
1 

How Do High-Risk Small Business Frontline Workers Learn 
from Everyday Work to Increase Risk Awareness and 

Prevent Workplace Accidents? 
 

 

 

Tony Willis 

GradDipAccidInv 

 

 

 

 

Safety Science Innovation Laboratory 

Griffith University 

 

 

Submitted in fulfilment of the requirements of the degree of  

Master of Arts Research 

 

July 2022  



2 

Abstract 

Small business possesses unique characteristics not found within larger organisations, such as 

being more centralised in decision-making and having multiple resource constraints, including 

limited finances and expert safety personnel, leaving such obligations to the owner-manager. 

Likened within the literature to an octopus with multiple roles, the owner-manager has to diversify 

to survive. Survival is a term commonly used in the literature when describing the continual issues 

faced by small business operators. 

In addition to the demands placed upon small businesses due to their size, small business also 

creates an interesting context for the purpose of understanding dynamic risk management. Not 

ideally suited to the principles of bureaucratic safety management, where safety management 

systems and procedures dictate workflow, small business is more simplistic in its approach and 

relies upon dynamic social interaction to manage risks. This dynamic risk management style 

provides an environment where the safety II view of safety management, as emergent experiences 

of the workers, can be suitably applied as the theoretical lens for this research project. 

Motivated to improve the understanding of how risks are managed within small business aligned 

to the principles of safety II, the research design focused on frontline workers to seek the most 

accurate findings based on experiential fact. 

A total of 11 interviews were conducted with a combination of owner-managers and employees 

across small businesses from the trades and services occupations. Trades and services were chosen 

due to the continually high annual injury and fatality statistics. 

The research project discovered that small business is primarily motivated to complete individual 

everyday tasks over safety. Small business navigates the safety landscape in terms of job 

completion, and any act that seeks to interrupt the anticipated load for the day is seen as a threat 

and managed appropriately. 

Safety activities are viewed either as an annoyance or a resource, dependent upon whether they 

hinder or support the timely completion of work. 
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The necessity to identify hazards and risks to prevent accidents is informed via an experiential 

learning cycle that can be experienced practically, shared personally by colleagues or, in some 

cases, imparted by other workers who are not known personally to the work crew. Safety messages 

are regularly utilised via different methods and include ‘during task completion messages’ that are 

based on that person’s previous experience with the task. 

This research adds to the limited body of knowledge in proactive accident prevention in the sense 

that we can start to understand that other hazard control techniques should be looked at differently 

to complement real-world learning. Real-world learning to better assist workers who are 

confronted by and manage risks that emanate from everyday work completion. 

In closing, recommendations are made to aid in expanding the body of knowledge in the area of 

empirical evidence to understand everyday work to strive to further reduce accidents putting 

control of such, in the hands of the workers. 
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Reflexive Statement 

A Personal Reflection on ‘Safety’ 

My work life started as an engineering technician in the gas industry. I worked predominantly in 

a domestic environment but was also involved in commercial and industrial environments later in 

my career. My introduction to safety (hazards and risk management) was gained through daily 

tasks that included, for example, the interaction with water, gas, electricity, working at heights, 

noise and asbestos. Looking back, these were by-products of work that were being managed to 

allow us to focus more on our specific work priorities: maintaining safe functioning gas systems 

for our customers who were relying upon our skill to achieve heating, hot water, cooking or maybe 

success in a commercial process derived from the use of gas. 

Aside from a motivation to complete daily work objectives without being injured (because it is 

inconvenient and delays work completion), my first involvement in safety compliance and looking 

at safety as a standalone subject separate to work—as a work priority—was in a regulatory 

capacity. After undertaking both vocational safety study and tertiary study in accident investigation 

and following several years in a regulatory safety role, I wanted to better understand risk 

management from a worker’s perspective. 

The certificate IV I completed in work health and safety gave me good insight into the rules that 

should be followed. I then completed post-graduate study that confused rule-following with 

autonomy and workers managing risk based on context, not stated rules. This area of study 

resonated with me as it seemed more in keeping and aligned with my own experience of work 

completion and managing risks, in that order of priority. 

My academic study had given me a different safety vocabulary: drift, safety differently, workers 

are the solution, everyday work exploration, safety learnings, understanding work that goes well, 

failing safe, safety I and safety II. I started to notice the recurring theme of worker participation in 

creating safer environments. With 15 years’ experience working in a trades and services role, I 

was motivated by research that included the views of workers based on their own experiences—

the people that actually manage risks every day. 
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Continuously reading about safety II as though it was the invention of something new, I believed 

there was an area of the workforce (small business) that possibly worked to a safety II model, 

although empirical research was lacking. There was an opportunity to extend the safety science 

theory and learn from the front line. 

The research carried out has been invaluable and taught me something different. Prior to the 

participant interviews, I would have told you that the definition of safety was as simple as keeping 

accidents as low as possible and going home safe. I now accept this is a traditional safety 1 lens of 

safety. Safety II has progressed to safety as worker capacity. Safety II strives for failing safe, being 

able to anticipate risk management changes and adapting reactively. Safety is the presence of 

something (risk experience) and not the absence of something (zero accidents). 

This research has shown me that neither of these definitions works with how small business learn 

and adapt from everyday work to prevent accidents. First, to prevent an accident, one has to be 

aware that the current work is not preventing an accident and take notice or, better still, take action. 

This presents a problem. Small business is not in business for safety. The capital that exists is not 

in the form of safety. Small business targets are not zero harm or having a presence of worker 

capacity, at least not when work is completed as planned. As planned is defined as work 

completion. Work completion does not include external unplanned factors, such as that it took 

longer. These are considered normal, planned (unplanned) scenarios. Where safety conscious 

thinking does emerge, it emerges when necessary. Safety is present but only as a by-product of the 

number one priority, to achieve the business purpose: to install a fan, install a pipe or repair a 

broken fitting, for example. 

Notwithstanding, the safety that is created by small business is created, at times, by accident. It is 

obvious to state that everyone is focused on safety when safety is an issue. However, our focus 

with this project was abundantly clear: we are focused on proactive prevention. It is clear that 

proactive prevention is only a consideration within work planning. A focus on work planning will 

increase the likelihood of safety, both proactively and reactively. However, this is not a direct link 

to safety but because work has to succeed in the interest of work completion. This is the underlying 

principle of ‘work’ and why we all turn up for an ‘honest day’s work’. 
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The new view is a desirable theory for larger organisations that devote time to individual risk 

management, and personnel exist to achieve compliance and prevent accidents. The new view and 

the supporting theories that have emerged make this an exciting time for safety science and, 

although unquantifiable, will undoubtedly prevent accidents from occurring by way of drift 

realignment. 

However, for small business, the concept is more challenging, although arguably, it occurs not as 

a new view but as ‘the view’. Other trades, peers, co-workers and managers share stories wherever 

the situation feels comfortable enough or whenever the situation feels uncomfortable enough. In a 

simple environment, this is the simple solution. Small business never fully completed the 

metamorphosis to the cumbersome paper-intensive, bureaucratic safety I, so, therefore, are already 

at safety II. Small business has achieved the enviable position of utilising the full suite of safety 

science theories to solve the situation they face at the time. This may include Heinrich at times, 

may include systems safety, will likely include high reliability organisation theory and will, 

without conscience, include a focus on what went well, not for safety but to achieve task 

completion. 
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1 Introduction 

1.1 Accident Prevention: Centralised Control and Safety II 

Workplace safety is heavily reliant on paper-based rules that aim to keep risks to workers to an 

acceptable level. Although the safety science literature has discussed different methods to manage 

safety, legislation imposed on organisations has led to the centralised style that seeks to manage 

worker behaviour, particularly in the area of workplace procedures. The challenge for workers in 

an environment that constrains autonomy and independent problem-solving is that it does not allow 

responsible workers to adapt to make the system work (Provan, 2020). 

Within the past decade, safety science has been introduced to safety II, an approach that focuses 

on how work is done, looking for the different ways workers adapt to change. Provan (2020) 

describes safety II as enabling workers ‘to dynamically align the pursuit of both safety and 

effectiveness’, accepting that there are always multiple conflicting goals, such as limited resources 

and pressures to achieve more (p.2). 

1.2 High-Risk Small Business as a Safety II Case Study 

The safety II theory provides an alternate lens to use when trying to understand challenges in work 

and reducing accidents. This theoretical development in safety science has led to companies such 

as Mitchell Services (Forge Works, 2020a, 00:00:37) and Urban Utilities (Forge Works, 2020b, 

00:01:48) evolving their safety thinking to progressively change their theoretical and practical 

approach to safety. During a presentation at the ‘Safety II in Practice Workshop with Erik 

Hollnagel’, (Forge Works, 2019), Mitchell Services and Urban Utilities explained how they have 

evolved their practices towards the new view. Dekker (2014) explained that the new view sees 

‘errors as symptoms of trouble deeper inside a system’ (p. 6). 

The introduction of safety II to look at safety has created a ripple effect among the safety science 

community globally. Trying to make ‘sure that things go right, rather than by preventing them 

from going wrong’ (Hollnagel, 2014, p. 147) represents a contemporary overhaul of how risks are 

managed. 
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The application of risk management safety II theory is moving everyday work analysis away from 

the worker as a focus and towards the organisation. The presentations demonstrated by Mitchell 

Services and Urban Utilities reflect the forward-thinking approaches currently present in safety 

science and being implemented within larger organisations. 

However, larger companies are fortunate in that they can devote time to individually assigned 

safety roles within an organisation to implement new strategies and present them to wider 

audiences, who also represent larger organisations. They have the time to learn about safety. The 

question is, where does this leave small business? A suitable approach for larger organisations 

does not necessarily suit smaller organisations. Sinclair and Cunningham (2014) explain that there 

is a disparity between larger business and small business acknowledging the reasons for this, 

including less resource slack, greater time demands on managers, poorer manager attitudes to 

safety and fewer employees engaging in activities such as safety activities. 

The challenge to be accepted by the safety research community is that if there is a compelling case 

for safety II in large businesses, we should not simply assume that this is true of small businesses. 

Small business should be afforded the opportunity to display its own strengths and challenges 

under the lens of safety II. The present academic literature is saturated with papers devoted to 

safety theory (including safety II) but lacks empirical evidence regarding the practical application 

of safety II to small business. 

1.3 Small Business Risk Management at Present 

The safety landscape for small business at present allows the actors within the system to self-

regulate with minimal, if any, proactive intervention from safety personnel or safety regulators. 

However, if an accident does occur, the workplace legislation intervenes to require the accident be 

reported, which, in turn, instigates a process whereby the safety regulator will visit the site 

(Worksafe, 2019). This is a reactive approach to an accident that has now already occurred. A 

post-incident analysis is then conducted that examines where drift in the system may have 

occurred. 

Safety II thereby leads one to question whether small business actively seeks to understand 

everyday work in the interests of safety before an unwanted event occurs. If a serious injury, illness 
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or dangerous incident is not experienced and the regulator is not required to be notified, are the 

same accident investigation contextual habits applied, and is there an opportunity to learn from 

accidents (Stemn et al., 2018)? According to Vastveit et al. (2015), organisations ‘must exploit 

every opportunity to learn. Every incident or near-miss represents such an opportunity’ (p.81). 

Therefore, safety II suggests that the line between achieving safety and performing everyday work 

is much less straightforward than previous safety theory suggested. Applying safety II as 

researchers to understand safety, as per the true intent of safety II, requires studying the practical 

application of everyday work. Presently, there is a gap in the body of knowledge between research 

that focuses on safety II theory, investigating everyday work, pre-accident, and whether it is, or 

can be, applied practically by high-risk small business. 

Small businesses do not have as many explicit safety personnel compared to larger organisations. 

However, this does not mean they are not adapting or evolving to create safety. By studying 

everyday work, as safety II suggests, maybe the research can identify the actions small business 

are taking to improve or create safety. 

An opportunity exists to seek feedback and learn from high-risk small business frontline workers. 

The safety science academic community is aware that small businesses typically do not have the 

formal feedback and learning systems of larger organisations. However, maybe they are still 

learning, albeit in less formal ways. 

1.4 Small Business Challenges 

The challenge in small business is understanding safety and consciously thinking about safety 

when work is the focus. Can safety science simplify safety for small business with the safety II 

theory? Is small business already adopting the safety II theory and learning from work that 

succeeds? According to Masi and Cagno (2014), barriers to safety interventions in small business 

include devoting less human, economic and technological resources to safety than larger 

businesses and having a lower capacity to effectively assess and control risks than larger 

enterprises. 
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Only after research is conducted to establish how small business stays safe, or accident free, can 

safety science continue to contribute to the evolving theory and the practical application for 

frontline workers, such as in high-risk small business. 

In summary, the research question this project will answer is: How do high-risk small business 

frontline workers learn from everyday work to increase risk awareness and prevent workplace 

accidents? 

To answer this question, this thesis explores the current literature around the uniqueness of the 

small business work environment and the challenges faced within the small business landscape. 

The thesis then explores the different ways data can be gathered to investigate the research 

question. A comprehensive findings section details the significant themes from the data gathering 

and data analysis. Finally, the thesis explains how the findings relate to existing literature, with a 

final section dedicated to recommendations to continue progressing safety science in this area. 
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2 Literature Review 

2.1 Defining Small Business 

Within Australia, small business is defined as ‘a business employing fewer than 20 people’ 

(Parliament of Australia, 2015, p.1). Under the overarching definition ‘small business’ exist 

nuances such as non-employing businesses (sole proprietorships without employees), micro-

businesses (businesses employing between one and four people) and other small businesses 

(businesses that employ between five and 19 employees). 

The Parliament of Australia (2015) provides a contextual definition in addition to a statistical 

definition, describing small business as being ‘more likely to have independent ownership and be 

operated independently’ (p.1). Further, the day-to-day running of a small business is by owners or 

managers that tend to have ‘close control of operations, undertake principal decision-making and 

contribute most of the operating capital’ (Parliament of Australia, 2015, p.1). 

As of 30 June 2021, there were 2,402,254 actively trading businesses in the Australian economy 

(Australian Bureau of Statistics, 2021). Within the 2020–2021 financial year, construction was the 

largest industry, with 410,839 businesses. In terms of employment size, within the 2020–2021 

financial year, 699,623 businesses employed one to four people, 230,633 businesses employed 

five to 19 people, and 1,410,049 were non-employing businesses. 

In summary, small businesses with at least one employee accounted for 930,256 from a total of 

2,402,254 businesses. As a percentage, within Australia, 39% of businesses are small businesses 

with at least one employee. Including non-employing businesses (2,340,305), 97% of Australian 

businesses were small businesses (Australian Bureau of Statistics, 2021) within the 2020–2021 

financial year. 

Narrowing the small business landscape further, specific to Queensland, Australia (the researcher’s 

home state), the Queensland Government (2021) states that Queensland is home to more than 

452,000 small businesses (employing fewer than 20 people), representing over 97% of businesses 

statewide and employing approximately 42% of all private-sector workers. 
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2.1.1 Defining High-Risk Sectors within Small Business 

It is widely reported within the literature that small businesses constitute a special problem in 

regard to the prevention of occupational injuries (Hasle et al., 2010). Small businesses have a more 

hazardous work environment (Sørensen et al., 2007) coupled with a lower capacity to effectively 

assess and control risks (when compared to larger organisations) (Masi & Cagno, 2014). 

The Australian Bureau of Statistics (2022) Australian snapshot of worker-related injuries 2017–

2018 (current at time of writing) identified ‘Technician and trade workers and community and 

personal service workers were the occupation groups with the highest rates of people who 

experienced a work-related injury or illness’ (72 per 1,000 employed persons and 69 per 1,000 

persons, respectively). A visual representation of the data is provided in Figure 1. 
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2.1.2 Figure 1: Share of People Who Experienced a Work-Related Injury or Illness by 

Occupation Groups and Sex 

Amalberti (2001) described systems where the risk of an accident lies within one accident per 

1,000 events, as is the case with trades and services occupations, as ‘regulated systems’ (p.111). 

Safety in these systems ‘is in the hands of professionals’, with safety typically being managed by 

regulations and procedures (p.111). Accidents, or near accidents, are repeated stories of past 

accidents, and near accidents and reporting policies are dominant safety strategies. Amalberti’s 

description of ‘regulated systems’ can be extended to include the aforementioned high-risk sectors 

within small business and Amalberti is also accurate when describing such systems as being 

managed by regulations and procedures. Although, within this statement, we can see the conflict 

for small business in that Amalberti believes the regulations, procedures and reporting policies are 

in the hands of the professionals. If the regulations and procedures, in the hands of the 
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professionals, is what regulates the state of safety in small business, then small business is at a 

disadvantage to regulated systems that have the financial capacity to utilise full-time employees. 

The stark reality for small businesses is that they are often not in the hands of (safety) professionals. 

2.1.3 Barriers to Learning within Small Business 

Much attention has been paid in the academic literature to the multiple challenges faced by small 

businesses compared to larger organisations. Such challenges include operating under extreme 

financial pressure (Legg et al., 2015), technological limitations (Micheli & Cagno, 2010), the 

culture being dictated by the owner, who is the ‘dominant actor in relation to any changes made’ 

(Hasle, 2006, p.8) and, with small business being socially isolated, the low probability of 

compliance inspections (Cunningham et al., 2014). These barriers will be further explored to 

understand the individualistic characteristics of small business. 

2.1.3.1 Management in Small Business 

An overwhelming characteristic in small business, when compared to larger organisations, is the 

multifaceted role of the owner. In small business, the owner is the responsible person. Hasle (2006) 

uses the metaphor of an octopus to describe the unique role of small business owners. ‘Like an 

octopus’, small business owners have to handle many different issues at the same time (p.8). In 

this dynamic environment, where the owner-manager is the one person attempting to handle all 

management issues, it is no surprise that health and safety is not always high on the agenda (Hasle, 

2006). 

Primarily, the owner-manager is focused on the survival of the company but is also required to 

manage all or most other activities not directly related to production, such as sales, production 

planning, human resources and billing (Hasle et al., 2010). It is for natural survival reasons that 

health and safety is a minor focus. Hasle et al. (2010) explain that the minor focus of the owner-

manager is due to limited resources, including knowledge about health and safety. 

In instances where managers do embrace change, careful consideration is afforded. Changes are 

more pronounced in a small business because the operating environment is smaller (Walters, 

2003). The multiple challenges faced by small businesses are interlinked and operate in tandem. 

The structure is simpler and commercial pressures are often felt more keenly and immediately. 
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Walters (2003, p. 4) indicates that the interrelationships between the functions of operating a small 

business are so tight that a shift in one area will have immediate consequences in another. 

Part of the issue with managers attempting to manage safety issues in addition to the day-to-day 

running of the business is that it creates an obstacle to positive results from safety interventions. 

Rubenowitz (1997, as cited in Whysall et al, 2006) found ‘a lack of commitment from the line 

manager’ to be a major contributing factor to the prevention of safety interventions (p.810). 

Various researchers have provided differing reasons for small business operators’ decision-making 

relevant to safety and the management of risk. These include ethical decisions that are based upon 

family and individual beliefs (Quinn, 1997, as cited in Larsson, 2003). Small business owners 

follow a less formal rational decision process than professional managers from larger organisations 

(Smith et al., 1988), and family members (owners) are less career orientated and refrain from 

drawing money from the business (Cromie et al., 1995). 

In addition, the social environment within an organisation can, driven by the owner-manager, 

affect the response to emerging safety issues. When workplace injuries and illnesses arise, how 

they are viewed depends upon how the situation is defined socially (Cunningham et al., 2014). 

Hasle (2006) explains that small business may have a better social work environment due to the 

close social relations, and this is intrinsically linked to the owner-manager. The social environment 

is dependent upon the behaviour of the individual owner and, thus, is vulnerable to emotional stress 

(Hasle, 2006). 

Legg et al. (2015) aid in this contextual small business dilemma by declaring that small business 

owners work very long hours and devote time to the most pressing issues. Small business owners, 

therefore, have less time and energy for non-core tasks, such as managing safety. Not only does 

the manager of a small business have the difficult task of running an enterprise day to day, but 

they (the manager) are often also the owner and have no, or a very little, time to deal with all the 

company activities, among which safety is one (Micheli & Cagno, 2010). 

2.1.3.2 Lack of Resources 

A lack of available resources has a broad meaning within small business and is widely referenced 

as a fundamental inhibiting characteristic when compared to larger organisations. The Parliament 
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of Australia (2015) acknowledges that small business has a lack of resources in the areas of 

innovation. Due to small businesses’ characteristics, the barriers to innovation include a lack of 

access to additional funds, skill shortages, lack of access to knowledge and technology, the effect 

of government regulations and compliance, the need to adhere to standards and uncertain demand 

for new goods and services.  

Masi and Cagno (2014) carried out interviews with 58 safety officers of small and medium-sized 

enterprises (SMEs) to gain an overview of the most frequent barriers to safety interventions. The 

study identified that both ‘lack of time’ and ‘lack of economic resources’ under the ‘resources’ 

banner ranked among the highest in absolute frequency (p.233). When looking at potential causes 

for the lack of resources finding, Masi and Cagno (2014) suggested that it is better to discuss the 

lack of resources as a lack of resources dedicated to occupational health and safety (OHS). Masi 

and Cagno (2014) drew the conclusion that small businesses often view safety uniquely as a cost, 

while the economic advantage of investing in safety is not perceived by small business owners and 

managers. The resources dedicated to safety, in comparison to larger organisations, are allocated 

on the basis of priorities. There lies a distortion where the benefits of investing in the short term 

(in production) outweigh the benefits of investing in the long term (safety) (Masi & Cagno, 2014). 

The small business environment is often described in the literature in terms of resourcing brutality 

akin to survival. Survive is a term commonly used in the small business literature (Cunningham et 

al., 2014; Dugdill et al., 2000; Hasle, 2006; Laird et al., 2011; Pinder et al., 2016; Sørensen et al., 

2007) and a stark reality of the small business landscape. ‘Small enterprises have to cope with 

severe business constraints in order to survive’, with a consequence being health and safety is 

‘often pushed aside by management’ (Hasle, 2006, p.6). 

In keeping with the use of the word ‘survival’, when businesses’ resources are scarce, and small 

business is in a literal battle for survival, economic resource pressures override health and safety 

concerns (Quinlan & Mayhew, 2000, as cited in Masi & Cagno, 2014). 

2.1.3.3 The Burden of Compliance 

To understand how small businesses manage safety, it is necessary to consider the regulatory 

context they operate within. An example from the author’s home country (Australia) is structured 
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around two primary principles under the Work Health and Safety Act 2011 (Qld): duty of care and 

self-regulation. Duty of care is defined as ensuring ‘the health and safety of workers, so far as is 

reasonably practicable’ (WorkSafe, 2022). A broader definition of how to comply with legislation 

in Australia is to: 

develop a system with a WHS policy and work procedures, identify all the hazards that 
could hurt people and write down how you are going to minimise the risk of it happening, 
record all incidents and injuries, training, supervision and communicating to everyone 
about workplace safety and consulting with staff on the previous listed criteria (Stoll et 
al., 2014, p. 25). 

Stoll et al. (2014. p. 25) describe how the ‘authors provide WHS advice to organisations large and 

small’ and whereby ‘larger organisations with WHS specialists and legal counsel see compliance 

as standard work practice. … small business and business owners find legal compliance daunting’. 

Larsson (2003, p.3) is more abrupt in declaring that the present general character of the ‘duty of 

care’ ‘legal framework is of little practical and applied problem-solving use to the small business 

operator’. 

Walters (2003, p. 2) describes that in countries where OHS legislation focuses on risk management 

(e.g., in Australia), ‘the style of management sought is largely a participative one’. The author 

continues to explain that, in the case of small business and in contrast with the participative (self-

regulation) ethos, ‘approaches to regulating health and safety in small businesses are typically 

addressed exclusively to the employer alone’ (Walters, 2003, p.2). The author concludes that 

participatory approaches are far more suited to larger business, where personal closeness between 

employer and employee is not a factor. 

Masi and Cagno (2014, p. 232) also identify barriers to learning within SMEs and suggest legal 

requirements, with a lack of expertise and time to propose compliance solutions, cited as possible 

challenges. A solution proposed to this identified barrier to learning is that compliance rules should 

be tailored to the needs of SMEs. A counter effect is SMEs attempting to ‘show compliance’ rather 

than ‘ameliorating their OHS conditions’ (Masi & Cagno, 2014, p.232). Due to SMEs having a 

higher level of personal subject-specific technical knowledge and expertise and limited access to 

external sources of advice and support, they generally lack formal documentation, particularly in 

the area of safety (Legg et al., 2015, p. 191). 
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2.1.3.4 The Effects of Self-Regulation on Small Business 

Dekker (2014) articulates the current risk management landscape as a bureaucratisation of safety 

with an emphasis on hierarchy and formalised rules, characteristics more suited to larger 

organisations (Pinder et al., 2016). Pinder et al. (2016) draw a comparison between the 

bureaucratisation of safety and small business research, suggesting that the bureaucratisation of 

safety being given less attention in the safety literature has meant that when empirical studies have 

been carried out on small businesses, they have presented an overly negative picture of the safety 

practices employed by small business because they are being viewed through ‘a “model 1” 

viewpoint’. The model 1 viewpoint is the same as the ‘old view’ of safety: rules are seen as static, 

comprehensive limits of freedom of choice (imposed on operators at the sharp end) and violations 

are seen as negative behaviour to be suppressed (Hale & Borys, 2013, p. 218). 

Pinder et al. (2016) argued that small businesses develop safety practices that are not always 

aligned to formal recognised practices but, nevertheless, are safe within the context of work they 

are applied to. Pinder et al. likened this work (risk management) approach to ‘model 2’. Model 2 

is equivalent to safety II: operatives are central to rule-making, social processes are key to rule use 

and rule-making is a continuous, dynamic process (Hale & Borys, 2013, p. 218). 

Evaluating small business safety practices via a safety II lens would be conducive to a more 

accurate empirical study. A culture that includes a more informal (and less bureaucratic) 

environment with a greater reliance on (and a preference for) tacit learning and knowledge and 

informal learning from peers and experience (Pinder et al., 2016) would be better viewed through 

the eyes of safety II. 

2.1.3.5 Small Business (Self-Regulation) Case Study 

Walls and Dryson (2002) discussed the effects self-regulation can have on small business. Their 

study was conducted over five years after the introduction of self-regulation in New Zealand. Walls 

and Dryson (2002) carried out research with 299 randomly selected enterprises that utilised a 

welding process in their operations. The individual work sites were visited by New Zealand 

occupational safety and health officers of the Department of Labour. The results of the research 

identified that only 40% of New Zealand businesses in the sample had adopted the most basic of 
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regulatory requirements to control health and safety risks. In addition, fundamental safety issues 

(welding in a confined space) were ignored by >50% of enterprises. The study concluded that 

‘self-management of health and safety risks had not occurred in over half the enterprises surveyed’ 

(Walls & Dryson, 2002, p.305). 

2.1.3.6 Safety Management Systems 

Since the mid-1970s, Australia has had a focus on workplace safety (Li & Guldenmund, 2018). 

Following a major shift globally in how workplace legislation regulates risk management, a new 

era began with the introduction of performance-based regulation (Committee on Safety and Health 

at Work, 1972). Performance-based regulation sets out procedural requirements supporting self-

regulation, leaving employers and workers to formulate and implement health and safety policies 

and procedures to manage health and safety risks (Legg et al., 2015). Expressed another way, Li 

and Guldenmund (2018, p.98) explained that this was a ‘shift from individual initiatives to a 

systematic approach through the development of a safety management system’. Towards the end 

of the 1980s, some larger companies had established initial versions of a safety management 

system (SMS). SMSs are now widely used in companies to control their risks (Li & Guldenmund, 

2018). 

Gallagher et al. (2003) conducted a ‘barriers to success’ study of occupational safety and health 

management systems in Australia. The authors noted contextual barriers to effective SMS 

operation for small business, with small business identified as lacking familiarity with systems (of 

any kind), being unaware of SMSs and being unable to ‘spare time or resources to implement such 

an approach’ (p. 75). 

From an implementation perspective, where safety is managed directly on the front line, Legg et 

al. (2015) found that SMSs in SMEs comprise the use of oral rather than written communications, 

occurring co-dependently with the personal relationships that exist within a small business 

environment. 
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2.2 Small Business Empirical Research Studies 

2.2.1 Small Business Research Underrepresentation 

The academic literature on small business is growing, although the body of empirical evidence on 

safety in small business remains limited and ‘spread thinly across a wide range of industry sectors 

and geographical locations’ (Pinder et al., 2016, p.34). Tremblay & Badri (2018) suggested that 

due to the particularities of the small business context, small business has not attracted the attention 

of a significant number of researchers in the subject area of safety. 

Legg et al. (2015) supported the belief that small business is under-researched empirically by 

noting that most research previously, and still, is mainly based on large companies employing 

more than 250 employees. Nowrouzi-Kia et al. (2019), in a recent systematic review looking into 

factors related to injuries in SMEs, concluded that scientific inquiry in OHS has focused on large 

enterprises, from which it is relatively easy to obtain large sample sizes. Nowrouzi-Kia et al. (2019, 

p. 57) provided further insight into the small business research lag by recommending ‘the need for 

increased research to identify antecedent factors associated with injury in SMEs’. 

2.2.2 Small Business Research and Contemporary Safety Science 

Although the current safety literature is now exploring the worker capacity space, where employers 

see their workers as a solution to harness rather than a problem to control (Dekker, 2015, p. 235), 

empirical research remains lacking on small business safety, is spread across many disciplines and 

is ‘piecemeal and meagre in light of its potential to reduce human and economic loss’ 

(Cunningham et al., 2014, p.149). Larger organisations, such as Urban Utilities (Forge Works, 

2020b), have embraced contemporary theories to create safer worker environments for employees. 

Safety Differently conducted a ‘micro-experiment’1 with Woolworths whereby the systems safety 

(old view) style risk management reigned supreme with ‘very little decision power lower down’ 

at the worker level. The experiment proved to be an overwhelming success, with a number of 

‘safety initiatives’ ceased as they added no value and ‘didn’t impact safety outcomes’ (Dekker, 

2018). In February 2022, Verhagen et al. (2022) published a paper titled ‘The problem with making 

Safety-II work in healthcare’. These studies are all progressing the different everyday work 

 
1 See Dekker (2018), The Woolworths experiment. 
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exploration theories but lack the statistical majority of the workforce, small business and, further 

refined, high-risk small business. 

2.2.3 Small Business as an Opportunity to Learn 

Compared to larger organisations, small business may present strengths in areas such as the 

simplistic organisational structure, where information can pass freely and quickly between key 

stakeholders. Quite often, with larger organisations, important information is stifled due to 

complex reporting lines or international time zones, for example. With small business, 

communication can pass quickly via a more centralised organisational structure. Hopkins (2019) 

described how centralised risk control is conducive to a culture of operational excellence. 

Cunningham et al. (2014) explained that small firms might be well-financed, high-technology 

organisations with knowledge of hazards and exposure prevention methods. In addition, Goffee 

and Scase (1985) revealed that owners of small firms tend to interact with and influence their staff 

directly, in comparison to large business, which can be mostly disconnected from the front line, 

sometimes always. 

Laird et al. (2011) conducted a study examining the characteristics of small business and whether 

utilising the characteristics identified would assist in managing hazardous substances in the 

workplace. In terms of characteristics, the study identified a strong recurring theme of the small 

business management style encompassing the ability to identify problems and challenges (p. 140). 

The authors concluded that there are certain characteristics of small business that potentially 

provide positive opportunities for preventive safety interventions. 

2.2.4 Potential Challenges in Accessing Small Business for Research 

The lack of empirical evidence carried out can be attributed to the difficulties faced by researchers 

in both accessing and studying small business (Pinder et al., 2016). 

Curran and Blackburn (2001) provided good insight for research studies. First, the authors stated 

that the most difficult problem in small business research is accessing small businesses. Curran 

and Blackburn (2001) suggested possible explanations, such as that small businesses are less 

visible; they may be apprehensive about sharing views and experiences with ‘outsiders’; small 
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businesses can be sceptical about the value of participating, potentially perceiving this as a ‘waste 

of time’; and they are often too busy, having a preference to earn an income (surviving). 

To overcome some of these challenges, Pinder et al. (2016), in their paper titled ‘Occupational 

safety and health and smaller organisations: Research challenges and opportunities’, suggest 

methods to overcome these challenges: 

 where small business may be too busy to participate, interview the participants at their 

place of work using a combination of structured and semi-structured interviews and short-

term ethnographies 

 where the subject matter may be sensitive, provide a copy of the questions in advance 

 if the small business prospective participants are sceptical about the value of the research, 

provide clear information about the purpose of the study and how the research will provide 

further benefit to practice. 

2.3 An Overview of the Small Business Safety Landscape: The Safety Lens 

Shift from Centralised Control to Decentralisation 

2.3.1 Centralised Control: Safety I 

Safety management at present is governed by a legislative framework that ‘involves a strong focus 

on standardization and compliance’ (Provan, 2020, p.1). The common, or preferred, approach 

utilised by organisations to achieve standardisation and compliance is to implement and maintain 

an SMS that dictates rules and procedural steps to undertake common tasks. Once these systems 

are in place and perceived to be “correct”, the priority is to align individuals with the organisation’s 

‘safety requirements and ideals’ (Provan, 2020, p.1). Provan (2020, p.1) described this safety 

management approach as ‘centralized control’. Central determinations of what is safe and any 

accidents are treated as the result of deviations from prescribed work. 

Hollnagel (2014, p. 49) labelled this approach to safety as safety I and described the safety 

management style as ‘avoiding that things go wrong’. Safety science has recognised that a 

limitation of this approach is that it can lead to a belief that if things are not going wrong (measured 

by accidents), workers, or the system, are safe. The system, work process or individual activity 
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becomes transfixed on right (nothing serious to report) and wrong (an accident has occurred). 

According to Hollnagel (2014, p. 51), ‘the two states are assumed to be clearly different, and the 

purpose of (current) safety management is to ensure that the system remains in the first state and 

never ventures into the second’. 

This is somewhat of a safety mirage or a false sense of risk management, as a lack of an event does 

not equate to a safe system. The narrative used under a safety 1 regime concludes with errors, 

violations and mistakes. Safety 1 consists of ‘behaviour-based safety programs that aim to “fix the 

worker” by making them accountable while leaving workplace conditions essentially unchanged’ 

(Dekker, 2020, p.4). This does not encourage the sharing of non-accident events, where workers 

undertake tasks in the belief that the system is safe at the time. It is only later, through a scenario 

that has not already been experienced, that learning takes place. These are opportune moments to 

create valuable and meaningful learnings. However, this seldom occurs in a safety 1 environment. 

2.3.2 The Introduction of Decentralisation: Safety II 

As an alternative to conventional, centralised safety theory, a suite of alternate accident reduction 

theories now exist in the safety science literature. Hollnagel (2017) introduced the safety world to 

a fresh look at safety management, with safety II described as the existence and assurance of 

capacities to make things go right. Dekker (2015, p. 235) described safety differently, explaining 

that ‘we should not see people as a problem to control but as a solution to harness. … and we 

should dare to trust people more than we trust bureaucracy, protocol and process’. Havinga (2017, 

p.213) discussed everyday work investigations, acknowledging that ‘researchers have started using 

terms such as success, normal, and everyday work investigations’. Due to the movement in safety 

science towards the study of everyday work, rather than ‘studying accidents’, Havinga 

(2017,p.213) provided solutions that ‘can be used as an aid for designing everyday work 

investigations for safety’ and are intended to ‘serve as a first step towards critical reflection on 

investigating everyday work’. Provan (2020) evolved the concept further with guided adaptability. 

Provan (2020, p.2) states that ‘if we get to count the bad things that have happened to people, then 

we have already failed. …safety management must be proactive’. Proven (2020, p.6) described 

guided adaptability as ‘recognising that variation (in everyday work) is inevitable’ and suggested 

that the ‘goal of safety management is to facilitate safe variation’. Complementary to the 
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introduction of these alternate methodologies, Rae et al. (2021) provided a practical ‘framework 

for exploring everyday safety-critical practice’. 

Although each label is slightly nuanced, they all fit glove in hand with supporting work performed 

by the practitioners closest to a hazard before an accident. All these ‘new view safety theories’ 

align with the ‘principles for the effective management of the safety of work’ (Forge Works, 2021). 

The continual study of everyday work should encompass learning where frustrations may lie, 

where challenges to adapt to evolving conditions may lie and where equipment inadequacies are 

affecting frontline work. The belief system that underpins all of these phrases around how we look 

at safety differently to reduce accident statistics involves including the workers who carry out the 

task by ‘motivating people by enabling them to contribute to the success’ (Dekker, 2020, p.2). 
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3 Methodological Considerations 

3.1 Introduction 

The theoretical and practical framework this thesis utilises in the data gathering, data analysis and 

results section will be detailed in this chapter. The methodological design of this project gave early 

consideration to the challenges in accessing small business for research, as discussed in the 

literature review. This chapter is structured based on the four research design elements of social 

research proposed by Crotty (1998): 

1. Epistemological stance. The researcher’s position on the nature of human knowledge. 

2. Theoretical perspective. Being informed by the epistemological stance and presented as the 

researcher’s philosophical worldview. 

3. The methodology that determines the research design. 

4. The research methods that comprise the practical approach to collect and analyse the data. 

3.2 Epistemology 

In deciding the appropriate research design, an awareness of the larger philosophical ideas the 

researcher brought to the project was acknowledged. Having a historical background in the trades 

and services sector and being employed multiple times in small business, gave the researcher the 

passion and motivation to understand workplace challenges that prevent the reduction of 

workplace accidents. The experience of the researcher directed the research philosophy. There was 

a motivation to understand workplace challenges as expressed by those who had experienced them. 

The researcher’s goal is to rely as much as possible on the participant’s views of the situation 

(Creswell & Creswell, 2018). Informed by this aim, the chosen epistemology is social 

constructivism. The constructivist worldview focuses on specific contexts in which people live 

and work to understand the cultural settings of the workplace. More specifically, social 

constructivists look for the complexity of individuals’ views rather than narrowing meanings into 

a few categories or ideas (Creswell & Creswell, 2018). In contrast, the postpositivist worldview, 

or ‘science research’, is more focused on identifying objective truths than understanding individual 

perspectives. Lingard and Oswald (2020, p.1) utilised the social constructivist approach when 



31 

conducting research looking at ‘the influence of the social context on work practices and safety at 

the principal contractor-subcontractor interface’. Lingard and Oswald (2020, p.2) drew a 

comparison between workplace safety ‘as an objective property of a technical system that can be 

measured through formal risk quantification’ and the opposing belief of workplace safety built 

upon the social and technological complexity of workplaces in which everyday trade-offs are made 

as workers pursue multiple goals (Dekker, 2015). The research project’s aim is to learn from work 

outside a formal documented framework and, thus, aligns more appropriately with the social 

constructivist approach to research. 

3.3 Theoretical Positioning 

Safety II theory is used as the philosophical worldview for this project and, thus, the philosophical 

assumptions of safety II and how they influenced the practice of this research project will be 

described. Guba (1990, p.17) described a worldview as ‘a basic set of beliefs that guide action’. 

The basic set of beliefs of safety II, as a safety theory, are (Hollnagel, 2017): 

 Safety II focuses on how things go well instead of how they sometimes go wrong 

 Safety II believes safety is managed by everyday work 

 Safety II focuses on what happens regularly (e.g., everyday work) rather than what happens 

rarely or not at all (e.g., accidents). 

The safety II worldview particularly defers to everyday experiences rather than exceptional events 

as determinants of what is safe. The influence this has over the research is that safety II theory 

steers the research towards understanding safety as something that is experienced and revealed in 

day-to-day work, in everyday work completion. Hollnagel (2017, p. 6) described regular, routine 

and habitual work as the work where ‘nothing unusual happens’ because the work goes unnoticed 

until an accident occurs. The safety II worldview believes that management of safety should be 

based on the understanding of the ‘nothing’, the typical everyday processes, ‘rather than on the 

snapshots of dysfunctional stress’ (Hollnagel, 2017, p.6). Under the safety II framework, safety 

management can be achieved by making sure the typical, everyday processes go well as often as 

possible. 



32 

3.4 Methodology 

Informed through a belief of safety being controlled through context-dependent work 

environments and not mandatory rule-following, the researcher decided upon qualitative research 

as the most suitable approach. Multiple qualitative methodologies were considered when designing 

the research and will be briefly discussed in relation to their original consideration, omission and 

inclusion. 

3.4.1 Qualitative Research Considerations 

3.4.1.1 Ethnography 

Ethnography is described as the ‘observation and investigation of the discourses, events, rituals 

and communication within a community or a set of individuals within that community’ 

(Gournelos, 2019, p. 10). Originally intrigued by this style of research, the researcher further 

examined the research question and contemplated the effectiveness of this method in producing 

the desired data to examine the research question. Ultimately, it was decided that ethnography 

would not fully identify the unique factors that drive each person’s behaviour. In an attempt to be 

more interpretive with the individual participants in this project, it was acknowledged that 

ethnography would not fully uncover how individuals think and feel about a particular context or 

task (Gournelos, 2019). 

3.4.1.2 Case Studies 

Case studies are a design of inquiry in which the researcher develops an in-depth analysis of a case 

that can include a program, event or one or more individuals (Creswell & Creswell, 2018). This 

project used high-risk trades and services as the case study groups, with the scope of each case 

study being small business. Safety II was then chosen as a lens through which to view each small 

business case study group. Flyvbjerg (2006) explained that social science may be strengthened by 

the execution of a greater number of good case studies. According to Flyvbjerg (2006), the 

advantage of case studies is that they close in on real-life situations and test views directly in 

relation to phenomena as they unfold in practice. 
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3.5 Quantitative Considerations 

3.5.1 Surveys 

Surveys were considered early in the literature review, prompted by the researcher’s increased 

awareness that small business creates a unique availability issue. Surveys were therefore 

considered and analysed as a suitable alternative or redundancy in lieu of qualitative research. 

Personal interviews are resource-intensive for both the interviewer and interviewee. One of the 

disadvantages of surveys, however, is they are less expansive than other research methods. 

Considering the lens of the project is the study of everyday work to capture a deeper understanding 

of the small business safety landscape, surveys were considered less desirable in comparison to 

both ethnography and case studies (Biggam, 2011). 

3.6 Method 

The researcher reconciled that case studies would be the most suitable method, with one advantage 

being the opportunity to compare and contrast cases when drawing conclusions. Additionally, due 

to the limited existing research, a case study allows a more surface approach rather than a deep 

analysis. 

Specifically, the case study scope was in the high-risk trades and services work environment, with 

the case study criteria comprising how frontline workers manage everyday risk before an accident 

occurs. 

Under the umbrella of a case study, the participants were further narrowed to descriptive case 

studies. The intention, as supported by Biggam (2011), is to produce a full description of the 

phenomenon. This research strategy has been selected to gain a deeper understanding of small 

business challenges in learning from everyday work. 

The case studies involved semi-structured interviews with both operations and employees 

(Vastveit et al., 2015). A total of five different high-risk small business case study groups were 

selected as participants from the following trade sectors: 

 plumbing and gas 
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 electrical 

 pest control 

 refrigeration 

 farm machinery manufacturing and maintenance. 

The businesses were chosen with reference to the Australian Bureau of Statistics (2022) 2017–

2018 (current at the time of writing) ‘Worker-related injuries’ data. These data reveal that 

technician-type occupations have the highest rates of workers experiencing a worker-related injury 

or illness. 

The empirical evidence-gathering focused on firsthand accounts from frontline workers. Creswell 

and Creswell (2018) described qualitative research as an approach for understanding the meaning 

individuals or groups ascribe to a problem. Presently, qualitative research methods are lacking in 

the literature in relation to proactive accident prevention practices and, more specifically, small 

business accident prevention practices.  

To assist in progressing the limited small business research carried out to date, the research method 

for this project involved collecting data in the field, in the presence of the workers in their own 

context, to fully engage and understand the challenges, successes and frustrations of workers. The 

research approach meant the engagement was more personal and created greater insight into the 

research question. Notwithstanding, in consideration of small business logistical issues with busy 

business owners and employees, due to time constraints, and the COVID-19 pandemic at the time 

of carrying out the participant research, a mixture of methods was utilised. The primary method 

used was one-to-one semi-structured interviews, with other time-sensitive methods such as 

telephone interviews and Zoom/Teams style interviews also used due to COVID-19 requirements. 

3.6.1 The Research Location 

The research location was selected with careful consideration. This was due to the researcher’s 

previous experience working within the trades and services sector. The researcher carefully 

selected occupational groups without an actual or perceived conflict of interest. With the 

researcher working in a regulatory role, the locations were specifically chosen to include 

participants that the researcher had not engaged with through their normal course of work and with 
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whom the researcher had not personally or professionally engaged with when working within the 

trade occupation. Creswell and Creswell (2018) stated that selecting a site without a vested interest 

is important. To reinforce objectivity as a fundamental research goal and to avoid any perceived 

bias, the researcher separated the research from stakeholders where there may have been a 

perceived interest in the outcomes (Creswell & Creswell, 2018). 

3.6.2 Data Collection 

Small business is commonly referred to in the literature as time-poor with competing priorities. 

The research carried out for this project identified symptoms of these characteristics when 

attempting to arrange the participant interviews. In line with the challenges expected when 

researching small business, the researcher was required to be respectfully persistent and had to 

adapt to limited notice opportunities to carry out the research. All qualitative data for this project 

was derived from semi-structured interviews, with the mode of communication being a 

combination of face-to-face, telephone via speaker and WhatsApp interviews. Although these 

techniques are quite anomalous, all participants spoke at length and were not discouraged by the 

less formal approach. For time-poor small business, even more so during a global pandemic, the 

ability to be resourceful through the use of different methods for the interviews proved to be both 

a cost-saving and time-saving skill. 

All interviews conducted were carried out in accordance with the requirements of Griffith 

University, with peer support provided from the research supervisory team. After the first 

interview, the supervisory team critically analysed the process and provided feedback to improve 

the semi-structured question format and types of questions being asked. One of the 

recommendations was to ask more exploratory questions after the initial answer was given to better 

understand the meaning of the situation. For example, the Tell, Explain, Describe, Show (TEDS) 

method was used as a way to ask more open questions and gain a deeper understanding in a humble 

enquiry approach. ‘Tell me more’ proved very effective at peeling back the layers after a surface 

response to a question was provided. 

The same practical interview approach, or process, was then followed for each interview with the 

following key steps accurately reflecting the empirical research approach: 
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1. Planning the interview via telephone call to interested or relevant participants 

Planning is key with small business. Planning to be spontaneous is also critical. Quite 

often, participants would rearrange a time due to excuses that appeared to stem from a 

lack of interest at the end of a long working day. In these scenarios, the research team 

learned that if you are ready with a recording device and notebook, you could 

opportunistically (although planned) conduct the interview while the participant was 

travelling home or between jobs. This was identified as the reality of small business 

research. 

2. Establish the preferred time, date, place and method to conduct the interview 

Once again, with small business, maintaining preferred times, dates and places is 

ambitious. Having a background in trades and service, the researcher brought knowledge 

from the outset and was able to hold a dialogue with research participants that allowed 

for spontaneity. This less formal approach achieved the desired intent. 

3. Send research information sheet and consent form 

One of the original research participants, who volunteered their business early in the 

proposal stages, withdrew their voluntary involvement after the research information was 

sent. Upon review, although factually correct, the information sheet spoke about risks to 

anonymity and the controls that were to be utilised in an unclear way. After receiving this 

feedback, the information sheet was updated, resubmitted for approval and then 

distributed without further withdrawals from participants. 

4. Confirm consent form received before starting interviews 

Prior to beginning the participant interviews, the researcher developed a spreadsheet to 

track consent forms sent and consent forms signed and received. Bound by the 

University’s strict code of conduct, this was valued by the researcher as a critically 

important step. The researcher also included checklists and a narrative at the end of the 

semi-structured interview script to ensure key requirements were carried out consistently. 
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5. Have a suitable recording device that will capture audio (professional equipment may 

be required if conducting the interview via telephone speaker or WhatsApp) 

Each interview was recorded on a digital voice recorder (DVR), although initially a 

mobile phone was used. As some interviews were being recorded via loudspeaker 

(conference style), the mobile phone was not effective at capturing the audio, which 

made listening to the recording difficult at certain points. The researcher adapted by 

purchasing a DVR. The quality of the recording was far superior. 

6. Field notes were made for all interviews as interviewees spoke 

One of the advantages of telephone (or non-face-to-face) interviews was the ability to 

take notes during the conversation. This can be difficult with face-to-face interviews due 

to maintaining eye contact between interviewer and interviewee. As well as putting the 

interviewee at ease, the non-face-to-face interviews also put the interviewer at ease and 

proved a valuable technique for this research project. 

7. Closeout sheet (script) 

A closeout sheet was utilised at the close of every interview to cover specific closeout 

points, such as thanks, assure confidentiality, explaining next steps and clarifying if 

further interviews can occur if required. All participants consented to a follow-up 

interview if requested. 

8. After the interview finished, first thought notes were taken and referenced during the 

coding 

First thoughts notes were taken immediately after concluding each interview. During the 

process of starting to analyse the data, particularly in the stage 1 coding cycle, the 

researcher’s first thoughts notes proved invaluable in aiding memory recollection. 
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9. Post-interview process 

The post-interview process was enacted as soon as possible after each interview. The 

process included uploading the DVR recording and arranging for professional transcripts 

of the audio to be prepared. Upon receipt of the transcripts, the researcher listened to the 

audio file a second time while confirming the accuracy of the transcript. Where 

anomalies were noted, the mistakes were corrected. Any initial thoughts, obvious themes 

and surprises were digitally highlighted during the initial transcript review. 

3.6.3 Data Analysis 

Upon completion of the field-based research, the research work was synthesised (Biggam, 2011, 

p. 158). The process included analysing the data collected from the case studies to interpret the 

key factors that shape the challenges in learning from everyday work. 

To fully understand the intention of the statements made in the interviews by each participant and 

the meaning of the data, a series of coding cycles were performed. Before the first cycle of coding 

was carried out, the researcher began by systematically proofreading each transcript from the 

participant interviews. This process was carried out as a quality check before the coding cycle 

began to ensure any words or phrases coded were the words or phrases spoken during the 

participant interviews. Some minor anomalies were identified, and these corrections were carried 

out within the transcript in real-time. Effectively proofreading a transcript involves listening to a 

participant interview a second time. This provides a valuable opportunity to gain a deeper insight 

into the data before the coding cycle begins. DeWalt and DeWalt (2002) acknowledged that coding 

must be prefaced with careful reading and rereading of the data as the subconscious and not only 

the coding system develops connections that lead to flashes of insight. This was indeed the intent 

of the proofreading process: to preserve the accuracy of the meaning prescribed to the problem by 

the participants. This was a fundamental consideration for the researcher, with considerable time 

spent confirming the accuracy of the initial set of language-based data before starting the coding 

cycle proper. 

A code can be described in qualitative inquiry as a word or short phrase that symbolically assigns 

a summative, salient, essence-capturing and/or evocative attributive for a portion of language-
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based data (Saldana, 2011, p. 3). The coding was carried out in stages, or cycles, with the first 

cycle methods being fairly simple and direct. The first cycle coding process involved both initial 

coding and in vivo coding. The initial coding method was utilised to break down the qualitative 

data into discrete parts, closely examining them and comparing them for similarities and 

differences (Strauss & Corbin, 1998, p. 102). In vivo codes were identified as a preferred coding 

option to help the research team preserve the participants’ meanings of their views and actions in 

the coding itself (Charmaz, 2006, p. 55). Saldana (2011) values in vivo coding for interview 

transcripts as a way of the researcher attuning themselves to participant language, perspectives and 

worldviews (p. 48). It is important to note, also, that descriptive coding was used for field notes, 

with an initial summary of the interview captured at the end. These were later referred to during 

the coding cycles. 

3.6.4 Ethical Considerations 

As the research included daily human interactions as the primary focus, in keeping with the strict 

standards required by Griffith University for the conduct of human research, several important 

matters were considered prior to conducting the research. 

Early recognition was given to a number of key research ethics, such as, first and foremost, 

receiving consent from all participants, followed by the quality of the research, respect for the 

human participants, professional obligations, use of public funds and upholding the reputation of 

Griffith University (Griffith University, 2020). 

In line with the National Statement on Ethical Conduct in Human Research (National Health and 

Medical Research Council, 2020), the ethical design of the research considered the following four 

core principles: research merit integrity, respect for persons, beneficence and justice. 

3.6.5 Disclosure Considerations 

A disclosure consideration in the research was the potential for a participant to reveal an incident 

that constitutes being notifiable and that has not been reported. 

To manage this type of scenario, the participants were advised that sensitive information discussed 

throughout the research would be treated with full non-disclosure. Techniques that were used to 
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achieve the protection of private data included not sharing identifiable data with anyone outside 

the immediate research team (being the researcher and supervisory team) to conserve and protect 

the privacy of the information (Allen, 2017). To further aid anonymity, any potential identifiers, 

such as a person’s name, were replaced with a code or pseudonym that was only identifiable to the 

research team. Techniques such as these formed part of the non-disclosure agreement discussed as 

part of the participant selection process. Interviews were not carried out until the participants 

acknowledged receipt of the research information sheet and consent form. 

In addition, it was considered that some participants might present information that indicates a 

failure to meet their legal obligations with reference to notifiable accidents. The researchers 

avoided this information being discussed through a clearly defined research scope that indicated 

that identifying ‘actual’ accidents was not the primary purpose of the study. No disclosures were 

experienced during the research. 

Although actual workplace accidents were not the primary focal point, workplace accident 

encounters, actual or avoided, were considered as likely discussion points and the potential distress 

that may be caused to research participants when recalling past accident scenarios. Loosemore 

(1998), when carrying out research with construction industry participants, concluded that when 

coping with sensitivity, a more prominent, stable and naturalistic approach was beneficial to create 

greater trust between respondents and the researcher. 

Keeping in mind the research might also prompt a delayed response to some possible post-

traumatic stress symptoms, participants were advised of counselling services that they could access 

free of charge if any of the content discussed caused undue stress. The services mentioned included 

Lifeline and Beyond Blue. Additionally, participants were encouraged to access their own internal 

employee assistance program benefits where available. 
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4 Results 

4.1 Coding Results 

A total of 399 codes were created from the 11 research participants. Recurring themes were first 

noted during coding at Participant 5, with saturation achieved by Participant 7. Saturation is said 

to be achieved ‘when no new information seems to emerge during the coding’ (Strauss & Corbin, 

1998, p. 156, as cited in Saldana, 2011, p. 162). At Participant 10, 100% saturation occurred, where 

new codes were not generated while analysing the transcript. Table 1 shows the first set of 

recurring codes identified at Participant 5. 

Table 1: Themes Emerging from the Qualitative Coding 

Culture Safety as a mirage 

Communication Safety culture defined by the manager 

Longevity ego (experience without accident ego) Task repetition builds confidence 

Hesitant to communicate work changes Normal work is work completion 

Communication s linked to job security Work is constantly changing 

Trust is essential when sharing information Being mentored by the right people 

Paperwork is not as effective as experience Alterations are necessary to meet work the objective 

Safety as a by-product of work completion Experiencing hazards and risks necessary for learning 

4.2 Thematic Overview 

Small business navigates the safety landscape in terms of job completion, and any act that seeks 

to interrupt the anticipated load for the day is seen as a threat and managed appropriately. To 

elaborate further, essentially, this means small business practitioners, in their quest for operational 

survival, manage safety through the practice of sidelining if a choice between the two is required. 

Although, there are occasions where a lack of safety may affect work completion, 

counterintuitively, not because of an increased lack of safety but due to a fear of task delay or 

complete prevention. In these instances, safety is momentarily increased to aid work completion 

regardless of whether it achieves actual safety or not. The small business learning framework will 

be discussed using the five separate themes illustrated in Figure 2. 
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4.2.1 Figure 2: The High-Risk Small Business Learning Framework 

Note: The conceptual diagram outlines the themes identified from the participant interviews.
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The alignment of safety to achieve work completion is not necessarily framed as ‘safety’ from the 

lens of small business practitioners. Small business does not appear to have a conscious view of 

safety until an actor within the task, be it the undertaker of the task or a witness to the actual or 

intended task, perceives they are dangerously close to an interaction with a hazard. This awareness 

can be present before the task and is shared openly, it can be identified mid-way through task 

completion or, in some instances, is a self-realisation after completion of the task or being informed 

by a witness to the task. 

Safety as an individual conscious belief or awareness among workers did not emerge from the 

research as a strong theme. In direct contrast to both safety I and safety II, workers do not navigate 

daily work through a belief that procedures will provide a safe work environment, nor do they 

navigate daily work through looking at what goes well. The answer is an oxymoron in that daily 

work is navigated via a mixture of simplistic organised chaos that is borderline anarchy and certain 

disorder. 

It is an oversimplification, and ignorance on the part of safety thinkers, of how work is carried out 

to state that safety I or safety II will satisfy our safety prayers. In the world of small business, work 

is driven by work, and safety disorder is abundant in the process. 

In addition, the research has revealed that there is no formal or conscious process concerning 

safety. Workers are kept safe by informal systems that support and do not hinder the overall work 

goal of task completion. 

Basic communication emerged as a strong informal learning tool for workers, although not when 

the process is routine or formal or, in other words, conducted formally on a routine basis. This 

process as a learning tool is best actioned at a peer level as soon as possible when the potential 

learning event takes place. These opportunities can be what is commonly referred to in Australia 

as ‘smoko’ breaks (morning tea breaks) or lunch breaks. The ever-popular ‘toolbox talk’ designed 

to be an informal storytelling opportunity does not draw out the intended learnings either as it is 

often structured by management and utilised as a forum for what is counter-phrased as ‘toolbox 

telling’. 
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Describing this learning disorder as informal self-regulation, we can understand that workers build 

resilience to unwanted circumstances through experiencing disruption and then sharing these 

experiences in an environment that workers consider trustworthy, where their actions or thoughts 

will create benefit for the person involved in the conversation, and with co-workers who will not 

pass judgement on their previous action/s. 

One of the limiting factors identified in this informal self-regulation is the loose style of risk 

assessment that is occurring in real-time, with the worker making adjustments to suit their 

surroundings. The work described by the interviewees is not work that is carried out in a factory 

environment where conditions are expected and repeated. The surroundings are transient and 

constantly evolving. This requires workers to evolve with the surroundings while keeping track of 

the required pace to ensure task completion is maintained in line with external or self-expectation. 

Occasionally this work self-regulation drifts a little close to the unwanted, and the limits of safety 

are tested in the interest of work completion. It is important to note at this point that safe, unsafe, 

go, no-go limits are expressed as person specific within small business and are informed, or 

formed, by past experience and, in particular, successful task completion from past experience. 

Left unassessed due to a successful outcome, these experiences can generate a longevity ego or 

longevity confidence in task completion. The line for small business workers constantly moves 

dependent upon the task and the co-workers interacting or affecting the work. A learning style that 

emerged was the ‘F**k, that was close’ moments. These moments would then be shared by 

workers with their colleagues and potentially persons in the immediate vicinity. During the 

interviews, the participants could recall these moments with ease, with some examples provided 

being decades prior. 
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4.3 Theme 1: Why is Small Business Reluctant to Participate in Safety 

Research? 

During the early part of the literature review, several informal communications during chance 

encounters with high-risk small business owners led to an invitation to conduct interviews within 

their businesses at the appropriate time of the project. These opportunistic moments, in part, 

steered the project and the research question in a belief that the research gap in small business was 

both real and welcomed. The reality of attempting the interviews was somewhat different, and 

describing the experience is a worthy inclusion for similar future research studies. 

For the purposes of this project, the researcher’s experiences in interacting with small business 

forms an important part of the overall data. These experiences illustrate how small business thinks 

about and acts on safety and how safety is constantly competing with other demands. In this 

section, key experiences are included with an interpretation of their individual contributions to the 

research question. Five examples are provided. 

4.3.1 Small Business 1 

Initial interest was shown as a result of an employee being injured during unplanned normal work. 

During a meeting to hand over consent material, comments were made by the small business owner 

advising that a recent visit to the store by the area franchise manager resulted in advice against any 

such interviews. Employees were never briefed about their requested participation, and the 

difficulty for the researchers to make contact with frontline workers meant interviews were still 

trying to be arranged six to eight weeks after first contact. The end result was that Small Business 

1 did not voluntarily participate in the project due to the advice given by the franchise manager. 

4.3.2 Small Business 2 

Small Business 2 expressed candid excitement about the project during a phone call and requested 

further information and consent material. Small Business 2 also advised that its two employees 

would participate in the research. Further attempts to make contact and book interviews never 

materialised. 
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4.3.3 Small Business 3 

Small Business 3 requested to be involved 12 months prior to the participant research stage. A 

meeting was held to explain the project and hand over the required information sheet and consent 

material. The interviews did eventuate but only through a fortunate, opportunistic meeting rather 

than coordinated planning. 

4.3.4 Small Business 4 

Small Business 4 was the researcher’s first attempt at a cold call to increase the participant pool 

size. The researcher only spoke with reception staff and was advised the message would be passed 

on and ‘best of luck if we don’t respond’. This was the response from a business that is statistically 

at the highest risk of a serious injury to a worker. A response was never received, and it is unknown 

whether the message was relayed to the intended audience, the frontline workers. 

4.3.5 Small Business 5 

Small Business 5 included two phone attempts by the researcher. The initial cold call received a 

positive response from the business owner. After a brief conversation about the project, the small 

business owner advised that he was busy as currently under some pressure ‘taking delivery of a 

crane to a job site’. He enthusiastically ended the call. However, no further communication was 

received from Small Business 5. 

These findings are valuable in that they further demonstrate the key priorities of frontline actors 

within small business. Taking the opportunity to engage directly with small business owners to 

arrange the participant interviews allowed a small window of opportunity to see frontline 

motivation and combined pressures. Using Small Business 5 to expand this notion, the business 

owner demonstrated enthusiasm during the phone call and showed interest in the project. However, 

it was ultimately everyday work coupled with the pressure to survive that prevented further 

discussions around safety on the front line from materialising. During the phone conversations, 

the priority for Small Business 5 was to take delivery of a crane that was currently causing road 

closures compounded with cost-demanding traffic personnel and licensed crane operators. 
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4.3.6 Further Attempts to Recruit Research Participants 

In an attempt to recruit further participants, cold emails were also utilised and sent to 12 small 

businesses local to the researcher’s home location in Queensland, Australia. A nil response was 

received from all 12 recipients. 

Further attempts were made after a trade worker, who declined to participate, suggested engaging 

with local trade colleges comprising former trade workers who were now teachers. Once again, a 

nil response was received, although, interestingly, it was noted that keen interest was displayed 

throughout the opening phone call with the business development manager who previously worked 

in construction. 

All opening communication was positive, with many interesting points discussed around how 

small business does and does not navigate risk. The difficulty was converting these conversations 

into semi-structured interviews with signed consent material. 

The conversations that were identified as more positive, or more promising, were with former 

frontline workers that were no longer engaged in the industry. They were far more open and less 

guarded about sharing honest feedback from the world they used to be a part of. 

With this in mind, the focus shifted to considering ex-small business workers. Some participants 

had already advised they believed they were being requested to ‘air dirty laundry’. Workers that 

had now left their respective industries shared a similar sentiment but advised they were happy to 

now ‘tell all’ as they had now left or retired from that occupation or peer group. 

4.3.7 Targeted Research Participants: Engagement Challenges 

Throughout the attempted recruitment of current serving frontline high-risk workers, it became 

clear that there is no direct communication pathway for researchers to access workers to discuss 

how safety is managed and how risk management could improve. Managers were reluctant/hesitant 

to allow direct contact with frontline staff. Of the managers that were willing to discuss their 

employees participating, they all spoke of which staff they would or would not allow to talk. This 

creates problems for researchers. How can researchers understand risk management if the 

facilitators deny access to frontline workers? There are no other roads that lead to the same 
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destination. Alternate routes are required. Managers appear to act as security guards in the process, 

checking the intent of the researcher. If they perceive your intent as untrustworthy, they will not 

let you in. Meaningful qualitative research where frontline (most exposed to risk) workers are 

sought is far from easy to execute. 

The next in line are former frontline workers. These workers exist in several workplace settings 

but none more so than in public service-type roles, such as in regulatory agencies and training 

colleges and in emergency services roles. It was decided after some promising conversations with 

workers retired from trades and services occupations that the research participant pool would shift 

from current serving frontline workers to former frontline workers. Several major issues were 

resolved: respondents being time-poor and inaccessible and the obstruction of management. In 

summary, the participant pool finished with eight persons who were previously employed as trade 

or services workers. They previously either carried out frontline work as an employee or ran a 

high-risk small business, or a combination of the two. The remaining three participants were 

currently working in industry on the front line at the time of the participant interviews. In 

conclusion, regardless of whether they owned or managed a high small business, all 11 participants 

either had extensive frontline work experience or were currently engaged in frontline work. 

4.3.8 The Research Participants 

The research participants were all unintentionally male, ranging from approximately 30 to 80 years 

old. All participants met the defined criteria in that they had worked in small business at some time 

in their careers. Where participants utilised examples from medium to large organisations, the 

researcher reminded the participants of the scope, and these answers were disregarded and not 

used in the final coding or thematic analysis. 

The participants also met the defined criteria of having worked in a trades or services occupation, 

either formally or currently. It is also important to note that although the intent of the research was 

to capture small business in its entirety, outside, or removed from, medium to large organisations, 

the research identified that small business rarely works in an isolated vacuum. Small business may 

employ two to three staff; however, this small business may undertake work on construction 

projects where it is a requirement to utilise the system of the primary contractor. These scenarios 

were discussed in the research; however, the researcher maintained the scope of the research as 
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much as possible by asking the participant to explain their own processes for learning outside the 

formal, mandated processes of the site being visited. 

A visual summary of the research participant data is provided in Figure 3. 

 

4.3.9 Figure 3: Research Participant Data 

4.4 Theme 2: What Drives Work Behaviour? 

4.4.1 Everyday Task Completion 

The interviewees repeatedly expressed how the need to complete tasks dictates work behaviour 

and can affect risk management. A total of 32 references were captured from eight of the 11 

participants that identified how everyday task completion competes with safety decisions. The 

examples comprised different scenarios: where juggling multiple tasks was required, avoiding 

safety inspectors was required or just a simple ‘need for something to be done’. 

Nearing the end of a job, one participant described the effect of the need for something to be done 

where it may have been previously held up (delayed): ‘when you get close to that point where the 

job’s supposed to be finished, a lot of your “normal day” … goes out the window and as does some 

of the, I guess, fringe safety’. 
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A visit from a paying client to check the progress of a work site also has implications for safety. 

Where multiple trades are now all concentrated in one area to ensure the site to be inspected is as 

per the expectations of the paying clients schedule, in these instances, an interviewee recalled, ‘the 

builder is in there sweeping, and he’s created so much dust that I can’t even see a metre in front of 

me’. 

One interviewee specifically recalled a time where after previously being ‘busted’ by workplace 

health and safety for working in a non-compliant trench, the work proceeded with an added control 

of an apprentice whose job it was ‘to sit down on the corner on the two way (radio) and watch for 

this safety inspector while they (the workers) continued working in the trench’. The safety 

intervention from the inspector did not achieve the intended outcome as the goal of the workers 

was task completion. The safety improvement, rather, was to add a lookout while work progressed 

as it had been progressing prior to the safety inspector’s visit. 

Production is also intrinsically linked to profit, which motivates task completion. As an extension 

to the current example, an interviewee gave a scenario of how adapting work can be challenging 

with considerations at the time of adaption being ‘Hang on a minute; you’re not going to go ahead 

with that until we get an agreement there’s going to be a deviation in the price’. This reinforces 

the argument that work is driven by task completion. It is an oversimplification to suggest that 

workers, and supervisors or managers, are driven by safety. Work is driven by the task being 

undertaken with both production targets and profit margins. Safety as a by-product of the work, 

and any improvements desired, needs to support the fundamental principles. In this case, the 

measure intended by the inspector did not support completion and resulted in camouflage tactics. 

4.4.2 How Does the Motivation for Task Completion Influence Learning Activities? 

There exists within small business an intrinsic relationship between the motivation for task 

completion and the uptake of learning and ultimate implementation of any such learnings. With 

completion of tasks within time and budget expectations being a driving influence, there is a swift 

uptake to improve work activities in the area of ‘safety’ where amendments to work will improve 

efficiency. Although initially, uptake can be slow to convince the boss. Ideas from workers can be 

‘scoffed at’, as described by one of the research participants. Explaining that once when raising a 

suggestion, further to their own safety concerns, of using an electric drill while working up a 
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ladder, ‘You’re climbing up on the ladder; you’ve got an extension lead hanging out’, a suggestion 

was made by the interviewee giving this example of ‘Couldn’t we use battery ones to be more 

efficient?’ In this example, we see that the interviewee used terms of efficiency when 

communicating the suggestion to the boss and not in terms of their own safety concerns, which 

was the true reason for raising the issue in the first instance. The interviewee explained the 

challenges in trying to communicate the advantages of purchasing the tools and that it was not 

‘until the boss saw how efficient it was using the cordless’, after the interviewee decided to 

purchase his own, that ‘he bought us all [frontline workers] cordless drills’. Or, to view this context 

another way, it was not until the work change was demonstrated to ‘the boss’ as more efficient that 

the learning was implemented. Once aligned to this way of thinking (i.e., improvements to work 

or investments in new technology that are safety related but, more desirably, efficiency related), 

the boss then expanded his previous beliefs to ‘Wow, I don’t have to give a generator to the guys, 

don’t have to use the leads, … They are expensive, but the work’s getting done quicker’. 

Regardless of the internal or external factors that interact with or within small business, be it 

equipment changes, personnel, procurements, work scope change or work resource changes, 

before any changes are considered and ultimately incorporated or dismissed, the primary factors 

driving the decision are the effect these changes will have on the planned task completion and 

ongoing operational efficiency. 

4.5 Theme 3: What Safety Tools are Available to Small Business? 

The most basic tool utilised by workers is communication: simply talking about problems with co-

workers, peers and, in some instances, stakeholders. Communication opportunities mentioned in 

the research study presented themselves in two distinct forms: informal and formal. 

4.5.1 Informal Discussions 

The informal method is opportunistically utilised and rarely planned. Discussions are utilised in 

instances from an observation of a fellow worker’s conduct or through reflection of one’s own 

conduct. Participants compared formal paperwork to simple communication, and one interviewee 

stated, ‘Again, I think we could go down the track of paperwork and this and that, but I think 

communication certainly on a building site, says a lot’. 
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Another research participant demonstrated a more modern, or high-technology way, of utilising 

the communication learning technique. In keeping with the opportunistic, reactive or, as the 

participant described, ‘impromptu meeting’ style, the mobile telephones carried by field 

technicians are utilised as a messaging system to generate an ‘all techs to office’ message if there 

is ‘something pressing enough that needs attention right now’. The workers then, at the earliest 

opportunity, return to base to be informed of the safety message. This is an example of a simple 

yet effective learning tool that takes place in real-time, where lessons are shared, seeking the 

opportunity to benefit from an event while present in the work cycle and minds of the workers. 

4.5.2 Formal Meetings 

Formal meetings differ from informal meetings by way of an agenda and repetition. More 

prominent in businesses employing more than one person, these formal meetings were chaired by 

the owner or supervisor to share messages as per a set agenda. Employees, or frontline workers, 

are also afforded the opportunity to share any thoughts. 

A common subset to emerge under formal meeting types was toolbox talks. The term was broadly 

used throughout the research by participants and explained by one participant as an opportunity to 

discuss ‘things, or what happens, or we might discuss we’ve got this job to do. We need to do 

something a bit out of the ordinary. how do you think the best way is we can do this’? Due to the 

extensive use of the term, Table 2 is included to demonstrate how the terminology was used by 

participants when referencing toolbox talks as a learning tool. 

Table 2: Toolbox Talk References as a Learning Aid 

Participant 1 ‘Yes, I can’t say it was again documented, but we would discuss that almost like a 

toolbox, where next time, we would look at a better way of doing it.’ 

Participant 2 ‘And I’ve seen this with small business too, where there is better communication. And 

we talked about it the other day where they have toolbox meetings.’ 

Participant 3 ‘But I don’t think small businesses work so well on having a formal forum for that kind 

of stuff. So the thing that springs to mind is a toolbox meeting, a monthly toolbox 

meeting.’ 

Participant 4 ‘If there’s a better solution or a safer solution to get on with your day’s routine, we’ll be 

sharing it with everyone. … A forum through our tool box meetings.’ 
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Participant 5 ‘We do toolbox meetings usually about once a month. It’s more like a general meeting, 

so to speak, if anything needs to be brought up.’  

 

Toolbox talks are a simple, effective, inexpensive safety tool widely used by small business. The 

learning style allows for information to flow quickly between workers and when utilised without 

bias creates the learning benefit intended. 

4.5.3 The Preferred Safety Tools for Sharing and Learning 

4.5.3.1 Story Telling is Influential in Communicating Safety 

Story telling among workers is apparent as a vital tool in post-work learning for workers and 

accident prevention for new workers inexperienced with hazards and risks. Participants expressed 

the value of hearing stories from co-workers, particularly when involving a near injury/illness 

moment. The sight of a legacy work-related injury also proved powerful. Seeing is believing. An 

element of laughing or joking about the experience was common in this learning tool. The laughter 

was sometimes at the worker’s expense (who experienced the unplanned outcome) but is widely 

accepted among co-workers or equals as acceptable banter where judgement of the action is not 

applied. One participant described these interactions as follows: ‘A lot of these times things are 

said almost in a humorous way, of, “You should have seen what happened to me yesterday. I 

tripped and nearly fell off the roof”’. 

Storytelling demonstrated in real-time is used informally and opportunistically. Workers use the 

opportunity subconsciously when preparing to undertake work: ‘Oh, here’s a job to go and do task 

A. By the way, last time I did that, I did this, and you don’t want to do that. You should do it a 

different way’. These are not learning tools that hinder, or are segregated from, the flow of work. 

They work in harmony with work completion and are discussed in real-time with work context. 

The workers can immediately relate to the stories being told and the intent of the delivery. 

4.5.3.2 Formal Settings are Not the Preferred Method 

Although the research identified a clear preference for communication as an effective learning 

tool, participants conveyed that formal settings are not the preferred or best method to understand 
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any potential drift that might be occurring from what is anticipated or expected. Several reasons 

were identified as to why formality is not as beneficial. One of the reasons provided was in relation 

to strangers from other parts of the business also being in attendance. This would mean, as one 

participant outlined ‘most of the guys, well, all the guys that worked for me, were silent in the 

toolbox meeting. Because they weren’t going to say anything’. Due to not being in a familiar 

environment, and through fear of being judged, workers remained silent. Multiple participants also 

gave examples of where toolbox talks, when pre-planned, were used as more of a toolbox-telling 

exercise. Using a monthly toolbox meeting as an example, the participant explained, ‘We’ll have 

a monthly toolbox meeting. But it’s a bit of a one-way street. It’s a bit people telling people what 

they should do and not a shared experience or a shared conversation of things’. One of the 

participants who managed multiple employees in the field described his role in the delivery of the 

monthly toolbox talk as an opportunity to ‘run through everything I’ve got to say’ and ‘obviously, 

I know the direction of where we want to go’. The manager clarified that after these points were 

covered, or delivered, there is ‘a hole at the end of it; that’s what our brainstorming session is. … 

an open discussion of how to better these little things or these little incidents that are happening’. 

The unfortunate outcome from these ‘being told experiences’ is the workers are not invested in the 

intent of the meeting and do not subscribe to the meeting being utilised for its advertised 

packaging, being for safety. 

4.6 Theme 4: What are the Factors that Affect Communication as a Learning 

Tool? 

4.6.1 When Sharing Stories or Experiences Does Not Seem Fragile 

The idea of sharing, when learning from work is present, is straightforward and simplistic. The 

research not only identified the willingness to share but also, at times, a counter effect of 

withholding important communication due to factors such as their own personal image in a male-

dominated environment (e.g., the trades and services sector of the workplace). One participant 

explained that ‘People are pretty tight-lipped. … You’re looking at a male-dominated industry. … 

Males don’t talk, they don’t bring up these issues, they don’t talk about safety things’. In stark 

contrast to communication being highly regarded as a safety tool, the sharing of safety-critical 

information is linked to the person and their ego. Consider the following statement: ‘The problem 
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with that sort of stuff [sharing stories in weekly meetings] is people have all got a bit of an ego. 

They don’t necessarily want to say in a meeting like that, where they stuffed up’. The unfortunate 

aspect of this is that safety is reliant upon storytelling to learn lessons to make others aware of the 

potential risks. Here we have workers who have experienced situations that were not planned but 

are unwilling to share their experiences due to potential judgement by others. Another participant 

used the term weak when discussing challenges in communication: ‘Nobody wants to be seen to 

be weak, and although it’s not weak, I think it’s perceived that it could be seen to be that’. 

Paradoxically, the exact opposite occurs where a story is told to boost an ego (at least by one’s 

own perception). It might be considered that an individual’s masculinity ranking will improve by 

sharing a story ‘If they did hurt themselves, it was pretty obvious something had gone wrong, so 

they’re going to talk about it’. 

Ego also affects a worker in advance of completing the job, in addition to sharing post-completion. 

One participant explained: ‘There’s still an element of testosterone, or not wanting to be the one 

who, not being the one who wouldn’t do it, … Yeah, I’m not going up there; it’s too high. That 

kind of attitude’. An ideology as simple as a male-dominated environment and ego is preventing 

the sharing of lessons learned from work as done. Whether we talk about learning after an event 

(safety I) or learning as a result of expected work outcomes or work as planned reflections (safety 

II), the ego mindset inhibits both approaches as a learning tool. 

4.6.2 If the Workers are Part of a Safe Group 

Sharing thoughts about personal experiences is challenging in uncomfortable situations. The 

research identified that a safe space to share thoughts is key and will encourage truthful 

storytelling. If workers ‘don’t feel looked down or talked down upon’ and ‘feel comfortable and 

part of a team … [they] can’t bring it up or can’t say anything’. Following on from withdrawing 

due to fragility, being in a safe space with co-workers creates a growth opportunity or opportune 

moments to discuss work. In an environment that is least complicated or less formal provides the 

ideal learning environment; for example, ‘Either when workers are having morning tea break or 

lunch break, they’re all a bit freed up to talk about things then, so it comes up in general 

conversation’. The morning tea or ‘smoko’ session can elicit ideas such as ‘That machine is making 

a bit of a noise’ or ‘Oh, hang on. What if we did this or we did that’. These opportunities to share 
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ideas or solve problems are important for recalibration, resetting drift. The smaller and more 

insular (or intimate) the workplace and workspace, the more these tea sessions thrive. Another 

participant shared ‘I think there is a bit of an element of smaller companies tend to share more 

information like that [divulging personal, unplanned work] because there isn’t really a fear that 

you’re going to be held accountable’. 

The notion of accountability was also a recurring consideration for workers before sharing 

information. The sharing of information can be likened to business learnings (e.g., the way work 

is allocated) or personal learnings (e.g., the way a worker has performed a task). Accountability is 

intrinsically linked to a person, and participants expressed views about their own challenges. One 

participant gave an example of the two modes of learning, explaining, with regards to business or 

operational learnings, that the workers would regularly share stories, avoiding potential 

accountability obligations, such as ‘We’ve [author’s emphasis] got s**t cutting wheels’ or ‘The 

tools aren’t adequate to do the work; you need to purchase this’. Participants explained that 

workers ‘certainly would have no problems actually letting [the business owner] know we need to 

do a change’. Where communication becomes more guarded is when disclosing learnings is linked 

to accountability: The workers are ‘less comfortable saying, “Okay, boss, I’m [author’s emphasis] 

not competent in what I’m doing. I need to get training with that”’. 

Expanding this further, workers also worry about what the person they are telling their story to is 

thinking of them. A participant explained this barrier to communication: 

Probably one of the biggest things … because some people have been in the industry for 
a very, very long time, and they still won’t say anything. … They are too embarrassed to 
put their hand up. … Will you think I’m stupid because I don’t know about this and 
things like that, or should know about this because I’ve been in [the industry] for 16 
years? 

4.6.3 When the Manager is Willing to Hear Bad News 

It is evident the environment the worker is part of plays a key role in communicating the good, the 

bad and the ugly of everyday work. The environment involves ordinarily and primarily the work 

location itself, the customers, co-workers and any workers influencing work. A key cog in the 

machinery of work is the owner or manager. Although not necessarily directly involved in the 

shaping of the practical work, the style of management does have an influence over work, decisions 
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to alter the work and communicating after work is completed. Two of the participants interviewed 

were from the same company. One is the director of the company, and one is an employee. It was 

identified from the interviews how the manager’s philosophies for sharing information in shaping 

the work were absorbed and applied practically by the worker. For example, the manager was 

asked by the interviewer: ‘In a toolbox type setting, do people openly talk?’ The response was 

‘Everything’s for open discussion. … It’s never been … no, I’m the director, I know more than 

you, so I’m not listening to you’. When a safe environment is created, and the chair of the meeting 

creates a non-judgemental opportunity for workers to share, they take the opportunity to share. 

The employee of this same company, when asked about challenges in discussing work alterations, 

explained ‘I don’t really have a lot of challenges … simply because I don’t feel like I’m looked 

down or talked down upon. … You know there’s a hierarchy … a boss … but you feel like you’re 

all just one of the guys’. In comparison to other work environments, the same participant gave an 

example of a ‘micromanaging’ environment where the manager ‘always wanted to have all the 

information, have the last say or be a part of every decision’. The participant explained that in 

these instances, you feel a ‘need to get approval of the boss and make sure you’re doing the right 

thing’. Other participants identified organisations that they had previously worked that had rules 

where ‘You would be run off straight away’ if in completing your work you participated in the 

managers ‘non-negotiables’ of work. The participants explained that in these environments, 

‘people are not going to share’. In an environment where the manager creates decisions through 

the boss culture, decision-making takes place by the workers, informed by the manager’s belief 

system or the decision-making culture generated. This does not empower the worker to make 

decisions at the hazardous end of operations and leads to a push–pull effect or trade-off between 

how to complete the task required and do it in a way that aligns with the manager’s expectation. 

4.6.4 If Workers Feel Secure in Their Employment 

Security in employment and expressing an objectionable view of some work practices is a conflict 

that resonates across the small business workplace. During this study, numerous examples were 

provided where external pressures, such as job security, were considered before deciding to raise 

potential issues. Differing in response, although all linked to security of employment, there were 

12 separate references regarding why workers abstain from safety talk. One explained, ‘I think it’s 

a societal thing of don’t want to lose your job’. Another confirmed, ‘Obviously, the ramifications 
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there are, is your job going to be secure?’ When asked directly if a worker would share a learning 

event that involved only them, in other words, if they perceived the unplanned outcome as their 

fault, the interviewee stated, ‘If it’s something directly their fault, they aint saying nothing because 

that’s their job’. Other terminology identified through the study was the term ‘cards were marked 

… because of his health and safety views’. 

4.7 Theme 5: What are the Risk Management Strategies Utilised in Small 

Business? 

4.7.1 Workers Identify Risk by Experiencing Risk during Task Completion 

Small business does not use the common method of risk assessment (paper-based alpha numeric 

tables to establish go/no-go parameters) until the workers become uncomfortably close to the 

hazard or, in some examples, come into contact with the hazard. This is the reality of learning and 

becoming more risk-aware. The reality is this is a genuine learning tool utilised regularly during 

everyday work activities by small business frontline workers. The correction techniques applied 

differ between altering work midflow or completion of the work and post-completion alteration 

during the next similar or same activity. The examples provided by the participants in the 

interviews not only included tangible risk awareness through experience but also sensory risk 

awareness through experience. For example, one participant explained that experience brings a 

deeper level of understanding. When comparing an employee with six to 12 months experience to 

a competent worker, the participant explained, ‘I don’t think that they’ll [less-experienced 

workers] pick up that knowledge that quick. … They’ll [the experienced workers] pick a noise 

somewhere and think or they’ll say, “Oh, hang on, that welder is not running right or the grinder 

has got a problem, or the hydraulic press has got a problem”’. In comparison, other participants 

expressed their own experiential learning cycle as simply ‘It’s just live and learn from it. I’ll not 

do that again’. Another interesting philosophy employed by Participant 6 was to ‘assess and 

rearrange or alter as necessary’. This is an approach that contemporary safety theory encourages 

in keeping with high reliability organisation theory. The invisible obstruction to this theory, 

however, when discussed within small business, is it is only as good as the vision held by the 

workers. As Participant 6 continued to explain, assess and rearrange, or alter as necessary ‘is not 

difficult to do if you’ve got that experience behind you’. Participant 7 gave an example of an 
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inexperienced worker carrying out work in a roof space and the risks involved if you are unaware 

of where to place the load: ‘They don’t necessarily know-how to walk across trusses correctly or 

even something simple, as common sense as don’t put your weight on the jib; put it on the trusses. 

Next minute they’re falling through the ceiling. That’s what I’ve seen’. When asked, therefore, 

how an apprentice (as a general example of an inexperienced worker) could become more risk-

aware, Participant 7 continued, ‘It’s repetitive; it’s taking time to explain it; it’s making sure they 

understand it, and they just need to experience the safety side of it. … Once you’ve been around 

the trade and the job sites for a while … you kind of have a sense of that’s right; that’s not right’. 

Risk management within small business lies more in competent and experienced personnel 

undertaking the task and providing a level of supervision to workers who are less experienced. 

Participant 8 explained the learning cycle as ‘seeing somebody else doing something a certain way, 

rather than sitting at home doing research on a better way to do something’. Unfortunately, the 

real-time data processing, when coupled with little experience in a given work situation, by one or 

some, can lead to an unwanted outcome. This does not mean that learning from work before an 

accident was not occurring but, rather, this time, the person experienced the hazard to generate 

future learning to inform prevention. This style of learning takes the worker dangerously close to 

the hazard and is often recoverable. On occasion, although seldom wanted, a more severe outcome 

is inevitable. 

4.7.2 Workers are Told about Risks by Co-Workers 

Through this research, the researcher identified interactions are opportune moments and are carried 

out without hesitation or a taking 5 for safety-style moment. During task completion, it could be 

as simple as one participant articulated: ‘Just be careful, because I’ve seen this happen before and 

the result was this’. These are not controls by any stretch but, importantly, broaden the knowledge 

base and experience of hazards for the person in receipt of the information. The sharing of 

information is not only confined to personally known co-workers. It was demonstrated in the 

interviews that participants would also be willing to share information with other workers if they 

felt uncomfortable witnessing a task other workers were performing. A participant gave an 

example of where they were personally ‘pulled up by other people saying, “Should you be doing 

that?”, and all of a sudden they go, “No, I shouldn’t.”’ 



60 

These two-way exchanges flow with ease where other workers are in proximity. Another example 

provided involved the participant nearly falling from height due to a loose roof truss (baton) that 

was believed to be secured in place before walking on the baton. The information was immediately 

shared with other personally unknown workers at the work location: ‘I don’t know you from a bar 

of soap. You start chatting; you might point something out to him or tell him if something’s 

happened to you. And I think that’s good to share that information with anybody because it might 

not have been that baton; it might have been something else’. 

Another participant gave an example where the sharing of information was more ‘running 

commentary’ for some tasks or ‘thinking out loud as opposed to single closed statements’. Running 

commentary is more appropriate for overlapping hazards or for a continuation of hazards during 

extended task completion. The participant who provided the example operates a machinery 

workshop with daily tasks involving the movement of machinery on and off trucks and then 

moving the machinery around the inside of the workshop as necessary. Running commentary 

between the co-workers might be as follows: ‘Hang on. No, that machine won’t fit over there. 

What will we do now? And, they’ll have a think about it. “Well, if we shift that over there and put 

this here, we’re right.”’ 

In summary, and in acknowledgement of the safety management challenges faced by small 

business, a participant who previously ran his own small business advised these opportune 

moments to pass information or receive information are valuable, elaborating: ‘Like I said, a 

smaller business where you haven’t got HR, you haven’t got what do you call it, safety officers 

and stuff like the bigger companies, where they’re hammering down on you. You need to take 

control of that and look after it’. 

This is very much a learning from work in real-time style. With a cursory glance to safety II 

methodology, here we can see an example of work going as planned. The work was completed, 

and an injury did not occur. However, there was drift from the worker’s place of comfort, or safety, 

or acceptable level of risk-taking. This information is then immediately shared with the present 

work party in the hope that the newfound knowledge will lead to better decisions for all the next 

time the task is carried out. 
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4.7.3 Workers Identify Future Risk when They Have Experienced or Interacted with a 

Hazard: Seeing (or Feeling) is Believing – Safety Threshold 1 – Low to Medium 

There were a large number of examples given by the participants that represent a style of risk 

management learning via task reflection. To best represent the participants and share the valued 

importance in this project, the examples have been included in Table 3. 

Table 3: Raising Risk Management Awareness through Reflection 

Participant 1 ‘Sometimes it’s only after the fact that you realise something has gone not as planned or 

as it should have been.’ 

‘So you might do something, and someone else might interact with you afterwards, and 

you realise, “I could have done that a bit better, because that was a fairly close call.”’ 

‘I probably could have put witches’ hats [traffic cones] around my car when I’m parking 

on the road. Yeah, I guess that’s sort of an after-the-fact thought you might have.’ 

‘When we finished that job, we realised how stupid we were to stay in there.’ 

Participant 6 ‘Or, for example, we might do some work on scaffold or something doing a flue, and 

then you look back and go, “Well, we could’ve done that better or safer.”’ 

Participant 7 ‘Now, I full [sic] know that that’s not the right way to do it. But felt confident that it 

would be safe enough. I mean, even the tradesmen the next day were like, “We probably 

shouldn’t have done that”. Yeah, we probably shouldn’t have.’ 

‘In hindsight, I’ve buggered my back, but in hindsight.... You see these things after the 

fact.’  

Participant 10 ‘Well, looking back on that now, that is not a good practice to do.’ 

‘Well, whether you think, or whether I think, that what I did was acceptable at the time I 

did it or not, somebody else’s input into it, to say it’s not acceptable, for whatever reason, 

has to make you reflect on your reasons for doing it.’ 

 

4.7.4 F**k! That Was Close (FTWC) Moments – Safety Threshold 2 – Medium to High 

An overwhelming risk management technique repeatedly occurring in the research involved close 

encounters. Workers gave numerous examples of these, what were often referred to as, ‘F**k! 

That was close’ (FTWC) moments. In a perfect world, we would be able to anticipate every known 

risk and plan accordingly. However, the reality is that the different stages of work that make up ‘a 
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day’ are transient and fast-flowing. Decisions are being made every second from an interpretation 

of the surroundings understood at that time. This style of learning was apparent from the research, 

and the level of discussion from these learning events is presented in Table 4. Table 5 presents the 

terminology used when recalling these close encounters. 

Table 4: Raising Risk Management Awareness through (Almost) Accidents 

Participant 1 ‘F**k, that was wrong. I’m not doing that again.’ 

‘And it’s not until the middle of doing it that you realise, “Oh, f**k, this is dangerous.”’ 

‘You’re halfway through something, and you reflected on it and stopped and got out of 

the situation.’ 

Participant 3 ‘You need to stop and reassess.’ 

Participant 6 ‘From your past experience, you pre-empt stuff; you’ve been in that situation before 

where you can see what things can happen; you’ve always got a bit of a backup plan.’ 

‘I was on a ladder, and there was a trench that had just been filled in that I wasn’t aware 

of. … The ladder slipped, and I sort of hurt my ankle. You learn from that to next time 

not do it again.’ 

Participant 7 ‘I had an uncle that died of asbestos, of asbestosis. So I wouldn’t put up with it, but other 

people just kept working in it.’ 

Participant 10 ‘If you'd asked us to go and do it the second day, I don’t know what we would have 

done, but maybe, I don't know, laying a blanket over it and hitting it with a 

sledgehammer.’ 

‘At the beginning of the day, that example I gave you about breaking up the cast, that 

wasn’t actually a risk at the beginning of the day. But at the end of the day, it was a risk.’ 

Participant 11 ‘Unless you experience something, you’re not going to really know that that's going to 

hurt if it falls off there or it's going to be hot when you pick it up.’ 

 

Table 5: Learning in Real-Time Recall Terminology 

‘Eye openers’ ‘F**k, how close was that’ 

‘Trial and error’ ‘Blimey’ moments 

‘Whoops’ ‘You stupid bugger’ 

‘F**k, we shouldn’t have got in there’ ‘Oh s**t moment’ 

‘Wow, I better look at this again’ ‘Whoa, what if that had slipped’ 
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‘That could have ended badly’ ‘Close call’ 

‘S**t, I could’ve hurt myself there’ ‘What’d you do that for’ 

 

These are the moments of most impact. These are the moments that are remembered by workers, 

as evidenced by the passage of time between the task performed and the participant interviews. 

The readiness of recall during the participant interviews indicates the learning is deeply rooted and 

readily available at the forefront of task thinking. 

4.7.5 Task Repetition Builds Risk Confidence 

Completing new tasks or activities is challenging, particularly when it involves the possibility of 

being injured. A sharp rise in confidence also occurs in the workplace through repeated successful 

task repetition, whereby previous successful attempts subconsciously equate to a belief of future 

success. This is not only a self-awareness that workers carry but can be forced upon workers by 

managers who are more experienced than the worker and therefore perceive the risk differently. 

As one participant described, some managers will adopt an ‘Oh, you’ve done this 1,000 times 

before. Just do it again’ attitude. 

This can create friction between co-workers where there is a large gap in employment years, and 

the older workers that are close to retirement have worked successfully around the hazard or 

hazardous substance. They have gone their entire working careers without incident and are now 

being challenged by more informed, more educated, junior members of the work party. For 

example, ‘Well, you get the older guys that are like, “I don’t give a s**t. I work around this s**t 

all the time”’. This longevity ego mentality has a big effect on junior staff and how they make 

present and future decisions. When less-experienced workers refuse to enter a confined space due 

to a fear of a dust hazard, they are met with ‘We’ve been doing it like this for 20 years. What’s the 

big deal?’ In these scenarios, the previous themes already discussed will inform the next steps 

taken by the worker. Has the business created a learning environment where a different, more 

current, or progressive view is tolerated and supported, even better, encouraged? If not, similar 

mentalities already discussed may lead to risk-taking from a fear of losing a job or through a fear 

of ridicule or blame for the lack of task completion within the expected timeframe. 
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5 Discussion 

5.1 Summary of Results 

The research project originated to explore the question ‘How do high-risk small business frontline 

workers learn from everyday work to increase risk awareness and prevent workplace accidents?’ 

The safety II lens of safety was used as a way of studying everyday work, being that adjustments 

to work are made in the absence of an accident. The research identified that small business does 

not have a conscious allegiance to, or awareness of, current safety science. 

Small business does not recognise work that does not go well from a ‘safety’ perspective and then 

adapt to being safer. To utilise one of the ‘new view safety theories’ (Forge Works, 2021), 

resilience engineering, where the mindset is steered towards, as an example, the willingness of 

management to ‘invest in safety and to allocate resources to safety improvement in a timely, 

proactive manner, despite pressures on production and efficiency’ (Woods, 2003, p.8), high-risk 

small business practitioners do not think in terms of safety, hazards and risk. 

The solution to risk management is more simplistic. A lack of understanding of the risk because 

the person has not been exposed to the risk before or they have been exposed to the risk, so they 

told their colleague about the newfound knowledge of the risk. This approach also works post-

event, ‘Someone told me after; it wasn’t a great way to complete the task’. All of these examples 

appear to suggest safety sits central to the decision-making. However, peeling back the layers, the 

decisions are made to avoid work disruption during task completion or into the future. Small 

business considers ‘safety’ only when it threatens the planned or scheduled work for the day. One 

of a total of two examples provided throughout the participant interviews of direct safety was 

where workers cut themselves and changed the work to avoid a repeat. However, for the most part, 

any safety-related planning or controls are in place to adapt to planned changes to the work. 

Planned changes do not include binary thinking in terms of safe and unsafe. Unplanned, although 

considered and planned for, is considered in terms, for instance, job cancellations, parts not 

arriving, tools failing, the tools are not appropriate, the worker does not have the knowledge or 

experience, a worker calls in sick, weather affecting work completion and other workers in the 

same workspace. None of these examples are traditional, work not going as planned examples, 
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from a safety practitioner perspective. How do we utilise the ‘new view’ or ‘drift’ approach when 

safety, considered as separate from work, is not at the forefront of the mind? The job either did get 

completed or it did not. 

5.2 Reconciling Safety I and Safety II 

A complementary approach to both safety I and safety II would be to utilise both to complete the 

risk management process. We can develop a theory of the task and what controls are required 

(safety I), remain vigilant throughout the task with decision-making and changes made by frontline 

workers (resilience engineering) and review what went well (we got the job done, yes!), but did 

we achieve task completion and manage the risks as well as we hoped or as well as we initially 

perceived (safety II). 

At the beginning of this research project, there was little empirical research to form a view on how 

to practically apply the safety II theory. Since undertaking this research project, a study has been 

carried out in the healthcare environment. Published in February 2022, the paper by Verhagen et 

al. is a contemporary overview of the application of safety II and draws a distinction between both 

safety I and safety II. For the purpose of creating worker capacity, as is the subject of this project, 

the researchers found that a mixed approach is appropriate. Verhagen et al. (2022, p.404) draw the 

distinction between different operational work environments and states ‘super specialised clinics, 

systems with high volume and relatively low circumstance variation will thrive on well-designed 

routines and strict work instructions’. The authors then conversely explain how COVID-19 

‘demonstrated that few areas are free of the need for adaptation’ (p.404). Where complexity exists 

in frontline operations, ‘larger multidisciplinary teams or patients with complex comorbidities, 

(the) application of additional safety barriers tends to add even more complexity, potentially 

worsening rather than improving safety’ (p.404). There has been much said and written within 

safety science over the past five years with the pendulum swinging between attack and defend the 

safety I and safety II principles and papers dedicated to the pursuit of highlighting weaknesses, 

flaws, beliefs and effectiveness of implementation. According to Leveson (2020), the safety II 

concept is akin to attacking a strawman that does not actually exist, being safety I. Cooper (2020, 

p.2) published a position paper where he stated that ‘it is very clear that none of the New-View 

proponents articulate a clearly defined set of practical processes, methods, tools activities or 
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combinations thereof, by which to improve safety’. This statement by Cooper is plausible at the 

time of writing and one of the overarching original motivations for this research project. However, 

with all the (apparent) frustrations circulating within safety science, this research project has 

identified that the first step to change is to change the language and the thinking at the front line. 

Safety science needs to stop writing about what model can be proven to be the best and let the 

practitioners decide what is best. Verhagen et al. (2022) draws a conclusion that neither is the best 

if used in the incorrect environment. Whereby safety I is ideal for tightly coupled systems, safety 

II needs to co-exist when the system is introduced to complexity, such as the COVID-19 

environment. This is where both are valuable. There is no common, binary, wrong or right theory. 

What is key is the involvement of the workforce, where safety II states workers are the solution. 

This is a key takeaway. Systems designed in isolation cannot achieve risk management through 

safety I or safety II without frontline workers. Where Leveson (2020, p. 5) utilises an engineering 

background when drawing conclusions and making criticisms, Cooper (2020, p.10) does not 

provide a workplace environment when exploring the deficiencies or the lack of ‘any new 

associated practical methodologies with which to improve safety methodologies’. The paper is a 

deep dive into the theoretical. While both papers provide a great discussion of the risk management 

ideals, a localised case study conducted by Leveson or a comparative case study conducted by 

Cooper may have been a better approach for critical analysis and would have started a movement 

towards tangible learning. The framework for this research project was to test worker capacity 

within a small business environment and understand how risk management learning takes place 

before an accident has occurred. The findings may not be directly valid in a process engineering 

environment, an aerospace environment, a healthcare environment or an offshore drilling platform 

environment. Safety science should continue to test new academic theories in specific 

environments to drive thinking forward. Rather than continuously debate whether safety I is better 

than safety II, we have learned that context dictates appropriateness. 

5.3 Raising Awareness of Learning from ‘Normal’ Everyday Work 

When we analyse what learning from work is in the true sense, to quote Hollnagel (2014, p.149) 

again, learning from ‘what goes right’, the participants were all genuinely confused when the 

researchers explored this notion in the interviews. To be specific, two questions were asked during 

the introductory stage of the semi-structured interviews. The first question was, ‘Explain to me 
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what you understand the term normal work as meaning’. Rather than using right or wrong 

terminology, the research team instead chose ‘normal’ and ‘unplanned’. The second question was, 

‘Explain to me what you understand the term unplanned normal work as meaning’. Based on all 

the interviews, small business does not consider work as right or wrong or planned and unplanned. 

This is a potential area for further investigation in any of the ‘new view safety theories’ (Forge 

Works, 2021) or learning from work, before an accident, model. The interviews identified where 

small business does consider work going wrong, it is generally described as an external factor over 

the work (that the work party does not have direct control over) that hinders the completion of the 

intended task in the given timeframe. Hollnagel (2009) refers to this push and pull effect between 

production and safety as the ETTO principle: efficiency–thoroughness trade-off. Hollnagel 

suggested that workers ‘routinely make a choice between being effective and being thorough, since 

it rarely is possible to be both at the time’ (p. 15). In reference to safety, Hollnagel (2009) continued 

to say that ‘if demands for safety are high, efficiency is reduced until the safety goals are met’ and 

‘if demands for productivity or performance are high, thoroughness is reduced until the 

productivity goals are met’ (p. 15). With small business, however, the motivation is not always 

simply production (financial or goal completion) motivated. With the small business participants, 

the motivation ran deeper than peripheral performance targets. The interviewees were all 

passionate, skilled practitioners that experienced the ETTO principle in other areas that is an 

oversimplification to state motivation is either production or profit. These areas are additional 

factors, such as timely completion to allow other trades to finish and timely completion as the job 

required the installation or repair of critical infrastructure (e.g., a steam sterilisation unit at a 

hospital). Where safety science talks about production over safety factors, a deeper level of 

understanding should be applied to understand the fundamental motivation and how these critical 

work task objectives can be better managed to co-exist with risk management tools such as safety 

II. Where we asked in the interviews, ‘Did work go as planned?’, the response would simply be, 

as one participant explained, ‘Well, when I got there, the boiler did not work, and when I left, it 

did, so yes, the job went as planned’. 

The challenge is promoting to workers the need, or benefit, of reflecting more frequently as to 

whether work goes right from a risk management perspective. The work goal was achieved, it went 

right or well, but did it go as planned? Did it go right from a risk-taking perspective? Are you 

happy with the performance? Was enough time allowed to complete the job without unnecessary 
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risk-taking? If you could go back and do the job again, would you have allowed more time to 

undertake the job with additional risk controls in place? This is the fundamental takeaway and is 

key to the contemporary ‘learning from everyday work’ theories that are currently not 

commonplace thinking in the workplace. 

5.4 Cognitive Awareness of Safety 

When questioned about the work itself going as planned, or going right, very little emphasis was 

placed upon unplanned work from a risk management viewpoint. The challenge moving forward 

for academia and safety practitioners, including workers, is to raise awareness on the front line of 

risk management thinking simultaneously with work achievement planning and thinking. Risk and 

work need to exist mutually, although at present, within the context of this study, they appear very 

much mutually exclusive. There is either a focus on one or the other. Havinga (2017, p.213), in his 

paper titled ‘Everyday work investigations for safety’, acknowledges ‘the challenge (with task 

analysis) is in talking about everyday work and safety at the same time’. A practical takeaway 

from the study, in everyday work explorations, is having a third person analyse the work. This is, 

in a literal sense, others investigating everyday work. This approach would be very challenging 

for small business. Small business can mean a frontline worker is on their own; in this scenario, it 

is reflective everyday work investigation that becomes valuable in future accident prevention. 

Creating a pre-accident self-reflection tool would be a valuable first step in raising pre-accident 

thinking awareness. Currently, any learning that does occur occurs as per the desires of safety II 

but still in a reflective manner, after an almost interaction with a hazard, due to an unknown risk-

taking style. 

5.5 Small Business as a High Reliability Organisation 

The themes identified as a result of this research project give rise to the claim that small business 

displays many of the principles that underpin high reliability organisation (HRO) theory. HRO 

theory aims to ‘pick up early signs that trouble may be on the horizon and then be able to make 

modifications without having to wait for the more obvious signs of failure’ (Dekker, 2009, p.123) 

in the form of an accident. High-risk small businesses within this project demonstrated an effective 

ability to do this. However, it is important to note at this point that HRO theory, in the traditional 
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sense, is utilised by companies intentionally and knowingly by practitioners. High-risk 

environments, such as the US Navy nuclear aircraft carriers, were the first to be studied due to 

complex settings and high probability of accidents (including catastrophic accidents), yet with 

virtually zero actual incidents or high potential incidents. Roberts (1990, p. 167, as cited in Dekker, 

2019, p.283) found that the success in low accident rates was a combination of ‘layers of activities 

that allow changes in reaching goals, flexible reactions to demands and circumstances … intense 

training of personnel, redundancy for all processes and adaptive decision-making’. Small business 

displayed a similar approach to risk management, although, paradoxically, not for risk 

management. For the example of the nuclear aircraft carriers, it can be stated, with little argument, 

that the HRO principles are for safety. The success framework exists implicitly to protect 

personnel, equipment and operations. Any link to productivity can be connected to the success of 

the HRO principles. Safety of the operation is part of the productive success. 

Similarly, small business adopts HRO principles also linked to production success. The nuance 

with small business, however, is that the production success is work completion. At times, small 

business see-saws between HRO for production and HRO for safety, which ultimately equates to 

task completion. Swings to safety are largely motivated by task completion (e.g., wearing long 

pants to gain access to a site, as one participant explained). However, as the researcher has 

concluded, this is not because there is concern of an injury but to gain access to compete the work. 

As with this example, the previous year the work activity was prevented from being completed, as 

the participant arrived at the work site with holes in his pants and was denied entry. The task 

completion goals are motivated by mixed methods and not solely for-profit reasons. They include 

for example, profit, reputation, trade pressure, time pressure, weather factors, supply issues and 

equipment problems. 

5.6 Implications for Small Business 

5.6.1 The Role of a Leader (Manager of a Small Business) 

One of the most valued tools identified from this research project in the area of everyday work 

learning was regular communication between stakeholders. Interviewees placed great value in 

differing verbal communication methods. However, psychological safety was a key factor in the 

success of such communication opportunities. Edmondson (1999) identified that with ‘a growing 
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reliance on teams in changing and uncertain organizational environments’, there lies a ‘managerial 

imperative to understand the factors that enable team learning’. 

Further work researching the influence management and leadership have over risk management 

would benefit safety science and is encouraged. Rollenhagen et al. (2010) conducted a study 

looking at the context and habits of accident investigation practices using questionnaire data. An 

interesting finding from this research was the response given by the investigators in the area of a 

manager’s influence. Although carried out by questionnaire, not empirically, one of the findings 

from the research was ‘Top management’s influence on safety received a relatively high value in 

all the groups’ (p. 867). 

Bennett (2015) carried out a review of the book Safety or profit? International studies in 

governance, change, and the work environment, written by Theo Nichols and David Walters (as 

cited in Bennett, 2015). The book, as described by Bennett (2015), is concerned with the 

‘juxtaposition of two leading themes’. One of the themes is the ‘health and safety regimes’ that 

emerged from the 1972 Robens Report Safety and health at work and the other theme is the 

relationship between the aforementioned ‘regimes and the question of safety or profit, arising from 

the 1973 pamphlet by T. Nichols and P. Armstrong, ‘Safety or Profit: Industrial Accidents and the 

Conventional Wisdom’ (Bennett, 2015). Bennett makes the argument that ‘conflicts in the 

workplace are usually between workers and managers, and the prime aim of the latter is to promote 

efficiency and reduce costs while maintaining and increasing managerial control of the workplace 

and its operations’ (Waterson, p. 154, as cited in Bennet, 2015). 

This research has acknowledged the differing influences on work completion, and in a small 

business environment, the manager is, quite literally, in a central position directly influencing 

thoughts and actions. Managers should understand their status and encourage open conversation 

in a trusted environment wherever possible. In keeping with the project’s aim, to understand how 

safety II applies in a dynamic work environment, such as the trades and services occupations, 

Edmondson (1999, p.380) found in her research that ‘fast-paced work environments require 

learning behaviour to make sense of what is happening as well as take action’. Quite en pointe 

also, Edmondson (1999, p.380) acknowledges that ‘with the promise of more uncertainty, more 

change, and less job security in future organisations [the research identified this is all true in small 
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business also] teams are in a position to provide an important source of psychological safety for 

individuals at work’. In a small business environment, managers are the driving force necessary to 

form the learning teams to achieve the environment required to continually learn before an accident 

occurs. 

5.6.2 The ‘Safety II’ Paradox: Safety is the Presence of Risk Experience 

An oversimplification of safety II is that work that goes well can be measured, analysed and 

understood in a similar way that we attempt to measure, analyse and understand work that does 

not go well (e.g., an accident). During this research, it became clear that the line of right and wrong 

appeared to form where a threshold had been crossed, apparent by a self-belief or a witness’s belief 

that risk-taking had gone too far. This level of risk exposure, to understand right or wrong, is closer 

to an interaction with a hazard than conventional safety practitioners would be comfortable with, 

although this is uncomfortably true in real work environments. It is these experiences that build 

risk resilience. Risk-taking is better referred to as necessary performance variability to achieve the 

desired outcome. The issue with the label ‘risk-taking’ is it conjures a belief that a worker 

understood the risk before task completion and ‘accepted’ the risk. As this research has identified, 

this is often not true. In a study carried out in forestry work, researchers found ‘it is the individual 

performance variability shaped by experience and “know-how” that guides the application of 

technical skills in such a (forestry work) complex, dynamic, high-risk environment’ (Colman et 

al., 2013, p.1). Directly relevant to this research project, the forestry study found that traditional 

safety I methods of safety, ‘auditing and quantifying work performance … although many may 

find comfort in objectively measuring performance … focusing too closely on technical skills in 

the field actually reduces safety’ (p.5). The interviewees, (tree) fallers, explained that ‘even after 

thirty years of falling, there are situations that they have never come across before’ (p.5). It is by 

accepting and acknowledging these facts that we can continue to further reduce accidents. Safety 

practitioners, work parties, peers and managers can all assist in creating an environment where 

decision-making is central to encouraging performance variability—an environment where 

problem-solving and not following procedures is accepted and encouraged. In circumstances 

where a worker, or work party, is confronted with a different work context to one that has not been 

experienced before, there is encouragement to allow variability to both achieve the work objective 
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and remain free from harm. This realisation, and bringing safety back to basics, is the change 

required. 

5.6.3 How Language Shapes Perspective: Rethinking the Term ‘Safety’ 

The language we use in our daily lives is utilised from an experiential context and delivered to 

another person receiving the information from a different experiential context. Where both parties 

are drawing their understanding of the conversation from similar competence and experience, the 

intent of the delivered message is likely received and understood. However, where one is more 

skilled than the other, a full download by the recipient has likely not occurred. Heraghty et al. 

(2018, p.1) has examined how differing use of language plays a role in written form, finding that 

the methods used to capture and communicate a story have ‘a profound impact on the actions 

decided upon by the reader’. In terms of the spoken word, the same finding can be drawn from this 

research. This research has led to the finding that ‘safety’, as a common phrase, is devoid of any 

universal or common sentiment. Safety as a term and as a guide of the state of something can be 

interpreted in numerous ways distorting or diluting the sender’s intent. Be ‘safe’ is an individual 

thought process that is useful to the person who recalled a previous experience of ‘unsafe’ to then 

remind someone else to be ‘safe’. Be ‘safe’ or ‘safety’ as a ‘safety’ slogan needs to be evolved. 

Safety needs to be replaced with be ‘risk-aware up there’ or have a ‘risk-aware day today’. Slogans 

might include ‘Top five risks on site today include’. These statements, slogans and even pictures 

could be impactful and leave nothing to the imagination. In keeping with HRO theory, risk 

awareness is ‘shared among those who do the work every day’ (Dekker, 2009, p.125). Toolbox 

talks could be reshaped as risky reflections—stories of everyday work that lead to a better 

understanding of risks when undertaking a certain task or operating a new machine. These 

simplistic developments are aligned with the themes outlined in this research project and 

complement the advancements of current safety thinking. They are not to be considered an 

exhaustive list of alternative slogans or names but merely to start a safety II conversation around 

terms that are, at present, taken for granted. As a safety collective, when using the term ‘safe’, we 

are recalling a specific time when we were unsafe; the exact specifics of this recall are not passed 

on to the recipient. It is this information that is building the risk resilience for the recipient. This 

is the key to continual risk management in the workplace and is reflected by the overwhelming 

themes in this project.  
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6 Conclusion 

A number of recommendations are included to promote discussion among the safety community 

and encourage critical thinking for future research projects that may consider expanding this work. 

6.1 Future Research Directions 

6.1.1 Research Participants 

Future empirical research studies could aim to include ex-workers from the outset for a more 

realistic chance of a larger pool size. As a finding from this research, workers that were no longer 

part of a previous industry group were far more motivated to share their previous experiences when 

compared to currently serving operational workers. 

6.1.2 Safety Improvements 

There is an opportunity to develop further understanding in the area of safety improvements. An 

analysis could be carried out on safety introductions and whether the intent is driven by safety, 

work performance or profit. A study could also be carried out that draws a comparison or looks at 

the relationship between successful safety interventions and their links to the improvement over 

work completion and unsuccessful safety interventions and their effect on work completion. 

6.1.3 Apprentices 

Further empirical research could be carried out with apprentices. Although similar access issues 

would need to be overcome, an understanding of how apprentices learn about risk management 

would progress research in the area of risk competence. How do apprentices build risk resilience? 

How do apprentices build the essential experience required to remain risk-aware? Apprenticeships 

largely deal with technical skills, and any safety-related content is specific to technical tasks only. 

An apprenticeship does not teach the apprentice about contextual risks relevant to the skill learned, 

such as weather, other trades and services and risks associated with complexity: where the 

apprentice may have a combination of the two, both weather and other trades, for example. Where 

does an apprentice or trainee learn about these complexities in the work environment? Do 
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apprentices learn from the strong relationships they build with peers? Is there an unofficial 

mentoring or coaching relationship formed that plays a significant role in managing accidents? 

Further empirical research would provide important answers. 

6.1.4 Legislation 

Presently, for small business, legislation leaves risk management strategies to the business to 

manage. The research has identified that the effectiveness of proactive risk management to prevent 

an accident is largely reliant upon the individual or company. A regulatory effort in this space is 

also largely futile. The regulatory approach is primarily concerned with issuing improvement 

notices for obvious compliance breaches, such as working at heights violations or unlicensed 

occupational work, for example. These are procedural elements of a task. The research has 

identified that these are not the areas of concern. A proactive regulatory site visit cannot uncover 

slow-burning issues that might one day drift beyond the line of recovery. A regulatory site visit 

cannot uncover a scenario whereby a worker is introduced to a risk scenario because the worker 

has not experienced the scenario or risk before. 

This leads one to wonder whether current proactive regulatory efforts (where an accident has not 

occurred) aid workers in identifying everyday work challenges to provide advice and support that 

has improved safety while maintaining the desired level of productivity and task completion. 

6.2 Research Limitations 

A limitation of this research project is the challenge of accessing frontline workers. If risk 

management and prevention of exposure to hazards through experience are fundamental in 

accident prevention, future studies should seek to include more current frontline workers and 

apprentices. Whether this is conducted with larger organisations or small business will not 

detrimentally distil any learnings. Whether a worker manages hazards through small business 

frontline work or on an oil and gas rig platform, the hazards remain the same. The effect of 

contacting live voltage is the same in both operating environments. An obvious difference is 

complexity, and understanding how complexity affects work is the current discussion with both 

the ‘old’ and the ‘new’ views of safety. The challenge, however, as previously noted, is breaking 

down the fear of the worker that the study will uncover faults or compliance issues with the work 
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they undertake, the risk management strategies they use (or do not use) and fear due to an ignorance 

on the part of small business owners on a ‘right’ or ‘wrong’. This belief is a symptom of a self-

regulated workforce that believes there could be potential action if they ‘air dirty laundry’, as 

expressed by one of the research participants. 

6.3 Final Thoughts 

The results from this research project demonstrate that a multitude of techniques are employed by 

small business to remain risk-aware and accident free. 

Due to the unique characteristics found in the small business operating context, including lower 

operating budgets and a more centralised decision-making model, risk management is carried out 

largely in real-time. Akin to a simultaneous operation, safety is considered at the same time as task 

planning, task coordination and task co-completion. The learning style differs from toolbox style 

talks, storytelling or experiential learning. All of these learning styles in small business can be 

influenced by the small operating context, social peer-to-peer relationships, the owner-manager 

style and, at times, financial and social security within the small business. 

Regarding the safety II lens applied to small business, the research found that small business 

owners and operators do not have a formal awareness of safety systems other than those required 

to access certain work environments (e.g., a job hazard analysis at a construction site). Small 

business swings between safety I, safety II and HRO styles of risk management, while never 

consciously knowing there is a style, theory or legislative requirement being applied at the time. 

Small business practitioners apply a certain ‘style’ to aid in work completion, primarily existing 

jointly with safety that is managed largely via experiential learning. 

The research has identified several current and future areas of interest for safety science, with one 

area looking deeper into risk management techniques that are intrinsically linked to task 

completion. When a safer method of work is introduced or a safer piece of equipment, do these 

processes aid in task completion or, even better, complement task completion? An analysis of the 

uptake in interventions and their barriers to success would be a valuable contribution to 

understanding frontline risk management. 
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Overall, as a global safety community, the challenge for safety science is to continue challenging 

the new theories that are emerging via empirical studies. The empirical studies should continue to 

be broadened to include other work settings. Sharing the messages within this project to better 

support the work carried out by frontline workers was the aim, and it is hoped the challenges faced 

by frontline workers in everyday work completion can assist all risk management stakeholders in 

understanding the limitations of both old views and new views, but also, the advantages of both. 

It is understanding the operating context in the application of a safety theory that is vital, as is 

allowing those closest to the risk (the workers instead of the theorists) to decide which safety 

theory will work best. 

 

Tony Willis 

Researcher and author 
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