AVIATION SAFETY POLICY FORMATION

by Paul Miller

Safety policy is one of the most critical components of any safety program.  And yet how many organizations devote the time and resources, which would ensure the formation of effective safety policy?  In this paper we will explore six areas related to aviation safety policy formation. They are:


1. Key Elements of Policy


2. Aviation Safety Policy


3. Differentiation of Aviation Safety Policy from other Policy


4. Different Levels of Aviation Safety Policy


5. Aviation Safety Policy Examples


6. Process of Formation

1. Key Elements of Policy 

1.1. The most important element of policy is that policy is the source of Great Detail for Standard Operating Procedures [SOP]. That’s right. The great level of detail that is sought after and created in SOP is a direct relation to the goals, limits and requirements expressed in policy. Policy guides an organization. Throughout the organization, wherever procedures are written by procedure writers, these procedures must be approved a higher authority before the procedures can be promulgated and used. In the cases of regulated operations, the approval by higher authority may be a combination of company officers and regulatory officials. 

The position of higher authority checks for, amongst other things, that the procedures carry out the direction of policy.  In that process consistency and detail play important roles. Obviously therefore, when a policy contains great detail, that policy provides a much clearer path for writers of procedures to take. 

Therefore to be effective, Policy must be formed in Great Detail, with Clear Guidance for SOP, with Exact Goals, expressing All Requirements of and the Limits For Procedures. 

1.2. But why is this so? Why do we need SOP in the first place? It is all about compensating for Human Error. If we humans did not make errors, if we could just carry out the ideas, the philosophies expressed in our goals of policy, then would we ever need more detailed guidance? I would say no. But we humans make so many mistakes. We even mistake intentions and do the wrong things for all sorts of “right reasons.” So because we are humans and are by our very nature tend to make mistakes, human errors, we give ourselves the benefit of more detailed recipes for action. We give our selves standard procedures by which to operate. When we are trying to run an organization to achieve some degree of regular uniformity in human action, it seems that we have the highest achievement when we employ regular step by step standard operating procedures.

1.3. If at this point no other elements of policy were discussed, I would say that we have enumerated two of the most important points in policy formation. But let’s delve further into the process of formation with more questions. Policy is all about asking questions. We find the answers to policy formation by asking questions. 
Consider these follow-on questions about Policy and how they relate to organizational structure:

1. As previously inquired, is Policy formed in great detail, giving writers of standard operating procedures the guidance to know exactly what the goals, requirements and limits of a procedure should be?

2. Does Policy address human error?

3. Is Policy current for the operations being conducted locally, that is, by the company?  Is Policy tailored by the company, for the company’s operations?  Does Policy address the question, what is happening here?

4. Is Policy up-to-date with the latest technology, industry procedural innovations and human factors studies? Does Policy inform the organization on what is happening now?

???Additionally, does the safety policy formation process reflect the most up-to-date technology, industry procedural innovations and human factors studies, such that safety policy will guide procedure writers to produce SOP’s which incorporate the latest developments in technology, industry procedural innovations and human factors?/?????

Consider some additional policy formation questions, which could prompt further organizational guidance related to the previously posed questions:

5. Is policy formation a continuous process? As operations change due to, hiring of new personnel, market place competition and regulation, and in the case of aviation, new equipment, new routes and city pairings, will Policy remain applicable to business requirements? Does Policy answer the question, are we coupled to our environment? 

6. Is Policy jointly representative of the various professional segments within the organization? Does Policy enjoy Joint Support from all other leaders within the organization? Does Policy receive objective comment from outside organizations, such as regulators, suppliers and customer clients? Joint support from leaders of all of these segments can enrich policy, if by agreement, they contribute to the process from each parties position of strength. Does your airline company safety policy include joint programs with local representatives of the CAA regulatory agency and local Air Traffic Control office? Does Policy answer the question, are we working together?

7. Does Policy direct coordinated functions for the various professional groups within the organization such that the procedures that each group uses are supportive and additive of one another? Does Policy eliminate conflicting directions in procedures, especially for various groups who at times, work together? 

For example, does one Policy support safety in operations, and yet another Policy support production as the measure for promotion? Would that measure be diminished if, at the cost of safety, production were to be  increased? 

Would company promotion policy subtract the loss of personnel and assets due to injury and damage losses from this production measure to get a sum net for promotion measurement? 

Does policy create coordinated functions? Does everyone have the same “marching orders” so to speak, and is everyone “playing off of the same sheet of music?” How would policy answer the question, are all functions mutually supportive, additive, eliminative of conflicting directions between groups? 

Does policy address the question, are we not only working together, but are we all pulling in the same direction?

8. Is safety policy formation for your commercial aviation company the method by which upper most management communicates its safety plans and goals with all members of the company? Does safety policy carry the message as Clear communications? Does the actions of procedures match the words of policy? Is policy stated just for public relations reasons, but not meant as organizational guidance? Can policy pass the clear communications logic test: Does Policy “Say what you Do and Do what you Say?”

9. Is policy Widely Communicated to all segments in the organization? Is every available company media employed? Does policy dictate that no available media is left unexploited? 

For example is policy widely communicated by way of  the internet, neck lanyards, stickers, email bulletins, newspapers, monthly magazines, daily news podcasts, signs, handouts, a web site?

Does Policy address the question, Is the policy message reaching everyone?

1.4. Why so many questions? That is a good question! Aviation safety policy and policy formation is a very individual process. Each commercial aviation company probably knows what is best for its own or local operation. Each company is financially accountable for its own people & assets. From a business standpoint, each company will feel that it wants to have their own “hands on the steering wheel” controlling their business direction. 

Therefore the process of aviation safety policy formation, when accomplished locally, will in my experience yield the best results. It would be difficult to suggest a one-size-fits-all aviation safety policy or a one-size-fits-all policy formation process. It is not just the business prerogative of a company to form process locally, but the advantage of local input that makes local policy formation a key component of formation

Formation Process

But sometimes the best way to answer the question, “Do we have the best aviation safety policy formation process at our company?” is to continually ask the question, “Do we?”
But who is this “we?” Since policy must communicate clear, coordinated and current guidance to all employee segments of a commercial aviation company, the “we” referred to, in my experience, should be representatives from all employee segments and legally represented groups.

But why? This is another good question. Let’s look at the basics of policy to find this answer. Policy is merely a good idea, which has been adopted by company leaders, as something which the company could do, should do and will do. We often think that company leaders are the people who promulgate policy. And that might be a commonly shared business idea in European and American culture.

But remember that a policy started as just an idea. Where did that idea come from? Now that is the most difficult question of all to answer. New ideas, good new ideas for policy, can be as valuable as gold and just as rare. We have all heard of brainstorming sessions where we try to think up new ideas. New idea thinkers, people who have the ability to innovate, synthesize and create new schemes are what we call philosophers. In my experience philosophers exist at all levels of the organization. How or why that is so is hard to understand? 

Why so many questions? Remember that Policy answers come from continually asking questions. Here is an example of policy ideas coming from unexpected good new idea thinkers.

Short Story

One day a young sailor walked into my navy squadron safety office and suggested that we move all of the emergency exit signs from the ceiling to the wall just above floor level. He reasoned that in a fire, smoke would obscure ceiling mounted signs. Everyone had been taught to get down low and crawl along the floor to the emergency exit. With signs at floor level, exits would be easier to find. I had been a safety manager for over four years and had never read about or heard about such an idea. Conventional wisdom said to place the emergency exit signs up high so that everyone could see them in an emergency.  

I immediately wrote a safety policy article for the all-navy magazine. The article I wrote and the picture of the young man were published in the next issue. In this manner not only was our local safety policy changed, but each squadron in the navy was able to keep up-to-date with the latest safety policy innovations. 

The young man was recognized publicly locally for his contribution because I was sure that other people also had good safety ideas and I wanted to encourage them to visit the safety office with good new ideas.  Policy flows from ideas, from philosophy. Philosophy tells us good ideas that we can use. Policy tells us and the rest of the organization the good ideas that we are going to use.

Safety Policy Formation

Policy formation is a process of using new ideas to make your own commercial aviation operation safer. As such the process should invite thinkers from all levels of the organization to participate.

A regularly meeting advisory council of safety policy representatives from all levels of the organization will provide the greatest wisdom and judgment for new policy recommendations. After all, the origins of policy from Greek and Latin include wisdom and judgment.
 So policy formation starts with new ideas from new idea thinkers. The process then includes several important steps and several more questions:

11. Is the proposed policy in coordination with other safety policies or does a conflict arise?

12. Does the proposed policy include the latest innovation in technology, procedures and human factors?

13. Is the policy clearly defined, so that all members of the organization have no doubt about what the leadership of the company is communicating?

Therefore, for me to provide to you a series of very direct questions, which each company safety manager can take to a local policy advisory group, may be the best way for your organization to determine a recommendation for a change in policy.

Review and Critique

In most commercial aviation companies, the safety manager recommends policy updates to the top leadership of the company. So the safety manager and the safety advisory council may be the most effective method for keeping company safety policy current, coordinated and clearly communicated. These are criteria for the policy formation process.

 Why Are So Many Questions Being Asked and Not Answered?

As earlier mentioned, the answers to the many questions asked about safety policy, come from the process of continually asking these questions. The irony of policy is that while many people consider policy an unchanging and unchangeable tenant, akin to commandment tablets written in stone, overall policy should rather be a constantly changing process of company guidance, a process capable of reacting to the constant winds of change. Safety policy formation is the constant reaction to safety challenges of what is happening now in flight operations.

While policy statements can often be seen as unchanging and unbending, in my experience for policy to be most effective, it has to address the problems, issues and questions being faced today. Policy must be a direct answer to a question. Policy must be a detailed answer to a question. Policy must be a clear answer to a question. Policy must be a well thought-out, consulted answer to a question. Policy must address the answer to the question for every segment of the organization. Policy must be a coordinated answer to a question, not conflicting or contradicting with other policy statements issues previously. Conflicting policy may tell a person to go in two different directions at the same time. Conflicting policy may tell two different groups to go in different directions when faced with the same circumstance. For example, a master MEL logic list which tells flight crew to do the same functions as the mechanics would do is an example of a deconfliction in policy. Both flight crew and mechanics are using the same procedures, even though the MEL logic list is not published in the MEL nor the AOM. By having a supplemental logic list for both flight crew and mechanics, flight operations policy is coordinated and deconflicted.

And the question is, “How can we find, report and fix the hazards, especially the human factors hazards, and then prevent the hazards from causing a mishap.

The irony of policy formation is that it is the end result of the continual process of asking of questions. Safety policies of flight operations should always be under examination by all members and all levels of the organization. Hence in my experience the policy advisory group should come from all levels of the organization, because policy applies to all levels of the organization. From management, supervisor to SOP writers, procedures and equipment designers, trainers, maintainers, checkers to flight-deckers-everyone has to think safety

This continual examination brings all of the minds of all of the members of the company to bear to form the best possible policies. This is one of the key elements to success in aviation policy formation. 

2. Aviation Safety Policy: What Aviation Safety Policy Is

Aviation Safety Policy is all about six elements. They are: prevention, human factors, reporting & investigating, fixing the problem, communicating and looking forward. These six elements constitute the essential elements of an aviation safety policy. Each of these essential elements, if carried out correctly will result in a commercial aviation operation which is not only free from disastrous mishaps, but will be free of the many unpleasant attendant events which accompany aviation disasters. 

Attendant Disaster Baggage


Aviation disasters come complete with enough baggage to wipe out the fortunes of any commercial aviation business. Between the disaster itself, the very long official mishap investigation process, the wearying public relations nightmare, the process of dealing with survivors and family, the loss of employee confidence in management, the evaporation of public trust in your service to them, the increase in bureaucratic regulatory oversight brought on by official doubts in management’s ability, the enormous cost of replacing personnel and equipment, the two to three year entanglement of senior management in the process, not to mention the loss of marketing momentum, aviation disasters become a very deep financial hole in the ground out of which a commercial aviation company must then try to climb. Few airlines succeed financially after suffering a disaster, of completing this climb.


But the most devastating part of an aviation disaster comes about two years down the road, when after reading the mishap investigation report, you, the airline safety manager realizes, that if only you, as a safety manager and your airline, had done just a few things different before the mishap, this whole disaster could have been prevented. That is the point that most managers sit by the side of the road and wonder, “Am I just the tail being wagged by the dog or am I in fact the manager of safety for this airline?”


Because at that point the safety manager discovers one of the great ironies of aviation safety policy formation:

First Great Irony of Aviation Safety Policy Formation


"In no case has any hazard been discovered relating to aviation deaths that could not have been learned before the deaths occurred. The ‘occurrences of death’ were not what led to various safety improvements. The deaths were required instead to make people take the action that should have and could have been taken earlier. The actions that were taken afterwards could have just as easily been taken before and were based on hazard resolution, not on personnel deaths. The occurrences of death were not essential to the safety process, despite fantastic claims often made to the contrary."

Aviation Safety Policy Elements

Let’s look at what I believe are the six essential elements of aviation safety policy. While the six elements are somewhat intertwined, and as such may appear to be similar, nevertheless, each element, in my experience must be addressed individually. Again the six elements are: prevention, human factors, reporting & investigating, fixing the problem, communicating and looking forward.
2.1. Prevention: How can we prevent a tragic disaster from occurring? Are disasters related directly to hazards? How can we identify hazards? How can we fix hazards to keep disasters from happening? These four questions are the questions, which form the aviation safety policy of prevention. It is by continually asking these questions about our commercial aviation operation that we will find the answers- the answers which will guide the local formation of an aviation safety policy of prevention, and by this policy formation, will form the basis of keeping our operation mishap free. 


When we study the results of a mishap investigation done correctly we will find recommendations, which if they had been followed, would have prevented the mishap from occurring. While it is true that many professionally completed mishap investigations refocus their attention on many other things which were found that were wrong with the operation, never-the-less, if done correctly there will be a section where the mishap board concludes that if certain steps were taken ahead of time, the mishap would not have occurred. 


How interesting is that? Let’s suppose that the mishap investigation board is right and we can wind time backwards and take these steps, would our actions prevent the occurrence of this mishap? Safety theory says yes. Our history of improvement in commercial aviation safety says yes. In my experience I would add my affirmation to this chorus of yes.


So the key to prevention is the discovery, identification and our response to hazards to our operation. Easier said than done to be sure, but prevention is worth the effort nonetheless. Because if by responding quickly to the early signs of an emerging hazard, we are able to resolve the hazard before a mishap disaster event actually occurs, then our responsive resolution will have been directly accountable for prevention.


How many aviation safety programs stop after gathering hazard data? How many times is the statement of an aviation safety problem nothing more than the sum total of the work of a hazard investigation? How often is the question asked, “What are we going to do about it?” met with blank stares and silent voices? As often as this is so, the aviation safety policy of prevention goes unfulfilled. As far as a safety policy fails to identify resolution action to a hazard, it fails to fulfill the safety goal. Here is where safety theory diverts from legal theory. Legal theory says that you have to prove a person did a crime beyond a reasonable doubt criminally to conclude a direct connection between deed and doer. In civil law the hurdle of proof is lower, but there still must be evidence. The whole process depends on deductive reasoning.

Deductive reasoning depends on one characteristic which is dangerous for a safety manager. Deductive reasoning uses events which have already occurred to determine what happened previously. For example, tire tracks across the mud between taxiways and similar mud on the tires of an aircraft would allow an investigator to determine that this aircraft  went off of the taxiway and into the mud. That is a fine conclusion for a safety regulator to draw, since it will keep him or her busy for weeks issuing certificate actions and citations. But will it serve to prevent a future occurrence of the same event? Remember that prevention is the key to aviation safety policy.

Let’s say that as a good safety manager that you survey the airfield of all of your airlines hubs and gateways on a regular basis. Let’s say that during one of these surveys you noticed the angle between taxiways to be more acute that the geometry of your fleet can navigate. Let’s say that you even observe the airport diagram of taxiways, ramps and runways has a small note citing this taxiway intersection as hazardous. Let’s say that you make an airfield engineering request to improve the intersection by adding pavement to the inside fillet. 

Would this improvement be deduction or induction? Deduction would say that you have already suffered at least one excursion and by the evidence of damage and repair, you have the legal right to complain to the airfield manager. Induction would 


Safety policy becomes hard work when it is called upon to determine how we are going to out-think the problem, the hazard. You have to do something to fix the hazard to fulfill the goal of safety policy. If you do not, the hazard will eventually cause an event, an incident and eventually a grand mishap.

2.2. Human Factors


The safety question is not whether an engine failed or a transponder malfunctioned, but rather to whose human error can we trace and assign actions that led to the failures and malfunctions? Unless we correct that human error, that mishap cause, that mishap hazard, how can we ever fix the problem? We can’t blame the engine or the transponder, because they are inanimate objects.  We can not hold things accountable; we made them, we maintained them and we operated them. We can only hold people accountable. 


How therefore could we ever keep the problem from happening again? After all prevention is our goal, and not just discovery of blame. We do not want to stop at just discovering the cause of a hazard, but continue until we determine the human factors directly attributable to the hazard. From there we can resolve methods to correct that human error.


Safety is not about the machines. It is about the humans who manufacture, maintain, operate, control, regulate and train. Aviation Safety Policy is all about humans: The Human Factor.

Human Factors come in every imaginable sort. Here is just a short list: Man-machine interface, verbal crew communication misunderstanding, radio communications mix-ups, culturally-based misinterpretation, fatigue, lack of training, lack of situational awareness and employing wrong procedure for a situation. But what is human factors all about?

Human Factors is the study of human error, the mistakes we all make. Therefore, for Safety Policy to be effective it has to be all about Human Factors. 


Policy is created by human for humans. We all make mistakes. But working together we can correct for our mistakes. Policy has to reflect the philosophical ideas of working together. Effective Safety Policy requires collaboration of ideas to form. In the same manner Safety Policy should drive collaboration in procedures. We all make mistakes. But by working together we can correct for human factors.

2.3. Reporting and Investigating

2.3.1. Reporting is most often mandated by two administrative questions: Who reports and what format should be used? Administrative processes can often drive safety reporting but reveal very little about what is actually wrong, that is what is the hazard?

But in my experience I would rather see the following questions driving Safety Reporting of hazards: Who is accountable for the hazard? What is wrong, what is the hazard? When has it occurred? Where does the hazard occur? How has the hazard been able to happen? Why was the hazard occurring? 

Why use the second set of reporting questions? Remember that the safety manager is in charge of the safety program. While you may report your findings to the organization and up the chain of command, you still have to find the findings. Just reporting the problem, without the resolution begs the question, “What are we going to do about it?” Here is where many organizations go wrong. A powerful manager up the chain of command may try to “do something,” to make it looks like “something is being done.” But unless the safety manager has answered the six questions above and developed a resolution based on eliminating the possibility of the hazard recurring, the action will not lead to safety. These six questions and other related questions need to be answered in order to find the actual cause of the hazard and way to resolve the hazard.

Good examples of safety hazard reporting are: Aviation Safety Action Partnership [ASAP], where the company, pilot association and FAA are involved in a voluntary self disclosure program. The ASAP program asks these six questions. Another example is Flight Operations Quality Assurance [FOQA] when digital flight data recording information is analyzed to find instances of exceedance of operational limits. Here the data is scrutinized to find the answer to the six questions. Other safety flight event reports, such as those involving ground support equipment, training and maintenance errors will also be effective whenever they address these six questions.

I would suggest that ASAP is really only about human factors and not about regulatory enforcement. Safety event reports should focus on glitches in published procedures. FOQA should not focus on auditing of individuals, but rather on trends of the pilot group, fleet types and specific airports.

2.3.1.1. Drunk Driving and Seat Belt Usage


Any safety reporting policy should also address the questions of vehicle driving hazards such as use of seat belts and drinking and driving. More people in the aviation profession are exposed to being injured and killed each year due to these two driving hazards than will ever be involved in aviation disasters.

2.3.2. Investigating should dig past the safety event report, the injury, the burnt engine, the broken tail and the smoking hole. 

Investigating should keep digging until the Human Factors are found which caused the hazard, and which then caused the event, incident or mishap.

Investigating may determine the occurrence of a training error, a supervisory error, a procedures error, fatigue, a technology failure, a design flaw, a materials flaw, a maintenance or engineering flaw, an installation flaw, a mechanical failure, a management error, a cultural factor, an unknown flaw, a safety program failure. Also an investigation may determine that something is out-of-date, not current or not applicable locally. An investigation may determine that a procedure did not contain enough detailed guidance to address a hazard or that safety policy did not drive procedures in the right direction.

In each case, the investigation must continue until it determines how, what, where, when, how, why and with whom the human factor associated with a hazard occurred. The safety investigation must examine the question, “To whom is the error accountable and by what new action can the hazard be prevented?”

2. 4.  Fixing the Problem means fixing the hazard. Safety policy should direct the fix to stick with the hazard, stick with the problem. It is easy to become distracted by other coincidental events. Commercial aviation is a complex operation, so many things are occurring at the same time. There is a tendency to associate coincidental events as the causes of a hazard or mishap. This is an easy trap to fall into. It is version of “guilt by association.”

For example, a crew was talking in the cockpit when they made a wrong turn on a taxiway. Talking was a coincidental event, but not a cause of the crew making a wrong turn. If it were, every time a crew talked in the cockpit, they would take a wrong turn. But we know that this does not happen. So talking in the cockpit could not be the cause of the crew taking a wrong turn. Talking would be an event that was occurring at the same time, but was not the cause. The elimination of talking in the cockpit would not prevent the event from reoccurring either. 

Confusion of situational awareness would be a more accurate cause and would be the cause that could guide a training program of improving situational awareness (SA). The fact that the crew was not talking about where they were and where they were supposed to be going, their lack of SA, would be a cause.

An example of talking to improve SA would be a procedure called “closed loop taxi.” In closed loop taxi the crew continually vocalizes where they are supposed to be going, where they are going and compares the two to determine correctness of their actions. In this procedure the crew is actually talking quite a bit. But now situational awareness is enhanced and human errors are compensated for by cooperatively working two heads together and focusing on the task at hand.

2.4.1. Remember this safety axiom: Until & unless the safety hazard is resolved, the problem will reoccur at another place and at another time, possibly with more dire consequences the next time. In other words, don’t allow a report and an investigation to be a hunt for the guilty. That is easy, but worthless. Let the real goal be to identify the human error so that training and procedural changes can be made, which will help the next crew faced with this same situation not to make that same mistake. Also do not be distracted by coincidental events, especially when those events do not have a direct bearing on the hazard or mishap. Focus on the hazard and fix the hazard.

2.4.2. The follow-on safety theory says: Safety is achieved when the hazard is resolved. Fixing the hazard fixes the problem. There is no more true statement in the study of safety policy. By great contrast, fixing things other than hazards will not improve safety, since the hazard will remain.

2.4.3. Fixing the problem involves three stages: Immediate response, interim remediation and long-term resolution.  Each stage involves a different set of policies and each stage accomplishes a different result. Each is important in and of itself. Let’s examine each stage and see how it contributes to fixing the problem and fixing the hazard.

2.4.3.1. An immediate response is practical in nature. It is a step that is taken right here, right now, before the next operation is commenced and will keep the hazard from causing an event from occurring. It does not halt the operating schedule at all but rather ensures the safe completion of the next scheduled operation. Again this step is practical in nature and may involve enacting a newly revised practical checklist that compensates for a known hazard in the operation.

An example would be to inform a crew that a VOR station geographic survey location is not the same location as the loaded flight management system (FMS) data base for that station. Directing flight crew destined for the gateway which uses this VOR station for navigation to manually delete that VOR station from their computer’s navigation calculation, to prevent a map shift, would be a practical checklist. This immediate response would keep the flight crew safe from mapshifts in this gateway, until further remedies such as data base updates can be accomplished.

2.4.3.2. An interim remediation is the next stage and is procedural in nature. It involves a little more time to respond and may for example require the flight standards board to meet and revise a procedure. The procedure is designed and intended to prevent the reoccurrence of human error, by revising the standard operating procedure [SOP].

For example, operations at an early morning hour occur when the control tower has chosen to be closed. So the operation may require not often used non-controlled field procedures, modified locally to ensure that your company completes operations safely. In commercial aviation, a company may often have a different crew operate into a gateway field every night. So formalizing a local version of non-controlled field procedures for that field in particular may be a helpful way for a company to have a formal procedural briefing and written local standardized procedure for all pilots to follow.

Interim remediation is procedural in nature. Additional examples may be a flight release published gateway specific NOTAM and a procedural training study guide. Also a safety bulletin to enhance communications about the new procedure may be a good step in the interim to remediate the problem and fix the hazard.

2.4.3.3. Long-term resolution is all about Policy. 

2.4.3.3.1. A review of operations policy should occur regularly, but especially after a safety related event, incident or mishap. Why? Policy drives procedure and is intended to be related to human factors and human error. Remember that addressing human factors is the main purpose of policy. Thus when a safety event occurs it is directly related to the formation, understanding or execution of policy.

For example, policy could direct a position of liaison between the airline and the navigation data base provider. Another example would be the creation of a liaison between the airline and the airport authority to extend tower operating hours to coincide with that city pairing.

2.4.3.3.2. Local & joint policy change is the mechanism most powerful in the development of effective safety. Why? Local policy most quickly addresses locally experienced hazards. Joint formation brings all groups accountable in some way for the hazard or related to a solution, together to form the resolution.
2.4.3.3.3. Update of training policy is directly related to safety policy. Why? Training is the most direct way to address human factors. Since human errors are most easily overcome by repetitive practice of checklists and procedures in every field of human endeavor, such as sports, music and academics, repetitive practice of checklists and procedures is similarly useful commercial aviation. We call it training. Training effectiveness is directly related to safe operations. Why? Because training addresses the human errors to which we all are subject. In this manner an effective safety program relies directly on a powerful training program. As such when safety related events occur, training policy must be updated to ensure that flight crew training addresses directly, with checklist and practice, the human errors to which all flight crew members are subject. In this manner training policy is always updated to most currently address locally experienced human factors hazards. 

It is important to make this step, because as soon as a program is updated to train against a human factor hazard, the more prepared the flight crew members as a whole, as a group, will be prepared if and when they face the same circumstances. 

An example is the “go-around” procedure. Newer airplanes have such powerful and responsive engines that a critical engine out go-around is a well powered event. But when an all engine go-around is conducted, the enormous power of all operating engines at landing weights can be quite impressive indeed.  But in instrument or night conditions, this power can momentarily overwhelm the physiological senses of even the most seasoned pilot. After flight crew members experienced physiological disorientation on the line during several instrument all engine “go around” procedures, training policy was updated to ensure regular practice of both critical engine out and all engine go around procedures. Since that training policy was updated, no further events have occurred during all engine go-around procedures experienced on line operations.

2.4.3.3.4. Updating SOP is the concurrent step of the standardization section of a commercial aviation organization along with training policy. Why? Training and standardization work hand in hand. Standards puts out the procedural steps, the recipe for action, by which all flight crew members will operate. When a human factors related event, incident or mishap occurs most likely it will be directly related to a procedure. Even when the procedure is well thought out, it may not contain enough detail to address the full spectrum of circumstances flight crew members can experience. 

For example, most of the time landings are made on dry crowned and grooved runways in the US domestic commercial aviation system. SOP may fully address landings in these circumstances. But does SOP address fully landing when the runway is snow or ice covered? Does SOP fully address landings when the runway is not crowned and grooved? Does SOP fully address procedures to be used when the runway is under a heavy rain, when a strong crosswind is present, such as during a convective weather hazard such as a thunderstorm? 

Since commercial aviation local SOP has to address all of the circumstances in which it might operate, the constant updating of SOP is most certainly part of the safety policy formation of long term resolutions of hazards.

2.4.3.3.5. Swift Communications are a surprisingly most often miscalculated as critical to safety policy. But in fact swift communications of training policy, SOP updates and other policy resolutions is extremely critical to safety policy. Why? Remember that the first purpose of safety policy is prevention. Prevention is possible when flight crew members are quickly informed before the next operation of the existence of a hazard and the various stages of resolution. While it is good to fix the problem, that fix is not in place until and unless all involved flight crew members in the operation are fully informed. 

That is only possible when the organization has an effective communication system that swiftly informs all members of the organization. Swift communications are possible only when previous multiple channels of communications have been established by the organization. Using every method available to communicate with flight crew is essential. Why? Well it has to do with human nature. Some people like a verbal briefing, some prefer to read a newspaper, some are solely internet savvy with emails, blogs and websites. Some prefer an official notification such as an operations bulletin or a written notice. Some like to read a posted bulletin board. Others like a phone call. Everyone is different. So swift communications uses all and every possible means to communicate, thereby reaching everyone quickly, albeit by various and different means. 

Why is this important? Remember that all members of the organization only know the procedures that have been promulgated. Rumors of a new procedure do not count in aviation. If that change process addresses change only every few months, there is no way that rapid local changes can be made. There will be no way to prevent the next operation from falling victim to the same or similar human factors hazard. The key to prevention is to share information locally and quickly. In this regard a policy of swift communications is critical to long-term resolution of safety related hazards.

2.5. Communicating is another critical element of Aviation Safety Policy. Aviation Safety Policy must direct communications in two modes specifically. Policy must direct communications both with flight crew members and for flight crew members. In other words, policy must have both a two way communications system with flight crew members regarding hazard, as well as serve as an advocate for flight crew members.

Safety policy must direct a hazard reporting system which collects local flight crew and other applicable inputs, and then digests those inputs into safety, training and operational procedures, policy and practical updates. That is the communications mode of “with the flight crew.”

Secondly, safety policy must also have in place a powerful mechanism to provide safety advocacy for the flight crew members. Why? Advocacy for flight crew members safety concerns can affect and change safety regulations, laws, procedures and policies with agencies, regulators and other government bodies.  One prime example is safety lobbying activities by pilot associations with FAA with respect to flight duty and rest regulations. Another example would be a pilot association bargaining for flight duty and rest contractual provisions with their company during negotiations for CBA. Still another example would be publishing of safety articles in industry media for improved runway and taxiway signage.

In this way safety policy should provide a voice for flight crew members and speak for them. That is the second mode of the aviation safety policy communications element. 

2. 6. Looking Forward is a sophisticated and combination step of developing an Annual Flight Safety Hazard Forecast and from the forecast, an Annual Safety Plan. This element of Aviation Safety Policy is essential 

What Aviation Safety Policy is Not!


A series of other policies are present in the commercial aviation experience, which address events surrounding some unusual events usually of the type known as disasters. Some of these policies address topics not addressed by aviation safety policy, when the events involve some type of aviation disaster. While the organizations which operate by and maintain these policies, have much different purposes than do organizations which are involved in commercial aviation safety, their purposes, are not excluded by aviation safety policy. 


But since many other policy disciplines may be active and organizations with other than commercial aviation interests, may be doing business in the field of commercial aviation, an aviation safety manager should be somewhat informed about, the interests and historical interactions of these policy disciplines. This informed, it becomes the choice of the aviation safety manager locally how to act. 

Here are a few of the policy disciplines which may present during the course of aviation safety policy formation: criminal law, civil law, administrative law, public relations policy, public administration policy, disaster preparedness. 

In the event of a commercial aviation disaster, there may be personnel injuries, death and even mass casualties. There is often also damage, destruction and devastation of property belonging to other parties. In as much as these things occur, in most jurisdictions there is some form of law and policy which brings addresses personal injury, property damage. There may be laws which address criminality of the operators actions. Since all commercial operations involve a series of certificates issued by state civil aviation administrations, questions involving those certificates are raised. 

The policy of dealing with survivors, victims, families, the public, press, authorities and regulators by a commercial aviation company involved in an aviation disaster is another policy discipline. Where regional and local elected authorities interact with commercial aviation is another policy discipline. 

The policy field of disaster preparedness is often partially or completely a collateral assignment of aviation safety managers. More often than not,  aviation safety schools devote significant portions of their syllabus to disaster preparedness and accident investigations. 

Yet, the real job of aviation safety managers is

So it is important that aviation safety managers know that these policy disciplines are separate hats, that is these policies are not the same as aviation safety policy. 

Let’s review what we have suggested are the six main goals of aviation safety policy and then compare the six other policy disciplines so that we can more easily see both what aviation safety policy is and is not.

In the course of creating and maintaining aviation safety policy, an aviation safety manager should be familiar with both what aviation safety policy is and what aviation safety policy is not. Once again the question of “Why?” comes up.  The answer involves the many and varied interests associated with the field of commercial aviation. I have included a short digest of other fields and their interests so that aviation safety policy manager may avoid confusion when it comes to what is aviation safety policy and what is the policy of other disciplines.

Many More Questions

Here is a bank of questions which might stir up a lot of ideas amongst the thinkers, policy advisors and policy makers of your organization. Remember that there are no right answers to the questions. The answers will come from continuously asking the questions locally within your company:

A. 1. Is it better to publish safety related data for the purpose of preventing a future incident or accident? Or

A. 2. Is it better not to publish safety related data, so as to be able to credibly deny prior or previous knowledge of a safety hazard which remained unresolved and over which the organization would have had the duty of care to resolve?

B. 1. Can it be more valuable to acknowledge a problem and work to resolve it and in the process aspire to eliminate any future recurrence of a similar or the same problem? Or
B.2. Is it of more value to keep a problem from public domain knowledge, so as to minimize legal exposure in the event the hazard leads to further and expected damage and injury?

C.1.Are incident and accident related losses inevitable and unpredictable and unpreventable? Or 

C.2. Are such losses directly related to known hazards and therefore known to some degree, possibly acknowledged to have been reasonably expected to have been known, predictable and preventable?

D. 1. Is safety more of value to an organization as a highly organized form or system of accident prevention communications? Or
D.2. Is it better to just operate at the maximum output possible and just pay for any losses which might occur out of chance, as they occur?

E. 1. Does Safety Pay? Does Safety Save? Or
E. 2. Does Safety cost the company money?

F.1. Is a safety program based on the following principles?


F.1.1.  Regular policy and procedures review


F.1.2.  Maintain safety documents under tight control


F.1.3.  Purge or deidentify safety documents after a short period of time. Use deidentified reports for mishap prevention education


F.1.4. Use safety data solely for safety purposes & never to defend the organization in court against loss claims

Or

F.2. Is the Safety program used to: 


F.2.1. Defend the company in court 


F.2.2. Prevent or delay dissemination of data


F.2.3. Minimize losses due to claims as they occur?

G. 1. Does the flight crew scheduling department minimize occurrences of fatigue producing pairings? Or
G.2.  Does scheduling not consider fatigue as a criteria and then require that flight crew members come up with fatigue counter measures and coping mechanisms?

H.1. Do you spend a lot of time, effort and money preventing accidents, losses, damages, injury, death, catastrophe, disaster and mass casualties? Or

H.2. Do you sit back and wait for a mishap, and then spend time and money recovering from the disaster, the losses, the public relations damage, waste of managerial expertise?

I.1. Do you collectively bargain with employee groups which represent the safety interests of the members of those groups? Or
I.2. Do you refuse to negotiate, delay bargaining or even attempt to disrupt the organization which represents various employee groups, so that consultation with employee group safety representatives is averted?

J.1. Do you attempt local solutions to local safety problems? Or
J.2. Do you subscribe to an industry standard approach to all safety problems?

K.1. Do you attempt to work jointly with all professionally represented employee groups? Or
K.2. Do you attempt to impose unilateral solutions upon the organization from the top?

L.1. Do you maintain a corps of representatives who regularly research the latest developments and technology so as to form company policy as up to date as possible? Or
L.2. Do you maintain the status quo with an “if it ain’t broke don’t fix it” policy? 

M. 1. Does your safety policy prevent losses? Or

M.2. Does your legal department and insurance company handle most of your safety claims?

How can the asking of questions be a key element to the success of forming a successful aviation safety policy? 

There is no definitive answer to every policy question, because global commercial flight operations are a very dynamic set of ever-changing circumstances. In Europe and in other markets of the global economy, companies are continually being created to fill new market niches. Big established airlines are constantly receiving new aircraft. 

Communications and navigation equipment and the procedures to employ them enjoy continual improvements. Airports to which an airline had previously not been operating suddenly become available. 


Experts in human factors constantly contribute operational recommendations to improve human performance.

Local Policy Formation

Local safety policy formation must establish the actual goals and expectations by which the entire organization is expected to proceed.

If safety policy is formed correctly, each member of an organization will be able to contribute in a positive way to the safety success, and therefore the business success of the organization. 

If the process includes inputs from members of all levels of the organization, then policy will reflect the insight of such people as the line operator. 

Why would that be of great value? The insight and wisdom of the line operator is of the greatest value, because they may have seen a flaw in an operation first hand and could be a valuable source for both policy changes and procedure adjustments.


Safety policy formation should contain great specificity and clear guidance from the top, as well as a joint and open input from all members of an organization.

Why? Standard operating procedures are written directly from policy, at least they should be. Safety Policy states what we should do and what we will do. Then, standard operating procedures (SOP) are written as a step by step, recipe for action. If the policy contains great specificity and is clear and is guidance from the top most leaders of the company, then the writing of SOP will contain great specificity, it will be clear and it will be clearly obvious that these are procedures from the top leaders of the company. 

As employees interact, such as mechanics and fuelers, or the flight crew and the mechanics, they will all be working under an SOP that is written in great detail and is integrated and aligned in the actions prescribed. In this manner, the actions of various employee groups will not be in conflict, but will be in harmony. In this manner, the actions of the employees will be additive to the success of the company safety goals and the company’s commercial business effort.

ATC switch runways late due to ATC policy. Yet airline company procedures require flight crews to enter large amounts of data for flight management system guidance, setup and pre-brief instrument approach procedures. One notable example is Los Angeles International Airport which assigns arrival routes and runways to arriving aircraft very late in the arrival process, often well below 8000 feet. For many automated cockpits, the setting up of the automation has taken place much earlier. Also, the approaches are drawn off of GPS fixes, so that regular radio navigation procedures may not usable. The uncoordinated ATC-company policies create a hazard, where-in crews are either head down in the cockpit reprogramming flight management computers to comply with ATC, or they toss their hands up and say, “I need a vector to comply,” meaning that ATC workload is now increased.

The safety policy which guides one employee group should not conflict or be an obstacle to the work of any other group. For example, safety policy directing the installation and removal of gear pins and pitot covers by mechanics should flow with the preflight policy requirements of flightcrew. Catering policy should flow smoothly without conflict with flight operations. Training safety policy should be totally integrated with standardization safety policy.

If safety policy formation is vague, generalized, non-specific for the local operation or is not created with the joint inputs of various segments of an organization, it will not be capable of producing the top down guidance needed to meet the safety challenges of mishap free operations in the globally competitive commercial aviation market place. 

Conclusion

This paper is designed to review the critical management component for any aviation organization, the formation of safety policy. 

Seminar attendees will have the knowledge to share effective safety policy formation processes and examples. Attendees will return to their own organizations with a renewed knowledge to ensure that their organization has the best possible process for safety policy formation.  

By ensuring that the global commercial aviation community reviews their individual safety policies locally on a regular basis, Flight Safety Foundation and the European Advisory Committee has substantially contributed to the goal of improving global approach to safety in Europe and worldwide. 

Safety policy is one of the most critical components of any safety program.  It is the goal of this paper to encourage aviation organizations to devote the time and resources which would ensure the formation of effective safety policy.
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� “Policy.” Def. The Random House College Dictionary, 1973 ed. 
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