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Safety
issues

Safety
indicators

Organisational Influences

(What could have been in place to minimise problems
with the risk controls?)

Risk Controls

(What could have been in place to reduce the likelihood
or severity of problems at the operational level?)

Local Conditions

(What aspects of the local environment may have
influenced the individual actionsftechnical problems?)

Individual Actions | Technical Failure

Mechanisms
(What individual actions (How did the
increased safety risk?) equipment fail?)

Occurrence Events
{including technical problems)

(What events best desBribe the occurrence?)
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Sequence of Factual data
events
analysis

Safety factors NHERENSE Safety action
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Safety factor type
Description

Existence (TZ1E £ 42 E8)
ltem Comment Support?
Existence? EhA B EBEIZEARRERFT ?

Summary

Influence (F & 1185
Factor influenced ZAREEUHSENERAUBRENTE ?
Iltem Comment Support?
Related to probable causes?

Summary

Importance (EZE 415 58)

Related to risk? ZARNTEESEERIFEWRIIAGH ? _—
Justification s
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