“Note: Consider A

Pages 7-27 Equifactor® Analysis

I I 1

EQUIPMENT / PREVENTIVE /
PREDICTIVE

MAINTENANCE

Pages 3-6

Anticipated Review NI
equipment i |: i ; u)O,I‘ ; corrective action NI
environment change (moc STORAGE
not considered EonRLivEca
hazard analysis NI not yet implemented

QUALITY CONTROL

trending NI
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Considerations

* Complexity

Energy Institute: Tripod Beta

Tripod causation path

* Training /
* Industry Origins

* Client

* Software

* Safety Culture

* Cost

, )

|| Underlying i n

| e Precondition | s wsm i
| |
I Agent

creating change |
Failed barrier y Incoent
Event

I Object l

| being changed

Immediate
cause

Recap

Process Views

Oﬂcident Notification

* Emergency Response

CauseMapping

= -

Incident O
Management
¢ HSSE Reporting
¢ Communication

TapRooT

condition

condition
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Case Study: Hawaii Missile Alert

B0 s e
South Chma Morning Post

Incoming missile attack alert that spread panic in Hawaii blamed on ‘wrong button’ being pushed

Incoming missile attack alert that spread panic in
Hawaii blamed on ‘wrong button’ being pushed

The emergency notice was triggered after an employee pushed the wrong button during
a shift change at the Hawaii Emergency Management Agency

Worksheet: Download Here

Was this human error, system design
or work process failure?

Hawaii Missile Alert: 13 January 2018

8:0/

Saturday, January 13

/\ EMERGENCY ALERTS

Emergency Alert

BALLISTIC MISSILE THREAT INBOUND TO
HAWAII. SEEK IMMEDIATE SHELTER. THIS IS
NOT A DRILL.

Slide for more
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Thank You

Contact:
neilvk@hotmail.co.uk

Hargreaves A I:csgss Services

Room 1117 Tuen Mun Central Square
No. 22 Hoi Wing Road
Tuen Mun, Hong Kong

hsgplc.co.uk
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