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Sailing on the widespread belief across sectors that a good safety culture is paramount for
good safety performance in organisations that deal with major hazards, the recently renewed
European legislation on railway safety (1) has introduced the concept of safety culture as a
feature of good safety management. This requirement will soon be further strengthened in
secondary legislation and accompanying guidance and, as a logical consequence, will have to
be assessed and regulated in the future. But is it possible to influence the safety culture of an
industry duty-holder from outside, in the first place? Who should do it? And how?

1. Organisational safety culture

To be able to answer these questions, one should at least have a basic understanding of what
safety culture is. Since its introduction in the late eighties of the last century, a vast amount
has been written about the topic, resulting in considerable confusion and disagreement on
what safety culture really is; at the risk of the concept becoming meaningless (2,3).

1.1. Culture as an organisational attribute?

Most of the described approaches consider safety culture as a characteristic, consisting of
several factors, an organisation either has or has not (enough); reducing the concept to a set
of traits that can be easily measured and changed. This is also how the concept often is used
in accident investigation: an underlying cause to explain a range of individual or
organisational, and sometimes political conditions that created the accident and, at the end,
reducing all aspects of safety management to matters of culture. Such an optimistic (or is it
simplistic?) understanding of safety culture and the possibilities to change it, although
probably very attractive for managers and regulators, will rarely live up to its promises (4).
An alternative approach is advocated, starting from a contrasting viewpoint that safety culture
is not something that can be agreed between management and workers or between a safety
authority and a regulated company based on a norm or standard, but rather that “cultures
emerge where people interact and have to accomplish something together” (5,6).

1.2. The development of (safety) culture

Therefore, to understand if and how (safety) culture can contribute to better and sustainable
safety performance and by what type of internal and/or external interventions it might be
influenced, at least a basic understanding of the complex social processes that create culture
within an organisation is needed. A straightforward way to look at safety culture in an
organisation is to consider the factors that contribute to behaviour. At the organisational level,
the safety management system provides the foundation by defining and prescribing what is
required through policies, procedures and training. Management and staff make sense of the
content of the safety management system based on their attitudes, values and beliefs derived
from personal experience and training, combined with behavioural norms of the work place,
the organisation and society.

With all limitations a model has in representing the complexity of real life, the ideas of
Antonsen (6) and Guldenmund (5) on the subject, summarised in Figure 1 and explained
further in the text, provide a good starting point for further reflection.
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Fig.1: Creating safety culture, adapted after Antonsen (2009), Guldenmund (2015)

In the above figure, the left box ‘Sensemaking’, represents a member of a group experiencing
a specific situation, of which he (or she) develops his own perceptions and makes specific
sense. It is his individual understanding of reality, influenced in the first place by his own
individual context (knowledge, individual attitudes, skills and ability, personal characteristics,
emotions, state of mind, history, etc.) and defining his perception of what is risky or safe
behaviour. In the ‘Interacting’ step, members of a group exchange meanings through formal
and informal dialogue, giving rise to mutual adjustments, agreements and expectations with
regard to each other’s behaviours. This stage eventually results in partly shared
understandings, both as meanings and as rules and norms accompanying those meaning. In
the ‘Formalising’ stage, the organisation starts officialising a specific set of shared
representations and actions. Here, the current splits in two: one flow representing the
formalisation of structure (i.e. the distribution of tasks, roles, and responsibility, the
description of procedures and rules as well as more physical structures like technology) and
the other flow representing the development of symbols and meanings (of safety). In the
‘Disseminating’ stage of the model, the currents remain separated, although the dissemination
of formal structures and informal meanings often go hand in hand. Organisational structures,
rules and procedures are instructed in various forms of education. Meanings, on the other
hand, are often disseminated ‘between and behind the lines’ of spoken and written language
and acquired through various socialisation processes, here called “enculturalisation”. At the
‘Enforcing’ step, meanings, standards and expectations are accepted as the ‘way to do things’.
Members of the group will now share a comparable understanding of reality, and structures
and meanings are enforced and reinforced through various organisational processes, with an
important role played by leaders. Finally, both structures and meanings pass through an
‘Internalising’ step and are woven into existing patterns of thought and action by the



members of the group. This will be the reference for individuals within this group to
understand and cope with reality, which will influence the way they make sense of and act on
situations they experience.

1.3. The duality of safety management

The model clearly illustrates the duality of safety management, as also highlighted by various
other leading authors on safety culture (7,8,9). On the one hand, there is the formal side: all
production activity requires at least some form of planning activity. In function of the
supposed working conditions and the expected outcome, an organisation will define a
preferred way of working and technical means to support the activity. In order to perform
safely, the organisation will in the best possible way anticipate adverse situations to expect,
and will implement rules and means to deal with them in a safe way. For railways and other
high hazard industries, where a high degree of control is desired, this results in an
organisational structure and design that form the safety management system, with all its
composing elements: a safety policy, risk identification, the distribution of roles and
responsibilities, rules and procedures, resources and technology put available, incident
reporting schemes, training, systems of incentives, etc. Next to that, there is the “behavioural
world” of the organisation: qualities, feelings, meanings and games of power that condition
patterns of interaction among individuals within the organisation in such a way as to affect
the thinking and acting. This informal or cultural side mainly refers to the ‘unwritten rules
guiding the behaviour and decisions of a group of people’ (9). Together, the formal and
informal part of the organisation facilitate (or inhibit) organisational performance.

Some managers and organisations still rest on the assumption that safety can be achieved by
integrating safety in investments, hiring safety experts to build a formal safety system and
relying on all levels of management to promote and enforce compliance with rules and
prescriptions. And if rules are not complied with their logic reaction would be to introduce
yet more rules and procedures, creating the illusion of managing safety. When formally
introducing the concept of a certified safety management system in 2004 (11), as an
excluding condition to operate railway services or to run activities as an infrastructure
manager, the European legislator may even have reinforced this idea. A high risk however
exists that such a bureaucratic approach to safety management will contradict with
operational reality and will result in a safety management system taking a life of its own: all
effort is put in designing, maintaining and even proving the existence of a documented
system, ignoring the operational input that is needed to actually make it work as intended,
and creating a gap between ‘work as imagined’ and ‘work as done’ (6,12).

On the other hand, there is the possibility to deploy the safety management system as an
instrument to exert a positive influence on an organisation’s safety culture and impact the
physical environment as well as the behaviour of employees in a manner that promotes and
facilitates safety (10). It is the match between the formal and informal part of the
organisations that ultimately creates safety. In order to assist people in carrying out their task,
an organisation needs to understand how humans (with their capabilities and limitations) use
specifications to solve problems and take this knowledge into account when designing their
work environment (13). The same goes for rules and regulations: as long as the workers
implementing them are not considered when designing working procedures, they will be



forced to break rules in order to get work done whenever contradictions or conflicts occur
(14).

Another aspect that is highlighted by the above cultural development model is that safety
culture, as common patterns of behaviour and thinking, is constructed through the
interactions between actors, in the context of an organisation that needs both to adapt to its
environment and ensure the integration of all its members. This explains the high importance
that is given in most safety culture norms and models to traits like transparency, trust and
leadership. The signs given by management through organisational decisions and managerial
behaviour (listening attitude, recognition, sanctioning, etc.) not only impact the behaviour of
sharp end operators through positive and negative reinforcement (15); they also impact an
organisation’s capacity to learn (7) and to make the designers, whether of technical or more
organisational aspects, aware of operational needs and enable them to create a real match
between formal and informal parts of the organisation.

1.4. Creating sustainable safety: understanding workplace reality

Most people come to work to try to do a good job and show concern for the quality and safety
of their performance. Yet, they do not always follow procedures, nor should they. Even if not
originated in a bureaucratic safety management environment, it is often impossible to provide
a complete specification for complex socio-technical systems as railways: because of their
complexity, systems may be underspecified, they adapt and change over time, sometimes
faster than can be described, and also the environment (economical, technological,
institutional ...) is far from stable. To compensate this, the flexibility of humans and their
capability to improvise and adapt to changing conditions is necessary as a buffer between
subsystems and between the system and its environment in order for the systems to keep
functioning (16,17). Rather than blaming people for not following the rules and making
adjustments, every deviation from a prescribed safety process should be seen as an
opportunity to understand how the actual work practice (why operators do the things they do,
in the way they do them) is influenced by contextual factors like overly complex rules, an
unpractical and unworkable work environment, production pressure, peer pressure, personal
conditions, etc.

Only by understanding why certain types of behaviour and decisions stand out as the right
things to do, it becomes possible to know what to do about it and create the right foundations
for sustainable safety performance. Therefore, in order to know whether an organisation is
and will continue to perform safely, it is not the eventual decrease in accident and/or incident
rate but rather the match between work as designed and work as actually performed that
should be monitored continuously (6,15,16). Any need that workers feel to deviate from a
prescribed safety process, may be the indication of a system that is not working, a ‘mistake’
that keeps getting repeated (pattern of actions and thinking) or a process that seems
inefficient. An organisation’s capability of measuring these “tensions”, will create the
potential to understand work place reality (the way things are really done at the sharp end)
and to process the gained insight into the creation and maintaining of conditions that allow
work to succeed and to ultimately prevent major accidents (6,16,18).

L.5. Busting the myths of safety culture

Next to forming the basis for better understanding the role of culture for managing safety in a
sustainable way, the above model of cultural development also offers the insight to bust some



of the most persistent myths that surround safety culture initiatives. An approach that equals
safety culture to pure compliance to rules and procedures e.g. will never be successful.
Preventing major accidents can never be based on actions that only focus on changing the
general behaviour or attitude of front line operators to ensure compliance with safety
procedures. Changing elements of safety culture, as the common paths of thought and action
at all levels of the organisation and influenced by constant interactions and organisational
conditions, requires the involvement of the whole organisation. For the same reason, also
narrowing safety culture to only the positioning by management of safety against other,
competing objectives is simplistic. Safety culture should also not be seen as the ‘next big
thing” when safety performances reaches a plateau; a palliative measure when it is considered
that no further improvement can be made to safety barriers and procedures. It should
furthermore be clear that safety culture cannot be prescribed or shaped at will by managers,
regulators or legislators and the organisational development that is required to change an
organisation’s culture — if at all controllable — certainly doesn’t work with the ‘quick fixes’
managers like so much. It’s on the contrary the decisions they take, the positive or negative
judgments they have — particularly in critical situations — that, through interactions with the
other actors, progressively forms the organisational culture.

The above model illustrates that culture is produced and reproduced through daily interaction
of individuals and highly influenced by local conditions. Managing safety (culture) will
therefore require constant effort and attention. Moreover, since the interactions take place
between actors at different levels of the organisation (top management, employees of
different departments, different professions and/or differently located, etc.), all with different
experiences, background, conditions to deal with and maybe even different goals to achieve,
it is a too optimistic assumption that an organisation can (or should) have a unique safety
culture. In reality, within a same organisation, a great diversity of organisational practices and
subcultures will exist, both on paper and on site (14). Together with the undeniable
complexity that characterises cultural development, this might also explain why organisations,
sometimes despite enormous efforts, continue to struggle to implement practical strategies to
improve their level of safety culture maturity.

1.6. Influencing safety culture

Safety culture refers to that part of an organisation’s culture, i.e. a combined way of acting
and thinking that is largely in common to a group of actors in the organisation, which can
impact the management of major risks related to its activities. It has been progressively
constructed through interactions and communication between the concerned actors and
continues to evolve, encouraged or discouraged by people or systems over time. This
informal part of safety management cannot be seen in isolation from the structural (the safety
management system in all its aspects) nor the interactional aspects of an organisation. It is
rather the interplay between the different aspects that can ultimately create sustainable safety
performance. Efforts to influence safety-related practices and behaviour, in order to
successfully create a sustainable change, will have to take that into account. The way to do
this, based on the introduced model of development of culture, would be to change the
‘growing conditions’ (6) of culture and to choose a set of interventions that might influence
the several stages within the model: interacting, formalising, disseminating and enforcing (5),
with a primary focus on the alignment between the formal and informal aspects of work
organisation.



2. Beyond the organisation

The railways form a complex socio-technical system, where the regulatory framework -at
least in Europe- has introduced a multi-layered risk regulation regime with dedicated roles
and responsibilities for member states, national safety authorities and investigating bodies,
certification bodies, duty holders etc.

2.1. A supporting legal framework

Although this regime clearly puts the responsibility for controlling the risks of operating the
railways with the undertakings and infrastructure managers and has identified the concept of
safety management systems as the cornerstone to achieve this (1), it is evident from the above
reflections that culture in railways doesn’t stop at the border of one organisation or its safety
management system. All actors in the regulatory or wider institutional framework (e.g.
prosecutors) embody, enact or transmit safety (management) norms and values and will
therefore be an obvious source of external influence to which organisations must adapt (9).
These adaptations will most certainly imply an evolution in an organisation’s culture, either
in a natural way, sought for as a managerial (re)action, imposed by a safety authority or
required by institutional changes.

At this level as well, the formal part (legislation, norms...) needs to be aligned with and take
into account the more informal part of operational practice. Next to encouraging railway
undertakings and infrastructure managers to take responsibility for their own actions, safety
authorities and legislators need to avoid anything which makes it more difficult for these duty
holders to meet their responsibility for safety. To support this, a framework of legal,
institutional and cultural conditions needs to be made available in which learning from
operational experience (i.e. the understanding of operational reality by all levels in an
organisation) is encouraged and rewarded (10).

2.2. A new regulatory challenge

The role of the national safety authorities (i.e. the safety regulator) is particularly important
here. Because of its nature, as the informal and difficult to measure part of safety
management, safety culture may pose a difficult challenge for safety authorities. The concept,
in all its complexity, may confuse and attract attention of both the industry and regulatory
authority away from the more tangible and operational issues (9). It is also seldom clear, from
the early signs of safety performance problems, what the underlying mechanism could be and
without tangible evidence the operator may not agree on the nature and extent of the
identified problems (20). To a certain degree, this stretches the problems that safety
authorities may have already experienced when moving from a prescriptive regime, where
risk was regulated by the means of detailed rules enacted by the safety authority or the
legislator, towards a performance based regime built around the certification and supervision
of safety management systems, where the discussions between the safety authority and
regulated organisations should already have moved away from questions of pure compliance
and non-conformities alone towards discussions on the interpretation of requirements that are
only vaguely defined, like e.g. continuous improvement or the acceptability of risks, and how
to implement them.



The national safety authority should strive to reach a common understanding of the
regulatory framework, to the extent that the responsibility for managing safety and the
perception of what is considered safe is recognised, understood and accepted by all duty
holders. Discussions on what is regarded as dangerous and the definition of risk acceptance
criteria require however a more democratic and constructive approach to safety regulation,
than the traditional ‘command and control’ strategy. The focus of regulatory intervention
should be to have discussions with corporate management to be sure they understand the
nature and seriousness of the requirements and the eventual issues in their organisation that
raise concern (20,21). Helpfully, the introduction of requirements related to culture provides
the safety authority with a legal basis for asking new questions that will have to be asked to
the top management of the regulated organisations with a focus on their role in reducing the
risks for major accidents. In addition to this bilateral communication between safety authority
and the regulated, the role of the safety authority should be extended to setting the agenda for
an entire institutional field, by facilitating dialogue, creating arenas for learning between the
different actors in the industry and by taking on a more proactive and informative role, in
addition to their traditional control activities (9).

2.3. The role of accident investigating

The concept of safety culture finds its origin in the investigation of the Chernobyl and
Challenger disasters (4) to explain organisational shortcomings and has ever since mainly
been used in accident investigations as a universal root cause, just like ‘human error’ before.
Linking an observation or finding to (an attribute of) safety culture — or another source of
performance variability — must not be considered as an end but rather as a starting point for
further investigation. The important point is to describe what is behind the link and seeking to
shed light on the underlying reasons as to why e.g. rules where ignored (22). Also, as a
starting point for the investigation, a deep understanding of the workplace situation is what an
accident investigator should be looking for. Rather than seeing accidents as a function of bad
individual choices, the contextual factors (both formal and informal) that contributed to the
accident or incident should be identified. This should lead towards the further investigation
into the organisation’s implementing (train, equip, organise) and controlling (specify, verify,
adapt) processes and the identification of roles and responsibilities of actors at all levels of
the organisation (and beyond) to create and maintain the conditions that support sustainable
(safety) performance.

3. Over-speeding as a practical example

The next chapter will try to illustrate the principles that are developed above with a concrete
railway example. As long as not all infrastructure and rolling stock is equipped with an
automatic train protection system that continuously controls speed requirements, derailments
because of over-speeding will remain a major risk of the railway system, as has been
demonstrated by several of the most lethal railway accidents over the last decades.

3.1. Managing the risk of over-speeding

Speed requirements within the railway system, and in particular speed restrictions, are
imposed by the assets that are used, in particular through the characteristics of used rolling
stock and infrastructure (through design or its actual state). Without an automatic train
protection system in use, these constraints are traditionally communicated to the train driver
via the lineside signalling equipment. In addition, the trained driver is required to have



acquired the necessary route knowledge so that he knows what signalling aspects to expect
and where on the line.

Applying the principles of good safety management that were developed above (continuously
monitoring the match between work as designed and work as actually performed) would
require a railway undertaking (and/or the infrastructure manager) to continuously monitor the
speed of its trains. Not in order to check driver-compliance, as is traditionally done, but to
understand work place reality and to identify those performance shaping factors (formal and
informal) that help to shape risky situations and to adapt the management of these conditions
to better support sustainable and safe performance.

A logical entry point for a safety authority would be to check a duty-holder’s capacity to
monitor the speed of its trains, to analyse it and to learn from experience. More general, the
safety authority should look at the way the monitoring system is specified and whether this
will enable the objective of monitoring the match between work as designed and work as
actually performed (with eventual inadequate patterns of thinking and acting). If this is the
case, a logical follow up action would be to check what is done with the information and
whether the conditions are adapted accordingly. When issues are discovered, it should be
obvious that the discussions with the duty-holder will no longer be on the driver not
respecting a speed limit and the individual corrective actions that need to be taken, but on the
objectives of the monitoring process and the related management responsibilities.

3.2. Reviewing accident investigating reports

Since in the short period of writing this paper, no activities of safety authorities could be
reviewed to assess the eventual implementation of the above principles, as an alternative, a
set of six accident investigation reports has been selected (23,24,25,26,27,28) to check their
depth and focus when investigating derailments caused by over-speeding. This selection has
been made taking into account a geographical spread, the similarity of the accident
(derailment of a passenger train due to over-speeding') and the availability of the report in a
language that can be read by the author of this paper.

Integrating the above developed safety management principles into the accident investigation
process, would result in the following investigation logic:

e (1) The specific performance is identified

e (2) The specified task is identified (work as designed) as well as the usual pattern
of acting and thinking (work as done). It should be noticed that the latter may be
tacit rather than explicit, that it may not match the specified task as well as both
may not match the specific performance under investigation. At this stage, should
be identified whether a mismatch between work as imagined and work as done is
at the source of the specific performance. If a clear mismatch is detected, the
process of specifying the specific task should be further investigated.

e (3) The conditions (both structural and cultural) that shaped the performance are
identified, in order to gain a best as possible understanding of the work place
conditions and the reason behind why the things have been done, in the way they
have been done. Once these conditions identified, the investigation can continue

! The derailment in Nykirke (Norway) on 15/02/2012 occurred during continuous on-track testing, but the investigation
report states that “this accident could also have happened to other types of train if they had been traveling at the same
excessive speed” (23)



this path by looking at how the organisation is managing the identified variability
of these conditions.

(4) The capability of the organisation to monitor a system’s performance is
investigated, and in particular their capability to monitor the variability that was
identified in the previous step.

(5) If this variability was identified previously, the capability of the organisation
to learn and adapt from these finding is further investigated.

Applying this flow to the over-speeding case, would result in the following scope to be
expected as subject of the investigation, which is used for reviewing the selected accident
investigation reports:

The driving performance
The task specification and the usual pattern of acting and thinking
Possible sources of performance variability (both formal and informal) that might
explain the activity as performed
(Further investigation in how this variability is managed)

Whether train speed is continuously monitored, to understand variability

(If variability is measured, how is it addressed?)
How the monitoring process is designed
How the safety authority is supervising the duty-holder’s monitoring process

Based on this reference, the selected accident investigation reports have been reviewed, with
the result summarised in the Table 1 below:

Investigation | Amagasaki (2005) Nykirke Ontario Compostela Philadelphia Buizingen
report (2012) (2012) (2013) (2015) (2015)
Performance | 116 km/h 130 km/h 67 mph 179 km/h 106 mph 120 km/h
driver distraction | driver distraction | misinterpretation driver distraction loss of situational | driver expectation
of signal awareness
Specification 70 km/h 70 km/h 15 mph 80 km/h 50 mph 50 km/h
driver respecting | driver respecting | crew  respecting | driver respecting | driver respecting | driver respecting
speed — LS speed — LS speed — LS speed — LS speed — LS speed — LS
Sources  of | - sign missing at | no requirement to | infrastructure infrastructure work planning
variability departure station | communicate design equipment
(formal) route change

line knowledge

3" crew member

Sources  of | taking notes - - use of cell phone use of radio traffic
variability management
(informal) negative
reinforcement
Train speed | investigated: investigated with | NI NI NI Investigated: focus
monitoring incident reporting | focus on ATP on incidents
and speed | direct reporting and
monitoring in | intervention analysis
curve
Designing the | NI NI NI NI NI NI
monitoring
process
Safety Nothing on | NI lacking regulatory | NI Commenting delay | NI
authority supervision, activity to in  implementing
supervision improvement  to implement legal technical
legal framework additional barriers requirements  for

suggested

track equipment




LS: lateral signalling, NI: no trace found in the accident investigation report, so presumably not investigated

Table 1: The investigation of over-speeding accidents

In conclusion of this short analysis, it is clear from this selection of investigation reports that
monitoring train speed in order to identify work place conditions that might influence over-
speeding is not common practice in the railway sector. Furthermore, the investigation of
serious derailments caused by over-speeding is in general missing the opportunity to address
the possibility of pro-actively monitoring this precursor of a known risk and to point at the
responsbility of duty-holders’ management to design (and of safety authorities to supervise)
this.

4. The role of the European Union Agency for Railways

Through its activities, the European Union Agency for Railway has become a dominant actor
within the European railway system.

4.1. Formalising the structure

Secondary legislation like Technical Specifications for Interoperability or Common Safety
Methods on the one hand, and complementing guidance setting the standard for the good
implementation of this legislation on the other hand, set to a great extent the norms and
values for the design and management, both at an operational as well as an institutional level
for the entire sector. Furthermore, the importance of the Agency’s role will in the near future
increase, when taking up “operational” activities for vehicle authorisation, safety certification
of railway undertaking and even supervising the placing in service of lineside equipment as
design authority for the European Rail Traffic Management System (ERTMS).

Like the safety management system is one of the elements that provides context and
influences behaviour at an organisational level, the overall Railway Safety Culture (patterns
of thinking and acting) will at least partially be defined by the requirements of this regulatory
framework and how regulatory authorities make sense of them. Consciously shaping this
formal structure and aligning it with the needs and practices of stakeholders could therefore
be an effective way to positively influence Railway Safety Culture throughout the entire
railway system.

4.2. Safety Culture Fundamentals

To put this idea in practice, the European Union Agency for Railways has started a Safety
Culture Programme that aims at driving change in the Railway Safety Culture by
systematically integrating « Safety Culture Fundamentals », i.e. the basic and underlying
principles that are needed to construct a positive safety culture, in the Agency’s own products
and services.

Although, at the moment of writing this paper, these Fundamentals are still under
development, the reflections in this paper already provide some clear indication of the
direction to follow. Without wishing to pre-empt their further development, it appears that
following statements seem at least suitable candidate-Fundamentals to facilitate the
discussions:



e Behaviour is affected by the context in which it occurs
e Safety must be created continuously

e Cultures, as shared patterns of behaviour and thinking, emerge when people interact
and have to accomplish something together

e Sustainable safety performance requires the alignment of formal (safety management
system) and informal (safety culture) aspect

4.3. Interacting with other institutional actors

Like the Agency, also certification bodies, regulatory authorities as well as other government
bodies need to be aware that behaviour at each level in the railway socio-technical system
contributes to the shaping of safety culture and need to accept that also their decisions and
activities and behaviours (the walk) and policies (the talk) influence whether the total system
outcome will be safe or not. Improving railway safety culture will therefore demand the
commitment from all stakeholders within the system.

To facilitate the interaction with and among stakeholders in order to raise awareness on the
concept of safety culture, how it can help to improve railway safety performance but also to
make them aware of its risks and pitfalls, the Agency will pro-actively run activities to raise
awareness conferences, trainings, workshops, etc.

5. Conclusion

The introduction of the concept of Safety Culture as a requirement in the European regulatory
framework creates the opportunity for the Agency to address the different operational and
institutional stakeholders in a new, enhancing way. By duly taking into account the processes
and mechanisms that are underlying the development of culture, the Agency believes that —
together with safety authorities, investigating bodies and other regulatory bodies — it can
drive change in the Railway Safety Culture and ultimately move towards a system that
performs safely in a sustainable way.
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