IDIZVA O

NL3IN

G10¢C

THE RELATIONSHIP BETWEEN SAFETY CULTURE,
ABERRANT BEHAVIORS AND SAFETY CONSEQUENCES

GULAY YAZICI

SEPTEMBER 2015












THE RELATIONSHIP BETWEEN SAFETY CULTURE, ABERRANT
BEHAVIORS AND SAFETY CONSEQUENCES

A THESIS SUBMITTED TO
THE GRADUATE SCHOOL OF SOCIAL SCIENCES
OF
MIDDLE EAST TECHNICAL UNIVERSITY

BY

GULAY YAZICI

IN PARTIAL FULFILLMENT OF THE REQUIREMENTS
FOR
THE DEGREE OF MASTER OF SCIENCE
IN
THE DEPARTMENT OF PSYCHOLOGY

SEPTEMBER 2015












Approval of the Graduate School of Social Sciences

Prof. Dr. Meliha Altunisik
Director

| certify that this thesis satisfies all the requirements as a thesis for the degree of

Master of Science

Prof. Dr. Tiilin Geng6z
Head of Department

This is to certify that we have read this thesis and that in our opinion it is fully

adequate, in scope and quality, as a thesis for the degree of Master of Science

Assoc. Prof. Dr. Tiirker Ozkan

Supervisor

Examining Committee Members

Assist. Prof. Dr. Bahar Oz (METU, PSY)

Assoc. Prof. Dr. Tiirker Ozkan (METU, PSY)

Assist .Prof Dr. Miijde Koca-Atabey (IPEK, PSY)













I hereby declare that all information in this document has been obtained and
presented in accordance with academic rules and ethical conduct. | also
declare that, as required by these rules and conduct, | have fully cited and
referenced all material and results that are not original to this work.

Name, Last name : GULAY YAZICI

Signature



ABSTRACT

THE RELATIONSHIP BETWEEN SAFETY CULTURE, ABERRANT
BEHAVIORS AND SAFETY CONSEQUENCES

Yazici, Giilay
M.S., Department of Psychology

Supervisor: Assoc. Prof. Dr. Tiirker Ozkan

September 2014, 125 pages

This thesis study aimed to explore safety culture, aberrant behaviors and safety
consequences such as work accident and near-misses. Three main studies were
conducted to analyze this relationship. The first study aimed to define safety
culture dimensions unique to organizations by using archival data of work
accident. 332 work accident report was analyzed by factor analysis. Five different
safety culture dimensions were extracted. After completion of workshop and
safety literature review, ten safety culture dimensions were determined. Safety
culture matrix (SCM-FI) was developed as a result of in depth interview with 120
employees. Aberrant behavior questionnaire (ABQ-FI), 5-Likert scale with 52
items was developed by accident reports. Results showed that groups based on
seniority, gender, and education level significantly differ in terms of
communication, safe acts, reward and punishment and willingness to reach better.
It was found that dimensions of employee commitment to safety and management
commitment to safety has predictive value on error, violation, lapses and safe
acts. Safety system was positively related and explained .12 0% of total variance.
Moreover, management commitment to safety had predictive value on work
accident whereas employee commitment to safety explained .08 % of total
variance on near-misses. It was found that error, slip, lapses and safe acts did not

predict work experience whereas whole types of aberrant behavior predict near-



misses. The findings, possible limitations and unique contributions were

discussed in sense of the related literature.

Keywords: Safety Culture, Human Error Theory, Safety Dimensions, Aberrant

Behavior



0z

IS GUVENLIGI KULTURU, GUVENSIZ DAVRANISLARI ve IS
GUVENLIGI CIKTILARI ARASINDAKI ILISKI

Yazici, Giilay
Yiiksek Lisans, Psikoloji Bolimii

Tez Yéneticisi: Dog. Dr. Tiirker Ozkan

Eyliil 2015, 125 sayfa

Bu tez ¢alismasi, is glivenligi kiiltiirti, glivensiz davraniglart ve is kazas1 ve ramak
kala gibi is gilivenligi ciktilar1 arasindaki iligkiyi arastirmaktir. Bu iliskiyi
arastirmak icin, ii¢ ana ¢alisma yiiriitiilmiistiir. ilk calismanin amaci, orgiite 6zgii
is giivenligi kiltiir boyutlarim1 is kazalarinin arsiv  verileri kullanarak
tamimlamaktir. 332 is kazas1 raporu faktor analizi yapilarak incelenmistir. Bes
farkli kiiltir boyutu c¢ikarilmistir. Atdlye caligmalarinin tamamlanmasi1 ve is
giivenligi literatiir taramasimin tamamlanmasindan sonra, 10 farkli is giivenligi
kiiltiir boyutu tanimlanmistir. Is giivenligi kiiltiir matrisinin gelistirilmesi icin, is
giivenligi kiltiir boyutlar1 hakkinda 120 g¢alisanla bire-bir miilakatlar yapilmistir.
Is kazalar1 raporlar1 incelenerek, 52 maddeli besli likert 6lcekli Giivensiz
Davranmis Olgegi- Gida Sektorii gelistirilmistir. Sonuglar gdstermistir ki;
calisanlarin kidem, cinsiyet ve egitim seviyeleri gibi demografik yapilarinin,
iletisim, giivenli davranis, oOdiillendirme-cezalandirma ve daha iyiye ulasma
istekliligi boyutlarinda farklilastign bulunmustur. Is giivenligi boyutlarindan,
yonetimin is giivenligine baglhiligi ve ¢alisanlarin is gilivenligine bagliliginin
giivensiz davranislart yordadigi bulunmustur. Is giivenligi sistemi, giivenli
davraniglarla pozitif iliskili ve % 12’lik bir varyans acikladigi bulunmustur.
Dahasi, yonetimin is gilivenligine baghliginin 1§ kazalarin1t yordadigi ve

calisanlarin ig giivenligine baghiliginin da ramak kala deneyimlerini yordadigi

Vi



bulunmustur. Giivensiz davranislarin, is kazalarmi yordamadigini bulunurken,
ramak kala deneyimlerini yordadigi bulunmustur. Bulgular, kisitlayici faktorler

ve ¢alismanin 6zel katkilar, tartisma boliimiinde irdelenmistir.

Anahtar Kelimeler: Is Giivenligi, insan Hatas1 Teorisi, Is Giivenligi Boyutlari,

Giivensiz Davranislar
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CHAPTER |

INTRODUCTION

1.1. Workplace Accidents

Nowadays, workplace accidents have been used more frequently as result
of the increase in number of employee injury or lose their life in workplace
accident. Workplace accident is defined as “an unexpected and unplanned
occurrence, including acts of violence, arising out of or in connection with work
which results in one or more workers incurring a personal injury, disease or
death” by International Labor Organizations (ILO, 2015). Workplace accident is
important topic in agenda of top management to provide employee’s safe

workplace as a human right and to prevent costs of workplace accidents.

1.2. Cost and Effects of Workplace Accidents

Workplace accidents are not phenomena affected individuals or a small
group, they are social phenomena when considered costs and effects of it.
Workplace accidents cause economical, physiological, and psychological loss for
government, employer, and employee. Regarding cost of work place accidents,
Hrymark and Perezangolez (2007) found that €52.000 as average cost per
accident included treatment and social security cost in Ireland. Similarly, in
Turkey Ko¢ and Akbiyik (2011) reported cost of job accident and occupational
diseases as approximately $ 44 billion as average cost per accident in a year. The
cost of job accident and occupational diseases was 1,5 times higher than cost of

social security institution (Kog, & Akbiyik, 2011). In the sense of employer,



production loss due to job accident results in many financial cost such as salary
cost of replacement employee, overtime payments, repair bill treatment and travel
expenses, and retraining cost to increment of supervision (Hymark &
Perenzagolez, 2007). Around the World, Health and safety statistics in 2013
reported that 133 employees lost their life as a result of work accident whereas
629.000 injuries occurred during work (Health and Safety Statistics, 2013/14).
The statistics of the workplace accident and occupational diseases in 2014 have
not clarified yet, it is known by news in Turkey that approximately 319 employee
were Killed in workplace accident in Soma and Karaman tragedies. When looked
at workplace accidents numbers, it seems that the financial costs should be much

more than costs of precaution to prevent workplace accidents.

Besides financial costs of workplace accidents, they causes in pain and
suffering to various degrees and permanent disabilities. While physical and
economical effects of workplace accidents are only the seen the tip of the iceberg,
the psychological effect of the workplace accidents is much wider than it is
estimated. The psychological effect of the workplace accident influences not only
work place environments such as employee and employee’ colleagues but also it
affects employee’s family and friends. It was found that the employee experiences
anxiety, resentment towards employer, embarrassment, depression, and isolation
from life after the workplace accident (Hymark & Perenzagolez, 2007). When
considered effects of work accident on government, employer and employees,
prevention of the work accidents is an emergent concern both in the World and in
Turkey which is the one of top countries on the work accident rates on European

based International Labor Organizations’ statistics.
1.3. History of Organizational Health and Safety Law

When displayed costs of workplace accidents, the topic of safety has
become crucial for employee, employer and government. The dictionary
definition of safety is to be far away from danger or harm. Need to be far away

from danger or harm in Turkey emerged in coal mining sector. The first



regulations about organizational health and safety in coal mining sector are
Ottoman Coal Mine Regulations in 1865 and Maaddin Regulations in 1869.
During war years, Mineworker regulations came into operation in 1921 by
Turkish Grand National Assembly (ISGUM, 2015). In 1930, Public Health Law
in Turkey went into operation with obligation to work workplace doctor in
company who consists of more than fifty employees. Organizational health and
safety regulations were given place into the labor law no 3008 in 1936. With
minor changes in 1974, in 2003, the labor law no 4857 was accepted. The
regulations related organizational health and safety issues were present as a
section in the labor law no. 4857. The major changes in organizational health and
safety was in 2012 (ISGUM, 2015). To prevent occupational diseases and
increase safety standard, law of occupational health and safety came into
operation at 30/06/2012 in Turkey. The law includes concept of the work
accident, and occupational diseases. Besides applications aimed to increase safety
standards and prevent them such as recruiting working occupational health and
safety specialists, making risk assessments, and preparing training programs for
occupational health and safety. Unless taken the preventive action, the employer

is imposed sanctions.
1.4. Safety Management

Safety management takes place in the top agenda of organizations because
of the effects on government, employer and employees. The safety management
divided into three ages, a) technical measures, b) behavioral factors and individual
factors, and c) ergonomics and sociotechnical measures (Hale, & Hoven, 1999).
In addition to these three ages, Wiegmann, von Thaden, and Gibson (2007)
defined the fourth periods of safety management defined as the safety culture

period safety with regard to effect of sociocultural factors.

With traditional approach, attempts to improve workplace safety are
focused on technical issues and individual human failures (Gadd, 2002). Firstly,

in order to prevent the work accident, employers mostly focus on physical work



environment and general working procedures. According to Social Security
Institution statistics, 74.871 employee suffered work accident in 2012 whereas
191.389 work accident report was recorded (SGK, 2013). Although this approach
success to prevent many of the work accident cases, the statistics showed that this
approach has not sufficient prevent accidents. In other words, the statistics
showed that taking preventive actions within the limits of the law is not
efficacious in decreasing the work accidents or just technical measures are not
sufficient to decrease workplace accidents. Secondly, Sadullah and Kanten (2009)
classified causes of the work accident into two different categories, unsafe
behaviors and unsafe environment. However, previous research claimed that even
though the safe environments are constructed, zero work accident is impossible
because of the dynamic concepts of the work accident. According to Human Error
Theory, the human factor perspective acknowledges individual differences and
focuses on psychological pressures and factors that influence behaviors (Fogarty
& Shaw, 2009). As a result, the human error is one of the most important topics
handled. In addition the human error, organizational policies and procedures,
hidden factors play important role in a series of the major accidents like the
Chernobyl. The concept affects the safety policies and procedures are studied to

prevent work accident and eliminate cost of the work accident.

Despite all the laws and enforcements, it is obvious that there are other
factors predicting the workplace accidents. Gummingham and Sinclair (2009)
reported that effectiveness of the occupational health and safety system without
informal variables such as trust and commitment is doubtful. It is much more than
just the making law, rather the workplace accidents are unique to its own
environment, in which employers, employees and the relationship among them

are predictors of those accidents.



1.5. Safety Culture
1.5.1. The Concept of Safety Culture

Culture is a basic sociological terms which is easy to say, harder to define.
For many years, culture is one of the most studied elusive topic; however, there
has been no consensus on definition of it. Culture is defined by Awad and Saad
(2013) as a combination of values, sets, beliefs, communications and explanation
of behavior guided to people. The most cited definition of culture belongs to
Taylor (1981) as “complex whole which includes knowledge, belief, art, morals,
law, custom, and any other capabilities and habits acquired by man as a member
of society” (as cited in Frischmann, 2006).

Organizational culture is accepted as the subtype of culture.
Organizational culture is defined as the concept included set of shared values,
beliefs, attitudes shaped how members of organization behaves, and affects each
other (Armstrong, 1990). As extracted definition, organizational culture as
organizational identity is tool to shape employee’s behavior.

The safety culture is accepted as subculture of the organizational culture
focused on safety issues in organization. The concept of the safety culture was
firstly mentioned in “The Summary Report on the Post-Accident Review Meeting
on the Chernobyl” by the International Atomic Energy Agency (IAEA). In this
report, organizational mistakes and violation of employees played role in occurred
disaster (Yule, 2003). Cox and Flin (1998) mentioned the immaturity of the safety
culture was one of the key factors in disaster of the Piper Alpha. In the literature,
there was no consensus with regard to definition of the safety culture. Cox and
Cox (1991) defined the safety culture as reflection of attitudes, beliefs,
perceptions, values related to the safety shared by employees, whereas safety
culture conceptualized by Lee (1996) as “the safety culture of an organization is
the product of individual and group values, attitudes, perceptions, competencies,
and patterns of behavior that determine the commitment to, and the style and
proficiency of, and organization’s health and safety management”. Guldenmund

(2000) accepted Lee’s safety culture definition as “the most explicit, outlining



most of the assumed contents of safety culture” as a result of comparison of 16
safety climate and safety culture definitions. As inferred from definition of the

safety culture, it includes psychological, situational and behavioral aspects.

1.5.2. Culture or Climate

Organizational culture and climate has been used interchangeably both in
the safety and organizational literature. However, the organizational culture is
related to organizational level while organizational climate is mostly connected
with motivation of individuals (Dursun, 2012). From different point of view, the
organizational culture depicts whole picture of organization, yet, organizational
climate describes picture at a specific time or situation (Parker et.al.2009). The
organizational climate is interested in attitudes and behaviors of individual
whereas the organizational culture includes organizational values, beliefs and
attitudes shared by members. According to Dursun (2012), the organizational
culture is the bases of behavior norms whereas the organizational climate reflects
whether individuals comply with or not with behavioral norms or not at specific
time or in a period. It was concluded that culture changes is necessary to behavior
changes, in addition to climate changes. Lee (1996) has argued that the safety
culture is a more appropriate term than safety climate, due to the fact that the

safety culture is independent from individuals comprised it.

1.5.3. Characteristics of Safety Culture

The safety culture approach is one of the dynamic approaches to the accident
reduction due to its multidimensionality, uniqueness and changeable
characteristics. The strengths of this approach come from its uniqueness to each
organization. Although core dimensions of the safety culture are defined, the
safety culture is likely to vary within the organizations. Westrum (2004)
emphasized effect of the culture in organization that “culture for an organization
as analogous to personality in the individual”. Thus, the response for one
phenomenon differs from one organization to another. Another feature of this

approach is the multidimensionality of culture. It includes different concept from



commitment to safety to reward and punishment. It gives opportunity to many
different concepts into only one tool. Thus, it could draw the whole picture about
the organizations in terms of the safety by oneself. The most remarkable
characteristic’s is willing to change (Parker, Lawrie, & Hudson, 2006). It shows
developmental aspects of the safety culture and relationship between

improvements of safety performance.

1.5.4. Safety Culture Maturity Model

Safety management takes place in the top agenda of organizations because
of the effects on government, employer and employees. The safety management
divided into three ages, a) technical measures, b) behavioral factors and individual
factors, and c) ergonomics and sociotechnical measures (Hale, & Hoven, 1999).
In addition to these three ages, Wiegmann, von Thaden, and Gibson (2007)
defined the fourth periods of safety management defined as the safety culture

period safety with regard to effect of sociocultural factors.

With the safety management systems slips from safety culture, safety
culture models have been suggested. Safety maturity model, one of suggested
model, is developed by Fleeming. In this model, organizational safety culture
development is analyzed in five stage in terms of ten safety culture dimensions
(Fleeming, 2000).

Westrum (1993) suggested three different safety culture levels from
pathological, calculative, to generative level. Each level shows development level
of organization in safety in terms of handling information flow. In 1997, James
Reason extended Westrum’s typology via adding two transitional stages, which
were reactive and proactive stages. In this study, the five stages of the safety
culture are used as evolutionary aspect. Firstly, organizations in pathological
stage do not give attention to the safety issues. Causes of accidents are attributed
stupidity, carelessness and violation of employee. Close communication channels
and information is hidden (Hudson, 1999). Scapegoatting in organization is seek,
unless job or project do not reach successful results (Westrum, 2003). Secondly,



reactive stage is identified with increment in safety interests only after the
accident occurred (Parker, Lawrie, & Hudson, 2005). Thirdly, bureaucratic stage
is characterized by safety system aimed to manage risks and hazards. In other
words, safety is remain on agenda only in sense of the cost-benefit analysis. The
safety applications are evaluated as perfunctorily by employee. Next, in the
proactive stage, focus is prediction before accident and taking precaution before
accident occurred. Finally, the generative stage, top of the maturity and aimed to
reach organizations, is identified as internalization of the safety applications not
only at workplace but also in social life. This type of organization is the

benchmark in sense of the safety (Hudson, 1999).
1.6. Safety Culture and Safety Performance

Since concept of the safety culture and the safety climate is on topic, many
researchers have been conducted in both theoretical and practical framework in
different countries, sectors and organizations. Top of the list about safety culture
researches is the area of nuclear energy; besides, studies in aviation and
construction and health sector consist of important ratio of the safety culture
studies. Although there are some studies in production sector in the world, to the
best of our knowledge, it has not been studied in food industry, previously. The
safety culture studies conducted especially in European countries because of the
fact that government has given considerably support to improve the safety
performance (Swuste, Gulijk, & Zwaard, 2010). It is surprising that there are only
a few safety studies in countries which are the top three countries on the list of
fatal work accident. Regarding Turkey, no more than ten studies have been
conducted as the third country in the fatal work accident.

Positive safety culture is aimed to create an climate which risks in
workplace is recognized by employees and then employee protect themselves
from, and promote safe actions or avoid unsafe actions (Ostrom, Wilhelmsen, &
Daplan, 1993). The safety culture as a management tool is aimed to enhance
employee’s beliefs, attitudes, behaviors, and values toward safety (Beck &
Woolfson, 1999).



As mentioned by Parker et. al (2005), the safety culture includes various
safety dimensions. There are no consensuses with regard to dimensions of the
safety in the literature because of its uniqueness for organization. Parker et. al
(2005) conducted a safety culture research in oil and gas industry and found 11
different dimensions such as benchmarking, audit, rewards of safety that directly
affect safety attitudes, beliefs shared by organizational members and safety
performance of organization. In that study, the relationship between safety culture
dimensions and safety performance was not analyzed. Besides, Cox and Flinn
(1998) defined six different culture dimensions, respectively management
commitment to safety, safety system, personal responsibility, attitudes toward
hazards, compliance with rules affect the safety performance. In another
research, Sawacha et.al (1999) found that the higher score in positive top
management attitude, the higher score on safety performance, and the lower work
accident. Collison (1999) stated that employees worked in cultures with open
communication channels are significantly more likely to involve in safety
applications than others. Moreover, high involvement in safety activities is
negatively correlated with work accidents. In these studies, the safety culture
dimensions were mainly determined by workshops with employees worked in

different department and different status.

The safety culture is the framework of the organization toward the safety;
however, various work groups or departments could differ in the perception of
safety culture dimensions. Perceptions or attitudes are mostly affected by social
and industrial role of individuals. The divergence between managers and workers
in terms of attitudes toward safety culture is inevitable in organizations. In regard
to these, Fung, Tam, Tung, and Man (2005) conducted a study to analyze the
differences between three levels of employees, top management, frontline and
supervisory staff in terms of their attitudes, beliefs and perceptions toward the
safety culture. In this study, eight-dimension-safety culture questionnaire was
developed to measure attitudes and perceptions of employees. It was found that

the supervisory and top management employees rated significantly higher than



the front line employee in organizational commitment and communication and
accident reports dimensions. Similarly, Fernandez-Muiiz, Montes-Pe6n, and
Vazquez-Ordas (2007) examined the relationships among management
commitment to safety and employees’ involvement in safety activities, safety
system and safety performance by development of safety culture questionnaire
based on the literature review by using structural equation modeling. In this study,
the data was collected 382 participants worked at different firms in order to
generalizability of results. It was concluded that attitudes and behaviors of
management to the safety had direct effect; whereas, the safety system had
indirect effect on increment in safe acts of employee (Ferndndez-Muiiiz, Montes-
Peén, & Vazquez-Ordas, 2007). Kao, Lai, Chuang and Lee (2008) conducted
study in five petrochemical industries to make general assessment of the safety
culture by developing a questionnaire as a reviewed many questionnaire, and the
relationship between the safety culture and demographic variables such as age,
gender, education level. The Safety culture was measured by seven different
safety dimensions, respectively, commitment and support, attitude and behavior,
communication and involvement, training and competence, supervision and audit,
management system and organization, accident investigation and emergency,
reward and punishment and benefits. It was found that injury experience and
education did not significantly differ in neither of the safety culture dimensions.
On the other hand, employees worked in decision making positions such as
manager were tended to evaluate significantly and positively the safety culture
when compared to other job positions except safety communication and
involvement (Kao et.al, 2008). It was concluded that when there was increase
seniority in work, employees were more likely to evaluate positively the safety
culture. In this study, age was found as the significantly correlated factor with the
safety culture. Employees whose ages are above 45 had significantly more
positive attitude toward the safety culture than employee whose ages are below
45. In general, this study aimed to depict the relationship between the safety
culture and the demographic variables. Furthermore, Ali, Hassan, Abdullah, Nor

Azimah Chew, and Subramaniam (2005) conducted a study in Malaysia to
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examine effects of management practices in safety culture for decreasing work
place injury. The management practices were gathered into six different practices,
reward, training, management commitment, communication and feedback. It was
concluded that management commitment, reward, feedback and selection had
predicted the reduction of injury rates; moreover, the feedback and employee
commitment had significant predictive value on the injury rates. Another safety
culture study in the United Kingdom, conducted with 1752 participants, showed
that employees who did not experience work accidents were more likely to have
positive attitude to safety than employees experienced work accident (Smith, &
Wardsworth, 2009). In this study, the safety culture dimensions were evaluated by
HSE’s safety climate tool which included ten different dimensions, namely,
organizational commitment and communication, line management commitment,
supervisor’s role, personal role, workmate’s influence, competence, risk-taking
behaviors, obstacles to safety, to reporting of accidents and near misses. It was
found that participants exposed to minor accidents, caused no more than three
days disability, were significantly differed than participants exposed to no minor-

accident.
1.7. Human Error & Aberrant Behavior

Throughout the years, causation of the accidents has been one of the most
attractive topics in the safety literature. Whereas in the earliest nineteen century,
the accidents were accepted as a random event, during the latest nineteen century,
the cause of accidents was attributed to disposition of employee. This point of
view was promted Eric Farmer to develop Accident Proneness Theory which
explained as some employees were more likely to experience work accident than
others. With the emergence of the accident proneness theory, employees were
started to be selected via psychological tests. The importance of this theory in
terms of the psychology literature came from its paying attention to psychological
aspect of the safety (Swuste, Gulijk, & Zwaard, 2010). The Accident Proneness
Theory has still preserved its own popularity, while its hypothesis is rejected by

many researchers. Of technological improvement in industry, it was accepted that
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work accidents gradually develop over a period of time in parallel with several
small failures caused by both machine and human. Thus, accident causation
models such as Domino Theory proposed by Heinrich (1931) rose in prominence.
In the 1980’s epidemiological accident theories explained that accidents occur
when combination of manifest and latent factors was on the rise. The Swiss
Cheese Model was the most famous theory among those epidemiological theories.
Behavioral theories pursued the epidemiological theories. With improvements in
technology, as a prediction of the work accidents, human factors in accidents
were gained attention and started to be discussed (Qureshi, 2007). According to
Rankin (2007), using human error tool named as Maintenance Error Decision Aid
(MEDA) in aviation sector, it was found that 80 percent of plane accidents was
caused by human error; whereas, causes of 80 percent of plane accident was
machine errors in the first day of flight. The popularity of the Human Error
Theory in accidents came from inevitability of the human error because of the

fundamental imitations of human cognitive architecture (Embrey, 2015).

Reason (1990) conceptualized the human error as a generic term to
encompass “all occasions in which a planned sequence of mental or physical
activity fails to achieve its intended outcome”. Reason (1993) stated that
accidents in low hazard-high risk systems were vulnerable to unsafe acts of
operators; whereas, accidents in high hazard-low risk systems were the result of
organizational accidents, combination of many distinct failures. As a result
Reason (1993) proposed a model of organizational accident included connection
between different factors such as institutional and strategic issues, influencing

factors, unsafe acts, and failed defenses (See Figure 1).

Reason (1993) defined two different types of failure as a latent and an
active failure. The latent failures mean that a hindsight fallible judgment,
generally decided by upper management. Its effect is seen subsequent time and
when combined with active failures (Reason, 1993; National Health Safety
Agency, 2015). On the contrary to the latent failures, the active failures are more

evident and adverse consequences which emerge immediately or in short time.
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Figure 1: Human Error Theory by James Reason

The active failures are “unsafe acts by committees to the sharp end of the system”
(Reason, 1993; National Health Safety Agency, 2015). They are affected by
situational factors and latent failures.

Reason’s model of the organizational accidents explained that the chain of
accident started with management decisions and organizational process included
political and economical climates of organization. The latent failures emerged in
this stage were transferred by along functional and departmental paths, and then
reached the sharp end of system. In spite of many unsafe acts, a few of them run
behind the defenses. In parallel with the Reason Theory, Heinrich (1931) stated
that work accidents with major injury ratio were 1:330. The one of the 330 work
accidents is resulted in a major injury; whereas, 29 cases of them were resulted in

minor injuries and 300 cases of them were resulted in no-injury. Reason’s
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classified the unsafe acts into two different categories, errors and violations in
terms of intention included or not.

The intention consisted of both expressions of end-state to be attained and
an indication of means by which it is to be aimed and succeed (Reason, 1993).
Deliberate deviations from the regulated practice were named as violations. The
sharp end of the system intentionally stretched the rules. There were four
different types of violations respectively routine, reasonable, exceptional and
deliberate sabotage. Routine violations comprised short cut of between task
related points.

It could be easily accepted as a practice over time. Reasonable or
optimizing violations attributed to violations’ reasons into some optimistic goal
rather than safety. In other words, violations were tried to explain a good reason.
Exceptional violations were conceptualized as deviations from regulated practice
in unusual circumstances for once. Deliberate sabotage had more clear
explanation than other types, the sharp end of the system deliberately deviate
from practice and aimed to adverse consequences (Reason, 1993). The type of
violations is not effective to analyze relationship among violations, work
accident, and the safety culture. The all forms of the violations included
deliberately deviation from the plan. Thus, type of violations in practice was not
effective to measure effect on safety consequences. Moreover, the violations were
not socially desirable acts and it was hard to discriminate types of violations
which collected by self reports.

The second part of the model, the errors, divided into three different categories in
terms of prior intention and way of to be aimed and succeeded. In order to
classify errors, Reason proposed an algorithm with three questions including
whether prior intention wass included or not and whether action reached to a
success or not (See Figure 2). Slip and lapses were errors when prior intention to
act exists; however, actions did not reach to a success as planned. The slip and
lapses are unintentionally deviations from may be a good plan. The lapses were
consequences of memory failures; whereas, the slips were related to attention

deficits (Ozkan & Lajunen, 2005). Mistakes wee error types when actions comply
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intentionally with a plan, but the plan deviates from the intended path to the
desired goal. Mistakes occur when the sharp end of system have not sufficient
information or competency which to base their decisions or plans.

The errors and violations differed from each other in terms of motivation
bases. Informational processing failures were the bases of errors, while violation
included deliberate and intention, based on motivation. The errors could be
prevented by training or memory aids etc; whereas, in order to prevent violations,

attitude changes were necessary (Reason, 1993).

No Involuntary or
non-intentional
Was prior No Was there action
intention to act? intention in
action?
Spontaneous or
Yes - .
subsidiary action
Yes
A\ 4 NO
Did them Unintenional
proceed as > action ( Slip or
planned? Lapses)

Yes

\ 4

N
Did the actions 0 -
proceed as Intentional but
planned? mistaken action

v

[ Successful Action ]

Figure 2: Human Error Classification Algorithm of James Reason
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Reason’s algorithm of the human error is the tool for the classification of
aberrant behavior and the prediction of accidents although way of measurement
for the latent failures is not indicated. Based on the Reason’s algorithm, thr Driver
Behavior Questionnaire (DBQ) was developed by Reason, Manstead, Stradling,
Baxter, and Campbell (1990) in traffic and transportation psychology area. The
questionnaire, a self report measure, comprises of 50 items included different type
of errors and violations. The DBQ is one of the most important tools for
application of theoretical framework in practical area. It is oriented in negative or
aberrant behaviors such as slips, lapses and violations; however, positive driving
behaviors are not included.

On the other point of view, Ozkan and Lajunen (2005) stated that although
“positive behaviors can be committed without a violation or an error if the action
and the plan were adequate for reaching their desired end”, the positive driving
behavior sometimes causes in negative consequences including error or
violations. If the traffic safety culture improves, positive driving behavior should
be considered. In the literature, Winter and Dodou (2010) found that errors and
violations measured by the DBQ were correlated with accident involvement.
Rowe, Roman, McKenna, Barker, and Poulter (2015) found that predictors of
crash involvement after driving independently were ordinary violations and
general factors. In similar with these results, it was found that participants with
high DBQ-violation score were more likely to involve in both active and passive
type of accidents (Parker, West, Stradling, & Manstead, 1995). Before the DBQ,
there was no scale to measure errors and violations based upon Reason’s
algorithm in work accident or industrial context. The success of the DBQ in
prediction of traffic accident stems comes from the success of the Reason’s
algorithm in prediction of accident involvement. The development of the
questionnaire based on the Reason’s algorithm for industrial context could be
helpful to predict work accident and in further, it gives behavior based support to

prevent work accident in similar with the DBQ.
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1.8.The Present Study

Throughout the safety culture periods of the safety management, defining
key factors affected by the safety culture and explaining workplace accidents or
injuries ares attention-grabbing topics. Knowing the effects of the safety culture
on accident reduction, organizations have used different measurement tools such
as questionnaires, one-to-one interview, or observations in order to understand
their own safety culture. However, the safety culture has specific key dimensions
which are unique to each organization. Thus, these measurement tools might not
catch whole critical information about the safety culture of the each organization.
In light of this information, the first aim of this exploratory study is similar with
Parker et. al (2008), is to generate a theory-based framework used by
organizations both to understand their own safety culture and to follow
advancement of own safety culture. The framework was designed as a
measurement tool which included characteristics of the safety culture as
uniqueness to organization, multidimensionality and dynamic nature of safety
culture by providing descriptions of an organization with respect to a range of key
aspects of safety culture, at each of the five levels of the safety culture
advancement developed from Reason’s typology of culture (1995). The aspects of
the safety culture included were drawn both from archival data include work
accident report and the key features of safety identified in the organizational
safety culture literature. The theoretical framework was developed from health,
nuclear energy, aviation, petrochemical sector. In the literature, to the best of our
knowledge, there is no study about theoretical framework in food industry. The
importance of study is that it was the first study in food production industry and

development of the safety dimensions based on archival data of the organization.

The second aim of the study was to generate aberrant behavior scale based
on the Reason’s algorithm of the human error. The Driver Behavior
Questionnaire, one of tool in traffic and transportation psychology for predict
crash involvement, was developed on the base of Reason algorithm of human

error. Predictive validity of scale is deduced to success of algorithm of human

17



error theory. In this study, aberrant behavior scale was developed for
organizational safety culture to predict workplace accidents. The aberrant
behavior scale would be developed by using archival data by analyzes workplace

cases via Reason’s algorithm.

The third aim of the study is to depict relationship among safety culture
dimensions, aberrant behavior, workplace accident, and near-misses as safety
consequences. The near misses were not used as adverse consequences of safety
in literature. As Heinrich pyramid (1931) showed that 29 work accident cases of
330 cases concluded as near-misses whereas the ratio for work accident is 1:330.
Added near-misses as safety consequences can be helpful to define background of
safety culture and human error. To analyze relationships between safety culture
dimensions, aberrant behavior and safety consequences, it was helpful to predict

and prevent work accidents.
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CHAPTER I

SUB- STUDIES

2.1. Company Information

The company located in Central Anatolian Region of Turkey is one of the
top food manufacturers in terms of bakery products. There are more than 15
products from cake to chocolate. Approximately 5500 employee has worked
whereas approximately 4700 employee has worked in blue-collar jobs such as
production line, planning, quality and maintenance. Although there are more than
two different factories, the study was conducted in factory, which is the most

crowded factory with 1600 employee and is high in workplace accidents ratio.

The methodology of study was divided into three sub-studies because
three studies, parallel with aim of the study, included different methodology.

2.2. Study 1: Specifying Safety Culture Dimensions

Safety culture concept cannot be considered as unidimensional concept
(Parker, Lawrie, & Hudson, 2006). It can be affected by many types of variable
from equipments used in factory to regulations of organization. Safety culture
diffuses around all parts of organization system and effects of it can be
internalized for good or ill (Clarke, 1999). In addition, Zohar (2000) found that
safety related perceptions within the organization differ from both within group
and between groups. It is drawn that safety culture conception can vary within

single organization from department to department. With the light of this
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information, safety culture dimensions were constructed by organizations own

archival data.
2.2.1. Method

The archival data analysis was used to define organization-specific safety
culture dimensions. Frequency analysis and factor analysis was conducted.
Occupational accident reports occurred between 2006 and 2013 was examined.
Occupational accident report included both descriptive information such as date,
time, personal information of employee involved in accident, and the effect of
employee on accident evaluation. The effect of employee on accident evaluation
form to define causes of accident was filled by line supervisor or team leader in
two days after accident occurred. Evaluation form had 18 items with 5 — Likert
type scale. The item score differs from 1 (very high) to 5 (very low). Items
related to causes of accident are evaluated on 5 — Likert type scale whereas items

that are not applicable to accident are left empty.

2.2.2. Results
2.2.2.1. Frequency Analysis

The archival data analysis was conducted with 332 occupational accident
reports, which occurred at five factory between 2006 and 2013 years. Description
of accident reports were seen Table 1. The 19, 3 percent of 332 cases consisted of
accident which occurred in 2013 whereas the 33, 1 percent of 332 cases included
accident report. The 0.6 % and 0.9 % of cases respectively occurred in 2007 and
in 2008. Occupational accident reports occurred in 2007 and 2008 were excluded
from analysis because of small number cases. The distribution of archival data in
terms of years is given in Table 1. The 49, 1 % of cases occurred in biscuit factory
whereas 23, 5 % of cases consisted of accident cracker factory. The smallest
percent of cases was belonged to cake factory. The statistics of archival data
based on type of factory is given in Table 1.
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Table 1: Descriptive Statistics of Work Accident According To Years, Factory

Frequency Percent Valid Percent ;::rr::r]l?tive
2013 64 19,3 19,3 19,3
2012 110 33,1 33,1 52,4
2011 68 20,5 20,5 72,9
2010 49 14,8 14,8 87,7
2009 32 9,6 9,6 97,3
2008 4 1,2 1,2 98,5
2007 3 9 9 99,4
2006 2 ,6 ,6 100,0
Biscuit 163 49,1 49,2 49,2
Cracker 78 23,5 23,6 72,8
Cake 41 12,3 12,4 85,2
Chocolate 49 14,8 14,8 100,0

Male workers involved in 97, 6 % of 332 cases whereas females only
involved in 8 cases of 332 cases. The distribution of cases according to gender
was parallel with the number of worker. Females worked only in chocolate
factory. Workers who worked in dayshift that covers working hours from 06.45 to
18.45 were more involved in accidents than workers worked in night shift and
dogwatch. When analyzed time of accident, it was seen that the 63, 9 percent of
cases was occurred in dayshift. Dayshift accidents were defined by grouping
accidents occurred between 06.45 and 18.45.
accidents occurred between 18.45 and 06.45. According to organization chart,

employees were separated into three different categories. There were blue collar,
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white collar, and team leader. According to job characteristics done, four
categories were defined as production employees, maintenance employees,
planning employees and others. Others category covered quality assurance and
industrial relations works. It was seen that production blue collar workers
involved in 80,1 percent of 332 cases ( N= 266) whereas maintenance and
planning blue collar worker respectively have an accident 4,8 ( N= 16) and 3,9
percent of cases (N=13).  According to frequency analysis, no dimension was
constructed.

2.2.2.2. Factor Analysis

Data obtained from the effects of employee on accident evaluation form
was used to define safety culture dimensions. Evaluation form has 18 items with 5
— Likert type scale. The item score differs from 1 (very high) to 5 (very low).
Evaluation form to define causes of accident is filled by line supervisor or team
leader. Items related to causes of accident are evaluated on 5 — Likert type scale
whereas items that are not applicable to accident are left empty. Empty items

were coded “0” in analysis.

To determine safety culture dimensions, the data were analyzed by means
of factor analysis. The whole items of evaluation form were reversed to ease
interpretation. Missing values excluded listwise. The data were analyzed by
means of principal axis factoring analysis, with promax rotation to see underlying
factor structure by virtue of assumption that factors would correlate with each
other. Barlett’s test and Kaiser-Meyer-Olkin measures were used as indicator of
factorability. Results of both Kaiser-Meyer-Olkin measure of sampling adequacy
(KMO = .810) was higher than .5 and Bartlett’s test of sphericity was statistically
significant (p< .05) which showed that the measure included in the analysis was
factorable.

Based on principal axis factoring analysis, five components with
eigenvalue of greater than 1.0 were found. Five possible factors were totally

explained 35,88 % of total variance. Additionally, a review of the scree plot
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Table 2: Five-factor solution for Safety Culture Dimensions

Factor loadings
1 2 3 4 5 p
Factor 1: Safety regulations and procedures (4.74% of variance)

Kontrol ve o6nlem almasinda ihmal sz konusu
mu? 0,53 0,30

Giivenlik donanimi kullanmama s6z konusu mu? 0,42 0,21

Hareket halindeki ekipmanla ¢alisma s6z konusu

mu? 0,44 0,22
Is givenligi kurallarinin uygulanmamasi soz

konusu mu? 0,48 0,31
Is talimatlarina uygunsuz ¢alisma sz konusu mu? 0,56 0,38

Factor 2: Managerial guidance for safety issues (16.74% of variance)

Ise uygun olmayan ekipman kullanin var mi? 0,57 0,42

Uygunsuz kisisel koruyucu ekipman kullanilmis

m1? 0,32 0,12
Uygun olmayan hizda ¢alisma yapilmig mi? 0,74 0,57
Diger ¢aliganlar1 uyarmama s6z konusu mu? 0,60 0,36
Bilgisiz/yetkisiz ¢alisma s6z konusu mu? 0,34 0,29

Factor 3: Ergonomics and Physical Conditions (7.95 % of variance)

Malzeme/Teghizat/ekipman vb'ni yanlig

kaldirma/ytikleme isi var m1? 0,76 0,59
Asirt yiik (kendisi yada ekipman) igin var m1? 0,73 0,54
Parcayi yanlis yere koyma s6z konusu mu? 0,46 0,25

Factor 4: Working Behavior (3.71 % of variance)
Laubali/disiplinsiz davranma s6z konusu mu? 0,65 0,43
Konsantrasyon bozuklugu s6z konusu mu? 0,57 0,36
Factor 5: Work equipments and machines (2.71 % of variance)
Kusurlu ekipman kullanimi var mi? 0,68 0,48

Ekipman hatali kullanimi var mi? 058 044

Note. N=332; safety regulations and procedures, managerial guidance for safety issues, ergonomics
and physical conditions, working behavior, work equipments and machines, communalities
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demonstrated a clear bend at five factors. Each item was included under the factor
on which it had the highest loading. The explained total variances of factors were
16, 71 %, 7, 95 %, 4, 74 %, 3, 7 %, and 2, 71 % respectively. Eigenvalues of
factor ranged from 1, 11 to 3, 60. First component can be thought of as
representing “safety procedures and regulations”. Second component was named
as “managerial conditions or guidance for safety issues”. Third component,
ergonomics and physical conditions included items related to erroneous job
behavior. “Working behavior” was the fourth component of safety culture. The
last component extracted factor analysis was “work equipments or machines”.

The component loadings were shown in Table 2.

Flin, Mears, 0’Conner, and Bryden (2000) analyzed different instruments
that used to predictive assessment of safety culture of organizations. It was found
that thematic basis of dimension from 18 scales were constructed by dimensions
related to management. Zohar (1980) and Cox and Flin (1988) found that
management commitment to safety has important role on positive safety culture.
Management commitment to safety can be accepted as core dimension for safety
culture. Diaz and Cabbera (1977) conducted safety climate study in airport. It was
found that dimension of emphasis on productivity versus safety has great effect
on prediction of positive safety culture. Two dimensions were added to safety

culture matrix with the light of strong evidence related to effect on safety culture.

To shape latest version of safety culture dimensions, safety culture workshop was
carried out with the participation of health and safety engineers, team leaders,
production managers, human resources manager, and human resources chief.
Workshop, done according to rules defined in NHS toolkit, took 120-150 minutes
with brainstorming related to what is the safety for this company. The topic of
workshop is defined as what the safety for company is, and what the
characteristics of safe company are. It was allowed to participation a few minutes
to familiarize themselves with the topic. It was given 20 minutes participants to
produce their ideas. Then, the whole produced ideas were written with no

criticism. After no new ideas were produced, the discussion part was started in
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Table 3: Description of Safety Culture Dimensions

Dimensions

Description

Safety system

Management commitment to safety

Emphasis on productivity versus safety

Physical condition of workplace and
ergonomics

Work equipments or machines

Communication and participation

Employee education and training and safety
applications

Working behavior

Reward and punishment

Employee commitment to safety

What are the regulations and procedures related to
safety? How are regulations and procedures
applied? How are unsafe acts or job accidents
reported? How do organizations behave after
accident?

How much is invested in safety system and
applications? What is seen as the main purpose of
policies and procedures? What does management
think about safety?

How seriously is the issue of productivity or safety
taken within the organization? How is the balance
between production and safety?

How does the physical working area? Does
management give attention ergonomics? How does
management give attention to ergonomics?

Which type of machines is used to organization?
How seriously is the issue taken when choosing
machines or equipments?

What are the communication channels for safety
informing? What are the communication type of
organization, top-down or bottom up? How do
employees use communication channels? What
does employee think about participation of safety
applications?

What is the effectiveness of employee safety
education?  What are the safety applications
toward job accident? What does employee think of
them?

What is done when existing violation of safety
rules? What do employees give attention when
working? What do employee and management do
during non-standard situation? What does
management think about overtime? How is the
working condition such as rest time?

Is there reward or punishment system related to
safety? How is employee rewarded? Who is given
reward or punishment?

What is the perception of employees toward safety
applications?
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order to convert ideas into dimensions. As a result, Dimension of communication
and participation, dimension of employee commitment to safety system, and
dimension of reward and punishment was added to safety culture matrix.
Dimension of safety regulations and procedures exerted factor analysis was
redesigned and named as safety system. The dimension of managerial conditions
or guidance for safety issues combined with dimension of managerial
commitment to safety. Employee education and training and safety applications
were added as a result of brainstorming. Dimensions of safety culture and

definitions were seen in Table 3.
2.3. Study 2: Tailoring Data Collection Tools

Safety culture matrix and aberrant behavior scale was tailored based on
archival data. As mentioned Study 1, safety culture dimensions was determined
archival accident report occurred between 2007 and 2013. In similar with safety
culture dimensions, archival accident report occurred between 2007 and 2014 was

analyzed algorithm of human error developed Reason’s (1993).
2.3.1. Tailoring Safety Culture Matrix Food Industry (SCM-FI)
2.3.1.1. Method

To tailor safety culture matrix, in depth interviews were carried out. The
purpose of in depth interviews was to get information about health and safety
system in organization with the light of safety culture dimensions. In dept
interviews were performed with purposive 120 employees worked in different
departments and status. Interviewees were selected by stratified random selection

method to capture different point of views.

The interviews took approximately 60-90 minutes. It was carried out by
two researchers. A first researcher was responsible for leading interview in terms
of proper use, while second researcher got down interview notes on the interview

sheet seen in Appendix G. Tape record was not allowed by the management.
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Interview questions were prepared based on safety culture dimensions.
Interview was started with explaining purpose of research and how the interview
is conducted. Before the interview, inform consent was provided. Interviewees
were primed to think about several aspects of health and safety system. It was
aimed to find out both concrete and abstract elements of safety culture, derived
from archival data analysis. Each level of safety culture descriptions was given
participants to read before interview. Counterbalancing into level of safety culture
descriptions was made to prevent the ranking effect. Interviewees were asked to
depict how a manufacturing company would perform in terms of each elements of
safety culture covered at each five levels of safety culture, from generative to
pathological. If interviewees had a difficulty to depict differences between levels
of safety culture, it was asked to depict generative or pathological stage, named as
the ideal one or the worst one. The interview section lasted in one month. After

completion of each interview, debriefing form was provided.
2.3.1.2. Measures
Company Descriptions

The main tool of interview was company description defined safety
culture level from pathological to generative. Five company descriptions reflected
safety culture level was generated from literature (See Appendix G). Company
description was evaluated by 15 employees to whether there are progressive
differences between company descriptions or not. Participants were asked to rank
order company descriptions from “the least developed company” to “the most
developed company” in terms of safety. The name of company descriptions was
altered to alphabetic symbol to prevent deducing from name of company
descriptions. Respectively, pathological company description, the lowest
company in terms of safety, was named as A type company. A reactive company
description was altered to B Type Company whereas bureaucratic company was
replaced with C Type Company. Proactive company, the second company in

terms of safety, was defined as D Type Company. The highest company in terms
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of safety was named as E Type Company. The alphabetic ranking was not parallel
with developmental stage of company. Counterbalancing was made to prevent
ranking effect. Ten participants rated A type company description as the least
developed company (M = 1, 33). Ten participants reported that B Type company
is more developed than A type company (M = 1, 66). It was found that C Type
company (M = 3, 13). s rated as less developed than D Type company (M = 4,
13). It was reported that E Type company is the most developed company in
terms of safety (M = 4, 73). Inter rater reliability was tested by rug index. Ryg
index is a means of calculating within-group agreement. The ryg index of
agreement is .97. It showed that participants are consistent with each other in
ranking the company descriptions. The descriptive statistics were stated in Table
4,

2.3.1.3. Participants

Participants were chosen stratified sampling method. The 89,2 % of
participants were blue collar worker whereas 10,8 % of participants were white
collar worker. 66, 35 % of blue collar workers worked in production department,
whereas 8, 41 % of blue collar workers work in maintenance department.

Planning workers constituted 16, 82 % of participants. Four managers and seven

Table 4: Descriptive Statistics of Company Descriptions

N Min. Max. M SD
Pathologic 15 1.00 2,00 1.33 48
Reactive 15 1.00 2.00 1.66 48
Bureaucratic 15 3.00 4.00 3.13 .35
Proactive 15 3.00 5.00 4.13 .63
Generative 15 4.00 5.00 4.73 45
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chiefs participated in interview. Employee worked in quality assurance was not

included in interview program. Totally, 25 % of participant involved at least one

occupational accident across seniority in company. The 32, 5 % of participants

had 0-5 years seniority, whereas 25 % of participants had between 5, 01 and 10

years seniority. Participants worked at least ten years in company constituted 42,

5 of participants. The descriptive statistics were given in Table 5.

2.3.1.4. Tailoring Safety Culture Matrix Food Industry (SCM-FI)

Generally, interviewees depicted similar description in relation to different levels

of culture. Unlikely, it was asked for renaming the safety culture dimensions by

the upper management in order to create more comprehensive model after

Table 5: Descriptive Statistics of Interview Participants

Frequency  Percent Valid Cumulative
Percent Percent

Work Experienced 30 25,0 25,0 25,0
Accident Unexperienced 90 75,0 75,0 100,0

0 -5 years 39 325 325 32,5
Seniority 5,01 - 10 years 30 25,0 25,0 57,5

10,01- above years 51 425 425 100,0

Maintenance

Worker 9 7,5 7,5 7,5

White Collar 9 7,5 7,5 15,0
Job Team Leader 9 7,5 7,5 22,5
Position

Manager 4 3,3 3,3 25,8

Production Worker 71 59,2 59,2 85,0

Planning Worker 18 150 150 100,0
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interview section was completed. There was no addition or extraction of
dimensions. It was a process to recode of safety dimensions. It was a merge of
dimensions into each other. The element of physical condition of workplace and
ergonomics and the element of work equipments and machines were the sublevel
of safety of work environment level. The necessary of safety system was stabil.
The element of emphasis on productivity versus safety was placed into the
elements of management commitment to safety. The new element was
constructed safety supportive system by combining the element of communication
and the element of reward and punishment. The element of participation and
working behavior was nestled into employee commitment to safety. The element
of employee education and training and safety applications was renamed as
“Awareness raising applications”. Audit and accountability element was newly
constructed. Employees gave responses related to audit and accountability
elements. The element of Willingness to reach better was added. The new safety
culture elements was seen Table 6. The whole interview sheet was divulged
according to new elements of safety culture. Each participants depicted level of
safety culture in a similar manner. The representation of pathological and reactive
levels of safety culture was defined in three-four sentences by participants. On the
other hand, bureaucratic and generative levels of safety culture were depicted in
depth when compared to other levels. First of all, the whole responses relating to
each elements of safety culture were recorded into interview sheet. The
descriptions of each elements of safety culture were put in order by researchers.
The views resulted in depth interview incorporated into each description of safety
culture level. The final safety culture matrix was seen in Appendix H. To ease
data collection section, tailored safety culture matrix was converted to

guestionnaire format, seen in Appendix 1.
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Table 6: Revised Safety Culture Dimensions & Descriptions of Dimensions

Dimensions

Sub
dimensions

Description

Safety system

Management
commitment to safety

Audit and
accountability

Safety of work
environment

Awareness Raising
Applications

Supportive safety
system

Willingness to reach
better

Employee commitment
to safety

Physical
condition of
workplace and
ergonomics

Work equipment
or machines

Reward and
punishment

Communication

What are the regulations and procedures related
to safety? How are regulations and procedures
applied? How are unsafe acts or job accidents
reported? How do organizations behave after
accident?

How much is invested in safety system and
applications? What is seen as the main purpose of
policies and procedures? What does management
think about safety? How seriously is the issue of
productivity or safety taken within the
organization? How is the balance between
production and safety?

How is safety activity tracked? Is there any report
system? How is safety applications informed to
both employee and upper management?

How does the physical working area? Does
management give attention ergonomics? How
does management give attention to ergonomics?

Which type of machines is used to organization?
How seriously is the issue taken when choosing
machines or equipment?

What is the effectiveness of employee safety
education? What are the safety applications
toward job accident? What does employee think
of them?

Is there reward or punishment system related to
safety? How is employee rewarded? Who is
given reward or punishment?

What are the communication channels for safety
informing? What are the communication type of
organization, top-down or bottom up? How do
employees use communication channels?

What do management and employees think about
improvement and development of safety issues?

What is the perception of employees toward
safety applications? What is done when existing
violation of safety rules? What do employees
give attention when working? What do employee
and management do during non-standard
situation? What does management think about
overtime? How is the working condition such as
rest time? What do employees think about
participation of safety applications?
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2.3.2. Developing Aberrant Behavior Questionnaire Food Industry
(ABQ-FI)

Accidents can be defined as the result of unplanned deviations in system
operations (Reason, 1993). Accidents can include system failure, human failure or
both of them. Human failure or error is the focus topic for this thesis. Human
error was defined by James Reason (1993) as “all occasions in which a planned
sequence of mental or physical activity fails to achieve its intended outcome”.
According to James Reason (1993), the classification of human error was based
on varieties of intentional behavior. The different intentional behaviors separate
by responses given to three questions. The algorithm to classify human errors was
denicted Figure 1. To define aberrant behavior, archival data consisting of 380
accident reports from 2006-2014 were analyzed by James Reason’s algorithm of
human error. 48 different aberrant behaviors result in accidents was extracted.
Twelve employees worked in different job position was asked to rate the aberrant
behavior questionnaire by 5-likert Type scale from incomprehensive to
comprehensive. Employees rated questionnaire as a comprehensive (M=4, 17).
The aberrant questionnaire was seen as Appendix J. There were four questions in
questionnaire to check whether the questionnaire was consciously filled or not. If

wrong answer was given, the questionnaire was not counted in analysis.

2.4. Study 3: Applying Safety Culture Matrix and Aberrant Behavior

Questionnaire Food Industry
2.4.1. Method

To evaluate safety culture level of company and to find out relationship
between safety culture level, aberrant behavior and work accident number. Inform
consent was given to participants. It was not asked any identificatory
information. To provide anonymously, it was desired to put questionnaire
envelope. Counterbalancing was done for questionnaire to eliminate the order
effect. Only section parts was changed in Type A and Type B questionnaire.

Questionnaire was distributed randomly. It was expected that participants choose
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which definition was the best description of company in Section 1 and Section 3.
In section 2, it was expected to marked frequency of aberrant behavior. The
completion of questionnaire took approximately 60 minutes. After questionnaire
completed, debriefing form was provided.

2.4.2 Measures
Safety Culture Matrix Food Industry (SCM-FI)

Safety culture matrix, formed in Study 2, was reversed questionnaire
format to ease data collection. Safety culture matrix could be evaluated as a long
questionnaire. Participants had tendency to response randomly. Thus, safety
culture matrix was divided two different section, section 1 and section 3 in
attempt to decrease random assignment. Both section 1 and 3 had five different
questions with five company descriptions which depicted from pathologic to
generative safety culture level. Section 1 and Section 3 changed each other in
Type A and Type B booklet. It was expected that participants marked which
descriptions was best reflection of their own company in terms of safety culture.

Aberrant Behavior Questionnaire Food Industy (ABQ-FI)

Aberrant behavior questionnaire, formed in Study 2, based on James
Reason’s error type algorithm. Fifty two aberrant behaviors were found out in
archival data analysis via this algorithm. Evaluation form had 52 items with 5 —

Likert type scale.

The item score differs from 1 (never) to 5 (always). Items related to
behaviors that are used when done job are evaluated on 5 — Likert type scale
whereas items that are not applicable to work were coded 6 (not applicable).
There were four control questions to check whether or not questionnaire was
filled consciously. Control questions were written such as “if read this questions,
please mark “sometimes”. If participants mark choice different from questions,
questionnaire is not counted in analysis. The lowest score of questionnaire was 52

points whereas the highest score was 312 points.
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2.3.3. Sample

Totally 853 employees who worked in different departments were
participated as anonymously. Some responses of participants was deleted by
inadequate filling of questionnaire (N= 849). The 17 percent of participants were
between 18 and 25-year-old. 26 and 35-year old participants who constitute 45
percent of participants were the largest group of whole participants. 36 and 45
year-old participants had share 30 % of whole participants while the 45-year-old
and older participants had only 7, 7 % of whole participants (See Table 8). The
83, 8 percent of 771 participants were male. The novice employees who had 0-2
year seniority (33, 9 %) had nearly same percentage as the expert employees who
had more than 10 years seniority (38, 4 %). The number of employees who had
2-5 years seniority (16, 2 %) was higher than the number of employees who had
5-10 year seniority (9, 9 %) (See Table 8) Of the employees who responded
questionnaire and safety culture matrix, the 87, 5 percent of participants were
direct worker in production line. More than 70 percent of employee graduated
from high school. The 76, 1 percent of employee reported that they did not
experience any work accident. The 36 percent of participant who reported
experienced of work accident experienced more than once work accident.
Employee who experienced near misses in the last three months constituted 6,6
percent of sample. 30, 2 percent of employees worked directly in production line
or indirect employees who affect the production indirectly reported that yellow
cards were hanged at least one in the last two years. The 15,4 percent of employee
reported that they prepare at least one single point lecture in last two years
whereas 73,9 percent of employee got single point lecture at least one time in two

last two years.
2.3.4. Safety Consequences

Workplace Accidents: It was defined as any type of accident concluded

any type of injuries during shift.
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Near-Misses: It included with any type of risk which should conclude in

any type of injuries in three months. It was accepted as a risk.

Single-Point Lessons: It was an operational tool to educate employees in
organization in a specific process with information included key-points. Single-
point lessons were prepared by employees in organization. This application is
used to warn employees to use of new equipment. Specifically, if employee
participated in work place accident, employee is requested to prepare single-point

lesson in order to prevent re-occurrence of accident.
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CHAPTER 11

RESULTS

3.1. Data Cleaning

To eliminate the order effect, counterbalancing on booklet of safety
culture matrix was applied. Before the analysis, in booklet Type B, section 1
answers were matched with Section 3 questions and vice versa. T test was
conducted to determine whether missing values were random or not. Dummy
variables were formed. Individual means were added for missing values because
of the fact that t-test results were significant. In section 2, there were four control
questions to check whether or not questionnaire was filled randomly. Two of
these questions was not run because of printer’s error. The remaining two
questions were not given attention for analysis because of feedback from
participants in terms of comprehensibleness. Thus, if both two questions were
marked wrong choice, these participants were excluded from analysis. Four
participants were excluded for inadequate respondence. Totally, analysis was

conducted with 771 participants.
3.2. Factor Analysis

To determine underlying unsafe act type, explanatory factor analysis
principal axis analysis and promax rotation was applied on 52 aberrant behavior
questionnaire data from 772 participants. Missing values excluded listwise.
Missing values was replaced with mean values. Barlett’s test and Kaiser-Meyer-
Olkin measures were used as indicator of factorability. Results of both Kaiser-

Meyer-Olkin measure of sampling adequacy (KMO = .915) was higher than .5
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and Bartlett’s test of sphericity was statistically significant (p<.05) which showed
that the measure included in the analysis was factorable. In the first analysis, ten
components was Yyielded. The interpretability of this solution was not appropriate
James Reason unsafe act algorithm. Based on principal axis factoring analysis,
four components with eigenvalue of greater than 1.0 were found. Four possible
factors were totally explained 39,40 % of total variance. Additionally, a review of
the scree plot demonstrated a clear bend at four factors. Three items was excluded
because of misunderstanding items. The first factor, errors which define involve
the unintended deviation of actions from what may have been a perfectly good
plan. Items loadings formed error factor ranges from .48 to .78. The cronbach’s
alpha was .88. The second factor was named as violation included behaviors
deviated deliberately from adequate procedure. Items loadings of violation factor
ranges from .41 to .68. The Chronbach’s alpha was .79. Third component of
factor analysis defined as “lapses”. Lapses included unsafe acts caused in failure
in application or storage of sequence regardless of whether or not plan was
adequate to success objective. The Cronbach’s alpha was .81. The last factor
named as “safe acts” included behaviors increase safety performance of
individual and organization. The cronbach’s alpha was .82. Factor loadings of

components were given in Table 7.
3.3. Bivariate Correlations

When correlation among study variables were analyzed, experience of
near misses and work accident were significantly correlated (r =.08, p=.01) by
logistic regression. Relationship between aberrant behaviors, safety culture
dimension and safety consequences were analyzed by bivariate correlations by
using number of work accident and near-misses. Aberrant behaviors were not
significantly correlated with number of work accident and near-misses Employee
commitment to safety and awareness rising applications were significantly
negatively related with near-misses. Management commitment to safety was
negatively correlated with work accident. The whole safety culture dimensions

were positively correlated each other and safe acts. The remaining three aberrant
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Table 7: Four-factor solution for aberrant behavior questionnaire food industry

Factor loadings
1 2 3 4 W

Factor 1: Error (21,60 % of explained variance)

Bilmedigi bir ekipmana / makineye ¢alisma prensibini 41
bilmeden miidahale etmek

Sikisan tiriinii ayirmaya ¢alisirken is ve kisi giivenligine ,48
zarar verebilecek durumlara neden olmak ( Orn. Sikisan 0,21
kutuyu ¢ekerken goziine sokmak)

Is aletle/ makine / ekipmani amaci disinda kullanmak 50

(6rn. Akdlii transpalet ile oynamak, penseyi anahtar 0,25
olarak kullanmak, penseyi anahtar seklinde kullanmak)
Uretimdeki makineleri gerekli giivenlik talimatlarini .53

0,27

takip etmeden agmak / kapamak 0,31
Is makine ve ekipmanina kurallara gére belirlenen 53
sinirlarin iizerinde yiikleme yapmak / asir1 yiikleme 0,16
yapmak
Arnizali/ bozuk ekipman / makine / alet kullanmak o7 0,23
Ehliyetli ya da egitim gereken isleri gerekli sertifikalar 58
olmadan kullanmak ( Orn. ehliyetsiz forklift kullanmak, 0,18
kaynak sertifikasiz kaynak yapmak)
Kisisel bakimu diizenli yapmamak (Orn. Ayak bakimim 58

. ' 0,18
diizenli yapmamak)
is alet ve ekipmanlarini olur olmaz yerlerde birakmak 199 0,28
Arizalt/ bozuk ekipman / makine / aleti bildirmemek 60 0,23
Vardiya degisiminde makine/ekipman hakkinda son ,66 0.23

giincel bilgilendirme yapmamak / paylasmamak

Tamirat vb. igler yaparken ¢aligma alaninin giivenligini ,78

saglamamak / dikkat etmemek ( Orn. Kaynak yaparken 0,34
paravan kullanmamak)

Factor 2 : Violations (9,45 % of explained variance)

Kisisel koruyucu donanimini uygunsuz kullanmak (Orn. 64 0.20
Is giivenligi ayakkabisinin arkasina basmak) ' !
Kisisel koruyucu donanimini kullanmamak ( Orn.

Eldiven, kulaklik vb. kisisel koruyucu ekipman A7 0,07
kullanmamak)

Uygun olmayan ekipmanla ¢alismak (Orn. Caki

kullanmak, maket bigagi kullanmak, bigagi tornavida ,63 0,20
gibi kullanmak)

Bant/ makine alt1 gibi gecis i¢in uygun olmayan gegis

noktalarim kullanmak ( Orn. bandin altindan gegmek, ,69 0,22
bandin iistiinden uzanmak vb.)

Yiiriiytis yollarini kullanmamak ,60 0,12
Forklift/ transpalet gibi is araclar igin belirlenmis

yollar1 kullanmak 49 0,08
Makineyi/ekipmani koruyucu énlemleri olmadan 62 0.23
cahigtirmak (Orn. switch iptali, muhafaza kapagi vb.) ' '

Calisma alaninda sakalasmak 41 0,16
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Table 7 (cont’d)

Factor 3: Lapses (3,63 % of explained variance)

Yogun tempoda (uzun mesai siireleri) ¢aligmak 44 0,07
Caligsma alani disinda bir noktada {irline/ malzemeye /
. N 55 0,08
ekipmana miidahale etmek
Sorumluluk alan1 digindaki bir konuda ekipmana
N 52 0,23
miidahale etmek
Kural dis1 mola yapmak (6rn. bir makineye iki kisi
bakarken mola siirelerini uzatmak i¢in bir makineye bir 54 0,12
kisi bakmak)
Merdiven, platform vb. gibi gegcis yollarini uygun
sekilde kullanmamak ( Orn. merdivenden kayarak 16 003
inmek, kestirme yollar kullanmak, merdivenleri ikiser ' !
ikiser inip ¢ikmak)
Isin yapilis1 tarzina uygun hareket etmemek ( Orn.
paletlerin alinirken iki elle tutularak degil, yukaridan 41 0,13
atilarak indirilmesi, chocokote ¢gubugunu kullanmamak)
Aynt anda iki isi birlikte yapmak 59 0,11
Cep telefonu kullanmak ,69 0,27
Caligma sahasinda yiiziik, taki, saat vb. gibi aksesuarlar
59 0,19
takmak
Uykusuz ise gelmek ,67 0,22
Factor 4: Safe Acts (4,72 % of explained variance)
Kullanilan ekipmani, makineyi durdurarak miidahale
34 0,03
etmek
Ilgili gérevi tamamladiktan sonra is alet ve
- 42 0,03
ekipmanlarini olmasi gereken yere birakmak
Vardiya degisiminde makineyi bir sonraki ekibe olmast 6 005
gerektigi sekilde birakmak ' '
Forklift vb. ekipmanlari hiz ve yiikleme kurallarina
. 43 0,08
uygun sekilde kullanmak
Is giivenligi kurallarina uymayan kisileri uyarmak 67 0,21
Riskli bolgeleri diger calisanlara bildirmek /1 0,22
Is giivenligi ve saghg1 risklerini amirlerine bildirmek ,68 0,27
Kisisel saglik sorunlarini ilgili yoneticilere bildirmek ,69 0,23
Bildirilen is giivenligi risklerinin giderilip 60 0.3
giderilmedigini kontrol etmek ' '
Is makine ve ekipmanindaki tasarimdan kaynaklanan 64 018

riskleri bildirmek

En az iki kisiyle yapilan islerde (Orn. Bant tahrik milini
iki kisi kaldirmak vb.), diger ¢alisma arkadasinin 53 0,09
durumuyla ilgili teyit almak

Ergonomik ¢aligma kurallarina uymak .50 0,07
Verilen isin riskli oldugunda amirlerine bildirmek /
o ,50 0,06
itiraz etmek
Agir yiik kaldirma kurallarini uygun sekilde yiik

44 0,04
kaldirmak
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Table 8: Bivariate Correlation of Model Variables

oy

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16
Work Accident Experience 1
Near Misses Experience .08* 1
Violations -.03 .01 1
Errors .01 00 .61** 1
Lapses 04  -00 A47** .64** 1
Safe Acts .04  -.00 .01 .08** .07 1
Safety System .01 -06 -06* -07* -08* .19* 1
Management Commitment to - i i Conkx 1o * —
Safety 07+ .01 .05 -.90 12 14* 53 1
Audit & Accountability -.02 02 -05* -05 -05 .13* 47** 51** 1
Physical Work Place & 02 02 -10% -08% -12% 12% 36%% 4e** 4% 1
Ergonomics
Work equipments or machines -02 -04 -03 -06* -07* .07* .36** .34** 36** .40** 1
Employee Commitment to i - 1% - o * o . . . .
Safety .00 09** A1 0%+ 12 16* .39 .32 .34 .31 .26 1
Communication -03 -05 -05 .00 -06* .16* .38** .38** 32** 33** 20*%* 43** 1
Reward & Punishment -01 -00 -.02 02 -04 11* 35%F 34** 20%* 27**k  D3xx  JTEE 43** 1
Awareness Raising Applications -.05  -04 -12* -05 -07* .09* .40** 32%* Q20** Q2G** Q28** 42** A5** A8** ]
Willingness to Reach Better -06 -00 -11 -03 -10* .14* .33** 40** .36** .35%* |19*¥* 32** 43 37+ 36 4

Note: *, p<.05; **, p<.01



behaviors were negatively correlated with safety culture dimensions. Bivariate

correlations of model variables were provided in Table 8.

3.4. Analysis of Variance (ANOVA)

To determine whether demographic variables provide any differences on
safety culture dimensions and aberrant behaviors or not, analysis of variance was
conducted. The normality, linearity assumption was not met. Although analysis of
variance tests is highly sensitivity to normality assumption, the analysis was
conducted. The safety culture dimensions and aberrant behaviors did not differ in
regards to age. It is shown that safe acts score was more increase in female
participants than male participants (F (1, 769) =17,441, p < .05). Female
participants significantly differ from male participants in regard to safety culture
dimension named as willingness to reach better (F (1, 769) =5,023, p < .05),
reward and punishment (F (1, 769) =4,401, p < .05). It was found that female
participants are more likely to act safely than male participants (F (1, 769)
=17,441, p < .05). Employee who had 5-10 seniority significantly diverged from
participants had 0-2-year-seniority (F (3, 754) =3,080, p < .05). Employee had
5-10-year-seniority (M = 55.59, SD = 11. 67) evaluated communication
dimension negatively when compared to 0-2-year-seniority employee. M =59.27,
SD = 9. 28) In addition, employee worked since 5-10 year in company rated lower
frequency of safe acts than employee worked since 0-2 year in company (F (3,
754) =3,269, p < .05). The more different department, the more different
competency. Results showed that employee worked in maintenance department
significantly differ than employee worked in planning department for
communication dimensions (F (3, 761) =2,694, p < .05). Employee worked in
production line did not significantly differ from other employee worked other
department in any safety culture dimensions. Planning department employee (M =
3.77, SD = 1. 06) significantly more satisfied than maintenance department
employee (M = 3.00, SD = 1. 04) in communication dimension. Education level
had significant differentiation effect on management commitment to safety (F (5,
760) =2,422, p < .05).Employee graduated from high school (M = 3.68, SD = 1.
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04) evaluated more positively than employee had associate degree (M = 3.20, SD
= 1. 05). Awareness raising applications was negatively evaluated when increased
education level (F (5, 760) =3,349, p <.05). Employee had associate degree (M =
3.06, SD = .98) significantly evaluated less component than employee graduated
from secondary school (M = 3.76, SD = 1.14). Blue collar employee were (M =
3.63, SD = 1.05) tendency to evaluate employee commitment to safety higher
than white collar employee (M = 3.40, SD = 1.10) and team leader (M = 3.40,
SD =.94). In parallel with this result, white collar worker (M = 3.29, SD = 1.03)
were not tendency to evaluate as component as blue collar worker (M = 3.54, SD
= 1.13) for awareness raising applications. Employee experienced work accident
at least one time significantly differ from employee no work accident experience
in terms of management commitment to safety (F (1, 766) =7,847, p < .05).
Employee who had no work accident experience (M = 3.69, SD = 1.06) was more
likely to rated management commitment to safety positively when compared to
employee experienced at least one time (M = 3.44, SD = 1.06). In similar with this
result, employee experienced work accident were tendency to negatively
evaluated audit aand accountability dimensions (M = 3.81 SD = 1.05). Employee
no work accident evaluated as higher on willingness to reach better dimensions
when compared to employee experienced work accident (M = 3.63, SD = 1.03) (F
(1, 766) =3,995, p < .05). It was found that work accident experience have not
significantly difference between any type of behavior. Experienced near misses
made significant differences on whole type of aberrant behavior and safe act.
Employee experienced near misses in three months reported significantly higher
frequency on error, violation, and lapses than employee no experience near misses
while employee no experience near misses gave higher frequency of safe acts
than employee experienced one. The results showed that experience of near
misses make significant difference on employee commitment to safety (F (1, 756)
=10,297, p < .05). Employee experienced near misses (M = 3.12, SD = 1.12) rated
as less competent on employee commitment to safety than employee no
experience (M = 3.61, SD = 1.05). Employee prepared single-point-lessons (M =
3.73, SD = 1.30) in two years evaluated own company significantly more
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advanced in reward & punishment than employee did not (M = 3.36, SD = 1.31)
(F (1, 761) =7,738, p < .05). In similar with these results, employee not involved
single-point-lesson preparation (M = 3.46, SD = 1.10) evaluated significantly
lower than employee involved (M = 3.72, SD = 1.07) (F (1, 761) =5,661, p < .05)
for awareness raising applications. It was a surprising result that employee not
given single-point-lesson evaluated significantly higher than employee given
single-point-lesson in terms of safe acts, audit and accountability, and
communication dimensions. The tables of ANOVA results were seen in Table 9,
10, 11, and 12.
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Table 9: Analysis of Variance Summary of Experience on Safety Culture Dimensions and Aberrant Behavior

Work Accident Near-Misses

Source Experience No F Experience No Experience F

P Experience P P P P

M (SD) M (SD) M(SD) M(SD)

Management commitment to safety 3.44 (1.06)* 3.69 (1.06)* 7.84 .00
Audit and accountability 3.52 (1.03) 3.68 (.95) 3.68 05
Physical condition of workplace and
ergonomics
Work equipment or machines
Awareness raising applications
Reward and punishment
Communication
Willingness to reach better 3.63 ( 1.03)* 3.81(L.05)* 3.99 o4
Employee commitment to safety 3.12(1.12)* 3.61 (1.05)* 1029 .00
Error 30.78(15.88)*  24.56(13.70)* 9.57 .00
Violations 21.45(10.16)*  17.79(8.02)* 9.6 .00
Lapses 23.66 (9.92)* 20.92 (9.22)* 4.15 04
Safe Acts 55.32(10.02)* 58.21 (9.74)*  4.15 04

Note: *, p <.05
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Table 10: Analysis of Variance Summary of Involvement Preparation and Given Single-Point Lesson on Safety Culture Dimensions and Aberrant

Behavior
Involvement Preparation Given

Source

Experience No Exp. F p Experience No Exp. F p

M (SD) M (SD) M(SD) M(SD)

Management commitment to safety
Audit and accountability 3.31(1.10) 3.52 (1.06) 564 .01
Physical condition of workplace and
ergonomics
Work equipment or machines
Awareness Raising Applications 3.72 (1.07)* 3.46 (1.10)* 566 01
Reward and punishment 3.72 (1.30)* 3.36 (1.31)* 773 .00
Communication 3.60 (.96) 3.79(.97) 539 .02
Violations
Lapses
Safe Acts 57.44(9.76)* 59.53(9.73)* 6.44 .01

Note: *, p <.05
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Table 11: Analysis of Variance Summary of Gender, Education Level, Personal Status on Safety Culture Dimensions and Aberrant Behavior

Gender Personal Status Education Level
S Female Male F Blue Team White Secondary High Associate
ource P Collar Leader Collar P School School Degree P
M (SD) M (SD) M(SD) (S'\E')) M(SD) M (SD) M (SD) M (SD)
Management 3.63 3.40 340 296 05 3.72 3.68 3.20
commitment to safety (1.05) (94) (@100 T T (112 (1.04)* (1.05)* 2,42 .03
Audit and
accountability
Awareness Raising 354 350 329 ,g5 (5 3.76 351 3.06 334 .01
Applications (1.13) (.76) (1.03) T T (1.14)* (1.11) (.90)*
3,64 3,37
, ) 4,40 .03
Reward and punishment (1.28)* (1,32)*
Communication
Willingness to reach 3,96 3,73
better (97)* (Losx 202 02
Error
Lapses
61,32 57,38
’ y 17.44 .00
Safe Acts (8,07)* (9,93)*

Note: *, p <.05



Table 12: Analysis of Variance Summary of Seniority and Department Safety Culture Dimensions and Aberrant Behavior

Source

Department

Production  Others

M(SD)  M(SD)

Ly

Management commitment to
safety

Audit and accountability

Physical condition of workplace
and ergonomics

Work equipment or machines

Reward and punishment

Communication

Willingness to reach better

Violations
Lapses

Safe Acts

3.36 (1.10)

57,37 55.59

3.39

Note: *, p <.05



3.5. Regression

To examine the relationship between safety culture dimensions and
aberrant behavior, and the relationship between aberrant behavior and experience
work accident & near-misses respectively was used regression and logistic

regression analysis.

A linear regression analysis was conducted to examine the effect of safety
culture dimensions on type of aberrant behaviors. These safety culture dimensions
explained a significant proportion of variance in violation (R?=. 03, F (10, 770) =
2.55, p < .05). The regression analysis showed that violations were negatively
correlated physical condition of work place and ergonomic (r= -.10), employee
commitment to safety (r= -.11), and awareness raising applications (r= -.12).The
physical condition of work place and ergonomic uniquely explained .10 % of total
variance on violations (8 = —.10, t(770) = —2.35,p < .05). Employee
commitment to safety negatively related and uniquely explained .08 % of total
variance on violations (8 = —.08, t(760) = —1.98,p < .05). Awareness
raising applications were negatively related with violations and explained .12 %
of total variance (8 = —.12, t (770) = —2.74,p < .05). In other words,
development of physical work place and ergonomic, employee commitment to

safety, and awareness raising applications predicted decrease in violations.

It was found that error type of aberrant behaviors was explained significant
variance by safety culture dimensions (R*> =. 03, F (10, 770) = 2.30, p < .05).
Employee commitment to safety was negatively correlated with error (r= -.10),
negatively related and uniquely explained .11 % of total variance (f = —.11,
t (770) = —2.58,p < .05). The other safety culture dimensions except
communication reward & punishment, and willingness to reach better had
statistically significant correlation with error (See Table 12), but, there was no

predictive effect on error.

Safety culture dimensions explained statistically significant variance on
lapses (R* =. 03, F (10, 770) = 2.52, p < .05). The results showed that
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management commitment to safety partially predictive effect on lapses whereas
employee commitment to safety statistically significant effect on lapses.
Management commitment to safety was negatively related with lapses (r= -.12)
and uniquely explained .08 of total variance (8 = —.08, t (770) = —1.76 ,p <
.05). Employee commitment to safety negatively related (r= -.12) and uniquely
clarified .09 of total variance on lapses (8 = —.09, t (770) = —2.12,p <
.05). The remain safety culture dimensions except reward & punishment was
significantly correlated with lapses but they did not have predictive effect on

lapses.

Safety culture dimensions explained significant variance on safe acts (R?
=. 05, F (10, 770) = 4.55, p < .05)It was found that safe acts significantly
correlated with whole safety culture dimensions, however, only safety system and
employee commitment to safety was predictive value on safe acts. Safety system
were positively related with safe acts (r=.19) and uniquely explained .12 % of
total variance (8 = .12, t (770) = 2.71,p < .05). In similar with this results,
the correlation between employee commitment to safety and safe acts was
partially significant (r=".16) and uniquely explained .08 of total variance on safe
acts (8 = .12, t (770) = 1.90,p > .05).

A logistic regression analysis was conducted to ascertain the effects of
safety culture dimensions on likelihood that participants experience work
accident. The logistic regression model was not statistically significant y* (14) =
18.32, p > .05. When variables in equation table were examined cautiously, one of
the safety culture dimensions, management commitment to safety gave
statistically significant results. Thus, management commitment to safety
dimensions were conducted regression analysis. Management commitment to
safety was negatively correlated with work accident experience (r= -.08),
negatively related and uniquely explained .08 % of total variance on work
accident experience (8 = —.08, t (769) = —2.19,p < .05).

A logistic regression analysis was performed to ascertain the effect of
safety culture dimensions on likelihood of experience near misses in three months.

The logistic regression model was statistically significant y* (14) = 26.36, p < .05.
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The model explained .08 % (Nagelkerke R?) of the variance in experience near
misses and correctly classified 93.3 % of cases. Increase in employee commitment
to safety was significantly related with decrease experience near misses. In other
words, increase in one standard deviation in employee commitment to safety was

1. 469 times less likely to experience near misses.

A logistic regression analysis was performed to ascertain the effect of
aberrant behaviors on likelihood of experience work accident and near misses.
The logistic regression model between aberrant behaviors and experience work
accident was not statistically significant 5° (3) = 1.50, p > .05. In other words, any
type of aberrant behavior did not explain significant variance on experience in
work accident. On the contrary, the logistic regression model between experience
near misses and aberrant behaviors was statistically significant ¥ (4) = 15.47, p <
.05. The model explained .05 % (Nagelkerke R?) of the variance in experience
near misses and correctly classified 93.3 % of cases. Increase in employee safe
acts was significantly related with 1.03 decrease experience near misses. The
other type of aberrant behavior did not explain statistically significant variance on
experience near misses. The correlations of model variables were given in Table
13. Linear regression results were seen in Table 14. Logistic regression were seen
Table 15.
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Table 13: Correlations of Model Variables

Measure Correlations

Violations  Errors  Lapses Safe

Acts

1. Safety System -,064* -,074*  -089* ,193*
2. g/{l:flgg(;;ement Commitment to - 054 _000%  -125%  142*
3. Audit & Accountability -,059* -,050 -,055 ,139*
4 E?&’g:}cj‘rmsork Place & -109%  -087% -123% 125
5. Work equipments or machines -,031 -,060* -,069* ,077*
6. Employee Commitment to Safety - 115* -, 105 - 123*  166*
7. Communication -,050 ,004 -,068*  ,160*
8. Reward & Punishment -,022 ,021 -,044 ,115*
9. Awareness Raising Applications  -,120* -,057 -,078*  ,092*
10. Willingness to Reach Better -,011 -,039 -,108*  ,147*

Note: *, p < .05
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Tablel4: Linear Regression for Safety Culture Dimensions and Aberrant Behavior

Dependent Variables

Violations Error Lapses  Safe Acts
Predictor ARZ B ARE B ARE B ARY B
Stepl .03 .02 .03 .05
Safety System -,00 -,02 -,00 ,12*
Management Commitment to Safety ,00 -,07 -,08 ,00
Audit & Accountability -,01 ,02 ,06 ,02
Physical Work Place & Ergonomics ,'10* -,04 -,07 ,02
Work equipments or machines ,04 -,02 -,01 -,03
Employee Commitment to Safety ,-08* ,'11* ,'09* ,08*
Reward & Punishment ,05 ,09 ,04 ,01
Awareness Raising Applications ,'12* -,04 -,01 -,05
Willingness to Reach Better ,06 -,01 -,06 ,05
Total R? .03 .03 .03 .05
Note: *p<.05
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Table 15: Logistic Regression for Safety Culture Dimensions, Aberrant Behavior,
Work and Near-misses Experiences

Dependent Variables

Work Accident Near Misses
Experience Experience

Predictor EXP(®) Wald EXP(B) Wald
Safety System ,83 2,93 1,11 ,338
Management Commitment to Safety 128 544 1,05 ,090
Audit & Accountability 1,10 ,80 87 485
Physical Work Place & Ergonomics ~ *° 1,06 93 161
Work equipments or machines 1,09 1,08 1,16 1,135
Employee Commitment to Safety 90 1,01 1,47* 5,826*
Communication 93 43 1,04 ,055
Reward & Punishment ,96 20 85 1,250
Awareness Raising Applications 1,14 1,80 ,83 1,366
Willingness to Reach Better 1,12 1,32 1,15 749
Violations 1,01 85 97 2,134
Errors ,99 ,03 ,98 1,619
Lapses ,99 ,50 1,00 174
Safe Acts 1,00 ,90 1,02* 3,128*
Note: *p<.05
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CHAPTER IV

DISCUSSION

Throughout literature, safety culture has been mentioned in many studies
in terms of definition, its predictors and effects on workplace accidents. These
studies included many important contributions in relation to definition and effect
on workplace accidents. On the other hand, safety culture has not been studied in
theoretical framework. The current study was aimed to ascertain model of safety
culture, aberrant behavior, and safety consequences with the light of human error
theory. One of the strength of studies was to examine safety culture and

workplace accidents in a theoretical framework of Human Error Theory.

When looked at safety studies in terms of geographical distribution, safety
studies saturation is seen in European countries. As mentioned before, a little
studies related to safety exists in countries higher in workplace accidents. It has
been rarely studied in Turkey except for some studies related safety culture and
safety climate such as Demirbilek, 2005, Oz, Ozkan, & Lajunen, 2013. It was the
first comprehensive study examined safety culture in Turkey rather than safety
climate. When compared to sector in terms of safety studies, nuclear energy,
aviation and health, there was no safety culture study in food industry. To the best
our knowledge, related safety culture studies, it was the first study conducted in
the world. Companies are divided into three categories in terms of risk groups.
Safety studies have been focused on high risk industry, as mentioned before such
as aviation, nuclear energy, and construction. According to the Turkish law of
occupational health and safety, food industries produced bakery products is
accepted as low risk class. It was the first safety culture studies in low risk

industry.
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To sum up, the current study had feature of this first study examined safety
culture in Turkey and food industry. In addition, this study was the first study as

safety culture examined in theoretical framework of Human Error Theory.
4.1. Safety Culture Dimensions

As mentioned before, safety culture included many different aspects of
safety such as situational, social and behavioral aspects. To define safety culture,
firstly safety dimensions constituted it were necessary. Many researcher has been
conducted many effortful studies to define safety dimensions, however, there has
not been consensus about them due to the uniqueness to organization. Safety
dimensions have been determined by workshop participated employee worked in
different department and different status in literature. In Parker et. al (2006) study
in oil and gas industry, eleven different dimensions depicted safety culture of
organization was determined such as benchmarking, audit, rewards of safety that
directly affect safety attitudes, beliefs shared by organizational members and
safety performance of organization. Moreover, Cox and Flinn (1998), defined six
different culture dimensions, respectively management commitment to safety,
safety system, personal responsibility, attitudes toward hazards, and compliance
with rules affect safety performance. Collison (1999) stated that communication
channel and involvement of employee safety activities was a key dimension to
affect safety performance. The dimensions determined by workshop have
successful affect on safety performance. On the other hand, it was thought that
archival data was powerful than workshop to describe safety culture of
organization and predict safety performance because culture is strongly affected
by past experiences. Archival data give a chance to determine safety dimensions
objectively whereas workshop is affected by personal attitudes, beliefs, and values
of individuals participated. The current study was used two different
methodologies to determine safety dimensions. As a result of factor analysis on
archival data occurred last five years work accident; five different safety
dimensions were found. When conducted workshop, five safety dimensions was

added and the latest version of ten safety dimensions was determined. Safety

55



culture dimensions were parallel with safety dimensions in literature. Only one

dimension, willingness to reach better is newly added.

4.2. Safety Culture Matrix Food Industry (SCM-FI) and Aberrant
Behavior Questionnaire Food Industry (ABQ-FI)

Measurement tool is always important direct effect on success of studies in
terms of validity and reliability. Safety culture is an abstract concept, thus, it was
hard to measure because there was no written or concrete variables. The first step
was to this study is to develop safety culture tool. In the literature, there was a
measurement tool to define safety culture such as MAPSAF, Petrochemical Safety
Maturity Model (Filho, Andrade, & Marinho, 2010). Measurement tools were
developed as a result of workshops and literature review. The one of the main
strengthens of this study is that safety culture measurement tool was developed as
a result of different methodologies such as archival data, workshop and literature
review. Archival data was important to ascertain base of safety culture.. Safety
culture matrix was developed by same methodology with Parker, Lawrie, and
Hudson (2005). Interview was conducted with 120 employee worked in different
department and different status by using questions related to firstly determined

safety culture dimensions.

As mentioned before, human errors have four different types from slip to
violations (Reason, 1993). Different types of error include different type of
solution in order to prevent workplace accidents. To measure human errors and
safe acts in organizational context, a new measurement tool was developed in
similar with Driver Behavior Questionnaire (DBQ) developed Reason et .al.
(1990) self-report measure. Safety climate questionnaire has been existed in
literature, it was the first questionnaire based upon archival data, measured and

classified types of the error.
4.3. Safety Culture, Aberrant Behavior and Safety Consequences

As mentioned before, safety culture is the one of the predictors of aberrant
behavior and safety consequences. Work place accidents and near misses were

used as safety consequences. According to Heinrich accident pyramid theory
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(1931), 330 near misses were experienced when one major accident was occurred.
Thus, workplace accident is rare phenomena when compared to near-misses.
Jones, Kristinger, and Breijerken (1999) mentioned that near-misses treated and
regarded as important warning. To best our knowledge, near-misses was firstly

used as direct consequences of safety culture in the current study.

It was found that safety culture dimensions and aberrant behavior did not
statistically significantly differ by age. According to Lee, and Harrison (2000), it
was found that attitudes toward safety did not significantly differ by age when the
effect of job was constant. When job type is interacted with age, age had
significant effect on safety culture attitudes. The results of this study were in

similar with literature.

Gender is the one of the demographic variables that affects attitudes safety
culture and aberrant behaviors (Lee, & Harrison, 2000). It was found that female
participants more likely to evaluate positively than male participants in
management’s concern for safety, and. quality of training. The current study
showed that female participants are significantly more positive than male
participants in terms of willingness to reach better, reward and punishment. These
results can be concluded as female positive orientation than male participants. In
this study, female showed significantly more involvement in safe acts than male
participants. This result can be supported statistics of involvement in work
accident. In 2013, the number of male employees involved in work accident is

two times higher than female employees (TUIK, 2013).

Duration working in company changes point of view toward both
organization and safety culture. In this study, employees worked for 5-10 year in
company more negative attitude than employees just worked in communication.
The other finding related to seniority is that employee just worked significantly
more involvement safe acts than employee worked 5-10 year. The novice
employee behaved more cautiously because no information to be done their job
and they cannot be aware of risk. This result was conflict with TUIK Statistics

(2013) showed employees recruited in last 12 months were more involvement in
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work accident than others. The education programmed and awareness raising
applications can affect employee perceptions.

The job type is important factor to affect involvement in work accident.
Job type or characteristics is required different type responsibility. In this study,
employee worked in planning department has more positive attitude toward
communication than maintenance department. Production line employee did not
significantly any type of dimension and acts. Production line employees
constituted large proportion of sample. Maintenance employees are one of
department directly involved in safety applications such as remove yellow card
and repairs or construct mechanical barriers to prevent work accident. Thus,
maintenance employee has more involvement than planning department and
deficiency in the system is responsibility of maintenance department. Planning
department has little role to prevent work place accident. To sum up,
communication can be evaluated negatively by maintenance employee as result of

involvement.

The current study was concluded that management commitment to safety
was evaluated more positively by high school graduated ac compared to associate
degree. On the other hand, awareness raising applications was negatively
evaluated by associate degree when compared to secondary school. These results
were in conflict with Kao, Lai, Chuang and Lee (2008) studies. Education level is
helpful to increase individuals’ analytical thinking and awareness. Thus, when
increased education level, individual evaluated in depth. Thus, individuals may be
evaluated by consideration of many factors. This results in negatively evaluated

than individuals had low education level.

As mentioned before, Fung, Tam, Tung, and Man (2005) found that
supervisory and top management employees rated significantly higher than front
line employee in organizational commitment and communication and accident
reports dimensions. In contrast with this study results, it was found that blue collar
employees were more likely to give higher score than white collar and team leader
in terms of employee commitment. Management commitment to safety did not
significantly differ from any type of personnel status. It was not surprising result
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because employee commitment is related to employees their own performance.
Participants may be more positively evaluated their own performance. On the
other hand, white collar employees rated lower than blue collar workers in
competency of awareness raising applications. This result supported by previous
studies Fung, Tam, Tung, and Man (2005).

Work accident experience changes individuals’ perception, point of view
toward safety (Kao et.al. 2008). The surprising results is that employee no work
accident experience were more likely to rate higher than employee experienced at
least one in terms of management commitment to safety, audit & accountability,
and willingness to reach better dimensions. Work accident experience did not
significantly differ from any type of aberrant behavior. Work accident is rare
phenomena as Heinrich pyramid stated (1931). Experience near misses was
positively correlated with error, violation, and lapses whereas experience near
misses negatively correlated with safe acts. These results explained with Heinrich
pyramid theory. Near misses are more frequently phenomena when compared to
work accident. Another factor, affected results is that near-misses experience was
evaluated in last three months whereas work accident experience was evaluated
for working life.  Near misses experience is related to lower employee

commitment to safety.

As not included in the safety culture literature, it was found that single-
point lesson had effect on evaluation of safety culture. Employee participated
preparation section of single-point lesson in last two years significantly evaluated
more advanced their own company in reward and punishment than others whereas
they evaluated significantly lower in awareness raising applications than others.
Involvement in safety applications can increase positive attitude to safety culture
dimensions. This results showed that the more involvement safety applications the
more positive evaluation safety applications. Another results related to single-
point lesson, employees not given single-point significantly give lower score than
others in terms of safe acts, audit and accountability, and communication. This

results supported idea that if employee involves in safety applications, awareness
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about safety applications increases and they enhance positive attitudes toward
safety.

Prediction of work place accident or aberrant behavior is important topic
for safety literature. The aim of the study was to depict relationship between
safety culture, aberrant behavior and safety consequences, work place accident
and near-misses. To depict this relationship, two different analyze was conducted.
Employee commitment to safety is a strong predictor for four different type of
behaviors. It can be concluded, employee commitment is a strong variable to
dismiss aberrant behavior or increase safe act. If organizations can success to
make employees committed, they can easily dismiss aberrant behavior or increase
safe acts. Safe acts can be predictive by analyzing safety system of organizations.
It was found that safety system is predictor of safe acts. Safety system included
responsibilities such as procedures, regulations and task of safety departments. If
safety system is powerful, employees are aware of what they do or how they do
their work. The acts related to safety are determined, so, employees are more
likely to obey regulations with any extra effort. It can be expected management
commitment to safety and safety system is parallel dimensions. On the contrary,

management commitment to safety was not predictive effect on safe acts.

It was found that safety dimensions have not direct predictive effect on
work place accidents as a whole matrix, although this model predict near-misses.
Just one dimension, management commitment to safety is predictive effect on
workplace accident. In other words, to decrease work place accident, top
management commitment is the key factor. Thus, employees in management
status give more importance safety than past to decrease work place accident. In
contrast to work place accident, near-misses can be predicted by analyzing
employee commitment and safe acts. To other type of aberrant behavior did not
any predictive effect on near-misses and workplace accident. Aberrant behaviors
are not socially desirable acts in contrast with safe acts. Thus, aberrant behavior
responses were evaluated less frequently whereas safe acts was evaluated high
frequently. So that, aberrant behaviors did not predict near misses or work place

accident.
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The findings supported idea of using near misses as a consequences, near
misses predicted workplace accidents. This showed that, near-misses reporting

system can be a useful tool to decrease work place accidents.
4.4. Limitations and Further Studies

The main limitation of this study is generalizability problem. Safety
culture dimensions were based on archival data of organizations’ own workplace
accidents. Some safety culture dimensions are parallel with literature; it can be

hard to generalize to other companies.

The limitation of this study was that It was unlikely situation was occurred
to may affect robustness of safety culture matrix. After completion of interview
section, the top management wanted to revise safety culture dimensions. The
interview was resolved by revised safety culture dimensions. Although this
section was punctiliously resolved via matching each answer with each question
and each dimensions, directly questioned may increase robustness of matrix

compared to later resolution.

The limitation is related to measurement of safety consequences. Safety
consequences are a self-report measure. Although participants were expected to
remember the last two years and three months, participants can be remembered as
a result of false memory. When considered aberrant behaviors is acts that socially
was not desirable, given answers can be easily affected.

Safety culture included values, attitudes, and beliefs toward to safety as
Reason (1993) mentioned before, the negative experiences can easily affect
evaluation of organization that changes attitudes. When data collection period,
two major accident was occurred in Turkey respectively Soma and Karaman
tragedy. Totally, 330 employees lost their life in these tragedies. Although these
accidents occurred in different sector, accidents increase awareness toward safety.
Thus, employees may evaluate their own organizations more negative than

actually they do.
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In this study, near-misses was more related to safety culture and aberrant
behaviors than workplace accidents. In further studies, near-misses can be used as
safety consequences in safety culture studies. Although aberrant behaviors did not
predict near-misses except safe acts, this relationships can be reexamined in
different context because of relationship between workplace accident and near-
misses. The current study analyzed relationships between safety culture
dimensions, aberrant behaviors and safety consequences separately. In further

studies, this model should be analyzed with structural equation modeling.
4.5. Unique Contributions

To best our knowledge, it was the first comprehensive study for safety
culture in Turkey, whereas it was the first study for food industry in
organizational safety culture. The main contribution of study is that safety culture
dimensions can be determined by archival data. Using archival data provides to
evaluate more objective base than subjective method. Another main contribution
of this study is development of aberrant behavior questionnaire in organizational
safety context based on Reason’s algorithm like Driver Behavior Questionnaire.
Also, the study has contributions in relation to near-misses as safety

consequences.
4.6. Implications

Safety culture is an abstract concept and it is hard to observe effect,
measure situation and monitor changes. Safety culture matrix food industry
(SCM-FI) is important tool to measure maturity level of organization in terms of
safety dimension from safety system to willingness to reach better. This tool can
be used to monitor changes in safety culture. It helps mapping safety culture in
terms of departmental, functional and demographical variables. The measurement
of safety culture in every other year can give a chance to compare improvement
and withdrawal in safety culture dimensions. This tool gives chance organizations

to prioritizes action plans to improve safety culture.

To prevent workplace accidents, the important thing is to eliminate risky

behavior and increase safe acts. The items of aberrant behavior questionnaire were
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derived from archival data of organization’s workplace accident reports. When
looked at this perspective, the items of questionnaire can be used to monitoring
system of safety as an observation check list. Moreover, this questionnaire gives
chances to develop aberrant behavior-specific training programs which more

frequently made caused in workplace accident or near-misses.
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APPENDICES

Appendix A: Safety Culture Matrix Answer Sheet

Dimensions

Pathological
(A)

Reactive

(B)

Bureauratic

(€)

Proactive

(D)

Generative

(E)

Safety system

Management
commitment to
safety

Emphasis on
productivity versus
safety

Physical condition of
workplace and
ergonomics

Work equipments or
machines

Communication and
participation

Employee education
and training and
safety applications

Working behavior

Reward and
punishment

Employee
commitment to
safety
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Appendix B: Safety Culture Matrix Food Industry ( SCM-FI)

Giivenli Kiiltiir Seviyeleri

Patolojik (A)

Reactive (B)

Burocratic (C)

Proactive (D)

Generative (E)

Is Giivenligi Kiiltiir Boyutlar

Alt boyutlar
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SCM- FI (cont'd)

Temel Gereklilikleri

min

ISG Sistem

Is kazalar1 6nlenemez ve isin
dogasinin bir pargasi olarak goriilir.
Is saglig1 ve giivenligi (ISG) tiretimi

geciktirici etken olarak goriiliir.
ISG ile ilgili 5zel bir boliim ve ya
departman bulunmasi olas1 degildir.
Sirket misyon ve vizyonu iiretim ile
ilgilidir.
Yasal zorunluluklar haricinde ekstra
bir ISG 6nlemi alinmaktan kagimlir.
Bazi noktalarda yasal zorunluluklar
bile yapilmamakta, gecici ¢oziimler
sunulmaktadir.
Biitce, genellikle iiretim faaliyetleri
i¢in harcanir.

Talimat, prosediir ve yonetmelikler
hazirlanmamigtir. Hazirlanmigsa bile
giincellenmemistir.
iSG ancak devlet baskisiyla
yapilmaktadir.

Sirket misyon ve
vizyonunda iSG ile
ilgili hususlar1 yer yer
gormek miimkiindiir.
Ancak bu misyon ve
vizyonlar giinliik isler
arasinda unutulup
gitmekte ancak bir
kaza ya da denetimin
ardindan tekrar giin
yiiziine ¢gikmaktadir.
ISG faaliyetleri,
mevcut isi olan
personele ek is olarak
yaptirilmaktadir.
Talimat, prosediir ve
yonetmeliklerin bir
kism1 mevcuttur ancak
giincel ve uygulamaya
yonelik degildir.

Is saglig1 ve giivenligi ile ilgili
misyon ve vizyonlar, sirketin
¢ikarlarini korumak amaciyla
belirlenmistir. Yasal
mevzuatlara uyma gayreti
yiiksektir. Talimatlar,
prosediirler ve yonetmelikler
¢ogunlukla hazirlanmistir ancak
tiim galiganlarin ulasabilecegi
yerlerde degildir. Talimat,
prosediir, yonetmelik ve diger
yazili dokiimanlar masa basinda
olusturulmus, ancak galisma
sartlar1 g6z oniinde
bulundurulmanmustir.Is saglig ve
giivenligi sistemi kurulmaya
calisilmaktadir. Organizasyon
semasinda, is saglig1 ve
giivenligi ile ilgili bir departman
tanimlanmigtir ancak ¢alisan
sayist yeterli degildir. Is saglig
ve giivenliginin saglanmasi igin,
yasal zorunluluklarin diginda,
uygulamada da olmasi gerektigi
diistincesi olugsmaya baglamustir.
Is giivenligi politikalar1 ve diger
yOnetim politikalari birbiri ile
uyumlu olmadigindan dolay1,
retim tonajini tutturmak i¢in is
giivenligi ikinci plana
atilmaktadir.

Is saglig1 ve giivenligi, sirket
vizyon ve misyonun igerisinde "
Once insan" anlayis1 yer
almaya baglanustir. ISG misyon
ve vizyonu, kazalar1 olmadan
ongorerek, tiim ¢alisanlar i¢in
giivenli ve saglikli bir ortam
saglamay1 amaglamaktadir.
Caliganlari bilinglendirmek ve
egitmek, bu amaci
gergeklestirmek igin gerekli olan
temel faaliyetlerin baginda
goriilmektedir. ISG igin
hazirlanmug talimat, prosediir ve
yonetmelikler, hem galigma
alanindaki gerekli ¢aligma
davraniglarini hem de rutin
¢aligmalar sirasinda
olusabilecek aksakliklarda neler
yapilmas1 gerektigini
icermektedir. ISG departmani,
profesyonel bir ekipten
olusmaktadir.

Sirket misyon ve vizyonu,
maksimum performans
iizerine dayali giivenli tiretim
anlayis1 tizerinde kurulmustur.
Sadece is giivenligi degil, is
sagligina da 6nem
vermektedir. Is giivenligi ve
saglig1 bir prestij olarak
goriiliir. Stirekli gelistirme,
hep daha iyiye ulasma
istekliligi sirket kiiltiiriiniin bir
parcasi olmustur. ISG sistem
gereklilikleri oturmus ve
standartlagtirilmistir. Bir
zincirin dislileri gibi sistemler
tikir tikir islemektedir. Is
sagligi ve giivenliginden
sorumlu olan departman
vardir ilgili tim ¢aligmalar bu
departmanin sorumlulugunda
gergeklesmektedir. Ancak
sirketin tiim gahisanlar1 ISG
'nin saglanmasi i¢in
sorumludur. Tim ¢alisanlar,
isci saghigi ve giivenligi
konusunda miikkemmele
gitmeyi ve en kaliteli is yeri
olmay1 hedeflerler. Tiim
calisanlar sadece
kendilerinden degil, diger
kisilerden de sorumludur.
Hata ve basar1 ortaktir.

«
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iivenligine Baghhg

Is G

1min

Yonet

Yonetim, tiretim ve maliyet odaklidir
ancak en ucuzu insan hayati
oldugundan dolay1 ISG'ye énem
verilmez. ISG ile ilgili konulara ilgisiz
olduklarindan, bu konular kulak ard1
edilir. ISG ile ilgili yapilanlar, yasal
cergevelerle sinirhdir. ISG iiretimi
aksatan bir faaliyet olarak goriiliir. Is
kazalar1 6nlenemez ve kazalarin temel
sebebi ¢alisanlarin hatalar1 olduguna
inamlir. ISG, kiilfet olarak goriiliir ve
kaynak ayrilmaz. iSG igin yapilan
yatirimlar ¢alisanlarin kendileri i¢in
yaptiklart maliyeti olmayan
Onlemlerden fazlasi degildir. Yatirim
yapilmadig1 gibi ISG'e etki eden
yorgunluk vb. faktorler dikkate
alinmaz. Uretimin istenilen miktarda
¢ikmasiyla ilgilenirler, nasil yapildigi
ile ilgilenmezler. Uretim baskist
mevcuttur. Yasal gergevede i
giivenligi ile ilgilenir, Higbir
girisimde bulunmaz, sorumluluk
almaz. YoOnetim, ¢aliganlarin
ihtiyaglar ile ilgilenmemektedirler.

Yonetimin is giivenligine
bakis agisinda bir tutarlilik
yoktur. Belirli
donemlerde (denetim
Oncesi) ya da belirli
olaylardan sonra (is
kazalarindan sonra) is
giivenligi 6n plana
¢ikmaktadir. Genellikle
iretim odakl bir yaklagim
oldugunda is giivenligi ve
saglig1 geri planda
kalmaktadir. Ts giivenligi
uygulamalarina yiizeysel
bir sekilde
ilgilenilmektedir.
Onlemler almakta ve
miidahale etmek de eksik
kalmaktadirlar. s saghg
ve giivenligi ile ilgili
farkindalik vardir ancak
uygulamada goz ard1
etmektedirler.

Yonetim is saglig1 ve giivenligi
anlaminda adimlar atmaya baglamustir.
Is saglig1 ve giivenligi ile ilgili konulara
kaynak ayrilmaktadir ancak verimli
kullanilmamaktadir. Is saghg ve
giivenligi belirli bir kisi ya da
departman sorumlulugunda olup,
yoneticiler ¢éziime ortak olmak yerine
¢6ziim bulunmasini beklerler. Is saghg
ve giivenligi anlaminda departmanlar
sorumluluklari bagka bireylerin tizerine
atmaktadirlar. Her departman, kendi
sinirlarimi olusturmustur ve sadece
kendi alani ile ilgilenmektedir.Kendi
alanlar1 digindaki konularla ilgilenilmez.
Bu yiizden aksiyon ve karar alinmasinda
problem yaganmaktadir. Aksiyonlar,
boliim yoneticileri tarafindan
onemsenmez ve sorumluluk almaktan
kagmmaktadirlar. Is giivenligi 6ncelikli
olmalidir anlayis1 mevcuttur, ancak
aksiyonlarda riskli davranislart
almaktan kaginmamaktadirlar. Is
sagligi giivenligi ile ilgili ¢aligmalar
yapilsa bile tiretim is saglig1 ve
giivenliginden daha onceliklidir. Uretim
durmadan ISG 8nlemleri yapilsin bakis
agist vardur. Uretim is giivenligi dengesi
degiskendir. Yoneticinin tutumuna,
kisilik ozelliklerine gore degismektedir.
Yoneticiler, ¢alisanlarla i¢ ice degil,
onlarin dertleri ve sikintilar1 bilmekten
uzaktirlar. Uretim ile ilgili yatirimlara
kiyasla, i giivenligi yatirimlari geg
aksiyon alinmaktadir.

Yo6netimin bakis agisi, kaliteli ve
giivenli {iretim yapmaktir.
Aksakliklar ve kazalar kabul
edilemezdir. Aksaklik ve kazalarin
Onceden tahmin edip, 6nlem almak
oncelikli hedefleridir. Yonetim,
planlama yaparken iSG
calismalarinin saglikli ve giivenligi
yapilmasi i¢in planlamasina dahil
eder. Calisanlarla bilgi akisinin iyi
olmasinin, dogru ve hizh bilgi
aktarimini saglayacagina
inandiklarindan galisanlarla sicak
iliskiler kurarlar. Caliganlarin
bireysel yeteneklerini bilirler ve
yeteneklerine gore ig atamalar1
gergeklestirilir. Calisanlarm
bilinglendirilmesi ve uygulamalarin
verimli sekilde gerceklestirilmesi
igin tam destek saglanir. Uretim ve
is glivenligi paralel olarak
ilerlemektedir. Mevcut durum
analizleri ve ihtiyaglarm sunulmasi
ve incelenmesi konusunda dinleyici
ve takipgidirler. Sahadaki
durumlarla birebir ilgilidirler ve
¢aligmalar1 denetlemektedirler.

Y6netimin bakis agisi, hem
maksimum performans hem de
maksimum is giivenligi ve saghigi
seklindedir. Kazalarin olmamasi ve
risklerin azaltilmasinin tiim
¢alisanlarla birlikte bir biitiin olarak
olabilecegine inandiklari igin
caliganlarla sicak diyalog
igerisindedirler. Is saglig1 ve
giivenliginin saglanmasi i¢in,
calisanlardan sikayet gelmeden 6nce
bile riskleri gériip degerlendirerek,
yatirimlar yapmaktan gekinilmez.
Yoneticiler basta kendi boliimleri
olmak iizere tiim sorumlulugu kendi
iizerlerine almaktadirlar. Once is
giivenligini degil once is saghigi ve
giivenligi anlayisiyla yaklasirlar, "
her seyin yedek parcasi vardir ama
insanin yoktur " sloganlar1 haline
gelmistir. Bu diisiinceyi tim
calisanlarina benimsetmek isterler.
Yoneticiler, is giivenliginin sahada
¢oziimlenmesi gerektigine
inanmakta ve ¢alisanlarin her tiirlii
sikayetiyle yakindan
ilgilenmektedirler. Is saghg ve
giivenligi igin 6ncii olmaktan
¢ekinmezler ve uygulamalarin en
yakin takipgileridirler. s saglig1 ve
giivenligi , is hayatinin vazgecilmez
bir par¢as1 olduguna inamilir.
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Denetim ve izlenebilirli

iSG'ye verilen 6nem az oldugu igin,
takip etme ihtiyact
duyulmamaktadir. Is kazalarindan
sonra aragtirma ve inceleme
yapilmamaktadir. Denetim ve
izlenebilirlikten s6z edilemez. Is
kazalar 1 ve ISG uygulamalariyla
ilgili kay1t tutmak gibi bir durum
s6z konusu degildir. Thtiyag
duyuldugunda diizmece kayitlar
hazirlanarak ilerlenmektedir. Yasal
bildirimler bile bazen
yapilmamaktadir.

Is saglig1 ve giivenligi ile
ilgili diizenli kayit tutma
ve gelisimini takip etmek
i¢in sistem yoktur.
Konuyla ilgili kisilerin
istedikleri zaman
yazdiklar1 / kaydettikleri
bir sistem vardir.
Denetleme oncesi ve kaza
sonrast durumlarinda
sistemli bir gekilde
yiiriitme karari alinir
ancak zaman gegtikten
sonra her sey eskisi gibi
olmaktadir. Denetim
oncesi ve kaza sonrasi
durumlarda da sahadaki
durumdan farkl1 olarak
islemler yapilmaktadir.

Is giivenligi, is kazas1 sikliklar1 ve
oranlari takip edilmekte ve
izlenmektedir. Bu raporlar, diizenli
periyotlar halinde tist yonetimle
paylasilmaya baslanmustir. Diger
departmanlarla alinan kararlar ve
sonuglar paylasilmaz. Seffaf bir
yonetim yoktur. Ekipman kullanimi,
ihlal ve ihmaller takip edilmeye
calisilmakta, ancak uygulama da
sikintilar yasanmaktadir. Yapilan
arastirmalar ve analizler yapilacak
yatirimlarin temelini
olusturmadigindan, bir amaca
hizmet etmemektedir. s giivenligi
ile ilgili bir ara eleman eksigi vardur,
is glivenligi takibi zayiftir.
Kazalardan sonra ders
¢ikarilmaktadir. Yonetim is
giivenligine yatirim yapmaktadir
ancak takibini yapmamaktadir.
Zayif bir is glivenligi uygulamalari
takibi vardir. Kaza durumunda
raporlama yapiliyor, analizleri
yapilmaktadir. Yapilan analiz vb.
faaliyetler sirketin kendini korumasi
icin yapilmaktadir.

Is saghg ve giivenligi faaliyetlerinde
mevcut durum analizi, is kazas1 siklik
oranlar1 gibi gostergeler diizenli
olarak takip edilmektedir. Risk
analizleri, sar1 kart gibi uygulamalar
ile kazalar1 6nlemeye yonelik
faaliyetlerin yani sira, ¢alisanlarin
riskli davranislari da izlenmektedir.
Yapilan analizler ve arastirmalar,
diizenli olarak iist yonetimin de
katildig1 toplantilarla izlenmektedir.
Toplant1 sonuglari ve izleme sonuglari
tiim ¢aliganlarla paylasilmaktadir.
Sadece izlemekle yetinilmez,
uygulamalarin ve yatirimlarin yapilip
yapilmadigi denetlenmektedir.
Calisanlar bilingli olduklari igin 6z
denetim de yapilmaktadir. Kazalar
derinlemesine incelenmekte ve
aksiyon planlarini bunlara uygun
olarak yapilmaktadir. Bir noktada bir
problem var ise bu problem incelenir,
¢oziimleri takip edilir. Ancak sadece o
nokta ile ilgili yapilir. Diger
noktalarin arastirilmasi analiz
yapilmasi gibi durumlar eksiktir.

Is saglig1 ve giivenligi igin
hazirlanmig sistematik uyulmasi
gereken prosediir, talimat ve
yonetmelikler meveuttur. Is
saglig1 ve giivenligi hedefleri
tanimlanmistir. 1SG ¢iktilar:
stirekli olarak takip edilmektedir.
Sadece kazalar ya da risk
degerlendirmeleri degil, ISG ile
dretimin uyumlu ¢aligmast i¢in
gerekli veriler de kontrol
edilmektedir. Uyari ve ihtar
sistemlerinin kisileri nasil
gelistirdikleri, yapilan
uygulamalar sonucu ISG
¢iktilarinin nasil etkilendigi takip
edilmekte ve sonuglart hem
yonetim hem de ¢alisanlarla
paylasilmaktadir. Kazalarin ve
ramak kalalarin nedenleri
aragtirilarak, eksiklikler
giderilene kadar takip
edilmektedir. Tim
departmanlarin katildig1 aylik
toplantilar diizenlenmektedir. 1SG
departmanin iginden bagimsiz bir
denetleyici vardir. Sirketin
amaglar1 degil dogrulara hizmet
eden denetgiler vardir. iSG
uygulamalarinin
denetlenmesinden tiim ¢aliganlar
sorumludur.
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Calisma Ortaminin Giivenligi

A. Fiziksel cevre ve Ergonomi

Caligma alanlari daginik ve
is saglig1 kurallarina uygun
degildir. Caligma
ekipmanlari, makineleri
diizenli ve tertipli degildir.
is akislar1 belirlenmemis ve
siirekli bir kargasa ortam
mevcuttur. Caligma ortami
sicaklik giiriiltii vb. sartlar
agisindan yetersizdir. Hangi
ekipmanin nerede oldugu ile
ilgili bir bilgi s6z konusu
degildir. Verimli tiretim
yapmak i¢in uygun bir
ortam yoktur.

Fiziksel gevre, saglikli ve
giivenligi saglanmis bir
ortamindan uzaktir. Uretim
faaliyetlerini karsilamak i¢in
degisen kosullara uyum saglamak
i¢in yeterli alan olmadigindan
dolay1, makineler ve ekipmanlar
sikisik ve is akigina uymayan
sekilde yerlestirilmistir. Verimli
ve saglikli bir tiretim i¢in gerekli
olan diizen ve tertibi, kaza
olmadan gérmek miimkiin
degildir.

Tlk bakildiginda fiziksel ve
ergonomik anlamda ¢alisma
kosullarina uygun bir ortam oldugu
goriilse bile, detayli incelendiginde
basta ergonomi olmak iizere bir ¢ok
konuda biiyiik eksiklikler soz
konusudur. Gelis ve gidis yollari,
acil ¢ikig kapilari ve galigma alanlari
belirlenmistir, ancak bu belirlenen
yerler, kendi amaglar1 diginda
kullanilmaktadir. Caligma alani,
fiziksel anlamda (sicaklik, giiriiltii
vh.) is sagligi igin uygun degildir.

Calisma ortaminin, fiziksel olarak
giivenlik dnlemleri alinmustir.
Ekipmanlarin, ve makinelerin yerleri,
¢aligma sekilleri goz 6niinde
bulundurularak planlanmis ve
yerlestirilmigtir. Fiziksel ¢evre
kosullarinin standartlari belirlenmis ve
islem noktalarma uygulanmistir.

Fiziksel gevre, hem ¢aliganlarin
ihtiyaglarina hem de tiretimin
daha rahat yapilmasi i¢in 6nceden
detayli bir sekilde planlanmstir.
iSG kurallari, iiretim miktari,
kadro sayis1 anlaminda optimize
edilmis bir ortam s6z konusudur.
Otomasyonun yiiksek oldugu bir
sirket olmasindan dolay1, gelis
gidis yonlerinin bile belirlendigi
fiziksel bir ortam vardir. Hem
fiziksel ergonomi hem de
psikolojik ergonomi anlamimda
galismaya uygun bir ortam s6z
konusudur. Is kazasi riskinin bir
kismu fiziksel olarak ortadan
kaldirilmistir (acil stop butonlari
gibi). Calisanlari etkileyecek
psikolojik etmenler ( uykusuzluk,
yorgunluk, ¢aligma temposu)
diistiniilerek tasarlanmugtir.
Fiziksel ¢evre tasarlanirken
sirketin 10 yillik biiyiime ve
gelisme beklentileri g6z oniinde
bulunarak tasarlanmaktadir.
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Calisma Ortaminin Giivenligi

B. Is EkKipmanlar1 ve Makineleri

Is makineleri ve ekipmanlar
eski ve yavas yavas
iglevlerini kaybetmeye
baslamugtir. is makineleri ve
ekipmanlari isleri gormeye
devam ettigi siirece
degistirilmez. Is makine ve
ekipmanlarinda is giivenligi
onlemleri bulunmamaktadir.
Kisisel koruyucu
donanimlari ( eldiven vb. )
say1 olarak az, nitelik olarak
uygun degildir. Yeni alinan
makinelerde is giivenligi
onlemleri siireci aksattig1
i¢in 6nlemler iptal
edilmistir. Eldeki
ekipmanlarla daha fazla is
yapma egilimi vardir.

Is makineleri ve ekipmanlar
revize edilmeyi bekleyen, eski
teknolojiyle tiretilmis ekipman ve
makinelerden olugmaktadir.
Kigsisel koruyucu ekipmanlar
calisanlar1 korumak amaciyla
denetimin hemen 6ncesinde ya da
kazadan sonra verilmistir ancak
kalite olarak uygun degildir. Kaza
sonras1 makine revizyonlari,
kisisel koruyucu donanim temini
artar. Segilen ekipmanlar masa
basindan ve isin dogasina
bakilmaksizin se¢ilmektedir.

Insan giiciine dayali bir iiretim
oldugu i¢in, is ekipman ve
makinelerinde otomasyon mevcut
degildir. Is makineleri ve
ekipmanlar1 segilirken, isin dogasina
uygun olmayan ekipmanlar
segilebilmektedir. Is makineleri ve
ekipmanlary, is giivenligine uygun
olarak tasarlanmaya ¢alisilir ya da
revize edilir ama bu yapilan
gelistirici faaliyetler, diger
béliimlere genellestirme
yapilmamistir. Kisisel koruyucu
ekipmanlar, ise uygun sekilde
verilmektedir ancak ihtiya¢ duyulan
zamanda ulagmakta zaman zaman
problem yasanmaktadir. Is makine
ve ekipmanlari segilirken,
caliganlarn fikri alinmamaktadir.
Bu yiizden saha uygulamalarinda
aksakliklar goriilmektedir.

Is makine ve ekipmanlari, kaliteli ve
giivenlidir. Makine ve ekipmanlarin
emniyet onlemleri alinarak yeterlilik
kazanmig durumdadir. Ekipmanlar ve
makineler, periyodik olarak planl
bakim ve onarimi yapilmaktadir.
Ekipman ve makinelerin ariza ve
aksaliklar1 kayit altina alinmaktadir.
Ekipmanlarin yedek pargalar1 sistemli
bir sekilde tutulmaktadir. Kisisel
koruyucu donanmimlar zaten yapilacak
is baglamadan temin edilir ve kisilere
zimmetlenir.

Otomasyonun yiiksek oldugu bir
yapilanmadir. Is makine ve
ekipmanlarinin, emniyet
onlemlerinde eksik
bulunmamaktadir. iSG igin her
tiirldi is ekipman ve makineleri (
kask vb. ayakkabilari
saglanamktadir. Fiziksel gii¢ ve
ergonomik olmayan ¢aligma
sartlarindan s6z edilmemektedir.
Bunlarla ilgili ¢alisan bir
sistemleri vardir. Ekipmanlar da
kaza riski dustiktiir. Kisiler
makinelere miidahale ederken,
sik1 giivenlik tedbirler almaktadir.
Ekipmanlarla ilgili bir problem
oldugunda hemen tedarik
edilmekte, eksik ve hatali
ekipmanlarla galigmak kabul
edilemez bir konudur.
Ekipmanlarm kurulmasinda,
hatlarin kurulmasinda isin kendi
niteligi de dikkate alimmaktadir.
Ekipmanlar, eski bile olsa
mutlaka emniyet dnlemleri
alinmaktan ¢ekinilmez.
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Calisanlarin Is Giivenligine Baghhg

Calisanlar, is giivenligi
anlaminda bilgili ve bilingli
degildirler. Calisanlar,
yoneticiler gibi kazay:
kabullenmis ve 6nlenemez
oldugunu kabul
etmektedirler. Caliganlar da
iiretim odaklidir. Is
giivenligi igin yapilan
Onlemleri zaman kaybi1
olarak gormektedirler.
Alman is giivenligi
onlemleri var ve bu
onlemler tiretimi
engelliyorlar ise, ISG
onlemlerinin ihlal ve
ihmallerine g6z yummaktan
kagmmazlar. Uretim
baskisinin yani sira, temel
kaygilari issiz kalma oldugu
i¢in is igin gerekli olan
ekipmanlar1 istemekte ve
dile getirmekte ¢ekingen
davranmaktadirlar. Is kazast
durumda ¢alisanlar bunu
bildirmekten kagmabilir ve
sorumlulugu kendi tizerine
alma egilimindedirler.

Calisanlar, is gilivenligi
konusunda yeterli biling diizeyine
sahip degillerdir. Calisanlarin
tutumlari da, yonetimin tutumuna
gore sekillenmektedir. Sirket
icerisinde yapilan is giivenligi
uygulamalarinin yararsiz
oldugunu distiniiliir, bu
uygulamalara katilimin zaman
kayb1 olduguna inanilir.
Calisanlar tiretim devamlihig ve
hizina daha ¢ok 6nem
verildiginden dolayi, is saghg: ve
giivenligi kurallarina gereken
Onemi gostermemektedir.
Calisanlarin islerini
kolaylastiracak yontemleri,
giivenli is yapma davranislarina
tercih edilmektedir. Kaza
olduktan sonra, ¢alisanlar igin is
saglig1 ve giivenligine
gosterdikleri onem birinci siraya
gelmektedir. Kaza lizerinden
zaman gegtikten sonra, sistem eski
haline geri donmektedir.

Caliganlar arasinda ISG konusunda
ortak bir algidan s6z edilemez.
iSG'ye verilen 6nem kisi ve
departman bazinda degisebilir.
Calisanlar, yonetimin ISG
uygulamalarini ¢aliganlara 6nem
verdigi i¢in degil yonetimin kendini
kurtarmak i¢in yaptig1 anlayisi
igindedirler. Is giivenliginden daha
¢ok calisma sekillerinin kolaylig: ile
ilgilenmektedir. Calisanlar ISG
konusunda bilingli olmalarina
ragmen, ISG uygulamalarini kendi
amaglar1 dogrultusunda
kullanmaktadirlar. hlal ve ihmaller
eger islerini daha kolay yapmalarini
sagliyorsa, ¢aliganlar tarafindan
kabul edilebilir. Calisanlar iSG
uygulamalarini zaman zaman
suiistimal edebilirler. (izin vb.).
Calisanlar, kendi ¢aligmalarina
odaklanmislar ve diger galisanlarla
ilgilenmemektedirler. Caliganlar,
ISG uygulamalarina géniillii olarak
katilmazlar, sirketin yapmasi
gereken zorunluluklar olarak goriir.
Calisanlar tizerlerinde sorumluluk
hissetmezler.

Calisanlar, is saghg1 ve giivenligi
konularinda egitimli ve bilingli
olduklar1 igin ISG uygulamalarina
katilimlar goniillii bir sekilde
gergeklestirmektedir. Calisanlar ISG
uygulamalarinin ¢aliganlarin kendi
saglik ve giivenligi i¢in yapildigini
diistinmektedir. Calisanlar arasinda
ekip ¢aligmasi vardir. Kurum
tarafindan verilen kisisel koruyucu
donanimlari, (is kiyafetleri, eldiven
vb. )ekipmanlari diizgiin sekilde
kullanmakta ve korumaktadir.
Yonetim tarafindan belirlenen is
saglhig ve giivenligi kurallarina
uyarlar. Bunun yan sira, ihlal ve
ihmallere kars1 neler yapilmasi
gerektigini bilir ve ilgili yerlere
bildirmektedir. Yaptiklar1 uyari ve
ikazlar1 sonuglarini takip ederler.
Mevcut duruma gore sartlari degisen
kosullar1 aktarirlar. Sadece kendi i
giivenlikleri degil, diger ¢alisanlarin

da is saghig1 ve giivenligini de disiiniir

ona gore hareket ederler. Yonetime
giiven duymaktadirlar. ISG
calismalarini tiretimi engelleyen
faaliyet olarak degil, aksine
calismalarinin bir pargasi olarak
goriirler.

Calisanlar is saghig ve giivenligi
calismalarina gonillii katilim
saglarlar. Coziime ulagmak ve "0"
kaza hedefine ulagsmak igin isg
faaliyetlerine sahip ¢ikarlar. Kendi
sorumluluklarini farkindadirlar.
Kurallara uymanin is sagligi ve
giiveliginin birinci kosulu
olduguna inanirlar. Ogrendikleri
bilgileri sadece is hayat1 i¢in
degil,, giindelik hayatlarinda da
kullanirlar. Etrafindaki kisileri
egitmekten sorumlu hissederler.
ISG sistemini tetikleyici
unsurlarin baginda gelmektedirler.
ihlal ve ihmal oldugu zaman ilgili
mercileri bildirmekten
cekinmezler. Is saghig ve
giivenligi hayatin vazgegilmez bir
pargasi olarak goriiliir ve toplum
igerisinde bu konuda oncii
olmaktan ¢ekinmezler.
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ISG Sistemini Destekleyici

isim

A. ilet

Calisanlari ISG konusunda
bilgilendirme ¢abas1
goriilmemektedir.
Calisanlarin istek ve
6nerileri iist yonetime
ulagmamaktadir. Yoneticiler
masa baginda is
yaptiklarindan dolayz filli
hayatta neler oldugunu
gormekte ve bilmekten
uzaktir. Calisanlarin fikir ve
diigtincelerini almaktan uzak
bir anlay1s
gozlemlenmektedir. Isler
yolunda gittigi siirece
calisanlarla iletigim
kurulmamaktadir.

Otoriter yonetim tarzi iletisime de
yansimaktadir. Bilgi akisi,
yukaridan asagiya ( yonetimden
¢aligana ) olmak tizere tek
yonliidiir. Yoneticilerin,
¢alisanlarin yasadiklar1 zorluklar
ve sikintilar hakkinda bilgi sahibi
degillerdir ve bu tiir konularla
ilgilenilmez. Sikayet ve oneriler
zaman zaman dinlenilmektedir
ancak aksiyon alma konusunda
zayif kalmaktadir. Calisanlar ISG
ile ilgili sikintilarini iletebilecek
bir bilgi sistemi mevcut degildir.

Dabha iyi bilgiyi ulasmak, gerek
tiretim hatlar1 gerek lojistik
destekler ile ilgili arizalara ve
aksakliklara ulagmak i¢in kurulmus
bir iletisim ag1 mevcuttur.
Caliganlar, yasadiklari problemleri
ve ramak kalalar1 gerek yazisal
gerekse sozel olarak yoneticilere
iletebilmektedirler. Geri donis
almak ve ya ilgili problemin siireci
ile ilgili bilgi almak bu sistem de
¢ok zordur. Ancak, bu iletisim
agindaki bilgiler tiim ¢aliganlar
degil, baz1 ayricalikli personeller
erismektedir. Uyarilar, ikazlar
herkesin gorebilecegi sekilde
hazirlanmus ve ekipmanlarin ilgili
yerlerine asilmustir.

Calisanlar ve yonetim arasindaki iligki
¢ift yonlidiir. Calisanlarin fikirleri
alind1g, geri bildirim yapildigs,
diistincelerin rahatca paylasildig: bir
iletisim ag1 mevcuttur. iletilen sikayet
ve Onerilerin yapilmasi i¢in hep
birlikte bir ¢aliyma yapilmaktadir.
Herhangi bir risk durumunda, ilgili
tiim birimlerine haber verilmektedir.
Acil durumlarda neler yapilmast
gerektigi ile ilgili uyarilar vb.
faaliyetler vardir. Boliimler arasi
iletigim ¢oziim odaklidir. 1SG ile
ilgili bir problem oldugunda
¢alisanlarin kendisi bu eksikligi
bildirmekte ve fikirlerini
sunmaktadirlar. Agik iletisim
kanallar1 vardir. Yoneticiler,
caliganlarin hemen hemen tim
sorunlariyla ilgilenmektedir.

Bilgi aktarim ¢ift yonlii olarak
iistten alta ya da alttan iiste bilgi
kaybi1 olmadan ulagsmaktadir.
Sirket i¢i bilgilendirmeler
yapilmakta, yeni gelisen siiregler,
yeni yontemler herkese
duyurulmaktadir. iletisim aginda
dogru zamanda dogru kisiye
dogru bilgiyi aktarabilmektedirler.
Sirket iginde galisanlar direk
olarak etkileyecek konularda
calisanlarin fikirleri alinmakta ve
ona uygun yatirimlar
yapilmaktadir. Oneri, sikayet gibi
konularda ilgili kisiye geri doniis
mutlaka yapilmaktadir. Yonetim
sahada neler olup bittigi ile ilgili
yakindan ilgilenmekte ve bilgi
sahibi olmaktadir. iletisim
kanallar1 sadece 1SG konularinda
degil ¢alisma hayatiyla ilgili diger
konularda da agiktir.
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ISG Sistemini Destekleyici

B. Odiillendirme ve Cezalandirma

ISG anlaminda
ddiillendirme sistemi
mevcut olmamakla birlikte,
tiim aksakliklardan
¢alisanlar sorumlu
tutulmaktadr. is kazasi ya
da ergonomiden kaynakli bir
durum oldugunda, ¢aligan
uygun davraniglarda
bulunmadig: i¢in
su¢lanmakta ve
cezalandiriimaktadir.
Verilen cezalar serttir ve
davranig1 diizeltme amaci
igermemektedir.

Is saghg1 ve giivenligi konusunda
sistematik odiillendirme ve
cezalandirma sistemlerinden
bahsedilemez. Cezalandirma
sistemi Uiretimi engelleyen ya da
zarar veren durumlarda islemeye
baglar. Cezalandirma sisteminin
temel amact galisan1 suglamaktir.
Is kazas1 olana kadar is saghg ve
giivenligi ihlal ve ihmalleri ile
ilgili bir yaptirim yoktur. Thlal ve
ihmaller yapildiginda, iiretim i¢in
iyi bir sonug elde edildiyse gurur
kaynag1 olarak goriilebilir.

iSG anlaminda ¢alisanlar1 siirece
dahil etmek i¢in 6diil ve ceza
sistemi uygulanmaktadir. Odiil
uygulamalari, ceza uygulamalarina
oranla daha az bulunmaktadirlar.
Cezalandirma sisteminde adil bir
durum s6z konusu degildir.
Tecriibeli eleman korunurken, diger
¢alisanlar daha ¢ok ceza verilme
egilimindedirler. Cezalar daha ¢ok,
organizasyon semasinin alt
taraflarinda toplanmaktadir.
Yoneticiler, cezalandirma sisteminin
i¢inde yer almazlar. Cezalandirma
sistemi uyaridan ihraca kadar
uzanmaktadir. Cezalandirma
sistemin temeli kazanmaya yonelik
degildir. Odiillendirme sistemi, 1SG
ihmallerini ve risklerini belirleyen
kisilere verilmektedir. Ancak bu
sistem kisileri ayirt etmekte basarili
degildir. Calisanlar etik olmayan
davranuslar igerisinde yer alabilirler.

Is saghg ve giivenligi konusunda
ddiillendirme ve cezalandirma sistemi
vardir. Odiillendirme sisteminde
sadece iretime bagli ya da riskleri
onlemeye yonelik faaliyetler
odiillendirilmektedir. Odiiller takim
olarak verilmektedir. Odiillendirme
sistemi, yeni giren ¢aligani sisteme
adapte etmek i¢in daha gok kullanilir.
Kurallar belirlendiginden ve tiim
giivenlik onlemleri alindig: i¢in
kurallara uymayanlar
cezalandirilmaktadir. Cezalarin temel
amac1 hatalardan ders ¢ikarmaktir.
Kaza durumunda ¢alisan hatasindan
kaynakl1 olduguna inanildig1 i¢in, tek
nokta dersleri gibi faaliyetler
verilmektedir. Odiillendirme ve
cezalandirma sistemi, sadece mavi
yaka calisani degil tiim galiganlart
kapsamaktadir.

Cezalandirma sisteminin temeli
aksakliklar hatalari bularak daha
iyiye ulagmak igindir.
Cezalandirma sistemi olmasina
ragmen, ¢alisani kazanmaya ve
bilgilendirmeye agirlik
verilmektedir. Cezalandirma
sisteminin temelini, ilgili kisinin o
davranisi neden yaptiginin
anlamaya yonelik bir analiz
olusturmaktaddir. Cezalandirma
sistemi sorumlu olan tim
¢aliganlar1 kapsamaktadir.
Odiillendirme sistemi
motivasyonu yiiksek tutmak i¢in
yapilmustir. {letisim kanallari ile
bilinglendirilmis farkinda
¢alisanlar oldugu igin,
cezalandirma olmaksizin daha
verimli sonuglar elde
edilmektedir.
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Bilin¢lendirme/ Farkindalik Artirmaya Yonelik Faaliyetler

ISG egitimleri etkinligine
dikkat edilmeden
verilmektedir ya da verilmis
gibi gosterilmektedir. Yasal
olarak yapilmasi zorunlu
olan faaliyetler yapilmakta,
onlarin haricinde
bilgilendirme ¢abas1
yapilmamaktadir. Yasal
zorunluluklar da bile
gergeklestirme de problem
yasanabilir. Is sagligi ve
giivenligi ile ilgili
bilinglendirme faaliyetleri
caliganlar arasinda
tecriibelerin aktarilmasi
seklinde ilerlemektedirler.
Uyarilar, ikazlar vb gorsel
bilinglendirmeleri gérmek
zordur.

Bilinglendirme ¢aligmalari,
kazadan kazaya ya da
denetimden denetime akillara
gelmektedir. Is giivenligi
egitimi, uyari levhalari, is
talimatlar gibi uygulamalar
giincel degildir. Kazadan
sonra ya da denetimden 6nce
i glivenligi uygulamalari hiz
kazanmaktadir, zaman
icerisinde faaliyetlerin
uygulanma hiz1 diismekte ve
eski haline geri donmektedir.
Bilinglendirme faaliyetleri,
temel ISG egitimi ve
uyarilardan teye gitmesi
beklenmemektedir.

Yonetim, ISG bilinglendirme
faaliyetlini egitimler, risk
degerlendirmeleri, sar1 kart, tek
nokta dersleri gibi uygulamalarla
gergeklestirmektedirler. Bunun yani
sira, ISG ile ilgili uyulmasi gereken
kurallar uyar1 ve duyuru panolari,
makine ve ekipman iizerine konulan
uyar1 notlar1 araciligtyla ¢alisanlara
aktarilmaktadir. Calisanlar is
giivenligi ve sagligi i¢in yapilmasi
gerekenler konusunda bilgililerdir
ancak igsellestirilmis bir algidan
bahsedilemedigi i¢in uygulamalara
katilim zayiftir. Uygulamalar
yapilmaktadir, ancak standardi
yoktur ve takibi yapilmamaktadir.
Bu yiizden verimlilik anlaminda
etkin uygulamalardan s6z edilemez.
Yapilan uygulamalar yapildiktan
sonra arsivlenir ve unutulur. ISG
uygulamalari igin ayrilan biitgeler
yetersiz oldugu i¢in faaliyetlerin
yiiriitiilmesinde problem
yasanmaktadir.

ISG bilinglendirme faaliyetleri kapsaminda
her ¢alisana is saglig1 ve giivenligi egitimi
verilmektedir. Caliyma yerlerindeki risklere
gore baglar, ¢alisanlarin interaktif
paylagimlartyla devam eder. Bilinglendirme
faaliyetlerinde sadece yonetim degil
¢alisanlar da sorumludur. Kaza olmadan
onleme galigmalarini pekistirmek igin
calisanlarin igsellestirmesi gerekmektedir. Is
sagligi i¢in dikkat edilmesi gereken noktalar
kisilere bildirmekte ve doktorlar tarafindan
kontrol edilmektedir. Is bas1 6gretim
tekniklikleriyle, isin pif noktalari ¢aliganlara
birebir egitimlerle 6gretilmektedir. Calisama
alaninda meydana gelen kiigiik degisikliler,
makinelerdeki problemler kayit altina
alinmaktadur. ilgili yerlere uyar1 ve ikaz
fonksiyonel is saglig1 ve giivenligi egitimleri
verilmektedir. Verilen egitimler interaktif ve
uygulamali bir sekilde verilmektedir. Yapilan
faaliyetlerin temelinde "yapmis olmak igin
yapmak" anlayis1 yoktur. Yapilan
faaliyetlerin is saglig1 ve giivenligi
gostergelerine etkileri analiz edilmektedir.
Sadece ¢alisana degil, misafir ve tageron
firmalar gibi sirket diginda ¢alisan kisilere de
bilinglendirilmektedir. Talimatlar, kisisel
koruyucu donanimlar ¢alisanlarin kolaylikla
ulasabilecekleri yerlere konulmustur. Calisan
makine, ekipman vb. yerlere uyari notlari
asilmistir. Misyon ve vizyonlarinda yer alan
"kaza olmadan 6nlemek" anlayis1 igin,
calisanlar risk degerlendirmelere dahil
edilmektedir..

Bilinglendirme faaliyetleri
egitimle levhalart
konulmaktadir. Bilinglendirme
faaliyetleri sadece galisanlar
i¢in degil, ¢alisanlarin
ailelerini de kapsayan sosyal
sorumluluk projeleri seklinde
yapilmaktadir. s yerinin
kiiltiiriind, yeni gelen kisilere
aktarabilmek i¢in oryantasyon
egitimi verilmektedir. Mavi
yaka ¢alisanlar bilinglendirme
faaliyetleri, giivenli ve saglikli
ortam gelistirmenin kilit
noktasidir.
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Calisanlarin Gelisim/ Gelistirme Istekliligi

swe

(Daha lyiye Ulasma Istekliligi)

Is saghg ve giivenligi
anlaminda, gerek ¢alisanlari
gelistirme gerekse stiregleri

gelistirme anlayis1 mevcut

degildir. Calisanlar

kendilerince aldiklar

Onlemlerle, is giivenligini

sirket igerisinde gelistirmeye

calisabilirler. Is kazalarini

bazen insiyatif alarak
Onlemeye ¢aligabilirler.

Kazalar1 engellemek,
nedenlerini aragtirmak i¢in
harcanacak enerji ve zamani
bagka konular1 aktarmanin

sirket i¢in daha yararli

olacagina inanilir.

Ogrenilmis garesizlik

durumu yasandigindan,
calisanlar da sadece verilen
islerle ilgilenmekte ve
gelistirmek i¢in ¢aba sarf
etmemektedirler.
Kazalardan ders ¢ikarmak
gibi bir durum s6z konusu
degildir.

Sirket igerisinde is kazalarini
engelleme, onleme gibi
amaglar dogrultusunda kalici
¢Oziimler esas olarak
alinmamaktadir. Coziimler,
calisanlarin kendi bilgileri
dogrultusunda yaptiklari
gecici ¢oziimlerle olmakla
birlikte kazalardan sonra ve
denetlemelerden once kalict
¢oziimler i¢in aksiyon
alinmay: karar verilir.
Durumlardan gegtikten sonra
¢Ozlim konusunda ilerleme
goriilmez. Caliganlar,
iyilestirme ¢aligmalarini takip
etmezler.

Ideal bir ISG sisteminin olugmas1
igin caba gosterilmez. ISG 'nin
ilerleyebilmesi i¢in dncelikle
tiretimin ilerlemesi gerekmektedir.
Kaza olduktan sonra incelemeler
yapilir, nedeni bulunmaya caligilir.
Inceleme yapilmasinin temel amaci
sugluyu bulup cezalandirmaktadir.
Boliimler arasi ¢atigmalar oldugu
i¢in, ¢alisanlar tagin altina elini
sokmaktan ¢ekinirler. Herkes kendi
¢alisma alamin ve ya boliimiiniin
sorunlartyla ilgilenmektedir. Ortak
bir ¢6ziim tiretmekte
zorlanilmaktadir. Oncelikli olarak
kisa vadeli ¢oziimler tiretmenin
daha yararli olacagini diisiiniirler.
Aksakliklar ve sikayetler herkes
tarafindan dile getirilmekte, ancak
yapilmasi kisminda sorumluluk
paylasilmaz.

ISG sistemini gelistirmek igin, caliganlarin
iSG ile 6nerilerini aktif olarak anlattiklari,
birlikte ¢ozlim urettikleri ve sonuglarini
ogrenebilecekleri sistemler mevcuttur.
Kazalar1 olmadan dnlemek vizyon ve
misyonlari arasindadir. Kazalarin ve risklerin
kok nedenine inerek tekrarlamamasi i¢in neler
yapilabilecegi ile ilgili saha arastirmalari
yapilmakta ve gelisimi takip edilmektedir.
Benzer problemlerin nerelerde oldugu
arastirilir ve o noktalar i¢in 6nlemler alinir.
Yine de bazi galisanlar iyilestirme
¢aligmalariyla ilgilenmeyebilirler.

Is saglig1 ve giivenligi
konusunda daha iyiye ulagmak
i¢in, giindelik ¢oziimlerden
ziyade uzun vadeli ¢oziimler
tiretilmektedir. Yo6netim
olarak 6z elestiriye agik,
¢0ziim odakl1 bir yaklagim
sergilenmektedir. Daha iyiye
ulagmak i¢in siirekli bir
ihtiyag hissettiklerinden,
calisanlar aksaklik gordiikleri
noktalarda nasil diizeltebiliriz
bakis agistyla bakarlar. Basari
ve basarisizliklar irdelenir.
Tiim hedefler yilbasinda
belirlenir ve takip edilir.
Sadece siireci gelistirmek
degil, caliganlarin yetkinlikleri
de gelistirilmektedir.




Appendix C: Safety Culture Questionnaire Food Industry

1-Yasmiz :
[]18-25 []36-45
[]26-35 [ ] 45 ve iistii

2- Cinsiyet: [ |Kadm [_]Erkek

3- Sirket Kideminiz:

[] 02yl [] 5-10y1l
(] 2-5y1 [ ] 10 yil ve iistii

4- Caligilan islem noktasindaki ¢alisma stireniz: ........................

5- Asagida verilmis boliimlerden ¢alisma boliimiiniizii isaretleyiniz.

[ ] Bakim [ ] Kalite Giivence
[ ] Planlama [ ] Insan Kaynaklari
[] Uretim [] Diger

6- En son mezun oldugunuz okulu isaretleyiniz.

[ ] Tlkokul [ ] On lisans
[] Ortaokul [ ] Lisans

9- Son 3 ay igerisinde ramak kala yasadiniz mi1?

[ ] Evet [ ] Hayir

Evet ise; yasadiginiz ramak kala sayisini belirttiniz. — .......

82



10- Son 2 y1l i¢inde astiginiz sar1 kart sayisini belirtiniz.

[]0 []10-20

[ ]1-10 [ ]20 ve iistii

11- Son 2 y1l i¢inde tek nokta dersi hazirladiniz mi1?

[ ] Evet [ ] Hayir

Evet  ise hazirladigimiz tek  nokta  ders

belirtiniz. ..........c.couun..

12- Son 2 y1l i¢inde tek nokta dersi aldiniz m1?

[ ] Evet [] Hayir

Evet ise, almis oldugunuz tek nokta ders
belirtiniz...............

83

sayisini

Sayisini
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1- Asagida verilen her bir siitiin, is saghg: ve giivenligi vizyon ve misyon agisindan farkh bir sirketi tammlamaktadir. Liitfen bes farkh sirket

tamim okuyunuz ve ¢cahistigimiz is yerini EN COK yansittigini diisiindiigiiniiz tanim isaretleyiniz.

L1

Is kazalar1 6nlenemez ve isin
dogasinin bir pargasi olarak
gorliir.

Is saglig1 ve giivenligi (ISG)
tiretimi geciktirici etken olarak
goriiliir. ISG ile ilgili 6zel bir
boliim ve ya departman
bulunmast olas1 degildir.
Sirket misyon ve vizyonu
iretim ile ilgilidir.

Yasal zorunluluklar haricinde
ekstra bir ISG onlemi
alimmaktan kac¢inilir. Bazi
noktalarda yasal zorunluluklar
bile yapilmamakta, gegici
¢Oziimler sunulmaktadir.

Biitce, genellikle iiretim
faaliyetleri i¢in harcanir.

Talimat, prosediir ve
yonetmelikler
hazirlanmamugtir.
Hazirlanmigsa bile
giincellenmemistir.

ISG ancak devlet baskisiyla
yapilmaktadir.

[ ]

Sirket misyon ve vizyonunda
ISG ileilgili hususlar yer yer
gormek miimkiindiir.

Ancak bu misyon ve vizyonlar
giinliik isler arasinda unutulup
gitmekte ancak bir kaza ya da

denetimin ardindan tekrar giin
yiiziine ¢ikmaktadir.

ISG faaliyetleri, mevcut isi
olan personele ek is olarak
yaptirilmaktadir.

Talimat, prosediir ve
yonetmeliklerin bir kismi
mevcuttur ancak giincel ve
uygulamaya yonelik degildir.

L1

ISG ile ilgili misyon ve vizyonlar,
sirketin ¢ikarlarin1 korumak
amaciyla belirlenmistir. Yasal
mevzuatlara uyma gayreti
yiiksektir. Talimatlar, prosediirler
ve yonetmelikler cogunlukla
hazirlanmigtir ancak tiim
calisanlarin ulagabilecegi yerlerde
degildir.

Talimat, prosediir, yonetmelik ve
diger yazili dokiimanlar masa
basinda olusturulmus, ancak
caligma sartlart g6z 6niinde
bulundurulmamustir. ISG sistemi
kurulmaya ¢alisilmaktadir.
Organizasyon semasinda, ig
saglig1 ve giivenligi ile ilgili bir
departman tanimlanmistir ancak
calisan sayisi yeterli degildir.
[SG’nin saglanmasi icin, yasal
zorunluluklarin diginda,
uygulamada da olmasi gerektigi
diistincesi olusmaya baglamistir.
ISG politikalar1 ve diger yonetim
politikalar1 birbiri ile uyumlu
olmadigindan dolayz, iiretim
tonajini tutturmak igin is
giivenligi ikinci plana
atilmaktadir.

L1

ISG, sirket vizyon ve
misyonun igerisinde " 6nce
insan" anlayis1 yer almaya
baslamigtir.

ISG misyon ve vizyonu,
kazalar1 olmadan dngorerek,
tiim ¢alisanlar i¢in giivenli ve
saglikl bir ortam saglamay1
amaglamaktadir.

Calisanlari bilinglendirmek ve
egitmek, bu amaci
gerceklestirmek igin gerekli
olan temel faaliyetlerin basinda
goriilmektedir.

ISG i¢in hazirlanmus talimat,
prosediir ve yonetmelikler,
hem ¢alisma alanindaki gerekli
caligma davraniglarini hem de
rutin ¢alismalar sirasinda
olusabilecek aksakliklarda
neler yapilmasi gerektigini
icermektedir.

ISG departmani, profesyonel
bir ekipten olugmaktadir.

L1

Sirket misyon ve vizyonu,
maksimum performans iizerine
dayali giivenli {iretim anlayisi
iizerinde kurulmustur.

Sadece is giivenligi degil, is
sagligina da 6nem vermektedir.
ISG, prestij olarak goriiliir.
Stirekli gelistirme, hep daha
iyiye ulagma istekliligi sirket
kiiltiirtinlin bir pargast olmustur.
ISG sistem gereklilikleri
oturmus ve standartlagtirtlmistir.
Bir zincirin dislileri gibi
sistemler tikir tikir iglemektedir.
ISG’den sorumlu olan
departman vardir ilgili tiim
caligmalar bu departmanin
sorumlulugunda
gerceklesmektedir. Ancak
sirketin tiim calisanlar1 ISG 'nin
saglanmasi i¢in sorumludur.
Tiim ¢alisanlar, ISG konusunda
miikemmele gitmeyi ve en
kaliteli is yeri olmay1
hedeflerler.

Tiim ¢alisanlar sadece
kendilerinden degil, diger
kisilerden de sorumludur. Hata
ve basar1 ortaktir.
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2- Asagida verilen her bir siitiin, yonetimin is saghg ve giivenligine baghhg: acisindan farkh bir sirketi tanimlamaktadir. Liitfen bes farkh sirket tanimi okuyunuz

ve ¢cahistiginiz is yerini EN COK yansittigim diisiindiigiiniiz tanim isaretleyiniz.

L1

Yonetim, tiretim ve maliyet
odaklidir. ancak insan hayati
daha degersiz oldugundan dolay1
ISG' ye 6nem verilmez. 1SG ile
ilgili konulara ilgisiz
olduklarindan, bu konular kulak
ard1 edilir. I1SG ile ilgili
yapilanlar, yasal gergevelerle
sinirlidir.

ISG iiretimi aksatan bir
faaliyet olarak goriiliir. Is
kazalar1 6nlenemez ve kazalarin
temel sebebi ¢alisanlarin hatalari
olduguna inanilir. ISG, kiilfet
olarak goriiliir ve kaynak
ayrilmaz. ISG igin yapilan
yatirimlar ¢alisanlarin kendileri
icin yaptiklar1 maliyeti olmayan
onlemlerden fazlasi degildir.
Yatirim yapilmadig gibi ISG'e
etki eden yorgunluk vb. faktorler
dikkate alinmaz.

Uretimin istenilen miktarda
¢ikmasiyla ilgilenirler, nasil
yapildigi ile ilgilenmezler.
Uretim baskis1 mevcuttur. Yasal
cergevede is glivenligi ile
ilgilenir, Hicbir girisimde

[ ]

bulunmaz, sorumluluk almaz.

[ ]

Yonetim ISG anlaminda adimlar

Yonetim, alisanlarin ihtiyaglar1 atmaya baglamustir. Is saglig1 ve

ile ilgilenmemektedirler.

Yonetimin is glivenligine bakis
acisinda bir tutarlilik yoktur.

Belirli donemlerde (denetim
oOncesi) ya da belirli
olaylardan sonra (is
kazalarindan sonra) is
giivenligi 6n plana
¢ikmaktadir.

Genellikle iiretim
oncelikli bir yaklagim
oldugunda is giivenligi ve
saglig1 geri planda
kalmaktadir.

Is giivenligi uygulamalarina
yiizeysel bir sekilde
ilgilenilmektedir.

giivenligi ile ilgili konulara kaynak

ayrilmaktadir ancak verimli
kullanilmamaktadir. Is sagligi ve
giivenligi belirli bir kisi ya da
departman sorumlulugunda olup,
yoneticiler ¢dziime ortak olmak
yerine ¢6ziim bulunmasini
beklerler. Is saglig ve giivenligi
anlaminda departmanlar
sorumluluklart baska bireylerin
iizerine atmaktadirlar. Her
departman, kendi sinirlarini
olusturmustur ve sadece kendi
alani ile ilgilenmektedir. Kendi
alanlar1 disindaki konularla

ilgilenilmez. Bu yiizden aksiyon ve

karar alinmasinda problem
yasanmaktadir. Aksiyonlar, boliim

yoneticileri tarafindan 6nemsenmez

ve sorumluluk almaktan

kaginmaktadirlar. “Is giivenligi her
zaman Oncelikli olmalidir” anlayis1

Onlemler almakta ve miidahale mevcut olmasina ragmen’ risk

etmek de eksik kalmaktadirlar.

almaktan ¢ekinmezler, ihmallere
g6z yumarlar. Is saglig1 giivenligi

ISG ile ilgili farkindalik vardir jje ilgili calismalar yapilsa bile

ancak uygulamada goz ardi
etmektedirler.

iretim is saglhig ve glivenliginden
daha onceliklidir.

[ ]

Yo6netimin bakis agisi, kaliteli
ve giivenli liretim yapmaktir.
Aksakliklar ve kazalar kabul
edilemezdir. Aksaklik ve
kazalarin 6nceden tahmin edip,
onlem almak 6ncelikli
hedefleridir. Yonetim, planlama
yaparken ISG ¢alismalarinin
saglikli ve giivenligi yapilmasi
icin planlamasina dahil eder.
Calisanlarla bilgi akisinin iyi
olmasinin, dogru ve hizli bilgi
aktarimini saglayacagina
inandiklarindan ¢alisanlarla
sicak iligkiler kurarlar.
Calisanlarin bireysel
yeteneklerini bilirler ve
yeteneklerine gore is atamalar1
gerceklestirilir. Calisanlarin
bilinglendirilmesi ve
uygulamalarin verimli sekilde
gerceklestirilmesi i¢in tam
destek saglanir. Uretim ve is
giivenligi paralel olarak
ilerlemektedir. Mevcut durum
analizleri ve ihtiyaglarin
sunulmasi ve incelenmesi
konusunda dinleyici ve
takipgidirler.

[ ]

Yo6netimin bakig agisi, hem
maksimum performans hem de
maksimum ISG seklindedir.
Kazalarin olmamasi ve risklerin
azaltilmasinin tiim ¢alisanlarla
birlikte bir biitiin olarak
olabilecegine inandiklari igin
calisanlarla sicak diyalog
icerisindedirler. ISG’nin
saglanmasi i¢in, ¢alisanlardan
sikayet gelmeden Once bile
riskleri goriip degerlendirerek,
yatirimlar yapmaktan
¢ekinilmez. Yoneticiler basta
kendi boliimleri olmak iizere
tiim sorumlulugu kendi
tizerlerine almaktadirlar. Sadece
ig giivenligi degil, is sagligina da
oncelik verirler. ISG igin dncii
olmaktan ¢ekinmezler ve
uygulamalarin en yakin
takipgileridirler. Bu diisiinceyi
tiim ¢alisanlar tarafindan
benimsenmesi igin
cabalarlar.Yoneticiler, is
giivenliginin sahada
¢ozlimlenmesi gerektigine
inanmakta ve ¢alisanlarin her
tirlii sikayetiyle yakindan
ilgilenmektedirler.
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3- Asagida verilen her bir siitiin, denetim ve izlenebilirlik acisindan farkh bir sirketi tammmlamaktadir. Liitfen bes farkh sirket tanimi okuyunuz ve calistiginiz is

yerini EN COK yansittigim diisiindiigiiniiz tanim isaretleyiniz.

L1

ISG'ye verilen énem az oldugu
i¢in, takip etme ihtiyact
duyulmamaktadr. s
kazalarindan sonra aragtirma ve
inceleme yapilmamaktadir.

Denetim ve izlenebilirlikten s6z
edilemez. Is kazalar1 ve ISG
uygulamalaryla ilgili kay1t
tutmak gibi bir durum s6z
konusu degildir.

Ihtiya¢ duyuldugunda diizmece
kayitlar hazirlanarak
ilerlenmektedir.

Yasal bildirimler bile bazen
yapilmamaktadir.

[ ]

ISG ile ilgili diizenli kayit tutma [ giivenligi, is kazas1 sikliklar1 ve

ve gelisimini takip etmek igin
sistem yoktur.

Konuyla ilgili kisilerin
istedikleri zaman yazdiklari /
kaydettikleri bir sistem vardir.

Denetleme Oncesi ve kaza
sonrast durumlarinda sistemli
bir sekilde yiiriitme karar1 alinir

L1

oranlart takip edilmekte ve
izlenmektedir. Bu raporlar, diizenli
donemler halinde iist yonetimle
paylasilmaya baslanmistir. Diger
departmanlarla alinan kararlar ve
sonuglar paylasilmaz. Seffaf bir
yonetim yoktur. Ekipman
kullanimy, ihlal ve ihmaller takip
edilmeye caligilmakta, ancak
uygulama da sikintilar

ancak zaman gectikten sonra her yasanmaktadir. Yapilan

sey eskisi gibi olmaktadir.

Denetim Oncesi ve kaza sonrasi
durumlarda da sahadaki
durumdan farkli olarak iglemler
yapilmaktadir.

arastirmalar ve analizler yapilacak
yatirimlarin temelini
olusturmadigindan, bir amaca
hizmet etmemektedir. Is giivenligi
ile ilgili bir ara eleman eksigi
vardr, is giivenligi takibi zayiftir.
Kazalardan sonra ders
¢ikarilmaktadir. Yonetim is
giivenligine yatirim yapmaktadir
ancak takibini yapmamaktadir.
Zayif bir is giivenligi uygulamalari
takibi vardir. Kaza durumunda
raporlama yapiliyor, analizleri
yapilmaktadir. Bir noktada bir
problem var ise bu problem
incelenir, ¢ozliimleri takip edilir.
Ancak sadece o nokta ile ilgili.

[ ]

ISG faaliyetlerinde mevcut
durum analizi, is kazas1 siklik
oranlari gibi gostergeler diizenli
olarak takip edilmektedir.

Risk analizleri, sar1 kart gibi
uygulamalar ile kazalari
onlemeye yonelik faaliyetlerin
yani sira, ¢alisanlarin riskli
davranislar1 da izlenmektedir.

Yapilan analizler ve
arastirmalar, diizenli olarak st
yonetimin de katildig1
toplantilarla izlenmektedir.
Toplant1 sonuglari ve izleme
sonuglari tiim ¢aliganlarla
paylasilmaktadir.

Sadece izlemekle yetinilmez,
uygulamalarin ve yatirimlarin
yapilip yaptlmadigt
denetlenmektedir.

Calisanlar bilingli olduklari i¢in
6z denetim de yapilmaktadir.
Kazalar derinlemesine
incelenmekte ve aksiyon
planlarini bunlara uygun olarak
yapilmaktadir.

L1

ISG igin hazirlanms sistematik
uyulmasi gereken prosediirler
mevcuttur. Is saghg ve
giivenligi hedefleri
tanimlanmustir. ISG ¢iktilart
stirekli olarak takip
edilmektedir. Sadece kazalarin
ya da risk degerlendirmeler
degil, , ISG ile iiretimin uyumlu
calismasi i¢in verileri de kontrol
etmektedirler. Uyar1 ve ihtar
sistemlerinin kigileri nasil
gelistirdikleri, yapilan
uygulamalar sonucu ISG
c¢iktilarinin nasil etkilendigi
takip edilmekte ve sonuglari
hem yonetim hem de
calisanlarla paylasilmaktadir.
Kazalarin ve ramak kalalarin
nedenleri arastirilarak,
eksiklikler giderilene kadar
takip edilmektedir. 1SG
uygulamalarmin
denetlenmesinden tiim g¢alisanlar
sorumludur. Bunun yani sira,
bagimsiz denetgiler vardir.
Sirket ¢ikarlarini korumak igin
degil, ISG standartlarina gore
denetleme yaparlar.
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Asagida verilen her bir siitiin, fiziksel ¢cevre ve ergonomi agisindan farkh bir sirketi tammlamaktadir. Liitfen bes farkh sirket tanimi okuyunuz ve ¢cahistiginiz is

yerini EN COK yansittigim diisiindiigiiniiz tanim isaretleyiniz.

L1

Caligma alanlar1 dagimik ve is
sagligi kurallaria uygun
degildir.

Caligma ekipmanlari,
makineleri diizenli ve tertipli
degildir.

Is akislar1 belirlenmemis ve
siirekli bir kargasa ortami
mevcuttur.

Caligma ortami sicaklik
giiriiltii vb. sartlar agisindan
yetersizdir. Hangi ekipmanin
nerede oldugu ile ilgili bir
bilgi s6z konusu degildir.

Verimli iiretim yapmak i¢in
uygun bir ortam yoktur.

Fiziksel ¢evre, saglikli ve
giivenligi saglanmis bir
ortamindan uzaktir.

Uretim faaliyetlerini
kargilamak i¢in degisen
kosullara uyum saglamak igin
yeterli alan olmadigindan
dolay1, makineler ve
ekipmanlar sikisik ve i
akisina uymayan sekilde
yerlestirilmistir.

Verimli ve saglikli bir iiretim
icin gerekli olan diizen ve
tertibi, kaza olmadan gérmek
miimkiin degildir.

]
[lk bakildiginda fiziksel ve
ergonomik anlamda c¢alisma
kosullarina uygun bir ortam
oldugu goriilse bile, detayli
incelendiginde basta ergonomi
olmak tizere bir ¢ok konuda
biiyiik eksiklikler s6z
konusudur.

Gelis ve gidis yollari, acil
¢ikis kapilari ve galigma
alanlar1 belirlenmistir, ancak
bu belirlenen yerler, zaman
zaman kendi amaglar1 diginda
kullanilmaktadir.

Caligsma alani, fiziksel
anlamda (sicaklik, giiriiltd vb.)
is saglig1 icin uygun degildir.

L1

Calisma ortaminin, fiziksel
olarak giivenlik 6nlemleri
alimustir.

Ekipmanlarimn, ve makinelerin
yerleri, ¢alisma sekilleri gbz
oniinde bulundurularak
planlanmig ve yerlestirilmistir.

Fiziksel ¢evre kosullarinin
standartlar1 belirlenmis ve
islem noktalarina
uygulanmustir.

[ ]

Fiziksel ¢evre, hem calisanlarin
ihtiyaglarina hem de tiretimin daha
rahat yapilmasi i¢in dnceden detayli bir
sekilde planlannustir. ISG kurallari,
iiretim miktar1, kadro sayis1 anlaminda
optimize edilmis bir ortam s6z
konusudur. Otomasyonun yiiksek
oldugu bir sirket olmasindan dolay1,
gelis gidis yonlerinin bile belirlendigi
fiziksel bir ortam vardir. Hem fiziksel
ergonomi hem de psikolojik ergonomi
anlamimda ¢aligsmaya uygun bir ortam
s6z konusudur. s kazas1 riskinin bir
kismu fiziksel olarak ortadan
kaldirilmigtir (acil stop butonlar gibi).
Calisanlar etkileyecek psikolojik
etmenler ( uykusuzluk, yorgunluk,
¢aligma temposu) diisiiniilerek
tasarlanmustir. Fiziksel ¢evre
tasarlanirken sirketin 10 yillik biiyiime
ve gelisme beklentileri goz 6niinde
bulunarak tasarlanmaktadir. Calisma
kosullarini olumsuz etkileyecek
(s1caklik, giiriiltii) vb. etkenler
minimum seviyeye indirilmistir.



88

Asagida verilen her bir siitiin, is ekipmanlar1 ve makineleri acisindan farkh bir sirketi tanimlamaktadir. Liitfen bes farkh sirket tammm okuyunuz ve ¢calistiginiz

is yerini EN COK yansittigim diisiindiigiiniiz tanim isaretleyiniz.

L1

Is makineleri ve ekipmanlari
eski ve yavas yavas
islevlerini kaybetmeye
baglamugtir.

Is makineleri ve ekipmanlari
isleri gormeye devam ettigi
siirece degistirilmez.

Is makine ve ekipmanlarinda
i giivenligi 6nlemleri
bulunmamaktadir.

Kisisel koruyucu
donanimlar ( gozliik, eldiven
vb. ) sayi olarak az, nitelik
olarak uygun degildir. Yeni
alian makinelerde ig
giivenligi 6nlemleri siireci
aksattig1 icin 6nlemler iptal
edilmistir.

Eldeki ekipmanlarla daha
fazla is yapma egilimi vardir.

L1

Is makineleri ve ekipmanlari
revize edilmeyi bekleyen,
eski teknolojiyle tiretilmis
ekipman ve makinelerden
olusmaktadir.

Kisisel koruyucu donanimlar
calisanlar1 korumak amacryla
denetimin hemen &ncesinde
ya da kazadan sonra
verilmistir ancak kalite olarak
uygun degildir.

Kaza sonras1 makine
revizyonlart, kisisel koruyucu
donanim temini artar.

Segilen ekipmanlar masa
bagindan ve isin dogasina
bakilmaksizin sec¢ilmektedir.

L1

Insan giiciine dayali bir
iretim oldugu i¢in, is
ekipman ve makinelerinde
otomasyon mevcut degildir.
Is makineleri ve ekipmanlari
secilirken, isin dogasina
uygun olmayan ekipmanlar
secilebilmektedir. Is
makineleri ve ekipmanlari, ig
giivenligine uygun olarak
tasarlanmaya ¢alisilir ya da
revize edilir ama bu yapilan
gelistirici faaliyetler, diger
boliimlere genellestirme
yapilmamustir. Kigisel
koruyucu ekipmanlar, ige
uygun sekilde verilmektedir
ancak ihtiya¢ duyulan
zamanda ulagsmakta zaman
zaman problem
yasanmaktadir.Is makine ve
ekipmanlart segcilirken,
calisanlarin fikri
alinmamaktadir. Bu ylizden
saha uygulamalarinda
aksakliklar goriilmektedir.

L1

Is makine ve ekipmanlari,
kaliteli ve giivenlidir.
Makine ve ekipmanlarin
emniyet Onlemleri alinarak
yeterlilik kazanmig
durumdadir.

Ekipmanlar ve makineler,
periyodik olarak planli bakim
ve onarimi yapilmaktadir.

Ekipman ve makinelerin ariza
ve aksaliklar1 kayit altina
alinmaktadir.

Ekipmanlarm yedek parcalari
sistemli bir gekilde
tutulmaktadir. Kisisel
koruyucu donanimlar zaten
yapilacak is baglamadan
temin edilir ve kisilere
zimmetlenir.

L1

Otomasyonun yiiksek oldugu bir
yapilanmadir. Is makine ve
ekipmanlarinin, emniyet
Onlemlerinde eksik
bulunmamaktadir. ISG igin her
tiirlii i ekipman ve makineleri (
kask, is giivenligi vb. )ayakkabilart
saglanmaktadir. Fiziksel gii¢ ve
ergonomik olmayan ¢aligma
sartlarindan s6z edilmemektedir.
Bunlarla ilgili ¢aligan bir
sistemleri vardir. Ekipmanlar da
kaza riski distiktiir. Kisiler
makinelere miidahale ederken, siki
giivenlik tedbirler almaktadir.
Ekipmanlarla ilgili bir problem
oldugunda hemen tedarik
edilmekte, eksik ve hatali
ekipmanlarla ¢alismak kabul
edilemez bir konudur.
Ekipmanlarin kurulmasinda,
hatlarin kurulmasinda isin kendi
niteligi de dikkate alinmaktadir.
Ekipmanlar, eski bile olsa mutlaka
emniyet 6nlemleri alinmaktan
¢ekinilmez.



68

6- Asagida verilen her bir siitiin, calisanlarin is giivenligine baghhg acisindan farkh bir sirketi tammlamaktadir. Liitfen bes farkh sirket tamin okuyunuz ve

Qallﬁtl%‘lnlz is yerini EN COK yans1tt1%'ml diisiindiigiiniiz tamm isaretleyiniz.

Calisanlar, is giivenligi
konularindan habersizdir.

Calisanlar, yoneticiler gibi kazay1
kabullenmis ve 6nlenemez
oldugunu kabul etmektedirler.

Calisanlar da iiretim odaklidir. Ts
giivenligi i¢in yapilan 6nlemleri
zaman kaybi olarak
gormektedirler. Alinan is
giivenligi 6nlemleri var ve bu
onlemler iiretimi engelliyorlar ise,
ISG 6nlemlerinin ihlal ve
ihmallerine gbz yummaktan
kacinmazlar. Uretim baskisinin
yani sira, temel kaygilari igsiz
kalma oldugu i¢in is igin gerekli
olan ekipmanlari istemekte ve dile
getirmekte ¢ekingen
davranmaktadirlar.

Is kazas1 durumda galisanlar bunu
bildirmekten kaginabilir ve
sorumlulugu kendi iizerine alma
egilimindedirler.

Calisanlar, is giivenligi konusunda
yeterli biling diizeyine sahip
degillerdir, kulaktan duyma bazi
bilgilere sahiptirler. Calisanlarin
tutumlari da, yonetimin tutumuna
gore sekillenmektedir. Sirket
icerisinde yapilan is glivenligi

uygulamalarinin yararsiz oldugunu

diisiiniiliir, bu uygulamalara
katilimin zaman kayb1 olduguna
inanilir.

Calisanlar tiretim devamliligi ve
hizina daha ¢ok 6nem
verildiginden dolayi, i sagligi ve
giivenligi kurallarina gereken
onemi gostermemektedir.
Calisanlarin islerini
kolaylastiracak yontemleri,
giivenli is yapma davraniglarina
tercih edilmektedir. Kaza olduktan
sonra, ¢alisanlar ISG icin
gosterdikleri onem birinci siraya
gelmektedir. Kaza iizerinden
zaman gectikten sonra, sistem eski
haline geri donmektedir.

[ ]

Calisanlar arasinda ISG konusunda Calisanlar, is saglig1 ve giivenligi
ortak bir algidan s6z edilemez. konularinda egitimli ve bilingli
ISG'ye verilen 6nem kisi ve olduklar1 i¢in ISG uygulamalarina
departman bazinda degisebilir. katilimlar1 goniillii bir sekilde
Calisanlar, yonetimin ISG gerceklestirmektedir. Calisanlar
uygulamalarini ¢alisanlara 6nem  ISG uygulamalarmin ¢alisanlarin
verdigi i¢in degil yonetimin kendinikendi saglik ve giivenligi i¢in
kurtarmak i¢in yaptig1 anlayist yapildigini diisinmektedir.
icindedirler. Is giivenliginden daha Calisanlar arasinda ekip caligmas1
¢ok calisma sekillerinin kolaylig ilevardir. Kurum tarafindan verilen
ilgilenmektedir. Calisanlar ISG  kisisel koruyucu donanimlari, (is
konusunda bilingli olmalarina kiyafetleri, eldiven vb.

ragmen, ISG uygulamalarini kendi )ekipmanlar diizgiin sekilde
amagclar1 dogrultusunda kullanmakta ve korumaktadir.
kullanmaktadirlar. Thlal ve ihmaller Yénetim tarafindan belirlenen ISG
eger islerini daha kolay yapmalarinikurallarina uyarlar. Bunun yan
sagliyorsa, ¢aliganlar tarafindan  sira, ihlal ve ihmallere karsi neler
kabul edilebilir. Calisanlar ISG
uygulamalarin1 zaman zaman
suiistimal edebilirler. (izinvb.).  uyar ve ikazlari sonuglarini takip
Calisanlar, kendi ¢alismalarina ederler. Mevcut duruma gore
odaklanmuglar ve diger ¢alisanlarla sartlar1 degisen kosullar1 aktarirlar.
ilgilenmemektedirler. Calisanlar, Sadece kendi is giivenlikleri degil,

yapilmasi gerektigini bilir ve ilgili
yerlere bildirmektedir. Yaptiklar1

ISG uygulamalarma goniillii olarak diger calisanlarin da is saglhig1 ve

katilmazlar, sirketin yapmasi giivenligini de diisiiniir ona gére

gereken zorunluluklar olarak goriir. hareket ederler. Yonetime giiven
duymaktadirlar.

]
Calisanlar is saglig1 ve giivenligi
calismalarina gonillii katilim
saglarlar. C6ziime ulasmak ve "0"
kaza hedefine ulasmak i¢in ISG
faaliyetlerine sahip ¢ikarlar. Kendi
sorumluluklarini farkindadirlar.

Kurallara uymanin is sagligi ve
giiveliginin birinci kosulu
olduguna inanirlar.

Ogrendikleri bilgileri sadece is
hayat1 igin degil, giindelik
hayatlarinda da kullanirlar.
Etrafindaki kisileri egitmekten
sorumlu hissederler. 1SG
sistemini tetikleyici unsurlarm
basinda gelmektedirler. Thlal ve
ihmal oldugu zaman ilgili
mercileri bildirmekten
cekinmezler. ISG hayatin
vazgegilmez bir parcasi olarak
goriiliir ve toplum igerisinde bu
konuda dncii olmaktan
¢ekinmezler.
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7- Asagida verilen her bir siitiin, iletisim acisindan farkh bir sirketi tanimlamaktadir. Liitfen bes farkh sirket tanimi okuyunuz ve ¢calistigimiz is yerini EN COK
yansittigin diisiindiigiiniiz tanimi isaretleyiniz.

[ ]

Calisanlar1 ISG konusunda
bilgilendirme cabasi
goriilmemektedir.

Calisanlarin istek ve Onerileri tist
yonetime ulagsmamaktadir.

Yoneticiler masa baginda is
yaptiklarindan dolayi filli hayatta
neler oldugunu gérmekte ve
bilmekten uzaktir.

Calisanlarin fikir ve diistincelerini
almaktan uzak bir anlayis
gozlemlenmektedir.

Isler yolunda gittigi siirece
calisanlarla iletisim
kurulmamaktadir.

[ ]

Otoriter yonetim tarzi iletisime de
yansimaktadir.

Bilgi akisi, yukaridan asagiya (
yonetimden ¢alisana ) olmak
iizere tek yonliidiir.

Yoneticilerin, ¢alisanlarin
yasadiklar1 zorluklar ve sikintilar
hakkinda bilgi sahibi degillerdir
ve bu tiir konularla ilgilenilmez.

Sikayet ve Oneriler zaman zaman
dinlenilmektedir ancak aksiyon
alma konusunda zay:1f
kalmaktadir.

Calisanlar ISG ile ilgili
sikintilarmni iletebilecek bir bilgi
sistemi mevcut degildir.

[ ]

Daha iyi bilgiyi ulagmak, gerek
iiretim hatlar1 gerek lojistik
destekler ile ilgili arizalara ve
aksakliklara ulagmak igin
kurulmus bir iletisim ag1
mevcuttur. Calisanlar, yasadiklar
problemleri ve ramak kalalar1
gerek yazisal gerekse sozel olarak
yoneticilere iletebilmektedirler.
Geri doniis almak ve ya ilgili
problemin siireci ile ilgili bilgi
almak bu sistem de ¢ok zordur.
Ancak, bu iletisim agindaki
bilgiler tiim ¢alisanlar degil, baz1
ayricalikli personeller
erismektedir. Uyarilar, ikazlar
herkesin gorebilecegi sekilde
hazirlanmis ve ekipmanlarin ilgili
yerlerine astlmustir.

[ ]

Calisanlar ve yonetim arasindaki
iligki ¢ift yonliidiir. Caliganlarin
fikirleri alindig1, geri bildirim
yapildigi, diislincelerin rahatca
paylasildig bir iletisim ag1
mevcuttur. [letilen sikayet ve
Onerilerin yapilmasi i¢in hep
birlikte bir ¢alisma yapilmaktadir.
Herhangi bir risk durumunda,
ilgili tiim birimlerine haber
verilmektedir. Acil durumlarda
neler yapilmasi gerektigi ile ilgili
uyarilar vb. faaliyetler vardir.
Departmanlar, farkli
departmanlarin ihtiyaglarini ve
¢aligmalarimi da g6z o6niinde
bulundurarak, ¢6ziim odakl bir
iletisim sergilemektedirler. ISG ile
ilgili bir problem oldugunda
caliganlarin kendisi bu eksikligi
bildirmekte ve fikirlerini
sunmaktadirlar. Acik iletisim
kanallar1 vardir. Yoneticiler,
¢alisanlarin hemen hemen tiim
sorunlariyla ilgilenmektedir.

L1

Bilgi aktarimu ¢ift yonlii olarak
iistten alta ya da alttan iiste bilgi
kayb1 olmadan ulagmaktadir.

Sirket i¢i bilgilendirmeler
yapilmakta, yeni gelisen siiregler,
yeni yontemler herkese
duyurulmaktadir.

Iletisim aginda dogru zamanda
dogru kisiye dogru bilgiyi
aktarabilmektedirler. Sirket i¢inde
¢alisanlar1 direk olarak
etkileyecek konularda ¢alisanlarin
fikirleri alinmakta ve ona uygun
yatirimlar yapilmaktadir. Oneri,
sikayet gibi konularda ilgili kisiye
geri doniis mutlaka yapilmaktadir.

Y onetim sahada neler olup bittigi
ile ilgili yakindan ilgilenmekte ve
bilgi sahibi olmaktadr. letisim
kanallar1 sadece ISG konularinda
degil ¢alisma hayatiyla ilgili diger
konularda da agiktir.
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Asagida verilen her bir siitiin, 6diillendirme cezalandirma acisindan farklh bir sirketi tanimlamaktadir. Liitfen bes farkh sirket tamim okuyunuz ve ¢cahstiginiz
is yerini EN COK yansittigim diisiindiigiiniiz tanim isaretleyiniz.

[ ]

ISG anlaminda 6diillendirme
sistemi mevcut olmamakla
birlikte, tiim aksakliklardan
calisanlar sorumlu
tutulmaktadir.

Is kazas1 ya da ergonomiden
kaynakli bir durum
oldugunda, ¢alisan uygun
davranislarda bulunmadigi
i¢in su¢lanmakta ve
cezalandirilmaktadir.

Verilen cezalar serttir ve
davranisi diizeltme amaci
icermemektedir.

[ ]

ISG konusunda sistematik
odiillendirme ve
cezalandirma sistemlerinden
bahsedilemez.

Cezalandirma sistemi liretimi
engelleyen ya da zarar veren
durumlarda islemeye baslar.

Cezalandirma sisteminin temel
amaci ¢alisani suglamaktir.

Is kazas1 olana kadar ISG ihlal ve
ihmalleri ile ilgili bir yaptirim
yoktur.

Ihlal ve ihmaller yapildiginda,
iiretim i¢in iyi bir sonug elde
edildiyse gurur kaynagi olarak
goriilebilir.

[ ]

ISG anlaminda calisanlan siirece dahil
etmek i¢in 6diil ve ceza sistemi
uygulanmaktadir. Odiil uygulamalari,
ceza uygulamalarina oranla daha az

adil bir durum sz konusu degildir.
Tecriibeli eleman korunurken, diger
¢alisanlar daha ¢ok ceza verilme
egilimindedirler. Cezalar daha ¢ok,

[ ]

Is saglig1 ve giivenligi
konusunda 6diillendirme ve
cezalandirma sistemi vardir.

artirict ya da riskleri 6nlemeye
yonelik faaliyetler
ddiillendirilmektedir. Odiiller
takim olarak verilmektedir.

organizasyon semasinin alt taraflarinda Odiillendirme sistemi, yeni giren

toplanmaktadir. Yoneticiler,
cezalandirma sisteminin iginde yer

almazlar. Cezalandirma sistemi uyarldanD

ihraca kadar uzanmaktadir.
Cezalandirma sistemin temeli
kazanmaya yonelik degildir.
Odiillendirme sistemi, ISG ihmallerini
ve risklerini belirleyen kisilere

caligani sisteme adapte etmek igin
daha ¢ok kullanilir. Kurallar
elirlendiginden ve tiim giivenlik
6nlemleri alindig1 i¢in kurallara
uymayanlar cezalandirilmaktadir.

Cezalarin temel amaci hatalardan

; _Odiillendirme sisteminde, iiretimi
bulunmaktadir. Cezalandirma sisteminde

L1

ISG ile ilgili ddiillendirme sistemi,
stireci iyilestirme yonelik
caligmalar i¢in yapilmaktadir.
Cezalandirma sisteminin temeli,
aksakliklar1 ya da hatalar1 bularak
daha iyiye ulagmaya ¢alismaya
dayanmaktadir. Cezalandirma
sistemi olmasina ragmen, ¢alisani
kazanmaya ve bilgilendirmeye
agirlik verilmektedir.
Cezalandirma sisteminin temelini,
ilgili kiginin o davranisi neden
yaptiginin anlamaya yo6nelik bir
analiz olugturmaktadir.
Cezalandirma sistemi sorumlu
olan tiim ¢aliganlari

verilmektedir. Ancak bu sistem kisileri ders ¢ikarmaktir. Kaza oldugunda, kapsamaktadir. Odiillendirme
ayirt etmekte bagarili degildir. Calisanlakazanin sebebinin c¢alisan hatasi

etik olmayan davranislar (is kazasi
gecirme bahanesiyle izin alma vb.)
igerisinde yer alabilirler.

sistemi motivasyonu yiiksek

olduguna inanildif1 i¢in, tek nokta tytmak icin yapilmustir. {letisim

dersleri gibi caligmalar yaparak
calisan1 kazanmaya

kanallart ile bilin¢lendirilmis
farkinda galisanlar oldugu i¢in,

calismaktadirlar. Odiillendirme ve cezalandirma olmaksizin daha

cezalandirma sistemi, sadece mavi verimli sonuglar elde edilmektedir.

yaka caligan1 degil tiim ¢aliganlart
kapsamaktadir.
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9- Asagida verilen her bir siitiin, bilinglendirme / farkindahk artirmaya yonelik faaliyetler acisindan farkh bir sirketi tammlamaktadir. Liitfen bes farkh sirket

tamum okuyunuz ve ¢cahstigimz is yerini EN COK yansittigini diisiindiif’iiniiz tamim isaretleyiniz.

ISG egitimleri etkinligine dikkat
edilmeden verilmektedir ya da
verilmis gibi gosterilmektedir.

Yasal olarak yapilmasi zorunlu
olan faaliyetler yapilmakta,
onlarin haricinde bilgilendirme
cabas1 yapilmamaktadir. Yasal
zorunluluklar da bile
gerceklestirme de problem
yasanabilir.

ISG ile ilgili bilinglendirme
faaliyetleri calisanlar arasinda
tecriibelerin aktarilmasi gseklinde
ilerlemektedirler.

Uyarilar, ikazlar vb gorsel

bilinglendirmeleri gérmek zordur.

Bilinglendirme c¢aligmalari,
kazadan kazaya ya da denetimden
denetime akillara gelmektedir.

Is giivenligi egitimi, uyari
levhalari, is talimatlar1 gibi
uygulamalar giincel degildir.

Kazadan sonra ya da denetimden
once is giivenligi uygulamalari hiz
kazanmaktadir, zaman icerisinde
faaliyetlerin uygulanma hizi
diismekte ve eski haline geri
donmektedir.

Bilin¢lendirme faaliyetleri, temel
ISG egitimi ve uyarilardan 6teye
gitmesi beklenmemektedir.

Yénetim, ISG bilinglendirme
faaliyetlini egitimler, risk
degerlendirmeleri, sar1 kart, tek
nokta dersleri gibi uygulamalarla
gerceklestirmektedirler. Bunun
yani sira, 1SG ile ilgili uyulmast
gereken kurallar uyar1 ve duyuru
panolari, makine ve ekipman
iizerine konulan uyari notlar1
araciligryla caliganlara
aktarilmaktadir. Calisanlar ig
giivenligi ve saglig1 igin yapilmasi
gerekenler konusunda bilgililer
ancak igsellestirilmis bir algidan
bahsedilemedigi i¢in uygulamalara
katilim zay1ftir. Uygulamalar
yapilmaktadir, ancak standardi
yoktur ve takibi yapilmamaktadir.
Bu yiizden verimlilik anlaminda
etkin uygulamalardan s6z
edilemez. Yapilan uygulamalar
yapildiktan sonra argivlenir ve
unutulur. ISG uygulamalar igin
ayrilan biitgeler yetersiz oldugu
icin faaliyetlerin yiiriitiilmesinde
problem yasanmaktadir.

L]

ISG bilinglendirme faaliyetleri
kapsaminda her calisana is saglig1

L1

Bilinglendirme faaliyetleri egitimle
baslar, ¢alisanlarin interaktif

ve giivenligi egitimi verilmektedir paylasimlariyla devam eder.

ve bunlarin yani sira diger
iyilestirme aligmalar1

Bilinglendirme faaliyetlerinde
sadece yonetim degil calisanlar da

yapilmaktadir.Calisma yerlerindeki sorumludur. Kaza olmadan dnleme
risklere gore fonksiyonel is saglig1 caligmalarini pekistirmek i¢in

ve giivenligi egitimleri

calisanlarin igsellestirmesi

verilmektedir. Verilen egitimler ~ gerekmektedir. Is saghg1 icin dikkat
interaktif ve uygulamali bir sekilde edilmesi gereken noktalar kisilere
verilmektedir. Yapilan faaliyetlerin bildirmekte ve doktorlar tarafindan
temelinde "yapmis olmak i¢in kontrol edilmektedir. Is bas1 6gretim
yapmak" anlayis1 yoktur. Yapilan tekniklikleriyle, isin piif noktalar

faaliyetlerin i saglhig1 ve giivenligi ¢aliganlara birebir egitimlerle

gostergelerine etkileri analiz

ogretilmektedir. Caligma alaninda

edilmektedir. Sadece ¢aligana degil,meydana gelen kiigiik degisikliler,

misafir ve tageron firmalar gibi
sirket disinda ¢alisan kisilere de
bilinglendirilmektedir. Talimatlar,
kisisel koruyucu donanimlar
calisanlarin kolaylikla
ulagabilecekleri yerlere
konulmustur. Calisan makine,
ekipman vb. yerlere uyari notlari
asilmugtir. Calisanlar risk
degerlendirmelere dahil
edilmektedir.

makinelerdeki problemler kayit
alta alinmaktadir. flgili yerlere
uyari ve ikaz levhalari
konulmaktadir. Bilinglendirme
faaliyetleri sadece ¢alisanlar i¢in
degil, caliganlarin ailelerini de
kapsayan sosyal sorumluluk
projeleri seklinde yapilmaktadir.
Mavi yaka ¢alisanlar bilin¢lendirme
faaliyetleri, giivenli ve saglikli
ortam gelistirmenin kilit noktasidir.
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10- Asagida verilen her bir siitiin, daha iyiye ulasma istekliligi acisindan farkl bir sirketi tammlamaktadir. Liitfen bes farkli sirket tamm okuyunuz ve ¢cahistiginiz
is yerini “EN COK” yansittigim diisiindiigiiniiz tanim isaretleyiniz.

L1

ISG anlaminda, gerek calisanlar
gelistirme gerekse siiregleri
gelistirme anlayis1 mevcut
degildir.

Calisanlar kendilerince aldiklart
Onlemlerle, i giivenligini sirket
icerisinde gelistirmeye
calisabilirler.

Is kazalarini bazen insiyatif alarak
Onlemeye ¢alisabilirler.

Kazalar1 engellemek, nedenlerini
arastirmak i¢in harcanacak enerji
ve zamani bagka konulari
aktarmanin sirket i¢in daha yararl
olacagina inantlir.

Ogrenilmis garesizlik durumu
yasandigindan, caliganlar da
sadece verilen islerle ilgilenmekte
ve gelistirmek i¢in ¢aba sarf
etmemektedirler.

Kazalardan ders ¢ikarmak gibi bir
durum s6z konusu degildir.

L1

Sirket igerisinde ig kazalarini
engelleme, 6nleme gibi amaglar
dogrultusunda kalic1 ¢oziimler

esas olarak alinmamaktadir.

Coziimler, ¢alisanlarin kendi
bilgileri dogrultusunda yaptiklari
gecici ¢oziimlerle olmakla birlikte

kazalardan sonra ve
denetlemelerden 6nce kalict

¢oziimler igin aksiyon alinmay1

karar verilir

Durumlardan gegtikten sonra
¢Oziim konusunda ilerleme
goriilmez.

Calisanlar, iyilestirme
¢aligmalarimi takip etmezler.

L1

Ideal bir ISG sisteminin olusmasi
icin caba gosterilmez. ISG nin
ilerleyebilmesi i¢in Oncelikle
uretimin ilerlemesi gerekmektedir

Kaza olduktan sonra incelemeler
yapilir, nedeni bulunmaya
cahgilir. Inceleme yapilmasinin
temel amact sucluyu bulup
cezalandirmaktadir.

Boliimler arasi ¢atismalar oldugu
i¢in, ¢alisanlar sorumluluk
almaktan cekinirler. Herkes kendi
calisma alaninin ve ya
boliimiiniin sorunlariyla
ilgilenmektedir. Ortak bir ¢6ziim
iiretmekte zorlanilmaktadir.

Oncelikli olarak kisa vadeli
¢oziimler liretmenin daha yararl
olacagini diisliniirler.

Aksakliklar ve sikayetler herkes
tarafindan dile getirilmekte, ancak
yapilmasi kisminda sorumluluk
paylasilmaz.

L1

ISG sistemini gelistirmek igin,
calisanlarin 1SG ile énerilerini
aktif olarak anlattiklar1, birlikte
¢Oziim trettikleri ve sonuglarini
Ogrenebilecekleri sistemler
mevcuttur.

Kazalar1 olmadan 6nlemek
vizyon ve misyonlar1 arasindadir.
Kazalarin ve risklerin kok
nedenine inerek tekrarlamamast
icin neler yapilabilecegi ile ilgili
saha aragtirmalari yapilmakta ve
gelisimi takip edilmektedir.

Benzer problemlerin nerelerde
oldugu arastirilir ve o noktalar igin
onlemler alinir.

Yine de bazi ¢alisanlar iyilestirme
caligmalartyla ilgilenmeyebilirler.

L1

ISG konusunda daha iyiye
ulagmak i¢in, giindelik
¢ozlimlerden ziyade uzun vadeli
¢Oziimler iiretilmektedir.

Yonetim olarak 6z elestiriye agik,
¢oziim odakl bir yaklagim
sergilenmektedir. Daha iyiye
ulagmak i¢in siirekli bir ihtiyag
hissettiklerinden, galisanlar
aksaklik gordiikleri noktalarda
nasil diizeltebiliriz bakis agisiyla
bakarlar.

Basar1 ve basarisizliklar irdelenir.

Tiim hedefler yilbaginda belirlenir
ve takip edilir.

Sadece siireci gelistirmek degil,
calisanlarin yetkinlikleri de
gelistirilmektedir.



Appendix D : Aberrant Behavior Questionnaire Food Industry (ABQ-FI)

Is yerinizde isinizi yaparken yaptigmz davranislarini diisiindiigiiniizde, asagida verilen
davranislar1 hangi siklikla yaptiginiz1 isaretleyiniz. Isinizi yaparken gegerli olmayan davranislar
icin liitfen “Gegerli Degil” segenegini isaretleyiniz.

Hi¢ bir

Zaman

Nadiren

Ara Sira

Cogunlu
kla

Her

Zaman

Gegerli
Degil

10

11

12

13

Kisisel koruyucu donanimini
uygunsuz kullanmak (Orn. s
giivenligi ayakkabisinin arkasina
basmak)

Kisisel koruyucu donanimini
kullanmamak ( Orn. Eldiven, kulaklik
vb. kisisel koruyucu ekipman
kullanmamak)

Uygun olmayan ekipmanla ¢aligmak
(Orn. Cak1 kullanmak, maket bicagi
kullanmak, bigag1 tornavida gibi
kullanmak)

Bant/ makine alt1 gibi gegis icin
uygun olmayan gegis noktalarini
kullanmak ( Orn. bandin altindan
gegmek, bandin istiinden uzanmak

vb.)

Yiiriiyis yollarini kullanmamak

Forklift/ transpalet gibi is araclar1 i¢in
belirlenmis yollar1 kullanmak

Makineyi / ekipmani koruyucu
dnlemleri olmadan calistirmak (Orn.
switch iptali, muhafaza kapagi vb.)

Kullanilan ekipmani, makineyi
durdurarak miidahale etmek

Bilmedigi bir ekipmana / makineye
¢aligma prensibini bilmeden miidahale
etmek

Calisma alaninda sakalagmak

Bu maddeyi okuyorsaniz liitfen “ara
sira” segenegini isaretleyiniz.

Arizali/ bozuk ekipman / makine /
aleti bildirmemek

Arizall/ bozuk ekipman / makine / alet
kullanmak
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14

15

16

17

18

19

20

21

22

23

24

25

26

27

ABQ-FI (cont’d)

Hig bir

Zaman

Nadiren

Ara Sira

Cogunlukl

Her zaman

Gegerli
Degil

Uretimdeki makineleri gerekli
giivenlik talimatlarini takip etmeden
acmak / kapamak

Viicut uzuvlarmin (6rn. Kol bacak)
carpabilecegi sekilde makineler
arasinda olmasi gerekenden hizli
sekilde ya da anlik olarak hareket
yapmak

Is aletle/ makine / ekipmam amaci
disinda kullanmak (6rn. Akiilii
transpalet ile oynamak, penseyi
anahtar olarak kullanmak, penseyi
anahtar seklinde kullanmak)

Is alet ve ekipmanlarini olur olmaz
yerlerde birakmak

Sikigan iiriinii ayirmaya ¢aligirken is
ve kisi glivenligine zarar verebilecek
durumlara neden olmak ( Orn. Sikisan
kutuyu ¢ekerken goziine sokmak)
Kisisel bakimi diizenli yapmamak
(Orn. Ayak bakimini diizenli
yapmamak)

Ilgili gérevi tamamladiktan sonra is
alet ve ekipmanlarini olmas1 gereken
yere birakmak

Bu maddeyi okuyorsaniz liitfen
nadiren se¢enegini igaretleyiniz.

Vardiya degisiminde makineyi bir
sonraki ekibe olmasi gerektigi sekilde
birakmak

Vardiya degisiminde makine/ekipman
hakkinda son giincel bilgilendirme
yapmamak / paylasmamak

Tamirat vb. isler yaparken ¢alisma
alaninin giivenligini saglamamak /
dikkat etmemek ( Orn. Kaynak
yaparken paravan kullanmamak)
Ehliyetli ya da egitim gereken isleri
gerekli sertifikalar olmadan kullanmak
( Orn. ehliyetsiz forklift kullanmak,
kaynak sertifikasiz kaynak yapmak)

Is icin gerekli olan aletleri (6rn.
tornavida, ¢eki¢ vb.) c¢antasinda
tasimak

Is makine ve ekipmanina kurallara
gore belirlenen smirlarin iizerinde
yilikleme yapmak / asir1 yiikkleme
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ABQ-FI (cont’d)

Hig bir

Zaman

Nadiren

Ara Sira

Cogunlu
kla

Her

zaman

Gegerli
Degil

28

29

30

31

32

33

34

35

36

37

38

39

40

41

Forklift vb. ekipmanlar1 hiz ve
yilikleme kurallarina uygun sekilde
kullanmak

Is giivenligi kurallarina uymayan
kisileri uyarmak

Riskli bolgeleri diger galisanlara
bildirmek

Bu maddeyi okuyorsaniz liitfen
cogunlukla igaretleyiniz

Kural dis1 mola yapmak (6rn. bir
makineye iki kisi bakarken mola
stirelerini uzatmak i¢in bir makineye
bir kisi bakmak)

Calisma alani diginda bir noktada
tirline/ malzemeye / ekipmana
miidahale etmek

Sorumluluk alan1 disindaki bir konuda
ekipmana miidahale etmek

Merdiven, platform vb. gibi gecis
yollarmi uygun sekilde kullanmamak (
Orn. merdivenden kayarak inmek,
kestirme yollar kullanmak,
merdivenleri ikiger ikiser inip ¢ikmak)

Is giivenligi ve saghgi risklerini
amirlerine bildirmek

Kisisel saglik sorunlarini ilgili
yoneticilere bildirmek

Kisisel koruyucu ekipmanlara
ulasamamak / temin edememek

Bildirilen is glivenligi risklerinin
giderilip giderilmedigini kontrol
etmek

Isin yapilis1 tarzina uygun hareket
etmemek ( Orn. paletlerin alinirken iki
elle tutularak degil, yukaridan atilarak
indirilmesi, chocokote ¢ubugunu
kullanmamak)

Bu maddeyi okuyorsaniz liitfen
cogunlukla segenegini isaretleyiniz.
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ABQ-FI (cont’d)

<
o c ] § é -
58 = 2 5 N B =
o E EE g g 5 g%
T N z < o T oA
En az iki kisiyle yapilan islerde (Orn.
Bant tahrik milini iki kisi kaldirmak
42  vb.), diger ¢alisma arkadasinin 1 2 3 4 5 6
durumuyla ilgili teyit almak
Is makine ve ekipmanindaki
43  tasarimdan kaynaklanan riskleri 1 2 3 4 5 6
bildirmek
44 Agr yiik kaldirmak (25 kg. ve lizeri) 1 2 3 4 5 6
45  Ayni anda iki isi birlikte yapmak 1 2 3 4 5 6
46  Cep telefonu kullanmak 1 2 3 4 5 6
Calisma sahasinda yiiziik, taki, saat
4t vb. gibi aksesuarlar takmak 1 2 3 4 5 6
48  Ergonomik ¢alisma kurallarina uymak 1 2 3 4 5 6
49  Uykusuz ise gelmek 1 2 3 4 5 6
Verilen isin riskli oldugunda
50 amirlerine bildirmek / itiraz etmek ! 2 3 4 S 6
Agir yiik kaldirma kurallarint uygun
51 cekilde yiik kaldirmak 1 2.3 4 5 6
52 Yogun tempoda (uzun mesai siireleri) 1 2 3 4 5 6

calismak
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Appendix E: Inform Consent Interview

Saym Katilimel,

Orta Dogu Teknik Universitesi, Endiistri ve Orgiit Psikoloji yiiksek lisans
ogrencisi Giilay Yazici psikoloji boliimii 68retim gorevlisi Dogent Doktor Tiirker
Ozkan denetiminde is giivenligi hakkinda yiiksek lisans tezi arastirmasi
yiiritmektedir. Bu c¢alismanin amaci, organizasyona 0zgi is glivenligi kiiltiir
boyutlarinin, giivenli olmayan is davraniglar1 arasindaki iliskiyi incelemektedir.
Bu formun amac1 sizi ¢alisma hakkinda bilgilendirmek ve ¢alismamiza yardimeci
olmaniz i¢in davet etmektir. Bu bilgileri okuduktan sonra arastirmaya katilmak
isterseniz liitfen bu formu imzalayip, bize ulastiriniz. Bu arastirmaya
katilmay1 kabul ettiginiz takdirde sizden bes farkli organizasyon tipi i¢in, is
giivenligi boyutlarin1 hayal etmeniz ve daha sonrasinda tasvir etmeniz
istenecektir.  Sirketinizle ya da herhangi bir kurumla ilgili herhangi bir
degerlendirme yapmaniz beklenmemektedir. Bu goriismemiz yaklasik olarak
altmis dakikanizi alacaktir. Bu arastirma bilimsel bir amacla yapilmaktadir ve
katilimcr bilgilerinin  gizliligi esas tutulmaktadir. Ankette, sizden kimlik
belirleyici higbir bilgi istenmemektedir. Kayitlarimizda isim yerine bir numara
kullanilacaktir. Kayitlar arastirma projesi siiresince arastirmact tarafindan
muhafaza edilip arastirma sona erdiginde silineceklerdir. Goriismeler bireysel
olarak degil, toplu olarak rapor edilecektir.Bu arastirmaya katilmak tamamen
istege baghdir. Katildiginiz takdirde ¢alismanin herhangi bir asamasinda herhangi
bir sebep gostermeden onayinizi ¢ekmek hakkina da sahipsiniz. Arastirma projesi
hakkinda ek bilgi almak istediginiz takdirde Orta Dogu Teknik Universitesi
Psikoloji Bolimi  Yiiksek Lisans o6grencisi Giilay Yazict ile iletisime
gegebilirsiniz.

E-posta: yazici.gulay@gmail.com

Adres: Ortadogu Teknik Universitesi Psikoloji Boliimii
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Eger bu arastirma projesine katilmay1 kabul ediyorsaniz, liitfen bu formu
imzalayip, bize ulastiriniz.

Tesekkirler,

Ben, (katitlimcmin adi) .....ccoovviiiiiiniiinieeeee, , yukaridaki metni
okudum ve katilmam istenen ¢aligmanin kapsamini ve amacini, gonillii olarak
lizerime diisen sorumluluklar1 tamamen anladim. Calisma hakkinda soru sorma
imkan1 buldum. Bu calismay1 istedigim zaman ve herhangi bir neden belirtmek
zorunda kalmadan birakabilecegimi ve biraktigim takdirde herhangi bir olumsuz
tutum ile karsilasmayacagimi anladim.Bu kosullarda s6z konusu arastirmaya

kendi istegimle, hi¢bir baski ve zorlama olmaksizin katilmay1 kabul ediyorum.

Katilimeinin;

Ad1 Soyadi Imza Tarih
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Appendix F: Debriefing Form Interview

KATILIM SONRASI BiLGi FORMU

Bu calisma daha once de belirtildigi gibi Orta Dogu Teknik Universitesi
Klinik Psikoloji yiiksek lisans Ogrencisi Gililay YAZICI tarafindan psikoloji
béliimii 6gretim gorevlisi Dogent Doktor Tiirker Ozkan denetiminde is giivenligi
kiiltiirii  hakkinda yiiriitiilen yiiksek lisans tez arastirmasidir. Is giivenligi

kiiltiirinlin boyutlarinin seviyelerini incelemektir.

Gecmis calismalar incelendiginde, is gilivenliginin is kazalar1 {lizerinden
etkisinin biiyiik oldugu bulunmustur. Is giivenligi uygulamalarinin, ydnetimin is
giivenligine bakis agisinin giivenli davranisin igsellestirilmesi iizerinde etkisinin
oldugu bulunmustur. Is giivenligi kiiltiiriiniin organizasyondan organizasyona
gore degistigi bulunmustur. Is giivenligi tiirlerine gore literatiirde bes farkli sirket
tipi mevcuttur. Bu arastirmalar 1518inda, organizasyona Ozgii is gilivenligi
boyutlarinin ~ belirlenerek, is gilivenligi  kiiltlir ~semasmin  incelenmesi

amaclanmustir.

Bu c¢alismanin amaci, arsiv veri analizinden ve farkli boliimlerde
calisan kisilerle yapilan atdlye caligmasi sonucu belirlenen is giivenligi kiiltiir
boyutlarinin is giivenligi tiplerine gore tanimlarini olusturmaktir.  Olusan
tanimlara gore, mevcut organizasyonun is giivenligi boyutlarinda hangi seviyede
oldugu ve boliimler arasi farkliliklar1 incelenecektir. Bu inceleme i¢in, olusturulan
is glivenligi kiltliir matrisi ve giivenli olmayan davranis Olcegi anket olarak
verilmigtir. Boliimler arasi farkliliklar incelenecektir. Farkliliklarin yani sira
giivenli olmayan davraniglarla is gilivenligi boyutlarmin gelismislik diizeyi

arasindaki iligki incelenecektir.

Elde edilen bilgiler bilimsel aragtirma ve yazilarda kullanilacaktir.

Calismanin sonuglarini 6grenmek ya da bu arastirma hakkinda daha fazla bilgi
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almak i¢in asagidaki isimlere basvurabilirsiniz. Bu arastirmaya katildiginiz i¢in

tekrar ¢ok tesekkiir ederiz.

Giilay YAZICI e-posta: yazici.gulay@gmail.com

Ogrt. Gér. Dog. Dr. Tiirker Ozkan e-posta: ozturker@metu.edu.tr
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Appendix G: Company Descriptions

A Tipi Sirketler

Sirket icerisindeki bilgi akis1i st yonetimden c¢alisanlara dogru ilerler.
Calisanlardan, iist yonetime bilgi aktarimi zayif ve zordur.

Bilgiler kisisel olarak goriiliir.

Diizenlemeler kisilere 6zeldir.

Yeni diisilinceler tesvik edilmez.

Yolunda gitmeyen isler i¢in glinah kegisi aranir.
Basarisizliklarin iistii ortiilmeye calisilir.
Sorumluluk ve yetkiler kisithidir.

Kazalar sakarlik, dikkatsizlik gibi faktorlerden olur.
Stiphesiz kaza olacaktir ve bu dnlenemez.

B Tipi Sirketler

Sistematik bilgi akis1 yoktur.
Islerin yapilisinda siirekli bir karmasa vardir.

Giivenlik sadece kaza aninda veya hemen sonrasinda hatirlanir, sonrasinda her
sey bir sonraki olaya kadar unutulur gider.

Is giivenligi ile ilgili yapacak ¢ok fazla sey oldugunu diisiiniiliir ancak faaliyete
ge¢me konusunda sikintilar mevcuttur.

Pek cok tartisma ve ¢Ozlim arayis1 kazalari tekrar siniflama (‘kitabina uydurma’)
icin yapilir.

C Tipi Sirketler

Sistematik bilgi akis1 vardir. Bilgiyi dogru kisiden almak i¢in bilgi sistemleri
vardir.

Ancak verimli kullanilmamaktadir.

Olaylara bakis agis1 kisisel ya da boliimseldir. Diisiinme yolu, boliim ¢izgilerinde
sonlanir. Ciinkd, sirket vizyon misyonuna etkisi olsa bile beni ilgilendirmez bakis
acisina sahiptirler.Yeni diislinceler ve fikirler problem yaratir.
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Sorumluluklar, boliim sorumluluklarina goredir.

Is giivenligi ile ilgili calismalar vardir. Ancak, verimliligi ve etkinligi ¢cok yiiksek
diizeye de degildir.

Isler yolunda gitmedigi zaman, adalet ararlar.

D Tipi Sirketler

Gelismis sistematik bir iletisim ag1 mevcuttur.

Bakis agilar1 daha iyi ve daha kaliteli bir is yapmaktir. Ileri goriisliidiirler. Riskleri
daha 6nceden 6ngérmeye ve gidermeye yonelik ¢aligmalar vardir.

Odak noktalar1 planlama ve engellemedir.

Yolunda gitmeyen islerde, bu sorunu gidermek ve olmamasi i¢in neler yapilmasi
konusunda c¢aligmalar ytirtitiiliir.

E Tipi Sirketler

Bilgiyi dogru zamanda dogru kisiye aktarma ve alma konusunda bilgi akist
mevcuttur. Bilgiyi dogru kisiye aktarma konusunda proaktif bir ¢aba
i¢cerisindedirler.

Kisiler, yaptiklari islerin neye etki ettigi konusunda bilgiye sahiptirler.
Sistemdeki problemleri bulmaya ya da fark etmeye calisirlar.

Tiim c¢alisanlara biiylik fotografin icindeki yerlerini ve neden olduklarim
aktarirlar.

Maksimum performans igin ugrasirlar. Sirket hedeflerini gerceklestirmek igin,
farkli noktalardan bakabilecek bir kiiltiire sahiptirler.

Tiim sorumluluklar tiim ¢alisanlar tarafindan paylasilir.
Yeni diisiincelere aciktirlar.

Basarisizliklar sorgulanir.
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Appendix H: Inform Consent Questionnaire

Sayin Katilimci,

Orta Dogu Teknik Universitesi, Endiistri ve Orgiit Psikoloji yiiksek lisans
ogrencisi Giilay Yazici psikoloji boliimii 68retim gorevlisi Dogent Doktor Tiirker
Ozkan denetiminde is giivenligi hakkinda yiiksek lisans tezi arastirmasi
yiirlitmektedir. Bu ¢alismanin amaci, organizasyona o6zgii is glivenligi kiiltiir
boyutlarinin, giivenli olmayan is davranislar1 arasindaki iliskiyi incelemektedir.
Bu formun amac1 sizi ¢alisma hakkinda bilgilendirmek ve ¢alismamiza yardimeci
olmaniz i¢in davet etmektir. Bu bilgileri okuduktan sonra arastirmaya katilmak
isterseniz liitfen bu formu imzalayip, bize ulastiriniz. Bu arastirmaya katilmay1
kabul ettiginiz takdirde sizden asagidaki iki anketteki doldurmaniz istenmektedir.
Ankete sirketinizle ilgili bazi tamimlar okuyacaksimiz. Sirketinizi en ¢ok
yansittigini diisiindiigiiniiz tanim1 seginiz. Ikinci ankette ise; giivenli olmayan
davranis sorularini incelemektedir. Ankette dogru ya da yanlis cevap yoktur. Bu
anketi doldurmaniz yaklasik olarak yirmi dakikanizi alacaktir. Bu arastirma
bilimsel bir amacla yapilmaktadir ve katilimcr bilgilerinin  gizliligi esas
tutulmaktadir. Ankette, sizden kimlik belirleyici hicbir bilgi istenmemektedir.
Kayitlarinizda isim yerine bir numara kullanilacaktir. Kayitlar arastirma projesi
sliresince arastirmaci tarafindan muhafaza edilip arastirma sona erdiginde
silineceklerdir. Bu aragtirmaya katilmak tamamen istege baghdir. Katildiginiz
takdirde calismanin herhangi bir asamasinda herhangi bir sebep gostermeden

onaymizt ¢ekmek hakkina da sahipsiniz. Arastirma projesi hakkinda ek bilgi
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almak istediginiz takdirde Orta Dogu Teknik Universitesi Psikoloji Boliimii

Yiiksek Lisans 6grencisi Giilay Yazici ile iletisime gegebilirsiniz.

E-posta: yazici.gulay@gmail.com

Adres: Ortadogu Teknik Universitesi Psikoloji Boliimii

Eger bu arastirma projesine katilmay1 kabul ediyorsaniz, liitfen bu formu

imzalayip, bize ulastiriniz.

Ben, (katitlimcmin adi) .....cccoovviiiiiiiiiiniieeeee, , yukaridaki metni
okudum ve katilmam istenen c¢alismanin kapsamini ve amacini, goniillii olarak
tizerime diisen sorumluluklari tamamen anladim. Calisma hakkinda soru sorma
imkani buldum. Bu calismay1 istedigim zaman ve herhangi bir neden belirtmek
zorunda kalmadan birakabilecegimi ve biraktigim takdirde herhangi bir olumsuz
tutum ile karsilasmayacagimi anladim.Bu kosullarda s6z konusu arastirmaya

kendi istegimle, hi¢bir baski ve zorlama olmaksizin katilmay1 kabul ediyorum.

Katilimcinin;

Adi Soyadi Imza Tarih
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Appendix I: Debriefing Form Questionnaire

Bu calisma daha once de belirtildigi gibi Orta Dogu Teknik Universitesi
Endiistri ve Orgiit Psikoloji yiiksek lisans dgrencisi Giilay YAZICI tarafindan
psikoloji boliimii dgretim gdrevlisi Dogent Doktor Tiirker Ozkan denetiminde is
giivenligi kiiltiirii hakkinda yiiriitiilen yiiksek lisans tez arastirmasidir. Is giivenligi

kiiltiirtiniin boyutlarinin seviyelerini incelemektir.

Gecmis caligmalar incelendiginde, is gilivenliginin is kazalar1 {izerinden
etkisinin biiyiik oldugu bulunmustur. Is giivenligi uygulamalarinin, ydnetimin is
giivenligine bakis agisinin giivenli davranisin igsellestirilmesi iizerinde etkisinin
oldugu bulunmustur. Is giivenligi kiiltiiriiniin organizasyondan organizasyona
gore degistigi bulunmustur. Is giivenligi tiirlerine gore literatiirde bes farkli sirket
tipi mevcuttur. Bu arastirmalar 1518inda, organizasyona 0Ozgii is gilivenligi
boyutlarmin  belirlenerek, is gilivenligi kiiltlir ~semasinin  incelenmesi

amaclanmustir.

Bu calismanin amaci, arsiv veri analizinden ve farkli béliimlerde
caligsan kisilerle yapilan atdlye calismasi sonucu belirlenen is gilivenligi kiiltiir
boyutlarinin is giivenligi tiplerine gore tanimlarini olusturmaktir.  Olusan
tanimlara gore, mevcut organizasyonun is giivenligi boyutlarinda hangi seviyede
oldugu ve boliimler aras1 farkliliklar1 incelenecektir. Bu inceleme i¢in, olusturulan
is giivenligi kiiltiir matrisi ve giivenli olmayan davranis 6l¢egi anket olarak

verilmigtir. Boliimler aras1 farkliliklar incelenecektir. Farkliliklarin yani sira
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giivenli olmayan davraniglarla is gilivenligi boyutlarimin gelismislik diizeyi

arasindaki iliski incelenecektir.

Elde edilen bilgiler bilimsel arastirma ve yazilarda kullanilacaktir.
Calismanin sonuglarim1 6grenmek ya da bu arastirma hakkinda daha fazla bilgi
almak i¢in asagidaki isimlere basvurabilirsiniz. Bu arastirmaya katildiginiz i¢in

tekrar cok tesekkiir ederiz.

Giilay YAZICI e-posta: yazici.gulay@gmail.com

Ogrt. Gor. Dog. Dr. Tiirker Ozkan e-posta: ozturker@metu.edu.tr
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Appendix J: Turkish Summary
Boliim 1

Is Giivenligi Kiiltiirii, Giivensiz Davramslar ve is Kazalan

Arasindaki iliski

Is kazalar1 ekonomik, psikolojik ve fizyolojik maliyetlere sebep
olmaktadir. Hrymark ve Perezangolez’in Irlanda’da yaptig1 bir arastirmada
her bir is kazasinin ortalama maliyeti 52.000 € oldugunu saptamislardir.
Tiirkiye’de ise bu rakam yilda ortalama 44.000 $ olarak belirtilmistir
(Kog, & Akbiyik, 2011). Is Saghg ve Giivenligi istatistiklerine gére, 2013
yilinda 133 calisan is kazasinda hayatin1 kaybederken, is kazalarinda
629.000 yaralanma meydana gelmistir. Ekonomik ve fiziksel kayiplar,
buzdagmin goriinen yiiziinii olusturmaktadir. Is kazalarinin psikolojik
etkisi sadece kazazedeleri degil, onlarin ailelerini, ¢alisma arkadaslarinin
da psikolojik zararlara sebep olmaktadir. Hrymark ve Perezangolez’in
yurittiigii calismada, calisanlar kaygi, isverene karsit kizginlik, utanma,
depresyon ve hayattan kaginma gibi duygular yasadiklarin1 bulmuslardir.
Hem devlete hem de isveren ve c¢alisanlar agisindan etkileri
diisiiniildiigiinde, hem diinya da hem de Uluslararas1 Is Orgiitii
istatistiklerine gore is kazalar1 siralamasinda st siralarda yer alan
Tiirkiye’de, is kazalarin1 6nlemek dikkatle ve acilen ele alinmasi gereken

bir konudur.

Tiirkiye’de 30.06.2012 tarihinde is kazalarimi engellemek ve is
giivenligi standartlarini artirmak amaciyla is sagligi ve giivenligi kanunu
kabul edilmistir. Bu kanunla birlikte is sagligi ve gilivenli§i uzmanlar
calistirmak, risk analizlerinin  yapilmasi, egitim programlarinin
hazirlanmasiyla bu amaglara ulasiimasi  hedeflenmistir.  Onleyici

tedbirlerin alinmamasi1 durumunda, isverenlere cezai yaptirimlar
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uygulanmaktadir. Geleneksel yaklasimla, is kazalarimi engellemek igin
fiziksel is ¢cevresine ve genel is yapis prosediirlerine odaklanilmaktadir. Bu
yaklasimla bir ¢ok is kazasi engellenmesine ragmen, bu yontemin is
kazalarimi engellemekte yeterli olmadigi gozlemlenmistir. Gummingham
ve Sinclair (2009) yilinda yaptigi bir arastirmaya gore; is sagligi ve
giivenligi sisteminin etkinligini, gliven ve sadakat gibi resmi olmayan
degiskenlersiz stipheli olacagini belirtmislerdir. Kazalarin
yordayicilarindan olan igveren, ¢alisan ve onlarin aralarindaki iligkiyi
anlamak, is kazalarin1 engellemekte kural koymaktan daha fazlasini
yapmaktadir. Bu sebeple, is giivenligi sistemini gelistirmek ve is
kazalarii azaltmak i¢in, bu alanda yapilan ¢alismalar, mekanik ¢oziimler
yerine psikolojik ¢ozlimler iiretmeye odaklanmalidir. Bu kapsamda, is
giivenligi kiiltiirii ve iklimi, is giivenligi calismalarinda giderek 6nem

kazanmaktadir.

Sadullah ve Kanten (2009) is kazalarmmin nedenlerini, giivensiz
davraniglar ve giivensiz ortam olmak Ttzere iki farkli kategoride
smiflandirmiglardir.  Sifir kaza yaklasiminin, is kazalarmin dinamik
kavramlarindan dolayr miimkiin olmadig1 belirtilmistir. Insan Faktorleri
kuram1 davranisi etkileyen psikolojik faktorlere odaklanmaktadir (Fogarty
& Shaw, 2009). Bu ¢alismada insan faktorleri kuramina gore inceleme

yapilacaktir.
Is Giivenligi Kiiltiirii Tarihgesi

Awad ve Saad (2013), kiiltiirii insanlar1 yonlendiren davraniglari
aciklayan, iletisimi, inanglar1 ve degerlerinin kombinasyonu olarak
tammlanustir. Orgiit kiiltiirii de kiiltiiriin bir alt boyutudur. Orgiit iklimi ve
orgiit kiiltiirii literatiirde birbirlerinin yerine kullanilmaktadir. Ancak, orgiit
kiltirl, Orgiitsel seviye ile ilgili iken, orglit iklimi bireylerin
motivasyonlar ile ilgilidir. Orgiit kiiltiirii, 6rgiit ile ilgili biiyiik resmi

tasvir ederken, orgiit iklimi, belirli bir andaki ya da durumdaki resmi
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yansitmaktadir. Dursun (2012) belirttigi gibi, orgiit kiiltiirii davranis
normlarinin  temelini  olusturan degerleri incelenmektedir.  Orgiit
kiiltiirtiniin, belirli bir konuyu ele alan alt kiiltirii de is glivenligi
kiiltiiriidiir. Lee (1996)’da is giivenligi kiiltlirliniin olusturan bireylerden
bagimsiz oldugu ig¢in, is giivenligi ikliminden daha uygun oldugunu

belirtmistir.

Is giivenligi yonetimi, a) teknik olgiimler, b) davranissal ve
bireysel faktorler, c) ergonomik ve sosyoteknik dl¢iimler olmak tizere iic
farkli donemde incelenmektedir. Dordiincii donem ise, is glivenligi kiiltiir
donemi olarak ele alinmaktadir. Is giivenligi kiiltiirii ilk olarak,
Cernobil’de meydana gelen niikleer reaktor kazasindan sonra hazirlanan
raporda, gelismemis is giivenligi kiiltiiriiniin kazanin bir nedeni olarak
belirtilmesiyle bahsedilmistir. Bu gelismelerden sonra, is giivenligi tanimi
olusturmak i¢in calismalar yapilmistir; ancak, halen tanimi ile ilgili fikir
birligi bulunmamaktadir. En agik tanmim olarak, Lee (1996) tarafindan
tanimlanan tanimi, is glivenligi kiiltiirii, orgiitiin 15 saghigr ve giivenligi
yonetimi hakkinda baghligi, tarzi ve yetkinligine karar veren bireysel ve
grupsal davranig yapilariin, yetkinliklerin, algilarin, tutumlarinin ve
degerlerinin {riinii olarak tanimlanmigtir. Bu tanimdan, is giivenligi
kiiltlirtintin ~ psikolojik, durumsal ve davramigsal yonlerini oldugu

cikarilmaktadir.

Is giivenligi kiiltiiriiniin, cok boyutlu olmasi, drgiite 6zgii olmas1 ve
zaman icerisinde degisebilen olmasi olmak iizere ii¢ temel ozelligi
bulunmaktadir. s giivenligini olusturan boyutlar, kuruma &zgii olmasindan
dolayr temel is giivenligi kiiltiir boyutlar1 bulunmamaktadir. Kiiltiir
boyutlari, Orgiitten Orgiite degismektedir. Yasanan olaylar, alinan
onlemlerle 15 giivenligi kiiltiir boyutlarmin  gelisim  diizeyleri
degisebilmektedir. Bu durumda, is giivenligi kiiltiirliniin, is glivenligi

performansini artirabilecek olmasini gostermektedir.
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Westrum (1993), is giivenligi kiiltiir seviyesinin gelisimsel yonii
icin patolojik, hesaplayic1 ve lretken olmak iizere ii¢ farkli is giivenligi
kiiltiir seviyesi belirlemistir. 1997 yilinda James Reason, tepkisel ve
onleyici olmak iizere iki gecis seviyesi tammlamistir. ik olarak, patolojik
basamakta yer alan oOrgiitlerde, is giivenligine dikkat edilmemektedir.
Kazalarin nedenleri dikkatsizlik, sakarlik ve c¢alisanlarin ihlallerine
atfedilmektedir.  Bilgilerin  gizlendigi, kapali iletisim  kanallari
bulunmaktadir. Isler yolunda gitmedigi durumlarda, “Giinah kegisi”
aranmaktadir. Ikinci olarak, tepkisel seviyedeki orgiitlerde, is giivenligi
calismalar1 kaza sonrasinda artmaktadir. Uciincii olarak, hesaplayici
seviyede, is giivenligi ¢aligmalarin1 maliyet-fayda analizine dayanilarak
yapilmaktadir. Is giivenligi uygulamalari, calisanlar tarafindan gostermelik
yapilan uygulamalar olarak degerlendirilmelidir. Bir sonraki seviye olan
Onleyici seviyede ise, kaza olmadan Onlem almak ve kazayr olmadan
tahmin etmek odak noktadir. Son seviye olan iiretken seviye, is giivenligi
kiiltlirliniin en {ist seviyesi ve organizasyonlarin ulasmaya calistig
noktadir. Bu seviyede, is giivenligi i¢sellestirilmis ve sadece is alaninda
degil, sosyal hayata da dahil edilmeye baslanmistir. Bu seviyedeki

orgiitler, 6rnek alinan kuruluslardir.
Is Giivenligi Kiiltiirii ve Is Giivenligi Performansi

Is giivenligi kiiltiirii ve is giivenligi iklimi ¢aligmalari yiiriitiilmeye
baslandigindan beri, bircok sektorde ve iilkede is giivenligi kiltlirii ve
performansi iizerine calisma yapilmistir. En cok niikleer sektorde,
havacilik, insaat ve saglik sektoriinde is giivenligi kiiltiir c¢aligmalari
yapilmistir. Uretim alaninda bir c¢ok c¢alisma yiiriitiilmesine ragmen,
bilgilerimize gore daha 6nce gida sektoriinde 1s giivenligi kiiltiir ¢aligmasi
yiiriitiilmemistir. Is giivenligi kiiltiir calismalarmin, daha ¢ok Avrupa
tilkelerinde yapildig1 gozlemlenmistir. Tiirkiye’de yapilan caligmalara

bakildiginda, ¢ok az sayida ¢aligma yapildig: goriilmistiir.
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Ostrom, Willhelsem ve Daplan’in (1993) yiiriittigli ¢alismada,
pozitif ig giivenligi kiiltliriiniin, is yerindeki risklerin ¢alisanlar tarafindan
fark edilmesi, risklerden korunmasi, giivenli davraniglarin tesvik edilmesi
ve giivensiz davraniglardan ka¢inmasini saglamak oldugunu belirtmistir.
Bu acidan bakildiginda, is glivenligi kiiltiirli, calisanlarin tutumlarini,

inanglarini ve degerlerini iyilestiren bir yonetim aracidir.

Parker et. al. (2005) yilinda is giivenligi kiiltlir calismasi yiiriitmiis
ve denetim, ddiillendirme ve cezalandirma gibi is giivenligi kiiltiiriinii
etkileyen on bir farkli kiiltiir boyutu tanimlanmistir. Bunun yani sira, Cox
ve Flin (1998) yilinda yiiriittiigii calismada, yOnetimin is glivenligine
bagliligl, is glivenligi sistemi, tehlikelere karst tutum, kurallara uyum
olmak ftizere alt1 farkl is glivenligi boyutu tanimlanmigtir. Sawacha et.al.
list yonetimin is giivenligine kars1 pozitif tutumu arttikga, is giivenligi

performansinda da artis oldugu, daha az is kazas1 yasandig1 bulunmustur.

Farkli is pozisyonlar1 farkli algilara sebep olmaktadir. Fung et. al.
(2005) yiiriittiikleri ¢alismada, calisanlar {ist yonetim, sahada ¢alisan ve
yonetim olmak {iizere ii¢ farkli seviyede gruplandirmis ve tutum ve
algilarmi kargilastirmistir.  YOnetim ve iist yonetim calisanlari, sahada
calisanlara gore yonetimin is glivenligine bagliligi, iletisim ve kaza
raporlamalart boyutunda anlamli bir sekilde pozitif degerlendirme
yapmisladir. Baska bir c¢alismada, Fernandez-Muniz et. al. (2007)
literaturdeki arastirmalardan olusturulan 15 giivenligi kiiltiir anketi
sonuclarina gore; kaza deneyimi ve egitim seviyesinin kiiltiir boyutlarinda
anlamli bir degisiklik yaratmadigi bulunmustur. Bunun aksine; karar
verme pozisyonundaki calisanlarmn, diger pozisyonlarda calisanlara gore
anlaml bir sekilde daha olumlu degerlendirme yaptiklart bulunmustur.
Yas ve kidem yili arttik¢a, ¢alisanlarin is giivenligi kiiltiir boyutlar1 ile
ilgili daha olumlu degerlendirmeler yaptigi bulunmustur. Maleyza’da
yiiriitiilen bir ¢alismada, yonetimin is giivenligine bagliligi, ddiillendirme,

geribildirim ve se¢gme boyutlarinin is kazalarmi yordadigi bulunmustur
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(Al et.al. 2005). ingilltere’de yapilan baska bir arastirmada ise, is kazasi
gecirmeyen calisanlarin, is kazasi gecirenlere gore daha pozitif bir tutumu

oldugu bulunmustur.
Insan Hatas1 Teorisi ve Giivensiz Davramslar

Is giivenligi literatiiriinde, kazalarin nedeni arastiran birgok énemli
teori ortaya atilmistir. Ilk olarak, kazalarin sebeplerini calisanlarin kisilik
ozelliklerine atfeden, kazaya yatkinlik teorisi ortaya atilmistir. Sonrasinda
domino teorisi ile kazalar1 yavas yavas meydana geldigini ve zincirleme
sekilde oldugu belirtilmistir. Ardindan, gizil ve agik hatalarin bir araya
gelmesiyle kazalarin olustugunu savunan epidemiyolojik yaklasimlar
ortaya ¢ikmustir. Bunlardan en 6nemlisi, Isvigre peyniri teorisidir. Bunlarm
ardindan, davranigsal yaklasimlar daha popiiler olmaya baslamis ve insan
hatalar iizerine teoriler 6nem kazanmistir. Insan Hatas1 Teorisinin nem
kazanmasinin en Onemli sebebi, insan davraniglarinin biligsel yapisi
bakimindan temel sinirliliklarinin olmasidir. Insan Hatas1 Teorisi, davranis
odakli olmasindan dolay tercih edilmistir. Davranis ve kiiltiir arasindaki

iliskiyi ortaya koymak i¢in yapilmistir.

James Reason, aktif ithmal ve gizil ithmal olmak iizere iki farkli
thmal tiirii tanimlamistir. Gizil ithmaller, {ist yonetim tarafindan karar
verilen yanlis verilen kararlar1 tanimlamaktadir.  Aktif ihmaller ile
birlestiginde, ortaya ¢ikmaktadir (Reason, 1993; NHSA,2015). Aktif
thmaller, sistemin en sonundaki kisilerin yaptig1 ihmalleri kapsamaktadir.

Aktif ihmaller, gizil ihmaller ve durumsal faktorlerden etkilenmektedir.

James Reason, insan hatasi teorisine gore, Orgiitsel kazalarin,
yonetim kararlar1 ve organizasyonun ekonomik ve politik iklimini de
iceren oOrgiitsel siireglerle baglar. Gizil ihmaller ya da faktorler daha sonra
boliimsel ya da fonksiyonel yolla aktif kisilere transfer olmaktadir. Birgok
kez ihmaller transfer olsa bile, sadece ¢ok az sayida bariyerleri asarak

kazayla sonuglanmaktadir. James Reason, aktif ihmalleri hata ve ihlal
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olmak iizere iki farkli gruba siniflandirilmis ve davranislar siniflandirmak
icin algoritma olusturmustur. Bu algoritmaya gore davranislarin
siiflandirilmasi, davranisa 6zgli Onlemler alarak kazalari azaltmaya
yardimci olmaktadir. James Reason (1993) algoritmasinda gore, giivensiz

davraniglar kullanilmistir, ancak giivenli davranislara yer verilmemistir.
Mevcut Calisma

Giivenlik kiltlirtiniin - kazalarmin etkisinin kabul edilmesinin
ardindan,  giivenlik kiltlirii 6l¢limlemeleri icin birebir miilakatlar,
anketler, gozlemler gibi yontemler kullanilmigtir. Giivenlik kiiltiirii, orgiite
0zgll olmasindan dolayi, bu g¢aligmasinin ilk amaci, orgiite 0zgii, ¢ok
boyutlu, is giivenliginin dinamik dogasina uygun Olgiimleme araci
gelistirmektir. Orgiite 6zgii kiiltiir boyutlar1 diger calismalardan farkli
olarak arsiv verilerden c¢ikartilarak yapilacaktir. Daha Once benzer
calismalar niikleer, saglik ve havacilik sektdrlerinde yapilmistir. Bu

calisma, gida sektoriinde yapilan ilk kez yapilacaktir.

Bu calismanin ikinci 6nemli amaci, kazalar1 yordamak icin
glivensiz  davramig  Olgegi  gelistirmektir. James Reason (1993)
algoritmasina dayanarak, Siiriicii Davrams Olgegi gelistirmis ve kazalarin
icinde yer alma konusunda yordayici bir etkisi oldugunu gdstermistir.
Davranmis 6lgegi, is giivenligi kiiltiir matrisi gibi arsiv veri analizlere

dayanarak gelistirilecektir.

Bu calismanin en temel amaci, is glivenligi kiiltiirii, glivensiz
davranis ve kaza ya da ramak kala deneyimleri arasindaki iligkiyi
arastirmaktir. Ramak kala daha onceki ¢alismalarda is gilivenligi

performansi olarak ele alinmamustir.
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Boliim 2

Is Giivenligi Kiiltiir boyutlarinin belirlenmesi, is giivenligi kiiltiir
matrisinin olusturulmas1 ve gilivenlik kiiltiiri boyutlar, giivensiz
davranislar ve is kazalari, ramak kala arasindaki iligkiyi arastirmak igin {i¢

alt caligma ylriitilmiistiir.
Is Giivenligi Kiiltiir Boyutlarinin Belirlenmesi

Ik calisma, orgiite 6zgii kiiltiir boyutlarinin belirlenmesidir. Bu
caligmada, oOrgiitiin olusturmus oldugu calisanin kazaya etki derecesi
formlar1 kullanilmistir. 2006-2014 yillar1 arasinda orglitte meydana gelen
332 kaza raporu incelenmis ve faktor analizi uygulanmistir. Sonuclara
gore, faktdor analiz sonuglarina gore 5 farkli giivenlik kiiltiiri
belirlenmistir. Bunlar sirasiyla, is giivenligi prosediirler ve diizenlemeleri,
yonetimsel durumlar ya da is gilivenligi rehberligi, ergonomi ve fiziksel
cevre, calisma davranis1 ve is makineleri / ekipmanlaridir. Literatiir
taramasina gore, yonetimin is giivenligine baglilig1 ve liretim-is giivenligi
dengesi boyutlari, is kazalarmi oOnlemekte biliylik bir etkisi oldugu
aragtirmalarla destekledigi icin, is glivenligi kiiltlir matrisine eklenmistir.
Farkli boliimlerde ve farkli statiideki c¢alisanlarla, is gilivenligi kiiltiir
matrisinin en gilincel halini olusturmak i¢in atdlye calismasi yapildi.
Iletisim ve katilim, ¢alisanlarin is giivenligine baghiligi, édiillendirme ve
cezalandirma boyutlari, ¢aliganlarin egitimi ve is giivenligi uygulamalari
boyutlar atdlye galismasi sonucu eklenmistir. Is giivenligi prosediirleri ve
diizenlemeleri boyutunun adi is giivenligi sistemi olarak, yonetimsel
durumlar ya da is giivenligi rehberligi yonetimin i giivenligine baglilig

boyutuyla birlestirilmistir.
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Veri Toplama Araglarimin Gelistirilmesi

Arsiv verileri sonuglarina gore belirlenen kiiltiir boyutlarinin,
gelisim seviyelerinin belirlenmesi i¢in bire-bir goriismeler yapilmstir.
Farkli bolimler ve farkli statiilerde bulunan 120 calisanlarla yaklagik 1
saat siiren birebir goriismeler gerceklestirilmistir. Bes farkli seviyenin
tanimlayan sirket tanimlar1 gériisme Oncesi tiim katilimcilara verilmis ve
bu tanmimlara gore is glvenligi kiiltir boyutlarinin tasvir etmeleri

istenmistir.

Birebir goriismeler sonrasinda, iist yonetimin istegi dogrultusunda
Is gilivenligi boyutlar1 yeniden gbézden gegcirilmis ve yeni boyutlar
belirlenmigtir. Miilakatlar, yeni giivenlik boyutlarina goére desifre
edilmistir. Yeni boyutlar, ISG sisteminin temel gereklilikleri, ydnetimin is
giivenligine bagliligi, denetim ve izlenebilirlik, calisma Ortaminin
Giivenligi, calisanlarin is giivenligine baglilig1, ISG sistemini destekleyici
sistemler, bilin¢lendirme/ farkindalik artirmaya yonelik faaliyetler ve daha

iyiye ulagsma istekliligi olarak belirlenmistir.

Glivensiz davranis dlgeginin gelistirilmesi i¢in 2007 — 2014 yillar
arasinda kurumda gerceklesen 380 kaza raporu James Reason
algoritmasina gore analiz edilmistir. Kazaya neden olan 48 giivensiz
davranis belirlenmistir. Besli likert 6lgegi olusturulmus ve gegerli degil

secenegi eklenmistir.

Is Giivenligi Kiiltiir Matrisinin ve Giivensiz Davranis

Olgeginin Degerlendirilmesi

Is glivenligi matrisinin degerlendirilmesi kolay olmasi agisindan,
anket formatina c¢evrilmistir. Sira etkisini azaltmak i¢in, iki farkli kitapgik
olusturulmustur. Anket formu, giivensiz davranis dlgegi, is giivenligi
matrisi ve demografik bilgiler olmak iizere {i¢ farkli boliimden

olusmaktadir. Anketin tamamlanmasi yaklagik 60 dakika almaktadir. Veri

116



toplama dncesinde, katilimcilara bilgilendirme formu verilmistir. Anket,

853 katilimciya uygulanmustir.
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Boliim 3

Giivensiz davraniglarin tiirlerini belirlemek amaciyla, faktor analizi
yapilmustir. Error, ihmal, giivenli davranis ve lapses olmak tlizere dort

farkli glivensiz davranis tiirii oldugu bulunmustur.

Varyans analiziyle is giivenligi kiiltiiri ve giivensiz davraniglarin
demografik degiskenlere gore nasil degistigi test edilmistir. Is giivenligi
kiiltiir boyutlarinin yasa gore anlamli bir sekilde farklilik gostermedigi
bulunmustur. Kadin ve erkek katilimecilarin, daha iyiye ulasma istekliligi
ve 0dil ve cezalandirma boyutlarinda anlamli bir sekilde farklilik
gosterdigi bulunmustur. Kadin katilimcilarin, erkek katilimcilara gore
anlamli bir sekilde daha giivenli davrandiklari bulunmustur. 5-10 yillik
kideme sahip katilimcilarin, 0-2 yillik kideme sahip katilimcilara gore
anlamli bir sekilde iletisim boyutunda daha olumsuz degerlendirmislerdir.
Bu bulguya ek olarak, 0-2 yillik kideme sahip katilimcilarin, 5-10 yillik
kideme sahip katilimcilara gore anlamli bir sekilde daha yiiksek siklikla
giivenli davranislarda bulunduklari ortaya cikmistir. Uretim boliimiinde
calisan katilimcilarin higbir gilivelik boyutunda diger gruplarda calisan
katilmcilara gore farklilasmadigi bulunmustur. Ote yandan, bakim
boliimde ¢alisan katilimcilar, planlama boliimiinde calisan katilimcilara
gore iletisim boyutunda anlamli bir sekilde kurumun daha iyi bir seviyede
oldugunu belirtmislerdir. Egitim seviyesinin, yonetimin is giivenligine
baghiligit ve farkindalik artirict faaliyetlere boyutlarinda anlamli bir
farklilik yaratmaktadir. Lise mezunu olan katilimeilarin, 6n lisans mezunu
olan adaylara gore yonetimin is giivenligine baglilig1r anlamli bir sekilde
daha olumlu degerlendirmislerdir. On lisans mezunu katilimeilar, ortaokul
mezunu olan adaylara gore farkindalik artirici faaliyetler konusunda daha

olumsuz degerlendirmislerdir. Bununla birlikte, mavi yakali calisanlar,
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beyaz yakali calisanlara gore farkindalik artici faaliyetleri daha olumlu
degerlendirilmistir. Mavi yakali calisanlar, calisanlarin is giivenligine
baglilig1 boyutunda beyaz yakali ¢alisanlar ve ekip liderine gore anlamli
bir sekilde daha olumlu degerlendirmislerdir. Is kazasi deneyimi olan
katilimcilarin, yonetimin is glivenligine bagliligi, denetim ve izlenebilirlik,
daha iyiye ulagma istekliligi boyutlarinda is kazasi gecirmeyenlere gore
anlamli bir sekilde daha olumsuz degerlendirirken, is kazasi gecirme
deneyiminin giivensiz davraniglar lizerinde anlamli bir farklilik
yaratmamigtir. Son 3 ay igerisinde ramak kala yasayan katilimcilarin,
yasamayanlara gore error, ihmal ve lapses davraniglarinda daha siklikla
yapildigini belirtirken, yasamayanlar yagayanlara gore anlamli bir sekilde
giivenli davraniglarda daha siklikla yapildigini belirtmislerdir. Tek nokta
dersi hazirlayan katilimcilarin, hazirlamayanlara gore farkindalik artirici
faaliyetler ve ddiillendirme-cezalandirma boyutlarinda anlamli bir sekilde
daha olumlu degerlendirmislerdir. Tek nokta dersi alan katilimecilarin,
almayanlara gore giivenli davraniglarda, iletisim ve denetim-izlenebilirlik

boyutlarinda daha yiiksek puan vermislerdir.

Giivenlik boyutlari, giivensiz davraniglar ve is giivenligi sonuglari
arasindaki iliskiler regresyon ve lojistik regresyon analizleri ile
incelenmistir. Fiziksel g¢evre ve ergonomi, calisanlarin is giivenligine
baghligi ve farkindalik artirict faaliyetlerin, ihmalleri tahmin etmekte
etkileri oldugu bulunmustur. Calisanlarin is giivenligine baghligi, error
davranisint yordamakta, negatif bir iliski bulunmaktadir ve acgiklanan
varyansin % 11’ini agiklamaktadir. Bunun yani sira, yOnetimin is
giivenligine bagliligt ve c¢alisanlarin is giivenligine bagliligi lapses
davranisin iizerinde toplam aciklanan varyansin sirasiyla.08 ve.09 varyans
aciklanmaktadir. Giivenli davranis, tim giivenlik boyutlar: ile iliskili
olmasina ragmen, sadece i giivenligi sistem gereklilikleri ve ¢alisanlarin
is glivenligine baglilig1 pozitif iliskisi bulunmaktadir ve sirasiyla agiklanan

varyansin % 12 ve % 8’sini agiklamaktadir.
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Lojistik regresyon analizini sonuglarina gore; yonetimin is
giivenligine baghligi, is kazalar ile negatif iligkili ve toplam acgiklanan
varyansin % .08’ini agiklamaktadir. Bunun yani sira; c¢alisanlarin is
giivenligine baglilig1, son ii¢ ay igerisinde ramak kala yasama deneyimi ile
negatif iliskili ve aciklanan varyansin % .08’ini aciklamaktadir. Diger bir
deyisle, calisanlarin is giivenligine bagliliginda bir standart sapma artis,
ramak kala yasamayi 1.469 kez azaltmaktadir. Diger bir analize gore,
giivensiz davraniglar ve i3 kazalari arasinda anlamhi bir iligki
bulunmamigtir. Bu sonucunun aksine, giivensiz davranislar ve ramak kala
arasinda anlamli1 bir model bulunmustur. Sadece giivenli davranisin, ramak
kala iizerine negatif iliskili oldugu bulunmustur. Giivenli davranigtaki bir

standart sapma artis, 1.03 kez ramak kala yasamay1 azaltmaktadir.
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Boliim 4

Bu calisma, is gilivenligi kiiltiirli, glivensiz davraniglar ve is
giivenligi c¢iktilarii arasindaki iligskiyi ortaya ¢ikarmayi amaglamaktadir.
Is giivenligi kiiltiirii, tanimindan, yordayicilar1 ve etkileri {izerine birgok
calisma yapilmigtir. Avrupa iilkelerinde bir¢cok c¢alisma yiiriitiilmesine
ragmen, Tirkiye’de bu konuda yapilmig az sayida calisma mevcuttur.
Bizim bilgilerimize gore, bu ¢alisma gida sektoriinde yapilan ilk ¢alisma

ozelligini tasimaktadir.
Is Giivenligi Kiiltiir Boyutlar

Is giivenligi kiiltiiriinii tanimlamak icin bircok ¢alisma yapilmistir;
ancak, is giivenligi kiiltiirii orgiite 6zgii oldugundan dolayi, kiiltiir
boyutlarinda bir fikir birligi bulunmamaktadir (Parker et. al, 2006). Cox
ve Flinn (1988) yilinda yaptigi ¢alismada, yonetimin is giivenligine
baglilig, is glivenligi sistemi, kisisel sorumluluk, risklere karsi tutum ve
kuralla uyum olmak ftizere alt1 farklh kiiltiir boyutu tanimlamistir. Kiiltiir
boyutlar ¢ikartilirken, atolye calismalari, gézlemler ve bire-bir miilakatlar
kullanilmigtir. Bu ¢alismada ise; kiiltiir boyutlarinin belirlenmesi i¢in bu
yontemlerin yani sira, Orgiitiin arsiv verileri kullanilarak belirlenmistir. Bu
durum, daha obejktif bir yaklasim saglamistir. Bu arsiv veri analizi sonucu

belirlenen boyutlar, literatiirdeki boyutlarla paraleldir.
Is Giivenligi Kiiltiirii ve Giivensiz Davrans Ol¢egi

Is giivenligi kiiltir matrisi degerlendirme araclar, Parker ve
arkadaglarinin  (2006) yiiriittigli calismada kullandigi metodoloji ile
yapilmistir. 120 kisiyle yapilan bire-bir miilakatlar sonucunda, kiiltiir

matrisi olusturulmustur. Miilakatlardan sonra, matrisin desifresi sirasinda
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iist yonetimin istegi dogrultusunda boyutlar tekrar gézden gegirilmistir.
Miilakatlarin sonuglari, yeni boyutlara gore desifre edilmistir. Bu asamada,

ekstra ¢aba sarf edilmistir ancak matrisin giivenilirligini etkilemis olabilir.

James Reason tarafindan gelistirilen 6z bildirim 6l¢egi Siiriicii
Davramslar1 Olgegi (DBQ), trafik ve ulasim psikolojisi alaninda
kullanilmaktadir. Orgiitsel giivenlik ¢alismalarinda kullanilabilecek benzer
bir 6lgek bulunmamaktadir. Bu g¢alismayla, benzer bir 6l¢ek gelistirmis

olmustur.

Is Giivenligi Kiiltiirii, Giivensiz Davrams ve Is Giivenligi

Sonuclan

Bizim bilgimize gore, ramak kala ilk kez is giivenligi sonuclar
olarak kullanilmistir. Lee ve Harrison (2000) yiiriittiigii ¢alismada, isin
etkisi sabit tutuldugunda yasin giivenlik kiiltiirii boyutlar1 arasinda bir
iliski bulunamamuistir. Bu ¢alismanin sonuglar1 da , literatiirle paraleldir.
Yine aynmi c¢alismada, kadin katilimcilarin erkek katilimcilara gore,
yonetimin is giivenligine bakis ac¢ist ve egitimlerin kalitesi daha olumlu
degerlendirdikleri bulunmustur. Bu calismada ise, kadin katilimecilarin,
erkek katilimcilara gore daha iyiye ulagma istekliligi, ddiillendirme ve

cezalandirma boyutlarinda daha pozitif degerlendirme yapmislardir.

Bir diger bulgu, 0-2 yillik kideme sahip ¢alisanlarin, 5-10 yillik
kideme sahip c¢alisanlara gore daha fazla giivenli davraniglarda
bulunmasidir. Bu durum, kidemi fazla olan kisiler isin dogasin1 ve yapilis
seklini daha iyi bildikleri i¢in risk alma egilimindedirler. Bunun yani sira,
yeni baslayanlar isi bilmedikleri i¢in daha dikkatli davranma egilimde
olabilirler. Bu bulgu, TUIK istatistiklerine ters diigmektedir Bu durum,
yeni ise baslayanlarin egitim zorunlulugunun artmis olmasindan

kaynaklanabilir.
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Bu c¢alismada bulunan diger bir bulgu, planlama ¢alisanlarinin
diger c¢alisanlara gore iletisim boyutunda daha pozitif degerlendirme
yapmigladir. Bakim calisanlari, sar1 kart ve is gilivenligi uygulamalari
katilimlarinda daha fazla rol almalari, olumsuz degerlendirmelerine neden
olmus olabilir. Islerin daha icinde olmalari, daha olumsuz yonlerini

gérmelerine sebep olmaktadir.

Fung ve arkadaslarinin (2005) yiiriittiikleri caligmaya gore, orgiitsel
baglilik, iletisim ve kaza raporlamalari boyutunda, yonetim kadrosunun
daha olumlu degerlendirme yaptigin1i bulunmustur. Bu ¢alismanin

bulgulari, Fung ve arkadaslarinin ¢alismalari ile ayn1 dogrultudadir.

Is kazasi gecirmis katilimcilar, gecirmeyen katilimcilara gore,
yonetimin is giivenligine bagliligi, denetim-izlenebilirlik ve daha iyiye
ulasma istekliligi boyutlarinda anlamli bir sekilde daha negatif
degerlendirmislerdir. Gilivensiz davranislarla is kazasi gecirmek arasinda
anlamli bir iliski bulunamamistir. Ote yandan, tiim giivensiz davranislarla,
ramak kala yasamak arasinda anlaml iligkiler bulunmustur. Bu durum,
ramak kala daha sik karsilasan bir durumken, is kazasi aslinda nadir

gergeklesen bir olay olmasiyla aciklanabilir.

Tek nokta dersi hazirlayan calisanlarin, diger calisanlara gore
anlamli  bir sekilde odiil-cezalandirma sistemini daha olumlu
degerlendirmislerdir. Ote yandan, tek nokta dersi almayan calisanlar,
alanlara gore giivenli davranig, iletisim ve denetim-izlenebilirlik
boyutlarinda daha negatif degerlendirmislerdir. Bu sonuglar, is giivenligi
ile ilgili galismalara katilim artikga, farkindalik artmakta ve daha pozitif

tutum gelistirmektedir.

Calisanlarin is giivenligine bagliligi, dort farkli davranis tipi
iizerinde yordayici bir etkiye sahip oldugu bulunmustur. Ote yandan,
yonetimin is glivenligine baghiligi, davraniglar iizerinde yordayici bir

etkiye sahip degildir. Ancak, yonetimin is giivenligine baglilig1 is kazalar
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tizerinde yordayict bir etkiye sahiptir. Baska bir deyisler, yonetimin is

giivenligine baglilig1 dogrudan is kazalari tizerinde yordayici etkisi vardir.
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Appendix K: Tez Fotokopisi Izin Formu

TEZ FOTOKOPISI iZIN FORMU

Fen Bilimleri Enstitiisti

Sosyal Bilimler Enstitiisii -

Uygulamali Matematik Enstitiisti

Enformatik Enstittisi

Deniz Bilimleri Enstitusii

YAZARIN
Soyadi :
Adi
Boliimii :

TEZIN ADI (ingilizce) : The Relationship Between Safety Culture,
Aberrant Behavior, And Safety Consequences

TEZIN TURU : Yiksek Lisans - Doktora

Tezimin tamamindan kaynak gosterilmek sartiyla fotokopi alinabilir.

Tezimin i¢indekiler sayfasi, 6zet, indeks sayfalarindan ve/veya bir
boliimiinden kaynak gosterilmek sartiyla fotokopi alinabilir.

Tezimden bir bir (1) yil siireyle fotokopi alinamaz.

TEZIN KUTUPHANEYE TESLIiM TARIiHi:

ENSTITU
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