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Govia Thameslink Railway (GTR) 
 

GTR a large mainline railway undertaking which operates conventional 
passenger train services that cover a large part of the south of 
England, including Surrey, Sussex, part of Kent and Hampshire, 
Hertfordshire, Cambridgeshire and Bedfordshire. GTR operate over 
3,500 passenger trains each day  
 
GTR is also an infrastructure manager, with responsibility for the 
operation of 237 stations and eight engineering or train preparation 
depots. In addition GTR trains use stations and facilities operated by 
other companies. 
 
GTR employ over 6,500 people, most of whom are engaged in 
providing train services as train crew or station staff, or supporting 
roles such as engineering or revenue protection.  Approximately 3,300 
staff undertake safety critical work.  
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Legal Requirements 



The Health & Safety at Work etc Act 1974 and the Management of Health & Safety 
at Work Regulations 1999 include general duties to manage safety, assess risks, 
co-operate with other duty holders, make sure staff are trained and have the 
necessary skills, knowledge, experience and so on. 
 
The Railways and Other Guided Transport Systems (Safety) Regulations 2006 
(ROGS) were introduced to put the requirements of the 2004 European Railway 
Safety Directive into practice in Great Britain. 
 
The Railways and Other Guided Transport Systems (Safety) Regulations 2006 
(ROGS) requires transport Operators to maintain a Safety Management System 
(SMS) 
 
ROGS replaced several sets of railway safety regulations including: 
 
}  (The Railways (Safety Case) Regulations 2000 
}  (The Railways (Safety Critical Work) Regulations 1994 



Operational Safety 



	
	

“Proactively“ reducing the consequences of  
“Unwanted Outcomes” triggered by “Human Error” 
 
To improve performance and reduce risks 
 
To reduce risk so far as reasonably practicable 
 
In essence, making sure a risk has been reduced, 
ALARP is about weighing the risk against the 
sacrifice needed to further reduce it. 



Accidents are caused by active failures or latent conditions 
which can lead to human error or violations.  
 
Active failures are the acts or conditions precipitating the 
incident situation. Usually involving front-line staff, the 
consequences are immediate  
 
Latent conditions are the managerial influences and social 
pressures that make up the culture (‘the way we do things 
around here’), influence the design of equipment or systems, 
and define supervisory inadequacies. They tend to be hidden 
until triggered by an event.  
 
We all make errors irrespective of how much training and 
experience we possess or how motivated we are to do it right. 



 
 
 
 
 
 
 
 

 Piper Alpha (1988) - 
167 died 
 
•  Maintenance error 
•  Inexperience 
•  Poor maintenance 

procedures 
•  Communications 

breakdown 
•  Permit to work 

system fault 
•  Pafety procedures 

not practised 

Automotive Supplier 
(1999) - 1 died 
 
•  Poor safety culture 
•  Lack of guarding 
•  Lack of training 
•  Poor perception of risk 
•  No safe systems of work 
•  No risk assessment 

programme 
•  No effective accident 

system 
•  No communication 

Clapham Junction (1988) - 35 died & 500 injured 
 
•  Signal failure 
•  Incorrect maintenance 
•  Degradation of working practices 
•  Training problems 
•  Communication problems 
•  Poor supervision 
•  Excessive working hours 
•  Failure to learn lessons 

Herald of Free Enterprise 
(1987) - 189 died 
 
•  Failure to close bow doors 
•  No checking/reporting 

system 
•  Commercial pressures 
•  Internal friction 
•  Disease of sloppiness 

Kings Cross Fire (1987) - 31died 
 
•  Discarded cigarette 
•  Accumulation of rubbish 
•  Poor cleaning regime 
•  Wooden escalator 
•  Failure of fire fighting 

equipment 
•  Lack of emergency training 
•  Poor safety culture 





Safety By Design 







The facts 
 
•  3 December 2015 River Humber, UK Dark, good visibility 

•  Flood tide 1.5 knots, south-south-west wind 40 knots 

•  City of Rotterdam outbound, south (starboard) side of 
channel 

•  Primula Seaways inbound, north (starboard) side of channel 

•  City of Rotterdam set to north into path of Primula Seaways 

•  Corrective action on both ships too late to prevent collision 



City of 
Rotterdam  

Primula 
Seaways 









}  VHF radios located to port and starboard of 
centreline 

 
}  Window above the starboard VHF radio 33°off-

axis from centreline 
 
}  No reference to navigation aids at front of bridge 

except compass repeater at centreline window 
 
}  Centreline reference (cord and two LEDs) 

available only at centreline window 
 







Janus is the god of beginnings, gates, transitions, 
time, duality, doorways, passages, and endings. 



The backward looking face of Janus 
 
}  Hindsight investigation 

}  Assumes that systems are inherently safe 

}  Focus is on human ‘error’, the human is ‘at fault’ 

}  Assumes that there is only one norm 

}  Focus is on regulatory compliance 

}  Assumes regulatory compliance will prevent all accidents  



The forward looking face of Janus 
 
}  Human factors investigation 

}  Assumes that systems are inherently unsafe 

}  Focus is on human ‘local rationality’ 

}  Acknowledges that in many circumstances variable human action is 
necessary to prevent accidents 

}  Accepts that in complex systems a balance of regulation and 
degrees of freedom is needed   

 



Competence, and Assurance in 
relation to Railway Operation 



A definition of “competence” 
 
The ability to perform activities to the 
standards required; it is a combination of 
practical and thinking skills, experience and 
knowledge. It includes the willingness of an 
individual to consistently perform a task to 
the standard required. 
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Assessment encounter - best performance 

Normal performance - Risk and potential for an accident 

Normal/consistent performance – Risk controlled 

The competence effect 



The role of safety culture and 
leadership? 



What is the role of safety culture and leadership? 
 

The safety of the railway depends on the behaviours and attitudes of 
everyone employed within it. These behaviours and attitudes are shaped 
by those that lead at all levels within each company and across the 
industry.  
 
A mature safety culture is characterised by shared perceptions of the 
importance of safe operation and methods of working, and hazards and 
risks being proactively managed. 
 
Good leaders, at every level of the industry, remain vigilant rather than 
complacent.  
 
They demonstrate clear commitment to the safety of the railway, 
promote the right values, attitudes and behaviours, within their own 
organisations and in collaboration with others, and take responsibility 
for driving continuous improvement in safety performance across the 
railway. 



A definition of Leadership 
 
This	is	"the	art	of	direct	and	indirect	influence	and	the	
skill	of	crea4ng	condi4ons	for	sustained	organisa4onal	
success	to	achieve	the	desired	result."		
	

It	is	also	the	"process	of	influencing	others	to	
accomplish	the	task	by	providing	purpose,	direc4on	
and	mo4va4on." 



What is Leadership to me 
 

•  Taking	responsibility	for	decisions.		 
•  Being	loyal	to	subordinates.		 
•  Inspiring	and	direc4ng	assigned	forces	and	resources	
toward	a	purposeful	end.		 

•  Establishing	a	teamwork	climate	that	engenders	
success.		 

•  Demonstra4ng	moral	and	physical	courage	in	the	
face	of	adversity.		 

•  Providing	a	vision	that	both	focuses	and	an4cipates	
the	future	course	of	events. 

 



Thank you Any questions? 


