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SUMMARY

Three case studies form the heart of this thesis. The first one was based on a project called AIR, 

which was a human factors continuous improvement change initiative. The second one was based 

on a different type of change initiative called Partnership. Finally for the third the researcher 

developed and implemented a qualitative methodology for the diagnosis o f normal organisational 

practice called the Role and Process Analysis (RPA).

All o f the research was based in the domain of aircraft maintenance. Many m ethodological models 

guided the work. The first case study was participatory action research, the second also although 

with less direct participation. The third case study consisted of applying the RPA to two instances 

of normal practice; three quality processes and the check process. O ver the years however each 

case study has influenced the next and thus on a more global level the research could be said to be 

data-driven action research.

The iterative developm ent and implementation of the A IR  system encountered many difficulties. 

M ost difficulties appeared to lie in relation to w hat are often term ed the ‘softer issues’ of the 

change process, for example: people, social interactions, roles, relationships. In order to determine 

if this was the case with other change initiatives the researcher then participated in a different type 

o f change initiative in the same organisation called Partnership. This was an initiative that was 

specifically designed to take people into account, to create change through active, engaged 

partnership with all persons involved. This initiative also encountered a number o f problems.

Data from  these two case studies suggested that no change initiative could be successful if it was 

not firmly based in a thorough knowledge of the existing situation, but in particular an 

understanding of the interaction of people with the processes they work. A qualitative methodology 

to explore this interaction of people and the work that they carry out in terms of key processes was 

developed. The third case study concerns the im plem entation of this methodology, the RPA, in the 

areas of quality and the check process. It was found to provide a thorough means of organisational 

diagnosis.

The data from  this third case study however pointed to organisations having sim ilar problems in 

relation to normal practice as they did in relation to change. This raised the following research 

question:



“Can the data from the three case studies taicen together add to w hat is known about normal 

practice in organisations, in particular aircraft maintenance organisations, and thus allow for the 

improvement of these organisations?”

The following secondary research question was raised “Do problems associated with the 

implementation of change also occur in normal practice in the organisation, thus making concepts 

such as resistance to change unhelpful?”

A thematic analysis and meta-analysis were carried out across all three case studies to address these 

questions. 129 themes emerged from  the data which provided evidence to suggest that sim ilar 

problems to those encountered in the two instances of change initiatives also occurred in the two 

instances of normal practice (quality and the check process).

A meta-analysis of this data suggested that the following themes are important for the aircraft 

maintenance industry regardless o f whether or not a change initiative is being implemented; Formal 

and normal ways of working. Conflicting nature of the work of the quality department, A culture of 

not dealing with situations openly. Influence of the past and lack o f trust. Belief in the future. 

Genuine support and Relationships. These findings suggest that how people are treated in 

organisations is of fundamental importance, that people need to be treated with respect and dignity, 

and that employers have a moral and ethical obligation to ensure this.

These findings suggest that how people are treated in organisations is o f fundamental importance: 

that people need to be treated with respect and dignity. It is argued that employers have a moral and 

ethical obligation to ensure this. These issues have not been given a lot o f prominence in human 

factors. However they need to be brought to the forefront in order to understand organisations. 

Only then will it be possible to understand the processes of change.

In a sim ilar way organisational theory needs to be grounded in the reality o f everyday 

organisational life, taking account of the rich com plexity of how all the people working within an 

organisation live out their realities in light o f the constraints that they and the organisation are 

operating under and the tension that that creates. Only then will it be possible, as organisational 

psychologists, to help provide for the conditions whereby organisations and people, can better 

choose to live out that tension creatively.
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“Work is one o f the aspects o f  man, a perennial and fundamental one, one that is always relevant 

and constantly demands renewed attention and decisive witness. Because fresh questions and 

problems are always arising, there are always fresh hopes, but also fresh fears and threats, 

connected with this basic dimension o f human existence: m an’s life is built up every day from work, 

from work it derives its specific dignity, but at the same time work contains the unceasing measure 

o f human toil and suffering, and also o f  the harm and injustice which penetrate deeply into social 

life within individual nations and on the international level.

While it is true that man eats the bread produced by the work o f  his hands and this means not only 

the daily bread by which his body keeps alive but also the bread o f  science and progress, 

civilization and culture, it is also a perennial truth that he eats this bread by ‘the sweat o f  his fa c e ’ 

that is to say, not only by personal effort and toil but also in the midst o f  many tensions, conflicts, 

and crises, which, in relationship with the reality o f work, disturb the life o f individual societies 

and also o f all humanity.” fLaborem Exercens, 1981)
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SECTION 1 INTRODUCTION

When the researcher commenced work on this thesis in 1999 it was with the aim o f iteratively 

developing and implementing a human factors continuous improvement change initiative that 

would improve working life, and revolutionise the treatment o f human factors information, both 

within and between aircraft maintenance organisations and the manufacturer. Six years and three 

case studies later, the thesis that has emerged focuses more on why such initiatives often do not 

work.

This thesis consists of three case studies. The first two case studies explore change initiatives and 

the third looks at organisational life in normal practice. A ll o f the research is based in the domain 

of aircraft maintenance. Many methodological models have guided this work. The first case study 

was participatory action research, the second also although with less direct participation. The third 

case study consisted o f applying a qualitative methodology developed by the researcher to carry out 

an organisational diagnosis. Over the years however each case study has influenced the next and 

thus on a more global level the research could be said to be data-driven action research. The final 

outcome of the work is a thematic analysis carried out across all three case studies.

Each case study has its own introduction, literature review, methodology, results and discussion. 

The meta-analysis follows the case studies. The thesis has a general introduction and a general 

discussion. This introduction w ill outline the thought development and continuity throughout the 

three case studies.

1.1 Theoretical progression

Three case studies form the heart of this thesis. The first one is based on a project called AIR, 

which was a human factors continuous improvement change initiative. The second one is based on 

a different type of change initiative called Partnership. Finally for the third the researcher 

developed and implemented a qualitative methodology for organisational diagnosis.

The iterative development and implementation o f the A IR  system encountered many difficulties. 

Most difficulties appeared to lie in relation to what are often termed the ‘ softer issues’ o f the 

change process, for example: people, social interactions, roles, relationships.

In order to determine i f  this was the case the researcher then participated in a different type of 

change initiative in the same organisation called Partnership. This was an initiative that was 

specifically designed to take people into account, to create change through active, engaged 

partnership with all persons involved. This initiative also encountered a number of problems.
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Data from these two case studies suggested that no change initiative could be successful i f  it was 

not firm ly based in a thorough knowledge of the existing situation, but in particular an 

understanding o f the interaction o f people with the processes they work. A  qualitative methodology 

to explore this interaction of people and the work that they carry out in terms o f key processes was 

developed. The methodology became known as the Role and Process Analysis (RPA). The third 

case study concerns the implementation o f this methodology in the areas of quality and the check 

process. It was found to provide a thorough means o f organisational diagnosis.

The data from this third case study however pointed to organisations having similar problems in 

relation to normal practice as they did in relation to change. This raised the follow ing research 

question;

“ Can the data from the three case studies taken together add to what is known about normal 

practice in organisations, in particular aircraft maintenance organisations, and thus allow for the 

improvement o f these organisations?”

The follow ing secondary research question was raised; “ Do problems associated with the 

implementation o f change also occur in normal practice in the organisation, thus making concepts 

such as resistance to change unhelpful?”

1.2 Organisational change

There are numerous theories on organisational change and how to go about implementing change. 

A brief overview o f some o f these is given here in chronological order. Lewin’s (1951) Forcefield 

Model o f Change posits that situations exist as a result of a balance o f forces acting upon them. 

These forces occur in opposing directions, some driving for change while others are restraining that 

change by pressing in the opposite direction. For change to happen there needs to be a three stage 

process o f unfreezing, change and refreezing. Organisational Development as defined by 

Cummings and Worley (1993) is a systematic application o f behavioural science knowledge to the 

planned development and reinforcement of organisational strategies, structures, and processes for 

improving an organisation’s effectiveness. Some tools used in this approach are T-groups, surveys 

and action research. This approach assumes that incrementalism is the best way to change an 

organisation. It has been criticised on this grounds however as it requires an organisation to be at a 

high level of functioning to begin with. In 1985 Schein added Power, Politics and Change to the 

Organisational Development theories. He argued that the process and purpose o f change can be 

facilitated by the use o f power and politics. To do this it was important to identify with powerful 

stakeholders and attempt small projects first to gain credibility. I f  change is to be successful, 

support and commitment must be maximised while resistance and opposition minimised. Power 

and politics, he argues, must remain the servants and not become the masters. Kotter &  Schlesinger
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(1977) and Plant (1987) developed Contingency models o f change where, for example, in P lant’s 

model key relationship mapping was used to explore in a change situation; who are the winners, 

who are the losers, who has the power, who has the information. It has been argued that these 

models reflect a simplification of the complex circumstances that exist at the time of change.

Two types of organisational change efforts are discussed by Porras & Silvers (1991) in their 

Change Process Model. These are organisational developm ent and organisational transformation. 

Organisational development (OD) is broadly defined as the use o f planned, behavioural science- 

based interventions in work settings for the purpose of im proving organisational functioning and 

individual development. Organisational transformation (OT) is defined in a sim ilar manner, with 

the added benefit of creating a new vision for the organisation. A rguing for a cognitive model of 

behavioural change, Porras & Silvers state that the work setting provides inform ational cues that an 

individual uses to form beliefs regarding which behaviours are appropriate to a particular setting as 

well as which ones will be rewarded. Thus, work setting changes stimulate cognitive change 

processes that, in turn, affect individual behavioural change. Thus they argue one of the key 

elements in the change process is behavioural change at the individual organisational m em ber 

level. However for this to happen the change already have to have been made at the organisational 

level. Prochaska, DiClemente & Norcross (1992) Transtheoretical Model o f intentional change also 

focuses on the individual level in particular on decision making. Following this there was a shift in 

change theory to look again at the level o f the organisation.

In Business Process Re-engineering (BPR) (Malhorta, 1998) there was an argum ent that most 

organisations are organised vertically while customers experience them horizontally. Thus there 

was a call to reorganise organisations around the notion o f a process and each process should be 

engineered so it added maximum value and contained minimum non-value adding support activity. 

A process was defined as a series of actions or proceedings used in the manufacturing, creation or 

achievement of something. Within BPR only those things that added value to the customer 

requirement were to be considered important. BPR is intended to be revolutionary, rapid, top-down 

driven, and a single-shot approach. Hammer and Champy (1993) highlight that most BPR 

initiatives fail as the disruption can be too much for the organisation. W ithin Total Quality 

M anagement (TQM) there was a focus on quality. The needs and expectations o f the customer 

were to be meet by focusing on all aspects o f the organisation including people. ‘Right first tim e’ 

quality was advocated and systems to support quality im provem ent were advanced. TQM , converse 

to BPR, is slow, evolutionary, bottom-up in emphasis and incremental in its approach to change. 

Thus, as Dale (1999) points out, it can take a long time to im plem ent TQ M  fully through the 

fundamental principles, practices, procedures and systems of an organisation to create a culture that 

is conducive to continuous improvement and to change the values and attitudes of people.
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More recently Systems theories, for example, Total Systems Intervention (TSI) (Flood & Jackson, 

1991) have been grounded in the philosophy of critical systems thinking. This is based upon three 

principles: complementarism, social awareness, and human well-being / em ancipation. These 

principles reflect the view that techniques should be selected according to their appropriateness, 

that the social context plays a major part in determ ining the approach adopted and that the human 

dimension to work should contribute to the process o f problem solving. Martin (2001) highlights 

the benefit of this approach as being that a range o f techniques can be accessed that offer the 

opportunity to tailor actions to locally defined analysis. Finally, in Chaos and Complexity theory 

(M arion, 1999) chaos is not seen as something random, that has no value, but rather as in 

mathem atics where chaos is used to describe seemingly simple system s that will not behave as 

expected. Within this theory organisations are ‘Com plex A daptive System s’ (CAS) forever perched 

on the edge of change. This theory, rather than describing the change process, describes the type of 

changes that can happen or how they can affect the organisation.

Despite all of this work on change, and this is ju st a sample presented here, change initiatives very 

often do not work. Dent & Powley (2001) in their review on change highlight the ‘poor track 

record’ o f actually implementing change. A meta-analysis of large-scale change efforts suggests 

that positive outcomes occur less than 40 percent o f the time (Porras & Robertson, 1983). Kotter 

(1995) observed a decade of change efforts and characterised a few as very successful, a few as 

utter failures, and the rest mostly toward the lower end of the scale. Pascale, M illemann, & Gioia 

(1997) report a Harvard Business School study which tracked the impact of change efforts among 

the Fortune 100 companies. O f the change programmes initiated between 1980 and 1995 (average 

expenditures exceeded one billion dollars per corporation), only 30 per cent produced an 

improvement in bottom-line results that exceeded the com pany’s cost, and only 50 per cent led to 

an improvement in market share price. In another study, senior executives in Fortune 500 

com panies reported that less than one-half o f the changes in their organisations were successful 

(M aurer, 1996).

A potential reason for the failure of these change initiatives is that they do not take due account of 

the operational realities of organisations or the normal organisational situation before em barking on 

the change initiative. This may be related to the theories behind the adopted change initiative, for 

example, systems theory is the only theory to highlight the importance of the social context for the 

change initiative. W eick and Quinn (1999) in their review on theories o f change point out that 

despite all o f the work on organisational change the concepts used to flesh out these definitions 

have been surprisingly durable over the years.

They point out that Lewin’s (1951) three stages of change—unfreeze, change, and refreeze— 

continue to be a generic recipe for organisational development. They cite Hendry (1996) who 

notes, “ Scratch any account of creating and managing change and the idea that change is a three-
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stage process which necessarily begins with a process o f unfreezing will not be far below the 

surface. Indeed it has been said that the whole theory of change is reducible to this one idea of Kurt 

Lewins” (p.624).

Lew in’s model is based on the assum ption that a basic tendency of people is to seek a context in 

which they have relative safety and feel a sense of control. This is their ‘frozen’ state and to 

unfreeze people requires ‘push’ methods to get them moving after which ‘pull’ methods can be 

used to keep them going. The term ‘change ready’ is often used to describe people who are 

‘unfrozen’ and ready to take the next step. Levvin argues that change then is a journey rather than a 

simple step. This journey may not be that sim ple and the person may need to go through several 

stages of misunderstanding before they get to the other side. The final goal is to ‘refreeze’ to put 

down roots again and establish the new place of stability. Refreezing may be a slow process as 

transitions seldom stop cleanly, but go more in fits and starts with a long tail of bits and pieces. In 

modern organisations, this stage is rather tentative as the next change may well be around the next 

corner. W hat is often encouraged, then, is more of a state of ‘slushiness’ where freezing is never 

really achieved (theoretically making the next unfreezing easier). The danger with this, that many 

organisations have found, is that people fall into a state of change shock, where they work at a low 

level o f efficiency and effectiveness as they await the next change (Changing Minds W ebsite, 

2005).

This brings these change theories into question but in particular the notion of resistance to change, 

which was also a concept developed by Lewin, and has often been cited as the reason for the failure 

of change initiatives. Martin (2001), for example, identified 24 reasons that individuals resist 

change drawing on a review of the following sources: Arm strong (1995), Hellriegel et al., (1989), 

Kanter (1983), Kotter & Schlesinger (1979), Moorhead & Griffin (1992), Mullins (1996) and Plant 

(1987). These include the following: fear o f the unknown, security and regression, economic, 

dependence, habit, selective attention and retention, reluctance to let go o f that which exists, low 

tolerance for change, fear o f looking stupid, fear o f failure, lack of perceived benefit, differing 

evaluation of situation, misunderstandings, lack of information, parochial self interest, threat to 

skill or com petence, change shock (p.794).

A lot o f change theories are based around the idea of preparing the individual for the change so 

they can overcome their resistance. Galpin (1996), for example, suggests ways of overcoming 

resistance to change based on Nieder and Z im m erm an’s ‘Resistance Pyram id’ where working from  

the bottom of the pyramid up people can either resist change because they are not knowing, not 

able or not willing. In order to overcom e this the follow ing is needed respectively; Com municate 

the what, why, how, when, who etc; Educate and train in new skills. Set goals, measure, and reward 

and recognise.
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Levvin took the term resistance to change from the physical sciences, where it has a very precise 

meaning. W hat people understand resistance to change to be today is however a different concept 

from  what Levvin proposed. His notion was a systems concept in which resistance could arise 

anywhere in the system (Dent & Goldberg, 1999a). The term today is commonly described as a 

psychological one in which employees wilfully oppose the desires of managem ent (Dent & 

Powley, 2001). Resistance to change is usually conceptualised in three different ways: as a 

cognitive state, as an emotional state, and as a behaviour (Piderit, 2000).

Paton & M cCalman (2000) however point out "The resentm ent that is often felt during the 

managem ent of change is not resentm ent to change per se but to processes by which it is managed. 

W here people are involved, the potential for pain and the likelihood of resistance are increased 

tenfold” (p. 15). Kahn (1982) takes this point further and stresses that resistance behaviour during 

times of change is frequently indistinguishable from normal behaviour patterns. The difference he 

argues is a function of the perspective of the person classifying the behaviour rather than the 

behaviour itself. This thesis will attem pt to address this issue of resistance to change.

1.3 Theories of organisational life

It is necessary to look to theories o f organisational life and see if they can add anything to this 

picture, .lust as there are many theories on organisational change so too are there many theories on 

organisations and how people do and should behave in them. Handy (1999) outlines an historical 

developm ent of thinking in relation to people in organisations. He com m ences at the time of 

Frederick Taylor and Scientific M anagement (1880s). Building on the pioneering work of Taylor 

this school set out to prescribe how organisations should work. They advocated to plan ahead, 

count things and movements, allocate tasks and responsibilities, lim it your span of control and 

review results. As Handy notes however

“Commonsensical though it was, it was a big step forw ard  fo r  the time, but people had  

been left out o f  the equation -  they were not so easily regimented, nor was the world  

outside so neat and stable as these rules assum ed."  (Handy, 1999 p.20).

With Human Relations (Barnard, Hawthorne Studies, 1930s) came the recognition that 

organisations are not machines but co-operative communities. W eber (in German first in 1910 and 

then in English in 1940) then advocated Bureaucracy as a necessary part o f organising. This was 

followed by a realisation that organisations were not as logical as was perceived and could best be 

understood by looking at how decisions are taken and by the way the organisation talks to itself or 

its vocabulary (Selznick, Power, Conflict and Decisions, 1950s). It was then pointed out that 

Technology makes a huge difference to the type o f organisation that can be employed, for example, 

routine or mechanistic operations need a lot of bureaucracy whereas one-off products or ‘organic’
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work arrangements need temporary groups and delegated responsibility (W oodward, 1960s). Open 

Systems Theory (1970s) then became popular. This theory views organisations as open systems 

which take in resources of all sorts, work on them and push them out, transformed. Handy 

com ments however that systems theory explains everything and predicts little.

In the 1980s then came the Institutional theory where sociologists and anthropologists of 

organisations were beginning to insist that each organisation was a unique bit o f history, with its 

own goals, sitting in its own environment, with its own ways o f doing things and its own patterns 

of influence. All of the other schools o f thought therefore apply in som e measure. Organisations are 

not naturally cooperative places, they do need bureaucratic rules, but logic will not necessarily 

prevail because different people see things differently and have different priorities and, anyway, the 

technology and the market-place make some things impossible and some things essential even if 

one wished they were not. Handy goes on to note that ‘culture’ became the fashionable word for 

this school o f thought, with its implication that every organisation had its own way of doing things 

but with the implied corollary that their way was not necessarily the best way or the only way.

Each of these theories was deeply embedded in the historical realities o f that time and how 

organisations were perceived, functioned and ran. Morgan (1986) takes this further and argues that 

organisational theories can best be seen as metaphors, particular ways of viewing the organisation 

which may reflect the perspective of the perceiver as much as the organisation. He illustrates the 

example of Taylor who grew up in a puritan household which em phasised work, discipline, tidiness 

and the ability to keep one’s emotions in check. All o f this influenced his work.

Brown (1954, 1980) notes that what few people quote on Taylor is som ething he wrote years later 

after this period of his life:

“I was a young man in years but /  give you my word I was a great deal older than I  am 

now, what with the worry, meanness, and contemptibleness o f the whole damn thing. I t’s a 

horrid life fo r  any man to live not being able to look any workman in the face without 

seeing hostility there, and a feeling that every man around you is your virtual enemy” 

(cited in Brown, 1954, 1980 p. 14).

Handy urges people to be eclectic and him self proposes the model of People, Power and 

Practicalities (Handy, 1999, p.24) where organisations are, first and forem ost, fascinating 

collections of people. The challenge is to make them productive and useful com munities. That 

requires the use of power in its many guises, as well as an understanding of the context o f the 

organisation, of its history and of its purpose -  the politics o f the practical -  or the organisation as 

it really is -  what Handy calls the ‘practicalities’.
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From this it would appear important to set out briefly both the societal context of this research and 

the background of the researcher. The 21*‘ century world of work is full o f contradictions. Staff are 

encouraged to be more autonomous to make more decisions in the workplace. W ork teams are 

established to facilitate this. However an unresolved matter is whether delegation is unam biguously 

positive (Geary, 1999). Along with new decision making rights comes extra responsibility, and it 

can be argued that team working may be used to squeeze more effort out o f individual employees 

(Teague, 2004).

Similarly staff are encouraged to maintain a proper work life balance with new technology 

facilitating this. There has been a resurgence of interest in the managem ent world in the work of 

Maslow with his work being published again after 37 years out of print ( ‘Maslow on M anagem ent’, 

1998).

However stress has been cited as one of the predom inant features o f organisational life (U K ’s 

Chartered Institute of Personnel and Development, 2004). Stress is one of the most important 

reasons behind sickness from  work (CIPD, 2004). Three quarters of executives say that stress 

adversely affects their health, happiness and home life as well as their performance at work 

(W heatley, 2000). One in five workers report feeling extremely stressed at work. This equates to 

five million in the UK (Smith et al., 2000). Stress is likely to become the most dangerous risk to 

business in the early part of the 21st century (CIPD, 2004).

For the researcher the following are all held to be important. W ork is a fundamental aspect of 

human life. People need to and want to work and work well. The researcher recognises, along with 

other psychologists (Maslow, 1998, Herzberg, M ausner & Snyderman, 1959, Hackman & Oldham, 

1980) and philosophers (Plato, Aristotle, Hegel, Kant, Mill, Marx, Weil) the intrinsic rewards in 

doing so; self-identity, social recognition and self-realisation. W ork conditions can frustrate this 

desire however. Simone Weil the philosopher and factory worker argued

“Everywhere, in varying degrees, the impossibility o f  relating what one gives to what one 

receives has killed the feeling fo r  sound workmanship, the sense o f  responsibility, and has 

developed passivity, neglect, the habit o f  expecting everything from  outside, the b e lie f in 

m iracles"  (cited in Blum & Seidler, 1989, p. 143).
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In 1945 in “ Men at Work: Some Democratic Methods for the Power A ge” Stuart Chase wrote

“Some day factory managers are going to realise that workers are not governed prim arily  

by economic motives...U nderneath the stop-watches and  bonus plans o f  the efficiency 

experts, the worker is driven by a desperate inner urge to fin d  an environment where he 

can take root, where he belongs and has a function; where he sees the purpose o f  his work 

and feels important in achieving it. Failing this, he w ill accumulate frustrations and  

obsessions. ‘F atigue’ and ‘m onotony’ are effects o f  frustration  rather than the causes o f  

it. For their neglect o f  the human function o f  production, managers have paid  a high price 

in strikes, restricted output, and a vast sea o f  human w aste” (cited in Brown, 1954, 1980 

p.73).

The following is also held important for the researcher, organisations have a responsibility to 

provide for the conditions by which people can attain these intrinsic rewards from  work. 

H erzberg’s (1968) definition of the function of organisations is im portant in this light; “The 

primary function of any organisation, whether religious, political or industrial, should be to 

implement the needs of men to enjoy a meaningful existence” , where a meaningful existence is 

defined as one that provides freedom in work, opportunities for personal development, and the 

treatment o f em ployees as partners rather than subordinates.

Finally it is the responsibility of organisational psychologists to help organisations to provide these 

conditions. Lefkowitz (2003) argues that organisational psychologists are losing their rich humanist 

tradition as psychologists and getting caught up in the world of the organisation replacing our core 

values with “business values that are not com mensurate with psychology’s humanistic heritage” 

(p.2). In attem pting to develop a new fram ework for ethics in organisational psychology he argues 

that we need to move beyond ethics and incorporate our values also. He highlights that the 

opportunity to engage in meaningful and rewarding work is one of the meta-objectives of people 

along with the attainm ent of a worthwhile personal identity, social recognition and rewarding 

relationships, that need to be facilitated and promoted. For organisational psychologists he says that

“the observation that people differ systematically in their inclinations to fu lfil these 

objectives is o f  no moral significance with respect to our obligation to prom ote the 

widespread availability o f  conditions enabling their a tta inm ent” (p.79).
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1.4 Human factors

All of this work could be said to fall within the discipline of human factors, a commonly 

misunderstood discipline. While there were earlier contributions to the development of human 

factors (eg., Taylor, Gilbreth) most sources cite its origins to the time of World War II when as 

Wogalter & Rogers (1998) put it, in America “pilots were flying their airplanes into the ground, 

and eventually psychologists were called in to find out why”. Investigations revealed that pilots had 

certain expectations of how things should work (e.g., the location of the landing gear control and 

how to activate it), and these were frequently violated by aircraft designers (who frequently knew 

very little about peoples’ abilities and limitations) (Wogalter & Rogers, 1998).

In Europe similar problems led to the development of the term ‘ergonomics’ by Hywell Murrell at 

an Admiralty meeting, convened in London in 1949, in order to consider the formation of a 

‘Human Performance Group’. He formed the word from the Ancient Greek words ergo (work) and 

nomos (laws) (Sandom & Harvey, 2004). Development of the discipline has taken place both sides 

of the Atlantic with these different terms being used, causing some confusion. What adds to the 

confusion however is that there are also different specialist areas within the discipline, which for a 

long time were not recognised as such, for example, cognitive ergonomics which focuses more on 

mental processes, such as perception or memory or physical ergonomics sometimes referred to as 

anthropometries which focuses more on anatomical and physiological characteristics. Thus 

misunderstandings arose when people equated human factors with, for example, cognitive 

ergonomics.

Human factors or ergonomics (and the term human factors will be used throughout this thesis) 

however is broader than these specialist areas and takes into account the whole of the person and 

particularly importantly their well-being. The definition the researcher employs is that adopted by 

the International Ergonomics Association (lEA) Council in August 2000:

“Ergonomics (or human factors) is the scientific discipline concerned with the 

understanding o f  interactions among humans and other elements o f  a system, and the 

profession that applies theory, principles, data and methods to design in order to optimise 

human well-being and overall system performance” (lEA, 2000).

Throughout the thesis information is given on the relative success of human factor initiatives over 

the years and the lessons learned since the beginning of this discipline.

23



1.5 Aircraft maintenance

A ll o f this research was carried out within the domain o f aircraft maintenance, an outline o f which 

is included here. Aircraft maintenance organisations are highly complex and highly regulated. 

There are two main types of work that are carried out. When an aircraft has flown a certain number 

o f hours it needs to be ‘checked’ in a similar way to a car needs to be serviced after a certain 

number of miles travelled. Checks vary in length and intensity and range from short ‘A ’ checks, on 

essentials like o il, to complete overhauls o f the aircraft in ‘ D ’ checks. These take place in what is 

technically referred to as ‘hangar’ . The other type of work that is carried out is checking an aircraft 

between flights. This is carried out on the ‘ line’ or ‘apron’ , which is the space beside the terminal 

where an aircraft taxis into follow ing a flight. The engineers who work on an aircraft are called 

Aircraft Maintenance Engineers or AMEs and must all have the necessary qualifications to carry 

out each task that they perform.

Documentation plays a crucial role in the working o f aircraft maintenance. There is a joke in the 

industry that the aircraft manufacturer, for example Airbus or Boeing, on delivery o f an aircraft to a 

customer, deliver the same weight o f the aircraft again in manuals and documentation on how to 

maintain the aircraft in working order. There may be some truth in the joke as Chaparro &  Groff 

(2001) in their review of the manual production process point out that aircraft manufacturers rank 

among the largest publishers in the world. To enable all o f work to be carried out there are a 

number of support departments; engineering, planning, and quality and a number o f support 

functions; training, component repair, supply chain, logistics, etc. Regulatory authorities at a 

national and international level monitor that this work is being carried out to standard. Each aspect 

o f this system w ill be elaborated on more where relevant in the introductions to the different case 

studies.

Each o f the case studies of this thesis has its own introduction, methodology section and analysis. 

What follows in the next section are some methodological considerations that are relevant to the 

overall thesis.
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SECTION 2 METHODOLOGICAL CONSIDERATIONS

2.1 Introduction

This thesis poses the follow ing research question:

“ Can the data from the three case studies taken together add to what is known about normal 

practice in organisations, in particular aircraft maintenance organisations, and thus allow for the 

improvement o f these organisations?”

The follow ing secondary research question is also asked: “ Do problems associated with the 

implementation o f change also occur in normal practice in the organisation, thus making concepts 

such as resistance to change unhelpful?”

These questions have been addressed over a six year period within the context of participatory 

action research and applying different methodologies within that, mostly qualitative. The 

progression from case study to case study was driven by the data and finally a meta-analysis was 

applied to the data. Figure 2.1 outlines the timeline o f the research field work.

Figure 2.1 Timeline of the research field work

1999 2000 2001 2002 2003
M a rc h -A IR  N o v .-A IR  
commences finishes

Dec. -  June -  
Partnership Partnership 
commences finishes

M arch-Sept. M ay-June 
RPA Quality RPA Check

2.2 Qualitative Methodologies

One way o f addressing some o f the methodological issues raised by this approach is to look at 

those criticisms that have been levelled at qualitative research in general. Mays and Pope (1995) 

summarise these as the following:

(1) That qualitative research is merely an assembly o f anecdote and personal impressions, 

strongly subject to researcher bias

(2) Qualitative research lacks reproducibility -  the research is so personal to the researcher 

that there is no guarantee that a different researcher would not come to radically different 

conclusions
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(3) Qualitative research lacks generalisability as it tends to generate large am ounts of detailed 

information about a small number of settings

Mays & Pope (1995) argue that the pervasive assumption underlying all these criticism s is that 

quantitative and qualitative approaches are fundamentally different in their ability to ensure the 

validity and reliability o f their findings. In response to these criticisms they along with others (e.g., 

Stiles, 1993) offer checklists of how things should be done. A basic strategy to ensure rigour in 

research is systematic and self conscious research design, data collection, interpretation, and 

communication. An account must be created of method and data which can stand independently so 

that another trained researcher could analyse the same data in the same way and com e to essentially 

the same conclusions and a plausible and coherent explanation o f the phenom enon under scrutiny 

must be produced. Reliability of the analysis of qualitative data can be enhanced by organising an 

independent assessm ent of transcripts by additional skilled researchers and com paring agreement 

between the raters. Finally to ensure validity triangulation, which addresses the issue of internal 

validity by using more than one method of data collection to answer a research question, can be 

used.

Barbour (2001) on the other hand argues, in a paper entitled ‘Checklists for im proving rigour in 

qualitative research: a case of the tail wagging the dog?’, that checklists such as these can be 

counterproductive when used prescriptively. The uncritical adoption of a range of ‘technical fixes’ 

(such as theoretical or purposive sampling, grounded theory, multiple coding, triangulation, and 

respondent validation) does not, in itself, confer rigour. Triangulation for exam ple is difficult to 

perform properly as data collected using different m ethods comes in different form s and defies 

direct comparison. Her main point o f argument however is that the production o f sim ilar findings 

from different m ethods merely provides corroboration or reassurance; the absence of similar 

findings does not, however, provide grounds for refutation. This is because different m ethods used 

in qualitative research furnish parallel datasets, each affording only a partial view o f the whole 

picture. Triangulation relies on the notion of a fixed point, or superior explanation, against which 

other interpretations can be measured. Qualitative research, she states however, is usually carried 

out from  a relativist perspective which acknowledges the existence of multiple views of equal 

validity and allows a research question to be examined from  various different angles. She cites 

Richardson (1991) who suggested that it is more helpful to think of com plem entary approaches as 

opposed to com peting approaches and offered the term ‘crystallisation’ as an alternative to 

triangulation, thus crystallisation allows the research question to be examined from  various angles. 

Mays & Pope (2000) similarly argued that com prehensiveness as opposed to internal validity may 

be a more realistic goal for qualitative research and that apparent contradictions (or exceptions) do 

not pose a threat to researchers’ explanations; they merely provide further scope for refining 

theories.
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Salmon (2003) in an article entitled ‘How do we recognise good research?’ takes this a point 

further and argues against transferring methods or the use of methods as a means from quantitative 

research to qualitative on the basis that methodologism is a limited epistemology. He argues this on 

the basis that many things that are called methods are not. For exam ple, researchers may claim to 

‘use’ triangulation in their research. However this term refers to an approach whereby researchers 

address their subject from  different perspectives or with different data -  or with different methods. 

So it is a category mistake to regard it as a method. He highlights that this is a sim ilar issue to 

stating that one ‘used’ grounded theory or discourse analysis when these are epistemological 

perspectives or ways of thinking as opposed to tools. M ethodologism asserts rather than justifies 

the ascendancy of methods. Feyerabend (1975, 1978) has also pointed out the inherent circularity 

in this: justification for the value of scientific methods cannot logically emerge from the methods 

themselves.

Indeed he goes on to criticise the use of epistemologies them selves citing two problems. Firstly 

epistemologies describe the use to which methods can be put, not which m ethods can be used. He 

gives an example of this saying that qualitative methods can serve both the researcher who believes 

that research discovers underlying reality as easily as they serve the one who believes that the 

researchers’ interaction with research participants constructs reality. Secondly he points out that it 

is a rare researcher who thinks through an epistemological position before choosing a method. Such 

positions are most often post-hoc rationalisations of what has been done. He argues for the need for 

“a more realistic and robust approach to evaluating research quality” rather than the “unholy 

alliance or methodologism and retrospective ‘epistem ologism ’” (p.2). He puts forward an 

epistemology of quality, based on the work of Feyerabend, with five key principles for ensuring 

good research which this thesis attempts to take account of. These are:

(1) The researcher should try not to mislead (the scientist is a participant in, rather than an 

observer of, the field of study (Potter, 1996))

(2) Methods should be rigorous (and perm it more general acknowledgem ent that research 

should be judged in its own terms (Reicher, 2000) and that authors should even choose 

how their work should be judged (Devers, 1999))

(3) Analytic work should be done

(4) It should be possible to know when work is worthless

(5) The work should matter to others, not ju st the researcher (research quality cannot come 

from adherence to methodological rules it has to instead be agreed by an audience -  a 

scientific community (Rennie, 1998)).
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2.3 Data gathering and analysis

Each case study has its own methodology section. In these sections the data gathered is outlined. In 

two o f the case studies however a narrative was constructed o f the data and in each case study a 

thematic analysis carried out. These two issues are discussed here.

2.3.1 Narrative construction

During the three years o f the A IR  project the researcher took field notes in relation to the actual 

process of implementing the A IR  initiative. Field notes o f observations from this time were taken 

during all meetings, follow ing all informal discussions, fo llow ing all telephone conversations, and 

o f any email contact. Anything that was significant or important in relation to the actual process of 

implementing the A IR  initiative and how it was developing and in particular the organisational 

strand was noted.

Participation on the Partnership forum involved attending meetings mostly, but also informal 

discussions and conversations also took place with the manager responsible fo r the LAF, other 

participants on the forum and the project representative from  A IR  who had become the Company 

BB organisational learning manager. Field notes o f observations from this time and in particular of 

these meetings were taken. Company minutes from these meetings were also obtained. Box 2.1 

contains an example o f some o f the field notes gathered.

The narrative was felt to be the best way to represent the data. Bruner (1996) argues that when 

human action finally achieves its representation in words, it is not in a universal and timeless 

formula that it is expressed but in a story -  a story about actions taken, procedures followed and the 

rest. For the narratives all o f the individuals involved had to be de-identified and any information 

that would allow identification o f the organisation involved. Also as the aim o f the research was 

not to look at the technical details in relation to the work o f the two initiatives (A IR  and 

Partnership) but rather the processes o f change, only the information in relation to this was 

maintained. The narratives turned out to be long as with AIR, for example, it contained almost 

three years of data. A  thematic analysis was carried out on these narratives.

2.3.2 Thematic Analysis

A thematic analysis was chosen to explore the data as it allows clear identification o f prominent 

themes, and allows for organisation and structure in dealing with the data under these themes. 

Dixon-Woods et al. (2004) however point out that the only good thematic analysis is a transparent 

one. Thus it is attempted here to make the process as transparent as possible by outlining all o f the 

steps involved.
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Step 1: The entire narrative was printed and read thoroughly and re-read several times. A t each 

reading anything that struck the researcher as interesting in terms of its impact on, for example, the 

AIR project or any of the people involved was underlined, a technique recommended by 

Sandelowski (1995) and Bernard (2000).

Step 2: Then the researcher took different coloured highlighters and began to highlight those 

underlined parts o f the narrative that related to each other in different colours, something referred 

to as ‘paw ing’ by Ryan & Bernard (2003). Again this activity took place over several readings.

Step 3: The researcher then went back to the com puter version and using the printed version began 

to place together all o f these parts. This is how the initial themes em erged from  the data and thus 

could be described as ‘data-driven’ (Boyatzis, 1998). Because the narrative is also of importance in 

this thesis it was attem pted to maintain the integrity of the narrative in term s of its sequential order 

in placing these themes together. This was obviously not always possible but was attempted.

Step 4: This was printed and these initial themes, through repeating Steps 1 through 3, were 

examined for possible integrating concepts that would perm it secondary grouping into a smaller 

num ber of somewhat broader themes that related to the project as a change process. Thus this part 

o f the analysis could be said to have been slightly more theory or prior-research driven (Boyatzis, 

1998).

This use of both data and theory driven techniques was in an attem pt to overcome problems that 

can lie in the exclusive use of either. Prior theorising, as Charm az says (1990), can inhibit the 

forming of fresh ideas and the making of surprising connections. Assiduous theory-avoidance 

brings the risk of not making the connection between data and important research questions (Ryan 

& Bernard, 2005).

In relation to validity, because of the volume of the initial data it was not possible to validate the 

data by having a second person review the material and identify themes. Instead an independent 

audit o f the work was conducted (as used in W arwick et al., 2004 for example). This audit was not 

designed to produce an inter-rater reliability score but rather to verify that the analysis presented 

was systematically achieved and was supported by the data. It involved presenting a second 

researcher and another colleague involved in the project w ith the em erging themes. Thus at each 

step both colleagues acted as a check on the em erging analytic account. Reported results were 

illustrated with examples of the initial narrative so that both colleagues could interrogate the 

themes proposed by the researcher.
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Box 2.1 Exam ple of Field Notes and how they are represented in Them atic Analysis

Field Notes 31*' M ay, 2001

W hat have org issues to do with HF?
Issues raised by group for CEO and HR M anager

1 Objectives / programme
2 Com m itm ent short/medium/iong
3 Other projects
4 How to handle AIR information 

Qu 1 -  objectives of the programme
CEO - Not flavour of the month - stems from incidents with Custom erX -  looked for something to
fix but there was nothing to fix -  set out 17 pt plan but this was pill for all ills
Realised that had not em bedded deeply enough in people the importance o f their involvem ent in
the task and in safety Kaizen
Discovered what AIR Project Representative was at
Then org culture
Said would look at Partnership then brought A IR  to partnership and it was seen as a good thing 
Cl culture with the em phasis on ed and training and would change the culture 
Said would develop programme 
This gives that mechanism
W anted people who were knowledgeable and credible to do that 
So hand picked you!

Qu -  these projects are all seen together on the hangar floor so there may be confusion?
Ans -  CEO that’s why we used Partnership programme to get acceptance for this
There is an issue of branding here -  what is nb is the content o f the course -  this course is what can
lead to change
Its not in com petition with Olympic -  people felt that O lympic was not for Ireland
Company BB Group w ant Olympic all over but CEO has stuck his neck out and said that no HF is
the way to go
Com m itm ent is definitely there for long time as we have annoyed enough people to say that this is 
better than anything else
HR M anager -  a lot o f the ethos of HCM has to be designed into our technical training and into 
everything that we do
P -  decoupling this from  other failed initiatives -  you have to trust people here to package it 
Do you see HF and Human Relations issues being absolutely indivisible?
There is a big investm ent for the com pany -  what do yousee as the big payback -  you have
mentioned safety any others
CEO -  at worst this program m e will be free
There is a workaround that we d o n ’t capture in the organisation
If you change the way people work get the processes streamlined then that will change how people 
work -  being able to do the job the first time the right way with the right tools and the right 
equipm ent
There are obviously going to be some issues where HR will be involved 
HR M anager - Its not HF on its own its partnership -  Olym pic are tools this is an ethos 
CEO - It is not O lym pic -  and that is why we are not calling it Olym pic -  it will be two day 
training that you guys are giving

Qu - W ill there be a launch of this programme?
CEO -  has had meetings with all check managers and with aircraft overhaul -  if this group think
there needs to be more then we need to look at that
Nervousness about Partnership and AIR
HR M anager -  partnership is not an IR issue its about HCM
Argum ent from  the floor that should divorce this from  Partnership and link it to the normal training 
that goes on in the organisation 
Should not be disjointed
If we launch this from a HR agenda or an IR issue then it will fail
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CEO -  we are not in a position with Partnership to get to thorny IR issues 
Its only em ploym ent issues its not IR issues
E -  last year previous CEO came and told us all this stuff, how Olympic was the best thing since 
sliced bread and brought us out to lunch and we all believed this that this was the best thing 
CEO -  there has to be some continuity in the initiatives that are launched and get rid o f this flavour 
of the month notion
HP is more acceptable to people than most of the other initiatives and can relate to it -  eg the 
videos for example
E -  can you let people know w hat this is all about before they get to us please -  so we don ’t have to 
deal with all the questions on the very first day
H -  FI need people, Unity need people, HF need training ACM S need training
Yeah its fine to say we have buy in but when you get to manager then he says sorry he was on
training yesterday he can ’t go again today!
HR Manager -  will also have technical training so we just have to get better at juggling all o f these 
things
P -  if there are people here who are uncomfortable with standing up and giving this training then 
they should decide not to do it now
Have a safety statem ent time we need a Human Factors statem ent -  that would give this 
programme a different kind of status -  this is something that has to be absorbed 
B -  it amazes me that we have to do a course in managing human Factors when it should be a part 
o f the basic training in this organisation in this industry 
How will AIR be managed?
Requirement that there be a safety co-ordinator in the future 
This person may be an AIR manager
QDR -  issue with QDR was that people did not take ownership of solution 
QDR -  response time was so poor
CEO -  we want people to think differently -  to think that they are valued -  we don ’t want them to
leave their brains at the door when they swipe in
I -  what is different about this course is that the focus is on how we manage ourselves 
HR Manager -  the material is very credible and that is the advantage of it -  they will not expect 
super duper trainers

Thematic Analysis

T23 Concerns raised bv new people selected
...T he group decided to create an agenda of issues to be addressed for them by the CEO who was
invited in to do this on that same day. The issues were:

■ Objectives of the programme
■ Com m itm ent over the short, medium and long term
■ Other projects
■ How to handle information that came up from the training in AIR (that is, if people during 

the training programme were asked for suggestions as to what they would put into a 
system like A IR  then what should be done with those suggestions?)

T24 Response bv the CEO to these concerns
In relation to the objectives of the programme the CEO responded that the programme had 
originally started because there were some serious incidents, one that was given the status of 
accident, with one customer. This customer had requested a ‘human factors revolution’ in the 
organisation so they set out to ‘fix ’ whatever was needed and developed a ‘pill for all ills’ which, in 
the end, fixed nothing. They realised that they had not em bedded deeply enough in people the 
importance of their involvement in the task. They then began to look at w hat was going on in terms 
of European funded research in the organisation and discovered AIR through this. They looked at 
Partnership and then brought AIR to Partnership and it was agreed that it was a good thing. There 
were other continuous im provem ent initiatives going on in the organisation at group level but they 
really felt that human factors and AIR was the way to go. They had to fight for this at group level
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as other continuous im provem ent initiatives had a lot of backing at that level. The CEO said he 
really had to ‘stick his neck out’ on this and so assured people that com m itm ent was

.definitely there fo r  a long time, as we have annoyed enough people to say that this is
better than anything e lse” (Field notes, 3 P ‘ May, 2001).

In relation to other projects he stressed that it was linked to Partnership and together they were
more than tools they were an ‘ethos’. People were anxious however about the relationship and how 
it would be seen on the floor. They felt that Partnership dealt with Human Resources (HR) or 
Industrial Relations (IR) issues. The CEO stressed that Partnership was not just about these issues 
and said that the Partnership Steering Group had decided to take responsibility for existing AIR 
cases.

Concern was also expressed about this being just another initiative. One person com m ented that the 
year before the previous CEO had brought them into a room and told them that a previous initiative 
(the main one that this CEO was fighting against) was

“.. .the best thing since sliced bread and brought us out to lunch and we all believed this, 
that this was the best thing"  (Field notes, 3 May, 2001).

The CEO argued that there had to be some continuity in the initiatives that are launched and get rid 
o f this ‘flavour of the m onth’ notion. In relation to A IR  it was agreed that there would be an AIR 
manager in the future to manage the programme. People raised concerns over the existing DR 
system for dealing with problems or suggestions for improvement and how that was not working at 
the mom ent and why would AIR be any different. It was adm itted that with DRs people did not 
take ownership o f the solutions and that the response time to get back to people who had initiated a 
suggestion was very poor. The CEO ended by saying what he wanted was for

“...people to think differently, to think that they are valued, we d o n ’t w ant them to leave 
their brains a t the door when they swipe in ” (Field notes, 31“‘ May, 2001).

The last issue was never addressed and caused subsequent problems.

2.4 Conclusion

This work has been carried out over a six year period within the context of participatory action 

research and applying different m ethodologies within that, mostly qualitative. The progression 

from  case study to case study was driven by the data and finally a m eta-analysis was applied to the 

data. The detail o f the m ethodology is included in the m ethodology sections at the beginning of 

each case study. Feyerabend’s epistemology of quality is returned to at the end of this thesis.
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SECTION 3 AIR CASE STUDY

3.1 Introduction

The A IR  project attempted to introduce a continuous improvement system for the management of 

human factors information in an aircraft maintenance organisation and for the firs t time ever to 

create a link for human factors information between an aircraft maintenance organisation and an 

aircraft manufacturer. The project spanned from March 1999 to November 2001. The rationale for 

this project had come from previous research which identified a double standard in task 

performance. This case study explores how the development and implementation o f this project 

worked out in practice. First an overview o f aircraft maintenance is given. This is taken largely 

from Corrigan (2002). The literature review follows this and then more details on the A IR  project 

and how it came about.

3.1.1 A ircraft Maintenance

Aircraft maintenance is a highly dynamic and regulated industry characterised, for example, by 

complex and interdependent systems and technologies, detailed and legally binding task procedures 

and documentation, highly publicised accident rates and highly regulated management systems to 

ensure reliability, efficiency and safety at all times. A ircraft accidents always attract a great deal of 

media attention and maintenance related error has contributed in no small way to the number of 

major aviation accidents, and indeed maintenance deficiencies can often be found as a contributory 

factor in accidents. Some high profile maintenance related accidents include, fo r example, the 

Aloha Airlines 737 accident o f 1988 where an inspection failed to detect a crack in the aircraft and 

the upper fuselage detached during flight; the Excalibur A320 accident o f 1993 where the wing 

spoilers were left in the wrong position and the pilot could not turn left during fligh t and finally the 

British Midland Boeing 737-400 where the oil caps on both engine sumps were not re-installed 

after maintenance leading to rapid loss o f engine oil during flight. Understanding and addressing 

these maintenance errors and more importantly the organisational and management shortcomings 

that contribute to these errors is essential to improving fligh t safety, reducing the accident and 

incident rate, and enhancing maintenance resources and the maintenance environment.

Core Functions in A ircraft Maintenance

The fo llow ing provides a generic description o f the core functions in aircraft maintenance. It 

should be noted that any two maintenance organisations, although operating under very similar 

regulatory and operating conditions, could differ in many ways both in their organisation of 

maintenance tasks and in their terms o f reference used. The aircraft system also contains many
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geographically dispersed entities ranging from  large international carriers, repair, and maintenance 

facilities through regional and com muter airlines to the fixed-based operators associated with 

general aviation (Drury et al., 1990). Therefore the following description is meant as a general 

descriptive overview and may not be an exact description of any one organisation.

A ircraft M aintenance Activities

Task analysis has revealed aircraft maintenance activity to be a com plex socio-technical system 

requiring sustained co-ordination, com munication and co-operation between different work-groups 

and teams including aircraft engineers, supervisors, inspectors and shift managers; various other 

subsystems such as planning, stores, quality and engineering; and external bodies, such as the 

regulators, the m anufacturer, the customer and the airline in order to ensure efficient and effective 

operations (M cDonald, 1998; Drury et al., 1990; Gram opadhye & Kelkar, 1999). Figure 3.1 

provides a simple schem atic outline of some of the key functions within the aircraft m aintenance 

system. The diagram presents four of the key aspects o f aircraft maintenance:

(i) The regulations -  aircraft maintenance is a highly regulated industry where 

maintenance organisations are continually subjected to audits and approvals by 

aviation authorities covering both quality and operational requirements

(ii) Other external bodies -  the manufacturer, customers, vendors and the airline also play 

a key role in influencing operational matters. For example the manufacturer and 

vendors provide the necessary task procedure docum entation in order to carry out 

maintenance tasks, all o f which are specified in extensive manuals and there is a legal 

requirem ent that performance of m aintenance operations is signed off according to 

these manuals

(iii) Internal functions -  a number of key functions continually support pre-check aspects 

of aircraft m aintenance (e.g., contract negotiation, personnel selection, personnel 

training etc) and

(iv) M aintenance production system - this is where the work is actually carried out either 

aircraft overhaul or line maintenance, all of which is continually supported by 

engineering, planning and quality departments.

Every newly acquired aircraft will have a National A viation Authority (NAA) approved Aircraft 

M aintenance Programme (AM P), otherwise referred to as the Approved M aintenance Schedule 

(AMS). This docum ent lays down the mandatory minimum m aintenance programme and is 

produced by a M aintenance Review Board (MRB) consisting of the manufacturers and the aviation 

authorities, in consultation with the airlines and m aintenance organisations to ensure the continuous 

m aintenance needs of the aircraft are met. The AM S is modified by the maintenance organisation 

in order to suit individual organisational requirem ents as well as meeting all the legal requirements.
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Usually the AM S is broken down into checks at various intervals, designated as either line checks, 

over night checks, and A, B, C, D (the heaviest checks). The objective of these is to conduct both 

routine and non-routine maintenance of the aircraft. This m aintenance includes scheduling the 

repair of known problems; replacing items after a certain air time, num ber of cycles, or calendar 

time; repairing defects discovered previously from reports logged by pilots and crews or items 

deferred from previous maintenance; and performing scheduled repairs or inspections 

(Gram opadhye & Drury, 2000).

Once m aintenance and inspection are scheduled for an aircraft, they are translated into a set o f job 

cards or work cards giving the instructions for the aircraft m aintenance personnel to carry out the 

different tasks on the aircraft. A major check (e.g., C or D check) may have as many as 5,000 -  

10,000 job cards. Each card will include a description of the task and contain inform ation 

pertaining to the type of aircraft. As the information on the job  cards initially com es from  task 

cards within the aircraft m anufacturer’s M aintenance Manuals (M M ), all tasks will also have a 

reference to the relevant section of this manual. The work-card is also a legal docum ent that when 

properly executed provides ‘proof’ of work accom plishment and it exacts accountability from the 

aircraft maintenance engineer/inspector signing off the card.

A critical aspect o f the workload is dependent on recognising and identifying defects during 

maintenance and inspection activities. In particular there is pressure to identify critical defects that 

necessitate lengthy follow-up m aintenance and additional logistical support early in the inspection 

process. Therefore there is usually a heavy inspection workload at the com m encem ent o f each 

check. During inspection each defect is written up as a Non-Routine W ork Card (NRC) and re

assigned to maintenance personnel for com pletion and sign-off.
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Figure 3.1 Overview of Aircraft Maintenance
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After the inspection activities and identification of defects, m aintenance planning and management 

can provide a more accurate estimate of the expected maintenance workload, order replacem ent 

parts, assess person power levels, assess additional technical support, and re-schedule maintenance 

items.

Much of the m aintenance activity is organised around shifts and accom plished through different 

teams dedicated to different zones on the aircraft. During the entire m aintenance process 

maintenance personnel work with their colleagues from the same shift and the next one as well as 

with personnel from  engineering, quality, planning, stores etc to ensure task completion. The 

maintenance activities are also supported by technical training, human resources, marketing, 

finance, purchasing departments etc. Operational maintenance also relies a great deal on the 

logistical support departments based around the hangar floor (e.g., stores, materials, com ponent 

workshops etc).

The following description focuses primarily on the actual production activities that play a role in 

influencing how maintenance operations are planned, carried out and monitored. This section also 

provides an overview of the regulatory framework that the maintenance system must operate 

within.

Aircraft maintenance activities in Europe tend to be divided into three main types.

• Ramp or Line maintenance: Line maintenance is the term used for the day to day maintenance 

checks and repairs carried out on the ramp or terminal gate.

• M inor or Light maintenance: Light maintenance consists o f scheduled maintenance checks (or 

letter checks) usually every 500 flight hours but up to every 5,000 and take anything from 10- 

24 hours to complete.

• Major or Heavy maintenance: Heavy maintenance refers to checks which take many more 

person hours to perform and are carried out less frequendy (e.g., anything from every 5000 - 

20,000 flight hours and taking more than 48 hours in the hangar to complete). Light and heavy 

maintenance take place in aircraft overhaul (AOH).

M aintenance Training

In general maintenance production personnel begin their careers with a three to four year course to 

qualify as Basic A ircraft M aintenance Engineers (AM Es). During this time they will gain 

experience in all areas o f aircraft maintenance com pleting relatively simple tasks such as 

com ponent replacem ent or minor repair. They are unauthorised at this stage so all their work must 

be co-signed by a supervisor. The next stage is to receive specialised training on specific aircraft or 

engine types to become an authorised aircraft engineer. Training is usually provided in-house and
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varies in length from 2-13 weeks, followed by written and oral examination on all aspects o f the 

job  from task com pletion to legal issues. Having successfully com pleted their training they receive 

a Personnel Authorisation Certificate, which specifies the aircraft, engine type, and subsystem  they 

are licensed to work on. A typical aircraft engineer in line maintenance would have certification for 

a variety of tasks but for a more restricted range of types, whereas a typical maintenance engineer 

in heavy maintenance would be more specialised to a particular subsystem  for many aircraft types.

Internal Support Functions

The maintenance engineering, planning and quality departm ents as well as the manufacturer are 

responsible for the production of all information and docum entation critical for the planning and 

the execution of aircraft maintenance tasks. This inform ation and docum entation is available in 

varying formats at the different levels in different organisations.

• Engineering Department: Personnel in engineering departm ents typically consist of 

graduate engineers and engineering m anagers who usually do not have a hands-on role 

working on the aircraft. In general engineering departm ents have ultimate responsibility 

for the receipt, control, approval and distribution of airworthiness data. Their primary role 

is to provide technical support and back-up to both Line and Heavy Maintenance. 

Typically this support will include responding to technical queries, examining additional 

manuals and liasing with other internal departments and external organisations 

(manufacturer, airline etc). Engineering departm ents are also responsible for developing 

maintenance schedules based on the AMS.

• Planning Department: M ost organisations have a planning departm ent and also have 

personnel dedicated to planning activities on the shop floor. Personnel in the planning 

departments usually do not have a technical background, but are trained in administrative 

and clerical activities. Personnel dedicated to planning activities on the shop floor usually 

do have a technical background. From the information on the m aintenance schedule the 

planning departm ent will plan which particular aircraft is due for which check and prepare 

and produce all job  cards and docum entation necessary to com plete the check. The 

planning departm ent issues in card form (or in Check Sheet form  in the case of minor 

checks) the inspection and work requirements for each maintenance check. The inspection 

and work items on the cards (or check sheets) are written strictly in accordance with the 

relevant item in the approved M aintenance Schedule for the appropriate aircraft type. The 

package of cards for each check contains all the items relevant to the particular check.
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• Quality Department: The quality system is responsible for monitoring ail operational 

activities primarily through regular audits, and assuring the com pany managem ent that 

standards of safety are being complied with. Their role includes direct auditing, on-site 

inspection, routine visits to com ponent workshops, statistical trend analysis, quality 

investigations, incident investigation, disciplinary m easures and production of quality 

reports etc. Quality is responsible for ensuring that a satisfactory system of sampling 

checks is carried out on the docum entation and facilities in order to ensure com pliance 

with the regulations. These sampling checks (audits) culm inate in an audit report which 

each area receives and each of the general managers receives a summ ary report of the 

primary findings. Company procedures are usually also com piled by quality personnel and 

are available in quality departments.

3.1.2 Rationale for th e  AIR project

The rationale for the AIR project came out o f a previous four year research project. This project 

was carried out in four different aircraft m aintenance organisations across Europe. It was 

discovered that in over one third of tasks surveyed the AM E involved had not carried out their 

work in accordance with the procedure or manuals supplied by either the com pany or the 

manufacturer.

The AM Es themselves put forward several reasons for not following the procedures including;

• The manuals or procedures were too simple for some tasks. All manuals have to be written 

for the lowest level o f qualified personnel. This frustrated som e of the more experienced 

AMEs who had been carrying out the tasks for years and felt they knew the task well 

enough.

• The manuals or procedures were too complex for some tasks and very difficult to follow. 

The manuals are written by the designers o f the aircraft and in some instances can be 

overly complex.

• English is the international language of aviation and all manuals and procedures are 

written in a language that is called ‘Simplified English’. This is a language used in 

aviation that reduces words and sentences to their m ost simple form  to enable all 

nationalities and cultures to understand the manuals. Ironically this can be very difficult 

for native English speakers to understand and make sense of.

• AM Es themselves, particularly the more experienced ones, had com e up with ways and 

means of doing work that they believed were quicker and more efficient than how it was 

described in the manual.

• Some AM Es used their own notes to carry out tasks and had what are called ‘Black 

B ooks’ o f notes on how to carry out tasks that they do on a more infrequent basis in
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particular or to keep a note of numbers or figures like torq values for example that are 

essential to carrying out tasks. It is essential however that people do follow the manuals as 

the manufacturers strive to constantly upgrade and improve their product thus changing 

parts and tools and equipm ent impacting on how tasks should be carried out. AM Es need 

to be constandy aware of this and due to the number of such occurrences the only way that 

this can happen is through consultation with the manual and with what are called 

‘revisions’ to the manuals.

All o f this was leading to a situation where there existed a ‘double standard’ between what people 

were being officially asked to do and what they were actually doing. It was discovered that this 

double standard extended to other levels o f the organisation and did not apply only to AM Es. W hat 

makes this situation so treacherous within aircraft m aintenance is not only do the manuals inform 

how to maintain the aircraft when it is first delivered to the com pany but based on in-flight 

experience revisions are made to the manuals and sometim es design modifications to the aircraft 

that people need to be aware of. Thus work was being carried out that may not have been up to 

date, that lacked transparency as people were carrying out tasks ‘their w ay’, and because it was 

‘illegal’, in that it is regulated that the procedures be followed, people were reluctant to discuss 

their work or any associated problems thus leading to a situation where people could not learn from 

the experiences or mistakes of others (M cDonald et al., 1999). The AIR project hoped to alleviate 

this double standard by providing people with an opportunity to share events that they had been 

involved in, situations that they thought might have led to an event had they not managed it well or 

suggestions for ways to improve the docum entation that guides tasks, the tasks them selves or the 

systems and processes that make up the organisation that surrounds the task.

The aim of the project was to establish a process for the gathering, dissem ination and use of human 

factors information to continuously improve the entire aircraft m aintenance system and hence 

provide the basis for bridging the double standard of docum entation and task performance. People 

could input this information in the form  of human factor cases of the following:

• An ‘event’ that had happened

• A ‘situation’ that could potentially happen

• A ‘suggestion’ for potential improvement in tasks, systems or operations

Thus AIR was to be built on the identification of human factor cases where the reporter identified 

the possibility of some action to improve maintenance operations, procedures and processes, in 

relation to the goals o f enhanced safety, reliability and efficiency. However AIR was not going to 

be simply a system for gathering information -  it was essentially to be a continuous im provem ent 

process. Thus the core functionality of the system was to concern the transformation of the inputs 

into a process of change. This process should be cum ulative (individual cases may often in
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themselves be hard to assess because o f their specificities), it should provide both guidance for 

action and review o f the effectiveness of that action. It should also provide the possibility o f an 

overview o f the ‘ health’ or effectiveness o f the system as a self-regulating optimisation process. 

Information and suggestions for improvement to the procedures, the manuals, aircraft design and 

the way work was carried out would be taken, from everyone working in an aircraft maintenance 

organisation and fed back into their own organisation, and fo r the first time in aviation history, this 

human factors information would be fed back to the aircraft manufacturer.

The AIR  project was a European funded research project that began in March 1999 and had its 

final review by the European Commission in November 2001. There were four organisations 

involved in the project, Company BB -  a third party aircraft maintenance organisation, an aircraft 

manufacturer, the IT  department o f a human factors group and TCD. The project was subject to 

continuous review and assessment by external examiners appointed by the European Commission 

to ensure that project aims and objectives were being met.

For guidance on how to deal with this information once obtained the literature was consulted. A 

literature review was carried out on the introduction o f human factor continuous improvement 

initiatives and as the A IR  project was essentially an organisation wide change initiative the 

literature on change was also explored in order to ensure that the AIR  system was state of the art.

3.1.3 Literature Review

Human Factors

The literature review on human factor initiatives highlighted some serious issues that A IR  would 

need to address. Findings from the United States, where the Federal Aviation Authority (FAA) 

along with the industry (airlines and manufacturer) had invested heavily in a human factors 

programme over a fifteen year period from mid-1980s until 1995 (FAA, 1995), showed that with 

this programme there had been small local successes, but overall a failure to meet objectives and 

increasing disillusion (Taylor &  Robertson, 1994; Taylor &  Patankar, 1999; and Goglia, 1999). 

Recommended practice at the time was built on two main components: creating ‘ awareness’ of 

human factors issues through training and analysing the types and sources o f error (ATA, 1999). 

However one o f the problems highlighted was, for example, that few organisations actually carried 

out human factor analyses o f their incidents. A more fundamental issue however was the growing 

realisation that even i f  these two things were carried out, they may be necessary, but were not 

sufficient grounds for changing practice: changing awareness was not a sufficient basis for 

changing behaviour, and analysing error did not in itself ensure that the system was changed to 

reduce the probability o f similar errors in the future. An extended case study demonstrated that it 

could take several incidents before effective solutions to a problem were developed (Corrigan et al..
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1998). This case study dem onstrates that providing an incident analysis tool is not sufficient in 

itself to ensure that there is an effective response to incidents: it is necessary to support the full 

cycle of incident management through the implementation and review of recommendations.

The cases of the reactive safety systems, MEDA and MEI, also highlighted sim ilar and other 

difficulties. MEDA (M aintenance Error Decision Aid) is a structured investigation methodology 

for maintenance human error analysis. There were a number of weaknesses in MEDA. Training in 

the investigation skills necessary to collect information about incidents was very cursory. The 

narrative description in MEDA was not stressed enough and inform ation about the dynam ics of the 

event was lost. However, looking at the experience of the industry indicated that the critical 

problems lay outside the system itself. In the US, it was reported that com panies who had adopted 

the MEDA system would only conduct a MEDA investigation when the FAA was already 

investigating the incident in question. This was because the FAA had a mandate to prosecute 

infringements and for a company to initiate a MEDA investigation was seen simply to invite such 

prosecution (Rankin, 1999). Outside the US, the uptake of MEDA by aircraft maintenance 

organisations had been more extensive, but when one looked for evidence of the impact of the 

adoption of this technology, it was hard to find evidence that it has been effective (M cDonald et al.,

1999).

MEI (Maintenance Error Investigation) is a developm ent o f MEDA by British Airways 

Engineering. The intention was to develop a tool for maintenance error analysis, to be locally used 

by the maintenance managers and supervisors, for the thorough investigation of more serious 

incidents. The results of some of these investigations were reported in a company magazine, 

entitled ‘Human Factors’. Unfortunately, this exposition of the problems associated with particular 

incidents was not matched with a com parable initiative to change the organisational and human 

factors which had been identified as contributing to these incidents.

All over Europe similar problems were occurring. In a com prehensive review following a four year 

European research project M cDonald et al. (1999) noted the follow ing com mon reasons for the 

failure of human factor initiatives:

• Marginalised: Human factors programmes were becoming marginalised in a separate 

department or specific ‘cham pion’ who had little influence when decisions were taken.

• One sided: Many human factors programmes had a single focus, often on training. When the 

environment for which people were being trained did not change, disillusion occurred because 

the old ways of working were reinforced in the normal w ork situation.

• Focus on diagnosis not change: Human factors expertise had developed m ethods for 

diagnosing what went wrong. Often, there was little focus on changing the situation to prevent 

it happening again.
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• Lack of clear objectives; Human factors programmes often had vague and diffuse objectives -

what was to be achieved by increasing awareness? W hat did the prevention of error mean?

Such programmes did not have a clear link between the focus of the intervention (usually

people’s attitudes or behaviour) and the outcom es that the organisation needed.

• No com mitm ent to evaluation: Few human factors interventions were accom panied by

systematic evaluation of effectiveness.

Organisational Change

Lessons from the change literature were sought. The following main points were all felt to be of

importance to the AIR project and its success. Each will be outlined in turn with its implications for

the project:

• The need for change: A clear need for change must be identified for a change to succeed. 

W oodhouse and W oodhouse (1999) argue further that each individual must believe in the 

importance and personal relevance of the change being made. The need for the A IR  project 

had arisen out of a previous research initiative. The need was identified at the level of senior 

management of both the maintenance organisation and the manufacturer. Engagem ent at the 

level of each individual would come through the actual working of the project which would 

hopefully set in motion a num ber of changes. Each individual would be able to suggest their 

own changes. This also linked to research at the time within aircraft maintenance which 

dem onstrated that many answers to critical safety questions are readily apparent to the 

em ployees who perform the day-to-day operations (Eiff, 2001).

• The need for a team of people to run with the change: Practically all o f the change literature

suggested the need for an individual or a team of people to run with the change but as outlined 

in the human factors literature there was also a danger that the change could be m arginalised as 

a result of this (M cDonald et al., 1999). To overcome these difficulties a team would be 

selected from all o f the different operational areas of the com pany but also there would be a 

team manager who would be at senior managem ent status within the company.

• The need for support for the change: Galpin (1996) highlighted that most change initiatives 

fail, not in the taking them on board, but when ‘the rubber hits the road’, that is, at the stage of 

implementation. Support in general and managem ent support in particular for the initiative at 

all levels would be needed. This was to be obtained in AIR through training people in human 

factors and the importance o f the initiative, through the IT based human factors methodology 

that would be developed to support case processing at each stage from  initiation to 

recommendations, and through engaging m anagem ent at every level in the actual working of 

the project.
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Organisational change theories have also identified the potential problems that may arise in 

introducing change. For Argyris & Schon (1978) one key problem is in relation to how 

organisations learn. For them learning involves the detection and correction of error. W here 

something goes wrong, it is suggested, an initial port of call for many people is to look for another 

strategy that will address and work within the governing variables. In other words, given or chosen 

goals, values, plans and rules are operationalised rather than questioned. This is single-loop  

learning. An alternative response is to question the governing variables themselves, to subject them 

to critical scrutiny. This they describe as double-loop learning. Such learning may then lead to an 

alteration in the governing variables and, thus, a shift in the way in which strategies and 

consequences are framed.

They also distinguish between theory of action and espoused theory. The distinction made between 

the tw o contrasting theories o f action is between those theories that are implicit in w hat one does, 

and those on which one calls to speak of one’s actions to others. The form er can be described as 

theories-in-use. They govern actual behaviour and tend to be tacit structures. Their relation to 

action “ is like the relation of gramm ar-in-use to speech; they contain assumptions about self, others 

and environm ent - these assum ptions constitute a microcosm o f science in everyday life” (Argyris 

& Schon 1974, p .30). The words one uses to convey what one does or w hat one would like others 

to think one does, can then be called espoused theory. In a change situation senior management can 

put the need for change high in their espoused theory (i.e. w hat they talk of doing) but their theory- 

in-use (i.e. the basis of their actions) can stay the same,

Senge (1990) has identified what he terms ‘organisational learning d isabilities’ that interfere with 

learning and with change. These include:

• Excessive com m itm ent o f people to their own positions

• Blame allocated externally

• The illusion of taking charge

• Not being aware of slow, gradual processes that present greater threats than immediate

events

• The delusion that learning comes only from experience

• Myth of top management being united and agreed
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Similarly Moss Kanter (1983) in her work 'T he Change M asters’ also puts forward ten ‘ru les’ for 

stifling change:

• Regard any new idea from  below with suspicion - because it is new and because it is from 

below.

• Insist that people who need your approval to act first go through several other layers of 

management to get their signatures.

• Ask departments or individuals to challenge and criticise each other's proposals.

• Treat problems as a sign of failure.

• Express your criticisms freely and withhold your praise (that keeps people on their toes). 

Let them know they can be fired at any time.

• Control everything carefully. Count anything that can be counted, frequently.

• Make sure that any request for inform ation is fully justified and that it isn't distributed too 

freely (you don't want data to fall into the wrong hands).

• Make decisions to re-organise or change policies in secret and spring them on people 

unexpectedly (that also keeps people on their toes)

• Assign to lower-level managers, in the name of delegation and participation, responsibility 

for figuring out how to cut back, lay off or move people around.

• Never forget that you, the higher-ups, already know everything im portant about this 

business.

Solutions to overcom ing resistance included, for example, Nieder & Z im m erm an’s 'Resistance 

Pyram id’ (in Galpin, 1996) and Stapley’s (1996) work adapting W innicott’s (1971) concept of a 

‘holding environm ent’ to the organisational setting were explored. W innicott argued that from  the 

beginning of life reliable holding has to be a feature of the environm ent if a child is to survive. 

Stapley introduces this notion of a ‘holding environm ent’ into organisational theory and argues it is 

the key concept in providing an explanation of how organisational culture develops. The 

organisational holding environm ent consists o f the totality o f the organisation including the 

members o f the organisation themselves. Particular influences are seen to be the task, strategy, 

structure, leadership and management of the organisation that are in existence at the relevant time. 

The holding environm ent is not the culture, it is how the members o f the organisation interact or 

their interrelatedness with the holding environm ent that results in the culture. Stapley warns it is 

dangerous to introduce change when the holding environm ent is unstable.

Of particular interest in relation to aviation was research and practitioners highlighting problems at 

the level o f middle management, for example, E iff (2001), Goglia (2001) where change initiatives 

could becom e disconnected.
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Pettigrew ’s (1985) and Pettigrew and W hipp’s (1991) strategy for implementing change was 

reviewed. This includes four key stages; developm ent of concern, getting knowledge and 

understanding of the problem, planning and acting and stabilising change and five key problems:

• Environmental assessm ent (continuous m onitoring of both the internal and external

environm ent [competition] o f the organisation through open learning systems)

• Human resources as assets and liabilities (em ployees should know they are seen as valuable

and feel trusted by the organisation)

• Linking strategic and operational change (Intentions are implemented and transformed

through time, bundling of operational activities is powerful and can lead to new strategic 

changes)

• Leading change (M ove the organisation forwards; creating the right clim ate for change,

coordinating activities, steering. Setting the agenda not only for the direction of the 

change, but also for the right vision and values)

• Overall coherence (a change strategy should be consistent (clear goals), consonant (with 

its environm ent), provide a competitive edge and be. feasible.

The conclusion however of their longitudinal work was also acknowledged. This was the 

recognition of the interconnectedness of all of the factors involved. It is not possible to provide a 

general checklist of ‘d o ’s and don ’t ’s ’ in managing strategic change. Only a full understanding of 

the situation in each case can identify the course of the changes.

3.1.4 T he AIR p ro jec t

An implementation strategy and a three stranded approach to change was developed subsequent to 

this review of pertinent literature. The implementation strategy on a very broad level centred 

around a pre-implementation phase of organisational understanding, a piloting of a paper-based 

version of the system with the iterative developm ent of the IT system, and a full scale piloting of 

the prototype system. Three strands made up the strategy and within each one a detailed 

implementation plan was developed:

(1) A human factors methodology to make sense of and process human factor cases and develop 

out o f this recommendations for the future. The m ethodology created, which cam e to be known as 

RARIE, was an example of the generic quality im provem ent cycle which leads selected 

suggestions for im provem ent through a sequence of stages which were designed to ensure that 

properly analysed and justified suggestions for im provem ent are effectively implemented. The 

methodology consisted of the following five stages:
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• (R) Review all case information; information reported, documentation, carry out interviews if  

necessary etc

• (A) Analyse and classify the case according to actual and potential contributory factors

• (R) Develop Recommendations by defining options, looking at acceptability, feasibility etc 

and doing Strengths, Weaknesses, Opportunities and Threats (SWOT) analysis

• (I) Implement recommendations by developing plans, deciding on timings, resource allocation 

etc

• (E) Evaluation o f recommendations and overall system monitoring

In addition there was periodic feedback to all people in the process. Thus, as a research project, 

A IR  was designed to test the idea that cases with a strong human factors involvement could be 

effectively solved and to explore the organisational basis o f routinely achieving this.

(2) A prototype IT-based system (Interfaces, Database, Smart Engine, Network) to support the 

collection and processing o f the human factors cases. Any member o f personnel within the 

organisation could input a case into the IT  system and track the status o f that case as it progressed 

through the system. The process would span both the maintenance organisation and the 

manufacturer and would be designed to be integrated with the end-user’s internal IT-network. The 

system was to be built around the methodology for processing cases from initiation to 

implementation, review and evaluation. It would support feedback reports to system users on the 

status o f each case and an overview o f the status o f the cases being processed and thus of the 

'health' of the continuous improvement process. A case-based reasoning tool would assist in case 

processing by integrating similar cases into meta-cases, to ensure more effective use o f case 

processing resources.

(3) An organisational system that would support the entire process, from case processing through to 

the implementation o f recommendations. This was seen as very important. A IR  was not just to be 

an IT system but a very real human factors continuous improvement feedback system that would be 

supported right throughout the organisation. This was new in aviation and it was not just to be a 

‘ project’ team that would implement a project but a system that would impact on the entire 

organisation. Because o f the challenge o f introducing a continuous improvement system like AIR  

the organisational requirements for this would be:

• A  set o f users (who can be everyone within an organisation), whose role would be to 

initiate potential cases, to contribute appropriate expertise in developing solutions, to 

assist in the implementation of recommended solutions, and to receive feedback and 

communication from AIR.

• A  team o f human factor analysts, or co-ordinators, who would be responsible for 

managing the cases through the stages o f the system. A  human factors training programme
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(STAM INA) would support the training o f these analysts, and staff in general in the 

maintenance organisation.

• An AIR manager who would oversee the whole system and be held accountable for the 

successful resolution of cases

• A management process which would oversee the im plem entation and use of the AIR 

system, and ensure accountability for achieving effective outcom es from AIR cases. The 

Local Area M anagers (LAM) would have a key role in the implementation of 

recommendations directed at their area.

• A climate of sufficient trust to enable collaboration across levels and functions of the 

organisation to ensure that difficult problem s can be effectively resolved.

The Project Consortium

All o f the partners in the AIR project had previous experience with European funded research 

projects and all of the people involved were either working in the research of human factors or 

more directly in its application. The Aerospace Psychology Research Group (APRG) in TCD had 

co-ordinated previous projects and would also co-ordinate the AIR project. The main research 

activity of TCD would be to develop the human factors m ethodology and the organisational system 

for the effective implementation of AIR. The human factors organisation would carry out the needs 

analysis for the IT system and would delegate the work of developing the system to their IT 

department.

In the running of a European funded research project such as this one there is normally one main 

contact person from each of the end user organisations involved who takes overall responsibility 

for the project in their organisation. This person from  Company BB, the project representative, was 

a m em ber of the training school of the organisation and was in this capacity, as representative also 

to previous research projects, fam iliar with human factors and with European funded research. It 

would be his role in the project as end-user of the developed product to provide a case study for the 

piloting and implementation of the A IR  system. The aircraft m anufacturer would be involved in a 

similar capacity. The representative from the m anufacturer was new to European funded research 

on human factors but was very fam iliar with the outcome of previous projects and had a good 

background in human factors.

All o f the project representatives began the project with a large com m itm ent to and belief in a 

system like AIR that would gather information from  everyone in the organisation and process this 

information into recom m endations for change that would make a real difference in the 

organisations. Com pany BB envisaged AIR being used right throughout the organisation and 

adding greatly to an overall system for the managem ent o f not just safety but reliability and 

efficiency as well. The aircraft m anufacturer wanted to see the system in place in not ju st Company
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BB but in all of its custom er organisations where the m anufacturer could learn how to improve all 

of their services to custom ers from  better support to designing better aircraft, but also as a means in 

which each customer could not ju st share information with the m anufacturer but also with each 

other.

It was hoped by the researcher that AIR would help people to carry out their work in an 

environm ent that encouraged them to be individuals while still being professional, an environm ent 

that fostered their belief in their ability and acknowledged that inform ation about what they do and 

how they do it is valuable to them and to others around the world -  that A IR  would be a world 

wide system dedicated to the exchange of knowledge and betterment o f working environments 

around the world. So it was believed by the researcher that all people and all the organisations 

entered into the project as enthusiastic partners in a research project.

3.1.5 The focus of this case study

As mentioned above the project took place from  March 1999 to N ovem ber 2001 and was centred 

around three main strands of implementation; organisational, IT and the human factors 

methodology. The main focus of this case study is on the implem entation of the Organisational 

Strand in Company BB. It was felt that the organisational strand was essential to the success of 

AIR. It was feared that w ithout this AIR would surely fail. W hat was needed for the organisational 

strand was to gain support for AIR at every level of the organisation and create an organisational 

system in which everyone in the organisation could take part based on the following roles; case 

initiator, AIR team of human factor co-ordinators, AIR manager, Local Area M anagement (LAM) 

and support team.

The project, though not intended, divided into two main stages or phases of implementation. The 

case study thus also follows this division with a pre-implementation stage that was concerned with 

understanding the organisation prior to the implementation. Table 3.1 gives a brief outline of the 

stages of the project over the timeframe.
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Table 3.1 Stages of the AIR project and activities completed

Stage &
Work carried 
out

Stage 1
March 1999 -  September 2000

Stage 2
October 2000 -  November 2001

Organisational
Strand

Information and organisational 
specification.
An organisational survey of 
people’s attitudes to safety and the 
safety climate of the organisation.

Selected a team of human factor co
ordinators.
Case processing and ensuing 
difficulties that led to re-launch of 
the system.
Handover to Local Area 
Management.

Relaunch o f the system in association 
with STAM INA human factors training. 
A new team chosen to be STAMINA 
trainers and AIR co-ordinators -  called 
the ‘A IR team ’.
Human factors training com pleted for 
this team.
Tem porary AIR m anager assigned.
Case processing.
Handover to Local A rea Management.

Human
factors
methodology

Literature review on state o f the art. 
Iterative developm ent of a draft 
human factors methodology.

Team  trained in human factors 
m ethodology through case processing. 
M ethodology refined and finalised.

IT Strand Dry-run survey to pilot the potential 
IT interfaces
Development o f specification for IT 
interfaces. Case Based Reasoning 
(CBR) Tool and Sm art Engine

D evelopm ent o f first generation IT 
system including interfaces and 
weighting for CBR com ponent
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3.2 Methodology

3.2.1 Introduction

The main m ethodology of this case study was participatory action research. The researcher, along 

with a colleague Siobhan Corrigan, was engaged full time in the iterative developm ent and 

implementation of the A IR  project in Company BB over a three year period. During this tim e the 

researchers worked largely from Company BB and held temporary staff cards there. The 

researchers were initially given an office space in the quality departm ent of the company. However 

this raised some concerns for some of the participants in the research. People were afraid that 

because the researchers were geographically located in the quality departm ent that they would 

inform quality personnel on what might have been discussed with participants. Thus from  then on 

the researchers moved around the com pany and brought their laptops wherever they were doing the 

most work at any one time.

The researchers initially liased directly with the project representative from  Com pany BB in 

relation to all contact with the organisation. However as tim e went on unlimited access was given 

to the organisation and staff there. Meetings and interviews were organised over the telephone but 

also by walking around the organisation and approaching people directly. M ost of the managerial 

staff would have office or mobile telephones, operational level staff however did not and thus were 

either contacted through their managers or directly as they carried out their tasks. Thus while the 

researchers were engaged in action research and hence participant observation there were also 

times when due to the size of the organisation the researchers were engaged in research with people 

that were not aware of the project particularly in the beginning.

In the beginning to become familiar with the organisation focused observations took place at 

meetings and during task performance, docum entation was assessed and interviews carried out with 

key personnel. As the project went on involvement was more on an informal basis through personal 

conversations with people, telephone calls, email contact but also through arranged meetings. All 

of this work has been written up and presented to the European Com mission and the research 

partners. These reports were all confidential reports available to the research consortium only.

However during the three years the researcher also took field notes o f observations in relation to 

the actual process o f implementing the A IR  initiative. Field notes o f observations were taken 

during all meetings, following all informal discussions, following all telephone conversations, and 

of any email contact. Anything that was significant or important in relation to the A IR  project and 

how it was developing and in particular the organisational strand was noted. It is an analysis of this 

data, the data on the process of implementing the change initiative, and not the change initiative 

itself that this case study comprises. However where this w ork for the European Commission is of 

relevance and im portant it is noted and duly referenced.
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3.2.2 Analysis

This case study focuses on the process of developing and implementing the organisational strand in 

particular o f the A IR  project particularly. The project itself naturally divided into two stages and 

thus the analysis focuses on two stages also and is broken down into Stage 1 and Stage 2. Meetings 

formed the central focus o f the implementation of the organisational strand of the project. An 

analysis of the researcher’ s fie ld notes o f observations from this time and in particular the 

observations taken at these meetings is what comprises the case study. Tables 3.2 and 3.3 outline 

the teams of human factor trained experts and the meetings that took place as part o f the case 

processing for Stage 1 and Tables 3.4 and 3.5 for Stage 2 o f the project. Two researchers were fu lly  

engaged in Stage 1 of the project but only the main researcher in Stage 2. While both people were 

engaged in the project all o f the work on the analysis o f this data is that o f the main researcher. 

Information from the researcher’ s field notes in relation to the organisational strand were brought 

together by the researcher and a narrative constructed and a thematic analysis carried out on the 

data as outlined in Section 2 o f the thesis Methodological Considerations.

3.3.3 Ethical considerations

Each o f the organisations participated voluntarily in the research programme. Ethical approval was 

given to all o f the researchers in TCD to carry out the European funded research that the group are 

engaged in. The research presented here is based on an analysis o f the work that took place as part 

o f the AIR  project but is distinct from this work. While the project was concerned with the iterative 

development and implementation o f AIR  this case study is concerned with the dynamics o f doing 

that. Thus this work has ethical implications at two levels, firstly the level o f the A IR  project itself 

and secondly the level o f the researcher’ s own work.

When European funded research takes place all of the partners involved agree on levels of 

confidentiality o f each report or piece o f work carried out. W ithin the A IR  project it was agreed 

that all work must remain confidential to the group unless permission was sought otherwise. Thus 

the researcher has presented on the work at different conferences with the permission o f the 

partners.

The work reported here however is o f a different nature to this and in some instances contains 

sensitive information around the working o f the project. It was fe lt that the best protection to all 

involved would be to completely de-identify the project. For this reason the name o f the project 

was changed to ‘A IR ’ . Each o f the partner organisations that were involved in the original research 

have been de-identified and all links to that research have been hidden.
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In order to protect each individual generic job  titles were given to people. In some instances 

however it was impossible to completely de-identify everyone involved as some job categories 

were specific to only one person. Thus someone who was involved in the research or had an 

intimate knowledge of the com pany would be able to identify the person involved. For this reason 

only a very general report on the findings of this case study was fed back to the organisation. 

Validation was obtained through the second researcher who was involved throughout the case 

study. Also however as an another protective measure the thesis was placed on ‘withheld access’ 

thus all persons wishing to read the work in the first five years would have to first gain the 

permission of the author.

Table 3.2 Stage 1 First Team of Human Factor Co-ordinators

Department Category of Personnel
A ircraft Overhaul Crew Manager

AM E
Line Maintenance Crew Manager

AM E
Engineering Departm ent Senior Engineer

Aircraft Systems Engineer
Planning Department M aintenance Planner

Quality Department Quality Insurance Inspector

Table 3.3 Stage 1 Case Processing Meetings

Meeting Date No. of team 
members attending

Other attendees

1 (Training in 
methodology)

28‘'’ o f April, 
2000

8 2 TCD researchers,
AIR project representative

2 (Training in 
methodology)

I6 ‘" of May, 
2000

8 2 TCD researchers, AIR 
project representative

3 (Handover 
to LAM)

6* October, 
2000

2 (from aircraft 
overhaul)

Aircraft Overhaul Manager, 
2 TCD researchers

4  (Handover 
to LAM)

19"' October, 
2000

2 (from engineering 
dept & planning 
dept)

Head of planning 
departm ent, Head of 
structure engineering, 
2 TCD researchers

5 (Handover 
to LAM)

19“’ October, 
2000

1 (from line 
maintenance)

Line M aintenance Manager, 
2 TCD researchers

53



Table 3.4 Stage 2 List of AIR team -  June 2001

Department at time 
of project

No of AIR
Team
members

Names No of
meetings
attended

Other Initiatives 
involved in

A ircraft O verhaul 1 A 2
(H angar floor) B 1

E ngineering  D ept 2 C 7
D 8

Facilities / S tores 2 E 4 Six S igm a facilita to rs
F 1

Form ula O ne Project 2 G 0 Six S igm a facilita to rs
H 2

H um an R esources 1 I 2
Line M aintenance 2 J 3
(L ine operations) K 0
L ogistics 1 L 7
P lanning D ept (C heck 1 M 4 Six S igm a fac ilita to rs
Scheduler)

Q uality  D ept 2 N 3 1 o f  these w ere a lso  a Six
0 5 Sigm a fac ilita to rs

T rain ing 2 P 2
Q 5

Table 3.5 Stage 2 Meetings Dates and Attendees

Meeting Date No. of 
team 
members 
attending

Other attendees

1 Friday 27 “’ July 2001 6 Project rep., 2  T C D  researchers
2 T uesday  1 '^  A ugust 2001 7 Project rep., T echn ica l D irecto r, A dm in 

A ssistan t, 1 T C D  researcher
3 Friday 10“’ A ugust 2001 6 1 T C D  researcher
4 T hursday  16“’ A ugust 

2001
10 T echnical D irecto r, A dm in  A ssistan t, 1 T C D  

researcher
5 Friday 2 4 “’ A ugust 2001 8 1 T C D  researcher
6 Friday 3 T ‘ A ugust 2001 6 T echnical D irecto r, A dm in  A ssistan t, Rep. 

From  H R  departm en t. Rep. fro m  pro ject IT 
o rgan isation , 1 T C D  researcher

7 Friday 7 “’ S eptem ber 
2001

7 Project R ep., T echn ica l D irec to r (also 
A cting  A IR  m anager), A dm in  A ssistan t, 
Rep. from  H R  departm en t, 1 T C D  researcher

8 Friday 21 S eptem ber 
2001

6 Project R ep., 1 T C D  researcher
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3.3 Background Analysis

3.3.1 Introduction

Thematic analyses were carried out on the two stages o f the project. The results o f this are 

presented here. Prior to the commencement of each stage some background work and surveys were 

carried out in the organisation. The results of these w ill be reported on first before each thematic 

analysis.

3.3.2 Stage 1 Pre-implementation

Before stage one o f the project commenced an information and organisational specification was 

carried out on the organisation. Following this an organisational survey and what was called a ‘dry- 

run’ survey were carried out. The results o f these are presented here first and the implications of 

these on how stage one was to proceed.

Information and organisational specification

A t the very beginning o f the project time was spent in both the maintenance organisation and the 

manufacturer in order to better understand both organisations and the existing systems and 

processes for the transfer o f information, both technical and non-technical or human factors 

information. This was important for several reasons, firstly it was felt that for the AIR  system to 

succeed it must be grounded in the operational realities o f both organisations. A thorough 

knowledge of both organisations was then essential for this to happen. Secondly, it must build on 

their existing systems and processes for the transfer o f information and link into their existing IT 

systems. Interviews, naturalistic observation and documentation analysis were carried out in both 

organisations. The results of this initial research were written up in the form of two reports fo r the 

European Commission. The first report was an Information Specification for A IR  (Ward, Corrigan 

&  McDonald, 1999) and the second an Organisational Specification for A IR  (Corrigan, Ward &  

McDonald, 1999). What are most relevant and are outlined here are the findings from the 

Organisational Specification.

An important finding o f this initial work was that there already existed in Company BB a process 

that was o f relevance to AIR. This was the Discrepancy Reporting (DR) process which was 

initiated and run by the quality department. This was essentially a paper based system whereby 

anyone in the organisation could raise a report where they fe lt the quality o f work was being 

compromised. Examples included;
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Key procedures not correct or not available 

Function or system test failure

Structural defect discovered not as a result of scheduled inspection 

Critical in-service defect

The report would go to the quality department who would take action on the report. This might 

involve the quality departm ent themselves responding to the DR or directing it to another 

department for corrective action. Once aware of the discrepancy, m anagem ent would then be 

required to take or initiate corrective action within a prescribed time limit. A DR should have a 

response within 30 days and if a response was not available within 30 days any outstanding DRs 

were highlighted at the monthly quality meeting (W ard et al., 1999).

W hile the DR process was not specifically a human factors process it was seen as im portant to look 

at this process particularly as it was hoped AIR would eventually replace this process. It was 

discovered however that, despite a good initial start with around 400 cases being initiated, the DR 

process was encountering a lot of problems. From the Organisational Specification a number of 

issues were identified that would be of relevance to AIR and these are discussed here. These 

findings also give an insight into how the organisation was functioning at the time.

Problems highlighted

Problems with the non-technical nature of DRs

It was found that the engineering and planning departments were not particularly receptive to 

information of a non-technical nature. One AM E for example raised a DR about one of the 

maintenance manuals saying that it was “ illogical and difficult to follow ”. This was labelled a ‘bad’ 

DR because the engineer dealing with it felt that it was the fault o f the A M E that he could not 

understand the procedures, not that the procedures were illogical.

Ambiguity over ‘no-blam e’ policy

How the organisation would deal with people who reported an event or had made a mistake was 

also o f importance to both the existing DR process and the future AIR. It was discovered that there 

was a lack of clarity about the relationship between discipline and incident investigation. The 

organisation espoused to having a ‘no blam e’ policy towards people reporting or having been 

involved in incidents, that is it would not punish anyone for reporting an event or incident.

This was advocated within the industry to encourage voluntary reporting of m istakes at an early 

stage so as to prevent potential accidents in the future. Some people in the industry were saying that 

this was unreasonable as people may intentional cause dam age or deliberately violate procedures or 

practices and should be reprimanded for same. Thus some people were calling for a more ‘ju s t’
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culture (from Lerner’s 1970 notion of a just world where “we like to believe in a world where 

people get what they deserve or rather deserve what they get’) in order that offenders could be 

properly reprimanded while still encouraging people to adm it to their mistakes (Reason, 2001). 

However most o f the industry at the time of the case study were attem pting to im plem ent a no

blame culture and it was a huge step forward for the industry.

However in most cases what would happen to people was that their approval to work would be 

removed pending an investigation or during an investigation into the incident. To regain their 

approvals then people would have to be re-trained. W hile the organisation referred to this as a ‘no 

blam e’ policy, personnel within the organisation referred to it as a ‘blame and train’ policy. Some 

personnel in the quality departm ent were in conflict about this and expressed doubt as to whether or 

not the disciplinary process was supporting the learning process within the organisation.

Problems for Local A rea M anagers (LAMs)

Operational or middle level m anagers reported feeling under enorm ous pressure of work and 

operating under very tight short term deadlines to satisfy the com mercial dem ands of production. 

They also felt that they had no influence over these commercial dem ands. In terms of DRs this 

meant they gave relatively low priority to solving them and would prefer to avoid taking 

responsibility for them if they were not clearly their problem. They also reported seeing the DR 

system as a way of putting pressure into the system for them for reasons other than usual quality 

issues arising from audits etc and not as a reflection of what was actually happening in their area.

Lack of trust in the DR process by A ircraft Maintenance Engineers (AM Es)

AM Es expressed frustration at getting little or no feedback on DR reports that they themselves had 

initiated. There was growing cynicism about the utility of submitting reports. They saw the system 

as failing to elicit effective responses. A lso they saw no encouragem ent for them to adm it to having 

made mistakes which would support the ambiguity noted above in relation to the disciplinary 

process.
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Response

It was hoped that due to the three stranded approach of A IR  m ost o f these issues would be dealt 

with. However in particular in relation to the above the following was noted:

Feedback

One of the first challenges for A IR  was to ensure feedback to the case initiator.

• Each person who initiated a case would first be talked to and interviewed if necessary for 

more details on their case.

• The next contact that would take place with each person would be to inform them of who 

or what departm ent their case had been assigned to.

• Within 30 days it was hoped that there would be case resolution -  however if the case was 

taking a longer time the initiator would be informed within 30 days on what was the status 

o f the case.

• The case could not be closed without first checking with the initiator that they were happy 

with the outcom e of the case.

Communication

A major challenge was to establish a climate of effective com m unication between departments. 

Two mechanisms were proposed to address this issue:

• The human factor co-ordinators should have a strong co-ordinating role within and 

between the organisations. They should operate as far as possible as a team.

• The AIR technology system should operate as a flexible informal network to enable the 

exchange of ideas and suggestions, as well as a vehicle for processing reports, 

recommendations and actions.

The Disciplinary Process

People under the existing disciplinary system may have been unwilling to share information about 

how they were carrying out work. A M Es for example may have been unwilling to declare that they 

had performed a better or quicker way of com pleting a task than the ‘official’ one. A IR  would have 

to be based on the rationale that the benefits to the organisation of dealing in an open manner with 

information, which can improve safety and reliability, far outweigh the costs o f doing so. Thus the 

organisation, through the project representative, was strongly encouraged to allow open reporting 

without recrimination.

Support and Accountability

Finally it was recognised that AIR would need a strong, visible and consistent expression of 

support from senior management in both organisations. This support would have to ensure that 

sufficient priority was given to AIR to justify the time and effort that it would take to get positive
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results. Furthermore, AIR needed to be explicitly built into the organisations’ systems of 

accountability. Questions to be answered included: To whom should the team of human factor co

ordinators report? What oversight would there be over the whole AIR process, from initiation of 

cases to ensuring actions are fully implemented, and ensuring the health and effectiveness of the 

system overall?

“It was recognised that AIR as a technological system could not accomplish change 

without a broader process to shift the culture o f the organisations concerned towards 

valuing innovation, which would deliver more human-centred systems, technology, 

documentation, procedures and processes." (Corrigan et al., 1999)

Other issues noted included the following:

Reporting to AIR

• Credibility, liability and confidentiality. AIR would not be developed simply as a 

reporting system unless there was a credible infrastructure to deal authoritatively with 

these reports in a way that achieved results.

• Managing the flow of information. Maintaining an adequate flow of information through 

the AIR system would be essential. The team of human factor co-ordinators would help 

enable this.

Organisational structure

• System-wide representation. AIR should be available to all those who had a role in 

influencing how maintenance operations are carried out. It needed to span both 

organisations - the maintenance organisation and the manufacturer.

Technology

• Integration with existing IT systems. AIR needed to interface with the most appropriate IT 

systems in the organisations concerned, in order to achieve an effective functional 

integration in the normal operational processes supported by these systems.

• Usability. In the maintenance organisation it appeared that even though existing IT 

systems did go some way in linking the various departments and areas of work some 

AMEs felt reluctant to use the system beyond the level of use which was obligatory. 

Others felt some apprehension and lacked readiness to accept any new technology. 

Training in the use of the AIR system would have to be an important part of the 

implementation plan.

Personnel and competence

• Human factors training. The people allocated to deal with AIR in both organisations 

would need to be trained in human factors and have knowledge and expertise of the types 

of issues that would be raised. Information relevant to AIR could be gathered from all 

levels of the organisation. Initiation of cases was not just from the shop floor upwards it
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should be possible at all levels. However, for this to have happened all staff members 

would have to be aware of AIR and have knowledge of the types of information wanted 

and would have be actively encouraged to use the system.

• Human factor co-ordinators. All human factor co-ordinators must be trained. This team 

would be made up of representatives from  all the relevant departm ents and occupational 

groups in the maintenance organisation and the m anufacturer, supported by human factors 

experts from  the AIR research partners.

Organisational com m itm ent and accountability

• Furthermore, AIR would need to be explicitly built into the organisations’ systems of 

accountability.

Organisational survey and drv-run survey

How these requirements were to be addressed is discussed in section 3.3.3 but first more work was 

carried out exploring the organisations and piloting AIR. The inform ation and organisational 

specification had largely been carried out with more senior levels in the organisation and people 

from  the support departments. It was felt im portant to explore what was going on in the rest o f the 

organisation. An organisational survey was adm inistered followed by a ‘d ry-run’ survey of the 

system.

The organisational survey related to the attitudes to safety, safety clim ate, sharing inform ation and 

team performance of the m aintenance organisation. Climate was defined as a “com mon or 

normative perception of the organisation with regard to its safety, including com pany policies 

towards safety, safety communication, feedback on perform ance and conflicting dem ands 

concerning safety”. Three major dimensions of safety clim ate were indicated: perceptions of 

management concern about em ployee well-being, m anagem ent action to cope with this concern, 

and em ployees’ physical risk. It was hoped to take measures both prior to and post implementation 

of AIR and that there would be a significant im provem ent in organisational clim ate following the 

implementation of AIR. The survey was developed from existing surveys by researchers at TCD 

and is attached in Appendix 1. A total of 87 people were surveyed across seven areas. A Tim e 2 

survey never took place. Some of the results from  Tim e 1 however are o f interest. The survey was 

carried out with AM Es, their supervisors and support staff from  engineering, planning and quality 

departments.

A dry-run survey was also adm inistered. The survey was developed in TCD and was a paper based 

version of what it was hoped the IT system might ask of people in terms o f gathering information 

on the three types of potential cases; events, situations or suggestions for im provement. The dry- 

run survey was important for a lot o f reasons not least o f which was its role in the developm ent of 

the interfaces for the IT system. Also however it helped, even more perhaps than the organisational
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survey, to provide a richer picture of how people felt about the organisation and the introduction of 

such a system as AIR. It essentially set the scene for the piloting of the entire AIR system in a 

paper-based format. The results of this survey or the cases elicited from  people went on to form  the 

material that would be used in the piloting of the human factors methodology, the training of the 

AIR team of co-ordinators and case processing. As the researchers were targeting individuals to fill 

out the survey the one aspect o f the system it did not pilot was spontaneous case initiation. It was 

believed however that with the number of DRs that had been launched in the organisation case 

initiation would not be a problem.

This piloting of the system was carried out in early Novem ber 1999. This involved administering 

the dry-run survey to 46 personnel in aircraft overhaul, line maintenance, engineering and quality. 

Personnel were approached, briefed on the objectives of the project and asked to take part in the 

interview. Two researchers conducted each interview, one asking questions and the other entering 

the responses directly into a laptop. W hile it was paper based the researchers did enter responses 

onto a laptop both for data recording reasons and to get a preliminary idea of the time it would take 

to com plete if the system were IT based. Each interview lasted approxim ately 20 - 40 minutes.

In terms of the IT this pilot study was initially intended to check the com pletion time of the survey, 

highlight any unclear instructions or items, and provide feedback on the appropriateness and 

answerability of the survey. As a result changes were incorporated into the final version of the dry- 

run survey which can be seen in Appendix 2. All of this inform ation was then used to help design 

the interfaces for case initiation and data collection for the IT system. This was only part o f the IT 

system. As described earlier the IT system also had different functions which were developed at a 

later date.

This survey was important in the project as it was the first tim e to com e in contact with operational 

people within the organisation directly in relation to the AIR system. As will be seen in the 

organisational survey results operational level personnel had the least trust in management but also 

as noted in the organisational specification they did not have a lot of trust in the DR system either. 

W ork on the information and organisational specification had predominantly been carried out with 

middle and senior management and the quality departm ent and the organisational survey was 

effectively carried out without mention of AIR or certainly detailed discussion of what it was 

about. This dry-run survey provided the first point o f contact for the researchers with people who 

would be potential users of the system in the future. It gave the researchers a chance to speak to 

people first hand about the system and how it would potentially w ork in practice and how people 

saw that.
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The researchers introduced them selves as being researchers on the project and in partnership with 

the m aintenance organisation in carrying out European research. Respondents were encouraged to 

give their staff number as part o f the survey but were assured of confidentiality by inform ing them 

that what would be taken to managem ent would be a general result from  the group. If participants 

still wished to remain anonym ous then that was accepted. As noted earlier there appeared to be a 

lot o f mistrust between different departments. The researchers felt it was important that A IR  was 

seen to be independent of any particular department within the organisation so geographically the 

survey was carried out wherever the work was being carried out by the person being surveyed. In 

spite of this however in the adm inistering of the survey there was initial concern expressed by 

respondents in relation to confidentiality and relationship with different departments within the 

organisation particularly the quality department. Respondents had to be reassured of confidentiality 

before proceeding with the survey.

Problems highlighted in the organisational survey

The following key problems were highlighted in this survey:

• Lack of belief in the organisation by the AMEs

• Lower levels o f teamwork and support among AMEs

l^ack of belief in the organisation by the AMEs

Significant differences were found between AMEs and support staff with support staff having

significantly higher scores on climate than the AMEs (t = -3.53 (df66); p< .01.). The AM Es

supervisors had only slightly higher scores than the AMEs.

Lower levels of teamwork and support among AMEs

The overall score on Technical Operations Attitude Survey (part 1) was 3.97. Support staff showed 

a higher score than AM Es on this measure (t=-2.11(df66); p<0.05) suggesting that support staff 

have better ‘attitudes’ to the four dim ensions below:

■ Teamwork, com munication and co-ordination

■ Sharing com mand responsibility

■ Recognition of stressor effects

■ Assertiveness.
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These four attitudinal dim ensions had been found to be predictive of subsequent maintenance 

performance. The overall score on Technical Operations A ttitude Survey (part 2) was 3.54. 

Differences appear on this scale between AM Es and supervisors (supervisors higher score 

(t=2.28(df66); p<0.05)) and A M Es and Support Staff (Support also higher score (t=-4.02(df66);

p<0.001)).

The aim of the Technical Operations Attitude Survey (part 2) was to assess the manner in which 

the decision maker (or problem solver) reacted to a given situation: the active and proactive role in 

team decision making and problem solving activities; and the manner o f interaction between the 

decision maker (or problem solver) and other team  members: collaborative role versus conformist 

style.

There was also however a positive safety attitude and level o f sharing at work. The mean safety 

attitude score for the sample as a whole was 4.03, on a five point scale this represents a positive 

safety attitude score (3 being the midpoint). No significant differences were found across job  types. 

All had positive scores on this with AM Es being slighdy lower but not significantly so. The mean 

score on the sharing inform ation at work scale was 3.09, on a five-point scale this represents a 

slightly positive response to the level o f sharing information at work. W hen the results were 

analysed across job  type, no significant differences were found. Table 3.6 gives an overview of the 

results o f the organisational survey per job category.

Table 3.6 Organisational survey results broken down per job type

Company BB Climate Attitude Team 1 Team 2 Sharing Info

AMEs 2.89 3.97 3.91 3.39 3.10
Supervisors 3.22 4.09 4.00 3.68 3.11
Support 3.51 4.21 4.17 3.89 3.03

Overall 3.07 4.03 3.97 3.54 3.09

Problems highlighted in the dry-run survey:

Cynicism as a result of past failures

Most o f the people interviewed were delighted at the chance to be able to speak about their work, 

and thought the system was a great idea and would give everyone in the organisation a voice but 

did have their reservations about how well it would work. Some people associated it with the DR 

system and felt that if a sim ilar thing happened as what happened to that then it would not work, 

that is that reporting was high at the beginning but the organisations response to people’s inputs 

was slow and lagging or none existent.
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Mistrust in the ability of the organisation to improve

There were problems and difficulties in nearly one half o f tasks surveyed. Including successfully 

com pleted tasks where there was some room for improvement, this rises to over 50 per cent of 

tasks. The vast majority of problems reported had been reported before, but the expectation of a 

successful outcom e in the short term was very low. W hile about a third believed that the person 

responsible for dealing with the problem would be able to deal with it, a further third felt that this 

would only be possible with additional time, assistance or resources, and the final third did not 

believe they would be able to solve it. Detailed results o f this survey can be found in Appendix 3.

Response

In terms of going about implementing AIR it was felt that a team of human factor co-ordinators 

was the first priority. It was believed that if there was a good system in place, this team  being an 

essential part o f that, then case initiation would not be a problem. A s noted in the dry-run survey 

case study there was a lot of mistrust in the organisation and it was im portant to people where the 

researchers were located geographically in the organisation. Again for the team it was fe lt that they 

had to represent the entire organisation while remaining independent of any one department.

It was good that things needed improving but it was also difficult that people really did not believe 

in the organisation. Hopefully AIR would be able to help make im provem ents to the system but 

people would also have to believe in AIR in order for it to work. With all this in mind the 

implementation began. AIR was a three stranded approach to change. The human factors 

methodology had been developed at this stage and was ready for piloting. The IT developers were 

utilising the piloting of the paper based version, that is the dry-run, to continue with developm ents 

of the IT system.
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3.3.3 Stage 1 Overview of organisational strand

The organisational strand would consist primarily o f the development o f a team of human factor 

co-ordinators who would process AIR  cases. Buy-in from all levels o f the organisation was also 

needed. This was needed at very basic level to establish the system, to get the team together, to 

support the appointment of the position o f an A IR  manager, but also it was essential that 

organisational support would always be there for the success o f the system in generating cases and 

resolving those cases.

The organisation at the time was investing in the STAM INA human factors training programme 

and it was envisaged that this would provide a good means o f both training people in general and 

the A IR  co-ordinators in particular about human factors but also it was negotiated that this training 

would include a section on AIR, thus raising awareness on the need for such a system as A IR  and 

on how people could use A IR  to input cases. Training would be given on both the philosophy and 

the practicality of AIR.

STAM INA human factors training was developed by a consortium engaged in European funded 

research led by TCD. The training that was developed is currently seen as a leader in the field. The 

training involves a course to be given to senior management first within an organisation. This 

usually takes three days. Following this an organisation must select trainers from within their 

organisation. These people are then given two weeks intensive training, one week in human factors 

and the second week in how to train human factors and the STAM INA course and how to be a 

good trainer. These trainers w ill then go and train the rest o f the organisation through what is called 

the core course. The core course usually takes three days to deliver. Middle management are 

requested to attend the training sessions that take place with their staff. In this way they are also 

trained and are able to deal with any suggestions for improvement or change that may arise as a 

result o f the training. The human factors material covered in the course is broken into four strands; 

individual, task, team and organisational. Since the development o f this course human factors 

training for all personnel working in aircraft maintenance is mandatory. Prior to the course it was 

not, however, and the course was seen to have been ahead o f its time and a leader in the field in 

terms o f regulations.

The first step of the organisational strand was selecting the human factors co-ordinators. This took 

take place during December 1999 and January 2000. It was hoped that there would be 

representative(s) from each level / area of work in the maintenance organisation. The project 

representative in Company BB also felt that it was essential to have the ‘ right people’ in place to 

lead AIR. He selected the members o f the team from each area based on the criteria below.
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The following criteria were deemed important and agreed by the project representative and TCD. 

That the person chosen would

• Have the credibility and trust o f peers / local m anagem ent / senior management

• Be a good team worker (i.e. would be flexible, creative, would have effective 

com munication skills, be proactive and practical)

• Be open to new ideas

• Have an ability to learn and adapt new approaches

• Be available and willing to take part in the STAMINA human factors training programme

• Have a knowledge and understanding of the system of work and of the com pany’s policy 

and procedures.

Eight human factor co-ordinators were selected by the project representative. The team of human 

factors co-ordinators were made up of the following personnel as outlined in Table 3.7.

Table 3.7 Human Factor Co-ordinators in maintenance organisation and manufacturer

M aintenance Aircraft Overhaul Crew M anager
Organisation AM E

Line Maintenance Crew Manager
AM E

Engineering Department Senior Engineer
Aircraft Systems Engineer

Planning Department M aintenance Planner
Quality Department Quality Insurance Inspector

The initial role of this group of people was seen to be the following:

• To undergo training in human factors and in AIR

• To pilot the human factors m ethodology through the processing of AIR cases

• To co-ordinate in this process with other human factor co-ordinators within the

maintenance organisation and with the m anufacturer Resident Customer Support 

(RCS) and with the TCD research team.

As noted here it was hoped the team would receive the STAM INA human factors training. There 

were delays however in launching the STAM INA programme within the organisation at the time so 

the co-ordinators did not receive human factors training. It was hoped to begin soon with training 

o f senior management. This eventually took place in January 2001. Some o f the team chosen had 

been on a basic three hour human factors training programme that the organisation had run in the 

past.
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The TCD researchers did at the initial first contact with each of the co-ordinators give them a 

briefing in human factors and at the first meeting a more thorough presentation on AIR and the 

philosophy behind it. In the time spent with this group piloting the methodology and processing 

cases it was felt that they did get a good grounding in human factors.

The case processing with this team also served as a piloting of the RARIE methodology. RARIE 

had to be able to systematically process cases, develop recom m endations and review cases to 

improve operational systems. Changes were made during this time based on the teams experience 

of using RARIE. Table 3.8 provides an overview of the methodology. The team considered the 

final RARIE to be a practical, focused and flexible tool for case processing. The interfaces for the 

IT system were still in development. The final IT system reflects the stages of this methodology.

Table 3.8 The AIR Human Factors Methodology RARIE

Initial Review of case information
Objective To conduct a critical and objective enquiry into the case information 
received.

R

Analysis and classification
Obiective To svstematicallv analyse and classify each case in relation to its 
consequences, actions/events and contributory factors.

A

Developing Recom mendations
Obiective To come up with a set o f recommendations that would lim it the likelihood 
that a sim ilar case would occur in the future. A num ber of steps are recommended in 
order to ensure that feasible recommendations are put forward.

R

Implem entation of recommendations
Objective A t this stage an implementation plan is required to establish the most 
effective way to implement each of the final set of recommendations in the 
organisation. The final recommendations are then implemented.

I

Review and Evaluation
Obiective To carry out a review of the effectiveness of recom m endations and 
implementation for each o f the cases.

E

The team members chose the cases from  the dry-run process. They chose these cases based on what 

issues they felt were most im portant to resolve. The whole idea of having a methodology to look at 

those cases or problems was very new to the team. They found the m ethodology both challenging 

and rewarding in terms of progression through the cases.

Box 3.1 Example of an AIR human factor case

Case: Escape Slide
A door slide was removed on an aircraft w ithout installing a necessary safety pin which led to the 
escape slide inflating inside the aircraft and injuring the A M E working on the removal. No warning 
was given in the manual to install the safety pin in that point in the description of the slide removal 
task. There were no decals on the door of the aircraft with the w arning that if you did not install 
this pin then the door escape slide would inflate. Therefore the A M E continued with the task of 
removing the door escape slide. The door escape slide inflated into the cabin on top of the AM E 
who was taken to hospital. The AM E who raised this case through the dry run process doubted that 
the company would do anything about it. The AM E suggested training for all personnel on the 
manufacturer aircraft and not ju st those with approvals to w ork on those aircraft.
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How it was envisaged for AIR to work was that case processing would be carried out by the team 

of human factor co-ordinators. W hen recommendations had been developed by the co-ordinators 

they were to hand those over to the relevant local area manager (LAM ) who would implement the 

recommendations. An AIR manager was to be appointed to oversee the process, ensure cases 

would be taken to resolution, and provide feedback to the case initiator to ensure they were happy 

with that resolution before closing the case. Everyone in the organisation was to be trained in 

human factors through the STAM INA programme and would thus be aware of the importance of 

AIR and thus have an understanding of their role in the process.

Cases that were relevant to the m anufacturer were to be sent there. It was hoped that a sim ilar three 

stranded approach to AIR would take place there. A team of co-ordinators had been established 

there who had experience in human factors. They were given the RARIE methodology to use to 

process cases. In terms of IT they did not envisage installing the AIR IT system as they were 

working on their own IT system to process human factors data from  aircraft maintenance 

organisations. However they did see the A IR  IT system as being a very important way of linking to 

the aircraft maintenance organisations and their customers and hoped that AIR would provide the 

means of inputting data into their own IT system.

Box 3.2 AIR role definitions

AIR Team Member -  Any member of the team of trained human factor experts in Company BB. 
All team members can potentially be called upon at any time to become case owner for a case and / 
or assist in the processing of a particular case.

Case Owner -  The team member who is assigned to a case and allocated other team members to 
assist in the processing o f that case. The case owner takes responsibility for steps 2 and 3 of the 
methodology. It is the case owner who must make initial contact with the case initiator and then 
follow through on that case to the developm ent o f recommendations. A fter recommendations have 
been developed the case owner hands over those recom m endations to the area manager and from 
then on has only the role o f monitoring the implementation. Sole accountability for the 
implementation of recom m endations rests with the area manager and the support team that s/he 
introduces to that case. One day of the week will become AIR case owners day where time is 
dedicated to this work.

AIR M anager -  This person is responsible for the initial pre-screening, case assignment, evaluating 
recommendations and liasing with the other managers and decision-m akers (support team). 
Ultimately it is the job  of the A IR  manager to ensure that those recom m endations approved by 
company managem ent are actually carried out within the organisation and to review their 
effectiveness. Company managem ent will designate personnel to carry out recommendations. The 
AIR manager must liase with these personnel and track progress on each A IR  case. Case owners 
can also assist in this task but accountability rests with the AIR manager. The AIR manager is also 
responsible for conducting the evaluation on each case -  the most im portant aspect o f the 
evaluation is to learn from each case how better and more efficient cases can be dealt with in the 
future. The AIR manager must also carry out the overall evaluation.

Support Team - Is the term used to describe personnel that have the authority to sanction the 
recommendations developed by the team members and the team manager and/or has responsibility 
for their implementation.
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Figure 3.2 AIR structure
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3.3.4 Case processing

Within Company BB case processing commenced with a first meeting o f the human factor co

ordinators and researchers from TCD. This took place on the 28*'' o f April 2000 and lasted for two 

hours. The co-ordinators received a presentation on the AIR  project, the methodology, an overview 

on the dry-run cases and an outline of the key role that they had to play i f  A IR  was to be 

successful. Following the review and discussion on the dry-run cases, it was decided that five cases 

would be selected for further processing within the maintenance organisation. It was also decided 

that three o f the cases should be grouped together into what was called a ‘ meta-case’ as they had 

similar themes. This case then became known as the ‘communication between planning and 

engineering case’ . The case related to the poor communication between these two departments. It 

was vital for the successful carrying out o f work within the maintenance organisation that these two 

departments liase very closely with each other as the engineering department receive all o f the 

work requirements and the planning department must outline how this work w ill actually happen. 

The other two cases would be processed separately. The first o f these was called the ‘ wheel change 

case’ and related to an incident where the wheel was removed from an aircraft and the spacer came 

o ff with the wheel. This had happened several times on the line and was a real safety risk. The third 

case was called the ‘ escape slide case’ and has been outlined in Box 3.1.

For the meta-case the planning co-ordinator, both engineering co-ordinators and one o f the co

ordinators from aircraft overhaul volunteered to further process the case. As the wheel change case 

was a line maintenance issue, both co-ordinators from the line and the quality co-ordinator 

volunteered to process that case. In the escape slide case, both co-ordinators from overhaul and the 

quality co-ordinator volunteered to further process the case. Therefore all o f the co-ordinators had a 

role to play in processing a selection o f the A IR  cases. A total o f six bi-lateral meetings took place 

for each o f the two cases and the meta-case between the responsible co-ordinators and TCD 

researchers in order to begin classifying the cases, refining the human factors methodology and 

formulating recommendations.
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3.4 Thematic analysis of Stage 1

Out of all the researcher’s field notes a narrative was constructed o f the implementation o f the 

organisational strand o f the project. A thematic analysis was then carried out on the narrative. The 

integrity o f the narrative is maintained in the discussion on the themes. The fo llow ing themes 

emerged from the data:

Theme 1 Positive influence o f TCD
Theme 1.1 Role o f TCD in assuring confidentiality 
Theme 1.2 Role o f TCD in training co-ordinators 
Theme 1.3 Role o f TCD in engaging LAMs 

Theme 2 Initial ambiguity over the role o f the co-ordinators 
Theme 3 Initial drop o ff in the number of co-ordinators
Theme 4 Initial good 'on the surface’ working between and within co-ordinators and TCD 
Theme 5 Failure o f TCD to adequately recognise and deal with 

Theme 5.1 requests from co-ordinators for more time 
Theme 5.2 requests from co-ordinators for more recognition 
Theme 5.3 perceptions o f competition from other initiatives by co-ordinators 

Theme 6 Perceived lack o f support from A IR  
Theme 7 Lack o f support for LAMs
Theme 8 Strained relationship between LAMs and support departments
Theme 9 Strained relationship between departments
Theme 10 Mixed views by the project representative o f the LAMs
Theme 1 ILack o f trust between LAMs and TCD
Theme 12 ‘Quick-fix ’ solutions
Theme 13 Underestimation o f the complexity o f processing human factor cases
Theme 14 No follow through on possible solutions
Theme 15 Ambiguity over support from senior management for A IR
Theme 16 Ambiguity over the political strategy of the project representative and trust in TCD 
Theme 17 Questions by project representative over accountability 
Theme 18 Shortcomings by TCD as researchers

Theme 18.1 Lack of problem identification by TCD 
Theme 18.2 Lack o f appreciation by TCD of impact o f past 
Theme 18.3 Lack o f appreciation by TCD of operational realities 

Theme 19 Need to fight for support for A IR  at organisational level 
Theme 20 Achievement o f organisational level support for A IR  
Theme 21 Failure to translate this into support for co-ordinators 
Theme 22 Decision by project representative to select new team 
Theme 23 Concerns raised by new people selected 
Theme 24 Response by CEO to these concerns 
Theme 25 Role conflict for new people selected from operational level
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Themes

T1 Positive influence of T C P

Them e 1 relates in general to the positive impact that the TCD researchers had on the project 

initially. TCD as partners in the project had a role to play in the developm ent and implementation 

of AIR. Also as an organisation with a good reputation TCD did have an influence in the 

proceedings of the project similar to the role of external consultants. This is evident in the 

following sub themes:

T l .1 Role of TCD in assuring confidentialitv

Some of the dry-run cases, in particular those that were relevant to the manufacturer, were cases 

that were legally very sensitive in nature. They related in particular the following of com pany and 

manufacturer procedures. TCD researchers spent a lot o f time with each person who raised a dry- 

run case assuring them of confidentiality within the system, that w hat they had to input was 

important and that there would be no recriminations from  the com pany or the m anufacturer for 

them telling about possible ways of working that deviated from  the legally required ways. This was 

extremely important and worked well at this stage as participants did have trust in the TCD 

researchers. One of the manufacturer cases, for example, referred to an instance of removing a Ram 

Air Turbine (RAT) from  an aircraft in a different way to that outlined in the m anufacturer’s 

manual. This way was much faster for the AMEs. It was absolutely necessary that if the system 

was to work people could be open and honest about their w ork practices. Ultimately the aim of AIR 

was to reduce the double standard of work and task perform ance thereby making the entire aviation 

system much more transparent and hopefully as a result safer. In this particular instance the 

manufacturer reviewed the case details and determined that they could not advocate this as an 

alternative procedure as it had possible safety implications. They argued that sometimes 

detrimental effects o f doing a task incorrectly, even if perceived correct at the time, can take years 

to appear. There have been a number of such cases in the industry that related in particular to metal 

strain over years from  incorrect usage. It was essential however that this trust built up by the TCD 

researchers would be carried over to the AIR system itself. During the dry-run people did give their 

staff number. W ithin the A IR  IT system there would be a possibility to raise cases anonym ously 

which would allow people to share information even if they did not trust entirely in the system. 

Importantly here also in terms of building people’s trust in the system the researchers explained to 

people taking part in the dry-run that it was a dry-run and it was not guaranteed that their case 

would be processed as only a selection of cases would be processed. The researchers informed 

them also that they would not hear anything back in relation to their case unless their case would be 

processed and further information was needed.
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T 1.2 Role of T C P  in training co-ordinators

The first task for the co-ordinators was to carry out an initial review of case information of the case 

that they had responsibility for. The co-ordinators carried out their own research into the cases in 

order to further clarify the inform ation provided from  the dry-run survey and assess the relevant 

documentation. When the co-ordinators were satisfied that they had all the facts of the case, the 

steps for analysing and classifying the case were then presented to the co-ordinators. It became 

obvious from  the start that encouraging the team to review the consequences, review the 

action/events, and review the contributory factors before suggesting any recommendations was a 

way of working that was totally unfamiliar to them. They never had the opportunity in their work 

to systematically work through a case or a problem in order to reach recommendations or a 

solution, rather in the words of one co-ordinator “...when you have a problem, or are given a 

problem to deal with, you look at the facts and automatically try and find a solution...” However 

the co-ordinators displayed much enthusiasm and support for this new way of working and at the 

end of the ‘Analysis and Classification’ step all the co-ordinators were satisfied with their 

assessments of each of the cases.

The third task for the co-ordinators was to develop recom m endations for each of the cases. Again 

one hour meetings between TCD and the co-ordinators were organised for each of the cases in 

order to develop recommendations. W hile it did take the co-ordinators time to fully analyse and 

classify each case, they all agreed that the more systematic approach did result in developing much 

more focused recommendations. A t the end of this stage a set o f recommendations had been 

developed for the wheel change case and the escape slide case. However, the meta-case was 

proving to be a lot more complex case than originally envisaged and it was difficult to finalise 

recommendations. A decision was later taken that effective recom m endations could not be 

developed unless key processes involved in this highly co-ordinated task of developing, 

dispatching and delivering work-packs were mapped out in order to identify the bottlenecks 

causing delays. A decision was taken by the management to dedicate a specially trained team from 

another continuous im provem ent initiative that was ongoing to map out and evaluate all the 

processes involved in this particular case.

T 1 .3 Role of TCD in engaging LAMs

At this stage case processing had reached a critical juncture. The co-ordinators supported by the 

human factors m ethodology had carried out their first three tasks very effectively. However, 

management intervention and support was required in order to decide on the final selection of 

recommendations and in developing an implementation plan. Up until this stage there had been 

only minimal management involvement, as much of the em phasis was on the tasks that the co

ordinators needed to com plete before presenting management with their recom m endations and the 

developm ent and refinem ent o f the methodology.
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After the co-ordinators had decided on a set o f recom m endations for the cases, a num ber of 

attempts were made to arrange for management involvement at the hand-over stage. However due 

to other organisational and operational priorities for m anagem ent getting their involvem ent took 

quite a long time.

After attem pts by TCD to organise one general presentation with the maintenance organisation’s 

middle management, it was decided to organise three separate meetings for each of the cases with 

the relevant managers, the co-ordinators and TCD researchers. The m anagers were briefed on the 

case, the human factor m ethodology and the set o f recom m endations as agreed by the co

ordinators. During each of the three meetings the relevant m anagers were very supportive of the 

AIR process and they assessed each of the recommendations. W hile the co-ordinators had done an 

excellent job in developing recommendations it was obvious that m anagem ent input was essential 

especially in further refining the broader recommendations. All three meetings were very 

constructive and both the managers and the co-ordinators agreed a final set o f recommendations 

and action plans. A t the end of this stage however while recom m endations were developed for each 

o f the cases, only one case was brought to resolution.

T2 Initial ambiguity over the role of the co-ordinators

The co-ordinators were all briefed on the project and they were all very enthusiastic if a little 

apprehensive about what it was all about and whether they would be able to do the work or not and 

whether they would end up having too much work to do. It was difficult in the beginning with the 

co-ordinators to deal with any of these fears around time com m itm ent as the researchers themselves 

were unsure in the beginning what type of time com m itm ent would be needed as they were unsure 

of the extent of work involved in anything that would happen but more importantly for the team 

how much work would be involved in processing a case. This team  really acted as a testing ground 

for not ju st the methodology but the entire system itself. They first came together in April o f 2000. 

There were eight people in total a t that meeting who agreed to be co-ordinators, two of them 

however dropped out at a very early stage and while still being recognised as co-ordinators did not 

play an active role in the project.

T3 Initial drop off in the number of co-ordinators

The team  of human factor co-ordinators were chosen by the project representative in Com pany BB. 

People were chosen on the basis o f the criteria that were jointly  laid out between TCD and 

Company BB but more importantly, at the end of the day, people had to have had a certain am ount 

o f time available and to be able to say yes to this. This team were a mixed group from  all around 

the organisation. It was attempted to have representation from  different areas particularly line 

maintenance, aircraft overhaul and then the following support departm ents, engineering, planning 

and quality.
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The co-ordinators worked very effectively as a team and appeared to enjoy the process:

. .this is the f i r s t  tim e tha t I  have w orked  as p a r t o f  a  te a m ...”

“...I  rea lly  en joyed  b ra in -sto rm in g ...”

“...I  rea lly  fe l t  as i f  1 con tribu ted  to the w hole th in g ...”

However while all eight co-ordinators in the maintenance organisation were allocated a role in 

processing one or more of the cases, after the first team meeting only six of the co-ordinators 

continued to take an active part in the processing of cases. Various reasons were put forward for 

this, including:

“...to o  b u sy ...”

“.. .o ther p r io r it ie s ... ”

" ...n o  t im e .. .”

This did have an impact on the remaining co-ordinators putting them under more pressure but also 

raising questions for them about why they were continuing with the process.

T4 Initial good ‘on the surface’ working between and within co-ordinators and TCD 

The co-ordinators worked well as a team. They found the methodology both challenging and 

rewarding. They were not used to problem solving with a m ethodology and appeared to enjoy it. 

They got a lot of support from each other and when they were divided into the sm aller groups of 

case owners for case processing they worked well also. There was a good rapport with the TCD 

researchers and the training in the methodology went well.

The first task for them was to understand the m ethodology for processing cases and they worked 

hard at this and helped TCD to understand the m ethodology better in practice and the complexities 

surrounding this. They found it a very new experience w orking through issues in a systematic 

fashion and working through them with a group of people. Each m em ber of the team was more 

used to working alone and problem solving alone or ‘jum ping to solutions’ as they called it. The 

team worked well through the early stages of the methodology. They talked to the relevant people 

involved in each case and tried to get more information. All o f this took time and effort on behalf 

of the team and the TCD researchers who were teaching them the methodology and developing that 

at the same time.
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T5 Failure bv TCD to deal with concerns of co-ordinators

However the role of TCD also potentially confounded the initial working of the project, and led to 

failings on the part of TCD in relation to the following;

T5.1 Failure of TCD to adequately recognise and deal with requests from co-ordinators for more 

time

As time went on the co-ordinators did begin to feel the im pact of that time on their usual work 

load. It had been agreed at the very beginning that the co-ordinators would need a real com m itm ent 

from  their managers and the organisation if the work was to be carried out. Again as mentioned 

above the researchers and project developers were still unsure at this stage of how much of a time 

com m itm ent would be involved. It was estimated in discussions with the team members that they 

would need in the future about one day a week to be dedicated full time to AIR. However at this 

stage everything was still very much in the pilot phases and so this was always sometim e in the 

future. The team began to feel the burden of this at various points throughout those months and did 

request help with that from  TCD and from the project representative.

The co-ordinators had made a request for more time to be dedicated to AIR. In relation to time 

TCD did raise these concerns with Company BB’s project representative. However it was felt that 

as this was a piloting o f case processing (the IT system was not in place at this time so all o f case 

processing was being com pleted using paper-based versions of the human factors m ethodology) it 

was precisely that point that this pilot was serving -  trying to establish how much tim e the co

ordinators would need for case processing. So the project representative was reluctant to meet any 

of their requests for more time until it was understood better how much more time was needed.

TCD researchers spent a lot o f time with the team training them in the methodology and getting 

their feedback and suggestions on how it should be changed. For these meetings TCD initially 

liased with the project representative but then directly with the co-ordinators. It was taken for 

granted by TCD that the team, after being chosen, would be available to do the work of AIR. It was 

assumed by TCD that the project representative had liased with each person’s manager and had 

discussed their available time and com mitm ent to AIR. H owever this was not really the way it had 

worked as was discovered later by TCD. The project representative was quite senior in the 

organisation and had asked people direcdy to do this. He told them that there was a general 

com m itm ent by the organisation to carry out AIR. He felt it best to approach the issue this way as 

opposed to going to each person’s manager as it was unsure how much time was needed for AIR. 

This left each person in the position of having to negotiate each meeting with their manager and 

having to make up the time out of their own job themselves. Their own managers while they may 

in principle have agreed to their involvement were not always the most supportive. It is important 

to remember that the middle managers would have known very little about AIR at this point or 

what it hoped to do.
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T5.2 Failure of T C P  to adequately recognise and deal with requests from co-ordinators for more 

recognition

It was only when it came to the handover to management that people really began to express their 

discontent. When the time came, after the co-ordinators had done all o f the work on processing the 

cases and bringing those to the recommendations stage, to hand-over those recom m endations to 

management the co-ordinators were reluctant to do this and expressed concern over this. They 

reported feeling “ ...resentm ent a lm o st...” when the process involved handing over draft 

recommendations to managem ent in order to select and implement final recommendations. W hile 

management involvement was recognised as key to successfully com pleting the cases, much work 

was done (by the co-ordinators) “behind the scenes” in analysing, classifying and defining 

recommendations. They felt that management would implement the recom m endations that they had 

come up with and then take all o f the credit for their work.

However the focus at the time of the project was on trying to bring cases to resolution. 

Management were essential to this as they were the ones who had the authority to implement 

recommendations. So despite their own fears and reluctance to do so the co-ordinators were 

encouraged to handover to management.

W hile the concerns of the co-ordinators were noted they were not really dealt with very well. The 

focus was on the project and achieving 'resu lts’. The researcher at the time felt that because the co

ordinators were hand chosen, were enthusiastic about the project in the beginning and appeared to 

work well, that this was som ething they would enjoy doing. It was not realised at the time how 

unhappy the co-ordinators were and how this was an attem pt by them to obtain more recognition 

for the work they were doing in general and not ju st in terms of analysing and classifying cases but 

that these could have led to significant improvements for the organisation. This leads onto the next 

theme.

T5.3 Failure of T C P  to adequately recognise and deal with perceptions of com petition from other 

initiatives bv co-ordinators

The reason that meetings with managem ent were so difficult to organise was that it was the 

beginning of the holiday period so not everyone in the maintenance organisation were available and 

those who were available were busy. There is a system of seasonality in the organisation whereby 

people can, by working overtime and Saturdays throughout the year, take extra leave in 

summertime. The work is less at this time but there are also significantly less people to do that 

work. Also a number of other ‘continuous improvement initiatives’ were being implemented in the 

organisation. In order to facilitate some of these other initiatives middle and senior management 

were required to undertake quite intensive training courses that meant they were largely 

unavailable for AIR. Therefore at this stage A IR  was not built into the organisations’ systems of 

accountability and was somewhat marginalised.
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This was recognised by the co-ordinators. The engineering co-ordinator at the handover meeting on 

one of the cases, for example, expressed his frustration at how both existing work and different 

new initiatives were being run in the organisation. He argued the company should have examined 

what they could cope with before they took on new contracts. There were new initiatives but while 

these were being introduced and until they were up and running there was nothing in place to cope 

with the existing workload. He made the point that managers were going on six week training 

courses for other initiatives

"...then coming back and having to do all that they did before plus the extra work that 

their new role implied” (Field notes, 19* October 2000).

The co-ordinators argued there was no point in having new meetings to prioritise work and then 

needing someone to go back and co-ordinate that work but then discovering these people are off on 

training for another initiative. Initially these frustrations were taken purely on that level, that it was 

difficult to contact managers. However what the researchers were unaware of was that in these 

other initiatives people were being paid extra to do the work. Also some other companies were 

introducing schemes whereby if people suggested improvements that could possibly benefit the 

organisation then they would receive financial benefit themselves from this. This did not happen 

however in Company BB. However it was not understood by the researchers that this is what the 

co-ordinators were requesting.

T6 Perceived lack of support from AIR

The co-ordinators also felt they were not getting enough support from the AIR project. They re

emphasised their need to undergo human factors training and the need for an AIR manager. 

Problems within the company had meant that human factors training had not taken place. Neither 

had an AIR manager been appointed. The co-ordinators felt that this was a lack of support for the 

project. TCD also felt that the lack of training and an AIR manager (to oversee the process in the 

maintenance organisation) confounded the situation and may have led to an overdependence on 

TCD.

T7 Lack of support for LA Ms

As noted above the handover meetings took a while to organise. However when they did each of 

the LAMs involved appeared to the researcher to be enthusiastic about the process. However 

following those meetings the recommendations or further steps agreed were not taken. For 

example, in relation to the escape slide case this is what happened to each recommendation:

• Development of Hazard Boards to let people know of risks -  The recommendation was 

presented to the quality manager following the meeting and a decision was taken to erect 

hazard boards. However this did not happen.
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• Type Specific/Safety Awareness Training - There was agreem ent on the importance of

this type of training but there was no further progress.

• Specific Instruction -  There was agreem ent on the im portance o f this type o f training but 

there was no further progress.

• Pre-check reminders of potential risk -  There was agreem ent on the importance of this but

there was no further progress.

• M anufacturer Familiarisation Training -  This recom m endation was fulfilled as it was also

a recommendation from  another case.

The wheel change case processing handover to management meeting was a very positive meeting. 

The LAM in this case was very enthusiastic about the process and made some valuable 

contributions to the finalisation of recommendations. He also appeared to really enjoy the meeting 

discussing many different aspects o f work on the line. A t the tim e the line were experiencing on 

average two incidents per week and it was a real concern for him. He was trying to encourage his 

staff to open up more and talk about these incidents to each other to prevent similar reoccurrences. 

He said that he had one crew in particular, o f 16 people who included mechanics, tow person, and 

supervisor and were “an incredibly closed crew” (Field notes, 19‘*' October 2000). There have been 

a few incidents involving this crew. The two most recent included allowing the aircraft to roll 40 

feet and secondly bending the nose of an aircraft. He felt it would be great to have them talk about 

these incidents even if it was am ongst themselves. However again the implementation stage of all 

the agreed recommendations was unsuccessful.

A number of reasons seemed to be the cause of this. LAMs also needed the time and com m itm ent 

from their management to dedicate personnel or resources to these initiatives. Training was also an 

issue for the LAMs. They had not received general management training, personnel management 

training or human factors training. They had not received training in AIR either. Maybe as one of 

the managers noted what they needed more was more than anything a ‘push’ from  somewhere. 

After the meeting in relation to the escape slide the researcher asked the LAM  what he thought and 

he said he was very happy with the recommendations, anxious to know about the next stages and 

said

“You know we have seen all these before but we need som eone to push u s ” (Field notes, 

Oct 6* 2000)
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T8 Strained relationship between LAMs and support departm ents

In relation to the escape slide case one of the recom m endations was to make people aware of what 

incidents and accidents took place in other organisations -  so that people could be more cautious 

when they are carrying out a particular task. The co-ordinator suggested that the m anufacturer 

should do this. The manager said that they already do. He said they send this information to the 

engineering departm ent in the form  of Service Bulletins (SB) and other notes but he said he did not 

receive this information. He noted

“IVe are treated like mushrooms down here, I  think engineering are afraid that i f  we have 

too much information, then there will be no need fo r  them ” (Field notes, O ct 6 ‘'’ 2000)

T9 Strained relationship between departments

There was also evidence of strained relationships between departments. An example of this is given 

here. Within the com pany the engineering and planning departm ents had just been am algamated 

into one departm ent called the engineering department. The head of structure engineering felt this 

was a much better structure for working and noted that it was

“...better now than a fe w  years ago when there was open warfare between the two 

departm ents” (Field notes, 19*'' October 2000)

It also appeared from this meeting that while they were supposed to be one departm ent they were 

not and there was a real need for the two departments to meet on a regular basis. W hen asked why 

this did not happen the head of planning noted that meetings used to happen but

“.. .they stopped because o f  lack o f  interest and time, the meetings ju s t became talking 

shops and griping sessions about what had not been achieved. I  would sit X  (the head o f  

engineering) down and gripe a t him before X  had a chance to gripe back.” (Field notes, 

19“’ October 2000)

At another point there was a suggestion to have new m eetings between these departments when the 

structure engineering manager com mented that he hoped that these w ould be short and efficient 

meetings. He noted that he attended the engineering meeting for 1.5 hours each week and

“.. .most o f  it is crap passed on from  the management m eeting that I  w ouldn’t bore anyone 

w ith” (Field notes, 19* October 2000)
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T IP  Mixed views bv the project representative of the LAMs

The project representative expressed mixed views on LAMs in relation to AIR. The project 

representative felt that when people at the level o f the A ircraft Overhaul M anager for example 

approved AIR then it would be pushed up the organisation. He wanted to “ ...start delivering first 

and especially to the operational manager, ultimately he is responsible for aircraft going out”. 

However he also felt that LAMs are not using the tools that were being taught them in other 

continuous im provem ent initiatives and if they were not doing this for the CEO how was it to be 

expected that they would do this for AIR. He argued that this would be an issue for A IR  as LAMs 

were “continuously firefighting” in relation to problems and not dealing with them very well.

T 1 1 Lack of trust between LAM s and T C P

A handover to management meeting in relation to the engineering-planning com munication meta 

case highlighted some issues in terms of the nature of the relationship between some of the LAMs 

and TCD. The list o f contributory factors in relation to the case were discussed at this meeting and 

one factor related to inadequate training. The head of planning however announced that this factor 

was ‘fixed’. He said that he and the co-ordinator from planning had launched a new project group 

formed since the day before to look at training in planning and engineering with a view to 

developing training courses and keeping a record of all people trained. He appeared to be really 

proud of this new initiative. However later on that day in the canteen the researcher m et the project 

representative. He said a problem had occurred in planning where there was an incident with an 

A irworthiness Directive (AD) exceedance. There was an investigation by the National Aviation 

Authority (NAA) who found that a person six months on the job  was given the task to do. He said 

it was just ‘shoved on to’ them because of staff shortages. The NAA requested the person’s training 

record and it was discovered that they had no training (they had on the job  instruction ‘the usual’ as 

he called it) and that there were no training records. Records had not been kept in three years. So 

the NAA requested that training be carried out and training records be kept following this incident.

This raised concerns for the researcher in terms of trust between the managers and TCD. The 

researcher felt like the manager could not be honest and had to put the best side of the company 

forward. It also raised concerns for the researcher in terms of the relationship between m anagem ent 

and the co-ordinators. It was felt that the co-ordinators in this instance knew the real story but were 

not saying so to TCD in front o f management.
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T12 ‘Ouick-fix’ solutions

By way of evaluating the recommendations implemented from the escape slide case the researcher 

sat in on some of the training recommended under recom m endation five; M anufacturer 

Familiarisation Training. It was felt that it might not have been the best solution for this case. The 

training was very general and appeared to be trying to cover a lot o f information. The training was 

also very long. The AM Es spent two days in front of an enlarged com puter screen going through 

all the different manuals that exist on the m anufacturer’s com puterised manual programme. During 

the training one AM E whispered to a colleague “I’ve had enough” and left and another was asleep. 

This raised the issue of the importance of the last stages of RARIE where a review and evaluation 

takes place. Human factor issues can be difficult to solve and sometim es the sim plest solution or 

the most obvious is the most attractive but maybe not the best. This links to the next theme.

T13 Underestimation of the com plexity of processing human factor cases

It appeared that the organisation were used to solving problem s of a technical nature and felt that 

human factor problems could, once recommendations were developed, be dealt with in a similar 

manner. However this was not the case. The solutions to what initially appear to be relatively 

technically simple problems are often fairly complex in their organisational implications. Also even 

what appear to be relatively technically simple problems take a large organisational effort to solve 

(or are impossible to solve) if the organisational system to support the solving process does not 

exist. But also human factor problems were by their nature not technically sim ple problems. They 

required more investigation to get to the root causes and more work to develop recommendations. 

Implementation of recommendations was also a problem as noted above as sometimes LAMs went 

for the quick-fix which did not address the root of the problem.

T14 No follow through on possible solutions

Follow through was needed on proposed recommendations and this as noted above did not happen. 

Even solutions that were recognised as good and worthwhile were not followed through on. In the 

engineering-planning case issues also arose in relation to paperwork and the flow of information 

between these two departments, which was essential as noted in the introduction for efficient work 

to be carried out. Both managers realised from this meeting that things were not running as 

smoothly as they could have been. So they decided to m eet every two weeks from then on. This 

meeting would have a short agenda and focus on proposed hangar work over the subsequent three 

months. It would be short and not involve too many staff members. The managers would get 

feedback before the meeting from  their own staff and they would also if needed bring staff with 

them to the meeting. They would feedback the essentials to their staff then afterwards.

A decision was taken however as noted above that this case was very com plex and the issues 

needed to be mapped out before recommendations could be made. Thus this suggestion to meet 

was discarded despite being a good idea in itself.
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T I5  Ambiguity over support from senior management for AIR

TCD believed that Company BB’s CEO was behind the project. The project representative in the 

organisation looked after all European funded research projects for the organisation related to 

human factors. For Company BB AIR was 50 per cent funded. The com pany CEO in theory should 

have been aware of the project as would the Human Resource (HR) m anager to whom the project 

representative reported. AIR was a Research and Technology D evelopm ent (RTD) project and 

even to carry out a pilot implementation of a prototype system would need considerable 

com mitm ent and support from different levels and sections o f the organisations. As an RTD project 

however, AIR was exploratory, research oriented, and som ewhat ‘upstream ’ from  full com mercial 

development. It could not therefore have expected the same focussed organisational backing as a 

fully developed commercial programme or system with a proven track record of success but it was 

believed that the CEO was aware of this. However the CEO was not aware of AIR at this time and 

only ‘discovered’ it later in the project.

T16 Ambiguity over the political strategy of the project representative and trust in TCD 

The project representative was in a unique position in terms of the developm ent of the project as he 

himself had many roles to fill. He was responsible for the training and dissem ination o f human 

factors in the organisation. He was the responsible person for the STAM INA training programme. 

He was the AIR project representative and he was also at a high level in the organisation and privy 

to a great deal o f information at that level in the organisation. A t the beginning of the project he 

was very enthusiastic and supportive to the researchers. He allowed access at all times to the 

organisation in terms of carrying out the information and organisational specification, the 

organisational survey and the dry-run. It did however appear at times to the researcher that he was 

not very supportive of case processing. He did not talk to all the m anagers in relation to the co

ordinators and obtaining time for them to com mit to the project. He would not com m it him self to 

deciding on how much time they should have. Sometimes things like this were frustrating to the 

researcher.

However it did become obvious over time and particularly at the project m anagem ent meeting of 

October 2000 that the project representative did have his own reasons for doing w hat he did. He 

knew and understood what was going on in the organisation in terms of other initiatives, w hat were 

the possible plans for downsizing the number of initiatives. He wanted A IR  to be in a good position 

when this happened, to have grown steadily and proved itself before ‘launching’ it to the 

organisation or to senior management. He noted that A IR  had been w orked as an ‘underground’ 

system waiting for the right time politically to completely launch the system. He felt that the 

m anagers were aware of AIR but that there was a lack of understanding o f A IR  at the group 

management level. A discussion took place at this meeting where TCD questioned him on a 

number of issues, for example, making users aware of AIR, the role o f the LAM s and senior 

management. In response he noted the following. He did not think putting a notice in the company
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newsletter about A IR  was a good idea if the system was not com pletely ready to be launched. He 

felt it was better to spend that time filling the system with the existing DRs and this would “at least 

convince managem ent” .

In relation to middle management he agreed that while all middle m anagem ent were briefed on 

AIR that was one year ago at this point and now only four or five middle managers really “know 

anything about AIR and even what they know is very little” . He noted that there was now a launch 

date for AIR and a start date for the STAM INA human factors training. Each manager would be 

requested to attend this training and through this they would hear about the AIR system. At the 

training they would also be given an introduction to the IT system. At this point he felt that there 

was no need for a “full top down process” but instead that the IT system be in place. He agreed that 

there were a lot o f other change initiatives in place but argued that none were dealing with “ soft 

issues” and was enthusiastic about what AIR was “going to bring out” .

In relation to senior managem ent he felt that yes AIR had not really delivered to the organisation 

up to this point but argued that this possibly was a good thing as there had been huge problems in 

the organisation resulting in restructuring in February of that year. He felt that now the organisation 

was ‘stabilising’ it would be a good time to implement AIR. He felt there was approval for AIR 

from top management. This was the first time such an open discussion was had on the project and it 

did raise questions also for the researcher in terms of trust in TCD by the project representative as 

to why these things had not been discussed before.

T I7  Questions bv proiect representative over accountability

He felt that an important issue for AIR was would there be any legal issues in relation to 

accountability. If a person, for example, identified a problem within the company and then the 

com pany did nothing about this problem and there was an incident who would be held 

accountable? The project representative worried about this and was unsure of potential issues 

around confidentiality. This was perhaps influenced by the worldwide regulatory climate and in 

particular the situation in America.

T18 Shortcomings bv TCD as researchers

During this first stage of case processing TCD were much more involved than they had envisaged. 

The co-ordinators needed a lot o f support, case processing was com plex, the methodology needed 

to be iteratively developed, the handover to LAM s was difficult. W hile this was not all the fault of 

TCD there were some things that TCD failed to do in their role as researchers.
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T18.1 L.ack of problem identification by T C P

At the beginning of the project time was spent investigating how the organisations functioned in 

terms of information management and organisational systems. However change or the introduction 

of a change initiative was not really investigated. The literature was explored but inform ation from 

cases within the organisation was not obtained. The need for AIR or for a way or means to deal 

with human factors inform ation or the lack as it were in current system s was identified. There was 

no reporting system in place for dealing with human factors inform ation. The lack of a reporting 

process was explored but not the lack of a process to deal with that information if that information 

did come in. A team of co-ordinators was anticipated but similarly w hat would be the implications 

for the organisation of setting up such a team was never explored. W hat would be the implications 

of setting up a process not ju st to have a reporting system but to have something happen to the 

information that came through that system? These are the things that were not actively investigated 

at the beginning. The DR system was not really seen as something that was com parable -  it was a 

quality initiative, AIR was to be a com pany wide change initiative with a team  o f people dedicated 

to solving cases. The central focus of the project was the prior discovery from  a previous European 

funded research programme that people have ideas for being able to com plete their jobs better, 

faster, more efficient, safer etc. W hat it was hoped to achieve with A IR  was a means of bringing 

this information out into the open. All o f the further implications of this were not investigated 

however.

T18.2 Lack of appreciation by T C P  of impact of past

It was believed in the beginning that everyone would be ready and willing to share all the 

knowledge ‘gem s’ that they had learnt through the years. Aside from  legal implications that there 

would be no other reason for people not to. The researchers were not prepared for the negative 

attitude towards sharing this information until the dry-run survey and even then this issue was not 

really focused on as the researchers assumed it was in relation to confidentiality and assured people 

of this. It was not all about confidentiality however. People had been ‘b itten’ before and it was 

needed to take account o f this but it was not. The dry-run cases were more about problem s and less 

about ideas to send to the manufacturer. Company BB was perhaps not ready to deal with this as 

the initial focus had been on cases that would be for the m anufacturer and would improve the 

aviation system world wide. But this was also to be a system to improve Com pany BB.

T18.3 Lack of appreciation bv T C P  of operational realities

The human factor m ethodology was developed in T C P  without really taking into account the 

operational realities o f each of the actors who would be participating in AIR. This had been based 

on the understanding of the organisation gained from  previous research and from  the information 

and organisation specification however that understanding was actually limited at that stage. Also 

T C P  did not take into account the operational realities o f in particular the co-ordinators and the
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LAMs. There was an assumption that they would have time for A IR however this was not always 

the case.

T19 Need to fight for support for AIR at organisational level

The summ er of 2000 was particularly difficult for the project. This difficulty was reflected in 

happenings within the organisation. During that time there was a new CEO in the com pany who 

brought with him a new slogan for the company "Earn the right to grow ” and new initiatives for the 

company for example Six Sigma. From talking to people on an operational level they appeared 

rather sceptical o f the new CEO and the new initiatives. One person com mented on the new slogan 

that the only right they had to grow was physically into the new t-shirts with the slogans printed on 

them as they were all sized extra-large. They were also sceptical o f the new initiatives and the 

terminology used, for example ‘Black Belts’ with Six Sigma.

At this point in time however as a result o f the overall poor financial results of its m aintenance 

organisation group and shortcomings in maintenance centres, Com pany BE set about to introduce a 

number of organisational changes. One of the first changes was to select another new CEO. This 

CEO, who came from  within the company, had a technical background and was well respected. He 

introduced major restructuring, new roles, new projects to improve business performance, 

streamlining existing projects and downsizing. A total o f 21 continuous improvement projects 

(most o f which TCD were unaware of) were in operation when the new CEO took over. It was 

decided to concentrate on a few of these including Partnership, Six Sigma, and Form ula One. 

W hile management continued to support AIR, the project was affected by these changes.

Partnership

The basic premise of Partnership was to involve em ployees and union representatives with 

management in identifying problems and recommending solutions. Through prior involvement, 

management would consult em ployees and their union at an early stage to shape decisions that 

affect working conditions and to identify problems and craft solutions. The operation of partnership 

in the maintenance organisation was still under development. It was envisaged that a number of 

project groups, partnership local area forums (LAFs), would be set up at all levels within the 

organisation, for example, in each of the hangars. A LAF was a local group of staff and their 

management within a defined work area. This LAF would encourage and facilitate staff to 

contribute their expert knowledge of the local operation and highlight any deficiencies. LAFs 

would examine and resolve work-related issues of a localised nature. W hen these issues had been 

resolved and it was felt that the outcomes might have relevance to other areas of work it was 

reported to the Area Partnership Council (consisting of area managers and union representatives 

from  local focus groups) who would disseminate the inform ation to the other areas. Also if a 

problem could not be resolved at the LAF the council would take the problem on board and consult 

the relevant expertise within the organisation. All o f the issues would be reported to director level
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(partnership steering group). One of these LAFs provides the basis for the next case study of the 

thesis.

Six Sigma

Six Sigma was a m ethodology and management system which was designed to foster innovative 

solutions to improve quality and hence to generate savings. Its core technology was statistical 

process control. Six Sigma defined its goal of reducing unacceptable variance of a m easured index 

of production to a probability o f less than six standard deviations from  the mean. The core tools 

were statistical tools which could be used to monitor, test hypotheses, and measure change in the 

selected variables. The implementation strategy of Six Sigma was project management. The central 

activity of Six Sigma was the implementation of projects, run by project teams. The DM AIC cycle 

(Define, Measure, Analyse, Improve, Control) was a variant o f the standard quality im provem ent 

cycle. In Six Sigma, these were the critical stages of the project cycle. The control strategy was 

through the developm ent of a cadre of Six Sigma experts (‘Black Belts’) who undergo intensive 

training. The role o f the Black Belt was to manage the projects that would generate the desired 

change. It was a generic technology that was applicable, in principle, in virtually any 

manufacturing or service industry. As such there was nothing in Six Sigma which identified the 

source of the necessary improvements in specific situations.

Formula One

This was a project dedicated to improving the efficiency of checks. Organisational changes 

included establishing support teams on the hangar floor consisting of personnel from materials, 

project planning, shift management, and administration. A new layer was added to the 

organisational structure for both engineering and planning to become one departm ent and report to 

the same person. However these measures did not address core issues fundam ental to the 

functioning of planning, for example, there were still delays in workpacks going to the support 

team.

During Stage 1 AIR was more vulnerable than the Partnership and Six Sigm a initiatives because it 

was not driven from the top down -  ie. being part of the core corporate strategy originating from 

the leadership of the organisation. A lot of resources, in particular m anagem ent time due to the 

heavy demand for training, was devoted to these other initiatives.

However, there was a growing realisation that Six Sigm a and Partnership may not really be 

successful w ithout A IR  to generate credible cases, sim ilarly it was doubted whether quality 

systems can dem onstrate an effective way of dealing with issues without AIR. AIR cases may be 

resolved with the help of the Six Sigma initiative and also a link may be created between the AIR 

smart engine and the Partnership programme. One com m on database for Six Sigma, Partnership
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and AIR cases was suggested for the future. It was suggested that AIR had the potential to be a 

communication centre to co-ordinate between all these projects.

T20 Achievem ent of organisational level support for AIR

The STAMINA training programme was finally kicked o ff in January 2001 with a three day 

training course to Com pany BB Partnership Steering Group (a com mittee of senior managers and 

trade union representatives). The findings from the dry-run survey in relation to continuous 

improvement issues in the company were presented to this group, for example, that there were 

problems and difficulties in nearly one half o f tasks surveyed and that the vast majority of these 

problems had been reported before, but the expectation of a successful outcome in the short term 

was very low.

It was hoped at this workshop to achieve the levels o f managem ent com m itm ent necessary for A IR  

to thrive. This was done by presenting on AIR including such results as from  the dry run survey 

and by training this group in the STAMINA human factors m anagers’ course. A t this meeting a 

more thorough discussion was had on AIR and human factors training and their position within the 

organisation. This w orkshop laid the foundation for a new initiative in Com pany BB which came to 

be known as People, Partnership and Im provem ent (PPI).

This was based on the following premises:

• A collaborative approach to solving problems did not exist across the organisation. There 

was very little trust between the industrial partners and there was little understanding or 

respect o f each other's point of view. Partnership, which was designed to address these 

issues, was in its early stages and despite having m anagem ent com m itm ent appeared very 

vulnerable to being undermined by successive industrial relations problems.

• On the trade union side, there was a lot o f suspicion, and very limited knowledge about 

the range of continuous improvement initiatives that had been developed in the company 

in order to improve its com petitive position.

• The diagnosis of the weaknesses of the organisation from  a human factors point of view 

(which had provided the rationale for AIR) now appeared to provide two opportunities: a 

non-threatening agenda for the partnership process to work on; and a range of topics 

central to the organisation's com mercial success, which dem anded a continuous 

improvement approach.

• In turn, the success o f AIR, even as a pilot project, was seen to depend on two factors: the 

developm ent o f a climate of trust and collaboration that would enable the organisation to 

overcome its poor performance in problem solving; and a dem onstration by AIR that it 

could play a strong and com plem entary role in continuous improvement.



This analysis appeared to confirm, in a very strong way, that organisational issues were central to 

the developm ent and implementation of AIR. Furthermore it appeared to reinforce the conclusion 

that, while the system aspects o f the organisation (e.g. planning, quality and safety systems) were 

not functioning as they should, these dysfunctionalities could only be understood with reference to 

the culture and climate o f the organisation. It was realised that it was essential to understand what 

was going on in terms of the broader organisation. Issues to do with trust, openness to collaboration 

and organisational support for performance and problem solving seemed to be central. 

Organisational divisions and mutual perceptions appeared to be critical.

Several practical consequences followed from this. The Partnership Steering Group agreed to take 

ownership of the A IR  cases, accepting responsibility for bringing them to conclusion. This 

addressed the expressed concern at lack of progress in m oving the dry-run cases through the 

implementation and evaluation stages. AIR becam e part o f an organisational human factors 

initiative, which in turn was part of a wider evolving strategy to integrate human factors with 

partnership and continuous improvement. Three initiatives would now lead the way forward in the 

company; Partnership, Six Sigma and Human Factors incorporating A IR  and STAM INA training. 

This entire initiative would be collectively known as People Partnership and Im provem ent or PPL 

AIR had finally achieved the managem ent recognition that it needed to survive and whether this 

would translate into real com m itm ent remained to be seen.

T2I Failure to translate this into support for co-ordinators

W hile this recognition by senior management was im portant there was a failure to translate this 

into support for the co-ordinators. They needed assurance before m oving on with AIR that they 

would have good support and recognition in the future. However TCD had failed them in the past 

in relation to this so they went directly to the project representative. However at the project 

management meeting in October the project representative announced that he felt the team of co

ordinators were not the right people to “ transfer inform ation into the other half of the organisation” 

(Field notes, 10*'’ October, 2000). The researcher, who felt the co-ordinators were doing a good job, 

was surprised at this and pushed the project representative on it. A fter some discussion he 

announced that they had asked for more pay to do the job  and that was why he was not happy with 

them anymore. The researcher was a little shocked at the time that the co-ordinators had asked for 

more money but realised afterwards she was perhaps very naive in relation to this as other people 

working on other continuous improvement projects were getting paid extra. The researcher was 

unaware of this at the time however. The TCD project co-ordinator however was possibly more 

aware and suggested that it may not be unreasonable to give them more money particularly if the 

organisation were to benefit from  AIR.
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The project representative argued however that AIR was just part o f an overall organisational 

strategy for change and any organisational benefits would have to be shared out among everyone in 

the organisation. Discussions were talcing place at the time on perform ance related rewards for 

personnel but as m entioned these would be based on a lot o f projects and he noted improvements 

would have to be ‘m easurable’. He made the decision then to select a new team. This was difficult 

for TCD who had been very engaged with the first team.

T22 Decision bv the project representative to select new team

At this time STAM INA training was to be given to the rest o f the organisation. This involved 

training people within the organisation to then become the trainers. It was decided within the 

company that they would select 34 staff to become this group of trainers for the company. They 

would then take on training the rest of the personnel in the organisation -  nearly 1,500 in total.

17 people were initially chosen to undergo the STAM INA ‘Train the T rainers’ human factors 

programme in May of that year (2001) and another 17 were to be put through the programme in 

November of that year.

There was a decision made by the project representative and senior m anagem ent that this group of 

17 human factor trainers would also become the new A IR  co-ordinators. Because of this some of 

the original team of co-ordinators were asked to participate on this group. It was never made 

obvious to the researchers, of the original group of AIR co-ordinators, who was and was not asked 

to be part of this new group. The researcher was informed of the following: that one person did

decide to join this new group and two members were to continue with the process when the second

set of 17 people would be trained in November. O f the three remaining original ‘co-ordinators’ one 

of them was out sick for a period of time and her work load was too much on return to take up this 

new jo in t initiative. Two more of the ‘co-ordinators’ felt that the workload was too much for them 

and were unsure based on their previous experience of w hat the m anagem ent com m itm ent would 

be to them in the future. The researcher had no say in these decisions and understood that not all 

members o f the original team were asked to be part o f this second team  because they had asked for 

additional money for carrying out work on the A IR  project. This also affected the researcher who 

noted that some of the first team members did have difficulties around this new team and how 

much effort was going into the launch of this new team. They felt that they had not got the support 

or attention they deserved yet this new team was getting a lot of support, or certainly from the 

outside appeared to be. This led to a strained relationship between TCD and the first team and 

between TCD and the project representative for putting them in that position.
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T23 Concerns raised bv new people selected

The first group of 17 were trained in human factors in May 2001. W hat became apparent however 

during this week training, in which the researcher was involved, was that this group had not been 

asked to be AIR co-ordinators. They had been asked by the organisation to become human factors 

trainers. As part of this training they would train people in AIR -  the key concepts behind AIR, 

what an AIR case could be and some very basic instruction in the use of the IT system for inputting 

cases. The organisation module of this course, which deals with all organisational aspects o f human 

factors and how to go about introducing human factor initiatives, took place on Thursday 31 May 

and it was at this course and in the context of this course that the group were introduced to the AIR 

concept for the first time. But they still did not know that they would become AIR co-ordinators. 

This raised issues for the researcher again in relation to the project representative but also around 

the subsequent com m itm ent o f the 17.

At this session a lot of the group expressed concern over all o f the organisational issues 

surrounding launching a program m e like STAMINA and their role in that. They wanted to know 

more about AIR and their role in that. They expressed concern over the am ount of projects that 

were ongoing at the moment and which were all “distracting to your own jo b ”. They felt there were 

so many ‘change’ initiatives and projects going on and changes happening that people were tired of 

all o f it. One person commented

“I f  you can think o f  some word that means change but is not ‘change’ then we can move 

forw ard -  but i f  you mention change here a t all then fo rg e t about it"  (Field notes, 3T ' 

May, 2001).

Before this meeting however one of the AM Es on the course said to the researcher that he felt that 

people were fed up with change initiatives taking place and them, the people relevant, not being 

asked what they felt or what they thought about things or asked if they had any ideas. He also said 

that the workers were lacking in motivation and suggested that this was as a result o f the lack of 

management investment in them. He said they were being called ‘m ilitant’ workers not ‘m otivated’ 

workers. However he did not mention any of this during the main meeting.

Another person felt that because people were never consulted about changes in the past they had 

‘their backs up ’. He was concerned with being part o f something that was now asking people for 

their views and he commented

“'We are now saying you are pa rt o f  the solution, le t’s take your view, but people have to 

work through that attitude (o ffeeling  they had not been consulted in the past). You ca n ’t 

kick the dog every day o f  the week and ask him on Friday to lick y o u ” (in brackets added) 

(Field notes, 31“ May, 2001).
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People were reassured that human factors was something different from the continuous 

improvement initiatives that had happened in the past, that it was grounded in what was going on in 

an organisation at an operational level, that AIR was a key initiative that would play a huge part in 

that, that it had been decided by the company to use the human factors training programme as a 

vehicle to train all of the organisation on AIR. They were also informed of the company’s decision 

to go with three initiatives in the future -  Partnership, human factors and Six Sigma.

So at this moment the group knew that they were to be human factors trainers and that training 

people in what AIR was all about would be a part of that. The group decided to create an agenda of 

issues to be addressed for them by the CEO who was invited in to do this on that same day. The 

issues were:

■ Objectives of the programme

■ Commitment over the short, medium and long term

■ Other projects

■ How to handle information that came up from the training in AIR (that is, if people during 

the training programme were asked for suggestions as to what they would put into a 

system like AIR then what should be done with those suggestions?)

T24 Response hv the CHO to these concerns

In relation to the objectives of the programme the CEO responded that the programme had 

originally started because there were some .serious incidents, one that was given the status of 

accident, with one customer. This customer had requested a ‘human factors revolution’ in the 

organisation so they set out to ‘fix’ whatever was needed and developed a ‘pill for all ills’ which, in 

the end, fixed nothing. They realised that they had not embedded deeply enough in people the 

importance of their involvement in the task. They then began to look at what was going on in terms 

of European funded research in the organisation and discovered AIR through this. They looked at 

Partnership and then brought AIR to Partnership and it was agreed that it was a good thing. There 

were other continuous improvement initiatives going on in the organisation at group level but they 

really felt that human factors and AIR was the way to go. They had to fight for this at group level 

as other continuous improvement initiatives had a lot of backing at that level. The CEO said he 

really had to ‘stick his neck out’ on this and so assured people that commitment was

“...definitely there for a long time, as we have annoyed enough people to say that this is 

better than anything else” (Field notes, 31“ May, 2001).

In relation to other projects he stressed that it was linked to Partnership and together they were 

more than tools they were an ‘ethos’. People were anxious however about the relationship and how 

it would be seen on the floor. They felt that Partnership dealt with Human Resources (HR) or
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Industrial Relations (IR) issues. The CEO stressed that Partnership was not just about these issues 

and said that the Partnership Steering Group had decided to take responsibility for existing AIR 

cases.

Concern was also expressed about this being just another initiative. One person commented that the 

year before the previous CEO had brought them into a room and told them that a previous initiative 

(the main one that this CEO was fighting against) was

“...the best thing since sliced bread and brought us out to lunch and we all believed this, 

that this was the best thing"  (Field notes, 3 T ‘ May, 2001).

The CEO argued that there had to be some continuity in the initiatives that are launched and get rid 

of this 'flavour of the m onth’ notion. In relation to AIR it was agreed that there would be an AIR 

manager in the future to manage the programme. People raised concerns over the existing DR 

system for dealing with problems or suggestions for im provem ent and how that was not working at 

the mom ent and why would AIR be any different. It was admitted that with DRs people did not 

take ownership of the solutions and that the response time to get back to people who had initiated a

suggestion was very poor. The CEO ended by saying what he wanted was for

“...people to think differently, to think that they are valued, we d o n ’t want them to leave

their brains at the door when they swipe in"  (Field notes, 31^' May, 2001).

The last issue was never addressed and caused subsequent problems.

T25 Role conflict for new people selected from operational level

Following this training each of the newly trained trainers set about giving the STAMINA course to 

others on a pilot basis at first. Courses were delivered in the usual technical training classrooms and 

sometimes in the conference room located in the managem ent area of the organisation. Course 

developers and researchers from  TCD sat in on all o f these pilot courses. Most o f the trainers 

started off very nervous but grew in confidence.

So these 17 human factor trainers began to tell others about AIR and train them in the A IR  ethos 

after having received training themselves through the STAM INA training programme. They had at 

this stage no ‘hands o n ’ experience of AIR or had not been asked to become AIR co-ordinators. 

The main STAM INA course developer felt that they were all very enthusiastic about A IR  -  nearly 

too enthusiastic and he felt he had to stress to them at a review after their first week of this pilot 

training that AIR would not solve all of their problems.
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Two of the trainers from the operational level reported getting ‘a lot of stick’ from their colleagues 

for being ‘ two faced’ and spending a lot of time with management now. One of them was not upset 

by this because he admitted that in the beginning he had reservations himself about the human 

factors training and about AIR whereas now he really believed in them. The other person was not 

so sure and felt that he might give up.

The launch of the programme was complicated by an event that took place at this time also. On 

June IT^ there was a new swipe system and a new roster system introduced into the organisation 

but only for operational staff and because of this some staff members in one of the hangars refused 

to swipe in. They were struck from the payroll and sent home. People did not turn up to work the 

next day and everyone in the hangars went out on strike. There was a threat to move the strike to 

the line also. Management did not want this to happen so they called a mass meeting and reinstated 

everyone that had been struck off the payroll and said they would bring the issue in front of the 

labour court. So the strike was called off. The trainer who had expressed reservations about being 

part of this because he was “ getting a slagging from the lads” was in the middle of delivering the 

course on the Thursday when news of the strike came through so everyone walked out of the 

course. He began to doubt at that moment what he was doing. Some of his colleagues then had a 

meeting to discuss what was happening and he asked them what was going on and they said they 

would not tell him because he was associated with management. The lack of trust in management 

was evident here but also the difficulty that this caused him as an individual. Following these 

events he decided to leave the STAMINA / AIR programme.

3.5 Background Analysis to Stage 2

At the same time as all of this was happening TCD felt that a more focussed survey was necessary 

of the workforce in Company BB in order to assess the climate for the introduction of this new 

change strategy which became known as the Partnership, People and Improvement (PPI) strategy. 

It was felt that finally management commitment was in place for AIR to succeed but what was 

happening in the rest of the organisation?

A PPI survey was developed in TCD and a copy is found in Appendix 4. The PPI survey was given 

out the week of the introduction of the swipe clock-in system. Survey administration commenced 

on the Tuesday before knowledge about the introduction of the swipe clock-in system was made 

apparent to TCD or to the workers. The swipe system was introduced on the Wednesday which 

made it difficult to collect the questionnaires. The final questionnaires were collected on July 11“'. 

This may have confounded the responses but it could not be helped. Again it raised questions over 

the TCD -  Company BB relationship.
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People. Partnership and Improvement Survey

The survey allowed the assessment of how different occupational groups in the organisation view 

themselves and others in the organisation in relation to a number of important dimensions relating 

to the ability to work together, to solve problems and to improve the organisation, its processes and 

its products. 223 people participated in this survey during June and early July 2001. For the 

purposes of analysis these were divided into the following groups: Management (senior and 

middle), front-line managers (shift and crew managers), craft workers (AMEs, AEs - line and 

hangar), apprentices, general operatives (Aircraft Maintenance Assistants or AMAs), quality, 

engineering and planning, and materials (including logistics).

Some of the relevant results of the PPI survey are outlined here (from McDonald, 2001). The PPI 

survey identified a climate for the PPI initiative which was characterised as

“Openness to the idea in principle, sceptical as to the outcomes, and a lack o f  

appreciation o f  mutual roles o f  different parts o f  the organisation in solving problems" 

(McDonald, 2001).

It was believed that divergences between operational groups and others were important and 

probably had a particular significance for AIR.

Values associated with continuous improvement, partnership

The results showed that, generally, there was strong endorsement of the values which were 

associated with partnership, human centred management and continuous improvement across all 

groups surveyed. Such values included

“Solving common problems, consultation, trust, sharing rewards, understanding and 

managing people well, improving the quality o f  work, taking a systematic approach to 

improvement and recognising the importance o f  change” (McDonald, 2001).

However on some issues there were differences between groups or within groups. Thus, the 

majority of craft workers surveyed were sceptical about the ability of continuous improvement 

initiatives to deliver improvement, and almost half the sample believed that greater efficiency and 

cost savings would come at the expense of those who work in the company. On the other hand 

most of the sample could think of ways to improve airworthiness, efficiency, satisfaction, or safety 

in their work, and a wide range of suggestions were made. This was important as the workers felt 

that change initiatives while important were a cost to themselves and their colleagues.
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Divergences in the organisation

Second, in important respects there were divergent views or attitudes in key parts o f the 

organisation, for example, in the perception of how effective different groups are in co-ordination 

and problem solving, in the availability of necessary tools, parts etc., in the effectiveness of the 

response to hazards and improvement, and in the perception of the role of docum entation and 

procedures. Typically these divergences were between the operational groups (front-line managers, 

craft workers, general operatives, apprentices) and other groups (management, engineering and 

planning, quality). Part of these divergences could be understood in relation to the different roles 

these groups play in the organisation. Those directly involved in the maintenance production 

departments had to manage the problems of production, and saw themselves playing a more 

important role than others in doing this. These problems were less salient for other groups.

However these divergences in perception also reflected a lack of com m on understanding of the 

problems of the organisation and a lack of experience of w orking collaboratively in solving them. 

As such they reflected some of the dysfunctionalities in the system identified in previous research - 

inflexibilities in planning and organisation (the 'docum entation supply chain’), problem s in 

achieving change as a result o f quality and safety audits, reports and investigations, and the double 

standard of task performance.

Suggestions for improvement

In a similar way to the dry-run survey, individuals were also asked about making suggestions for 

improvement. They were required to indicate if they could think of ways to improve airworthiness, 

efficiency or cost-saving, satisfaction and well-being at work, and safety for self and colleagues. 

They were then asked to provide details o f any suggested improvement. Finally, they were required 

to indicate whether they had made suggestions before, if these suggestions had been acted upon, 

whether they got feedback and if they would expect a suggestion they made now to be acted upon. 

The findings from this also reflected those from the dry-run survey.

W hile 41 per cent o f individuals surveyed made suggestions for improvement here, 46 per cent of 

the total surveyed claimed that they had made such suggestions before, with only 14 per cent 

agreeing that those suggestions were acted upon, and that they had received feedback on those 

suggestions. However, 31 per cent agreed that if they made a suggestion now, it would be acted 

upon. In the strongest response to this section, 63 per cent believed that they could improve 

satisfaction and wellbeing at work. 53 per cent o f individuals surveyed said that they could 

improve safety, 39 per cent believed they could improve efficiency or cost saving, and 26 per cent 

thought they could improve airworthiness.
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Informal responses to Causal Attribution Survey

At this time as part of a separate research project the researcher also conducted six interviews on 

causal attribution of safety. The interview protocol was developed by researchers at the University 

of La Laguna in Tenerife. What was interesting however from these interviews were comments that 

were made about safety but also comments on aspects of the organisation’s culture that people 

wanted to make to the researcher ‘off the record’ (the interviews were taped). The researcher felt 

that the comments provided an important insight into how people felt about company support at the 

time. Some of these comments are outlined below. Two crew managers, three AMEs and an 

engineer were interviewed. One crew manager had 23 years experience in the company, each of the 

others had 11 years experience each.

Table 3.9 Respondent details for causal attribution survey

Interviewee Staff Category Years in the company

A Crew manager 23
B AME Line Maintenance 11
C AME Hangar 11
D AME 11
E Crew manager 11
F Engineer 11

In relation to whether the interviewee felt the organisation was safe or not Interviewee E felt that it 

was a safe work environment because the “it is made safe by the guys here” and Interviewee F felt 

that the company had a good safety record with perhaps the exception of the line. The line at the 

time was having on average at least 2 incidents per week (from interview with the Line 

Maintenance Manager, Oct 2000).

Each of the other four interviewees all felt that there was a conflict within the company in terms of 

who was responsible for safety -  the individual or the organisation. Interviewee A commented that

“It is the individual's responsibility for safety, but i f  people complain about equipment 

they are seen as trouble makers by the management" (Field notes, 18“' July, 2001).

Interviewee B felt similarly that the

“...individual can’t do it all, the system has to be in p lace” (Field notes, 18“' July, 2001).

and did not feel that management initiatives to address safety were effective.
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He commented that there was

“...no point putting up posters saying we have number I safety record, let management 

come down here and see what is going on -  everything else is just sweeping it under the 

carpet” (Field notes, 18“' July, 2001).

Interviewee C had a similar response saying

“I t’s management cop out putting up posters saying it is your responsibility (for safety) 

but then they do not have the proper equipment in place to use. I f  you had an accident on 

dodgy equipment then management response is “well you knew it was unsafe so why did 

you use it? "” (in brackets added) (Field notes, 18'*' July, 2001).

Interviewee D commented in relation to safety

“I f  they (management) want an aircraft out that is their priority, that is the bottom line. 

They put up great posters, great one liners, the guy who writes these must be making a 

fortune, but they have to go out on the floor to see the real dangers” (in brackets added) 

(Field notes, 18* July, 2001).

Interviewee C talked a lot about the company and its history and how that he felt that was 

impacting on its current culture. In relation to change initiatives he made one of the strongest 

comments on this saying that he did not

. .know much about them or what the projects are about -  only that they are a waste o f 

time. They don 't influence my work and I know nothing about them. They are just more 

ways o f leaning the leaning Tower o f  Pisa (he had made a reference earlier to the 

company being an engineering company yet they were top heavy with support staff as 

opposed to craft workers). I f  we are an engineering company then we need more people 

on the floor not more people that I am paying for. People are not interested in suggestions 

for how you can improve things...The feeling on the shop floor is that nothing will 

progress because there is too much baggage” (in brackets added) (Field notes, 18'*' July, 

2001 ).

This survey work and interviews confirmed some of the themes that had been identified as part of 

the thematic analysis. This last comment in particular on ‘baggage’ pointed to the theme on the 

influence of the past for example. In particular the results of the causal attribution interviews while 

it is only four people out of six interviewed also point to a lack of trust in management. What was 

also important for AIR however was despite the disappointment with previous initiatives identified
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in both surveys a large percentage of people still believed they could improve things at work. 

Table 3.10 Summary of Previous Survey Results

Drv-run survey
82 per cent of people interviewed had previously highlighted the problem and nothing was done or 
there was unsatisfactory feedback
2 per cent of people felt that the issue they raised would be successfully resolved 
PPI Survey
52 per cent of craft workers are sceptical about the ability o f continuous improvement initiatives to 
deliver improvement
Yet most people could think of ways to improve things in the organisation

Response

These findings emphasised the importance of the organisational context o f AIR. P eople’s values 

suggested a willingness to engage in collaborative problem solving activity and most had no 

problem making suggestions. Because the system does not generally support this kind of activity, 

their lack of experience in participation in this was reflected in a com m on perception that 'other 

groups' are not so good at helping to solve 'my problems'. There was also a widespread scepticism 

of the ability of continuous im provem ent initiatives to deliver tangible benefits, particularly in 

relation to one's own work. For AIR, this suggested a major challenge was to put in place a system 

which could overcome these organisational boundaries and widespread scepticism, but which could 

lead to tangible improvements in relation to individual’s experience of their own work.

There was a reference again in the causal attribution interviews to im provem ents being at a cost to 

the workers. There would appear to be resentment from  some towards people in the organisation 

who made money from continuous improvement initiatives. The PPI survey would suggest that 

people were resentful o f this because they felt they could make suggestions for improvements to 

their own work themselves, and had done so in the past but had not been listened to.

It was essential that AIR overcome this scepticism about giving suggestions for im provem ent to 

ensure that people were valued for giving suggestions and that they were acted on or if not the 

person was explained the reasons why not.

Everyone came out of Stage 1 with a greater understanding and appreciation for the com plexity of 

introducing a system like AIR. Seen as vital to the success o f AIR were the team however as they 

would play a pivotal role in dissem inating information about AIR, its philosophy and practically 

how it was to function, both to the users and to the support team of LAM s and their staff.
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There was a realisation at this point that for AIR to survive the team of human factor co-ordinators 

would be of crucial importance. They would be the first point of contact with the workforce. They 

were the people who would liase with people who had initiated cases into the system, who would 

go about processing those cases, liase with senior management to finalise recommendations and 

convince them of the importance of both those recommendations and the entire AIR system. The 

next phase of the project, with the creation of a new team, provided a chance to make amends for 

this and to really invest in this team.

A lot of time had been spent with the team in choosing them and convincing them that human 

factors training was a good thing and that it was something worthwhile, then in telling them what 

AIR was all about and getting them to take on board telling people about AIR and training people 

in AIR as part of the human factors training. However at this stage they were still not aware that 

they would become AIR co-ordinators. It was decided by management that there would be 7 co

ordinators chosen from the 17 personnel trained. This was changed however and it was then 

decided that all 17 people would become AIR co-ordinators. They were all invited to the first 

meeting to train them in the AIR methodology on Friday IT*' July 2001.

The team were selected in May 2001and had their final meeting together on 2T ‘ September 2001. 

In total eight meetings took place with the AIR team between Friday 27‘*' July and Friday 21“ 

September 2001. The project officially ending in November 2001.

During this time most of the 17 people selected to carry out STAMINA training signed up to 

becoming AIR team members. They redefined some of the terminology used in RARIE and AIR 

and attempted to delineate better their role in the process. All of this they did while piloting the 

methodology in conjunction with a pilot version of the IT system. They selected cases for 

processing based on advice from the technical director who became the acting AIR manager during 

this time and also based on cases that were arising from the STAMINA training. They actively 

sought out reassurance from senior management that they had their support. Case processing was 

moderately successful but again only to the point of handover to LAMs.

Stage 2 implementation involved a series of meetings during which time the methodology and the 

organisational system was piloted. The IT system was still in development and it was hoped it 

would be piloted during this time also. In response to some of the difficulties identified in Stage 1 

the TCD researcher while trying to take a step back from the process and encourage more 

ownership on the part of the organisation did remain involved. Only one researcher from TCD was 

involved throughout Stage 2 implementation. All of this was focused over the summer while other 

TCD researchers were on vacation. The researcher while heavily involved in the setting up of 

meetings, arranging the agenda etc did attempt, during the meetings, unless training was involved, 

to allow the team and the acting manager to negotiate things among themselves. The researcher
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tried to remain as silent as possible throughout this time offering support and advice on the 

methodology, the IT and the proposed organisational system w henever needed. It was felt 

important that the team do this in order to develop their sense of membership and ownership in the 

process. It could be argued that already they were volunteering to do this so it should have been as 

easy as possible for them but that would have given them a false sense of the possible threats or 

difficulties that lay ahead following the pilot im plementation. It was felt important to allow 

people’s roles within the group and the boundaries between the work loads on each category of 

person within the group develop naturally over the course of the pilot.

A t this time also the following needs were identified:

• Human factor training is an absolute necessity at all levels

• AIR roles need to be clearly delineated from  the outset, particularly at the ‘hand-over’ 

stage

• Co-ordinators cannot effectively operate as an isolated team. Ongoing support from 

management is essential

• Dedicated resources (e.g., time, access to docum entation etc) need to be available

• Existing feedback channels at all levels need to be utilised in order to both encourage case 

initiation and provide progress and support on case processing

• Regular team meeting (all co-ordinators) needs to be established and sustained

• An AIR team manager is required to oversee and manage the process in Company BB

And the following plan for accountability, awareness and feedback was made:

• The human factor co-ordinators and AIR team manager will meet once a month in order to 

provide an update on all the cases. The outcome of this m eeting will be a short report that 

can be presented at a num ber of different levels within the organisation. In addition to 

viewing the progress of cases using the IT, existing channels of com munication will also 

be utilised to keep the organisation up to date on AIR.

• Monthly Quality Meeting: It is planned that an update on the AIR cases will be presented 

at the monthly Quality meeting in the maintenance organisation. This meeting will be 

attended by the Engineering Manager, Quality M anager, Planning M anager, Line 

Maintenance Manager, A ircraft Overhaul M anagers etc. This meeting will provide an 

effective means of com municating the progress of AIR cases to middle and senior 

management.

• Pre - Check meetings: One of the co-ordinators will give a short presentation on the 

progress of the AIR cases at each pre-check meeting. This meeting will also be used as a 

means of encouraging potential users to both initiate new cases and provide feedback on 

cases already in the system.
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3.6 Thematic analysis of Stage 2

Again a narrative was constructed of the implementation of the organisational strand o f Stage 2 o f 

the project. A thematic analysis was then carried out on the narrative. The integrity o f the narrative 

is maintained in the discussion o f the themes. The follow ing themes emerged from the data:

Theme 26 Factors influencing the role of the project representative 
Theme 27 Ambiguity over the political strategy o f the project representative 
Theme 28 Importance o f visible signs of management commitment 
Theme 29 Lack o f openness between project representative and TCD
Theme 30 People selected wanting to make sure they had influence over A IR  and its credibility
Theme 31 Delineation o f boundaries on A IR  cases
Theme 32 O fficial asking o f people to be AIR  team -  possible power play
Theme 33 People raising questions over credibility
Theme 34 Lack o f trust in the technical director and management
Theme 35 Response to being asked to be the A IR  team
Theme 36 Team attendance throughout
Theme 37 Lack o f support from LAM s for human factors training
Theme 38 Lack o f support from senior management for DR process
Theme 39 Power play over selection of cases for processing
Theme 40 Culture o f mistrust
Theme 41 Power play between Six Sigma and A IR
Theme 42 Recognition of complexity o f human factor cases
Theme 43 Enthusiasm about purchase o f company
Theme 44 Influence of role o f A IR  manager
Theme 45 Positive impact o f more support on team
Theme 46 Positive impact o f team members on each other
Theme 47 Different experiences o f handover to LAMs
Theme 48 Role conflict for LAMs
Theme 49 Impact o f September 11"’ terrorist attack on the project
Theme 50 Concerns expressed by a team member on organisational support and role o f project 
representative
Theme 51 Project representative lack of trust in LAMs 
Theme 52 Influence of European Commission on project 
Theme 53 New contact with manufacturer as a result o f A IR  
Theme 54 Frustration at lack o f progress with IT
Theme 55 Attempts to deal with continued lack o f support by management 
Theme 56 Factors influencing role o f LAM
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T26 Factors influencing the role of the project representative

The project representative played a crucial role in the AIR process. He had worked in the 

organisation as an A M E and then joined the technical training departm ent and from  there he moved 

to carrying out human factors training. Through his involvement with AIR and other human factor 

initiatives led by TCD he was promoted within the organisation to the human resources departm ent 

and took on the role o f overseeing the organisation’s human factors strategy, the m ajor components 

of which were A IR  and STAM INA. W ithin the bigger group of com panies two new positions were 

created -  human factors manager and continuous improvement manager. He becam e at this time 

the human factors manager for the group. He was more senior to all the team m em bers but junior to 

the technical director and the HR manager. He was responsible for selecting this new team and 

ultimately for the success of the human factors initiative. Human factors training in aircraft 

maintenance organisations was not mandatory at this time but new legislation would make it so. 

Also of importance to the AIR project was that legislation was also being drafted to state that all 

aircraft maintenance organisations would have to have a Safety M anagem ent System (SMS). A 

crucial part of any SMS is a feedback system for the reporting and m anagem ent o f any cases, 

human factors or technical, that would com prom ise safety in the organisation. All o f these things 

were not just important in and of themselves but they were also of crucial im portance to Company 

BB at the time as they were looking for a potential investor. The project representative therefore 

was under considerable pressure from senior management and also as project representative he had 

a responsibility to the overall project, the other partners, and the European Com mission that the 

project go well and m eet its aims and objectives.

T27 Ambiguity over the political strategy of the proiect representative

Again however all o f this led him to have his own strategy for the project which often times he did 

not confide in TCD or in others involved for example, going into the first meeting of what was to 

become the AIR team none of the people were aware that this would be the case. The project 

representative wanted to gradually ease people into the role of AIR team members. Already they 

had signed up to becoming STAM INA human factor trainers and he did not w ant at this stage to 

overwhelm them. Again he was taking a ‘w ait and see’ attitude to their role as A IR  co-ordinators. It 

was becoming more and more evident how much time was needed from  them as STAMINA 

trainers. They were training people in AIR and knew w hat it was about. W hat he wanted was for 

them to become involved and then to volunteer to take the next step. This was sim ilar to how he 

dealt with the first team in terms of not com m itting to potentially knowing how much tim e might 

be needed from them but the big difference this time was that senior m anagem ent had now been 

trained and were all aware of and behind AIR. Each of the group knew this.

How the group found out they were to be the AIR team is outlined as an exam ple o f the working of 

the project representative. The project representative began this first meeting by making a 

presentation on AIR and in particular how it was hoped that it would work in the organisation. This
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was the first time the project representative had done this and followed on from difficulties in Stage 

1 surrounding this issue. Six team members attended this meeting, the project representative and 

two researchers from TCD.

After this presentation one of the first questions that was raised by the group was in relation to the 

AIR manager. They wanted to know who this would be. The project representative said that this 

was ‘out of his hands’ at this stage as a decision about it would be made by more senior 

management -  he mentioned in particular the CEO and technical director. He did say it would be 

one person out of the 17 trained as AIR co-ordinators and that a  few people had expressed an 

interest in the job.

All of the group reacted immediately to both m essages contained in this -  that the AIR manager 

would be one of them and that they were to be A IR  co-ordinators. They said that this was the first 

time they heard any of this.

The project representative responded saying in relation to the AIR manager that the organisation 

felt it should be an engineer but he felt that it had to be “one of the 17 guys trained”. He noted that 

the company were going to make a management appointm ent out o f this. He also inform ed the 

group at this stage of his own promotion to looking after human factors both in Company BB and 

in Company BB group. He did not address the co-ordinator issue at this time but did at the end of 

the meeting. The next issues to be discussed were more general issues in relation to the STAMINA 

training and how that was progressing.

The project representative at the end of the meeting announced that at this stage he planned to go 

on holidays for the month of August. He informed the group that the technical director of the 

company was very much behind the process and wanted to see the co-ordinators treated as Six 

Sigma Green Belts or even Black Belts within the organisation as they were essentially functioning 

as such. The project representative stressed that between the human resource manager and the 

technical director the project would have the organisational resources in place to go forward. He 

said that it was to be presumed that anyone who turned up at the next meeting scheduled for the 

following Tuesday 7"’ August was to be considered a co-ordinator. And that was how the team 

were first asked.

T28 Importance of visible si^ns of management com m itm ent

Senior management had been trained in AIR and the team knew this, thus they knew in theory that 

senior management supported them. However visible signs o f managem ent com m itm ent turned out 

to be very important to the team, for example, meetings of the team were to be held in the company 

management meeting room. There were only two meeting facilities in the company, one in the 

management area and one in the technical training area which was used for more operational
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meetings. Refreshments would be served at the meetings. For refreshments to be served at a 

meeting in Company BB the CEO had to sign for that. This was significant as both of these things 

said to the group ‘top m anagem ent know w e’re here’.

T29 Lack of openness between project representative and T C P

Seven co-ordinators, the technical director, the project representative, his adm inistrative assistant 

and the researcher attended the second meeting. W hen the researcher arrived for the meeting 

however the project representative, who had postponed his holidays, requested the researcher to 

wait outside. He said this was necessary as the group were discussing a confidential incident that 

had happened in the com pany the previous Friday. The researcher, who had in the past been privy 

to many discussions on confidential incidents, however was suspicious as to whether or not this 

was the case but did not question the project representative any further. A t the next meeting on 

Friday 10“'’ August the researcher discovered that w hat was actually being discussed was a 40 per 

cent pay-rise requested by the group of 17 for carrying out the STAM INA training and potential 

AIR work as human factor experts in the organisation. This would have been in line with the 

project representative telling them that the organisation wanted to treat them as the equivalent of 

black belts who received extra paym ent for doing this work. The researcher was unsure why the 

project representative did this and again it raised questions over the nature o f the relationship.

T30 People selected wanting to make sure they had influence over AIR and its credibility 

At this first meeting which the researcher entered unaware of the previous discussion, what came 

across to the researcher was that the group appeared to have a lot more interest in AIR. The first 

thing to be discussed was the term inology used in the project. The group were uncom fortable with 

the term ‘co-ordinator’ and wanted something that would better reflect who they were and what 

their role was within the project. The project representative said that they could use whatever term 

they wanted but the group here said that they wanted to use term inology that was the same as what 

was being used in the m anufacturer and would be used around the world in different organisations 

who took on board AIR so that “if you had to liase on a case with your equivalent in another 

organisation you would know what they were called” . They decided that as a group they would be 

called the ‘AIR team ’ and that each person assigned to a case would be called a ‘case ow ner’. This 

reflected to the researcher an increased sense of ow nership of the system and a sense of 

professionalism.

T31 Delineation of boundaries on AIR cases

A discussion took place then on the type of cases that could be dealt with by the system. The 

technical director insisted that a box had to be put on what A IR  would and would not deal with 

rather than have the A IR  manager out o f their depth. Certain issues would have to be redirected to 

other areas, for example, AIR would not deal with IR issues. The technical director felt it was
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important however that it was seen that AIR would not deal with certain cases rather than it could 

not. AIR would still have the function of tracking these cases that were sent to other departments.

T32 Official asking of people to be AIR team -  possible power plav

The project representative announced that this pilot phase was to end on September P ‘, which 

would coincide with the review by the other partners and the European Commission and then it 

would need to be decided whether or not the organisation would continue with AIR. Within the 

organisation then if it was continued he said there would need to be new organisational roles and 

responsibilities -  a new A IR manager but “as important are the guys who are going to take the lead 

in getting resolution” . He said that the obvious people to fulfil the role of the AIR team would be 

the people who have been trained in human factors “ that is you guys” and he asked for volunteers 

from  this group. He said that would need a minimum of seven people to do this and would like 

everyone to consider volunteering. So this was the first time that the group were actually asked to 

become AIR team members. The technical director was there and he said

“We invest in capital this is like investing in peop le"  (Field notes, 7 ‘'’ August, 2001)

The project representative said the following

“You have your day job, now you have com m itm ent o f  one day a week training. Now we 

are begging again, anyone o f  the 17 are welcome to be co-ordinators i f  they can negotiate 

the time o f f  or i f  they need help negotiating the time o ff  that can be d one” (Field notes, 7"’ 

August, 2001).

This could possibly be seen as the playing out o f a power struggle between the project 

representative and the group.

T33 People raising questions over credibilitv

Before however the group would com m it to becoming co-ordinators the issues of credibility and 

support for the process were raised. One of the trainers felt that up until that point they had 

credibility with the training, and how it was going, so now they had the chance to make this work. 

Another com mented, suggesting that the trainers felt that A IR  was a really important part o f the 

human factors and im provem ent processes,

“I f  this does not work then we will p u t the whole human factors on its ear because this is 

the cornerstone o f  the course” (Field notes, 7'*' A ugust, 2001).
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Another trainer stressed in relation to the pilot

‘‘For the pilot we need more rather than less to make it work, why can't you have people 

at this fu ll time? The pilot must succeed" (Field notes, 1* August, 2001).

In response the technical director agreed that it was important to have management commitment 

and went on to discuss the pilot and how best to make this work.

T34 l^ck  of trust in the technical director and management

In relation to the pilot the technical director suggested that the best way forward would be to input 

some of the existing DR cases into the AIR system. He announced that he would like to see AIR 

taking over from this process and eventually replacing it. He pointed out that “one of the 

fundamental aspects of a Safety Management System is a feedback system to track issues”. This 

was an important issue here as the DR system was not working the way it should have been and 

new human factors regulations were calling for an efficient SMS in aviation organisations. He 

argued for the team to take on board existing DRs and process those during the trial 

implementation. He would like to see these becoming the new AIR cases and did not feel the 

existing dry-run cases or importantly issues raised during the training sessions were really relevant. 

This was despite the group having stressed the importance of these and how the organisation was 

going to deal with them. He said

“DRs are genuine issues people have, its not like brainstorming in a training session 

where people are ‘forced’ into thinking about issues, DRs are what frustrates people in 

their day to day activities, they take time out to write these down” (Field notes, 7''’ August, 

2001).

However, after the project representative and the technical director left the room and it was planned 

that the researcher would commence training in the methodology, there commenced a long 

discussion on the technical manager having argued for the use of the open DR cases to pilot AIR. It 

was felt that he was trying to

“...get them {open DRs) o ff his back handing them over to AIR as some o f them were open 

384 days and could be really tricky issues” (Field notes, 7“’ August, 2001)

They suggested asking the person from quality who was responsible for DRs to come and give 

them the ‘low down’ on each case. However it was realised that he was on leave and the quality 

manager was suggested in his place but people objected to this saying that the technical director 

would simply tell the quality manager to tell them that the cases were easy to solve. They argued it 

was unfair on AIR and particularly on the pilot to ask them to try and solve cases that were open
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for a long time. They did not mind however getting some of the open DR cases as they felt that the 

pilot was about testing the methodology and they did not w ant any ‘false illusions’ if they had only 

‘easy’ cases. W hat they wanted was to trust that they were not being given particularly difficult 

cases that no one else had been able to solve.

From this a severe m istrust in management and managem ent motivations and objectives was 

evident. This was a point right throughout the pilot and it was very obvious to the researcher that 

the team were afraid o f the technical director in particular and this was having an impact on them. 

However the researcher did not have any say or choice in the m atter o f his involvement. He did 

have his own agenda as stated above in relation to a SMS for the company. W hat was also 

important here was the technical director dism issing the cases that arose in the training. The team 

did not discuss this here as they were preoccupied with their suspicions of his motives around the 

DRs. However at the next meeting they did choose to process a case that arose through the training. 

They decided to take four cases to process in the pilot phase. They choose two ‘hard’ and two 

‘easy’ cases. Two would be chosen from the list o f open DR items, significantly one from  the 

feedback coming from the training sessions in relation to com puter training, and one case based on 

an incident that the technical director had informed the team about in the previous meeting.

This could not have helped the group’s general trust in managem ent either, for the technical 

director of the com pany was saying on the one hand to the group that the company wanted to 

‘invest’ in them while with his actions he was saying this is som ething we have to do for regulatory 

purposes.

T.35 Response to being asked to be the AIR team

Following this people were asked if they were “interested in going the next step” and everyone said 

‘yes’ and that they would talk to their bosses. One person said that, as he had no idea how much 

time was involved, he could not decide then but would be in a better position to do so after the 

pilot. A significant am ount o f work had been put into this group in term s of background to this 

point for example, a question and answer session had taken place with the CEO, the technical 

manager was attending the meetings, a 40 per cent payrise had been promised. Following this each 

person in the room decided to continue with the project. The project representative announced at 

this stage that the technical director would take over the process while he was away until 

September and if there were any problems with human factors training they were to go to the 

human resources manager and if there were any problem s with A IR  they were to go to the technical 

director. The technical director would act as the A IR  manager until this post had been filled.
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T 36Team  attendance throughout

17 people were requested to attend the first meeting yet only six attended. This was an issue right 

throughout the remainder o f the project with a maximum attendance of 10 being reached. The 

project representative did say at the beginning that only some of the co-ordinators would be free 

each week. It must be remembered that at this time each of the 17 were adm inistering STAM INA 

training courses. The STAMINA training usually lasted for two days and the organisation was 

carrying out the training intensively at the time so the 17 trainers potentially could have been 

training each week. However it had been informally agreed with the project representative that A IR  

would need one day a week. This had yet to be negotiated with the group. It is interesting to note 

however from Table 3.4 that the same people attended most o f the meetings.

T37 Lack of support from LAMs for human factors training

At the third and the fifth meetings issues of support from the LAMs was raised. Six team members 

and the researcher attended the third meeting on 10* August. One of the team mentioned that a 

trainer was not released by his manager to give his training course on the previous day. He 

questioned how this must look to the trainees. This was a constant issue for people that while 

senior management were aware of the STAM INA training course and had been trained themselves 

and had been briefed on A IR  and knew what was happening there and supported that -  middle 

management did not and were not very supportive in terms of letting their staff have so much 

involvement in both these initiatives. Middle managem ent were required to attend the training 

sessions delivered in their area. They were also asked to ‘open’ each session as a mark of their 

endorsement. There were constant attempts by the TCD research team to ensure this happened, 

asking these m anagers to attend the training sessions for their staff, briefings etc but none of these 

were successful. Some managers as a minimal gesture opened the course and then left.

Middle management reported being afraid to sit in on the training courses and always had too many 

other things to do to com m it to anything else. This issue will be discussed later.

This was raised again at the fifth meeting where eight people attended. There had been no middle 

management presence to open the STAMINA training course throughout the week as normal and 

this created a lot o f frustration for people and feelings of being let down at such an early stage as 

middle management were not there to support them.

T38 Lack of support from senior management for DR process

The person from  the quality departm ent responsible for DRs was back from  leave and was invited 

over to discuss the open DRs with the team. W hat em erged from  this was a lack o f support from 

senior management for the process which raised concerns for the team. Following a presentation on 

the DR process, the most obvious thing that struck the researcher from  this was that there appeared 

to be a large gap in his involvem ent in the process. Once he sent the DR to the responsible manager
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he heard nothing back on how the DR was dealt with and so could not report anything to the 

originator. There did not appear to be any visibility, transparency or accountability within the 

process. Overall he appeared very negative about the process and annoyed at the lack of 

communication back to him. The DRs would be discussed at monthly m anagem ent meetings and a 

manager might give feedback to the group to say that something had been done so the case was 

closed, but he was never inform ed of this or was never invited to attend these meetings while the 

DRs were being discussed.

This discussion raised concerns for the team and they suggested on the basis o f this presentation 

that perhaps the A IR  manager might need to be someone with more influence than one of them 

who would be able to attend these meetings and affect change. There were no answers to this 

question as neither the project representative or the technical director attended this meeting. The 

project representative was on holidays and the technical director was not there as he knew the 

discussion was on the DRs and choosing potential cases and felt his presence was not needed. This 

did allow for a freer discussion as the team had expressed reservations about his motives behind 

choosing DRs.

After the DR quality representative left the researcher asked the team  was it an issue that AIR 

might put this person out o f a job  as it were because DRs were the main bulk of his work -  but they 

all said that he would have

“...no hard feelings and would be only loo delighted to get rid o f  them o ff his hands" 

(Field notes, 10“’ August, 2001),

suggesting their own continued mistrust.

T39 Powerplav over selection of cases for processing

A t the fourth meeting on 16* August where 10 of the team attended, the technical director, the 

adm inistrative assistant and the researcher, the selection of cases becam e an issue again. The 

purpose of this meeting was to finalise the cases to be processed and to begin processing these 

using the methodology. A t the previous meeting people had been allocated to go and find out more 

about the four cases that were discussed. It was discovered that one of the open DRs was actually 

no longer open - it had been closed. The previous week the DR quality representative was unaware 

of this however highlighting again the lack of transparency in the process and support for it.

The team  went ahead and selected the cases they wanted despite the attem pts o f the technical 

director to influence the process. Four cases would be processed. Three of the previous cases 

remained; the first, from  an existing DR, related to the blowing of carbon brake dust into people’s 

faces as they worked on brake units. The second case, which had arisen during a training session.
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related to training on com puterised manuals. The third case related to an incident and was brought 

up by the technical director at one of the meetings. A w rong part was ordered from  the 

manufacturer at a very heavy cost to the organisation. A new case was brought up by one of the 

trainers that had arisen during the training course. This case related to the organisation’s policy for 

selecting people for training courses -  who got selected and who did not and why. It was reported 

that there was a general feeling of resentment am ong staff m em bers in relation to who did get 

chosen for a training course and who did not.

Thus the four cases were:

• Carbon brake dust

• Training on com puterised manuals

• Incident involving ordering wrong part

• Selection of people for training courses

The methodology had already been piloted with the first team but was to be piloted again as part of 

the overall piloting of the case processing. This fourth case on the selection of people for training 

courses was chosen as the case to take the group through and train them in the methodology. This 

case was chosen because all o f the material on the case, at least the initial material anyway, would 

be available within the group.

T40 Culture of mistrust

The case on selection of people for training was processed by the group to train them in the 

methodology. This case raised a lot of issues in the group as it was being processed that were also 

felt by the researcher to be an important reflection on the culture of the company. These are listed 

in Tables 3.11 and 3.12. Table 3.11 provides a list o f contributory factors to this case and Table 

3.12 provides a list o f consequences of this case.



Table 3.11 The contributory factors to AIR pilot case

Case: Selection of personnel for training courses, both technical and non-technical -  
Contributory factors
Selection criteria Lack of notice
Had planning Lack of personnel training plan
Ownership of the process Favouritism
Unscheduled / unexpected events in 
operations

Lack of visibility

Course cancelled

Table 3.12 Consequences of AIR pilot case

Case: Selection of personnel for training courses, both technical and non-technical -  
Consequences
Lack of fairness No business planning

Lack of approvals (too many holding all 
approvals)

Skill base restricted

Low morale Training school confusion

Poor personal developm ent Loss of revenue

Seen as reward / punishm ent Bad utilisation o f school manpower

M istrust in the system Number of approvals

T41 Powerplav between Six Sigma and AIR

It must be noted at this stage that there were some people on the team who were also trained in the 

problem solving methodology of Six Sigma - DMAIC -  Define, M easure, Analyse, Improve, and 

Control and were either existing black belts within the com pany or training to become the same. 

There were a lot o f political issues ongoing in relation to this that the researcher was not made fully 

aware of but what was obvious was that if AIR were successful then it would be perceived as a real 

threat to Six Sigma. One of the team did warn the researcher o f this in advance of this particular 

meeting. AIR was an initiative developed in the organisation whereas Six Sigma was imported into 

the organisation. Six Sigma black belts were getting ‘paid a fortune’ to problem solve and it 

appeared that if that became a skill that was more dispersed then it might take from them. It was 

obvious to the researcher that there was a lot of resistance from  these people in the first instance to 

even be open to the A IR  methodology. However there was also a challenge to the researcher, after 

having developed the AIR methodology, to be open to the DM AIC methodology.

It was at this meeting that these issues came to a head. It was decided to pilot RARIE and then see 

as cases were processed and at the review at the end where the methodologies differed and how 

best they could learn from  each other, and decide on one m ethodology that the AIR team  would 

work with. Already at this early stage in case processing there were differences between how the 

two tools worked. A lot o f people favoured the RARIE however and in particular the technical 

director whose influence on the team  as noted above was not insignificant. This may have added to
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the perceived threat that the Six Sigma people felt who would become defensive in future about the 

DM AIC methodology.

At the end of this meeting the cases were allocated to sm aller groups of three case owners who 

would take responsibility for case processing. There were four Six Sigma people on the team. They 

ended up in pairs on two different cases. This was probably not a good idea as they may not when 

working together have been as open to the AIR methodology. This did happen as at a later meeting 

one of the DMAIC teams of case owners reported having difficulty with RARIE and had used the 

DM AIC m ethodology instead.

After the meeting one of the team, the same person as had given the warning in the beginning, 

again warned the researcher in relation to the Six Sigm a people that A IR  was

“.. .seen to be putting the noses out o f  the DM AIC guys and continuous improvem ent guys

and they genuinely fea r fo r  their jo b s ” (Field notes, 16'*' A ugust, 2001).

He noted however that the researcher had ‘handled’ the meeting very well. The technical director 

also said this. How the researcher attempted to ‘handle’ the meeting was to try to be fair to 

everyone. However in terms of piloting RARIE this may not have been the best strategy. RARIE 

needed time to be piloted and space to be tested adequately. It was certainly being tested as it was 

constantly held up against DMAIC. This was more a reflection of political issues however and it 

may have been unfair to RARIE. It did present a bigger challenge however in terms of the 

organisation’s triangulated approach to change that different initiatives could not be seen to be in 

competition and m ust try and work together.

T42 Recognition of com plexitv of human factor cases

Case processing began at meeting five with each case being discussed in detail. W hat was

becoming apparent at this stage was, that the more in depth the investigation into the cases, the 

more com plicated they were becoming and more elaborate as other issues were being raised. Also 

there were organisational issues in relation to availability o f personnel to meet and discuss cases 

with workload and different shift patterns. The case of the training in com puterised manuals raised 

a lot o f issues. People began to see how big the problem was and were surprised that it had not 

been dealt with already. One of the team reported that there were 14 crew m anagers in his area and 

only three of them had any experience with com puters and seven crew m anagers o f all surveyed 

felt they were losing time dem onstrating how to use the Local A rea Network (LAN) to people. This 

case arose through the human factors training but the team felt that it should have arisen some other 

way in the organisation considering how pervasive the problem was.
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Overall case processing appeared to be going well at this meeting and there was a genuine interest 

from all concerned to investigate and explore each of the cases more thoroughly. At the sixth 

meeting it also became apparent that a lot o f other issues were being raised for the case owners as 

each case was being investigated. A discussion took place as to w hat to do with these issues and it 

was decided that any new issue should be raised by the case owner as a new A IR  case. It would 

then be the task of the AIR manager to assign these cases to new case owners.

In relation to the training case there were some difficulties defining the param eters of the case 

because it was becoming obvious that the training issue was such a large issue. It was felt that what 

was at the heart o f the problem was a perceived injustice by people in relation to how people were 

allocated to training courses and maybe the key would be to map out that process of allocation so it 

would become more transparent to everyone. The representative from  the HR departm ent informed 

the group then that there was a Partnership subgroup established to deal with this issue and that it 

was a very emotive issue and also tied to pay negotiations. The subgroup was looking at training 

needs and how these were fulfilling regulations. It was agreed that there needed to be synergy 

between these two groups. Following this meeting though this AIR case was never really worked 

on again.

Each of the four cases had been progressing through the methodology at its own pace. This 

happened for a variety of reasons from  availability o f personnel to discuss the cases to attempting 

to more closely define the case parameters. The case owners were working well on each case yet 

progress was slow. All of this did contribute however to a greater understanding o f the complexity 

of bringing human factor cases to resolution.

T4.S Enthusiasm about purchase of company

During the fifth meeting the news came through that the com pany had a buyer. There had been talk 

for a long time about the possible sale o f the company. People seemed enthusiastic about the buyer 

and their way of working.

The sixth meeting took place on Friday 31"' A ugust 2001. Six of the team were present, a 

representative from  the human resource departm ent, the technical director, the administrative 

assistant, a representative from the IT developm ent organisation who was invited over to evaluate 

the m ethodology and the researcher. A t this meeting possibly because there was an outside person 

there no issues of organisational support were discussed. The meeting w ent straight into case 

processing and how that was progressing.
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T44 Influence of role o f AIR manager

The acting AIR m anager, while perhaps being a challenge to the team in terms of his position in the 

organisation, did also provide good support for the team particularly at the recom m endations stage. 

When the draft recommendations were developed by the sm aller team s of case owners as part of 

the methodology they were then taken to the larger group including the acting m anager for their 

input before a final decision was made on which ones to suggest to the LAM. On the basis of this, 

but particularly the input o f the acting manager, the recom m endations were prioritised for the 

LAM. This aspect o f the m ethodology worked well as the input of the larger group proved vital in 

developing recommendations that were essential, valid and realistic.

The influence of the technical director was also felt in another way however. A long discussion 

took place over who exactly should carry out the work once the recom m endations were given to the 

LAM. The acting AIR manager argued this should be the w ork of the team as cases were allocated 

on the basis o f familiarity with the area so each team m em ber would be working in the area of their 

own case and would be in the best position to implement the recommendations.

He constantly tried to push the team to take on the role of implementation of the recommendations 

for their managers. This may have been because he anticipated the failure of the LAMs to 

implement recommendations. However at the time it was just too much to ask of the team on top of 

all the existing work that they were doing.

One team member in particular argued strongly against this and the researcher supported him 

saying that this was not the role o f the team, it was essential that there was a handover to the LAM 

and that it was their responsibility to delegate the work to their staff. If as part o f their day job one 

of the team ended up having to do those recommendations then that would be different to their core 

role as developer of those recommendations. It was vital that each LAM established a support team 

to assist them in this. The team members agreed as otherwise the burden on them would be too 

great, but also argued that it had to be

“...very transparent who was in charge o f  what, and who would ultimately sign o ff  and  

take ownership o f  the whole process at the different stages, and who would sign o f f  that 

the recommendations were successfully im plem ented” (Field notes, 31“ A ugust, 2001).

If he had been more open to discussing possible alternatives or how best to support the managers, if 

it did not involve the team, then perhaps things m ight have progressed differently. In his role as 

AIR m anager the technical director was more concerned with establishing w hat other persons 

should do as opposed to trying to gain an understanding of the role o f the AIR manager.
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Another instance of this took place at handover to m anagem ent stage where the acting AIR 

manager and technical director did again attem pt to allocate the work of implementing the 

recommendations back to the case owners who had developed the recommendations. They strongly 

resisted this however saying that it was not their role to do this. This was the second time that the 

person who was supposed to be acting as AIR m anager was trying to renegotiate the agreed roles of 

the people within the AIR system. The case owners them selves who had already carried out the 

work of the first three stages of the methodology; review, analysis and classification, and 

development of recommendations had to say no to this and argue that it was now the responsibility 

of the LAMs to ensure that recommendations were carried out. The acting A IR  manager may have 

had his own reasons for this as he may have been aware in the past as a manager how difficult it 

was to take on board extra work especially of this nature, that is not direcdy linked to the day to 

day activities. He may also have been aware o f this from  his role as technical director where the 

quality manager had to report to him on all matters but particularly on the DR process. As 

mentioned earlier there were problems in the organisation trying to close DRs and a lot o f them 

remained open for long periods of time. However none of these reasons were com municated to the 

team and there was a lot o f resistance to taking on board the im plem entation of recommendations.

T45 Positive impact o f more support on team

The difference in support to the two teams becam e evident at the next meeting where it was 

decided to invite in some o f the LAMs to carry out the handover of recommendations. The progress 

made at this stage in com parison to the first stage was that the team were a far stronger unit within 

the company. They supported each other and together fought for the support needed from  the 

company to carry out case processing. They were determ ined at this point not to get involved in the 

implementation o f recommendations and wanted a com plete handover to management. This was in 

sharp contrast with the first team who felt ‘resentm ent alm ost’ at having to hand over to 

management. This second team by contrast had a lot of recognition and support for their work to 

date and were very happy to handover recommendations.

T46 Positive impact of team members on each other

The team played a very important role in helping each other. W ith the first team there were only 

eight people and only one person or at the most two from each operational area. They had to deal 

with the issues on their own. W ith the second team there were more people there and even though 

not all o f them turned up to all the meetings they still knew they had each other to help. W hen 

people were not at meetings they were ‘roped into’ the process. The group was split into smaller 

teams also to process individual cases -  these teams were each made up of three people. This 

seemed to work really well in terms of the support they were able to get from  each other. On those 

two teams where one member was really not at all engaged in the process recommendations were 

not developed. W here the small groups worked really well was where the team members were from 

the same area and already had a good existing working relationship.
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T47 Different experiences of handover to LAMs

At the seventh meeting on the 7 “' September the first handover to managem ent meeting tooic place. 

Six team members, the project representative, the representative from  the human resource 

department, the acting AIR manager, the administrator and the researcher attended. Two handovers 

were due to happen at this meeting. The first was to the line maintenance m anager (LM M ) on the 

carbon brake dust case and the second was to the engineering m anager on the ordering of the 

wrong part case.

The first handover followed how it was outlined to happen in the methodology. The three case 

owners responsible for this case on the line presented to the m anager the history and details o f the 

case. This was followed by a presentation of the nine proposed recom m endations they had made in 

order o f their priority. The constraints and barriers of each recom m endation were then discussed 

and the LAM agreed to implement the top three of the recom m endations stressing he would ‘take 

ow nership’ for those. He said he was delighted with the approach and very confident in how the 

people came up with the recommendations. He had worked with the same people on a previous 

DM AIC project and was very impressed with their abilities. He was im pressed with how the 

handover went so smoothly and how the recommendations were presented to him in such a clear 

and simple manner. The acting AIR manager agreed that the important aspect o f the process was 

that the AIR team had carried out the background work on the case and had developed the 

recommendations.

In relation to actual implementation of the recommendations the same team m em ber as before 

raised this issue again this time in the presence of the manager who was due to take responsibility 

for the implementation of the recommendations. Everyone agreed, including the LAM, that it was 

now the responsibility of the LAM to go out and make sure that these recom m endations were 

implemented. The case owner would have, by merit of the fact that they worked in the area, some 

sort o f monitoring role but what was expected was that the LAM would go away and look at the 

recommendations and decide how long it would take to im plem ent each one. He would then come 

back with the implementation dates to the AIR manager who would then fill them into the system 

and who would be responsible to go back at that date and check if they had been implemented or 

not. The LAM left the meeting at this stage agreeing on this.

Later on in the meeting it was argued that it is up to the LAM  to com e back within the time fram e 

and say whether the recommendations have been carried out within the time fram e or not and it 

was the responsibility of the AIR manager to decide whether the case could be closed on this basis. 

This was not conveyed to the LAM from line m aintenance however as he had already left the 

meeting at this stage.
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In relation to the second case the handover was more com plicated as the engineering manager, the 

relevant LAM, was unable to be present. Because the A IR  acting m anager was also the technical 

director of the com pany and the person to whom the engineering m anager reported the case owners 

felt that the handover could take place to him instead. However it soon became apparent that it 

should have been handed over to the engineering manager as the technical director was not familiar 

enough with the engineering departm ent and was unable to decide for the engineering manager as 

to what recom m endations should be accepted and what should not. This did however assist the case 

owners in providing them with an idea of how this should happen and acted like a trial handover.

T48 Role conflict for LA Ms

The LAM s throughout the project appeared to be caught in a vicious circle. They were requested to 

attend STAM INA training but were “afraid to be in the same room ” as their staff. They had 

pressure from  top managem ent to run their business unit and pressure from  their staff to do that 

well in terms of how their staff were treated. The majority had no managem ent training. Some had 

training in change managem ent through Six Sigma and seven had attended the STAMINA course. 

They needed training in management particularly personnel management. STAMINA could have 

helped them in term s o f dealing with these issues yet they were afraid to attend for fear o f the 

issues themselves arising. They were enthusiastic whenever a set o f recom m endations were handed 

to them yet did not appear to be able to translate these into actions. The researcher wanted to 

support them in some way but was encouraged by the project representative not to do so. A 

com prom ise was reached where the researcher would help them if any problems arose with 

implementation however this never happened so help was not possible. From the brief monitoring 

that was carried out it was obvious that middle management were under severe operational pressure 

and anything that was perceived to be outside of core business activity was not a priority. If they 

had attended training or knew of the philosophy behind AIR perhaps they might have been better 

able to see the potential benefits. They appeared to be constantly in a ‘Catch 22 ’ situation. How 

they were perceived by others in the organisation is o f interest here. The project representative, for 

example, did have mixed views on them which are discussed in Them e 51.

One issue that was not really addressed within the project was how much the LAM would need to 

be involved in the developm ent of recommendations. They did say that it was great to have a set of 

recommendations ‘handed’ to them but did this make it any more likely that they would actually 

implement the recom m endations? If they were involved more from  the beginning would they be 

more likely to implement the recommendations? This issue will be returned to later.
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T49 Impact of September 1 t e r r o r i s t  attack on the project

Following the seventh meeting September 11“' happened with its subsequent effects on the aviation 

world. Company BB was badly affected by this as their potential buyer pulled out o f the deal 

following this and they began to lose business rapidly. The event also affected the AIR process in a 

very immediate way in that the next meeting which was scheduled for the follow ing Friday, the 14'*' 

o f September, was cancelled as that day was declared a National Day of M ourning for the victims 

o f the attacks but also in a more long term way as the com pany began to focus on core operating 

activity and attem pting to deal with the losses to business. The next meeting was scheduled for 

Friday 2 P ‘ September.

T50 Concerns expressed bv a team member on organisational support and role o f project 

representative

On the 19“’ of September one of the team members telephoned the researcher. This was quite 

unusual as most correspondence to date was via email and this was usually from  the researcher to 

the group in relation to the agenda for meetings. Apologies o r confirm ations would also be sent via 

email and occasionally some questions about the working of a particularly case but this was not 

very often. He said that he was calling to discuss some concerns. These included the concerns 

around the team members themselves and around organisational support. He felt some people 

involved wanted to be human factors trainers and not AIR team members. There were 17 team 

members and he felt about half of them would like to be involved in AIR but that they would need 

support and encouragem ent to make that decision. He felt the deciding factor for people would be 

to know that managem ent were behind them. He felt it was not an issue of the com pany investing 

in the IT system but in the AIR system as a whole, investing in their time as team members, in 

obtaining buy-in from  middle m anagem ent and from  people around the organisation.

He felt there were elements of gross m is-m anagem ent within the company. He noted that even on 

the STAMINA training programmes it was very difficult to “get people into a room with 

m anagers” as half o f them are afraid of this. He asked if at the next meeting there could be a 

presentation on the entire A IR  system in the organisation and how it was to work and then an open 

discussion on this and all of the issues for people. He felt this was really im portant to obtain a real 

com m itm ent from the team members who would proceed with AIR. He asked not to let the project 

representative guide this discussion as he felt that it would not be fair and that he would have his 

own ‘agenda’. The researcher agreed that it would be a good idea to have this discussion and that 

there would be an attem pt made to have it at the next meeting. The researcher had noticed a 

different dynam ic at the previous meeting, which was the first the project representative had 

attended after his holidays, where people were more subdued.
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The researcher had a discussion following this with the project representative where these views 

were expressed but not w hat the person had com mented about the project representative. He agreed 

that it would be a good idea to have an open discussion. He was particularly concerned at the time 

to try and obtain some case closure so that when the project was reviewed there would have been a 

pilot of all of the steps in the case processing methodology.

T 5 1 Project representative lack of trust in LAMs

In relation to the closure of cases the project representative felt that the LAM s would cause 

problems. This relates to Them e 10 in Stage 1. He felt that they would not do their part of the work 

and noted that

‘‘...they were brillant at abdicating their role in making changes” (Field notes, 7 ‘*' 

September, 2001).

T52 Influence of European Commission on project

As a research and developm ent project A IR  was coming to an end. It was essential for the 

European Com mission to sign off on the project so that the piloting of the entire system would be 

complete. This was putting pressure on everyone to move through the case processing stages and 

with this final evaluation of the implementation of the pilot AIR in mind the agenda was set for the 

meeting of Friday 2I"‘ September which was to be the final meeting before the final review of the 

project. The agenda was as follows:

• To obtain feedback on the status o f where each case was - this was needed in terms of 

evaluating the implementation of this phase of A IR

• A general discussion and overview on the implementation - lessons learned from  this, changes 

to the methodology, a process for dealing with future cases

• The future of AIR - a general discussion on how A IR could best work within the organisation 

in the future - the elements vital to the success o f A IR

T53 New contact with m anufacturer as a result o f AIR

As a result of working on one of the cases, the ordering of wrong parts from  the manufacturer, one 

of the team mentioned that he had been given details to contact the relevant person directly in the 

manufacturer organisation. This had never happened before as correspondence was usually through 

the resident customer support and then the custom er services department. He was really happy 

about this and said it was “a first and a direct result o f A IR” .
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T54 Frustration at lack of progress with IT

A lot o f frustration was expressed over the IT system and people reported finding it very difficult to 

use. It was felt that there was insufficient training in the system so it was agreed that the TCD 

researcher would train everyone in the entire system the following week. The team said that they 

would like to have the system at each of the STAM INA training sessions as a lot o f issues were 

being raised and “it would be great to have the A IR  IT system to put in cases” . W hile the team 

member who made the telephone call recognised the IT system was not the most important aspect 

of the project but that support was needed for the team, this could have been taken by the team as a 

lack of support in them and in AIR in general.

T55 Attempts to deal w ith continued lack of support bv managem ent

In relation to the entire system the following discussion took place. One of the team  members 

began by saying that for the first time ever he felt A IR  would fail. Up to this time he had been very 

positive about AIR and had worked through any issues he had with it in a very enthusiastic and 

supportive manner. He felt now however that the case owners were not supported enough in their 

task of case processing. He believed for this to happen each case ow ner’s manager needed to know 

that one day a week of their time had to be dedicated to the processing of A IR  cases.

In relation to this issue of management support people felt that it was significant that even at this 

important learning phase people were not being allowed leave to attend these meetings. No more 

than 50 per cent o f the team were present at any of the meetings that had taken place. A nother team 

member argued that the support needed to come from an AIR manager and felt that there was a 

need for a full time owner of the system. The project representative responded by saying that there 

would be a full time AIR manager. He also said that a list o f all the case owners could be presented 

to their relevant m anagers so that their managers were aware that they were involved in the 

process. Each case ow ner’s m anager was already aware of this. It would appear that this was more 

so that each m anager would know that the top managem ent knew that their staff were working on 

AIR and would need to be released for AIR, He said any other issues could be discussed with the 

technical director when he returned to work (he was on leave at the time of the meeting).

People felt that their role was not clearly defined both within the system and within the 

organisation. They wanted more clarification of this. In response the project representative 

presented an overview of the entire system within the organisation and where it was proposed that 

people’s roles would begin and end. The same team member as mentioned firstly above felt that the 

only way for him to get the time off that was needed for AIR from  his manager was to present him 

with a flow chart and show where his role as a case owner ended. This also related to lack of 

support as this was needed to take over the process after the case owner finished their part.
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The team felt that if A IR  would fail then it would fail at the level of middle management. They felt 

that middle m anagem ent were running away from the entire process. As noted above management 

were requested to attend the human factors training. However at this time only 7 of out 71 

managers who had been requested to attend had attended. Also in relation to all the cases it was 

proving difficult to track down some of the managers. Therefore it could not be established whether 

or not any work had been carried out on implementing the recommendations. Thus these steps in 

the process of implem entation, evaluation and overall system monitoring did not take place.

The researcher felt that this meeting ended without really resolving a lot of these issues. It was 

obvious that other people felt this as well. The team m em ber who had telephoned the researcher 

prior to the meeting said to the researcher on the way out “well that resolved nothing”. This was the 

last meeting to take place with the team on the project as it was the end of the official A IR  project. 

TCD involvement did continue on an informal basis attem pting to assist in the further developm ent 

of the team and the entire project.

T56 Factors influencing role o f LAM

Many factors influenced the role of the LAMs throughout the project from  operational realities to 

lack of training. Some of these issues were confirmed for the researcher one year after A IR  had 

finished when as part o f a separate project the researcher interviewed each o f the most senior 

middle managers in the company -  there were seven in total. All o f the m anagers expressed 

dissatisfaction at the level o f support that they had received from  the com pany in their current 

position but also in obtaining that position. None of them had received m anagem ent training from 

the company. All of them had attended Dale Carnegie courses over the years on presentation skills 

but had no management skills training.

All of them also reported that they would not be comfortable going to their own manager in times 

of crisis for assistance, advice or support. They would prefer to go to a colleague, someone in the 

same position as them or someone that they have known within the com pany for years that saw 

them move through their roles -  some described these type of people as their personal ‘m entors’. 

All did express an interest in introducing such a system like having a personal ‘tu tor’ within the 

company and outside of your own hierarchical reporting structure that you could go to in complete 

confidence. One manager did report that HR were there to do this job  but things become too 

‘adversarial’ if HR were involved.
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None of the managers had any performance indicators that are personal to them in their role as a 

manager. They all said that they had very steep learning curves and that com ing from  a technical 

background (which all o f them did) had its advantages in that the ‘lads’ had more respect for you 

when you had technical knowledge, it also had a huge disadvantage and that was not knowing or 

understanding how to deal with people. This was what each manager reported as being the most 

challenging aspect o f their job  and the most difficult thing to learn.

The managers did have perform ance indicators for their departm ent and these w ere all financially 

based. Each m anager ran their departm ent as a separate business unit and each had to look after 

their own customers and sourcing new business.

It would appear from the managers interviewed that each hangar was in com petition with each 

other -  but this was the structure that was imposed on them as m anagers and out o f which they had 

to operate. This also had knock-on effects on the line as the staff in the hangars tried to cut cost on 

the line for example they would send equipm ent back to the line with empty fuel tanks and would 

constantly ‘rob’ equipm ent from the line.
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3.7 Discussion

3.7.1 Introduction

The AIR project will be discussed here in terms of its success. The main analysis section will take 

up the discussion on the themes. Considering all of the above it may be considered an anom aly to 

even begin to address the question of whether or not the project was successful. However there are 

different criteria o f success for such a project and it is im portant to set all o f this against the 

backdrop of these criteria.

Firstly this case study explored just one aspect of the overall project -  the organisational strand. 

The criteria for success of the overall project was to introduce a continuous im provem ent system 

for the management o f human factors information in an aircraft maintenance organisation and for 

the first time ever to create a link for human factors inform ation between an aircraft maintenance 

organisation and an aircraft manufacturer. This would be done through a three stranded approach in 

the end user organisations; a human factors methodology, an organisational system and an IT 

system.

Secondly the criteria for success of the organisational strand was to introduce the following:

• A set o f users (who can be everyone within an organisation), whose role would be to 

initiate potential cases, to contribute appropriate expertise in developing solutions, to 

assist in the implementation of recommended solutions, and to receive feedback and 

com munication from AIR.

• A team of human factor analysts, or co-ordinators, w ho would be responsible for 

managing the cases through the stages of the system. A human factors training programme 

(STAM INA) would support the training of these analysts, and staff in general in the 

maintenance organisation.

• An AIR manager who would oversee the whole system and be held accountable for the 

successful resolution of cases

• A managem ent process which would oversee the im plem entation and use o f the AIR 

system, and ensure accountability for achieving effective outcom es from  AIR cases. The 

Local A rea Managers (LAM) would have a key role in the implem entation of 

recommendations directed at their area.

• A climate o f sufficient trust to enable collaboration across levels and functions of the 

organisation to ensure that difficult problems could be effectively resolved.

The third criteria for success was jointly determined by the European Com m ission and TCD. AIR 

was a RTD project and while having its own objectives also needed to serve as a learning tool for 

other European funded projects that were attempting to address the same thing. Similarly for TCD
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as a research organisation, while obviously wanting the success o f the project, it was also important 

what lessons were learned from the project.

3.7.2 Success of the overall project

The overall aim o f the project as noted above was to introduce a three stranded approach to 

gathering and dealing with human factor cases in the aircraft maintenance organisation and to the 

aircraft manufacturer. The dry-run survey demonstrated the potential there was fo r cases, some of 

these were relevant to the manufacturer who had laid out very specific guidelines on what they 

would hope for out o f AIR. The manufacturer had a team in place that were already familiar with 

human factors to commence case processing. Some cases were processed by the manufacturer and 

led to specific recommendations for Company BB. W ithin Company BB the situation was more 

difficult. Human factors expertise was much more limited. Attempts to commence the STAMINA 

training were constantly met with problems. A team was gathered and training commenced in 

conjunction with training in the A IR  methodology.

The working of this team was not sufficiently thought out and problems arose in relation to 

organisational support and conflict with their existing tasks and responsibilities. Some handover to 

the LAM s did take place and limited recommendations implemented. During this time the IT 

system was being iteratively developed based on feedback from the dry-run. A ll o f the surrounding 

organisational factors came to a head in October 2000 and the team were disbanded and the 

STAMINA training finally commenced in January 2001 with the LAMs and senior management. A 

new team was gathered who would also be the STAM INA in house trainers. This team began 

training in the methodology in the summer of 2001 and did bring some cases to resolution and 

achieve some handover to the LAMs. The IT system was developed. This consisted o f interfaces 

for case initiation and processing and a series of weightings fo r the CBR tool that would allow 

similar cases to be linked, processed in a similar way and an alert o f any patterns emerging. This 

was in itia lly perceived as very complex and not very user friendly by the team. Delays in taking on 

board their suggestions for improvement resulted in lack o f real engagement with the IT system. 

The team did engage however with the human factors methodology and through that engagement a 

good working methodology was developed that people believed was good. The team perceived it to 

be real and able to look at all o f the surrounding factors in relation to each case.

Thus the successes o f the project were achieving for the first time ever a human factors feedback 

system to the aircraft manufacturer, developing a workable human factors methodology for case 

processing, training people and engaging them in the work o f case processing, creating a greater 

awareness among some operational staff, the teams and most LAM s o f human factors, developing 

an understanding and awareness in the organisation o f the need for a system like AIR, helping to
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foster in the organisation an awareness that different change or continuous improvement initiatives 

needed to woric together and not be seen to be in competition with each other.

Also a number o f other initiatives grew out of AIR. For example in Company BB, in relation to the 

initial case processing another initiative grew out of the engineering-planning meta-case 

concerning the development, dispatch and delivery o f work-packs. As a result o f the analysis and 

classification o f this case it was felt that effective recommendations could not be developed unless 

key processes involved in this highly co-ordinated task o f developing, dispatching and delivering 

work-packs could be mapped out in order to identify the bottlenecks causing delays. A special 

project team was designated to do this.

Also the project had an impact on how the company dealt with people. Towards the end o f the 

project and following September 11*'' pressure was put on Company BB at a group level to give a 

list o f people to the group CEO to be made redundant. However the HR manager refused to do this 

saying that everything must go through the new change management strategy and in particular with 

this issue through the Partnership process. He wanted everything to be open, transparent and 

communicated effectively to all staff.

W ithin the aircraft manufacturer a decision was taken during A IR  to establish a Human Factors 

Operational Group (HFOG). The organisation realised the need from A IR  of a system in place 

within their own organisation that would deal with human factors information both coming in from 

their customers but also within their own working as an organisation. Thus the HFOG was formed, 

dedicated to improving human factors within the entire organisation.

3.7.3 Success of the organisational strand

The organisational strand played the central role in the project. I f  users were not entering cases, the 

team were not processing them and to a lesser extent the manager not overseeing the entire process 

then it would fail. However despite problems with all o f this there were also some successes to the 

organisational strand. Each level as noted above w ill be discussed in turn.

Firstly in relation to the users the dry-run survey did demonstrate that case initiation would not be a 

problem. Although as suggested this may have been artificially encouraged in different ways by 

TCD (in terms o f confidentiality). However the human factors training, which incorporated training 

in AIR, also demonstrated that cases could be initiated in this way that were of a sensitive nature. 

The PPI survey also demonstrated the desire to do this. By the time the project ended over 500 of 

the 1,500 staff had been trained in STAMINA human factors training and in A IR  (figure from 27 

September, 2001).
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The issue of IT training was not addressed with users and engaging even those users who would be 

comfortable with the IT system was also confounded by the fact that at the time of the training the 

AIR IT system was not launched on the LAN in the company. At that stage only the team and 

senior management had access to the system. Thus the users, had they wanted to, following the 

training were unable to initiate cases through the IT system. They could still do so through any of 

the trainers and people did this as noted above. Thus at least some of the users were engaged with 

the process at this stage and there was hope for the process in the future.

Initially it was planned that there would only be one team of human factor co-ordinators. Things 

did not work out like this however and while it was difficult for the first team to have experienced 

the lack of support that they did, and feelings of being let down by the organisation again when 

they perceived the second team to be receiving more support, it was a real learning experience, if 

also difficult for the TCD researchers. A different role was adopted in relation to the second team 

letting them lead the process more and take more control o f the direction that it was m oving in. 

This did help this team and also for them the experience of the first team and other initiatives led 

them to be more confident and fight more for what they felt was right. It was also a lesson to senior 

m anagement that their com m itm ent needed to be real and tangible and not ju st expressions of 

support. In relation to the human factors training not ju st for this team but also for the entire 

organisation AIR did play a crucial role in pushing this training. In the beginning it was constantly 

being deferred but as time went on and there was a growing realisation that the success o f A IR  was 

dependant on a growing body of expertise in this area the training was finally endorsed for the 

organisation. These two things linked also played a crucial role in the growing realisation in the 

organisation that human factors was essential to any change strategy the organisation develop.

The role of the AIR m anager was complicated throughout the process. Initially it was thought that 

it could be one of the team. However following discussions with the person responsible for the DR 

process, who was not invited to attend management meetings where DRs were discussed, it was 

felt by the team that perhaps if AIR was to succeed it should be someone more senior to them who 

would be able to attend these meetings. The appointm ent of someone was put on hold however as 

the project representative, who did w ant someone from the team to be the manager, also wanted to 

wait until the system was well launched and see how it would work out before a management 

position was created. Both these things however added to the sense of team -  m anagem ent divide. 

The team feeling that they were not ‘good’ enough and the project representative by holding on the 

decision stressing the importance of that position as opposed to their own positions as AIR team 

members who would be involved in most of the work. However w hat happened was that the 

technical director of the company stepped in as tem porary A IR manager. His role was not 

insignificant on the team as explored earlier.
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This links with the fourth point in relation to a m anagem ent system for dealing with AIR cases. 

The technical director was involved in the DR process and had realised from  its problems that 

management accountability was a crucial issue. He therefore decided that the Partnership Steering 

Group would take ultimate responsibility for AIR cases and their resolution. W hile this was a step 

in the right direction it still left the issue of feedback to the team in relation to each case. This was 

not an issue however during his time as acting manager as he was involved in both groups. Thus 

the issue of final accountability was never fully resolved in the project. The role o f the LAMs is 

also of importance here and has been discussed. The LAMs were the first point o f contact with 

recommendations and they also attended the PSG so should have been able to feed back progress 

on cases through this group. However while throughout the project there was a growing awareness 

of the crucial role that the LAM s played in the entire system and in case processing and the need to 

support that, how to resolve this issue was not fully understood.

Finally in relation to a ‘climate of sufficient trust’ w hat was perhaps the greatest success o f the 

project was the accum ulation of evidence that firstly this was so lacking and secondly it was so 

crucial. The project also paved the way for an attem pt to understand how this can be achieved. One 

of the starkest contrasts o f the project was between the two teams and each of their struggles for 

recognition. It was only through the experience of the first team that the researchers began to 

understand the full extent o f the struggle. With the second team there was som e understanding 

achieved of how to alleviate this. T im e and patience were needed to respond to and address all of 

the worries and anxieties that were associated with past failures and hurts, to be there with people 

and try and create an environm ent where those could firstly be expressed and secondly dealt with in 

the manner that was needed. The team needed time to grow in confidence and be reassured despite 

their doubts, even at times to test the strength of managem ent com mitm ent. One of the most 

difficult moments for the researcher during the project was, after finally seeing the team  grow in 

confidence and belief in not ju st the project but management com m itm ent to it, seeing the project 

fail them then in so many ways. This links to the next criterion, that set by the European 

Commission and TCD.

Before exploring the success o f AIR as a research project a particular relationship must first be 

discussed.

Influence o f  the complexity o f  the consultant / client relationship

AIR was a RTD project sponsored by the European Com mission. TCD co-ordinated the project and 

were actively involved as research partners in its iterative development. Com pany BB as an end 

user were sponsored 50 per cent o f their costs in term s of the running o f the project and had to 

invest the other 50 per cent themselves. W ithin this type o f project there are difficulties in 

establishing and delineating the boundaries on the role of both the researcher / consultant and the 

client and on the nature of their relationship. This is not the issue here but the influence of this
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complexity on the project to which Them es 1, 4, 5, 16, and 18 all directly relate. Thus to simplify 

the European Commission will be considered sponsors o f the change, TCD the consultants and 

Company BB as the client.

A t the start of the project the researchers were not fam iliar to the people involved in the dry-run 

survey. W hile people were always informed that TCD were w orking in conjunction with Company 

BB, TCD were still removed from  the company in the view of the staff. TCD worked hard in 

relation to each person that they met, telling them of the project but also assuring them of 

confidentiality (T l .l) .  Staff were more willing to open up to TCD and tell them about events they 

were involved in or different ways of working they had to the official ways. H ow ever this may 

have disguised the lack of trust that people had in the no-blam e culture of the organisation. 

Similarly people did express their doubts that anything would improve for them at work and their 

disappointment in previous change initiatives but TCD , who were full o f enthusiasm  at the start of 

the project, were able to encourage people that this would not be the case with AIR. This however 

may have led to an underestimation of just how pervasive these feelings were and how they might 

have been indicative of som ething deeper (T18.2). Similarly in relation to the w orking of the first 

team TCD supported them throughout the beginning steps of case processing, arranging meetings 

with them, training sessions on RARIE, and meetings with the LAM s (T4). The influence of TCD 

was used to obtain time off for the co-ordinators and tim e from  LAMs. However all o f this created 

an artificial situation where this support did not develop naturally as TCD were the ones creating it. 

W hen the co-ordinators attem pted to work on their own difficulties arose and TCD were unable to 

adequately respond to this as there was a lack of awareness of the lack of support or how important 

it was (T5). TCD had failed to fully appreciate the com plexities o f this and the operational realities 

that each person was under and how their work in the project would impact on their daily jobs 

(T18.3).

TCD however were not just consultants they were researchers and ‘live’ developers o f the project. 

In the beginning of the project time was spent diagnosing the organisation and in particular in 

relation to AIR. However it was also necessary to take time as each small step o f the project 

progressed to reflect on how that step was and the potential im plications for the next step. This was 

not always possible as the researchers were also very much involved at the ‘coal face’ of 

developing and implementing the project. There was a requirem ent from  the European Commission 

that work would be reported on every six months and this did encourage this process of reflection 

but in many ways also added to the pressure of doing the research as this was essentially more 

work to be carried out.
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The European Commission as sponsors of the research also had their influence on the project in 

other ways and in particular on the project representative. He was under considerable pressure to 

ensure that the project succeed in terms of being responsible for human factors within the company 

but also he was responsible on behalf of the organisation to the European Commission (Theme 26). 

However, and particularly towards the end of the project, it is possible that the influence of the 

European Commission also caused undue stress on the project and did not allow things to develop 

naturally. The end date of the project as a RTD event also brought with it a premature end to the 

project within the company. Although there was an expressed commitment to continue with AIR, 

following the end of the RTD project, AIR did not survive. There were many reasons for this but it 

is possible that without this ‘push’ from the outside, as one of the LAMs noted needing to carry out 

recommendations, the project just did not have the impetus or the support to continue. In a way the 

European Commission merely took over the role that TCD had played in Stage 1 in relation to 

support. Without even realising it Stage 2 was destined to repeat the same mistakes as Stage 1.

3.7.4 Success as a research project

To the European Commission this was an RTD project. What they hoped for throughout the 

development of the project was that a prototype system would be developed and piloted. In many 

ways they had less expectation of the project than the researchers who were more engaged at the 

‘ground level’ and really did want to see the system work. On Tuesday 13* of November, 2001 the 

final AIR review by the project officer and the two external evaluators appointed by the European 

Commission took place. The evaluators had been carrying out intensive reviews every six months 

of the project. The project was measured against its initial objectives as outlined in the project 

proposal. The reviewers at each evaluation also gave advice and recommendations to have been 

followed in advance of the next review.

The project obtained an excellent final evaluation by the Commission. This was based on an 

evaluation of the IT system, the human factors methodology and how the team had carried out case 

processing using the methodology. What impressed the reviewers the most however was how three 

of the AIR team spoke of their experience with human factors in general in the organisation, the 

STAMINA training course and AIR. They all spoke very well and gave an excellent and at times 

very moving account of their experiences. As the project representative noted, (although along the 

theme of mistrust),

“I f  we had written a script for them, we could not have written it better” (Field notes, 13“’

November, 2001).

They spoke with honesty and from the heart about how the human factors training, including the 

time to discuss what was going on for people in the organisation and how important this was and
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the role AIR had to play in that, had affected their lives and the lives of the people that they gave 

the training too. O ne of the team said that this work had made him realise for the first time

. .that other people a t work carry around personal issues and  hurts in their heads and in 

their hearts that ajfect their jo b s"  (Field notes, 13''’ Novem ber, 2001).

He went on to note

"These were all guys from  such different areas o f  work, all engineers trained to do a job  

that you expect them to do each day regardless o f  what is happening in their lives -  and  

yes you still expect that, but at least now you start to see them as real peop le” (Field 

notes, 13“' November, 2001).

They went on follow ing this to discuss each of the cases that they had worked on, how they went 

about developing recom m endations and the handover to management. The project reviewers agreed 

that a lot o f work had been accom plished in AIR but that there was still work that had not been 

finalised. Overall however they were very happy with the project and felt that perhaps the 

consortium had underestim ated the com plexity of attem pting to introduce a system  like AIR.

This links to w hat TCD would have felt were the criteria for success. Some of this has already been 

discussed above and some of this only became apparent as time went on. This will be discussed in 

the general discussion. TCD did learn a lot as a result of this project. A few of the main things were 

in relation to the com plexity of introducing such an initiative, the need to have a more thorough 

understanding of the organisation involved, a need for new methodologies for organisational 

diagnosis that would move beyond organisational surveys, docum entation assessm ent and 

interviews for exam ple, the need to build in a process o f continued reflection throughout the change 

period, the need for patience, time and a long term approach to change, the need to spend real time 

with people not just com m unicating the ‘whys and how s’ of the project but listening to people.

However on a very personal level for the researcher this case study was the impetus for all further 

studies. In one of the first focus groups of the project in March 1999 held in Com pany BB to 

discuss the possibility o f such a project one of the AM Es stopped the researcher and asked did the 

researcher realise that the researcher was dealing with

“...real people with real lives, real m en with real wives and fam ilies to support?” 

(Research Journal, October 2000).

It was a question that always stayed with the researcher as intuitively of course one would answer 

‘yes’, but it took a long time to really be able to answer a truthful ‘no ’.
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Section 4 Partnership Case Study

4.1 Introduction and literature review

As can be seen from the A IR  case study numerous difficulties were encountered in attempting to 

iteratively develop and implement the A IR  system. The data raised several questions: Was this 

particularly problematic because it was a RTD programme, i f  the A IR  system had already been 

established would it have been easier to implement? Were the problems linked to A IR  itself, was it 

not researched enough, would it have been better if  more had been known about the organisation 

prior to implementation? Would it have been better if  the rationale had come from within the 

company? Would it have been better if  it was a company initiative where people implementing the 

change had more experience o f the company? Was it not well implemented?

An attempt to answer these questions led the researcher to participate in another change initiative 

as part o f Partnership, which has been introduced and referred to in the A IR  case study. Partnership 

was an initiative that was specifically designed to take people into account, to create change 

through active, engaged Partnership with all persons involved. A ll o f the organisational factors that 

were of relevance to the A IR  study were also o f relevance to the Partnership Local Area Forum 

(LAF) that was to be studied. For these reasons it was felt that involvement in Partnership might 

help address some o f the questions raised above. Before returning to these questions Partnership 

w ill be explained first, both at a national level, which is called Social Partnership, and at the level 

o f the enterprise, which is called Enterprise Partnership.

4.1.1 Partnership at the national level

Social Partnership in Ireland describes an approach to government where interest groups, outside of 

elected representatives o f government, play an active role in decision taking and policy making. 

This form of participative democracy enables the social partners to enter discussions with 

government on a range o f issues and to reach a consensus on policy.

Since 1987 Social Partnership has been an important basis fo r government planning and 

policymaking in Ireland. The origins o f Social Partnership in Ireland were in the extreme economic 

and social problems during 1980s. In 1987, the Unions, Employers and Farmers were called to 

meetings that led to the National Agreement, The Programme fo r National Recovery. A t the time 

o f this first agreement, the country faced significant problems such as a crippling National Debt, 

high unemployment and enormous emigration. The socio-economic changes that have taken place 

over the last 18 years are such that these problems have been significantly diminished and Ireland 

has enjoyed economic growth and per capita income above the European average.
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The Programme for National Recovery was the first o f a series o f National A greem ents which have 

been augm ented in other ‘arenas’ both local and national, in which the Social Partners work 

together. These include the National Economic and Social Council (NESC) - in effect acting as a 

Governm ent ‘think tank’, the National Econom ic and Social Forum (NESF), the Centre for 

Partnership and Performance and Local Area Partnerships, County / City D evelopm ent Boards, etc.

In total there have been six national Agreem ents to date. These are:

• 1988 Programm e for National Recovery (PNR)

• 1991 Programm e for Economic and Social Progress (PESP)

• 1994 Programm e for Competitiveness and W ork (PCW )

• 1997 Partnership 2000 (P2000)

• 2000 Programm e for Prosperity and Fairness (PPF)

• 2003 Sustaining Progress (SP)

Agreem ents one, two and three (PNR, PESP and PCW) were agreed by Governm ent with the 

original 3 Pillars:

• Employers (Currently - Irish Business and Employers Confederation (IBEC), Construction

Industry Federation, Small Firms Association, Irish Exporters A ssociation, Irish Tourist 

Industry Confederation and the Chamber o f Commerce),

• Trades Unions (Irish Congress o f Trade Unions (ICTU))

• Farmers (Currently - Irish Farmers Association (IFA), Irish Creamery Milk Suppliers

Association (ICM SA), Irish Co-Operative Organisation Society Ltd (ICOS) and M acra na 

Feirme).

Agreem ents four and five (P2000 and PPF) were agreed by G overnm ent with the additional pillar 

of the Community and Voluntary Sector. This com prised o f the Com munity Platform, Conference 

of Religious of Ireland (CORI), Irish National Organisation of the Unemployed (INOU), National 

W om en's Council o f Ireland (NW CI), Society o f St V incent de Paul (SVP), Protestant Aid, 

National Youth Council of Ireland (NYCI) and ICTU Centres for the Unemployed.

The sixth and current Agreem ent Sustaining Progress was negotiated with the G overnm ent and the 

Employers, Trades Unions, Farmers and Community and Voluntary Pillar. Two previous members 

of the Community and Voluntary Pillar - the Community Platform and the National W omen's 

Council o f Ireland - rejected Sustaining Progress and so are no longer Social Partners. However, 

the Departm ent o f the Taoiseach acknowledges that they have expertise in their fields and has 

instructed other Departments to consult with them on specific relevant issues as they arise.
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Additionally, after Sustaining Progress was agreed, the Government invited a number of new 

organisations who had not been involved in negotiating the Agreement to join an expanded and re

structured Community and Voluntary Pillar. It has 13 ‘seats at the table’ which are filled by 15 

organisations.

4.1.2 Partnersh ip  at th e  organisa tional level

One of the objectives of Partnership 2000 was to “extend Partnership arrangements at enterprise 

level” (Government of Ireland, 1997). It was recognised that these arrangements were already 

happening in a number of organisations in various different ways but nothing was documented. It 

was also recognised that

“International and domestic experience suggest that further development o f  the Partnership 

approach at enterprise level will enhance the competitiveness o f  firms, the quality o f  the 

work environment and the access o f  employees to life long learning.” (Government of 

Ireland, 1997)

Partnership in organisations was defined in this document as the following:

“Partnership is an active relationship based on recognition o f  a common interest to secure 

the competitiveness, viability and prosperity o f the enterprise. It involves a continuing 

commitment by employees to improvements in quality and efficiency: and the acceptance by 

employers o f  employees as stake holders with rights and interests to be considered in the 

context o f  major decisions affecting their employment. Partnership involves common 

ownership o f the resolution o f  challenges, involving the direct participation o f  

employees/representatives and an investment in their training, development and working 

environment.” (Government of Ireland, 1997)

The objectives of Partnership were defined as:

• To enhance the prosperity and success of the enterprise;

• To create the basis and arrangements for discussion of major decisions affecting the

organisation’s future, including future economic security;

• To engage all stake holders’ ideas, abilities and commitment; and

• To enhance the quality of the work environment.
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G uidance on how  to introduce Partnership

It was recognised that for some em ployers, employees, and their representatives, the move to a 

Partnership culture would require a “radical change in current attitudes and approaches” 

(Government of Ireland, 1997). The Governm ent decided that it was important that each 

organisation adapt Partnership to suit their own culture therefore only general guidelines were 

given on how to introduce Partnership into an organisation. For example the following suggestions 

for topics that might be appropriate for discussion at an organisational level were given;

• Employee involvem ent for com petitiveness (opportunities for em ployees to be involved in, 

and contribute to, meeting the challenge of global com petition)

• Training, personal developm ent and support (enhancing com petence, flexibility and 

innovation through skills developm ent, professional training and em ployee assistance)

• Equality o f opportunities (consideration of equal opportunities and reconciliation of family 

and work responsibilities)

• Representational arrangem ents (the role o f the union and em ployee representatives and 

facilities for effective representation)

• Forms of financial involvement

• Occupational health and safety and the work environm ent

• Com position of the workforce (issues relating to the em ploym ent of atypical workers 

taking account of such factors as com petitive pressures, flexibility and security of 

employment

• Co-operation with change including new form s of work organisation (the mechanisms by 

which em ployees and managers can be continuously innovative and accept the need for 

change to remain competitive)

• Problem solving and conflict avoidance (developing a co-operative culture which 

facilitates a non adversarial approach to problems)

• Adaptability, flexibility and innovation (the means by which the organisation can be made 

more flexible, innovative and adapt to changing market requirements).

It was agreed in Partnership 2000 to set up services and support to help organisations to implement 

Partnership. O ut of this the National Centre for Partnership was born. This later changed its name 

to the National Centre for Partnership Performance (NCPP). Thus there was a centrally located 

expertise in establishing Partnership that organisations could avail of.

Finally it was noted in this docum ent that successful change must be based on a Partnership 

approach and in introducing Partnership there must be jo in t ownership by management, unions and 

staff of the entire process. It was stressed that in order to achieve this
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"An adversarial approach to change must be replaced by an open, co-operative process  

based on effective consultation and participation by all concerned” (Governm ent o f Ireland, 

1997)

Union and em ployers’ initial response to Partnership

This was the governm ent perspective on what Partnership should be. ICTU representing the trade

unions and IBEC representing the employers went on to publish their perspectives on Partnership.

It is interesting to note the differences in interpretation at this stage, particularly obvious for

example is the lack of mention of unions in the IBEC sta tem ent

Union / ICTU Perspectives on Partnership 2000 (1997)

• Union is recognised, resourced and involved in the com pany’s strategic development

• W orkers participate, through their union representatives and direcdy, in decisions affecting

investment and employment prospects, work organisation, working and employment 

conditions

• There is openness and trust

• Joint problem solving

• W orkers accept the need for change

• W orkers share in benefits of success

Em ployers’ / IBEC Perspective on Partnership 2000 (1998)

• Communication with employees

• Employees supporting improved process through teams, project groups, and task forces

• Co-operation with change

• Mutual respect, a social plan that shows that serious consideration is given to the interests of 

employees

• Diversity of approach

In “Partnership at W orkplace Level” John Dunne of IBEC wrote,

“Partnership strategies are not quick fix . They are not fo r  the faint-hearted. They 

are not fo r  those who lack ambition or fo r  those fo r  whom survival w ithout 

progress is acceptable or the status quo preferable to change.

They are fo r  those who want to grow and develop: who see togetherness as the 

way forw ard; who understand that a team is immeasurably better than a group o f  

disparate individuals; who acknowledge differences but believe in resolution; 

who believe in excellence rather than mediocrity and who are prepared to p lay
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together for the Long haul, rather than engage in ongoing short term and highly 

unproductive confrontation.” (Dunne, 1999, plO)

Problems with Partnership

There have however been problems identified with Partnership in Ireland. This could have been 

because of the lack of clear definition by the Government as to what was expected of an 

organisation engaged in Partnership. In the Irish context it could also relate to a history of mistrust 

between employers and unions. It could also be a reflection of these early differences in 

interpretation. In a recent newspaper article Ireland’s largest trade union Services, Industrial, 

Professional and Technical Union (SIPTU) official Mike Jennings called “Partnership no 

alternative to trade unions” the author argued that

“Employers should strive for ‘real’ Partnership by making trade unions part and parcel o f  

the workplace community...Telling your employees that you will treat them with respect, but 

only outside a mechanism where they have independent or balancing power is a bit like 

putting up a sign which says “all workers will be treated with respect... a t the tradesman’s 

entrance”. After decades o f displays o f active hostility by employers towards all forms o f  

trade union organisation it is perfectly understandable that many workers would be 

suspicious o f new concepts o f  ‘Partnership’ being promulgated by employers. I f  the leopard 

hasn ’t changed his spots is there a justification fo r  the belief that we are perhaps witnessing 

an attempt to kill off, by kindness, defensive structures which have withstood countless 

campaigns o f  ‘union-busting’?” (Irish Times, 3"̂  August 2004)

He argues that the way to convince workers that employers are serious about building real 

Partnership would be to invite workers into the tent ‘fully armed’, that is fully represented and 

empowered by their trade union affiliation. However he goes on to say that this in not the route 

chosen by most Irish employers. Employers’ hostility to trade unions and trade unionists’ suspicion 

of Partnership has created a situation where, in many workplaces, there are two structures in 

operation - the Partnership forum and the traditional industrial relations procedure. He argues it has 

become the norm, “somewhat illogically and self-defeatingly”, that understandings are given to the 

effect that Partnership bodies will not ‘encroach’ into the area of industrial relations. He notes if 

people have the option of being represented by a trade union then they would not or should not 

allow major, crunch issues such as pay and discipline and other ‘hard’ industrial relations issues to 

be decided in a forum in which they are not allowed to rely on the support and power that union 

membership gives them. He concludes
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“Inevitably, many Partnership forums are reduced to talking shops discussing relatively 

minor or trivial workplace issues. Or, when they do discuss core, important issues, this 

gives rise to a suspicion that the forum is being used as a means o f  ‘showing u p ’ or 

discrediting the in-house trade union. Either way, this is a wasteful way to do business.” 

(Irish Times, August 2004)

The answer, he argues, is for Partnership not to be seen as an alternative to trade unions but as a 

‘real’ Partnership which recognises that trade union membership is for employees a logical and 

necessary counterbalance to the inherent economic power enjoyed by the employer.

A recent review by Teague (2004) however argues that this is part of the problem. He highlighted 

that both employers and trade unions supported the creation of enterprise Partnerships, but for 

different reasons. On the one hand, employers viewed this development as a mechanism to improve 

competitiveness and performance inside organisations. On the other hand, trade unions envisaged 

enterprise Partnerships as the first step towards the longstanding labour movement aim of creating 

a system of industrial democracy at the workplace. He notes

.managers insist that developing Partnership cannot intrude into their right to manage, 

where unions insist that Partnership must be kept at arms length from  collective bargaining 

activity and yet Partnership is given a mandate to bring about meaningful cooperative 

interactions at the workplace...” (Teague, 2004, p.25).

In addition Teague argues that to create an employment system inside a company that contains 

management, unions and Partnership is a recipe for either deadlock or for weak Partnership 

arrangements.

The NCCP (2003) do argue that Partnership is working and has worked in Ireland in some 

companies precisely because they are managing the union issue so well. In support of this, they 

note how at a Dairygold pigmeat plant Partnership resulted in an innovative cost management 

strategy. This involved a re-structuring of the employee/employer relationship, the establishment of 

performance targets, the devolution of responsibility for cost management and the introduction of a 

gainsharing strategy (NCCP, 2002). However on further consultation with the actual case study it 

was found that this was not a Partnership initiative it was a union initiative. One other case they 

cite is that of Jurys Doyle Hotel Group. Again in this instance however SIPTU approached Jurys to 

participate in some research they were doing on Partnership and while the initiative worked well 

there was no employee presence on the Partnership Steering Group (PSG). It was difficult to find 

evidence to support Partnership initiatives in Ireland.
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In terna tional  H v idence

The NCCP also published a report “Achieving High Performance: Partnership W orks -  The 

International Evidence” (NCCP, 2003) which provides evidence from  case studies around the 

world, in particular the UK and the US, suggesting that Partnership does work. They believe that 

Partnership can make a positive contribution to what they define as core organisational concerns; 

performance, productivity, innovation, worker benefits and change (NCCP, 2003, p.4). In 

Partnership-type organisations, they argue, workers, unions and m anagem ent are not ju st 

instruments for change -  they are the thinking core of the organisation. It must be remembered that 

the NCCP were established to support organisations introducing Partnership, part o f this process is 

then presumably to encourage organisations that Partnership can work. This makes it difficult 

however to establish, o f the evidence that they put forward, w hat are explicitly Partnership 

initiatives and what are not. The scope of what they define as Partnership is enormous, from 

“formal collaborative arrangements between management and em ployees and unions” to “informal 

arrangements to w ork together” (NCCP, 2003, p. 10). They cite a lot o f exam ples of participative 

working styles from  around the world but they do not really shed light on the question of 

Partnership as they do not state w hat initiatives are explicitly Partnership.

Teague (2004) also points out that w hat at first glance may appear to be Partnership initiatives may 

not be. For exam ple, he cites Geary (1999) who argues that an unresolved m atter is whether 

delegation is unam biguously positive. With new decision making rights com es extra responsibility. 

Teague (2004) also expresses the view that team working may be used to squeeze more effort out 

o f individual employees. Thus, he concludes, the extent to which team  working represents a far- 

reaching form of Partnership, rather than just a managem ent tool for increasing efficiency, is open 

to debate.

The European evidence, while being am biguous in that it does not lay out criteria for what is a 

Partnership initiative or what is successful, would suggest Partnership is som ething positive for an 

organisation, for example K nell’s work for the UK W ork Foundation in 1999, consisting of 

surveying 300 organisations and carrying out research with 15 in particular. He found that working 

through Partnership delivers a more flexible workforce that is focused and com m itted to what are 

seen as com mon or shared problems. In particular the case studies show that individuals accept 

more responsibility for innovation and change and further as w orkers becom e more deeply 

involved in problem -solving, there are often marked decreases in the level of absenteeism , staff 

turnover and industrial conflict. W ithin these Partnership organisations there is com m itm ent to 

genuine processes of consultation and discussion, to openness, and to finding mutually beneficial 

solutions. Knell argues that part o f this is having win-win negotiating dynam ics, especially as most 

Partnerships arise out o f a need to manage change (NCCP, 2003, p.20).
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Knell et al. continued this work in 2001 and again surveyed the 300 UK organisations and found in 

Partnership organisations em ployees stayed with em ployers longer, had lower levels of 

absenteeism and higher satisfaction levels, in summary the evidence suggested that Partnership at 

least offered the possibility of making working life more fulfilling. The W ork Foundation do argue 

that there is also a com pelling business case for Partnership. O rganisations that adopt a Partnership 

approach testify that it has helped them achieve enhanced com petitive perform ance, productivity, 

quality and profitability. This they argue is due to a number of factors:

• Employees are involved in key decisions

• Better use is made of em ployee expertise

• M anagement tim e is better used

• Decision-making is improved

• More opportunities for innovation exist

• Quality o f work is higher

• Cost savings

• Partnership organisations were more likely to adopt best practice 

(NCCP, 2003, p. 15).

The research from the US was equally ambiguous. It was not obvious if any of the work involved 

organisations that had explicitly undertaken to im plem ent Partnership. In relation to the role of 

unions however the research is interesting particularly that presented from  Black and Lynch (1997, 

2000) based on work carried out with 627 US organisations. They show that unionisation combined 

with innovative work practices (for exam ple Total Quality M anagem ent (TQM ), benchmarking) 

delivers higher levels o f productivity than any of the following:

• Unionisation with low involvement

• Non-unionisation with high involvement

• Non-unionisation with low involvem ent 

(NCCP, 2003, p.26)

Similarly Gittell et al. (2003) studied ten US airline com panies and found that unionisation can lead 

to higher company perform ance. Unions are linked to higher wages but also to higher levels of 

aircraft productivity (faster turnarounds) and increased profitability. The key influence on 

perform ance was the underlying quality of the labour m anagem ent relationship.

K nell’s (1999) work in the UK also suggests that unions in Partnership organisations are now 

seeking to expand their role. They are actively seeking to play a part in decisions they would have 

normally regarded as the preserve of management. Bacon and Storey (2000) also concluded that 

unions in the UK are carving out new roles in Partnership organisations, leading to greater
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involvement in establishing joint rules and procedures. Initially their research suggests this 

involvement was clearly m anagement-driven but they also argue at com panies like Ford for 

example that this collaboration was deepening. One of the key problem s for Partnership is to find a 

way to move forward on the union -  management issue.

Response bv the NCCP to these issues

In relation to union - management working, the NCCP (2003) warn that abuses of Partnership can 

and do take place. They conclude these are not the norm  but suggest that it is partly because of the 

open nature of Partnership that abuses or m isinterpretations might take place. As noted above a 

core operating assumption behind the fostering of enterprise Partnership in Ireland is that these 

arrangements have different starting points and advance at different speeds depending on the 

organisation. They do argue however that this is one of its strengths. Similarly to Teague they point 

out that at the moment there is a tendency to separate Partnership from  IR. However they argue a 

key challenge for Partnership to work is to find ways in which Partnership and traditional IR 

processes can be mutually supportive. They argue a flexible and pragmatic approach must be 

adopted to not ju st IR issues but also to various other structures such as change m anagem ent units. 

They argue as Partnership develops it will need to move between these various structures and this 

movement may lead to a blurring or even elimination of the distinction between these structures.

They offer the following guidelines if Partnership is to deliver all it can within an organisation. It 

must be conceived of in the following terms:

• A mainstream process: As a serious approach to the m anagem ent o f change which has

application to all aspects o f how work is organised

• A worked solution: There is no off-the-shelf solution. Instead managers, em ployees and

unions carve out new arrangements, roles and responsibilities. Com m unication is the 

engine for this way of working.

• A mutual outcome: The underlying idea of Partnership is that there is som ething in it for all

parties. This ensures participation in the first instance and on an ongoing basis.

Again these guidelines however are ‘open’ and while they point out it is an advantage also it does 

leave it difficult to ascertain w hat is the best way to go about im plem enting Partnership. This 

caused difficulties for the researcher and must also do for organisations in attem pting to implement 

Partnership and raised questions around what criteria for success could an initiative then be 

measured against. Teague (2004) suggests that some of the ‘best’ enterprise Partnerships have 

some of the following design features:
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• Overarching Partnership committee

• High Commitment HR management policies

• Direct Participation

• Projects / sub-groups

• Collective bargaining

The case-study evidence, provided by Teague, suggests that the ‘ engine room’ of a successful 

enterprise Partnership is well functioning projects / sub-groups.

4.1.4 Partnership at the local level

It is one such group that is the focus o f this case study. The case study is located in Company BB 

where these sub-groups are referred to as ‘ local area forums’ . By working on specific tasks, or 

attempting to invent solutions to agreed problems, Teague (2004) argues these bodies drive 

purposeful jo in t action between management and employers. He argues that these sub-groups, 

which encourage management and employees to search for superior ways o f doing things, make 

enterprise Partnership simultaneously “ process and task driven: the boundary between process and 

outcome becomes blurred” .

Teague (2004) raises three issues o f importance that must be noted; trust, relationship with other 

change initiatives and the lack o f any legal requirement to have Partnership.

Trust

Teague points out that one view o f Partnership is that when it is first set up it needs time away from 

the commercial ‘ front-end’ of the organisation so that management and workers can develop 

sufficient confidence in each other when facing the operational realities o f business life. He 

suggests however that an uneasiness exists about this view in Ireland, largely because it is seen as 

an overly ‘ process’ driven approach to Partnership development and a suspicion exists that 

enterprises have neither the time nor resources to engage in such trust creating activity. He 

highlights that in most circumstances enterprise Partnerships make a pragmatic trade-off between 

trust and time thus a preference has emerged in Ireland for enterprise Partnership to link trust 

formation with ‘ hard’ tasks associated with business performance.

Relationship with other change initiatives

Teague highlights that the introduction o f Partnership into organisations in Ireland has been 

influenced by theories from economics (in particular he cites M ilgrom / Roberts (1992) idea that 

enterprises should strive fo r complementarity between structures, practices and procedures) and 

literature from HR management practices on how this complementarity can affect performance (in 

particular he cites A ok i’s (1994) work on the Japanese firm  and how complementarity allows the
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collective impact of competencies to be greater than the sum of the individual parts). Teague argues 

that this has led to an assumption, even a belief, that it is more advantageous to introduce new work 

practices in bundles and “thus for any arrangement of this ilk to be robust and properly ‘embedded’ 

it must involve a series of interdependent and mutually reinforcing changes”. Citing Guest and 

Peccei (1998) he points out that the significance of this approach is that introducing enterprise 

Partnerships must involve transformative organisational change. He argues however that this is not 

really an appropriate framework for the Irish context and that a more appropriate framework for the 

interpretation of the Irish experience is the evolutionary view of the firm (from Nelson and Winter, 

1982) which sees organisations develop through a process of guided evolution whereby new 

practices are introduced incrementally and tried and tested procedures mutate.

Lack o f  a legal requirement for Partnership

Without a legal framework Partnership will not and has not been successful in Ireland. Partnership 

at the enterprise level in Ireland falls between the ‘work councils’ and HR management approaches 

to employee involvement and participation but while touching on both does not have its own legal 

framework to support it. While the NCP or subsequently the NCCP has provided support in a ‘soft’ 

way Partnership will need ‘hard’ legal support to ensure it progresses in Ireland. This is because of 

the nature of information that needs to be shared among management and workers if Partnership is 

to work (Teague, 2004).

This point is supported in an article in a recent edition of Industrial Relations News (IRN), a 

weekly independent magazine without links to any employer, trade union or government bodies. 

The author Tony Dobbins concludes

“At the end o f  the day, workplace Partnership in Ireland is voluntary, in the sense that there 

is no statutory obligation on employers to share power over the key operational and 

strategic issues facing company stakeholders. Partnership institutions such as the NCPP 

can try and persuade organisations to enter into voluntary Partnerships by selling it as a 

method o f ‘good’ industrial relations, but there are limits to this influence.

Moreover, even where Partnership does exist, employers can withdraw at any time, because 

there are currently few  institutional and legal underpinnings, and the harsh winds o f  

competition in product and service markets may simply blow Partnership away. Equally, the 

union side has not always been as proactive as it might in exploring this area, and 

responding to the diverse interests o f  members.” (Dobbins, 2004)

Both authors conclude with the hope that new EU information and consultation legislation - due to 

come into force in March 2005 - may be significant in boosting Partnership. This will require 

employers across Ireland who fall under its provisions to provide workers with new rights to
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information and consultation. Dobbins remains a bit more cautious saying

“...it remains to be seen whether the Directive can provide the 'institutional architecture’ to 

more widely diffuse Partnership in years to come, or alternatively, whether a minimalist 

interpretation o f the Directive will take root. Much depends on how it is transposed, which 

will be driven by the choices o f the various actors.” (Dobbins, 2004)

This case study focuses on Partnership at the local level in Company BB. It was already evident 

from the AIR case study and Company BB’s triangulated approach to change that Teague’s second 

issue of introducing change in bundles is a strategy of Company BB. The third issue is a more 

general one and will not be explored but in order to look at the first issue of trust some company 

documentation was looked at in relation to the history of IR which as was evident in AIR is linked 

to trust and the company strategy for Partnership.

4.2 A history of industrial relations in Company BB

Company documentation was sought on the history of IR. The only sources that were available to 

the researcher came however from a Master research paper by the HR manager and an academic 

essay by an engineer within the company, thus there was no perspective from the unions obtained.

The history will begin with the 1991 Gulf War. There were just over 2,000 people working in the 

company and prior to that things were going well. The war however had a negative impact on the 

company and person hour rates (what customers were willing to pay for work) fell drastically and 

costs per hour (what the work actually cost to carry out) exceeded person hour rates. The situation 

continued to decline and in 1994 an attempt was made by management to launch a Rescue / 

Survival Plan which would involve workforce changes.

The HR manager (2002) notes the following in relation to the role of the unions at the time:

“Union representatives essentially had a free run in the organisation. The craft union 

representatives met among themselves at least two halfdays per week; many o f  them were 

fitll time under the guise o f  productivity co-ordinators (a system which had long since 

been discredited but management had done little about); mass meetings were regularly 

called (without permission) by the union representatives; and the senior union 

representatives had ready access to the senior management on demand, a facility not 

enjoyed by middle management. The union representatives had organised themselves into 

a parallel structure to that o f the management except they had more time to meet and were 

not accountable, it seemed, to anyone. The fu ll time union officials had also abdicated
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their responsibilities. There was an overtime culture in the organisation and absenteeism  

through sick leave was running a t over 1 5 per cen t.”

A dispute arose between managem ent and the unions on the nature o f the 1994 rescue plan. 

Throughout June of that year there was a lot o f outsider intervention to try to alleviate the conflict 

between unions and management. These included Special Tribunals, actions taken by the Labour 

Relations Court (LRC), Ministerial intervention, ICTU intervention. There were also ongoing 

direct discussions and negotiations between unions and management. A com prom ise settlement 

was agreed at the LRC in June of 1994. However there was subsequent failure to agree and 

implement this settlement. It led to the com pany running short o f money and being forced to lay off 

1,300 em ployees in order for the company to remain solvent.

An ICTU com m issioned report from  the Board of Qualified Independent A ssessors stated:

“There is evidence that management fa iled  to manage and the workforce withdrew  

their consent to be managed. A blame culture predominates the company.” (Cited 

in HR m anager’s Masters Thesis, 2002).

The unions balloted their members on the settlem ent agreed at the LRC, the craft unions 

recommending and attaining their m em bers’ rejection. An Interim Exam iner was then appointed by 

the High Court in September 1994. In his report to the High Court in October 1994 he strongly 

recommended that three aspects o f industrial relations practices and procedures be given urgent 

consideration. These covered the following areas:

• The creation of rationalised procedures and structures for the orderly resolution of 

industrial relations problems

• The form alisation of a single union group

• A com m itm ent by both m anagem ent and unions to a period o f industrial stability in order 

to guarantee customers reliability and continuity of service

The unions met with the Interim Exam iner following which the unions conducted a further ballot 

resulting in unanimous acceptance of the LCR settlement. A lso prior to the hearing the Interim 

Exam iner had discussions with m anagem ent and unions on the implem entation of the 

recommendations contained in the settlement and had received confirmation in writing from each 

of the unions regarding their acceptance and agreement. The Interim Exam iner was removed by the 

High Court and a return to work for the 1,300 em ployees who had been laid o ff com menced.
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The HR manager of the com pany noted that the implementation of the recommendations of this 

settlement proved extremely challenging:

“The management set about changing the situation described earlier. All union 

representatives were required to work full time in the roles they were employed for; no 

meetings o f  union representatives were allowed during working hours; mass meetings 

were not allowed during working hours or on the company’s premises (...); office 

facilities for union representatives were removed; regular meetings with the Craft 

Negotiating Committee ceased and the management would only meet with the Craft 

Negotiating Committee on foot o f a request from  their fu ll time union officials and with 

them in attendance at scheduled meetings. All o f this caused a lot o f  acrimony, the 

management style was very command and control and the relationship very adversarial 

and legalistic. ”

He also noted that the em ployees’ situation was difficult; their earnings were cut back quite 

considerably through a three year pay freeze followed by pay deferrals; through the introduction of 

new working practices and behaviours, overtime working was curtailed; a determined focus was 

placed on absenteeism with poor attendees being brought through disciplinary procedures and 

repeat offenders ultimately dism issed; contract labour was introduced for the first time; all 

employees had to clock in and out and annual leave was scheduled. The business and financial 

position was also very unfavourable, the person-hours rates never recovered to the levels o f the 

early 90’s, customers were hard to win and the market was continuing to consolidate. The com pany 

continued to make losses.

Over the next few years the com pany continued to be dom inated by industrial relations disputes. 

Outside help was sought on numerous occasions throughout this tim e until finally in November 

1997 the company was put up for sale. Just prior to this announcem ent the craft group of unions 

advised management that they intended to revert to the working practices that existed prior to the 

LRC settlement. A very detailed response was delivered back to the craft unions essentially saying 

that going back was not an option, it would add m assive costs to the company, reintroduce 

inflexibility and to do so would signal the end for the company.

A complicated sale process began which saw a foreign group purchase the com pany and rename it 

Company BB. This process lasted for almost a year and before the group finally bought the 

company in 1998, an agreement was signed between the unions and incoming group managem ent 

to encourage:
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• Good relations between Management and Employees and to provide a safe and secure 

work environment

• Employee participation in jo in t structures in order to facilitate improved and flexible 

working arrangements and conditions and to ensure a new level o f communications, to 

develop an open culture and climate o f Partnership w ithin the company

Within a short period changes were made at senior management level - most notably from a 

Partnership perspective -  a new Chief Executive Officer (CEO), Finance Director and Personnel 

Director were appointed. A number o f new initiatives to signal a change from the ‘ past’ and a 

different open management style were put in place, for example, with regard to pay all promises 

and commitments on pay were delivered. And with regard to communications monthly ‘ Open 

Forums’ were introduced at which the CEO and other senior managers attended and addressed any 

questions or concerns raised by employees

4.3 The decision to introduce Partnership into Company BB

A t a LRC conciliation hearing in October 1999 the company and unions agreed to implement 

Partnership in Company BB. This was to be achieved with the assistance o f the NCR. A  jo in t group 

of 80 people from the unions and management attended a NCP seminar in December 1999. 

Attendees found the seminar helpful and agreed to explore the concept o f Partnership in greater 

detail. This led to a two-day o ff site jo in t training programme facilitated by the NCP in March 2000 

on “ Understanding and Developing Partnership in the Private sector” .

The outcome o f this training workshop was the formation o f a jo in t Partnership Steering Group 

(PSG) to develop a Partnership approach in Company BB. The first action o f this steering group 

was to appoint a three person Study Group charged with the responsibility o f drawing up draft 

proposals to assist towards the formation o f a Partnership agreement in Company BB. This group 

was facilitated and guided by an expert in the area who was nominated for the role by the NCP.

In December 2000, fourteen months after agreeing to explore Partnership, the company and the 

unions adopted the report o f the Study Group “ Partnership in Company BB” as the blueprint for the 

way forward for the organisation. This led to the decision that all members o f the PSG should 

attend the TCD STAM INA “ Human Factors Training for Senior Managers”  on the 10/11/12* 

January 2001 which led to the development of the PPI strategy for the company.

Central to this strategy were the aims and goals o f Partnership as set out in the Study Report 

adopted by management and unions in December 2000. In this document it was noted that 

“ Partnership is a journey not a destination”  and that it was important to establish where on that 

journey the company was at the time.
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The following question was posed in the document “So what is the state of our union management 

relationship today?” and the following Table 4.1 presented:

Table 4.1 Partnership journey

Decision Making_____________
Restricted Relations Full Partnership

Management Union is asked Union is asked to At management’s Union enjoys full
Informs to Comment before Initiative, union is Collaboration in
unions of Comment on decisions are Asked to actively reaching the final
Decisions. Decisions but made Participate from the decision, goal

often but is not actively Outset of the setting, taking
After they are brought into the Decision-making corrective action.
made. decision-making

process.
Process. and monitoring.

Industrial Relations
Present Future (Partnership)
Adversarial Co-operation

Reactive Interest based

It was noted, based on this table, that there was a distance to travel from the present situation to full 

Partnership (Study Group Report on Partnership, 2000). Potential benefits of Partnership were cited 

as for example more constructive relationship between union and management leading to fewer 

grievances, improved benefits, and substantially reduced costs, joint resolution of problems, shared 

responsibility and accountability for results and enhanced employee security, morale, and job 

satisfaction (Study Group Report on Partnership, 2000). Finally it was stressed

“Only by changing the nature o f employee-management relations so that managers, 

employees and employees’ elected union representatives serve as partners will it be 

possible to design and implement comprehensive changes necessary to reform the 

company.” (Study Group Report on Partnership, 2000)

The day to day running of the business continued following this. In 2000, however. Company BB’s 

group decided to focus on their core business (which was not aviation). They announced their 

intention to sell Company BB. After a year of uncertainty amid much speculation, a deal was 

agreed in principle with a new investor. At the same time however the group faced a downturn in 

business and a strategic report recommended the reduction of 900 jobs group wide, 200 in 

Company BB. The September 11“' terrorist attack happened shortly after this and confounded the 

entire situation. The investor pulled out and it was left for Company BB to deal with the situation. 

The HR manager noted they insisted on doing this in a manner consistent with the Partnership 

approach. A ‘Joint Statement’ was signed and the PSG and full time union officials met each
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fortnight for briefings, updates and full consultations on the business situation. The HR manager 

concluded

“These matters would not have been handled in the organisation with such maturity and

application prior to embarking on the Partnership approach.  ”

However the Engineer’s report (2004) noted that the craft union, with the largest membership, 

withdrew from  Partnership as they felt not enough attention was given to their specific issues. He 

noted industrial relations were strained at Company BB. The required headcount reduction was 

achieved amicably through early retirement and natural attrition. W hile there had been no formal 

industrial action there was a ‘w ildcat’ strike which lasted approxim ately eight hours, an unofficial 

overtime ban lasting for six months and a number of ballots for official action.

The company also made a decision not to pay the increments due under the Program m e for 

Prosperity and Fairness (PPF). This led to a number of claim s referred to the LRC and general 

unrest. The com pany’s decision was upheld by the LRC on the grounds of inability to pay, and an 

assessor was appointed by the LRC at the request o f the unions. Following a LRC 

Recommendation a working group to communicate between m anagem ent and the unions was 

established. There were a number of reports of alleged attem pted intimidation and dam age to 

physical property in late 2003 early 2004. It was believed by m anagem ent within the company that 

this was an attem pt to enforce the unofficial overtime ban.

Continued attempts to sell the com pany came to fruition on 28“' June 2004, when a global 

aerospace com pany bought the group. They have, however, indicated that there will be 

fundamental restructuring on a large scale. This has resulted in significant dow n-sizing in other 

bases, and will have the same implications for Company BB.
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Company BB requirements for the successful implementation of Partnership

How Partnership was to work is outlined in Figure 4.1. This Figure is taken from 

Company BB docum entation. This case study would focus on the level o f the LAF.

Figure 4.1 Partnership Structure in Company BB
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Partnership Local Area Forum (LAF)

A LAF is a local group of staff and their management within a defined work area such as Hangar, 

Workshop, or Office. This is the first and most important operational level of Partnership. The 

overall success of Partnership depends on the com mitm ent and involvem ent of local management 

and staff. Necessary training and resources must be provided and facilitated by senior management. 

Goals and Objectives:

The primary goal is to encourage and facilitate staff to contribute their intimate and expert 

knowledge of the local operation to improve and add value to the business.

Every agreed proposal will be evaluated (either by the LA F itself, a focus group or the area 

Partnership council task group) and a response given within a specific time frame. Details of plans 

of action, level of investment and potential savings will be com m unicated to the LAF. If after 

examination it is decided not to pursue the proposals the reasons for not doing so will immediately 

be communicated to the LAF.

Procedures:

The LAF will meet post-check, every week for thirty minutes or as required. A review of the 

business, update on the operation, and status of current proposals for im provem ent will be given. 

The business o f the LAF will be conducted in a jo in t facilitation manner and co-chaired by 

labour/management representatives. Staff and management will be given an opportunity to express 

their views on the operation of the check/workplace in the previous week. The suggested local 

checklist can be used as a reference in carrying out this function. W ork related issues arising that 

require further investigation can be referred to a local focus group. All output o f the local forum 

will be communicated to the area council.

Support for the LAF

Any Partnership forum could establish a local focus group to examine work-related issues or 

proposals of a localised nature, unresolved at the Partnership forum. The focus group as an ad hoc 

group could request the involvement of support areas and if necessary any expertise necessary to 

resolve the problem. They would also report on current progress to its local forum  and once 

completed, the focus group disbands. Necessary resources would be made available to carry out its 

tasks.

An Area Council would consist o f area management and union Reps and Co-chairs from  the local 

forums. The area councils were to be established in AOH, Com ponent Overhaul / Repair (COH), 

and Line Maintenance. The fourth Council would consist of all support areas. These Councils 

would report directly to the steering group. Their purpose would be to co-ordinate the operation of 

the local forums.
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Area Task Groups would be sim ilar in operation to a Local Focus Group, but would operate on 

behalf of Area Partnership Councils where a common problem or solution across similar product 

lines had been identified and the work and/or solution(s) needed to be co-ordinated across those 

areas. They would act as ad hoc group established by any of the four area councils to conduct 

detailed examinations of various issues that impacted across several different functional areas. 

When the project was com pleted the group would report their findings to the Area Partnership 

Council and disband.

The Partnership Steering Group would secure support for the agreem ent to implement Partnership 

from management and staff. They would implement and oversee the operation of Partnership 

structures in all areas o f the company and ensure Partnership was accessible to all staff. They 

would ensure adequate resources, funding and training were allocated for Partnership 

implementation and establish an effective Partnership com m unications network. Other tasks would 

include:

• Monitoring the effectiveness and working of Partnership.

• Disseminating and sharing information.

• Co-ordinating issues with Local and Area Partnership Councils.

• Identifying and elim inating any bottlenecks that prevent the smooth operation of 

Partnership.

• Initiating remedial action where necessary.

• Striving to maintain at all times a positive Staff/Union/Com pany relationship.

• Ensuring the benefits and dividends of Partnership would be jointly assessed and 

communicated to all relevant parties.

In the early stages of the implementation of Partnership it was agreed the PSG would need to meet 

on a frequent basis. Once there was agreem ent that the Partnership process was working in the 

desired manner these meetings would become less frequent, perhaps once per month. It was noted 

that Partnership would com m unicate openly and in a participatory manner and the minutes of 

meetings would accurately reflect the decisions, actions, and intent o f the PSG meeting.

In a final part to this docum ent there also included a section on “Change and D isputes” which 

noted that it was important that there was an agreed method and procedure for dealing with change 

and potential disputes in order to protect Partnership in its early developmental stages. It was 

agreed that to this end mechanisms would be provided to

• Manage change

• Resolve disputes

• Staff Impact studies
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It was noted that consensus must be reached at the level o f the steering group that recognises that 

during the process o f building Partnership, management may have to deal with issues and change 

in a timely manner. The report noted that “ in this regard, it is acknowledged that in the company 

interest management may have to deal swiftly with particular issues. It is accepted that such cases 

w ill not be the norm. In these cases there w ill be consultation and information sharing”  (Study 

Group Report, 2000).

The report also stressed that “ neither the management nor the unions w ill attempt to slow down the 

Partnership process or hold it to ransom in order to exert pressure in support of either a change in 

working practices or a collective bargaining issue” .

A mechanism fo r resolving problems before they become disputes, which might damage the 

Partnership, could be agreed upon and put in place for either party to trigger. The agreement and 

mechanisms would then be communicated to all local managers, union officials and representatives 

and area Partnership Committees. It was hoped that this would ensure that as far as possible a 

protective ring fence is built around the Partnership process in order to give it time to develop.

4.4 Line Maintenance

The LAP was due to take place in the area o f line maintenance (LM ), which is the term used for the 

day to day maintenance checks and repairs carried out on the ramp or terminal gate. Typically an 

aircraft w ill come to the gate and the passengers and baggage w ill be disembarked, and other ramp 

functions (fuel checks, tyre pressure checks etc) w ill be performed. The line maintenance AM E 

assigned to the aircraft w ill board, retrieve the technical log o f the aircraft and investigate any 

problems that have arisen on the flight. The technical log details the physical state o f the aircraft at 

that moment in time. The flight captain records in the technical log any unusual occurrences, 

readings or technical problems occurring during the flight.

The line maintenance AM E w ill attempt to rectify all of these problems before the aircraft is due to 

depart. I f  a problem occurs that cannot be fixed the M inimum Equipment List (MEL) is consulted 

to determine if  the aircraft can carry the problem until such a time as it can be rectified. I f  this is 

allowable the problem w ill be deferred, (for a length o f time specified in the maintenance manual) 

otherwise it must be rectified immediately or it could result in ‘ grounding the aircraft’ . The line 

maintenance AM E also performs a series of inspections o f varying detail during aircraft 

‘ turnaround’ . Finally, in conjunction with the captain fo r the next flight, the line maintenance AM E 

w ill sign the aircraft as ‘ released for service’ , that is that the aircraft is in an acceptable airworthy 

condition. (It should be noted that the captain can refuse to accept the aircraft, as in Europe the 

captain has the final say and responsibility for dispatching the aircraft, however in the United States 

the aircraft engineer signing the release is seen to have 50 per cent responsibility).
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At the time of the forum there were 205 personnel on the line in Com pany BB broken down into 

the following categories:

Table 4.2 Categories of staff on line maintenance

Indirects Directs
Managers 5 Shift M anagers 10
Clerical 2 M echanical Crew M anagers 17
Graduate Engineer 1 Avionic Crew M anagers 7
Project Planner 1 AM Es 105
Apprentices 28 Avionic AM Es 9

Tug Drivers 9
Operatives 11

Personnel were divided into 39 work teams or crews with some staff working alone. Table 4.3 
demonstrates these.

Table 4.3 Work teams / crew on line maintenance

Crews Stand alones
16 Narrowbody Mechanical Crews 1 M aintenance planning / control mechanic
10 Avionic Crews 1 M arshaller
4 Widebody Crews 1 Carried forward m aintenance mechanic
4  Mechanical N ight Crew
3 Air Contractor Crews
1 (customer) Crew
1 Cabin Appearance Crew

All of the organisational factors that were of relevance to the AIR case study were also of 

importance to this LAF. The LAF was formed in Decem ber 2001. This was alm ost immediately 

after the AIR case study had ended within the company. The com pany was for sale, September 11'*' 

had caused one potential buyer to pull out, other investors were being sought. The line in particular 

was problematic for any potential investor; incidents were occurring regularly and delays daily. A 

previous Six Sigma project on the line had shown that non-conform ance with procedures in 

relation to paperwork was so high that it was referred to as a ‘Class 1’ impediment to a potential 

investor purchasing the company. Pressure was being put on the line to improve its perform ance in 

order to make the company more attractive for a potential investor.

Within AIR the line had faired no better than any of the other operational areas in relation to 

success of implementing recommendations. The line maintenance m anager (LM M) as one of the 

LAMs had enthusiastically taken on board the recommendations from  the relevant cases but had 

not implemented them. The LMM was one o f the managers who took part in the managem ent 

interviews subsequent to the com pletion of AIR. He noted then that he had received no 

management training either technical or personnel. As noted earlier the nature of line maintenance
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work is very different to that o f hangar maintenance. The planning and m anagem ent of work is 

more localised and the pressure is more immediate.

Organisational changes had taken place over the years and this was reflected in changes in the 

person power levels on the line. Five years prior to the study there were 345 people on the line. A t 

the time of the study this had been reduced to 205. There was still however a sim ilar am ount of 

work to be done. Delays were increasing and punctuality agreem ents were not being met. There 

were 18,200 departures per year on the line with ten aircraft due out each day between 6.30am and 

7.30am (Field notes, Tuesday S'" March, 2002).

The sum m er also causes particular problems as this is the busiest tim e for the line as this is their 

peak season. The hangars on the contrary were quietest at this time as they carried out most o f their 

heavy m aintenance in the winter. This varied from  hangar to hangar as some hangars provided 

support for the line in terms of light maintenance. Staff could therefore be transferred to the line 

during the sum m er to work there.

There existed a policy of ‘seasonality’ within the company. This applied in particular to the hangar 

as staff that are needed throughout the w inter were not as needed in summ ertime. Staff had the 

option, throughout the winter, to work overtime and to work Saturdays and could carry forward all 

of this time until the summ er and take extended summ er vacation. W orkers on the line could not 

build up this additional leave but still regular summ er holidays needed to be catered for. Person 

power reserves were due to come from the hangars during the summer. A different licencing 

system applied in the line however and transferred staff may not always have had the correct 

qualifications to do the work on the line. Also the hangar needed to keep a core quotient o f staff 

and may have been reluctant to release their ‘best’ workers. Sometimes hangar planning made 

mistakes and sent staff who were due to go on seasonality to the line leaving the dispatchers in the 

line with what was referred to as ‘ghost labour’.

There were similar issues of mistrust on the line among the different categories o f personnel. This 

mistrust also extended to between Company BB staff on the line and those in the rest of the 

company and between Company BB staff on the line and those of other airlines and com panies 

working on the line. It was within this context and in an attem pt to address som e o f these issues 

that the PSG decided to launch a LAF on the line to try and introduce a system whereby the ‘right 

person would be in the right place at the right tim e’ to do the work. Thus the title o f the LAF 

became “Right person. Right place. Right tim e” .
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At the time in the company, as noted in the AIR case study, there was a triangulated approach to 

change. Partnership was one apex, human factors incorporating A IR  and STAM INA was the 

second, and continuous im provem ent incorporating Six Sigma was the third. It was decided that the 

LAF would be supported by both Six Sigma and human factors. Tw o previous Six Sigma projects 

had already taken place on the line. They were deemed ‘successful’ by the Six Sigma 

representative however others had their doubts as to whether or not they were really successful in 

terms of implementing change at the local level. These other projects had looked at technical 

issues. The problem now, as the title of the forum  would suggest, related more to people and their 

responsibilities. It was felt that Partnership was the best way to approach this issue with Six Sigma 

and human factors in support.
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4.5 Methodology

The researcher, along with a colleague Sfobhan Corrigan, participated on a Partnership Local Area 

Forum called “ Right person, right place, right time” . Participation involved attending meetings 

mostly, but also informal discussions and conversations also took place with the manager 

responsible for the LAF, other participants on the forum and the project representative from AIR  

who had become the Company BB organisational learning manager. Field notes o f observations 

from this time and in particular o f these meetings were taken. Company minutes from these 

meetings were also obtained and a narrative was created from all o f this data. A  thematic analysis 

o f this narrative is what comprises the case study.

The work of the LAF was centred round the meetings that took place. These meetings usually 

lasted for about one hour. The LAF commenced on Wednesday 5* December, 2001 and ended on 

Tuesday 25* June, 2002. Eighteen meetings took place in total each lasting on average one hour. 

Some meetings lasted much longer, closer to two hours, and some meetings finished before the 

hour. A  list of each meeting and who attended each meeting is included in Table 4.4. Nineteen 

personnel from Company BB were involved in the forum in terms o f attending meetings. There 

was a minimum attendance o f three people at any of the meetings (1) and a maximum attendance 

of eleven people (8). The average attendance over the 18 meetings was 7,5 persons. When regular 

attendance was established (from meeting 6) the average attendance was 8.3 persons. Table 4.5 

shows the number of meetings attended per category o f staff present on the forum. Additional work 

in the form of interviewing people, establishing the current situation in relation to different topics, 

monitoring and reviewing events, presenting statistics and writing reports did take place outside the 

forum. This work was mostly carried out by the Six Sigma representative. The graduate engineer 

carrying out a work placement on the line also helped a lot with these activities as did invited 

specialists at different moments throughout.

The researchers were not invited to attend until the sixth meeting o f the forum. The researcher 

obtained the company minutes o f the first five meetings. From the sixth meeting onwards the 

researcher took field notes at each o f the meetings and obtained the company minutes. Where the 

main researcher could not attend the second researcher would attend and take notes. Where neither 

researcher was present the company minutes were obtained. In total the main researcher attended 

eight out o f the remaining 13 meetings o f the forum. In some instances the researcher was not 

informed about the meeting. In others the researcher was carrying out fieldwork in other companies 

and was unable to attend. In total the second researcher attended four meetings and carried out one 

focussed observation on the line.
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Analysis

In a similar way to how it was carried out in the AIR case study a them atic analysis o f the data was 

carried out.

Ethical considerations

Similar to the AIR project TCD researchers were working within Com pany BB at the time o f this 

study. They were working on a separate project that required them to become more fam iliar with 

line maintenance. It was within this capacity but also as a human factors support that they became 

involved in the partnership forum.

Again in order to protect each individual generic job  titles were given to people. In some instances 

however it was impossible to completely de-identify everyone involved as some job categories 

were specific to only one person. Thus someone who was involved in Partnership in the company 

or had an intimate knowledge of the com pany would be able to identify the person involved. For 

this reason only a very general report on the findings of this case study was fed back to the 

organisation. Validation was obtained through the second researcher who was also involved in the 

forum. Also however as an another protective measure the thesis was placed on ‘withheld access’ 

thus all persons wishing to read the work in the first five years would have to first gain the 

permission of the author.

158



Table 4.4 Meetings of the Partnership Line Maintenance Forum: Right Person, Right Place, 
Right Time

Meeting
Number

Date (all dates in 
2002 unless noted 
otherwise)

Attendees
Number of attendees and their position in company / forum

1 W ednesday 5'*' Dec 
2001 Initial kick- 
off meeting

(3) Line Mx Manager, Six Sigma Rep., Rosters/IR Rep.

2 Friday 14* Dec ‘01 
Project Scoping

(4) Line Mx Manager, Six Sigma Rep., Rosters/IR Rep., Line Eng 
Op Manager

3 Tuesday 8* 
January First team 
meeting

(7) Line Mx Manager, Six Sigma Rep., Rosters/IR Rep., Line Eng
Op Manager, Shift Manager, Board Man, CM
(Agreement to include 2 CM s and 2 AM Es -  shop stewards)

4 W ednesday 23^  ̂
January

(6) Line Mx Manager, Six Sigma Rep., Rosters/IR Rep., Line Eng 
Op Manager, Board Man, Eng on W k Exp on Line 
(Nominated AMEs were not available to attend)

5 Tuesday 29'’’ 
January

(8) Line Mx Manager, Six Sigma Rep., Rosters/IR Rep., Line Eng 
Op Manager, Board Man, Eng on W k Exp on Line, Union Rep., CM2

6 Tuesday 5* 
February

(8) Line Mx Manager, Six Sigma Rep., Union Rep., Rosters/IR Rep., 
CM 2, Line Eng Op M anager, 2 TCD researchers

7 Tuesday 12‘'' 
February

(8) Line Mx Manager, Six Sigma Rep., Rosters/IR Rep., Board Man, 
Eng on Wk Exp on Line, Union Rep., CM2, AM E

8 Tuesday 5“' March (11) Line Mx Manager, Six Sigma Rep., Union Rep., Rosters/IR 
Rep., CM2, Line Eng Op M anager, Shift Manager, Eng on W k Exp 
on Line, Board Man, 2 TCD researchers

9 Tuesday 12*'’ 
March

(6) Six Sigma Rep., Union Rep., Rosters/IR Rep., Line Eng Op 
Manager, Eng on W k Exp on Line, 1 TCD researcher (MW )

10 Tuesday 26*'’ 
March

(6) Line Mx Manager, Six Sigm a Rep., Rosters/IR Rep., Eng on Wk 
Exp on Line, Equipm ent Specialist, Tooling Specialist (No TCD)

11 Tuesday 2"'' April (7) Line Mx Manager, Six Sigm a Rep., Union Rep., Line Eng Op 
Manager, Eng on W k Exp on Line, Equipm ent Specialist, i TCD 
researcher (MW)

12 Tuesday 9*'' April (7) Line Mx Manager, Six Sigma Rep., Eng on Wk Exp on Line, 
Equipment Specialist, Tooling Specialist, Facilities/Garage Rep., 1 
TCD researcher (SC)

April 12“’ Observation on the line -  carried out by TCD researcher (SC)
13 Tuesday 16"’ April (8) Line Mx Manager, Six Sigm a Rep., Union Rep.2, Tooling 

Specialist, CM, AME, Board Man, 1 TCD researcher (SC)
14 Tuesday 21*' May (8) Line Mx Manager, Six Sigma Rep., Tooling Specialist, 

Rosters/IR Rep., Eng on W k Exp on Line, Union Rep., Shift 
Manager, Line Eng Op M anager

15 Tuesday 28“' May (9) Line Mx Manager, Six Sigm a Rep., Rosters/IR Rep., Line Eng 
Op Manager, Eng on W k Exp on Line, Tooling Specialist, Equipment 
Specialist, Garage Rep.2, 1 TCD  researcher (MW)

16 Tuesday 11“' June (10) Line Mx Manager, Six Sigma Rep., Union Rep., Rosters/IR 
Rep., Line Eng Op Manager, Eng on W k Exp on Line, Tooling 
Specialist, Equipment Specialist, Equipm ent Specialist 2, 1 TCD 
researcher (MW)

17 Tuesday 18“' June (10) Line Mx Manager, Six Sigma Rep., Union Rep., Rosters/IR 
Rep., Eng on Wk Exp on Line, Tooling Specialist, Equipm ent 
Specialist, Equipment Specialist 2, Board Man, 1 TCD researcher 
(MW)

18 Tuesday 25“’ June (10) Line Mx Manager, Six Sigma Rep., Line Eng Op Manager, 
Rosters/IR Rep., Eng on W k Exp on Line, Equipm ent Specialist, 
Equipment Specialist 2, X, Student to assess Summer Code39 delays, 
1 TCD researcher (MW)
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Table 4.5 Number of meetings attended per category of staff

Personnel Abbreviated title No of meetings 
attended

Six Sigma representative Six Sigma Rep. 18
Line Maintenance M anager LMM 17
Line Personnel Executive (person responsible for 
rostering and industrial relations issues but not an 
union official)

LPE 15

Graduate Engineer on W ork Experience on the 
Line who assisted Six Sigma representative with 
data collection etc.

Eng 13

Line Engineering Operational Manager LEOM 12
Union Representative (also Aircraft M aintenance 
Engineer (AME))

U Rep 9

Equipment Specialist ES 7
Tooling Specialist TS 7
Dispatcher / Board Man BM 7
Crew Manager 2 CM2 4
Shift Manager SM 3
Equipment Specialist 2 ES2 3
Crew Manager (CM) CM 2
Aircraft M aintenance Engineer (AME) AM E 2
Facilities / Garage Representative G Rep 1
Garage Representative 2 G Rep 2 1
Union Representative 2 (also AME) U Rep 2 1
X 1
Student to assess Summer Code39 delays Student 1
TCD Researchers Both-2, SC-2, 

M W -6
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4.6 Thematic Analysis

The following themes emerged from the data:

Theme 57 Initial differences in perception of purpose o f the forum 
Theme 58 Lack of involvement in crucial initial decisions 
Theme 59 Biases

Theme 59.1 Bias in the objective of the forum 
Theme 59.2 Bias in the initial focus o f the forum 
Theme 59.3 Bias in representation on the forum 
Theme 59.4 Bias in facilitation o f the forum 

Theme 60 Power play between management and unions
Theme 60.1 Controversy over who should attend forum and what it should cover 
Theme 60.2 Unions question the role of the support groups: Six Sigma and TCD 
Theme 60.3 Unions question point o f the forum 

Theme 61 Influence o f each person’s background on the working o f the forum 
Theme 62 Participants’ initial perceptions o f problems on the line 
Theme 63 Questioning the focus o f the forum 
Theme 64 Failure of the first action taken by the forum 
Theme 65 Re-focus to alleviate initial bias in the focus o f the forum 
Theme 66 Role conflict for the Six Sigma representative 
Theme 67 Culture

Theme 67.1 Culture o f lack of shared knowledge 
Theme 67.2 Culture of lack of communication 
Theme 67.3 Culture o f lack of respect 

Theme 68 Strained relationship between LM  and other departments 
Theme 69 Trust

Theme 69.1 Lack o f trust in IT and in management
Theme 69.2 Lack o f trust in the unions by management
Theme 69.3 Lack o f trust in management identification of the problem by the unions
Theme 69.4 Lack o f trust in proposed management solution by the unions

Theme 70 Asking for suggestions “ too little too late”
Theme 71 Asking TCD for suggestions 
Theme 72 “ Chipping away at the culture”
Theme 73 People’ s influence on chipping away at culture 
Theme 74 Quick-fix 
Theme 75 Fairness
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T57 Initial differences in perception of purpose of the forum

The line was experiencing problems in relation to delays and the PSG decided to establish the 

com pany’s first LAF to deal with this. The primary goal o f LAFs according to the com pany’s 

Study Group Report is to “encourage and facilitate staff to contribute their intimate and expert 

knowledge of the local operation to improve and add value to the business” . The line was not 

performing very well and it was hoped by the PSG that the LAF would resolve this.

However even before the forum  com m enced there were different ideas as to what purpose it should 

serve, the most obvious were from  the PSG, the Line M aintenance M anager (LMM) and the Six 

Sigma representative. The LMM responsible for the entire operations on the line and who was to be 

in charge of the forum according to the Study Report recom m endations believed that the problems 

on the line related to the existing roster that was in operation. He believed that a change in rosters, 

such that the early shift would com mence at 6.30am and not 7am, was needed to solve the 

problems.

In line with the com pany’s new triangulated approach to change a Six Sigm a representative was 

allocated to support the LMM and the LAF. He however needed to com plete this project on the line 

in order to obtain his qualification as a Six Sigma change leader or black belt.

T58 L^ck of involvement in crucial initial decisions

As noted in the theme above the LMM had his own ideas as to w hat lay at the root o f the problems 

on the line and thus invited only one additional person to the first meeting of the forum -  the Line 

Personnel Executive (LPE) who was the person on the line responsible for rosters and industrial 

relations issues (but was not a union representative). It was at this meeting that the LMM, the Six 

Sigma representative and the LPE together agreed the objective, problem definition, and goal 

statement of the forum and put down on paper the proposed solution -  a new rostering system. This 

goes against the basic principle of Partnership where common ownership of the im provem ent 

process is advocated. Also at the third meeting of the forum  the day and tim e of all future meetings 

were agreed with only limited representation from  the people who should have been on the forum 

according to Partnership principles.

T59 Biases

A number of biases took place in relation to the forum , for exam ple, in the objective of the forum, 

in the initial focus of the forum  and in who was on the forum . These are discussed next.

T 5 9 .1 Bias in the objective of the forum

The lack of involvement in defining the objective of the LAF led to biases in what was decided at 

this very first meeting in terms of the objective, the problem definition, the goal statem ent and the

162



solution which all centred around the rosters issue. These were defined at this meeting as the 

following:

The aim:

“To correctly match the resources to the workload, which will give rosters that will match  

seasonal and peak variations in the workload, while taking into account training, leave, 

absenteeism e tc .” (Company minutes, 5* Dec 2001)

The problem definition:

“The Line M aintenance Operation does not have the right people in the right place at 

the right time. This is due to the lack o f  visibility o f  available, appropriately trained and  

approved sta ff to match the workloads both current and fu tu re ."  (Company minutes, S'** 

Dec 2001)

The goal statement:

“To plan and m anage the Line M aintenance Operation in an efficient and cost effective 

manner which will satisfy the changing needs o f  both Customers and Staff, thereby 

giving a punctual, quality focused  and profitable product. This goal will be achieved in 

partnership with the s ta ff o f  Line M aintenance." (Com pany minutes, 5'*' Dec 2001)

According to the minutes the proposed end date for the project was set as the end of March 2002 

and it was agreed at this meeting that a viable rostering system would be ready by mid March. 

Partnership is ju st referred to here as being the means whereby the goal would be achieved.

T59.2 Bias in the initial focus of the forum
The bias in the objective of the forum  led to a bias in the initial focus of the forum. The first five 

meetings concentrated on further defining the problem and gathering data to support the theory that 

the problem was rosters.

For example, the “problem definition” had already been agreed at the first meeting. A t the second 

meeting other problems surrounding the roster issue were highlighted (for example, no 6am starts) 

and the “scope” of the LA F was further agreed. Significantly for the union representative who 

would later join the LAF “pay and conditions” were deemed outside the scope of the LAF.
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Table 4.6 Project scope

In Scope Not in Scope
Workload Equipment Accom m odation
Rostering of staff Training M aterials
Skills Matrix IT / Com puter issues Clothing
Work practices Communications Pay and conditions

The Six Sigma representative was given a lot of access during this time to what would have been 

sensitive data, for example, attendance catalogues, clocking reports and dispatcher reports. Reports 

would be made for the dispatcher and shift manager showing who had clocked in and when. It was 

also agreed that historical data on delays would be analysed. A sub-project of the forum  was also 

set up to look at obtaining data from  the airport authorities com puter system on delays etc. It was 

not until the sixth meeting of the forum  that any attem pt was made to obtain suggestions from  the 

people present as to what the problems on the line might be. As noted above the Study Group 

Report highlights the primary goal o f the LAFs as being “to encourage and facilitate staff to 

contribute their intimate and expert knowledge of the local operation to improve and add value to 

the business”.

T59.3 Bias in representation on the forum
According to the study group report on Partnership, forums were to be conducted in a “jo in t 

facilitation manner and co-chaired by labour / managem ent representatives” (Study Group Report 

on Partnership, 2000). It was stressed that managers, em ployees and em ployees’ elected union 

representatives must serve as ‘partners’. W hat actually happened in practice however was that a 

forum began with management and Six Sigma involvement, followed by more managem ent 

representation, later representation from  the unions joined and following that TCD researchers as 

human factor specialists. There was an absolute minimal level o f involvem ent from  operational 

staff throughout the forum.

As noted above three people attended the first meeting, the LM M , Six Sigma representative and the 

LPE. It was mentioned in the minutes o f this first meeting that the LM M  wanted another manager, 

the Line Engineering Operations M anager (LEOM), to be involved in the forum. It was also noted 

that “Staff members are to be included in the project from  the start” and that the LM M  was to 

nominate the people. There was no mention of union involvement. As noted in the literature review 

for Partnership to work particularly in Ireland, where there has been a history of mistrust among 

unions and management, unions must be involved in the process right from  the beginning. It is also 

recommended that Partnership must not attem pt to replace unions but to work with them.
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The LEOM did attend the second meeting and was the only additional person to attend. A t this 

meeting there was mention of inviting another four people from  the operational level to attend the 

LAP -  three AM Es and one Crew Manager. It was also noted in the minutes that “ Issues arose here 

with regards to what AM Es were to attend -  IR issues”. This was not explained further.

A Shift Manager, a Crew M anager and a Dispatcher referred to as a ‘board m an’ also attended the 

third meeting. It was noted at this meeting that there should be two CM s and two AM Es on the 

LAP and that the two AM Es should be union representatives.

At the next meeting (4) a graduate engineer on work placement joined the group. It was noted in 

the minutes that two AM Es nominated to attend were “ unable” to attend this meeting. One of these 

AM Es was the union representative who would attend most o f the forum  meetings. The other A M E 

mentioned did not attend any of the subsequent meetings.

At the fifth meeting of the forum there was union representation for the first time in the form  of an 

AM E who was also an union representative. He represented the union for most o f the LAP. A t only 

one other meeting did a different union representative attend. In total there was union 

representation at ten of the eighteen meetings of the forum.

It was not until the sixth meeting of the forum  that TCD were invited to attend. This invitation 

came via the project representative from A IR who had been promoted to the Organisational 

Learning Manager at the time. In line with the triangulated approach to continuous improvement it 

was hoped that TCD would provide some support for the forum  in term s o f human factor expertise.

From then on the core group attending the meetings were the LM M , Six Sigma representative, 

LPE, LEOM, the graduate engineer on work placement, the union representative and TCD 

researcher(s). D ifferent specialists were invited in at different points throughout the forum to speak 

on issues of relevance for example tooling, equipment, garage facilities. A t only two meetings of 

the forum (7, 13) did staff who were not management, union representatives or invited specialists 

attend the forum. In both cases it was an A M E who attended. The forum  was made up in the 

majority by management, there was only one union representation on the forum  at any given 

meeting and at only two meetings of the forum  was there an AM E present. A t only one meeting 

was there union representation and staff representation (13). A t nearly all the meetings where there 

was union representation there was also external representation in the form  of the TCD researchers.

T59.4 Bias in facilitation of the forum

Neither was the forum  run as it was intended to be. The environm ent may not always have been the 

m ost conducive to staff sharing their “ intimate knowledge” of the operation for its improvement. 

The LMM was the m anager of the entire line operations and thus the most senior person on the
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line. He was a senior m anager with the company and on the PSG. If the forum  was to truly deliver, 

according to Partnership principles, it would need to be made up of equal representations of 

management, staff and union representation. A lso in relation to chairing the forum, LAFs were 

supposed to be co-chaired by labour / managem ent representatives. It was not explicit from  the 

report whether the labour end should be staff or union representatives. In the main section of the 

report it was noted that only when “managers, em ployees and em ployees’ elected union 

representatives serve as partners will it be possible to design and im plem ent com prehensive 

changes necessary to reform the com pany” . This would suggest that it was possible the forum  

should have been chaired by three people, the LMM, a staff representative and a union 

representative.

The forum  however was co-facilitated not by management and staff or union representation but by 

senior management and a full time Six Sigma expert who the union representative would refer to 

with all due respect as “another layer of m anagem ent bureaucracy” (6). Each person would also 

have been in the room with possibly their imm ediate m anager and the most senior manager on the 

line. At one point (9) for example it becam e obvious that while the union representative was the 

union representative on the forum  he was also a member of staff and subject to the same terms of 

management as others were. The LEOM at this meeting gave him what appeared to be a lecture on 

reporting broken equipment. This may have contributed to an environm ent that may not have been 

conducive to people sharing.

T60 Power play between management and unions

All o f this led to an ongoing power play between m anagem ent and unions, this m anifested itself in 

the controversy surrounding who should attend the forum, its objective, the unions questioning the 

point o f the forum and the role of the ‘support’ groups (Six Sigma and TCD).

T60.I Controversy over who should attend forum and what it should cover

The first such power play occurred in relation to who should attend the forum. The LM M  following 

a later meeting (6) informed the researcher that he had wanted five AM Es to attend the forum  but 

that the unions “blocked” the invited AM Es from  directly attending the forum  and wanted AMEs 

who were union representatives there instead. He noted that the unions wanted an ‘old sty le’ 

representation system where a union representative would attend the meetings. There is some 

am biguity here as to who was really asked to attend the forum  as it was stated in the minutes that 

firstly AM Es were invited to attend and then AM Es who were union representatives. However the 

LM M ’s com m ent above suggests that AM Es who were not union representatives m ay have been 

asked initially and also if union representatives who were also AM Es were initially invited then 

why would the unions block these from  attending? There is some am biguity over this. Perhaps 

management and unions viewed Partnership and the forum  very differently. M anagem ent may have 

seen it as sufficient to have staff involvem ent (w ithout union involvement) whereas the unions may
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have seen it as sufficient to have union representation on the LA F (without staff involvement). In 

this however both groups wanted something different than what is recommended in the Partnership 

literature, that is, that management, staff and unions must work together. Considering the LMM 

and senior union officials were involved in the PSG it would be expected that they would have 

some understanding of the principles of Partnership and at the very least who should be involved in 

a forum. It is possible that the LMM did not want the unions involved as he may have thought it 

would be easier to obtain a change in rosters obtaining staff agreem ent first. If this was the case, 

and considering the history of IR in the company, then it is probable that this turned into a form  of 

power play between the two groups with the main losers being the staff, who lost out on 

representation on the LAF.

There was also power play in relation to the objective of the forum. As noted above this was very 

much determined by a management agenda. The union representative entered the proceedings 

when the objective had been set and certain items including pay and conditions had been deemed 

outside the scope of the forum  presumably because they were IR issues but so too were rosters. A t 

his first meeting of the forum (5) the union representative expressed concerns over this. It was 

noted however that it would not be feasible to look at pay and conditions if the ‘project’ was to be 

completed. It was noted that it would be addressed by the LMM if necessary as another phase of 

the ‘project’ or at another forum. The use of the word ‘project’ in the company minutes, which 

were always taken by the Six Sigma representative, is significant as it places less emphasis on the 

element of Partnership. If this were a Six Sigma project then there would be no need to engage with 

the unions at all or to be concerned about what they wanted to discuss on the forum.

At his second meeting (6) the union representative reacted even stronger. He com m enced by saying 

that it was not just reservations but very strong ones and that if these issues were not going to be 

discussed in this forum then he did not want to be part o f it and be very negative towards it and 

impede the work that could be done. He said he wanted to talk to LMM about it in private to 

discuss his participation in the forum. He said he felt that the objective of the forum  and his 

objective in life was to achieve “greater productivity, less snags and greater m orale” so he would 

not feel that he was “representing the lads” if he did not raise the issues o f pay and conditions. He 

went on to divert the work of this meeting for over an hour as he questioned the forum  itself and 

the role o f the Six Sigma representative on the forum and the role o f TCD. He ended by saying he 

wanted to deal directly with the LMM. It is not known to the researcher w hat type of discussion or 

negotiation took place between the LMM and the union representative but the union representative 

did attend the next meeting and nearly all of the forum after that. However after that he attempted 

to focus the proceedings on technical issues and away from  other issues which he felt were not the 

remit o f the forum, for example rosters. The forum ended after seven months w ithout any 

substantive discussion on rosters. A t the last meeting to which the union representative attended the
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LMM asked him to m eet in private to discuss this issue. He agreed on the condition that pay and 

conditions would be discussed. This issue is discussed later.

Pay and conditions were traditional IR issues and therefore had in the past been dealt with in a 

particular manner but according to Jennings (2004) and Teague (2004) this was one of the 

problems that Partnership had come up against in Ireland. Nothing should be outside the remit of 

Partnership but neither should the unions and this meant being involved from  the very beginning.

In Table 4.1 there is an outline of the Partnership ‘jou rney ’. In this it can be seen that at one 

extreme “managem ent informs unions of decisions” while at the other “union enjoys full 

collaboration in reaching the final decision, goal setting, taking corrective action and m onitoring”. 

It is noted that Com pany BB has a long way to go on this journey. In relation to this Partnership 

forum the unions were not involved from the beginning, they had no say in the decisions around 

what the forum was about, what it should focus on or how it should work. Theoretically the unions 

should have been involved at the level o f the PSG to decide whether or not the forum should have 

been established in the first place.

It was obvious however that ju st as managem ent had a journey to go and the LMM needed certain 

skills to chair the forum  so too would the union representative need to learn a new skill base to 

participate in the forum  in the capacity that it was hoped the unions would be involved. It would 

require the unions to leave behind their traditional ways of representation and working. They would 

have to accept being on forums with management, staff representation and unions. They would be 

asked to em brace other issues outside of traditional IR issues. It was noted in the study report that 

the primary goal o f the forums would be to “encourage and facilitate staff to contribute their 

intimate and expert knowledge of the local operation to improve and add value to the business”. If 

the unions were to fully participate as co-chairs o f the forum s then they would be the ones who had 

to help this facilitation. A lso if they were not allowing staff to attend the forum then they would 

also have to fill this role o f staff. This forum  however had not com m enced on the grounds of full 

participation and did not proceed in this manner either.

T60.2 Unions question the role of the support groups: Six Sigma and T C P

The union representative went on to question the role of Six Sigma and TCD in relation to the 

forum. He said he felt Partnership was a m anagem ent tool and referred to the “Six Sigma 

representative and the Six Sigma guys with all due respect as another layer o f management 

bureaucracy”. He said he did not know anything about Six Sigma and DM AIC (the Six Sigma 

problem solving methodology). He said that the union representatives had made a decision to stay 

away from  those things.
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In relation to TCD, the researchers had when requested at the beginning of the meeting, introduced 

themselves and given some background on their work in Com pany BB. H owever at this point in 

the meeting, following the above discussion, he said he wanted to stop the meeting until he 

clarified who the TCD researchers were and whether or not they were paid em ployees of Company 

BB. So the researches explained that they were based in TCD and working on different human 

factor research projects in Company BB and other com panies around Europe.

This sparked a discussion on human factors and he noted that he knew very little about that and had 

not received any human factors training. He said that he heard the human factors course did not go 

down very well with a lot o f people on the ground level as it did not produce anything. He said that 

anyway human factors was about living each day and his job  was ‘human factors’. He said that if 

human factors was channelled the right way then it could create a great company. His philosophy 

of life was that people spend most o f their time sleeping or w orking and they had to com e to work 

looking forward to it and motivated and be happy there.

The CM attending the meeting then noted that he had attended the human factors course and 

referred to it as a ‘joke’. He said that the stuff that he found not useful was bordering on ‘farcical’ 

for example “ if you come in tired to a shift you can say that you are tired and take a rest, withdraw 

from your shift duty”, he concluded “that’s a joke I would not accept that and neither would you 

(referring to LM M )'\ One of the recommendations of the STAM INA course is that people begin to 

become more aware of their own limitations and not engage in any behaviour, including working 

when very fatigued, that would put them or others at risk. The LM M  noted after the meeting that 

the CM was a ‘fix it’ man and would not understand how anyone would be too tired to work on an 

aircraft. This did question human factors and the role o f TCD  on the forum  and their credibility.

Later in the meeting when people were asked what they thought were the problems on the line the 

union representative stressed again that he felt he had absolutely no incentive to be at the meeting. 

He said “management were imposing changes on AM Es and black belts were ju st another layer of 

this bureaucracy”. He dismissed the Six Sigma representative saying that he was part o f all that and 

not in his category at all -  he was on around 13 euro an hour as an engineer working 11 years in the 

company. He said that good management was all about credibility and in this com pany there was 

none.

Finally towards the end of the meeting the union representative directly questioned the credibility 

of the researchers. The researchers explained again their role in the com pany, their research 

through the years, their findings, the human factors course and how this came about, the 

importance of the course and what changes they had seen in the com pany over the years. The union 

representative then responded that he knew what psychologists were from  talking to his daughter 

and that he agreed it would be great “ if we had a human factors organisation” . He did go on
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however to say that again he felt credibility was the crucial thing and at the moment it did not have 

it.

The LPE interjected at this point however and said credibility had nothing to do with anything. For 

years he was counselling people within the organisation on an individual basis and they would be 

very grateful for his services and then in meetings they would com pletely ‘slate’ him in front of 

their peers and other people leaving him with absolutely no credibility. Credibility he felt was also 

linked to giving people what they wanted and would easily fluctuate from  day to day. He noted this 

group was looking at rostering systems and he had spent years trying to make roster systems that 

allowed people a better standard of life but sometim es this was not w hat people wanted.

From this time on the union representative appeared to at least accept the role o f TCD on the 

forum. It must be remembered that at this meeting he wanted to stop the meeting until he clarified 

who the TCD researchers were.

Later on in the meeting the union representative stressed again that he felt DM AIC and Six Sigma 

were management tools that the union representatives had agreed to avoid and that they wanted to 

deal directly with the Partnership group (the PSG). Earlier he had said that Partnership was a 

management tool but here he puts Six Sigma and Partnership separately. Obviously there was some 

ambiguity for him over the relationship between Six Sigma and Partnership but also some 

confusion as to the presence and role of the Six Sigma representative and the TCD researchers on 

the forum.

This also relates to the theme of power play above. The unions might have been laying claim  to 

their role in the forum  or meetings with managem ent -  that they should have been equal to 

managem ent and not needing Six Sigma or TCD to support. It is possible that they also felt Six 

Sigma and TCD were doing too much on the forum , that they were involved in more than a support 

capacity, particularly the Six Sigma representative as he was facilitating the meetings. It was 

possibly also a difficulty that the Six Sigma representative was in attendance at the forum  prior to 

the unions and that TCD was in attendance only one meeting after the unions.

There was an im portant shift in the focus of the forum  at the next meeting (7) as the LMM 

announced that the shift manager, the LPE and the dispatcher would be ‘drivers’ o f the project as 

“they are the ones who need the staff”. This may have been a result o f a private conversation 

between the LMM and the union representative. It is possible that the LM M  wanted to shift the 

focus of attention from  the Six Sigma representative as this was whom the union representative had 

expressed most concerns over at the previous meeting. This may indicate the power of the union 

representative or that the LMM may have realised that it was a mistake to have the Six Sigma 

representative facilitate the forum.
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T60.3 Unions question point of the forum

At this sixth meeting the union representative also questioned the point at all of having the forum. 

This would suggest that he may not have been fully briefed on the situation or that he wanted to 

highlight the issues that were important to him. He noted, for example, that there were 200 jobs 

“going shortly” from the company, 20 from the line and people were feeling anxious about it and 

wanted to know what was going on. At the moment morale was very low and they were losing 

contracts. He noted the “guys want to know why we are losing contracts, w hat are we doing wrong 

that other companies are doing right”. There was a lot o f pressure on the line. Handlers had been let 

go and the AM Es had to do the job  of handlers.

He wanted to know what would change, what had changed, and asked the TCD researchers had 

they noticed anything since they started working with the com pany. The Six Sigma representative 

repeated the question and one of the TCD researchers (SC) noted that she had noticed changes 

since 1996 most importantly she felt in attitudes and openness. In 1996 nobody wanted to talk 

about anything and people told her to ‘f  o ff’. She felt that had changed and

“...the new owners were trying to make the organisation into a firs t class organisation  

and now it had systems in place to make it that and it is now outstripping the likes o f

MROX and M RO Y."  (Field notes, 5* February 2002).

This questioning had taken over an hour and the LMM who appeared frustrated with the meeting 

asked to end on that “high note”. At this point however the union representative had not resolved 

the issue of his participation on the forum. He requested to m eet the LMM on his own to discuss 

this issue. It is not known to the researcher if this happened or what type of discussion or 

negotiation took place but the union representative did attend the next meeting and nearly all o f the 

forum after that.

T6I Influence of each person’s background on the w orking o f the forum
The forum brought together a disparate group of individuals with different background experiences 

in the company, different levels of experience with Partnership or training in Partnership, and 

different ideas of what the forum  was about. Some of these have been discussed above in relation 

to the LMM and the Six Sigma representative in particular but each person involved in the forum 

brought to it their own ideas and expectations, which influenced the working of the forum. Some 

information on their backgrounds and what they brought to the forum  or their ‘baggage’ as one 

person referred to it, helps to understand these preconceptions and their influence. The following 

people were chosen in particular as examples of this. O ther people also exerted a strong influence

on the forum , for example, the specialists, but they will be looked at later.
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• The line maintenance manager

• The Six Sigma representative

• The line personnel executive

• The union representative

• TCD researchers

• Senior management

• The organisational learning manager

The Line M aintenance Manager

The LM M  worked in the com pany for a number of years. He was an A M E who had worked his 

way up to m anagem ent level. He was well respected by the workers as were m ost m anagem ent in 

the industry who had technical experience. He had received no managem ent training either 

adm inistrative or personnel management. As noted in the AIR case study he had welcomed the 

recommendations from  the cases enthusiastically but had never implemented them. There had been 

two previous Six Sigma projects on the line so he had worked before with the Six Sigma 

representative and had deemed these successful. When this was discussed on the LAP however 

another person who had been involved in these projects objected to that and said sim ple initiatives 

to make things better that he had suggested had never been implemented.

In relation to Partnership he was on the PSG, as were all senior management, that had decided to 

launch the LAP in line maintenance. He would have been aware of Partnership at this level but this 

was his first LAP. He had not received any training in how to run a Partnership forum. Prom the 

minutes o f the first meeting it would appear that there was even som e am biguity that this was 

indeed a Partnership forum  and not another Six Sigma project. For example, it was noted that 

communication would be carried out “under the Partnership um brella” but why was it necessary to 

note this if it was a Partnership forum ? Partnership had just been launched in the com pany and this 

was the first LAP to take place in the company so it is possible that everyone involved, including 

the LMM who was due to take a lead in running it, was ju st learning how a LAP should run.

As noted in Table 4.1 of the introduction for Partnership to happen in Com pany BB there would 

need to be a move along a “decision making” continuum  from  restricted relations where 

management informed unions of decisions to full Partnership where “Union enjoys full 

collaboration in reaching the final decision, goal setting, taking corrective action, and m onitoring”.
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However as noted above on com mencing the forum it would appear that the LMM already had an 

‘agenda’ for the forum. He believed rosters to be a problem that required changing. It emerged 

during the forum that from  the beginning of the forum he wanted to change the rosters but knew 

that he needed something to back him up before he could approach the unions with a suggestion for 

change. He felt he needed data and statistics to support the view that rosters lay at the heart o f the 

problems around delays etc. He also reported wanting to w ork directly with staff on the line and not 

have to go through the unions. Thus from  the beginning he did not w ant union representation on 

the Partnership forum.

The Six Sigma Representative

Six Sigma, as noted in the AIR case study, is a methodology and m anagem ent system  which was 

designed to foster innovative solutions to improve quality and hence to generate savings. The 

implementation strategy of Six Sigma is project management. The central activity of Six Sigma is 

the implementation of projects, run by project teams. The DM AIC cycle (Define, Measure, 

Analyse, Improve, Control) is a variant o f the standard quality im provem ent cycle. In Six Sigma, 

these are the critical stages of the project cycle. The control strategy was through the developm ent 

o f a cadre of Six Sigma experts ( ‘Black Belts’) who undergo intensive training. The role of the 

black belt is to manage the projects that would generate the desired change.

The Six Sigma representative had worked in the company for a num ber of years but had been let go 

when it was under different managem ent in 1994. Despite being very upset at the tim e, as he noted 

himself following one of the meetings of the forum (8), he promised that if he ever came back he 

would leave all of his ‘baggage’ at the door. He noted that it really angered him to see people, in 

this instance the union representative, who got to stay on in the com pany following the 

restructuring still carrying a huge am ount o f baggage. Throughout the forum the relationship 

between him and the union representative was particularly strained.

A t the time of the LAF the Six Sigma representative was w orking full time on Six Sigma project 

work. He had already worked on two projects on the line and thus did have some experience of line 

maintenance although he had never worked on the line himself. He recognised this him self as for 

example during the forum  (6) he noted that he was not fam iliar with the line. This did provide a 

few moments of contention during the forum  when he was perceived as an outsider.

The training to become a Six Sigma black belt was quite intensive and it was necessary to carry out 

so many projects. The Six Sigma representative needed one more project to com plete his training 

thus being asked to support the LA F provided the perfect opportunity for this to happen. There 

would only be six black belts in the com pany thus it would be a prestigious position for him to 

have. This did create some tensions particularly with the union representative who saw him as 

“another layer of management bureaucracy” (6). A t the time of the research as noted in the AIR
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case study and above the com pany was going through a difficult time. There had been 21 

continuous improvement initiatives in the com pany som ething which a lot o f staff resented. This 

was now cut down to Six Sigma but people still resented the perceived ‘perks’ o f having a job  like 

this.

The Line Personnel Executive

The LPE had been working in the com pany for a long time. He was responsible for rosters and 

industrial relations issues and had been doing both these tasks for a long time. He was involved in 

the forum from the beginning as rosters were initially highlighted as a key issue. The LPE had been 

handwriting the rosters for years and was not “com puter literate” according to the Six Sigma 

representative (informal discussion following meeting 6). The Six Sigma representative was 

worried that this might be a problem in the forum.

At T C D ’s first meeting he played a crucial role in resolving an issue that had arisen over TCDs role 

on the forum, which also provided an insight into his role within the com pany, when he made a 

point about credibility having nothing to do with anything.

The union representative

The main union representative on the forum was an AM E who had worked for eleven years in the 

company in hangar maintenance and had been elected as a union representative there. He was 

relatively new to line m aintenance and this was his first Partnership forum.

After the sixth meeting, in an informal discussion between the TCD researchers, the LMM and the 

Six Sigma representative, the LMM said that the union representative was an elected union 

representative in the hangar in aircraft overhaul but was moved to line maintenance in A ugust 2001 

as he was “getting in the way of too many improvement initiatives in the hangar”. The LMM said 

they (in the hangar) said “send him over to LMM he will sort him out” .

The Six Sigma representative pointed out that this implied that he was not elected by the people on 

the line. This may have caused the LM M  and Six Sigma representative to see him in a particular 

light. The researcher felt there was a lot o f animosity between him and others in the forum  at the 

first meeting TCD attended (6) and at subsequent meetings. As noted above the Six Sigma 

representative was angry at him for carrying “baggage”. The LM M  may also have been angered by 

him because the LMM wanted to deal directly with staff on the forum  and not have to go through 

the unions.
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As noted in the introduction the history of IR issues in the com pany was particularly troubled. As 

noted in Table 4.1 Partnership was an attem pt within the com pany to move from  an adversarial and 

reactive relationship between managem ent and unions to a more co-operative and interest based 

relationship. This would require both managem ent and unions to change their way of relating to 

each other and move more to meet each other if Partnership was to succeed. It would appear that 

both management and unions had a distance to travel. For example, the chief union representative 

at the PSG human factors training had noted “I never thought efficiency of the com pany was 

something to do with m e”.

TCD Researchers

The TCD researchers had previous experience with change initiatives including the AIR project 

based in Company BB. Through AIR the researchers had spent alm ost the previous three years 

working intensively with Company BB although not necessarily in line maintenance.

The researchers were invited onto the forum  by the organisational learning m anager with whom 

they had built up a personal relationship over the time w orking on the A IR  project. A s noted above 

the company were triangulating their approach to change with Partnership, Six Sigm a and human 

factors playing lead roles. TCD had been involved in terms of helping them to develop this overall 

agenda for change in the company. Human factors was one strand of that, the A IR  project and the 

STAMINA training were a large part of that. TCD had also played an im portant role in the 

introduction of Partnership to the com pany through the STAM INA training course for the PSG.

Also for the researchers a new research project had started that required them to learn more about 

the line and the forum  provided a perfect opportunity to do that. The researchers had no prior 

experience of working with unions in the company. They had a personal relationship with 

management in the com pany in particular the organisational learning manager but also the LMM 

through AIR. Their influence was not insignificant as they had a lot o f human factors research 

experience but were also psychologists from what was perceived as a prestigious university. The 

organisational learning manager noted in the beginning that all o f their experience as human factor 

experts would be put to the test on the forum. A point that was not really understood at the time but 

only became apparent as time went on.

Senior management

As noted above and in the AIR case study Company BB was experiencing some difficulties at the 

time of the LAF. The com pany was for sale, Septem ber 11*'’ had ju st happened and the PPI survey 

showed a com pany that was ripe for improvement. However there were 21 different change or 

improvement initiatives ongoing. These it would appear were delivering local im provem ents at best 

and lessons learned were not being shared across the organisation. The new CEO decided to reduce 

this to three key initiatives; Partnership, Six Sigma and human factors. This was a  brave move on
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behalf of the CEO, senior management and the organisation. W hile Partnership m ight offer a lot of 

rewards when running, it would require a large com m itm ent also on behalf o f senior managem ent 

to get it up and running and to sustain it. It would require more honest, open and transparent 

communication with the unions who were traditional adversaries. Six Sigma was a tool initially 

from  the service industry and was now being applied to aircraft maintenance. The necessary skills 

and expertise would have to be brought into the company and staff trained to run it. Similarly while 

human factors training would soon be mandated it was not at the tim e of the com pany taking on 

board the STAMINA training course. Thus the company, while obviously needing to change, was 

taking radical steps forward.

W hile the company were obviously supportive, this support did not seem to translate down to the 

local level of the LAP. It was noted in the Study Group Report that the business of LAFs should be 

“conducted in a jo in t facilitation manner and co-chaired by labour/m anagem ent representatives” . It 

was also noted that “Necessary training and resources must be provided and facilitated by senior 

management” . Resources were provided in the form of support from  Six Sigma and human factors, 

however no one involved received any kind of training to manage all these interests as they came 

together or to manage the working of the forum itself.

Organisational Learning Manager

The organisational learning manager has already been introduced through the A IR  case study. His 

involvement on this forum was that he was the one to invite the TCD researchers to take part. The 

TCD researchers had an ongoing relationship with him throughout the time of the forum  and would 

meet with him on a regular basis. He would always ask how the forum  was going.

Thus it can be seen that each person brought their own unique experience to the forum. For this 

however to have worked well for the forum it may have been necessary to share this experience at 

the beginning and allow people a chance to truly have left their ‘baggage’ at the door.

T62 Participants’ initial perceptions of problems on the line

It was not until the sixth meeting of the forum that people were asked for their ideas of what the 

problems were on the line. The LPE said that he felt the biggest problem  on the line was meeting 

cost and second was keeping staff happy with shift patterns and shift rosters and in summ ertime 

this was complicated by staff coming from overhaul and persons within the line thinking they 

would get the ‘plum ’ jobs. The LEOM said that they had never ‘cracked’ the issue o f seasonality -  

“ ...guys coming over from overhaul for the summer and suddenly they announce that they are on 

seasonality for the month of August and this could be the ST" July” . He also raised the issue of 

tugging aircraft in the mornings. Company BB staff would put tugging equipm ent etc on the 

aircraft as they were due to be taxied out according to flight schedule but then there would be an 

ATC delay and the schedule would change. The pilots and cabin crew however would keep
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insisting that they were going “shortly shortly etc” and would not let them take off the tug and 

bring it to another aircraft which was due out “thus causing delays all round”. The majority of this 

meeting however was taken up with the union’s questioning, which has been discussed above, thus 

potentially some other people may not have had a chance to contribute to this even if they had 

wanted to.

T63 Questioning the focus of the forum

At the eighth meeting of the forum the results of the data gathered to date were presented. This led 

to questioning the focus of the forum. For example, the LMM noted that there were three separate 

plans or accounts each morning for activities on the line, one made by the shift manager, one made 

by the dispatcher, and then what actually happened. The Six Sigma representative also noted that 

for that morning in one hour (6.30-7.30) there were 17 separate printouts to look at in order to 

manage the work and there were approximately 20 rosters to look at with 20 different starting 

times. The graduate engineer noted that delays were highest for Monday, Thursday and Friday 

mornings.

This data however led to questions from the LMM and the union representative in relation to the 

focus of the forum. The LMM questioned “we know what happens on Mondays but what is 

happening on Thursdays?” No one seemed to have an answer for this. The shift manager joked 

“nobody turns in on Thursdays!” It was also noted, for example, that on that morning ten aircraft 

were due out between 6.30am and 7.30am. However no aircraft departed before 7am and five 

departed between 7am and 7.30am. This caused the LMM to question

“That was on a Tuesday which is not a busy day and still no aircraft went out before 7am. 

Maybe we are planning for the wrong problem? So there is a whole lot o f  data that we are not 

getting?” (Field notes. S'** March, 2002).

This was the first time that the LMM questioned the work of the forum and what they were doing. 

The shift manager responded “50 per cent of flights will not go on time, that is a standard now with 

delays up to two hours. It’s how we deal with what happens after that that is important”.

The union representative also questioned the work of the forum saying that it should focus on 

technical delays that others, for example, those caused by ATC were not relevant saying that they 

were not “within our control”.

At the next meeting (9) the union representative also questioned the focus of the forum pointing out 

that in one graph presented there were nine delays all of which were ATC delays and none of 

which were technical delays and thus directly apportionable to Company BB. Again it was noted 

that how delays and their knock-on effects were managed was of relevance. This may have been
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linked to the issue of the power play as noted above but the response from  the others on the forum 

was that these issues were important for the forum, as they needed to be managed.

T64 Failure of the first action taken bv the forum
Before these questions above were raised the LMM had already devised a plan for the following 

morning, W ednesday 6* March 2002, which would attem pt to move around staff and better utilise 

them to ensure a better coverage of aircraft. It was also hoped that people doing the night shift 

would be more involved in the preparation for the morning shift as well. They decided to go ahead 

with the plan and it was the first m ajor action taken by the forum. This did happen but was reported 

at the next meeting (9) to have been a “disaster” . Simply mapping people onto aircraft did not 

resolve all o f the issues. The situation was, as suggested by the questioning above, more complex 

than had initially been perceived.

T65 Re-focus to alleviate initial bias in the focus of the forum

The initial questioning that had taken place and the failure of the first action of the forum  led to a 

search for more answers. For example, in response to this and questions around what happens on 

Thursday mornings the graduate engineer carried out his own observation on the Thursday 

morning. He presented his findings at the next meeting (9). He had made a discovery in relation to 

the flight patterns in the mornings. He noted that they used to think that they had a peak of flights 

but following this exercise realised they have little peaks and one huge peak. Four aircraft departed 

in the space of five minutes on that Thursday. However if one tried one could never schedule for 

this. It was also noted that there were “peak sw ings” and if the peak was before 7.30am then 

everything went ok but if it was after 7.30am then there were huge problem s as the staff had gone 

home. He also discovered if the aircraft were ‘bunched’ going out then they would be bunched 

coming in.

Importandy however two other significant problems were discovered; people could not find 

equipment in the m orning and there were problems with com m unication between the dispatcher 

and the AM Es and the tugs. Thus it was realised that more data was needed but not in relation to 

rosters, as most of the information to date had surrounded, but in relation to equipment. The LMM 

had also mentioned after a previous meeting (8) that the use of radios was particularly problematic. 

A t this meeting the LEOM  confirmed that there was an issue in relation to broken equipment. As a 

next step it was agreed to invite in specialists to discuss issues around equipm ent and tooling. Thus 

at meeting ten of the forum, which took place at the end of M arch 2002, there was a significant 

shift in focus with experts on equipm ent and tooling being invited to this meeting. This will be 

returned to on the theme on culture.
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At the fourteenth meeting the graduate engineer also presented an analysis he had carried out of 

Code 39 delays. These were the delays that were most relevant to the issues that were em erging in 

the forum and they were defined as: lack of, or breakdown of technical equipment, lack of staff. It 

was discovered that 56 per cent o f the problem was person power and 24 per cent was equipment. 

Thus the issue of equipm ent was much larger than they had perceived but person power was still a 

very significant problem.

Further information around this came from  the observation carried out on the line by TCD 

researchers. Following the twelfth meeting of the forum  the TCD researcher (SC) requested to 

carry out an observation of line maintenance. This request was accepted and the observation of 

maintenance activity took place during the busiest period of the week from  6 to Sam on Friday 12* 

April, 2002.

The researcher’s observation of LM activities confirmed that it was possible that rosters were not 

all that caused problems in terms of person power. For exam ple, in relation to the delegation of 

person power it was noted that the dispatcher usually had to go around and look and check that 

each person was in rather than they reporting to him. In another instance the dispatcher had 

mistakenly assigned an AM E, who was due to go off shift, to an aircraft. This was picked up by 

another AM E on duty. And similarly the dispatcher had assigned som eone who was on annual 

leave to an aircraft and again this was noted by another AME.

T66 Role conflict for the Six Sigma representative

This created a new dynamic and a new body of work to be carried out to deal with these new issues 

that were arising. The LMM was fully in support of this however the Six Sigm a representative 

began to struggle with it. For example, at one of the m eetings (11) the LM M  asked to run a plan or 

scenario in relation to equipm ent like the initial plan that was run in relation to work activities to 

get a better picture of what was the actual situation in relation to radios. The Six Sigma 

representative responded that he had remapped on the request o f the LMM everything in relation to 

what had already been discussed at the meetings in relation to radios and realised there was a need 

to buy new batteries. The LMM replied however that “we haven’t a solution yet, we have to count 

radios, count handsets, count batteries, count re-chargers etc”. Thus a change in role here was 

occurring between the LMM and the Six Sigma representative who would usually have demanded 

measurement of everything in accordance with the DM AIC methodology.

The tension was apparent following meeting thirteen when the second TCD researcher had an 

informal discussion with the Six Sigma representative who said that he was going to have a review 

with his manager as it was “felt that the project is going off on a num ber of tangents” and that his 

role would have to be reviewed. It was noted by the TCD researcher that he seemed “a little 

frustrated about the whole thing as he strongly feels that the delegation of person power is an
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im portant issue” . H e a lso  noted , fo r exam ple, tha t on Saturday even ing  after 7pm  there w ere no 

shift m anagers o r crew  m anagers on the shift. H e also  said that th ree m em os had been sen t to the 

CEO  from  staff on the line in relation  to the issues around  person pow er, tw o o f  these w ere from  

A M E s on the line.

T he second researcher a lso  talked to  the o rganisational learn ing  m anager after the m eeting  and he 

stated that the Six S igm a rep resen ta tive’s m anager w as quite concerned  ab o u t his ro le in the fo rum  

as he fe lt he m ay be do ing  too m uch. H e also  noted a t th is po in t tha t concerns w ere raised  ab o u t the 

L M M ’s m anagem en t sty le  and if he w as com m itted  to  the process. F rom  A IR  it m ust be 

rem em bered tha t the o rgan isa tional m anager w as scep tical o f  m iddle m anagem ent anyw ay.

T he Six S igm a rep resen ta tive  did con tinue  w ith the process. It turned  ou t how ever that he did no t 

conduct this aud it o f radios but the tooling  specia list did.

T 67  C ulture

Three in terlinking them es into relation  to cu ltu re  arose and w ill be explored  here; a  cu ltu re  o f  lack 

o f shared know ledge, a  cu ltu re  o f  lack  o f  com m unication , and  a  cu ltu re  o f  lack  o f  respect.

T 6 7 .1 C ulture o f  lack o f  shared know ledge

T he tenth m eeting o f  the forum  took place on 26 “' M arch and fo r the first tim e in the fo rum  

specialists from  the com pany w ere invited to attend. A n equ ipm en t specia list and  a tooling  

specialist w ere invited  and attended. T hey discussed  prob lem s from  their po in t o f  v iew  in relation  

to equ ipm ent and  too ling  and potential so lu tions w ere d iscussed . For exam ple, it w as suggested  

that the type o f radio used in the de-ic ing  rigs should  be installed  in the tugs as they  w ere very 

reliable. It w as a lso  noted tha t tugs w ere being abandoned  at o r in hangars. T he equ ipm en t 

specialist agreed to  keep a report o f  equ ipm en t serv iceab ility  at 8 .00am  each day to  give a better 

view  o f the equ ipm en t status. It w as realised  tha t no p reventative m ain tenance  w as being  carried  

ou t on equ ipm en t and tha t line m ain tenance equ ipm en t seem ed  to be g iven a  low er prio rity  by the 

garage than revenue generating  w ork.

T he equ ipm ent specia list attended  the nex t m eeting  ( I I )  also  and reported  back on  the 

serviceability  o f  d iffe ren t p ieces o f  equipm ent. T h is  m eeting  took  place on  T uesday  2^ ^  A pril one 

w eek after the fo rum  w as due to end and new  rosters due to  have been estab lished . T he  equ ipm en t 

specialist had done, a t the fo rum s request, an inventory  o f  all the equ ipm en t on  the line. H e started 

o ff  w ith som e ‘good  n ew s’ saying he had m anaged to buy a van  fo r the line. H is inventory  o f 

equ ipm ent on the line w as broken dow n in to  the fo llow ing ; PPU s, tow bars, tugs, radios and 

refuelling.
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The issues of equipm ent very much dominated the rem ainder o f the forum. It was not until meeting 

fifteen that rosters were discussed again. In particular two issues took up most o f the tim e of the 

forum; radios and transport equipment.

This was the first time that any discussions like this took place on the line. It becam e apparent 

throughout these meetings that there was a lack of shared knowledge in relation to all o f the issues 

that arose and that each person on the forum, and in particular the LMM, was unaware of all o f the 

different issues. As noted above one of the main purposes of Partnership forum s is to encourage 

and facilitate staff to contribute their intimate and expert knowledge of the local operation. So far 

the working of the forum  had been dominated by research carried out by two people who were 

outside the line -  the Six Sigma representative and the graduate engineer on w ork experience there. 

This was the first time that there appeared to be w hat the LMM referred to as “great cross

fertilisation” (11) of information and ideas from people who actually worked on the line. 

According to Partnership principles staff at an operational level should also have had the 

opportunity to share their knowledge but this did not happen for the reasons explored above in the 

power play between m anagem ent and unions.

Also however an interesting point arose in relation to the work of the specialists. A t the seventeenth 

meeting of the forum the LMM invited in the dispatcher to review the situation o f the radios and to 

get his advice on what to do. The LMM noted that he had asked the “ lads but ju st to be sure” he 

wanted to ask the dispatcher. This suggests perhaps that the LM M  may not have trusted the 

suggestions or com ments from staff at an operational level, if he did not even do so for the invited 

specialists.

T67.2 Culture of lack of communication

One of the biggest issues to emerge from the forum was that o f radios and their usage. Numerous 

problems were encountered both in relation to the use of radios and the radios themselves; their 

amount, condition, serviceability etc. These issues could in many ways be seen to reflect an 

underlying culture o f a lack of communication. It also however relates to the them e of lack of 

shared knowledge.

Radios are an essential means of communication between the dispatcher and m anagem ent in the 

Maintenance Control Centre (M CC) and AMEs when they are out on the apron / ramp. They are 

used to relay information from MCC to AMEs about what task to go to next, w hat aircraft needs 

attention, etc. They are also used by the AMEs to com m unicate difficulties etc to the MCC.
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After one meeting (8) the LMM expressed his frustration to the TCD researcher at the situation of 

radios in the company saying that there were three types of radio user:

"Those who don’t use them at all,

those who use them to send messages only, like its Jam and you need to send someone out here 

as I ’m finished or I ’m on break time, send someone out, 

those who use them properly, to contact and to be contacted”

(Field notes, 26“’ March, 2002)

He noted that this was “another type of culture that no one talks about in here” . He never 

mentioned this during the forum  itself.

In the development o f the narrative a lot of the details on the more technical workings of the forum 

were removed. However as an example of this and to illustrate this them e a lot of the details on the 

case of the radios are retained here and presented in Box 4.1.
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Box 4.1 Radio Use Mini Case

In the forum  it was noted (11) that the handheld radios were “notoriously unreliable” but they were 
thinking of installing perm anent radios in all the tugs. The equipm ent specialist noted that the 
problem with the radios was “the batteries were not great and were dying when people were out on 
the line”. People were over charging the batteries thus leading to difficulties. A t the twelfth 
meeting the LMM brought up the issue of radios again asking the question “Should I spend money 
on fitting radios into the tugs?” A number of suggestions were put forw ard and it was agreed that 
they would, as suggested at the last meeting, take the radios out of the de-icing tugs on a trial 
period. The equipm ent specialist would take responsibility for this and the tooling specialist (not 
the Six Sigma representative who had initially been asked to do this) would conduct an audit of all 
the radios and batteries.

A review meeting took place as part of the forum after this m orning plan was carried out. It was 
agreed to purchase three new radios and batteries. A t the next meeting (13) the transfer to different 
tugs was underway. It was also noted however that charging of radios needed to be managed. The 
tooling specialist agreed to take over this job. A lot of the fourteenth meeting were taken up with 
radios and how to upgrade the entire radio system. It was noted that out o f an original 75 radios 
only 26 could be accounted for. It was reported being ‘discovered’ that many of the original radios 
had been upgraded on a two for one basis thus cutting the num ber in half. A t the fifteenth meeting 
it was discovered, for example, that o f the 75 radios listed as purchased from  the vendor 50 were 
unserviceable (u/s). It was also noted that during the week it was attem pted to call every person on 
their radios. However nearly all came up as ‘unavailable’ which m eant they had their radios turned 
off. The LMM noted at this point “if we can establish what we need, looks like we will get what we 
need” . He was referring to whether or not new radios were needed or new batteries. The Six Sigma 
representative had been doing some research on the radio situation and found out:

“On investigation o f  some o f  the invoices from  ... d iscovered that the annual charge from
June ’01 to Jan ’02 had actually been doubled and that as a consequence a t least €.13,814
was owed to Company B B ”. (Company M inutes, Tuesday 28“’ May, 2002)

The LM M , who should have been aware of this, made no comment. The equipm ent specialist 
suggested that all vans should be equipped with a fixed radio which would be more reliable. A t the 
sixteenth meeting and it was agreed that not enough was known on the correct use of the entire 
radio system, that different people were working off different frequencies. After nearly a month of 
discussions at these meetings the situation was still not transparent to anyone in the forum. For 
example, the tooling specialist com plained that there were two reference numbers for each radio. It 
was the graduate engineer who explained to him that this was so because they needed a reference 
number for the IT departm ent and for the airlines. LMM took feedback on this from  the two 
equipm ent specialists at the meeting in relation to w hat to do. Also the tooling specialist suggested 
getting the purchaser to attend the meeting and the LMM agreed.

At the seventeenth meeting the LMM noted that the reason why the dispatcher was a t the meeting 
was to discuss the situation and obtain his feedback on what tugs etc he thought it w as best to place 
the radios. He com m ented that he “had got suggestions from  the lads but just to be sure” he wanted 
the advice of the dispatcher. The equipm ent specialist suggested having all the tugs on the same 
frequency so not everyone would have to listen to a call for tugs. He had made this suggestion a 
few times over the last few weeks of the forum but it had not been implemented. He also asked 
“Could we get guys to call in if there is any problem -  try and grab them on the way out and say to 
them “call me if you have any problem s””. The Six Sigm a representative asked at this point 
“should they not at least call you and tell you it’s getting tight if they are due on another aircraft?” 
Everyone else who worked on the line responded “yes the lads do this”.

After spanning eight meetings this issue of radios remained unresolved at the forum. At what 
turned out to be the final meeting of the forum (18) the following was noted in the minutes 
“Feedback was given on radios”. No other actions had been taken.
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W hat is significant here however is that while some discussion com m enced on the issue of radios 

during the forum  it was always at the level o f the state of the radios or the batteries or the 

frequencies but never was the issue, that the LMM had raised in private to the researcher, discussed 

openly at the forum, that is, that he believed that people deliberately turned off and misused their 

radios to avoid work. He was unable to com m unicate at this level at the forum. The nearest that the 

forum  came to addressing this issue was when it was attempted to source all the radios and they 

came up as available. So while the radio issue was im portant as an example of this lack of 

com munication there were other instances where com m unication rem ained at the level that it did 

here, that is, at the level of gathering data on the problem rather than discussing w hat the LMM 

believed to be the underlying issues behind the problem.

However it is also possible that initially the LMM may have m istrusted his staff in relation to the 

use of radios and then been surprised at the level o f difficulty and problems that arose in relation 

to the situation with radios, that there were actually far few er of them then he thought and that a 

lot of them did not work properly. The exercise however around sourcing the radios would suggest 

that perhaps his suspicions were correct to some extent.

The researcher’s observation on the line would also confirm  both sides of the argum ent for 

example on two occasions AM Es returned their radios off as they were not working. In another 

instance an airline called the dispatcher to say that their flight would be delayed and he tried to 

contact the two Com pany BB staff on that aircraft on their radios but their radios were not working 

or had been turned off.

The main issue here o f the LMM not being able to com m unicate openly on the forum in relation to 

this issue is evident again in the next theme in relation to lack of respect.

T67.3 Culture of lack of respect
There was also a culture of lack of respect on the line for equipment, parts and tools. This will be 

explored here but also both themes from  above were also linked here in terms of lack of shared 

knowledge and lack of communication. Firstly however some insight into the extent o f problems in 

relation to equipm ent are noted here.

In the forum  (12) it was decided to run another ‘scenario’ or plan on a Friday morning between 6 

and Sam. This was the second major action taken by the forum  and the aim of this was to carry out 

an assessm ent of how the situation actually was in relation to equipment. Each person had to 

determ ine where exactly all the tugs, power push, towbars, radios etc were and where the 

bottlenecks were. The LM M  com mented “ it will be like m anaging chaos”. Some new suggestions 

would also be taken on board on that Friday and tried out, for example, the graduate engineer had 

suggested introducing what was called a ‘floating driver’. It was also decided, for example, that
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there would be a spare towbar on the back of a tractor with two staff one of whom would be on the 

radio. Therefore this spare towbar could be called to a station whenever needed. A review meeting 

took place as part of the forum  after this morning plan was carried out. As a result o f the exercise it 

was agreed to appoint a new type of fueller and to service all ground power units (GPUs). This was 

the same day as the TCD researcher carried out the observation on the line and the following was 

noted in relation to equipment:

“There were quite a lot o f  problems with both the availability and usability o f equipment 

and tools. For example flight crew radioed in that the air starter was not giving enough 

air pressure to start the engine. The board man had to contact a few  o f AMEs in order to 

locate another air starter.

There was a shortage o f most equipment. Four ground power units (GPU’s) were 

allocated, two o f which were u/s and two o f which were in the hangar. There was no 

transport available. Some people started to use the de-icing units as transport. There was 

a shortage o f tractors. A number o f  the tugs were u/s. In addition one o f  the hangars 

called looking for a tug to move one o f  their aircraft. ”

In a discussion at the thirteenth meeting the CM present expressed frustration over the situation 

with equipment. He noted that in one instance he had brought four different tugs to an aircraft 

before he found one that was working. One had no radio, the starter was u/s in the second, and the 

gearbox was u/s in the third. He noted that they have “more than enough to be doing without 

chasing tugs, A SU s etc”. He suggested using one of the AM Es to repair all equipment.

The LMM believed however that lack of respect for equipm ent contributed significantly to the 

problems with equipm ent on the line. Again however he was unable to express this at the forum. At 

one meeting (14) he did note that apprentices misuse transport and “others” also when they 

abandon transport in other areas of the company. He noted that he would discuss this problem with 

all staff at the next Com munication meeting. This was a top down, one way, transfer o f information 

meeting where over 30 individuals from  line m aintenance met on a monthly basis.

A t another meeting (15) a more open discussion took place on equipm ent facilitated in part by 

TCD. This happened when the TCD researcher presented research findings on how other 

companies dealt with problems in relation to equipment, particularly cars and vans. It was noted 

during this discussion that the cars in Com pany BB “are in bits now, the normal radios are bashed 

up, let alone the work radios”. The LPE noted that there would be new uniforms soon and this was 

the perfect chance to bring about a change in culture in relation to the treatm ent o f equipm ent as the 

“guys wont be going around in dirty overalls” . The tooling specialist suggested putting new covers 

on all the car seats. The LMM however noted at this point that since the forum  began he had
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purchased six cars and that “one lasted 30 minutes before we rolled over it ourselves with a tug”. 

The tooling specialist however continued saying vans should be purchased with easy access to the 

back to make cleaning easier. The LPE made the strongest com m ent on the situation when he noted 

there were

“...2 0 0 people on the line, there is one guy looking after equipment on the line, others are 

sitting there watching telly when they could be cleaning equipment. Would have to chip 

away at the culture in here."  (Field notes, 28*’’ May, 2004)

A discussion took place in relation to how best to resolve the issue with most suggestions being 

around new equipment. The LMM felt that this would not solve the problem as the problem related 

to the treatment o f equipm ent and joked to the researcher “now look what you have started with 

your Mercedez!” (in one of the other com panies they had ju st purchased new M ercedez vans to 

create a sense of ownership am ong the CMs). Thus while the LMM believed that lack of respect 

was an issue in relation to equipm ent he was unable to bring this issue up directly in the forum. It is 

unknown to the researcher whether or not this was discussed at the Com munications meeting.

T68 Strained relationship between LM and other departments

As already addressed Company BB was a large organisation with several different departm ents 

most of which functioned as independent business units. A number of incidents took place that 

would suggest that the relationship between LM and some of the other departments in the company 

were particularly strained. This theme, which was also evident in the AIR case study, also relates to 

a lack of shared knowledge on a larger scale across the company.

Strained relationship between LM and the garage

The first was in relation to the garage or facilities, another departm ent of Company BB separate to 

line maintenance, responsible for the maintenance of transport vehicles. A representative from the 

garage was invited to attend the forum (12) to discuss the issue of maintenance of Com pany BB 

equipment. In response to questioning on the issue the garage representative noted that the garage 

were being continually reminded that Com pany BB line m aintenance was not a priority for them as 

they had to concentrate on revenue generating business from  other custom ers and other areas of 

Company BB. Therefore LM work was always at the back of the queue. Also, he inform ed the 

forum, that there was no overtime allowed on work on Com pany BB equipment. He also noted that 

90 per cent of LM equipm ent had not been serviced in the last year. People at the forum  were 

surprised by this information.

A t the thirteenth meeting a discussion took place in relation to this issue and how LM were not 

getting value for money. It was decided to invite another representative from  the garage to discuss 

the issue further. This happened at the fifteenth meeting. This garage representative (GRep2) felt
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that there were no problems caused by lack of equipment. He wanted to see statistics on this. He 

noted that he was constantly “working on courier vans and cars doing body repair”, some of these 

vehicles it was impossible to “even open the door” . A t this point the LMM instructed him not to 

“work on nicks and dents that don’t interfere with the mechanical running of the car”.

An argument then took place between the LMM and GRep2 on a lot o f these issues especially in 

relation to work being done and prioritising work. The LMM noted that “we also have a problem 

where we report damage, and it goes in for repair, and com es back the sam e”. There was silence 

after this comment and the GRep2 did not respond to this at all. Following this the LMM dism issed 

the GRep2 abruptly saying “thank you very much GRep2, you can have a nice day now, you ’re 

finished, thanks” . GRep2 left the meeting at this point.

This issue was never fully resolved in the forum. A t the last meeting the Six Sigma representative 

suggested that regular meetings should be organised between the LM  and the garage outside of the 

project meetings as this was an ongoing item that needed addressing outside the project.

Strained relationship between LM and aircraft overhaul

The issue of equipm ent also brought up another issue in relation to relationships among different 

departments. For example, at one meeting (13) the LMM suggested that LM should take 

responsibility for refuelling the GPUs for the hangar. The tooling specialist however who was at 

this meeting voiced his opposition to this idea asking “why should we take on their problem ?” The 

LMM stressed at this point that LM and AOH needed to start working together as “after all they are 

one com pany”. Later however he would appear to contradict the sentim ent he expressed here when 

in a discussion on the level of service from  the garage the LMM him self questioned why one of 

‘ his’ best GPUs was at AOH and went on to stress the need to keep this in LM.

In the observation on the line the TCD researcher also noted there were some stories recalled 

around the relationship between LM and overhaul indicating tensions there. One story, for 

example, noted that a power push unit belonging to LM was borrowed by the hangar, used there, 

and when it ran out o f fuel was dropped back to LM, without having been refuelled, and another 

one taken without notifying anyone.

Strained relations with IT departm ent

Another issue arose that fits under this theme but also points to how things are managed in the 

company despite these strained relationships. The Six Sigma representative, frustrated at the lack 

of progress by the company IT departm ent in developing an in-house rostering system, 

downloaded and commenced using on the line, a rostering software system off the internet on a 

two-month free trial basis. He announced this at the fifteenth meeting. In relation to this matter 

on the following day the TCD researcher had a lunch meeting with the organisational learning
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manager. They were later joined by the IT director o f the company. W hen asked by him how the 

forum  was going the TCD researcher informed him of w hat was happening in the forum  in 

relation to IT and in particular the rostering system that had been downloaded from  the internet. 

He then got very angry saying “ How dare they do anything outside of the IT departm ents 

authorisation” . During this conversation the organisational learning m anager turned away to 

another TCD colleague and left the TCD researcher to deal with it. The Director of IT said he 

would contact the Six Sigma representative’s boss and “ ...g ive  out to him about the Six Sigma 

representative” and what was happening in the forum. On the follow ing Friday the TCD 

researcher approached the organisational learning manager in his office and asked him  what it 

was all about and why he did that. He replied “ I set you up, I want the IT departm ent to get 

behind this and get it in line with w hat we have in the com pany already and w hat we have in HR, 

so that is what they are doing at the moment, they are updating and improving the in-house 

system” .

Following this the internet rostering system that the Six Sigma representative had downloaded was 

confiscated off him by the IT departm ent who promised to have a system up and running by the 

end of the following week. The ‘set up ’ by the organisational learning m anager had worked well. 

This also links with the next theme in relation to trust.

T69 Trust

The issue of rosters was by far the most contentious issue of the forum. Problems encountered here 

crossed all o f the themes mentioned above in relation to culture, the power play between 

m anagem ent and unions and the relationship between the LM and other departm ents. In order to 

maintain the integrity and coherency of the narrative and to understand how all o f these linked 

together and related to each other they will be discussed here in relation to the issue of rosters.

Rosters was a contentious issue from  the beginning of the forum. The LM M  believed it lay at the 

heart o f the problems on the line and was trying to obtain a roster change. Rosters however were in 

some respects an IR issue and other IR issues such as pay and conditions had been deemed to be 

outside the rem it o f the forum. A double standard appeared to exist in what the forum  would deal 

with and the union representative responded to this in a particular way which has been discussed 

above under the theme on power play. Attention was diverted from  this issue for a w hile during the 

work on equipm ent however it was returned to towards the end of the forum. It had initially been 

hoped that a viable roster system would be developed by the end o f March 2002. One of the most 

heated discussions on the issues took place long after this in June 2002.

W hile the surface level of the work of the forum  had been focused on the issue o f equipm ent it 

became apparent that work was still ongoing behind the scenes in relation to rosters. A t the 

fourteenth meeting it was noted in the minutes that a spreadsheet had been designed to match
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person power with workload which would hopefully allow for designing new rosters. A t the next 

meeting (15) the LMM announced that he had “hard num bers” now to indicate that more staff were 

needed early in the mornings to deal with the work level. He was going to take these numbers to 

the Director o f Engineering and Planning and the D irector o f Quality. He felt he could highlight 

ways in which he could move people to handle the peaks. Several issues arose out o f this 

announcem ent and will be discussed here.

T69.I Lack of trust in IT and in management

The first of these related to IT. The existing rosters were not com puterised and it was hoped that 

this could be a first step in making the entire system more transparent and easier managed. 

However this did not prove an easy thing to accomplish.

The LPE was the person in the com pany who had dealt w ith rosters. He had handwritten them for 

the previous 20 years. The Six Sigma representative had expressed concerns over his com puter 

literacy but these were never addressed with him. A t this meeting the LMM announced that 

meetings were taking place with the vice president o f Com pany BB to discuss possibilities and 

limitations of the com pany’s in-house IT systems for rostering and in particular one used by the 

HR department. Seven new staff were expected to com m ence the follow ing Monday and it was 

becoming urgent. However this led to a heated discussion between the LPE, Six Sigma 

representative and the LM M  in relation to placing the rosters on computer.

This interchange highlights some important issues in relation to com puter literacy, com munication 

and trust. The LPE initially argues for a computer system saying that for the last 20 years he has 

been hearing that a com puter system should be able to produce printed roster forms. He has also, 

for the last 20 years, spent time at his weekends handwriting them. Then he goes on to dism iss the 

Six Sigma representative’s suggestion that a computer system would help him to avoid this saying 

that he has been hearing that for years that all it takes is one step to make his life easier but nothing 

has ever happened. Y et when the LMM presses him and says we need to have a system that will do 

this he says he needs a clerical assistant. The LMM says no to this by saying that is too easy to 

which the LPE responds saying we need someone to type up the rosters. The LMM says the LPE 

can do this to which he says no. The following interchange highlights these issues;

“LPE -  LM M  w e ’re in new century now. I ’ve been hearing that since 1971  -  “ W i e  have 

computers we should be able to have printed fo rm s”. I  spend 8 hours at home every 

weekend writing them up.

Six Sigma representative -  But that's what we w ant to avoid, w ant to create a system  

where it does not take that much work from  you.

LPE -  With all due respect I  have been hearing that fo r  years, that all it takes is one step. 

L M M -  We have to have it.
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LPE -  Need clerical assistant.

L M M - That’s too easy.

LPE -  We need someone to type it up.

LMM -  You can do it.

L P E -N o ."

(Field notes, 28“’ May, 2002)

It is perhaps the case that the LPE may have been computer illiterate and may have been unable to 

communicate this to the LMM. However it is also the case that the LPE did not trust in the system. 

There were problems with the in-house IT system as it was. For example, there were 1 5 / 2 0  rosters 

on LM and the system did not account for this. Neither did it account for sick leave, holidays, 

maternity etc. The LMM stressed that despite this whatever was handwritten was needed in printed

form and that all people should be reading the same printout.

At this point the LPE noted that all the current rosters were on a computer system (it is not known 

who entered these) but that interrogating the system was the problem. He noted this takes hours and 

pressure needed to be put on the company to develop a better system. The Six Sigma representative 

responded by saying that the CEO was “on to this” and that he was trying to get a reporting 

function from the system and that the system would also link to the payroll computer. The LMM

noted that the ultimate first step was to get the rosters in print format.

This would suggest that computer literacy was not a problem for the LPE. It suggests that the main 

problem for him was in relation to trust, trust in the IT system but also trust in his management that 

what was being attempted was something that would not add to his workload.

The issue of the confiscation of the internet system confounded all of this and delayed any further 

discussions on who would do what. The group were forced to wait until the in-house system was 

better developed. This did not happen within the lifetime of the forum.

T69.2 Lack of trust in the unions bv management

Another issue arose in relation to the trust that the LMM placed in the unions. This issue pervaded 

the entire forum. The LMM did not trust the unions enough to be on the forum in the first place or 

to enter into dialogue on the issue of the roster change. How he communicated in the forum was 

further evidence of this. For example, he ended the sixteenth meeting by announcing that there was 

enough evidence accumulated that the shift system needed to be changed, early shifts would have 

to start at 6.30am in order to meet customer requirements:

“We need to start at 6.30 in the mornings, we will have no option.” (Field notes, 11'*' June, 

2002)
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The union representative was not given any opportunity to reply back to this announcem ent at the 

meeting. In response the tooling specialist (who had been a union representative in the past) leaned 

over to the current union representative and told him to m eet him outside the meeting. It is unsure 

what was discussed during this informal meeting.

The LMM informed the TCD researcher afterwards that he had deliberately ‘planted’ this last 

thought at the meeting so that the unions could be forewarned that changes were about to happen. 

He also told the researcher that the tooling specialist was a form er union representative but was still 

very much involved. He would see how things went and make an official announcem ent the 

following week and then introduce the new shift. He could do this and knew he needed to, but only 

felt com fortable doing so when he had the evidence behind him as he did expect a reaction from  the 

unions.

T69.3 Lack of trust in managem ent identification of the problem bv the unions 

The unions expressed reservations over the problem identified, the data and the proposed solution. 

It is possible that this was the only way that they could engage in the forum  while still maintaining 

their own respect, after having been excluded from  so much of the w orking of the forum. However 

this issue will be returned to later. W hat was evident was a lack of trust in management, in relation 

to the data and statistics, gathered and presented or the ‘evidence’ as the LMM referred to it, which 

is discussed here.

The whole purpose of the forum for the LMM was to achieve a change in the roster system. He 

expected a reaction from the unions and wanted to have statistics behind him in order to support his 

belief that a change was the solution.

However there were several times during the forum that the union representative and others 

expressed disbelief at the statistics presented or attem pted to discredit them. The most serious 

discussion of this nature took place at the seventeenth meeting.

The discussion took place around the issue o f delays and the data that was being provided. The 

union representative said in relation to the data

“.. .but still d o n ’t believe the delays"  (Field notes, 18“’ June, 2002).

To which the Six Sigma representative replied “that doesn’t m atter”. There was a lot o f tension in 

the room at this point and a lot o f shouting in relation to this and repetition of sentences. The 

following heated interchange took place:
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"Grad eng -  It does matter. We have to convince the airline o f  the sources o f  delays and  

the ‘Union R epresentative’.

ES2 -  I t ’s the redcaps (people working fo r  airlines who assessed delays) they tell lies. 

L M M -  ‘Union Representative’ y o u ’ve lost it i f  you d o n ’t believe the figures  

URep -  No (addressed to LMM ) I have not lost it. ”

(Field notes, 18* June, 2002).

It is significant that at this point it appeared that it was the people engaged in the operational work 

in the forum, that is, the second equipm ent specialist, the tooling specialist, and the union 

representative who were all suspicious of the figures.

T69.4 Lack of trust in proposed management solution bv the unions

Following on from  this, what was also evident was that the unions did not trust in the solution 

proposed by management. They did not believe that it was fair on the operational staff, their 

colleagues.

A matrix was presented of a person power audit that was carried out on a Monday, W ednesday and 

Friday in May, June and July which looked at different flights and mapped out person power 

needed according to qualifications. An hour by hour analysis was carried out. Tw o audits were 

com pleted one to find out what the workload was and one to match the person power to the 

workload. The graduate engineer had carried out all o f this work and presented it to the group. He 

finished by presenting a chart which highlighted where most delays were. It was made obvious 

from the chart that they were about two to three staff short on each of the crisis points.

The tooling specialist com mented however:

“We have people leaving a t 7am, leaving a t Sam and starting at 7am so we have people 

on the premises, are they being m atched up properly to the fligh ts so they d o n ’t have to 

leave in the middle o f  a job?  I f  you are only short 213 people then i t ’s a lot to do to get in 

all o f  your s ta ff a t 6.30am, what benefit would you have fro m  th is?” (Field notes, 18'*' 

June, 2002).

The LMM replied that they had run three different scenarios matching people to flights with the 

dispatcher since the forum  began and none o f these worked. He argued that that “ if you had 

everyone in at 6.30am, then you would have all flights manned” . The tooling specialist replied

“I am wearing this hat now but I  know that you will get stick from  the lads over this. I f  

there is a reward to a fe w  then it will not be accepted” (Field notes, 18* June, 2002).
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He was referring here firstly to not wearing his ex-union representative hat and secondly to a few 

people getting off their duties earlier or allowed to take a break before going home etc.

At this point management attempted to convince the tooling specialist and the union representative 

that this was the only way forward. The LMM went over the working of the forum to date with the 

tooling specialist (who had not attended all the meetings) and it was apparent from his tone that he 

was really trying to win him over. The LPE joined in and explained further the situation with the 

shortage of labour, that at the time they had 11-12 dedicated people but needed five handlers so 17 

people in total were needed. But the tooling specialist replied

‘"We don’t have five handlers in the department and i f  you expect people to come in and 

do other peoples jobs then you will get a lot o f  stick” (Field notes, 18*'' June, 2002).

The union representative joined the discussion at this stage and said

“You surely will. I ’m not convinced about the statistics. I would like to see all o f  them and 

match them to lack o f engineers (AMEs). I think there are a lot o f  other factors. I  am no 

expert on roster systems, but i f  you have a group o f people in a room, discussing a roster 

system that they will never have to work, then forget it” (Field notes, 18'*’ June, 2002).

He did mention at this point that he appreciated that he was there in the room but continued that

“You need to talk reasonably to people" (Field notes, 18‘'' June, 2002).

The tooling specialist commented

"... we do have to be productive, but i f  coming on at 6.30am means letting some guy who 

is due to finish at Sam have a cup o f tea before he goes home then there will be serious 

trouble” (Field notes, 18* June, 2002).

The LPE pointed out here that it did not seem to be fair that crew managers and shift managers did 

not have to start until 7am:

“.. .having crew manager and shift managers come in at Jam when people are going home 

and aircraft going out does not make any sense, there are no resources i f  there are any 

problems” (Field notes, 18* June, 2002).

The LMM explained at this point that before he started this process of review everyone suggested 

to him as a solution to his problems to “Just get everyone in at 6am”. He however was trying to
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avoid this and consult with people, look at the figures and the statistics and take a reasoned 

approach to coming up with a solution.

T70 Asking for suggestions -  ‘too little too late’

At this point the LMM asked people for their suggestions on how to resolve the issue. He noted 

that the two equipment specialists were currently in every morning at 6.30am to collect information 

on delays and that this was not sustainable so did anyone have any suggestions on what to do in 

relation to the rosters in order to reduce delays. This was the first time that he had asked other 

people had they any solutions to the problem of rosters.

The tooling specialist made the following suggestion

"The company issued a notice that there are too many craft workers at the moment so they 

can take annual leave etc. Why don’t we get these to do one week o f nights over the 

summer to provide a backup to the line and free up people on the line to do other type o f  

shifts?" (Field notes, 18''' June, 2002).

The LPE replied however

“There are 185 people on the line and 20 apprentices who are well capable o f doing the 

work. I f  people on line maintenance don’t want to do the work then it is a very different 

thing" (Field notes, 18“' June, 2002).

He noted it would be great if one could assign people to work based on need instead of to “the 

usual area”. Again an issue that was not further discussed or made more transparent as to what he 

was referring to.

The LMM addressed the union representative and asked him did he have any alternatives to this 

situation. He replied “there is always an alternative, loads of alternatives”. He did not add any 

alternatives however.

Following this the heated discussion took place on the data and whether people believed that or not. 

After this the LMM asked the union representative could he sit down with him and others and 

discuss the roster system. The union representative replied that “he was not convinced that a 6.30 

roster would solve problems”. The tooling specialist added “if people who were on site were 

utilised properly then it would solve problems”. The union representative warned the LMM that he 

would not enter into discussions on rosters without getting into other issues “if you discuss core 

problems with the rosters then people would discuss shifts, for example, shift working in general, 

qualifications not being recognised in pay etc”. The meeting ended at this point.
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T7I Asking T C P  for suggestions

After the meeting the researcher had a discussion with the LMM, the engineer and the Six Sigma 

representative. The LMM asked the researcher for any advice on the m atter of the rosters and how 

to deal with attem pting to change them. It was obvious that he was still convinced that this was the 

way to move forward. From the statistics presented it did seem that some change was needed in 

order to address the shortfall o f staff in the mornings particularly on flights due out at 7am. The 

researcher felt however that the only way the problems would be addressed was if they were 

identified by staff and ownership of them came from  staff. Thus the researcher suggested doing 

two things. One was to get a team of people representing the different working group divisions that 

existed on the line, about four to five people, and get them to observe the line activities from  6am 

to Sam on those days that the engineer had already mapped out the peaks and problems etc, that 

was on M ondays, W ednesdays and Fridays. The second suggestion the researcher made was to get 

a second team together o f different people from  the same areas and ask them to discuss the ‘core 

issues’ as the union representative had referred to them and try to reach some sort of agreem ent on 

what these were and how to move forward on them.

The LMM agreed that it was a very good idea to “get the lads in to observe the morning peaks with 

their problems and get them to spread the word about them and take ownership of w hat to do about 

it also” . The Six Sigma representative reminded everyone that a lot o f staff were asked to join the 

forum when it began but the union representative had stopped them from  doing so.

The LMM had the following plan at that time:

• The following day to announce at the Partnership meeting that he was going ahead with 

the new rosters in light o f all o f the evidence on delays etc

• On the following Thursday to put up a notice on the line

• On the following Sunday week to start the new shift

He had at this stage already com municated the need for these new rosters to the Com munication 

group. A t the discussions with them there was no negative feedback in fact he said there was no

feedback at all, so he was not too worried about the reaction. This may have been however because

the Com munication group appeared to be one way com munication. He thought there were a lot of 

people who would love to work the early shifts over the sum m er as they would be home in tim e for 

sports, matches etc.

The researcher suggested that if he was going to do this then he write a letter to everyone on the 

line advising them of the rationale o f the change in roster systems and giving them a series of 

alternatives or asking for volunteers. He really liked the idea of volunteers so he said he would do 

both things:
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• He would put up notices for volunteers

• And he would go ahead and publicly announce the new rosters

He felt at this stage that he had no choice. He felt he “could enter into discussions and negotiations 

and get nowhere” . He had to put up the new rosters and “ then let everything come out and the fun 

begin”. It was already m id-sum m er at this stage and he felt that unless he went ahead then nothing 

would change for the months ahead and it would be too late to address anything. Essentially what 

the researcher had suggested here was another forum but run on real Partnership principles. The 

LM M ’s response may have reflected his feelings on the LAP to date.

W hy the LMM felt he could only ask TCD outside the forum  is another issue that will be returned 

to under the theme of the soft working of the forum.

The LMM did not attend the Partnership meeting the next day but sent the LEOM instead. In an 

informal discussion between the researcher and the organisational learning manager, the 

organisational learning manager said that at the meeting “...you could see the aggression on the 

LEO M ’s face towards the union representative”. He also reported that at that meeting the union 

representative announced at the meeting that “Nothing will happen unless we get agreem ent” . The 

HR manager replied however “Excuse me but we have an agreem ent to start people at 6am and the 

customer is dem anding this so it will happen”. The researcher also discussed the suggestion to have 

a team observe in the mornings with the organisational learning manager. He noted however that 

the LMM and the LEOM had a meeting about delays every morning at 9am  but they did not want 

anyone else at that meeting.

At the eighteenth and what turned out to be the final meeting of the forum  there was only one 

mention of the roster issue and that was that someone at the meeting who had not attended any 

previous meetings and was unknown to the researcher thought that “a 6.30am start was a very good 

idea in helping with the problems on the early shift” . The union representative did not attend this 

meeting.

T72 “Chipping avvav at the culture"

W hile it is obvious from  above that a number of key technical issues were tackled by the forum 

progress was also made on softer issues. The LPE com mented during one meeting that there would 

have to be “chipping away at the culture” within the company.

If the LAP is viewed in light of the above statement, that perhaps what was needed more than 

anything was a change in culture on the line and all the LA P could do, and indeed the LM M , was 

chip away at that culture then perhaps the LAP can be viewed in a different light. How two of
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these issues above, rosters and equipment, were dealt with will be reviewed in light of this idea of 

chipping away at the culture surrounding them.

In terms of rosters the most significant thing it would appear that the forum  needed to achieve was 

buy-in from the union representative. The LMM needed him to believe that there was a problem, 

that rosters was the solution and not to jeopardise the implementation of a change in rosters. Thus 

the relationship between the LMM and the union representative at the forum  was extremely 

important.

Some interactions give an insight into the nature of the dynam ic that was ongoing between the 

LMM and the union representative. Early on in the forum  (8) it would appear that the LM M  was 

testing the union representative. The rosters issue was being discussed particularly coverage at 

Tam. The LMM asked the union representative had he ever been on an aircraft a t Tam. The union 

representative responded that he had and that he had stayed on until T.15am. He noted that there 

was a lot of “goodwill” on the line that needed to be utilised. A sim ilar incident took place at the 

eleventh meeting where a discussion happened in relation to tugs as the LM M  noted he was 

debating which type of tugs to purchase. He asked the union representative was he a “ tug m an”. 

The union representative was not. Only certain people were qualified to drive tugs. The LMM did 

not appear very impressed when he said he was not. The union representative however in a possible 

attem pt to regain credibility went on to note that he was “not a tug man but was driving in one 

yesterday and couldn’t see out of it as there was no dem ister” (to clear the windscreen). The LMM 

responded that they had had this issue for a long time and were testing out a gas de-m ister at the 

time on one of the tugs. Here the LMM may have been reminding the union representative that he 

had not worked on the line for long.

Also at this meeting however there went on to be an important interchange between the LMM and 

the union representative and for the first time on the forum some level o f agreem ent appeared to be 

reached between them. The LMM was discussing staffing levels again and noted that there were 

not enough people especially on the late shift and especially on Sundays. He suggested to “put 

some of the old timers in the hangar so that they can get their break from  nights”. The union 

representative asked for them not to be called ‘old tim ers’ but did feel

“Yes it would be a good idea to give the older ones a choice on w hat they want to do 

rather than let new ones from  hangar get the best shifts. It would be much more palatable 

here to talk to people about it and let them choose. Let it com e through communication, so 

its open and everything, fo r  the lads"  (Field notes, 2"“* April, 2002).

At this point he asked the question “Is there actually a problem ?” This was the first time on the 

forum  that he appeared open to the possibility that there m ight be problem s on the line. The LMM
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in response replied that the shift m anager’s report and the delay reports give information on 

problems on the shift but do not “give you the stress levels o f the lads on shift”. This was the first 

time on the forum  that the LMM had mentioned or suggested the possibility that the staff may also 

have difficulties. A fter this meeting the LMM approached the researcher and talked about how 

there had been such a “huge turnaround with the union representative and that he was com pletely 

pulling in now which was am azing to see”. It would appear from  this that perhaps they were both 

“pulling in” much more.

T73 People’s influence on the chipping awav at the culture

This section reflects on this notion of chipping away. This is done through looking at certain key 

roles in relation to the forum. The following roles in particular are explored;

• The line maintenance manager

• The union representative

• The Six Sigm a representative

• TCD researchers

Other people did play important roles on the forum. W here interactions of significance happened 

these are included throughout this section with reference to the other people involved.

The line maintenance m anager

At the start o f the forum  LM was under considerable pressure from  senior management and the

rest of the organisation to improve its business. When he noted (17) that in the forum he was

trying to take a reasoned approach to a problem and get suggestions from  everyone someone in the 

forum  commented about the good guys getting all the work to do and the LMM agreed referring to 

himself saying “the willing horse always gets flogged”. It is possible that for the LMM the LAF 

was a means to collect the evidence that he needed while at the same time trying to make it appear 

that everyone was involved in taking this “reasoned approach” to problem solution. In relation to 

the two other big issues of the forum, radios and equipment, he was sim ilarly unable to express his 

true feelings in relation to these issues.

The LAF turned out to be for him a huge com mitm ent o f time, energy and resources that lasted for 

three months longer than he expected, seven months in total, and did not bring him the results that 

he possibly hoped for. The strain of the process was evident for exam ple at the twelfth meeting 

where the second TCD researcher noted
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"During this meeting LMM was less engaging than in the other meeting. On a few  

occasions he cut people short and did not seem to want to explain certain things. At times

the researcher fe lt he was running out o f patience with the whole thing as it seemed to be

taking much longer than he expected. ”

A t other times he was very enthusiastic about what was happening in the forum  and after one 

meeting (11) noted that there was great “cross-fertilisation” of ideas taking place at the meetings. 

It was obvious that at most meetings it was not just ideas that were being shared but information. 

The LMM appeared not to know at times a lot o f things that w ere being raised and expressed 

disbelief at others, for example, in relation to the de-icing crew (17). The union representative also 

expressed his disbelief at some of the things he was hearing at the meetings (17).

Potentially this was also another way of chipping away at the culture of lack of shared information. 

For this to happen however it necessitated more sharing and whether this was actually desired or

not, it did not happen, at times leaving the LMM exposed. Essentially it was his work that was

most under scrutiny during the forum. Theoretically he should have known everything that was 

raised during the forum  and some might argue if he was doing his jo b  well there would have been 

no need for the forum. However in an operation as complex as line m aintenance it would be nearly 

impossible for one person to know everything that was going on. Some things w ere embarrassing 

for the LMM, for exam ple, when the Six Sigm a representative discovered that they had been 

overcharged by 10,000 euro the previous year for radios and batteries. Another incident was in 

relation to the de-icing crew (17) where a lot of anger was expressed at the working of this crew. It 

was obvious that the LMM was unaware of this. He said he was glad he opened up the discussion 

and said that “ Mr X has a lot to answer fo r”.

The union representative

The first few m eetings must have been particularly difficult for the union representative. The 

agenda for the forum had been decided without his input. He tried to add som ething to the agenda 

but this was not accepted. He wanted to have the forum look at some traditional IR issues like pay 

and conditions but these were out o f scope. Y et rosters, which would also have very much been an 

IR issue, lay, it would appear, particularly in the early stages of the forum , at the heart o f it. He was 

also a staff member as noted above in the presence of at least two of his managers a t any one time. 

He was the only union representative on the forum  and at most m eetings the only staff member also 

who was not some form  of management or an invited specialist. As noted above there were 

instances where the LMM did make his authority felt. Also the LEOM  during one o f  the meetings 

(9) appeared to chastise him and all staff for not reporting broken equipment. A t another meeting 

(12) he could not attend due to the “operational dem ands” of his job  as an A ME.
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However despite this there were moments when he did appear to engage with the forum and the 

work being carried out. A t the eleventh meeting for example the LMM felt there had been a 

breakthrough with the union representative when he asked “Is there actually a problem ?” It is 

significant at this meeting that for the first time the LMM talked about the conditions of the 

workers in terms of their stress levels. It is difficult to establish how the union representative would 

have seen the forum  and reacted to it if he had been involved from  the beginning, if he had 

understood better the initial rationale of the forum , if he had felt that the unions were in support of 

the forum. He was a very strong character and did exert a lot o f influence over the forum. A lot of 

energy was spent trying to allay his doubts and suspicions about the whole process and to “bring 

him on board” when it m ight have taken a lot less energy if the entire process was better managed 

from the beginning. There was less contention during the centre part of the forum  when equipm ent 

became the focus of the working of the forum.

There were also moments that would suggest the union representative was attem pting to engage 

with the forum  but was not listened to. For example, it was obvious at one point that the people 

engaged in the operational work in the forum, that is, the second equipm ent specialist, the tooling 

specialist, and the union representative were all slightly suspicious o f the figures. Part o f the reason 

for this may have been that the people who were working on creating these figures and statistics 

(mostly Six Sigma representative and the engineer) had not really com m unicated the ‘whys and 

w hats’ o f what they had been doing. However it is more likely that w hat they had a problem with 

was w hat the people presenting the statistics were deducing was the solution to the statistics, that is 

a change in rosters, than the statistics themselves. The union representative and the tooling 

specialist had already expressed their reservations that a change in rosters would alleviate the 

situation. These reservations were not really listened to so now they had to argue against the 

statistics themselves.

The Six Sigma representative

The Six Sigma representative was involved from  the very first meeting of the forum . He was the 

only person to attend all o f the meetings of the forum. He put a lot o f w ork into the forum  from 

taking time to understand w hat was happening on the line to downloading possible IT solutions to 

problems. He was supported in a lot o f this work by the graduate engineer, who was on work 

experience on the line, but still took a lead role him self in all of these tasks. It was obvious 

however that this forum  provided challenges to the Six Sigma representative. It was also obvious 

that his presence and w hat he represented provided challenges to others. So did this forum  provide 

a means of chipping away at the culture of lack of trust of change initiatives?

Throughout the working of the forum, while it must be recognised that the Six Sigma 

representative put a huge am ount of work into it, overall his presence there may not have helped in 

terms of relationships with the other change initiatives. There was conflict over his presence, his
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facilitating the forum , with control being pulled back from him by the LM M  and the way he 

engaged with people on the line questioning at times their work practices and being perceived as an 

outsider. For example, there were times when he appeared to criticise the staff on the line over 

some of their behaviours. In these moments everyone in the forum  would unite against him. For 

example an issue was raised in relation to the reporting of u/s equipment. The Six Sigma 

representative noted that there did not appear to be any procedure on the line for reporting u/s 

equipm ent (12). However all o f the others in the forum  who work on the line noted that the AMEs 

always report u/s equipm ent to the dispatcher. Another time (17) the Six Sigma representative 

asked in relation to the AM Es getting delayed on an aircraft “should they not at least call you and 

tell you it’s getting tight if they are due on another aircraft?” Everyone else responded “yes the lads 

do this”. Also there were times also when he answered questions that perhaps it would have been 

best for the LMM to answer.

However, he was asked to support this forum and may not have been aware of how a Partnership 

forum  should run. This was his first experience of a forum. A lso however w hat was most 

important for him was com pleting his training to obtain his black belt. In relation to this it is 

interesting to note how in the presentation he gave to senior m anagem ent following the forum  in 

May 2002, the problem definition had been changed and Partnership deleted:

"Problem Statement:

The biggest customer o f  line maintenance has com plained a bout the poor levels o f  service 

which it has been receiving. This contract will be worth in excess o f  €12 .000 .000  in 

revenue to line maintenance fo r  2002. A review o f  departures fo r  this airline fo r  2001 

showed that 274 Delays were directly attributable to Company BB. The m ajor complaints 

from  our biggest custom er are ‘late departures’ and fa ilure to m eet or 'm arshall' 

incoming aircraft. With the industry in such a poor state and  so many other competitors 

vying fo r  business, it is imperative that all causes o f  delays and issues relating to poor  

service levels be addressed so that we can improve our perform ance and  retain our most 

important customer.

Goal Statement:

To plan and m anage the Line M aintenance Operation in the m ost efficient and cost 

effective m anner which satisfies changing customer requirements thereby giving a 

punctual, quality and profitable product. This will be done by reducing the number o f  

Code 39 Delays by 10% ." (Presentation May 2002 to Senior M anagement).

It is also interesting to note from the Six Sigma Representative’s presentation to the senior 

management what he felt were the “Problems and Blockers” to the progress o f the forum . He noted 

the following:
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• The inclusion o f a union representative caused problems at the start and delayed project 

progress. He failed to engage with, or contribute to the team. He also refused to believe 

any o f the data that he was being presented with, despite the fact that customer also uses 

this data.

• Some o f the project work was actually daily / weekly management functions.

• The 06:30 start caused an I.R. issue.

The in house HR IT  system was only being updated with planned annual leave {AIL) as far  

as the next week. This limited forward planning quite severely and had to be addressed 

quickly. The Personnel Executive on Line Maintenance needed access to, and training in 

the system in order to allow him to enter leave, training and attendance changes as 

necessary. (Presentation May 2002 to Senior Management).

He noted the following as the “Wins” of the forum:

• A 15 per cent improvement in Code 39 performance for 2002 despite a 3 per cent drop in 

flights. A 19 per cent improvement in Code 39 performance fo r  2003 compared to 2002.

This equates to a 3 L3 per cent improvement on 2001.

• A clear understanding has been gained by line management o f  the issues that were 

causing Code 39 delays.

• Acceptance by staff reps o f person power matrix and standard times fo r  jobs which will 

now allow the production o f various combinations and permutations o f  rosters which will 

match matrix requirements.

• Mechanical reps have now engaged with Line Management to try and produce new 

rosters for the rest o f the Winter schedule. All staff reps will be involved in the production 

o f rosters for the Summer Schedule.

• Better communications with staff about the issues that the customer is raising.

• Investment in equipment which will improve service levels.

• Good buy-in by the LPE into the use o f electronic methods o f  reporting and planning

person power which has led to the discontinuance o f the cumbersome and labour intensive 

hand-written person power reports.

• Line Managers now have access to real-time reports for attendance and leave planning. 

Usage o f radios has increased due to improvement in reliability. (Presentation May 2002 

to Senior Management).

Thus it would appear that while the company had a plan for a triangulated change strategy people 

were not aware of or did not have adequate training in how to translate this into action at the 

ground level.
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The TCD researchers

TCD were invited onto the forum  by the organisational learning m anager whose job it was to 

oversee the introduction of the new integrated approach to change in the company. TCD were 

requested to support the working of the forum. The organisational learning m anager joked at the 

time of the invitation that “all o f your (the researcher) skills as a human factor specialist will be put 

to the test”. TCD attended the forum  from the sixth meeting on. Just however as the presence of the 

Six Sigma representative both helped and hindered the progress o f the forum  in ways so too did the 

presence of the TCD researchers.

The Six Sigma representative did a lot more work than TCD in terms of the actual working of the 

forum. W hat TCD contributed in a positive way to the forum  was less in the form  of work carried 

out but more so in terms of the chipping away that was mentioned earlier. How they did this was 

through their presence at the meetings, their human factors expertise, their work and experience in 

other organisations, their support on an informal basis to the LM M  and the Six Sigma 

representative. All o f these things however were also problem atic at different mom ents throughout 

the forum.

At one meeting (15) for example TCD facilitated the work o f the forum  and enabled one of the few 

open and frank exchanges of the forum in relation to the situation of equipment. In another instance 

however the TCD researcher indirectly and unintentionally facilitated the w orking of the forum  but 

perhaps in a way that may not have been the best thing to do. This was in relation to rosters and the 

IT system.

However there were also issues for TCD in terms of consultant -  client relationship. W hile TCD 

were asked to participate and support the forum in a sim ilar way to the Six Sigma representative 

their role was also very different. They did not have any direct tasks to do and were under no 

authority in the forum. The researchers also knew the LMM from  the A IR  project and after their 

first meeting ended up staying back with him and the Six Sigma representative to obtain a briefing 

on the forum and all the people involved. This staying back turned into a pattern that remained 

throughout the forum. W hile this was a support in itself to the LM M  it also raises questions as to 

why this did not take place in the actual forum. Also it may have turned into som ething that was 

perceived by the others in the forum  as a ‘private club’ in some ways. It was very obvious after 

some meetings that certain people were staying behind and others were not. A lot o f discussion did 

take place at these informal m eetings around the working of the forum  and how people were, how 

they behaved, what the next steps might be. As time w ent on the researcher becam e more and more 

uncomfortable with these meetings. If human factors was to truly support the w orking of the forum 

then it had to support each of the groups that were m eant to be represented in the forum; 

management, staff and unions. However people were being excluded from  these inform al meetings. 

The LMM did appear to get a lot from  these m eetings so the researcher was torn at times. The
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researcher became acutely aware of the influence of these informal discussion on the working of 

the forum when at the eleventh meeting the LMM brought up the issue of radios. He had already 

had an informal discussions with the researcher on the issue following another meeting (8). A t this 

meeting (11) the researcher felt that the LMM was, when trying to raise the issue of radios, looking 

at the researcher for support. In interchanges like these other members o f the forum  may perhaps 

have been alienated from the researchers and thus human factors.

But also that TCD were not em ployees of the com pany and had different rules to everyone else set 

them apart but also set them with management. A t one of the m eetings there was an international 

conference on human factors taking place in San Francisco to which the CEO of the company, the 

organisational learning m anager and the second TCD researcher had gone. The LM M  mentioned 

this conference at the forum and said that they were gone to tell “not such a good story” as a way of 

encouraging people to do better. The union representative reacted unfavourably to this news that 

people “were going off to San Francisco” and wanted to know how this was possible. The 

researcher explained about the conference and the importance of it. H ow ever by doing this and the 

fact that the other TCD researcher had gone to the conference with the CEO of the company and 

the organisational learning manager quite possibly set the researchers and human factors in general 

with management for people on the forum, particularly the union representative.

Also one other role that TCD played, and as noted above at times with unintended consequences, 

was to discuss w hat was happening in the forum with the organisational learning manager. 

Obviously the "set u p ’ mentioned above did raise doubts as to the nature of this relationship and 

whether or not discussing the forum  with the organisational learning m anager was a good thing or 

not. As noted above he was responsible within the com pany for overseeing the new change strategy 

thus he would also have been in contact with the Six Sigma representative. He was also located in 

the HR department so would have had a close working relationship with the HR m anager who was 

working closely with Partnership.

All of this would have placed TCD and human factors on a level with m anagem ent which was not 

really desirable. Thus while TCD did help in many ways they also may have caused dam age too.

T74 Ouick-fix

One of the recurring themes throughout the three case studies is the idea of a quick-fix. When it 

comes to the implementation of recommendations from  human factor or indeed technical cases 

what can often happen is that the LAM can usually go for those solutions or recom m endations that 

appear to the be the most obvious and would require the least effort in terms of tim e, resources etc 

in terms of implementation. However this is not necessarily an optim al strategy.
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The PSG had requested the line to improve its performance. The LM M  believed a change in rosters 

was needed to do this. The forum was established in Decem ber with the hope that in March of the 

following year a new roster system would be up and running. However as with most 'qu ick -fix ’ 

solutions situations are rarely as straightforward as they appear to be and the same applies to 

solutions. The forum  uncovered other problems that were relevant and the line observation carried 

out by the second researcher highlighted these issues also.

It may have been the case then that the LMM was looking for this quick-fix. However Partnership 

is not meant to be about quick-fixes and the LAF became evidence o f this. The union 

representative was the first to object to the direction the forum  was taking and the data gathered 

presented other objections.

T7.S Fairness

There is an underlying issue in relation to fairness running through the forum  which is closely 

linked to the issue of com munication. The union representative joined the forum  late. The scope of 

the forum  had already been decided upon and was ‘fixed’ in the minutes. It is possible that the 

union representative may have agreed with the scope of the forum  but just may not have agreed 

with how it was decided, that is w ithout the input of all the people in the forum including himself. 

The only way for him to com m unicate this was to raise objections, that what the unions would 

traditionally have been concerned with, that is pay and conditions, were deem ed outside the remit 

o f the forum. Thus the union representative could not express his feelings about the manner in 

which the objectives of the forum  were decided upon and that he was not a part o f that.

This may underlie some of the other instances throughout the forum  where difficulties arose in 

relation to the union representative and the working of the forum. For example there are several 

times throughout the forum when the union representative raises questions over the data presented 

and the focus of the forum. All the time however he is put down in his opinions by the others in the 

forum  who argue that the statistics are all pointing towards a change in rosters until finally the 

LMM tells him that he has “lost it” if he does not believe the figures. He may have believed the 

figures but perhaps what he was trying to express was that he did not believe that a change in 

rosters was the only solution to w hat the figures were showing. However, ju st as for the LM M , it 

m ight have been difficult for him to express why he believed or felt that. It would possibly mean 

telling the forum that there were enough staff to work the shift only they did not all work it well or 

for example they did not want to be contacted about their next task and left their radios turned off. 

He was the union representative. It was his task, or had been in the old IR way o f relating, to 

represent the staff in a good light at all times. This is alluded to in the final m eeting to which he 

attended when the tooling representative who was also a form er union representative argues that if 

the changes to the roster will serve only to benefit a few in term s of allowing night staff to go home 

early or have a break before they went home then it would not be accepted by all.
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The union representative had in other moments of the forum  raised the issue of fairness for 

example in how the “old timers” should be dealt with in term s of not letting sum m er staff from  the 

hangar take the good shifts on the line.

There was also another issue in relation to this and that was how the LM M  treated each member of 

the forum. This was particularly evident when he agreed on the first request to purchase a new van 

for the CM present yet when the union representative and the AM E asked about transport for them 

they were told that there were enough vehicles on the line for everyone, they ju st needed to go and 

reclaim an abandoned one somewhere.

This happened at meeting 13 where the LMM informed everyone that he was buying six vans. The 

CM present suggested that each CM should have their own van. The LMM agreed and it was 

agreed at the meeting that the CM would put in a request for his own van. The union 

representative at this meeting and the AM E present then asked "w hat about us we need transport 

also?” The LMM replied to them that there were LM vans abandoned at AOH and stated there 

were enough vans available for transport it was just that they were not being utilised at peak times. 

Thus while the CMs could have their vans ‘no problem ’ the union representative and the AM Es 

were informed that there were enough vans to go around for everyone.
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4.7 Discussion

This discussion will focus on the success of the forum and some general issues relating to the role 

of the unions and the role of training and development. The meta-analysis section will take up the 

discussion on the themes.

4.7.1 Success of the forum

In determining whether or not the forum was a ‘success’ the criteria for success are revisited. There 

are three main points o f reference for this, each of these will be explored in turn:

• The criteria laid out at the first meeting (2001)

• The criteria laid out in the Study Group Report on LAFs (2000)

• The criteria laid out in the company strategy docum ent “ Organisational Learning” on 

Partnership (2001)

Firstly, in relation to the objective as laid out at the first meeting of the forum;

"...to correctly match the resources to the workload, which will give rosters that will match 

seasonal and peak variations in the workload, while taking into account training, leave, 

absenteeism e tc .” (Company minutes, 5* Dec 2001)

The aim here centred round creating rosters that would match seasonal and peak variations in 

workload. How this was attempted was to firstly demonstrate through the use of detailed statistics 

on the “as is” situation highlighting that the reason aircraft were being delayed in the mornings in 

particular was due to an inadequate number of staff at the peak time o f 7am  which coincided with a 

shift handover. Rosters and shift patterns had not been changed since 1984 and management 

believed that this was the main cause of the problems in relation to delays. However as noted above 

when it was believed that enough data was collected to “show ” this in terms of a practical exercise 

where people would be matched up correctly to work load and this exercise was attem pted (8) it 

was a “disaster”. Other factors were found to be problem atic also including m ost importantly 

equipment. Following this the focus of the forum changed to begin to look at all o f the issues raised 

by this. It was obvious that the union representative, whom the LMM felt he really needed to win 

over in terms of accepting that a change in shift patterns was needed, did not believe that this was 

the answer. He constantly questioned the data and along with the tooling specialist in meeting 

seventeen questioned the fairness of changing shift patterns if it m eant a reward to a few. The 

change to rosters that the LMM believed from the very beginning would resolve the issue was to 

move the start of the shift time from 7am to 6.30am. W hat the LMM hoped of the forum  was that 

everyone would come to the same conclusion as him and that this would be implemented. However 

this did not happen. The matter finally went to the PSG where the HR manager o f the com pany



noted that there was already an agreement within the com pany that people could start at 6am and if 

the customer was demanding this then it would have to happen.

Secondly, the Study Group Report noted that the primary goal o f LAFs was

“...to encourage and facilita te sta ff to contribute their intimate and expert knowledge o f  

the local operation to improve and add value to the business."  (Study Group Report, 

2000)

There was no staff representation as such on the forum. The union representative was there to 

represent staff and the unions. There were very few occasions throughout the forum  when he 

volunteered information of the nature described here. In some instances he did highlight issues in 

relation to particular tasks or pieces of equipment but this mostly followed being asked directly 

or indirectly by the LMM. Other members of the forum, in particular the invited specialists, did 

contribute a huge am ount o f information to the forum on what was actually happening on the line 

and how work was being carried out.

It was obvious that the LMM learned a great deal through the forum  and com m ented at one point 

on the great “cross fertilisation” o f ideas (11). At another meeting (17) it was equally obvious 

that the union representative was learning a great deal about the nature of the financial end of the 

business. During the forum the researcher noted “As much as the m anagem ent appeared to know 

very little about what was happening at an operational level so too the personnel at an operational 

level appeared to know very little of the business practices of management. It was like the two 

groups occupied different worlds and had a few very frail points o f contact” (Field notes, 18“' 

June, 2002). The forum at the very least provided a point o f contact for m anagem ent and the 

unions. There were successes in the forum also. A lot o f w ork was carried out in relation to all of 

the main issues, even if it was at the level o f awareness building.

Thirdly, a strategy paper in April 2001 called “Organisational Learning” stressed that Partnership 

itself could lead to the following:

“By working in this way we can improve working life and enhance our 

professionalism and develop and embed a culture o f  safety and o f  continuous 

improvement. ”

This may perhaps have been where the forum was most successful. In the second researcher’s 

observation on the line it was noted that indeed it was like “managing chaos”. The forum  did go 

some way towards helping the overall situation on the line. This was most evident in relation to 

the situation with equipment. Starting out on the forum  radios were being abused and misused as
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were transport vehicles and other vehicles. The LMM had been aw are of this but had noted that it 

was an ‘untalked’ about aspect of the culture on the line. Through the forum  at least some aspects 

o f this situation was talked about. People did express their concerns over this issue and suggested 

ways in which things could be made more ‘professional’.

Another issue that was significant in relation to working life on the line was an issue around 

perceived fairness. Some argued (e.g., the tooling specialist) that this was at the heart o f the issue 

of not accepting that a change in rosters was the solution to the shortage of coverage at 7am (if a 

few would benefit). This general issue was raised a few times throughout the forum . It was 

particularly evident in relation to the de-icing crew and the animosity that surrounded them and 

their work (17). It was also an issue in relation to seasonality and sum m er staff from  the hangars 

thinking they could get better shifts (11).

It was noted as significant at the end of the PSG training when one of the chief union 

representatives commented that he had never thought efficiency of the com pany had anything to 

do with him so too it is significant that the union representative on the forum  did engage with the 

forum asking “is there actually a problem?” (11). It is also significant that the LM M  engaged 

with the “stress levels” of his staff (11).

In relation to safety and continuous improvement, safety was never an explicit issue in the forum 

but was always implicit in the working of each person and the group. The LMM for example would 

take time to discuss incidents and his concern over them and the persons involved. In relation to 

continuous improvement it could be argued that essentially a lot o f the work of the forum  was 

trying to improve the situation on the line. While the Six Sigm a representative did complain in his 

presentation to senior management that a lot of the work was basic day to day m anagem ent work a 

lot of the work was also focused on improving the situation in relation to delays and equipm ent in 

particular. It was noted, at the fifteenth meeting, by the graduate engineer that since monitoring had 

begun on Code 39 delays they had reduced.

The forum ended to accommodate the busiest season on the line starting. It is difficult to know 

whether or not a new culture of continuous improvement had been “em bedded” in the line at this 

stage. The Study Group Report notes that “Partnership is a journey not a destination” so perhaps 

this first ever Partnership LAF in the company was in many ways just the start o f this journey.
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4.7.2 The role of the unions

The researcher could not find any case study material on a Partnership forum with management, 

staff and union representation. There is evidence from the UK to suggest that Partnership may 

work (Knell, 1999) but whether this is Partnership based on participation o f all three groups is not 

clear. They do say that unions in Partnership organisations are seeking to expand their role. 

Research from the US suggests that unionisation and innovative work practices deliver higher 

productivity (Black &  Lynch, 2000). In Ireland Partnership is not working (Teague, 2004) and the 

biggest problem in Ireland for Partnership is the issue o f union involvement. Within Ireland Teague 

(2004) argues that there cannot be Partnership, unions and management in an organisation -  that it 

simply w ill not work. Partnership has to be a new way of ‘doing’ industrial relations. However 

Teague does not believe that Partnership w ill replace the unions in Ireland without a legal 

framework. Unions in Ireland believe replacing the unions is not the way forward (Jennings, 2004) 

but rather allowing unions all their power, that is to be ‘fu lly  armed’ entering into Partnership.

From this thesis it is evident that participation on a Partnership LAP requires a real ability to be 

open and vulnerable. Management need to disclose information to staff that they would never have 

done before. Staff need to be able to disclose information to management. Management however 

are obviously in the best position here as they, at least, are secure in their employment positions 

whereas staff may not be. It is possible that if  staff did disclose their ‘ intimate’ knowledge o f what 

is happening in the organisation then they might lose their jobs. I f  on the other hand they had the 

backing of their union involvement and were assured o f not being fired regardless of what they 

disclosed in the LAP then it is possible that they may be able to be more honest.

I f  as Teague suggests unions should be disbanded for an organisation to have Partnership then 

whatever the legal framework would be it would have to ensure that staff could not be let go for 

anything that they disclosed on a forum or their involvement in such a forum. But even regardless 

of this Partnership in Ireland at the moment has either been management driven or union driven. It 

is hard to see a time when staff would have time to invest in this kind o f activity considering the 

operational realities o f their work.

Thus if  Partnership was to replace unions it would still require staff representation on a long term 

basis for staff to get up to strength with the issues and this group o f staff would become like the 

existing unions except the hope would be that they would interact better with management and be 

more cooperative. However unions were created and have existed to protect the rights of 

employees who prior to today’s more protective legislation could be let go at any time. Employers 

have come a long way in their legislation but so too have unions with the only two Partnership case 

studies outlined on the NCCP website initiated by unions. Maybe this is where trust should come 

into this -  that both parties, management and unions, would trust that they did want to move
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forward but also to accept that there is good in the existing structures and that it will take a lot of 

time for a shift to happen and in that time there will be falls and slippages back to the ‘old w ay’ of 

working but that steps forward can be taken again.

Thus it would be important to remember that the existing structures provide a help and support to 

deal with the times when problems will arise and people will feel let down by either side. These are 

defence structures but defence structures can also be used for good to help real growth to take place 

over long time. It can be seen from this case study that this dynam ic was played out in the LAF 

between management and the union representative. New legislation m ight also serve the purpose of 

allowing this trust to develop. However the disbanding of unions may be too drastic a step for the 

process to cope with at this time.

Unions have existed for a long time and as Morgan (1986) highlights developm ents recognising the 

rights o f employees to participate in the management of an organisation have not always been 

readily embraced by those in the labour movement. The reason for this he points out is located in a 

political principle -  that in healthy systems of government those in power should be held in check 

by some form of opposition. Many people concerned with the rights o f labour fear that direct 

involvement in the management process creates a situation that co-opts or incorporates, and hence 

reduces, the power of dissent. By being a part o f a decision-m aking process one loses one’s right to 

oppose the decisions that are made. Many advocates o f labour rights have thus suggested that 

em ployee interests can best be protected through associations such as labour unions or professional 

bodies that adopt an oppositional role in order to shape policy w ithout ow ning it. Hosking (2004) 

argues that when one takes a critical construction approach to change then the point o f participation 

is no longer to increase the likelihood of acceptance or someone else’s decision, or to increase the 

quality of a (consensus) solution. Rather it is a way of including and enabling multiple realities (as 

ontology). Perhaps this is the way forward for Partnership -  that all realities are allow ed, heard and 

respected.

For this to happen both unions and management would require a new skill base to work together 

through Partnership. It would require unions to leave behind their traditional ways of representation 

and working. They would have to accept being on forums with m anagem ent, staff representation 

and unions. They would be asked to em brace other issues outside of traditional IR issues. If a goal 

of LAFs is to “encourage and facilitate staff to contribute their intimate and expert knowledge of 

the local operation to improve and add value to the business” then for the unions to fully participate 

as co-chairs of the forums they would be the ones who had to help this facilitation. Thus it would 

be essential for them to allow staff representation on the forum s or else co-operate them selves in 

the role o f staff members o f the organisation. M anagement would also have to learn to accept the 

joint facilitation on forums of unions and staff and to learn to give up some of their power. Training 

would need to be provided for this to happen.
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Thus a workshop in advance of Partnership commencing might serve both these purposes. In order 

to commence building trust it may be necessary for each person at this workshop to share on their 

experience in the com pany and their own hopes and dreams for Partnership or being involved in the 

LAF. This can help people to leave their ‘baggage’ at the door. Other com pany’s Partnership 

policies could be explored along with advice from expert centres should as the NCCP and a 

common understanding of what Partnership is about reached with all party’s involvement. This 

would require expert facilitation as it would be critically important that people are not ju st listened 

to but feel that they have been heard. If this does not happen at the time then it will m anifest itself 

later on in the initiative in different ways. Similar steps would then need to be taken at the level of 

the LAF in advance of each LAF.
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Section 5 Application of the Role and Process Analysis (RPA) Case 

Study

5.1 Introduction

The Partnership case study did answer some o f the questions raised by the A IR  case study. Most of 

these questions surrounded the issue as to whether or not A IR  was simply not well researched, 

implemented or thought out. However Partnership was another change initiative that came across 

numerous problems also. Partnership was not a ‘ perfect’ change initiative and some o f its 

difficulties have been highlighted. Following this case study the question remained, were these 

problems linked to the change initiative or do they exist in organisations without change being 

implemented, that is, in ‘ normal’ practice?

There was a growing number o f people, both practitioners and theorists, within the human factors 

discipline who suspected the failure o f human factor initiatives was attributable to an inadequate 

understanding of what happens in normal practice (Maurino, 2001, Van Avermaate, 2001, 

Westrum, 2001, McDonald, 2001, Hale, 2001, 2002, Dekker, 2004). Within the industry there was 

a growing awareness that an understanding o f how people behave in normal practice was essential 

to safety. Westrum (2001), for example, argued that the reasons for the failure o f human factors 

research to eliminate what Reason had referred to 10 years earlier as ‘ latent pathogens’ was that 

people were not observant enough to the ‘ softer issues’ that were happening in organisations and in 

particular to management’s ability to manage these softer issues. He argued that there was a need to 

begin to understand the dynamics o f organisations at this level, a belief supported by Johnston 

(2001), Pelegrin (2001), Troadec (2001). The development o f the NOTECHS (non-technical skills) 

methodology (Lodge and Andlauer, 2001) for the assessment o f non-technical skills in pilots also 

grew out of a similar awareness.

There were calls to take this approach into the discipline o f incident management. Maurino (2001) 

stressed that the traditional way aviation incident investigations are carried out, that is through the 

retrospective analysis of actions and inactions by operational personnel involved in accidents and 

incidents, is inherently flawed. It is guided by a set o f prior assumptions about what constitutes safe 

and unsafe acts and because the outcome o f the action has been ‘ bad’ or ‘ inappropriate’ , in that an 

incident or accident has taken place. The investigator enjoys the benefit o f hindsight and as a result 

there is limited consideration o f all the processes involved that could have led to the outcome. The 

operational personnel involved did not have this benefit when they selected what they thought at 

the time were good or appropriate behaviours, and which would lead to a good outcome.
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He argues that the com prom ise between production and safety is a com plex and delicate balance 

and humans are generally very effective in applying the right m echanism s to successfully achieve 

it, hence the extraordinary safety record of aviation. H um ans do occasionally mis-manage task 

and/or situational factors and fail in balancing the com prom ise, thus contributing to safety 

breakdowns. However, since successful com prom ises far outnum ber failures, in order to 

understand human performance in context the industry needs to capture, through systematic 

analyses, the mechanisms underlying successful com prom ises when operating at the edges of the 

system, rather than those that failed. He suggests therefore that understanding the human 

contribution to successes and failures in aviation can be better achieved by m onitoring normal 

operations, rather than accidents and incidents (M aurino, 2001). This was the rationale behind the 

development the Line Operational Safety Audit (LOSA) for the m onitoring of inflight perform ance 

by the University o f Texas. This was just one m ethodology targeted at a particular experience, 

Maurino also posited the challenge to the research com munity within the discipline of human 

factors to come up with good methods for collecting data on normal practice.

Dekker (2004) was also beginning to call for taking this approach to incident investigations. In 

attempting to understand w hat he refers to as “people’s puzzling perform ance” two things can hold 

one back; hindsight bias and making connections between behaviour and theories about behaviour. 

The first he refers to it in a sim ilar way as Maurino (2001) but attributes the term to Fischoff (1975) 

who commented “Human factors experts and attorneys alike know more about the incident or 

accident than the people who were caught up in it -  thanks to hindsight” (Fischoff, 1975). He also 

cites William James who referred to ‘the psychologist’s fallacy’, where one can easily mistake 

one’s own reality for the one that surrounded people at the time. The effects o f hindsight are 

important, for example, he quotes W eick (1995) who argues that “people who know the outcome of 

a complex prior history of tangled, indeterminate events, rem em ber that history as being much 

more determinant, leading ‘inevitably’ to the outcome they already knew ” (W eick, 1995, p28). 

Also he cites Reason’s (1990) argument that hindsight allows one to change past indeterminacy 

and complexity into order, structure, and oversimplified causality.

The second reason relates to human factors theories and their shortcom ings. Findings from  incident 

investigations are often that the person did not follow procedures thus the focus of the investigation 

and indeed the recommendations can be on why the procedures were not followed. However he 

argues, citing Suchman (1987) and W oods et al., (1994) that there is virtually always a mismatch 

between actual behaviour and written guidance that can be located in hindsight. Pointing out that 

there was a mismatch does not explain the why of the behaviour. But also this mismatch between 

procedures and practice is not unique to incidents, a finding similar to that from  previous research 

by TCD. The role of the human factors expert is not just to say that procedures were not adhered to 

but to elucidate how a procedure is never the job  itself; that situated work requires the skilful 

application and sometim es adaptation of written guidance, itself substantive cognitive work.
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Another problem that links these two issues arises in relation to the local rationality principle 

(Simon, 1969) which Dekker identifies as a problem that has dom inated human factors research. 

This principle says that people do things that are reasonable, or rational, based on their limited 

knowledge, goals, and understanding of the situation and their limited resources at the tim e (W oods 

et al., 1994). Dekker (2004) argues that by avoiding the hindsight bias in particular in relation to 

principle means "acknowledging that failures are baked into the nature of people’s work and 

organisation; that they are symptoms of deeper trouble or by-products o f systemic brittleness in the 

way business is done” (Dekker, 2004, p. 15). Thus within the industry there was a push on to begin 

to explore normal operations.

Also at the time however in other industries there was a growing awareness of the importance of 

understanding organisations at the process level. Enterprise M odelling, Enterprise Engineering, 

Business Process Re-engineering (BPR), process mapping were all techniques that were flourishing 

in an attempt to help businesses mainstream their organisations and improve their performance.

Rummler & Brache (1995) who define a process as “a series o f steps designed to produce a product 

or service” (Rummler & Brache, 1995, p.45) found that a trem endous am ount o f learning and 

improvement could result from the docum entation and examination o f the linkages depicted in a 

process map as between every input and every output a process exists. Ham m er & Champy (1993) 

define a process as “a collection of activities that take one or more kinds of input and creates an 

output that is of value to the custom er”. The mistake most business people make is that they are not 

‘process-oriented’, they are focused on tasks, on jobs, on people, on structures, but not on 

processes.

Process mapping as a technique in itself has its difficulties. The main flaw in this technique is that 

it does not take sufficient account o f people within the organisation. People and processes are often 

viewed as a dichotomy in organisations that is both unhelpful and impossible. Processes, ju st as 

organisations, cannot function without people. Katz & Kahn (1962) argue that organisations have 

no structure apart from the patterns of human behaviour and when an organisation ceases to exist 

there are few clues to its nature in life. Stapley (1996) argues that w hat is organised is human 

activity.
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5.2 Development of a new methodology

What was needed was an understanding of these people and softer issues, for example, how people 

related to each other in organisations, how people perceived their role in relation to the work they 

carried out, how they perceived the role of others, but an understanding o f these issues in relation 

to what was actually happening in the organisation in terms o f what work was being carried out, 

that is in relation to the processes that people worked on.

Process mapping was viewed as a technique for change. What was necessary was a tool for better 

organisational diagnosis based on this technique o f process mapping but also finding a way to 

understand all of the softer issues that were associated with process. From the previous two case 

studies it can be seen that it is these softer issues that both hinder performance and get things done 

but any attempt to improve a process ignoring these may simply be unsuccessful.

Other studies in the past had highlighted this. For example, studies done by Arensberg, Dalton, 

Dickson, Homans, Mayo, Roethlisberger, Schein and White into group interpersonal relations, 

showed that how people actually relate to each other bears only limited similarity to how formal 

organisation structures says they should behave (cited in Schein, 1988). Soft systems 

methodologies (e.g., Checkland &  Scholes, 1999) look at softer aspects o f organisational 

performance but in a more static way creating ‘ rich ’ pictures o f different scenarios. As noted above 

the industry and the literature were calling for new methods. What was needed was a methodology 

to look at actual processes as they were lived out in organisations. Schein (1988) had argued for the 

need to study processes in organisations by actual observation, rather than by questionnaire. Hale 

(2002) in a conference presentation cited a study by one o f his students whereby a meta analysis of 

existing organisational diagnosis tools was carried out. His student found that most o f the tools 

used are not very good at all.

Thus a methodology was developed which was unique in that it starts with the process maps o f the 

functional aspects o f each process and uses that as a means to explore these role and softer issues. 

The methodology explores, based on the process maps, the softer issues surrounding the core 

functions and structures that are integral to the processes mapped. The methodology drew on soft 

systems methodologies (Checkland &  Scholes, 1999), methodologies associated with enterprise 

engineering like enterprise modelling (Martin, 1995), methodologies to explore roles in 

organisations like role modelling and methodologies to carry out organisational analysis (e.g., 

Harrison, 1987). The methodology developed came to be known as the Role and Process Analysis 

(RPA) and can be found in the methodology section o f this case study. The methodology was 

developed and piloted as part o f a European funded research project in which four aviation 

maintenance companies were partners.
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In terms of naming tiie methodology a pragmatic decision was taken to employ the word ‘ role’ to 

encompass all of these softer issues despite roles as a construct not being adequate to describe all of 

the possible social interactions. Roles in themselves however were perceived as an important 

construct. Two aspects of roles in particular were felt to be important, the behaviours required o f a 

certain role but also the behaviours expected by others of a certain role. This was based on the 

seminal work of Katz &  Kahn (1978) who defined a role as the “ standardised patterns o f behaviour 

required of all persons playing a part in a given functional relationship, regardless o f personal 

wishes or interpersonal obligations irrelevant to the functional relationship” (Katz &  Kahn, 1978, 

p.43) but also the development o f this by Buchanan &  Huczynski (1997) who defined role as the 

pattern of behaviour expected by others from a person occupying a certain position in an 

organisational hierarchy and Arnold, Cooper &  Robertson (1998) who defined role as the expected 

and perceived boundaries that define a particular job.

This case study reports on the findings of the application o f the RPA in two key aviation processes, 

quality and check, as a way of beginning to identify aspects o f normal practice. These two 

processes are first outlined here.

5.3 Quality

5.3.1 Introduction to quality

Quality is very important within aviation. Everyone has an idea o f what quality means and there are 

different processes associated with it, for example, auditing, incident management etc. But yet to 

define quality is difficult. Within the general quality literature there have been many quality ‘ gurus’ 

around the world each providing their own definition. Beckford (2002) in a recent review o f their 

work identified seven in particular who made the most significant and enduring early contributions 

to quality management and whose ideas continue to dominate the quality movement; Crosby 

(1979), Deming (1982, 1986), Feigenbaum (1983), Ishikawa (1985), Juran (1988), Shingo (1986), 

and Taguchi (1986). He also noted Oakland (1993) as being the dominant European current 

practitioner of quality management. Each person approached the question o f quality from their own 

unique background and view o f the organisation. These gurus have contributed the following 

widely known terms to the quality literature, for example; quality control, right first time, zero 

defects, continuous improvement, Plan Do Check Action (PDCA) cycle, total quality control, 

quality circles, quality trilogy, quality assurance, total quality management, defect prevention, 

tolerance design.

Yet there are also many problems associated with quality and its definition. Beckford (2002) argues 

that while management thinking has developed considerably in the last 30 years the work of these 

gurus, as reflected in the dominant literature about quality, has not explicitly embraced the potential
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benefits emerging from that development. He argues that the work o f these quality gurus has relied 

heavily on a ‘machine’ or classical view of the organisation (reflecting T aylor’s scientific 

management, Fayol’s classical theory and W eber’s Bureaucracy Theory) with some writers m oving 

towards ‘human relations’ theory (reflecting Mayo, Maslow and Herzberg) but failing to take full 

advantage of the substantial body of work in that area. He argues in particular that the quality 

literature has not embraced holistic approaches to understanding organisations, and cites for 

example, contingency theory, systems theory, organisational cybernetics, soft systems thinking, 

critical systems thinking, business process re-engineering and organisational learning. He argues 

that holistic thinking m oves away from  treating quality as a technical exercise in improving 

production performance and product quality to em brace less mechanistic, softer issues of culture, 

stakeholder relations and organisational politics, as well as offering assistance on the technical 

aspects.

Dale (2003) however argues that there has been an ‘evolution’ within the field of quality. He 

argues that through this evolution quality has gone through the follow ing stages:

• Quality inspection (“conformity evaluation by observation and adjustm ent accom panied 

as appropriate by measurement, testing or gauging”) to

• Quality control (“part o f quality managem ent focused on fulfilling quality requirem ents”) 

to

• Quality assurance (“part o f quality management focused on providing confidence that 

quality requirements will be fulfilled” BS EN ISO 9000 (2000)) to

• Total Quality M anagem ent (TQM ) (“the mutual co-operation of everyone in an 

organisation and associated business processes to produce products and services which 

meet and, hopefully, exceed the needs and expectations o f custom ers”) to

• Quality management (“co-ordinated activities to direct and control an organisation with 

regard to quality”).

Organisations do struggle in practice however with this and some initiatives have grown out o f the 

struggle, for example, the European Foundation for Quality M anagem ent (EFQM ) was created by 

14 organisations coming together to look at this question. They developed a model in 1989 entitled 

the “Organisational Excellence M odel” to help people integrate quality more into organisational 

life. Their model is based on the premise that excellent results with respect to performance, 

customers, people and society are achieved through leadership, people, policy and strategy, 

partnerships and resources, and processes (O ’Neill, 1999).

The International Organisation for Standardisation (ISO) also attem pts to assist organisations in 

achieving a quality management system. ISO 9000 is the currently established global standard in 

quality management systems. In 2000 the ISO published new standards to bring older standards in
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line with current thinking on quality. W ithin this quality is defined as the:

“...degree to which a set o f  inherent characteristics fu lfils  requirem ents"  (BS EN 

IS09000, 2000).

And quality management as:

“What the organisation does to fulfil:

•  The custom er’s quality requirements, and

•  Applicable regulatory requirements, while aiming to

•  Enhance customer satisfaction, and

•  Achieve continual improvement o f  its performance in pursuit o f  these objectives.  ”

With the revisions it was hoped to encourage organisations to think about their management 

processes and react to the changing demands placed upon them. M anagem ent responsibility was 

extended to include a specific responsibility for ensuring continuous improvement and 

benchmarking (relying on ISO 9004:2000 for guidance) and for m anagem ent review.

Quality and Aviation M aintenance

Aircraft maintenance is a highly regulated industry. New civil aircraft undergo an extensive 

certification process that includes all maintenance aspects. M aintenance organisations are subject to 

audit and approval by aviation authorities covering both operational and quality requirements. All 

maintenance tasks and procedures are specified in extensive manuals and other docum entation and 

there is a legal requirem ent that performance of maintenance operations is signed o ff by 

appropriately certified staff.

The Joint Aviation Authority (JAA) Committee, which is com prised of one representative from

each member country, runs the present structure of the JAA. In general the representative is the

person responsible in their country for all the safety and regulatory functions covered by the JAA. 

The JAA carries out its tasks of approval, certification and safety monitoring using staff o f the 

national aviation authorities (NAA), who also retain the responsibility for the legal findings of 

granting licences and certificates, etc. The Central JAA is responsible for the process of 

rulemaking, harmonisation and standardisation, (using specialist staff from  the national 

authorities), the decision-making system, the ‘infrastructure’ and various related tasks. There are 

four primary JAA codes which, concern aircraft maintenance: JA R  21 -  Certification Procedures 

for aircraft and related products: JAR 65/66 for Certifying maintenance staff; JA R 145 for 

Approved Maintenance Organisations; JAR 147 for Training Schools. Responsibility for all of this
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work has now devolved to the new European Aviation Safety Agency (EASA) but this research 

was carried out prior to that happening so for accuracy the JAA system of representation is used.

The frameworic for the JA R 145 regulations is built around the philosophy of granting approval to 

maintenance organisations that have an adequate managem ent system to ensure safe operations. 

Thus the regulator only indirectly regulates the safety of the operation -  the responsibility is on 

operational and quality m anagem ent to ensure safety. JA R 145 prescribes that “no aircraft when 

used for Commercial Air T ransport may fly unless a certificate of release to service has been issued 

by an organisation for maintenance carried out on the aircraft or an aircraft com ponent intended for 

fitment to such an aircraft” (JAR 145.1a). The certificate of release to service can only be issued if 

the organisation is approved with the JA R 145 document. All JA R  145 approved organisations 

must provide a maintenance organisation exposition docum ent (M OE) and JA R  145 approval 

renewal is dependent upon a continual monitoring process in which all functions are checked at 

least once during a two-year period.

All the regulatory bodies have to be informed if an incident com prom ises airw orthiness and the 

airline has to have a system in place in order to inform the regulatory body. JAR 145.60 Reporting 

of unairvvorthy conditions; (a) The JA R -145  approved maintenance organisation must report to the 

Authority and the aircraft design organisation any condition identified by the JA R -145 approved 

maintenance organisation of the aircraft or aircraft com ponent that could seriously hazard the 

aircraft; (b) Reports must be made on a form and in a manner prescribed by the Authority and 

cont;iin all pertinent information about the condition known to the JAR-145 approved maintenance 

organisation.

On the 30 July 1991 the Joint Aviation Authority issued a “New requirem ent for maintenance 

organisations involved in m aintenance of aircraft operated for com mercial air transport with an 

effectivity date of 1 January 1992” ((JAA, Joint Aviation Regulation - 145 “ Maintenance 

Organisations”, 2001). In this it was regulated that every aircraft maintenance organisations must 

establish an independent quality system:

“The JAR-145 approved maintenance organisation m ust establish an independent quality 

system to monitor compliance with and adequacy o f  the procedures to ensure good  

maintenance practices and airworthy aircraft and aircraft components. Compliance 

monitoring must include a feedback system to the person or group o f  persons specified in 

JAR 145.30(a) and ultimately to the accountable m anager to ensure, as necessary, 

corrective action. Such system must be acceptable to the Authority."  (JAA, Joint Aviation 

Regulation - 145 “ M aintenance Organisations” , 1998)
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Since then there have been five amendments to this regulation. A m endm ent 1 issued in January 

1992 changed the effectivity date of JAR145.1 to January 1994 and made some minor changes for 

example a definition of ‘organisation’ was added. A m endm ent 2 issued in April 1994 again 

changed the effectivity date of JAR145.1 and again included some other minor changes. 

Amendment 3 was issued in April 2001 and A m endm ent 4  in N ovem ber 2001. These two 

amendments introduced the most significant changes to quality and the functioning of the quality 

department. These two am endm ents to quality are outlined below. First however a review of how 

organisations were implementing the legislation in the late 1990s is included. This research 

reported here heavily influenced the developm ent o f the am ended legislation.

The British Civil Aviation Authority (CAA) published a report in 1997 on the functioning of 

quality reporting systems. In this report “Report on the W ork of the JA R 145 Quality Assurance 

Review Team” (CAA Paper 97011, Civil Aviation Authority London, 1997) they noted the 

following common problems with Quality Reporting Systems:

• The quality reporting system is not fully functional only covering parts of the operation.

• Maintenance technicians are not fully aware of the quality reporting system.

• People do not really trust the quality system because they think they may be blamed for 

reporting problems.

• The quality departm ent are not able to cope with the number of reports - responding 

typically takes months.

• Managers, to whom reports are referred for action, avoid taking responsibility for the 

problem and try to shift responsibility elsewhere.

• While technical defect reports often suggest corrective actions which can be implemented 

without great administrative cost, reports which require changes on the way in which work 

is organised or done rarely lead to effective change.

• If there is a system of accountability or follow-up for taking action on and reporting back 

on quality reports, this system encourages rapid closure w ithout ensuring that the action is 

fully effective in removing the problem. (CAA, 1997)

McDonald et al. (1999) carried out an in depth review of quality functioning in four European 

aircraft maintenance organisations. This review took place over three years between 1996 and 

1999. The main findings are summarised here.

• Auditing and inspection practices vary considerably between com panies and different 

aviation authorities. The introduction of quality systems has led to an em phasis on 

conducting process audits -  essentially ensuring that the process is well documented. 

Some audit fixed facilities and resources, but few attem pt to audit how work is actually 

done. There are no common auditing standards.
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• Few quality reporting systems worked as they should, particularly in dealing with human 

factors Information. Some organisations were only starting to implement a quality 

discrepancy reporting system, and either it only covered part o f their operation or many 

AMEs were not aware of its existence. For some it is not seen to be sufficiently 

independent of the disciplinary process to be fully trusted.

• With respect to the reporting of unairworthy conditions (under JA R  145), while there is a 

clear responsibility to report serious hazards, there is no obligation to report other 

incidents or errors which could have serious implications for aircraft safety. Neither is 

there any obligation to investigate incidents and to dem onstrate that corrective action has 

been taken.

• in order to generate the information necessary to support recommendations for preventive 

action, incident investigations, audits and quality reports need to address the human 

aspects of the incident or event (what happened, who did what and why?). It is also 

necessary to address the more stable technical and organisational factors which affect risk 

and reliability.

• Organisations need to have a system for m onitoring the implementation of

recommendations and evaluating their effectiveness in addressing the problems which

gave rise to the incident. Some organisations’ monitoring systems encourage premature

closure. There must be a review of the effectiveness o f  the implementation of the 

recommended changes, including the knock-on effects o f these changes on other parts of 

the system. W here appropriate this review should be periodic and continued at least until 

the system is dem onstrably stable over a period of time. In many cases this requires a 

determination to get it right despite attempts, which are only partially successful, or not 

successful at all, or which produce in turn a new set o f problems to solve. Some problems 

are so intractable as to require continuous monitoring.

Taking on board the findings from  this research the JAA am ended these regulations in April 2001 

(Amendment 3) and November 2001 (Am endment 4). The significant change that these two 

amendments brought are outlined here.

Changes following Amendm ents 3 and 4:

• A quality policy must be established.

• Procedures must be established that are acceptable to the JAA full member Authority to

ensure good maintenance practices and com pliance with all relevant requirem ents in this 

JAR-145, which must include a clear work order or contract such that aircraft and aircraft 

components may be released to service in accordance with JA R 145.50.

• A quality system must be established that includes the follow ing two components:
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• Independent audits in order to m onitor com pliance with required aircraft / aircraft 

com ponent standards and adequacy of the procedures to ensure that such procedures 

invoke good practices and airworthy aircraft / aircraft components.

• A quality feedback reporting system that ensures proper and timely corrective action 

is taken in response to reports resulting from  the independent audits.

Amendment 5, issued in January 2003, however which actually follow ed the implementation of 

this case study did contain substantial revisions again but particularly in relation to occurrence 

reporting. The changes are noted here.

• A safety and quality policy must be established.

• Procedures must be established that are acceptable to the JAA full m em ber Authority, 

taking into account human factors and human perform ance, to ensure good maintenance 

practices and com pliance with all relevant requirem ents in this JAR-145, which must 

include a clear w ork order or contract such that aircraft and aircraft com ponents may be 

released to service in accordance with JA R 145.50.

This amended JAR also included the following section (JAR 145.60) on occurrence reporting:

• The JA R -145 approved maintenance organisation must report to its JAA full member

Authority and the organisation responsible for the design of the aircraft or aircraft 

component any condition of the aircraft or aircraft com ponent, identified by the J A R -145 

approved maintenance organisation that has resulted or may result in an unsafe condition 

that could seriously hazard the aircraft.

• The JA R -145 approved maintenance organisation must establish an internal occurrence 

reporting system acceptable to the JAA full member A uthority to enable the collection and 

evaluation of such reports including the assessm ent and extraction of those occurrences to 

be reported under subparagraph (a) above. The procedure shall identify adverse trends, 

corrective actions taken to address deficiencies and include evaluation of all known 

relevant information relating to such occurrences and a method to circulate the 

information as necessary.

• Reports must be made in a manner acceptable to the JAA full m em ber Authority and 

contain all pertinent information about the condition and evaluation results known to the 

JAR-145 approved maintenance organisation.

• Where the JA R -145 approved maintenance organisation is contracted by an operator to 

carry out maintenance, the JA R - 145 approved maintenance organisation must also report 

to the operator any such condition affecting the operator’s aircraft or aircraft component. 

In the case of an aircraft, where the state of registration is different to that o f the JAA full
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member Authority that issued the appropriate JAR 145 or JAR OPS approval(s), then the 

National Aviation Authority of the state of registry must also be informed.

• Reports must be made as soon as practicable but in any case within 72 hours of the JA R - 

145 approved maintenance organisation identifying the condition to which the report 

relates. (JAA, JAR 145.60 Amendment 5, 2003).

At the time of the study each organisation involved did know of the imminent legislation in terms 

of Amendment 5 as noted above.

What is also important is that it was becoming increasingly obvious that there was a lot of 

ambiguity in relation to the role of quality in safety. It was felt that quality should play an 

important role in ensuring safety however this did not appear to be the case.

Oualitv and Safety

This led the Irish Aviation Authority (lAA) to issue a notice in 2002 directing aircraft maintenance 

organisations to establish a Maintenance Safety Management System (MSMS) for

“...the reporting to a dedicated management ojfice or executive o f safety related events 

and potential events including the assessment and extraction o f  reportable occurrences in 

order to identify adverse trends, or to address deficiencies in the interests o f  safety" (lAA, 

2002).

The lAA stressed that the MSMS should not duplicate existing occurrence reporting and 

investigation procedures. Its purpose would be to focus directly on safety related issues and trends; 

identify the appropriate remedial actions and ensure their implementation. Existing systems could 

be modified to copy information and reports to the nominated senior manager who shall be 

independent of the JAR 145 quality system.

They also noted that the MSMS should be cognisant of the fact that human factors affecting 

maintenance personnel may have caused or contributed to an event and it should be designed to 

allow for appropriate action where negligence or deliberate behaviour becomes evident. The lAA 

would monitor the adherence of the company to its MSMS procedures and their effectiveness by 

periodic audit and review but that existing statutory reporting requirements would be unaffected by 

the introduction of MSMS.
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The lAA outlined that the MSMS should include as a minimum the following features:

• A policy statem ent signed by the accountable manager

• Nomination of a senior manager within the com pany to manage the MSMS

• Published safety accountabilities at all levels within the organisation

• Recording and monitoring the overall safety standards of the organisation

• The internal reporting to the responsible manager, either directly or confidentially, of

safety or possible safety events or concerns, including confidential feedback to the 

reporter if necessary

• The conduct o f regular reviews or surveys within the organisation at the level of 

accountable m anager to ensure that the system is functioning and that agreed corrective 

actions are implemented

• The conduct of internal safety event investigations and im plem ent remedial action

• Reporting the results o f investigations and safety system reviews and dissem ination of

lessons learned throughout the company ensuring that pertinent inform ation is provided to

all personnel likely to be involved in similar situations which give rise to the safety events.

The British Civil Aviation Authority (CAA) in the same year offered guidance to organisations 

attempting to introduce a SMS. In this guidance they outlined the importance of each organisation 

developing first their own policy in relation to a SMS and secondly they encouraged each 

organisation to develop their own principles giving advice on typical safety m anagem ent principles 

that define the components or scope of a SMS. Thus at the time of the case study this was the 

position in relation to quality, and quality and safety, from  the point o f view o f the aviation 

regulators and authorities.

In the organisation the quality departm ent is responsible for m onitoring all operational activities 

primarily through regular audits, and assuring the company m anagem ent that standards of safety 

are being complied with. Their role includes direct auditing, on-site inspection, routine visits to 

component workshops, statistical trend analysis, quality investigations, incident investigation, 

disciplinary measures and production of quality reports etc. Quality is responsible for ensuring that 

a satisfactory system of sampling checks is carried out on the docum entation and facilities in order 

to ensure compliance with the regulations. These sampling checks (audits) culm inate in an audit 

report which each area receives and each of the general managers receives a summ ary report of the 

primary findings. Company procedures are usually also com piled by quality personnel and are 

available in quality departments. Quality also has sole responsibility for writing and amending the 

MOE, Quality Inspectors Procedures, CAA Design Approval, and the Approvals Manual.
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5.3.2 Quality Processes

The RPA was applied to three key quality processes; auditing, discrepancy reporting and incident 

management to establish what was happening in normal practice. A  definition o f each o f the quality 

processes and the legislation that was in place pertaining to each at the time o f the case study (from 

March to September 2002) are noted here:

Auditing process

There are different types o f audits that can take place in aircraft maintenance organisations. Audits 

can be carried out by the aviation authorities or regulators to ensure that work is being carried out 

to match a certain national or international standard. Audits can also be carried out by customers to 

ensure that their aircraft are being maintained to the best possible standard. When carried out by an 

external body to the organisation these are known as external audits. Internal audits are carried out 

by the quality department o f the organisation and are the focus o f the research carried out here on 

audits. The quality department o f a JAR 145 organisation must have a MOE document. This lays 

out standards for how to go about carrying out tasks and in particular documenting whether or not 

those tasks have been carried out, for what type of facilities, equipment and tools are available for 

tasks. Internal auditing usually takes the form of compliance monitoring. Rarely are audits carried 

out on how work is actually performed. When the quality department notice that things are not in 

compliance with the standards they make a report and contact the relevant LA M  to inform them of 

their findings. Depending on the organisation then recommendations are developed by quality or by 

the LAM  and implementation is assessed by the quality department.

A t the time of the case study it was legislated that independent audits, in order to monitor 

compliance with required aircraft / aircraft component standards and adequacy o f the procedures to 

ensure that such procedures invoke good practices and airworthy aircraft / aircraft components, be 

carried out.

Discrepancy Report (DR) process

The DR process, which has been introduced in the A IR  case study, is a process used w ithin some 

companies to provide members o f staff with a chance to be able to report as the title suggests any 

discrepancies that occur in their work. These reports can take the form o f reporting something that 

has already happened, something that could potentially happen i f  a particular situation were not 

changed or improved or suggestions for improvement o f existing work situations or conditions. 

Reports are made to the quality department who then take it on board to contact the relevant LAM  

in relation to the DR encouraging them to look at the DR and develop and implement
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recommendations to deal with the case. The quality department w ill then liase with the person who 

initiated the case to determine i f  they are satisfied with the response and try and close o ff the case.

A t the time of the study a DR process was not legislated. However most o f the companies involved 

were aware of imminent legislation on SMS systems o f which a DR type process would be an 

integral part. Also it was legislated that a quality feedback reporting system, to the person or group 

o f persons specified in JAR 145.30(a) and ultimately to the accountable manager, that ensured 

proper and timely corrective action was taken in response to reports resulting from the independent 

audits established to meet JAR 145.65 be in existence. In those organisations with a DR process 

attempts were being made or it was hoped that these two processes would link together.

Incident Management process;

An incident management process is a process whereby incidents can be managed within an 

organisation. This process is usually managed within the quality department although some 

organisations do have a separate health and safety department to manage incidents involving injury 

to people. People are encouraged to report any incidents they have been involved in to the quality 

department through various initiatives such as attempting to implement a ‘ blame free’ or ‘jus t’ 

culture in the organisation. Incidents are usually investigated by the quality department and 

recommendations developed, depending on the organisation, with or without the involvement of 

the LAM.

A t the time of the study an incident management system was not legislated. However under a 

separate section of JAR 145, JAR 145.60 “ Reporting of unairvvorthy conditions”  it was legislated 

that the organisation must report any condition o f the aircraft or aircraft component that could 

seriously hazard the aircraft within three days to the JAA fu ll member Authority.

Process maps of each o f these three processes can be found in the methodology section.

5.3.3 Organisations Involved

Four organisations took part in this case study, each of which are JAR-145 Approved Maintenance 

Organisations. These are de-identified throughout as Company A A , Company BB, Company CC 

and Company DD.

Company AA is the smallest o f the companies to take part in the research. It is a national carrier 

with 40 years experience in charter and scheduled flights. It currendy has more than 40 

destinations, mainly in Europe. Their fleet comprises eight aircraft -  three Airbus A320 and five
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Canadair Regional Jet CRJ 200. It has a staff o f around 150 people. It has just become a JAR-145 

Approved M aintenance Organisation.

Company BB has already been involved in the previous two case studies and its history outlined 

there. It has over 60 years experience in com mercial aviation. It is an airline based repair agency, 

staffed by more than 1,500 people with a wide range of skills and experience. Over two thirds of 

the workforce is in operations; and includes 945 aircraft mechanics, 240 technical supervisors, 29 

graduate engineers and 39 apprentices. The com pany’s capability covers the following areas. 

Aircraft M aintenance, Com ponent M aintenance and Technical Services and it is a major provider 

of aircraft maintenance services to international airlines, with a strong emphasis on service 

provision to European centres.

Company CC is the engineering and m aintenance division of a European airline. During the alm ost 

80 year of its existence it has been developed into a Total Care m aintenance organisation. Through 

alliances it has become a major player in the m aintenance market by offering nose-to-tail 

maintenance.

Company DD is the m aintenance division of a national carrier in operation since 1923, it used its 

own technicians and engineers to maintain its fleet. A bout 2,500 technicians, engineers, 

adm inistrative and commercial staff work with more than 140 business partners world-wide. It 

offers the following activities for its own airline and third parties: line and light maintenance 

(licensed for a wide range of different aircraft types), heavy m aintenance (e.g. B737, A320, B707), 

engineering, full support, com ponent overhaul and general workshops (e,g. manufacturing of 

engine cowls). It holds a FAA and JAR 145 license. They can also offer engine overhauls. The 

main department that participated in the research was the “ line and light maintenance departm ent”. 

This departm ent consists of a planning section, two dispatch and co-ordination centres and 450 

technicians.
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5.4 Aircraft Overhaul and Check Process

The RPA was also applied to the check process, which is one of the central processes o f the entire 

aircraft maintenance system, within Company BB. This happened partly on the request of 

Company BB who wanted to more fu lly  understand their existing situation before engaging in re

structuring, a decision that was however in the first place influenced by their work with TCD. A 

description of aircraft overhaul and the check process is first given.

5.4.1 Aircraft Overhaul (AOH)

Aircraft overhaul is where light and heavy maintenance is carried out on aircraft. The aircraft 

overhaul manager oversees the work. He reports to the technical director o f the company along 

with the managers from line maintenance and all o f the support departments. Reporting directly to 

him are all of the check managers. The AOH manager also has administrative support.

Light maintenance consists of scheduled maintenance checks (or letter checks) usually every 500 

flight hours but up to every 5,000 and take anything from 10-24 hours to complete. These include 

the maintenance service checks often referred to as letter checks A  or B and are planned in a 

similar way to Heavy maintenance tasks discussed below. M inor maintenance would also include 

overnight hangar work that does not receive the same level o f advance planning. Tasks might 

include clearing of the Technical Log, completion o f Airworthiness Directives, Alerts, Service 

Bulletins, Free Routine Tasks etc.

Heavy maintenance refers to checks which take many more person hours to perform and are carried 

out less frequently (for example, anything from every 5000 - 20,000 fligh t hours and taking more 

than 48 hours in the hangar to complete). Like minor maintenance it consists of scheduled tasks 

from the Aircraft Maintenance Schedule, the plan o f all maintenance tasks to be carried out over 

the life span of the aircraft. Usually around 40 per cent o f tasks can be scheduled. The remaining 60 

per cent are unscheduled defect items discovered or raised during maintenance activities. When 

compared with Light Maintenance it typically involves more thorough dismantling and checking of 

aircraft systems, as the longer time span would suggest.
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Figure 5.1 Organogram of Aircraft Overhaul in Company BB
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5.4.2 Check Process

The following is a description o f the check process. This is taken largely from Baranzini (in press). 

As is evident here it is a very detailed and complicated work process with many actors involved. A 

process map of the activity is also included in the methodology section.

After a contract has been agreed for the check (person hours, tools, materials required and delivery 

time of the aircraft), the technical and human resources are planned and scheduled. This is carried 

out by the check managers (CKMs) and the planning / engineering department. A  set o f pre check 

meetings are organised by the CKMs, crew mangers (CMs) and project planners assigned to the 

check. The check programme and schedules are organised and the work teams are agreed (i.e., the 

actual AMEs who w ill work on the aircraft). The hangar and facilities are set up and the check 

programme is decomposed into job cards for the AMEs. The check resources configuration is 

completed. Thus when the aircraft arrives the AEs and AMEs w ill have already been assigned into 

smaller teams (distributed across the eight major aircraft zones) by the CMs and CKMs. People 

w ill have been assigned per shift fo r the duration of the check. Each day they fo llow  the tasks as 

outlined in their job card and obtain their materials and tooling needed as per their job card. Some 

typical tasks include the following;

Technical task performances

• Strip / access / location to parts of aircraft as by maintenance programme

• Inspections to parts (to confirm work o f job cards and to detect unscheduled repairs / 

corrosions of aircraft)

• Routine tasks according to job cards: removal and repair of parts if  necessary (this 

may require sending parts to the shops for overhaul)

• Non routine tasks (raised by inspections)

• Modifications or special maintenance programmes (corrosion programmes)

• Daily completion o f documentation for the tasks at hand

• Reassembly and close up o f task as per job cards

• Operational / functional tests

• Close o f tasks and sign o ff of job cards

Resource management tasks

• Identify and chase scaffolding items (in coordination with stores / materials)

• Identify and chase tools (special and non special) and equipments for the tasks (in 

coordination with stores / materials)

• Report special conditions
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Communication / co-ordination tasks

• Organise and sequence small task operations within the zone of activity (team) in 

order to minimise interruptions and delays for other tasks, teams and zones of the 

aircraft

• Communicate requests and status of activities to inform direct supervisors on the state 

of the small operation.

The overall daily check task operations performed by the operational team s is monitored. The use 

of resources (human / technical) are monitored and controlled by the CKM s and CMs against the 

check programme (actual daily person hours spent against the planned person hours). The 

operational conformities and deviations are controlled and m inimised by coordinating all the team 

effort. This is done by constantly reconfiguring the team resources (person power availability) to 

match the work / task load fluctuations and unexpected happenings. This involves re-organising the 

different team performances and schedules and regulating the sequence of operations to adapt the 

plans to the new events and workload demands. Some of the tasks involved in this constant daily 

organisation of team perform ances include:

• Daily informal face-to-face meeting with the zonal teams (CM s, AEs and AM Es)

• Daily operational meetings to check and co-ordinate the scheduled work (CMs)

• Daily customer meetings and com munications to inform and decide with customers on 

critical items

• Communications to the management o f technical / economical information on parts, 

materials, and all supply orders (with planners, material co-ordinators, sales departm ent 

and vendors) to control supply system and associated delays

• Communications to the management of team resource information with CKM s, the 

planning department and HR to take decisions on team reconfigurations (necessary to 

match the workload demands) and team flexibilities (use of overtime, contractors and 

people transfers across operations)

• Communications to the management of technical / operational queries with the 

engineering departm ent (Engineering orders (EOs) discussions and problem solving).

The entire check operations (documentation, job cards, person power usage sheets) and events in 

the supply system are recorded, scanned and archived for later analysis. The aircraft technical 

logbooks are updated. As the check is completed the Certificate Release to Service (CRS) is signed 

off by the CKMs and the aircraft is released. A final ‘wash up m eeting’ is held by the some of the 

parties involved (CKM s, Engineering department. Sales and Contractors) to discuss the aircraft 

visit performance.
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Regulations in relation to the check process

According to JAR 145 each JA R approved organisation must have a maintenance person-hour plan 

showing that the organisation has sufficient staff to plan, perform, supervise, inspect and quality 

monitor the organisation in accordance with the approval. In addition the organisation must have a 

procedure to reassess work intended to be carried out when actual staff availability is less than the 

planned staffing level for any particular work shift or period. The JA R 145 approved maintenance 

organisation must have a system appropriate to the am ount and com plexity o f work to plan the 

availability o f all necessary personnel, tools, equipment, material, maintenance data and facilities in 

order to ensure the safe completion o f the maintenance work. The planning of maintenance tasks, 

and the organising of shifts, must take into account human perform ance limitations. In relation to 

the competence of staff the following is also noted, significantly human factors is taken into 

account here:

“The competence o f  personnel involved in maintenance [m anagem ent] andlor quality 

audits must be established and controlled in accordance with a procedure and to a 

standard acceptable to the JAA fu ll member Authority. [In addition to the necessary 

expertise related to the job  function, competence m ust include an understanding o f  the 

application o f  human factors and human performance issues appropriate to that p erso n ’s 

function in the organisation.]" (JAA, JAR 145.30 A m endm ent 5, January 2003)
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5.5 Methodology

5.5.1 Introduction

The main methodology o f this case study consisted of applying the RPA to two different aviation 

maintenance processes. The RPA is qualitative in nature and consists o f preliminary open-ended 

interviews where necessary, semi-structured focus groups and content and thematic analysis o f the 

data. The piloting of the methodology is outlined here along with the steps involved in its 

implementation and how it was applied across the organisations Involved.

5.5.2 Piloting of the RPA

The methodology was piloted in TCD with invited participants. Because o f the nature o f the work 

o f aircraft maintenance and the cost involved it was impossible to pilot the methodology within the 

aviation domain. Piloting was carried out using the lego based ‘ Production Game’ from the 

STAMINA human factors training programme. With this game it is attempted to mimic some 

aspects of aircraft maintenance organisational life. Participants are divided into teams and given 

roles within those teams that would be similar to w ithin an aircraft maintenance setting for 

example, supervisor, technical workers, parts person, elastic specialist, quality representative etc. 

Eiach group has to develop two vehicles and groups are in competition with each other w ith the 

course facilitator acting as the customers who are also putting the teams under pressure to deliver a 

workable product (that is the lego vehicle). A larger number o f participants were invited in to take 

part in the game (n=15). Following this a smaller number carried out the RPA (n=6). Participants in 

the smaller group were selected from each of the teams and also represented different ‘ grades’ 

within the work and were thus also able to represent different roles w ithin the process. While 

obviously this is not an ideal situation to carry out the pilot it was an interesting exercise and did 

lead to a greater understanding for all concerned of how the teams went about the work and 

attempted to produce the products. It also led to a refinement o f some o f the steps involved in the 

process which is outlined in Table 5.1.

5.5.3 The RPA Methodology

Table 5.1 outlines the steps involved in the Role and Process Analysis methodology.
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Table 5.1 Steps involved in the RPA in aircraft maintenance

Steps Action needed Personnel needed

Selection of a 
process

This can be identified from other audits or the 
organisation can suggest a particular process or 
situation linked to a process that is causing problems.

Organisational
management.
Quality Department.
Continuous
Improvement
Department.
Researcher

Obtaining a 
process map 
for the 
process

Most organisations have maps already created for each 
of their processes. If this is not the case then maps can 
be created using process mapping techniques, for 
example, interviewing relevant personnel.

Organisational
management.
Quality Department 
(those responsible for 
MOE).
Researcher

Preliminary 
Interviews 
(Individual or 
small group)

Interviews need to be carried out with a selection of 
relevant personnel from  different areas of the process. 
These interviews serve the purpose of (a) helping the 
researcher become fam iliar with the process (b) 
validating whether or not the process maps are a valid 
representation of w hat actually happens in the 
organisation as opposed to what should happen (c) get 
an insight into som e potential areas of difficulty or 
particular interest in advance of the FG

A selection of 
personnel relevant to 
different aspects of 
the particular process 
and preferably 
representing different 
departments. 
Researcher

Focus Group 
(FG)

FGs are carried out with a selection of personnel from 
the different areas of the organisation that deal with the 
particular process. FGs concentrate on the process 
maps (See below for details).
This can be done in two ways (1) the FG can include 
different categories of staff or (2) the same category of 
staff. In option 2 more FGs will need to take place then 
to cover all staff categories.
People need to be assured of confidentiality, 
encouraged to be open but not to over disclose. An 
ideal number for a FG is around 7 people.
FGs can be recorded on tape or notes taken. It is 
always best if possible to have two researchers in the 
FG as in this way if the principal researcher misses 
something the second person can assist but also in 
terms of validation later on.

Selection of 
personnel from  the 
different areas of the 
organisation that deal 
with the particular 
process.

2 Researchers

Transcription The content o f the FG needs to be transcribed from  the 
tape recording or the notes taken during the FG.
This takes place into database if applicable.

Researcher

Content
Analysis

A content analysis o f the transcribed material is carried 
out. All o f the material where any problems or softer 
issues were discussed is am algam ated together for each 
organisation and each process. This material is then 
processed by mapping it onto the steps as laid out in 
the process maps for each process.

Researcher

Thematic
Analysis

A second analysis is then carried out on all o f the data 
for all organisations per process, for example incident 
management, and central themes em erging from  this 
are then analysed.

Researcher

Report on 
results of 
analysis

Bringing together o f results o f analysis. This then 
needs to be verified with second researcher.

2 Researchers
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Draft Report Outline of work done to date in the form of aim/how 
many people took part altogether/results from content 
analysis and thematic analysis.

Researcher

Feedback to 
management 
and / or 
people 
involved

Feedback is important and provides an opportunity for 
the organisation and the people involved to potentially 
agree / disagree with findings but also to assist in 
providing a way forward -  that is the developm ent of 
recommendations.

Organisational
management.
Quality Department.
Continuous
Improvement
Department.
Researcher

Final report Final report includes recommendations. Researcher

Focus Group

Through the use of focus groups and based on the process maps, the softer issues surrounding the 

core functions and structures that are integral to the processes mapped are explored. This part o f the 

methodology draws on soft systems m ethodologies (Checkland & Scholes, 1999), methodologies 

associated with enterprise engineering like enterprise modelling (M artin, 1995), methodologies to 

explore roles in organisations like role m odelling and methodologies to carry out organisational 

analysis (e.g., Harrison, 1987). Based on these methodologies and in particular H arrison’s notion of 

‘transitions’ (a linkage between two parts o f a functional process) and ‘f its’ (the extent to which the 

behavioural or organisational requirem ents and the constraints in one part o f a system are 

compatible with those in other parts) a semi-structured group interview protocol based on the 

process maps was developed for use in the focus groups consisting o f the following:

Each focus group com mences with the researcher going through each process map in general first 

so that people understand the overall process and then starting again at the beginning and going 

through each part of the process step by step. At this point in the focus group people are asked if 

they feel the process map is an accurate representation of the process, how each step fits into that 

process, the issues relating to each step and how each step w orks out in practice.

The purpose of this is to begin to understand what actually happens within processes as opposed to 

what should happen. This then facilitates a better understanding of the problems and issues within 

processes and helps to gain a deeper understanding o f organisational systems and normal practice. 

The facilitator attempts at all tim es to keep the discussion focused on the maps and the processes 

that are outlined to ensure that the sessions are concentrating primarily on validating the maps and 

not becoming sessions where people can simply voice their grievances, whether justified or not, 

about particular processes or departm ents involved in those processes.
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Focus groups have the following advantages over individual interviews and thus were employed 

for such. They

(1) Enable the generation of a considerable quantity of data in a relatively short period of time 

from a larger number of people than would be possible by interviewing key inform ants 

only

(2) Allow the researcher to record and analyse group m em bers’ reactions to ideas and to each 

other

(3) Produce data and insights that would be less accessible w ithout the interaction found in a 

group (this is particularly important when there are different categories of personnel 

present)

(4) Elicit useful ‘natural language discourse’ that allows the researcher to learn idiomatic 

expressions, common terminology, and com munication patterns in the community in a 

rapid and concise manner.

The following were all felt to be important for the successful running of the focus groups:

• Awareness of group dynamics, of how best to allow everyone to speak while not forcing 

those who may not wish to do so.

• Ability to open up discussion and guide and direct that discussion towards relevant area in 

a subtle and non-threatening manner.

• Taking notes is an issue -  either note down everything or nothing as people may feel what 

they have contributed was not seen as worth som ething if it is not noted down while other 

things have been.

• The use of tape recorders should be reviewed depending on the company, the category of 

staff and the participants involved. If people are not com fortable in any way with the focus 

groups being recorded then it is better not to.

• Need to assure people of confidentiality on one hand but o f the value of their opinion and 

what they have to add on the other hand.

• Need to encourage everyone to speak and not allow a few to dominate

• In mixed rank group need to ensure that people feel com fortable speaking and make sure 

they are told only to say what they feel comfortable saying. It is important that people do 

not feel they have ‘over disclosed’.

• A t the end of the session ask people were they happy with it or how it w ent to enable 

closure for people.

• Awareness of the domain within which the work is being carried out and the categories of 

staff and what they mean in rough terms is helpful.
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5.5.4 Application of the RPA to three key quality processes

The RPA was applied to three key quality processes; auditing, discrepancy reporting and incident 

management across four European aircraft maintenance organisations from March to September 

2002. Table 5.2 gives an overview o f this application. Two researchers from TCD attended all 

interviews and focus groups.

Table 5.2 Quality application of the RPA

Company AA Company BB Company CC Company DD
Auditing Process V V V ............... ....
Discrepancy
Reporting
Process

V V

Incident
Management
Process

V V V V

Preliminary interviews were carried out with representatives from each o f the different processes 

under investigation. Following these interviews preliminary process maps were created for each of 

the processes. There are a lot o f different techniques within the literature for creating process maps. 

The main purpose of this analysis was not the creation o f perfect process maps that either reflected 

the situation ‘as is’ or the desired situation. A pragmatic exercise was carried out with first the 

research team in TCD creating maps based on their experience o f the processes under investigation.

More semi-structured interviews with questions focused on the maps were carried out to verify 

these maps as to how they actually function within the organisation with some representatives from 

the different processes. The researcher was more interested in what followed from these maps in 

terms o f the next steps o f the RPA methodology. These process maps however as they existed post 

verification and prior to the focus groups are included here. The maps were slightly different for 

each organisation as each organisation had their own variation o f the process. Just one example of 

the maps per process is included and the organisation is identified. These maps are included in 

Figures 5.2, 5.3 and 5.4.

These maps were then used within the focus groups. Each map was first outlined and explained by 

the researcher to the participants and then the participants were invited to comment on the map or 

on any aspect of the map that they felt was incorrect or on any aspect o f their work in relation to 

the map. This very open ended question began each focus group and the discussion was guided 

from there by the researcher. It was fe lt important at all times to keep the discussion focused on the 

process map and people’s roles in relation to that and to not let the discussion become 

confrontational or personal among participants. Each o f the focus groups was recorded and 

transcribed.
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In total 35 people took part in the exercise. All of the participants took part voluntarily in the 

research and were happy to be identified so no issues of confidentiality arose with individuals. 12 

people from Company AA took part in two group interviews and two focus groups. This included 

the following personnel from the quality department: head of quality department, manager of 

quality department, a quality assurance auditor and investigator, an external contactor to auditing 

department, a quality assurance representative who was also a union representative for the 

operational staff and who had ju st moved to quality assurance recently, a staff m em ber from 

engineering department who also works in quality, and an external consultant to the quality 

department. The following staff were also involved: the vice president o f the company, the 

manager of the com ponent repair shop, the m anager of the engineering departm ent, a person acting 

as AM E and a psychologist and human factors trainer in the com pany who observed.

11 people from Company BB took part in four individual interviews, one group interview and two 

focus groups. The following personnel from the quality departm ent participated: the quality deputy 

manager, the person responsible for auditing, the person responsible for the quality monitoring 

unit, and a quality inspector. The following staff from other operational areas were involved: line 

maintenance manager, com pany technical director, project planner, two hangar crew m anagers and 

two AMEs.

Six people from Company CC took part in two individual interviews and two focus groups. These 

included the following personnel: the head of the quality department, the head of the human factors 

incident management process, quality engineer, manager from  production support group in line 

maintenance, representative from the engineering departm ent and a quality engineer who was also 

technical specialist from maintenance support group.

Six people also took part from  Com pany DD in three individual interviews and three focus groups. 

These included the following personnel: a quality auditor, two representatives from  the quality 

department, two AMEs, and a production officer (line and hangar manager). More details on all of 

the participants from each organisation can be found in Table 5.3.

Based on the focus groups and the material supplied by the attendees an analysis o f the issues was 

carried out for the discrepancy reporting system, the incident m anagem ent system and the auditing 

system. All of the interviews and focus groups were recorded. Each recording was then transcribed. 

A content analysis o f the transcribed material was carried out. All o f the material that was sim ilar 

in content was amalgamated together for each organisation and each process. This material was 

then processed by mapping it onto the steps as laid out in the process maps for each process. A 

second analysis was then carried out on all o f the data for all organisations per process, for example 

incident management, and then per step of the process. Finally a thematic analysis was carried out 

on this.
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Analysis for the thesis

Thus the original data as sent to each partner organisation was a them atic analysis based explicitly 

around each small step of the process. For this thesis a further them atic analysis was carried out on 

the data and broader themes identified. This was carried out in a sim ilar way to that reported in the 

AIR case study. These broader themes are what are presented here.

Ethical considerations

As part of another European funded research project the RPA was implemented in four European 

aircraft maintenance organisations. In a sim ilar way to that within the A IR  project each company 

participated in this research on the grounds that all research would remain confidential to the 

consortium unless permission was obtained otherwise. Each of the organisations received feedback 

on the results o f applying the RPA in their organisations and the results were disseminated 

throughout the project partners in the form  of research reports for the European Commission.

However to ensure confidentiality for each of the organisations concerned they and the name of the 

research project have been de-identified from  this thesis. Also however as another protective 

measure the thesis was placed on ‘withheld access’ thus all persons wishing to read the work in the 

first five years would have to first gain the permission of the author.

In relation to each individual that participated in the research each person was approached either 

directly by the researcher or by the project representative from  each of the organisations. As most 

of the focus groups contained som e representative from  management it was vital that people felt 

comfortable speaking in front o f management. Each person was aware of this and agreed to 

participate on that basis. Each person was assured however that their name would not be used in 

any of the reports that would be sent to more senior management.
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Figure 5.2 Auditing System Company CC
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Figure 5.3 Discrepancy Reporting Process Company DD
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Figure 5.4 Incident Management Process Company BB
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Table 5.3 List of personnel who were interviewed or took part in the Focus Groups for the different Quality processes

A U D ITIN G  PR O C ESS D ISC R EPA N C Y  R E PO R T IN G  PRO CESS IN C ID EN T M A N A G E M E N T  PR O C ESS
1 Interview I Focus G roup

I I Sep tem ber 2002
Interview s Focus G roups 1 Interview I Focus G roup

I I  Sep tem ber 2002
C om pany  AA

2 G roup  In terview s 
2 Focus G roups 
n = I2

H ead o f  Q uality  
D epartm ent, External 
C ontacto r to A uditing 
D epartm ent, Q uality  
A ssurance A ud ito r and 
Investigator, and staff 
m em ber fo rm  E ngineering  
departm en t but a lso  w orks 
in Q uality

T O T A L 4  + 2 T C D

P sycho log ist and H F 
tra iner in com pany 
(d id n 't  actively 
participate was 
observ ing) M anager o f 
com ponent repair shop. 
M anager o f  Q uality  dept, 
V ice P resident o f  the 
com pany , M anager o f 
Eng ineering  dept, QA  rep 
w ho is a lso  shop  stew ard 
on the flo o r -  m oved to 
QA recently . External 
consu ltan t to quality

T O T A L 7  + 2 T C D

N/A N/A H ead o f Q uality  
D epartm ent, Externa! 
C ontacto r to A uditing  
D epartm ent, Q uality  
A ssurance A udito r and 
Investigato r and staff 
m em ber from  E ngineering  
departm ent but also  w orks 
in Q uality

T O T A L 4 + 2 T C D

P sychologist and HF 
tra iner in com pany  
(d id n ’t actively  
participate was 
observ ing) M anager o f 
com ponen t repa ir shop. 
M anager o f  Q uality  dept. 
V ice President o f the 
com pany . Person acting 
as A M E , QA rep  w ho  is 
also  union representative 
-  m oved to QA  recently . 
External consu ltan t to 
quality

T O T A L ? + 2 TC D
3 Interview Focus G roups 1 Interview 1 Focus G roup 

20  M arch 2002
1 Interview 1 Focus G roup 

10 A pril 2002
C om pany  BB

4  Interview s
1 G roup  In terview
2 Focus G roups 
n = l l

3 one-hou r in terv iew s 
w ith quality  person 
responsib le  fo r auditing.

T O T A L  1 + 2 T C D

N/A Q uality  m onitoring unit 
(1 person).

T O T A L  I + 2 TC D

Q uality  m onitoring  unit. 
Q uality  inspector. Line 
m anager, Technical 
m anager, Project p lanner

T O T A L  5 + 2 TC D

Q uality  depu ty  m anager, 
hangar superv isor and 
AM E.

T O T A L 3  + 2 T C D

Q uality  depu ty  m anager, 
h a ngar superv isor and  
A M E  (these were 
d ifferen t fr o m  the peop le  
w ho p a r tic ip a ted  in the 
in itia l in terview  excep t 
Q uality  depu ty  m anager).

T O T A L  3 + 3 T C D



A U D ITIN G  PR O C ESS D ISC R EPA N C Y  R E PO R T IN G  PR O C ESS IN C ID EN T M A N A G E M E N T  PR O C ESS
1 Interview I Focus G roup 

26 A pril 2002
Interview s F ocus G roups 1 In terview 1 Focus G roup 

26 A pril 2002

C om pany  CC

2 In terview s 
2 Focus G roups 
n=6

H ead o f  quality  
departm ent

H ead o f  Q uality  
departm ent, H ead o f 
H um an Factors Incident 
M anagem ent Process, 
Q uality  engineer. 
M anager from  production 
support group on the line. 
R epresentative  from  
E ngineering  dept.

N/A N/A H ead o f quality  
departm ent.

H ead o f Q uality  
departm ent, H ead o f 
H um an Factors Incident 
M anagem ent Process, 
Q uality  eng ineer, Q uality  
en g in eer who is also 
technical specia list from  
m aintenance support 
group, M anager from  
production  support group 
on the line. 
R epresentative  from  
E ngineering  dept.

T O T A I. I + 2 T C D T O T A L  5 + 3 TC D T O T A L  1 + 2  T C D T O T A L  6 + 3 T C D
1 Interview 1 Focus G roup 

17 A pril 2002
1 interview 1 Focus G roup 

17 A pril 2002
1 Interview’ 1 Focus G roup 

17 A pril 2002
C om pany  DD

3 Interview s 
3 Focus G roups 
n=6

Q uality  auditor. 2 represen ta tives from  
quality  departm ent, 2 
A M E s

Q uality  representative 
w hose main 
responsib ility  was 
auditing.

2 representatives from  
quality  departm ent, 
production  o fficer (line & 
h angar m anager), 2 
AM Es

Q uality  representative  
w hose main 
responsib ility  w as 
auditing.

2 represen ta tives fr o m  
quality  departm ent, 
production  o fficer (line & 
hangar m anager), 2 
AM Es.

T O T A L  1 + 2 T C D T O T A L  4  + 3 TC D T O T A L  1 + 2  TC D TO T A L  5 +  3 TC D T O T A L  1 + 2 TC D T O T A L  5 + 3 TC D
T O T A L
N =35

T O T A L  
Interv iew s = 6

T O T A L
Focus G roups =3

TO T A I. 
Interview s = 2

TO T A L
Focus G roups = 2

T O T A L  
Interv iew s = 4

T O T A L
F ocus G roups  =  4



5.5.5 Application of the RPA to the Check Process in AOH Company BB

The RPA was applied to the check process in aircraft overhaul in Company BB in May and June 

2003. The RPA was implemented partly on request o f Company BB who before engaging in a re

organisation of their work structures wanted to look at certain existing staff categories in relation to 

the check process.

The RPA was carried out with the following staff members; Crew Managers (CMs), Approved 

Engineers (AEs) and A ircraft Maintenance Engineers (AMEs) looking at their own role in relation 

to the check process, that o f their colleagues, their managers (Check Managers and Crew managers 

where relevant) and the people they manage (the A ircraft Maintenance Engineers, AMEs and 

Approved Engineers, AEs, where relevant).

A process map was created o f the check process which can be found in Figure 5.5 below. 

Preliminary interviews and focus groups were carried out. Two researchers from TCD attended all 

interviews and focus groups.

49 people in total took part in the implementation o f the RPA to the check process in aircraft 

overhaul. 18 people took part in the preliminary interviews to try and gain an understanding of the 

check process and to validate the process map. Interviews took place on Monday 19*'’ and Tuesday 

20''' May, 2003. Each person was interviewed individually and interviews lasted from 20 minutes to 

one hour. There were nine ‘bays’ or areas of work across aircraft overhaul and eight out o f these 

nine bays were represented in the interviews. These included the follow ing categories o f personnel: 

two AMEs, six CMs, one project planner and nine check managers. Table 5.4 gives an overview of 

this.

35 people took part in the focus groups carried out. Again it was attempted to get as good a 

representation of the different bays as possible. These included the follow ing categories of 

personnel: seven AMEs (one who had already been interviewed), five AEs, three Acting CMs, 13 

CMs (one who had already been interviewed), three project planners, and four check managers 

(two who had already been interviewed). Table 5.5 gives an overview o f the focus groups that took 

place. In Company BB the focus groups were not recorded. It was fe lt that given the situation at the 

time in the company it was best not to record data that way. Notes were taken throughout the 

process and people did appear to be comfortable with that.
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Analysis for the thesis

Again in a sim ilar way to with the quality processes the original data as sent to Company BB was 

in the form of a report with a them atic analysis based explicitly around each small step of the 

process. For this thesis a further them atic analysis was carried out on the data and broader themes 

identified. This was carried out in a similar way to that reported in the A IR  case study. These 

broader themes are w hat are presented here.

Ethical considerations

As noted above Com pany BB was undergoing a re-structuring at the time of the research. It was 

essential that people could discuss issues in as open a manner as possible. For this reason different 

types of focus group were carried out, that is with same staff categories and different staff 

categories. The researcher thought that staff would be more willing to share in a situation where 

there were none of their own managers present and that the best situation to encourage sharing 

would be where the focus group was made up of their own colleagues only. However the 

researcher felt that this would bring its own drawbacks as in this instance staff might be biased 

towards the issues in relation to the part o f the process that related to them. The researcher thus felt 

that focus groups where two or more representatives from  one staff category were present might be 

the best solution. As it turned out where same staff category focus groups were carried out 

participants did appear more relaxed and more open. Larger groups o f mixed category staff also 

worked well where there was not over representation from any one group.

In order for staff members to attend the focus groups permission had be obtained from  their check 

manager. In this way check managers did have the final say over who attended the focus groups 

and in some instances they would joke saying ‘Oh we better send you someone good”. Thus while 

representation across areas was always sought there may have been a slight bias in the selection of 

some of the participants for the research. M anagers wanted their area to be represented in a good 

light so they would try and get staff to attend who were generally positive about their work or 

would at least appear to be for the focus group. The researcher tried to avoid this by discussing in 

detail with each of the managers the nature and purpose of the research and stressing that it was not 

necessary to send someone ‘good’.

Another issue that arose in relation to this was physical location of the focus groups. The initial 

focus groups were held in a senior managem ent meeting room. This caused problems for some 

staff who felt that management would be inform ed of their personal opinions on issues. One person 

jokingly wanted to know where the hidden cam eras were. A t the end of this focus group however 

people did say that they were happy to have taken part and did feel that it was a worthwhile 

exercise and did w ant a report sent to management. This was following a reassurance to all groups
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that while a report was being sent to management following the research it would be completely 

de-identified and would only contain group views and not individually identified com ments or 

views. Following this the location of the focus groups was moved to the training school in the 

company. This was located much closer to the operational area and operational staff definitely felt 

more at ease. Some support staff felt that it was a long way to go for them to get to the focus group.

The processes to ensure de-identification of Company BB have already been outlined. In relation to 

this study however the situation was slightly different as it was com m issioned by Com pany BB. As 

noted above however each person that took part in the research was de-identified in the final report 

sent to the representatives from  Company BB who had com m issioned the study. A presentation 

was also made by the researcher to the company managem ent on the findings and all sources were 

completely de-identified for this presentation also. This de-identification was held throughout this 

thesis.
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Figure 5.5 Process map of the Check Process
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Table 5.4 Summary data of people interviewed and in focus groups

Interviews Focus Groups Total

Aircraft Maintenance Engineers 2 7
(1 already 
interviewed)

8

Approved Engineers 0 5 5

Acting Crew Manager 0 3 3

Crew Managers 6 13
(1 already 
interviewed)

18

Project Planners 1 3 4

Check Managers 9 4
(2 already 
interviewed)

11

Total 18 35 49

Table 5.5 Company BB Focus Groups

FG
Number

Date Focus Group 
Name

Attendees

1 22 May 
2003

Crew
Managers
(CM)

Company BB attendees: 7 Crew M anagers (CMs) 
and 3 Acting Crew M anagers (AEs)
8 out o f 9 bays represented
TCD attendees: Marie W ard, Danieie Baranzini

2 22 May 
2003

Crew
Managers
(CM)

Company BB attendees: 3 Crew Managers 
3 bays represented out o f 9.
TCD attendees: Marie W ard, Danieie Baranzini

3 23 May 
2003

Check 
Managers 
(CKM ), Crew 
Managers 
(CM),
AMEs

Company BB attendees: 4  Check managers (CKMs), 
3 Crew managers (CM s), 3 Aircraft maintenance 
engineers (AM Es)
7 out of 9 bays represented.
TCD attendees: Marie W ard, Danieie Baranzini

4 5 June 2003 Approved
Engineers
(AEs)

Company BB attendees: 5 Approved Engineers 
(AEs) (one acting Crew M anager but he was asked to 
think of his role as A E within the organisation).
4 out o f 9 bays represented.
TCD attendees: Marie W ard, Danieie Baranzini

5 5 June 2003 Aircraft
M aintenance
Engineers
(AMEs)

Company BB attendees: 4 Aircraft M aintenance 
Engineers (AM Es)
4  out of 9 bays represented.
TCD attendees: Marie W ard, Danieie Baranzini

6 9 June 2003 Project
Planners

Company BB attendees: 3 Project planners 
(2 live and 1 planning cell)
TCD attendees: Marie W ard, Danieie Baranzini
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5.6 Thematic Analysis

In relation to the quality processes the follow ing themes emerged from the analysis:

Discrepancy Reporting Process Themes

76 Changing role of quality in Company DD
77 Different perceptions o f quality in Company BB
78 Question whether quality staff should initiate DRs
79 Lack of trust in the process
80 D ifficulty in obtaining responsibility for DRs from LAMs
81 Problems with the development o f DR recommendations
82 Problems with implementation o f DR recommendations
83 Problems with monitoring whether DR action taken or not
84 Lack of communication between management and quality
85 Lack of communication between quality and initiator
86 Different perceptions o f the success o f the process
87 Problems with the initiator being the one to determine the success o f a case
88 Quick fix  solutions
89 Lack of overall process monitoring

Incident Management Process Themes

90 Lack of official reporting of incidents
91 Informal treatment o f incidents
92 Informal working of the system
93 Lack of a no-blame policy
94 Lack of confidentiality
95 Lack of trust in the process to produce results
96 Different perceptions on what is important
97 Strained relationship between departments
98 Problems determining the need fo r an incident investigation
99 Role conflict for LAM s within process
100 Reporting the incident to the authorities
101 Differences in the interview process (the main investigation tool)
102 Problems with the development of IM  recommendations
103 Problems with the implementation o f IM  recommendations
104 Ambiguity over the disciplinary aspect o f the process
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105 Incident managem ent observation in Com pany BB

105.1 Court room like setting of the interviews
105.2 Influence of the customer on the investigation process
105.3 Double standard in the focus of the investigation
105.4 Double standard in task perform ance
105.5 Problems with task performance
105.6 Lack o f a no-blame culture

Internal Auditing P rocess Themes

106 Limited focus on improvement
107 Clarity in reporting audit findings
108 Differing involvem ent of quality in the developm ent o f IA recom m endations
109 Problems with the implementation of lA recom m endations
110 Proactive role of quality in monitoring the implem entation of corrective actions
111 ‘Push’ from quality if recom m endations not implemented
112 Ambiguity over process of evaluating action taken
113 Problems closing off cases
114 Lack of overall process evaluation
115 Different perceptions of w hat is important
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5.6.1 Discrepancy Reporting Process

Introduction

In Company BB the process was well launched at the beginning and it appeared that people in the 

organisation were well aware o f it. Over 400 DRs had been raised since the start o f the process. 

This would suggest that there was a need for the process, that people in the organisation had reports 

to make based on events or incidents or suggestions. Subsequent findings from A IR  (the dry-run 

survey and the PPI survey) would confirm this. Use o f the DR system in Company DD was much 

more limited. There were no DRs, for example, from aircraft overhaul in the previous year in 

Company DD. Within the company most DRs came from inspectors (who worked for quality) and 

from the workshops where there was a strong quality presence. So essentially in this company it 

was a process created by the quality department and being used, fo r the main part, by personnel 

from the quality department.

Methodology Issues

The people who attended the focus groups were chosen to represent as much as possible the 

different users o f the process. The key roles involved were the initiator (who can be anyone in the 

organisation from any area or department), the quality representative, the relevant actioning 

manager (LAM), and the people responsible for implementing the resolution. This was attempted 

in order to get a good overview o f how the different people involved in the process saw it working. 

In Company DD it turned out however that the invited LAM  had never been a L A M  to a DR. This 

did cause some problems in terms of representation but was also a reflection o f the process not 

being fu lly integrated into the organisation.

In Company BB the situation was slightly different in relation to the whole focus group. There was 

a larger group present and more of the key roles were represented. In Company BB there was also 

just one person in the quality department responsible for DRs. It was his job to monitor each 

incoming DR and direct it to the appropriate LAM . Therefore in the focus group he was more 

aware of the entire process than anyone else or than anyone in Company DD appeared to be. He 

had good knowledge o f each DR that had been initiated and its progress throughout the 

organisation (although from A IR  it is known that he was not always aware o f the situation in 

relation to DRs).
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Themes

T76 Changing role of quality in Company DD

The role of quality within Company DD was changing at the time of the study in association with 

changes in the organisational structure of the company and the department. With the changes 

everyone within the quality department had their own area of work and quality was becoming more 

assurance than control. As the quality manager stated “quality is not seen as police now”. Quality 

personnel had to work more with people on the floor in their designated area. This was providing a 

challenge for them as the inspectors, who had spent most of the time on the ground, were removed 

from the quality department. The quality department thus lost some vital links to the work being 

carried out in the organisation as a result of this. The manager commented that “one out of every 

hundred events are reported through the DR system” and he felt that they were a bit removed from 

the action. This also affected the way DRs were handled; each person in quality had been made 

responsible for an area so each person processed the DRs from that area.

T77 Different perceptions of quality in Company BB

In Company BB the perceptions of the role and responsibility of quality within the organisation 

differed most between the management and non-management members of the group. One planner, 

for example, felt that if he reported issues to the quality representative for his area then there was 

no need for him ever to complete a DR, as it was then the responsibility of quality to look after that 

issue from then on. Also a representative from line maintenance felt that quality were not proactive 

enough. In response to this one of the managers present argued that people have the wrong 

perception about quality. He said

“You’re responsible for quality, not the quality rep, he only parachutes in and has a look 

around and says yeah I think w e’re alright. I t ’s every individual who has responsibility for  

it, so you have responsibility, I have responsibility in terms o f  what I am doing” (Focus 

Group Transcription, 20 March, 2002).

He felt that people within the organisation did not understand this concept. He did however agree 

that if something was mentioned to quality then it should be incorporated into their next audit The 

quality representative however did not agree with this. He felt that

“I f  everyone had their way here all decisions would be left to quality” (Focus Group 

Transcription, 20 March, 2002).

This directly relates to the next theme on the question whether quality staff should initiate DRs.
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T78 Question whether quality staff should initiate DRs

In the Company BB focus group there was a suggestion that quality staff should be more 

responsible for creating DRs. At the time the person who made this suggestion reported most 

problems he had verbally to the quality person for his area and had believed, incorrectly, prior to 

the focus group that the quality person then filled out a DR from  his information. He felt that this 

should be the case as quality were more aware of what should be a DR and what issues could be 

resolved and addressed through the process. This raised a lot of issues however in relation to the 

role of quality within the organisation and also to quality auditing of the particular area involved. A 

discussion took place as to whether quality should raise a DR or should include the reported item in 

the next area audit. The quality representative however did not agree with this idea.

In Company DD most DRs were raised either by people from  quality or inspectors who had a lot of 

contact with the quality department. This did eliminate the problem of feedback to the initiator as 

most initiators were in the quality departm ent and they were anxious to get their own case resolved 

so they would contact the LAMs directly or push to have the DR discussed at the m anagem ent 

meeting. Initiators were not always from  quality however and in those cases feedback was not 

always good.

T79 I^ck  of trust in the process

As noted above the DR system was well launched within Com pany BB. A t the same time the 

company was also attem pting to introduce a ‘no blam e’ culture in relation to the voluntary 

reporting of events and incidents. In the initial stages reports flowed in. However the situation soon 

changed and ended up sim ilar to Company DD where reporting was extremely low. The technical 

director of Company BB noted that the original idea behind DRs was to

"...put power back in the person, in the organisation"  (Focus Group Transcription, 17 

April, 2002)

but that this was “not working out that w ell”.

Trust in the process seemed to play a large part in this. The manager in Com pany DD, for example, 

reported that he would prefer to resolve issues informally then go through the DR process. The 

AMEs initially suggested that they were not aware that they could fill out a DR. Later on in the 

discussion however one of the quality representatives at the focus group suggested that perhaps 

people do not use the system as they feel the information would be used against them. The two 

AMEs present admitted that this was the case saying they were afraid that if they wrote something 

down it “would be used against” them. The manager present tried to assure them that this was not 

the case.
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This problem had initially been overcome in Company BB with the introduction of the no-blame 

culture however reporting returned to a very low level. One of the reasons for this in Company BB 

was that it soon became apparent to people, that while m anagem ent and quality might espouse such 

a no-blame culture it was not the case in reality. If a person made a mistake and voluntarily 

reported it they would still go through the same incident investigation process as anyone else and if 

it was felt a necessary part of that, as will be explored later, a person’s approvals could be removed 

pending investigation and would only be returned upon training. Thus what managem ent and 

quality deemed as a ‘no blam e’ policy, operational workers referred to as ‘blame and train’ policy. 

However trust was only one aspect o f why the process did not appear to be working out that well in 

either organisation.

T80 Difficulty in obtaining responsibility for DRs from  LAMs

It was up to the quality departm ent to filter the reports that came into them and direct them to the 

relevant department and thus the relevant LAM. These reports could at tim es be quite technical in 

nature and it was often difficult for the quality department to know who was the best person to send 

the report to. Also they did not officially sanction somebody or a particular departm ent to be 

responsible for that DR rather it was more on a request basis. It was noted that in Com pany BB, 

DRs could sometimes be sent around the organisation several times, with people refusing to accept 

responsibility for them.

T81 Problems with the developm ent of recommendations

When a responsible person had been identified it was up to them to com e up with a plan o f action. 

This person was normally a manager of a particular departm ent or area (LAM ) who would then 

allocate staff to carry out the work o f implementation. This step appeared to be very problematic. It 

was true, as one manager noted, that people in the organisations were used to problem solving and 

dealing with issues, and so therefore should not have been confounded too much by DRs. However 

the very nature of the problems reported through DRs differed from  the normal technical problems 

that were addressed on a day to day basis by the people within the organisation. DRs could 

therefore be more difficult to develop solutions to.

When the AIR project started to explore taking on board outstanding DRs in Company BB there 

was a lot of resistance to this as members of the team felt that they would be taking on board too 

much if these issues were not already solved. This turned out to be true with some DRs, others 

were easier to bring to resolution. In all cases however a project team was set up to bring the issue 

through a human factors methodology to resolution. This did not happen with normal DRs. People 

involved in the DR process were expected to develop a plan to deal with the problem. One manager 

in Company BB who was involved in the AIR process expressed his delight at the team developing 

recommendations for him as he could then go and im plem ent them knowing that it was the right 

thing to do. Problems occurred for LAMs not supported here with, for example, problem
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investigation, understanding of underlying issues, knowing the right thing to do, developing 

solutions.

T82 Problems with implementation of recommendations

Implementation of recom m endations was quite possibly one of the most problematic issues and 

crossed all three processes. On a very practical level issues such as allocation of work, prioritising 

work, setting time limits, resources, com peting tasks etc were all involved. However the situation 

was also more complex than this as all of the other themes in some ways impacted on this, for 

example, lack of trust in the process or the different nature of human factor cases or DR cases to 

technical cases. Within the process there were no guidelines for how to develop recommendations 

or how to implement those recommendations.

T83 Problems with monitoring whether action taken or not

It was important for the success of the system that monitoring took place to ensure that action was 

taken. In Company BB it would appear that it was not known who was to do this. A greem ent could 

not be reached in the focus group as to whether it was the responsibility o f the quality department 

or the LAM to contact quality once an action had been taken.

In the past as a way to encourage LAM s to be more proactive about the process in Company BB 

the technical director suggested that DRs be discussed at monthly m anagem ent meetings. This 

however did not happen all o f the time. Sometimes the technical director would request a list of 

open DRs and sometimes depending on other business and how many there were they would be 

discussed at the meeting.

T84 I.ack of communication between management and quality

When TCD started exploring DRs in Company BB the person from  quality who had sole 

responsibility for DRs had not been at one of these m anagem ent m eetings where the DRs were 

discussed. He was, subsequent to our com m encing work, invited to a meeting. Prior to that 

however he had no way of identifying whether or not a DR had been resolved. He did not make 

contact with the manager assigned the DR and they in most cases did not make contact with him. 

DRs were announced ‘closed’ by managers at this meeting without his knowledge. These DRs 

were then not registered as closed and would show up again as ‘open’ when he produced a list of 

overdue DRs for the next meeting. In Com pany DD it was sim ilar in that open DRs were due to be 

discussed at management meetings on a regular basis but this did not happen. If DRs were overdue 

a meeting would be called in relation to the case.
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T85 Lack of communication between quality and initiator

The quality department were responsible for ensuring a response was made to the initiator within 

30 days of initiating the DR. Thirty days was the time limit set by the company from time of 

initiation to time of resolution of the DR. In order for a DR to be ‘closed’ it was necessary that the 

person who initiated the DR was happy with the response. This caused problems for both 

organisations. The timeframe in the first instance appeared to be unrealistic, about ten per cent of 

cases in Company BB were resolved in this time. Also problems arose with the process along the 

way as have been outlined here and sometimes in Company BB management would close DRs 

without informing anyone, quality or the initiator. In Company DD it was also reported by some 

members of the focus group that DRs were closed, stamped and sent back to the initiator without 

any communication at all.

The manager noted that he had a system in use where he kept an open book of copies of all DRs 

raised by him and his staff. People could then come in and review the status of any of the DRs that 

they had raised. He noted however

“Will my system work? No. I have feedback on my level, I  have feedback to the people 

under me, but it doesn’t mean that I  am happy with the feedback from quality" (Focus 

Group Transcription, 17 April, 2002).

It was agreed, in Company BB, that it would be good if someone would go back to the initiator 

within the time frame and let them know what was happening to their case. Who would do this 

however was not agreed upon.

T86 Different perceptions of the success of the process

Reporting reached a peak in the second year of the DR process in Company BB but gradually 

dropped off after that. This may have been caused in part by the proposed introduction of the AIR 

system into the organisation as an IT based alternative to reporting events or suggestions for 

improvement. The technical director, who attended the focus group in Company BB, also 

suggested that this might have arisen from people losing confidence in the system as there was 

never any publicity of the successes of the process. However others disagreed over whether or not 

there were any ‘successes’, commenting that they felt there was no point sending in a DR as 

nothing was ever done about them. There was a similar feeling in Company DD that there was no 

point in sending in a DR as “you never hear anything back and when you do it is merely restating a 

procedure or rule that you already know and not really addressing the issue at hand”. As one 

Company DD manager, who had sent in a lot of DRs on behalf of himself and his staff, commented

“Quite often there is a paper solution, which practically doesn’t solve the problem” 

(Focus Group Transcription, 17 April, 2002).
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T87 Problems with the initiator being the one to determ ine the success of a case 

A case officially should not be closed until the person who initiated the case reviewed the solution 

or in some cases the proposed solution and said that they were happy with that. As noted earlier 

research has shown that the people who carry out tasks can be the ones to suggest the best 

improvements to those tasks but it does not follow that they are the best people to evaluate the 

proposed solutions. However there were no guidelines in the process for how to carry out this 

evaluation. Also other issues were at play, for exam ple, one person in the focus group felt there was 

no point expressing reservations about the solution as at that stage more than likely nothing more 

would be done anyway.

This was also problem atic as the initiator may not always have been inform ed if a case was closed 

or not. In this instance the LAM would decide that the action taken had been satisfactory to deal 

with the case and would have reported it as closed to the managem ent meetings. One person in the 

Company BB focus group made the suggestion that quality should be the ones to decide whether or 

not a solution was satisfactory. The quality person responsible for DRs disagreed however saying 

that;

“...then it would all rest with me whether i t ’s closed or not closed, and then I  have to 

monitor it and that is not really m y function, and I  don  7 have the time or the resources to 

do tha t” (Focus Group Transcription, 20 March, 2002).

T88 Ouick-fix .solutions

The 30 day time limit, while perhaps initially thought of as a way to motivate LAM s to action, may 

have raised its own problems in terms of supporting quick-fix solutions. It would appear that within 

both companies, very often, technical solutions were imposed on DR cases. Hence what was 

deemed a ‘successful solution’ by the relevant LAM might not necessarily be the best solution. 

This relates back to the previous theme also as the initiator may also deem this to be the best 

solution when a more complex understanding of the problem and solution may be needed.

T89 I^ck  of overall process monitoring

All of the DRs within each com pany were not looked at collectively or explored as a means of 

highlighting or predicting underlying issues within each departm ent or within each process. DRs 

were dealt with in isolation. The importance of turning specific DRs into generic recom m endations 

was raised during the focus group. A DR was raised, for example, about no training on a particular 

aircraft but training was lacking in other aircraft types as well so should all o f this be looked at in 

one DR or how are specific cases turned into more general recom m endations? This issue was not 

resolved during the focus group but was felt to be very important by all.
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5.6.2 Incident Management Process

Introduction

The incident management process was investigated across all four companies. As part o f this 

analysis an incident investigation was observed and data taken from this observation also. Firstly 

however the incident management process is outlined. There are three main sub-processes involved 

in incident investigation as shown in the process map (Figure 5.4). The first relates to notification. 

I f  an incident happens with damage to the aircraft or any personnel are injured then the person 

involved would be legally obliged to notify their responsible manager. Sometimes however 

incidents and near misses do go unreported. The responsible manager in turn must report any 

incident to the quality department in the form of a written report. This written report could take the 

form of, for example, an A ir Safety Report (ASR), a Technical Incident Report (TIR) or a DR 

depending on the organisation involved.

Once the quality department receive this report then they set about examining the contents o f the 

report. This is the second phase o f the process. I f  the incident is o f serious nature and the staff 

member involved is fe lt to be a danger to the safety of the operation then their approval may be 

removed even prior to the investigation commencing. Some other departments or agents are 

notified at this stage also, for example, if  personal injury to a staff member is involved then Health 

and Safety would need to be notified, if  passengers are involved then the NAA would need to be 

informed.

An incident investigation commences. A lot of decisions need to be taken, for example, on the 

nature o f the investigation, the personnel involved, and the type of tools to employ. The details 

surrounding the incident are reviewed and assessed. This might cover company procedures, 

regulations, documentation etc. I f  deeper level information is needed then the personnel involved 

may be interviewed. Depending on the organisation each person interviewed has the right to have 

their manager present at that interview.

A ll of the information is again assessed following the interview. An interim report with 

recommendations is drawn up at this stage and/or disciplinary action might need to be taken. The 

third subsystem concerns disciplinary action. I f  disciplinary action o f a serious nature is not taken 

then the person involved could receive a verbal reprimand, re-training or a return to job (in those 

cases where approvals were removed pending investigation). I f  disciplinary action o f a more 

serious nature is taken then the person’s individual history is taken into account along with 

statements from their responsible manager, the human resource department and, for example, the 

national authorities.
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There are two main types of disciplinary action -  those actions that may be implemented by the 

quality department and those that may not. This depends on the organisation but, for example, in 

one company the quality departm ent may implement verbal reprim ands and withdraw approvals. 

They may not however suspend or dismiss an individual. This may be done by their LAM. A final 

report is written.

Themes

T90 I^ck  of official reporting of incidents

According to regulations incidents are classified in four categories; level I and 2 are the most 

serious and are incidents that occur in flight and level 3 and 4  are incidents that occur while the 

aircraft is on the ground. Reporting of level 1 and 2 m aintenance incidents did not seem to be a 

problem as there were clear definitions of what qualified as a level I or 2 incident. W hat did cause 

the organisations problems was the reporting of level 3 and 4  incidents. In most com panies the 

quality department, rather than hearing about incidents, checked various different reports on a 

regular basis to see if anything that would qualify as level 3 or 4  incidents had taken place. W here 

the incident was associated with technical damage then this did tend to be reported in what was 

called, in some companies, a ground incident reporting form  or in others where this led to 

additional work it became a Non-Routine Card (NRC). It was up to the quality departm ent to 

determine whether som ething needed to be reported to the authorities. An unofficial double 

standard appeared to exist in defining incidents. When som ething could be dealt with locally 

without informing the quality department, then this was an ‘event’ otherw ise it was an ‘incident’.

In Company AA, for example, the quality manager noted if a type of maintenance error that people 

could hide occurred then usually there was no report. The quality m anager in Company AA noted 

that even if people did report usually a small report was written in such a way that the quality 

department could not understand w hat happened. The manager noted that people did not really feel 

comfortable going to him with an issue and would be far more likely to go to his colleague who 

used to be an AM E and was still a union representative for AMEs. Following this then the quality 

department would begin an investigation and thus most reports were on a request basis.

Company BB had similar problems. The quality departm ent would encourage reporting of 

everything but acknowledged that this was not always the case

“For instance, i f  someone drilled a hole in the wrong place, the lads d o n ’t come in and  

tell us, they raise a N RC  to fix  it, or raise a query note to get a repair or w hatever” (Focus 

Group Transcription, 10* April, 2002).
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The hangar manager similarly noted that people reported events to him where they have damaged 

aircraft or made mistakes, but admitted that he would not report a lot of these things to the quality 

department. He stated that unless something major happened he would not inform the quality 

department.

“I dunno, I daren ’t even say.. .something falls on the aircraft, you ’re not talking to Quality

Manager” (Focus Group Transcription, 10"’ April, 2002).

In Company CC there was no standard reporting form for an incident or an accident. The person 

involved or their manager contacted the Operations Control Centre (OCC) by telephone or fax and 

then a Technical Incident Report (TIR) form was filled out by the OCC. There was also a 

confidential incident reporting system that was outside of this process where people could send the 

human factors quality manager reports in confidence. Again however things did get through the 

system and remain unreported. Some things were only discovered after several months. The quality 

representative noted that these were discovered from “experience or during another investigation”.

In Company DD incidents were defined as events without injury or death to any persons. Where 

this did happen it was defined as an accident. Accidents were investigated separately by Health and 

Safety Officer. In the Technical Procedures Manual (TPM) incidents were described in terms of 

damage to aircraft. One quality manager said that they would like to hear about everything, but 

what happens is that

“I f  there is aircraft damage, we always hear, i f  there isn ’t, n o ” (Focus Group

Transcription, 17'*' April, 2002).

T91 Informal treatment of incidents

In all of the companies it was more likely that incidents would be dealt with at a local level rather 

than go through the quality department. In Company BB, for example, incidents were dealt with 

informally, ground damage was dealt with through the technical system of repair, and accidents 

were dealt with by the Health and Safety department. The incident investigation system by the 

quality department would appear to have only a minor role in all of these happenings. It was with 

some difficulty that the group came up with an incident where there was investigation and even 

with that incident a commission, in which quality were a part but did not lead, was set up to 

investigate it. The hangar manager noted that if he was aware of an incident then the first thing he 

would do would be to go and talk to the person about what happened and give them a verbal 

reprimand if that was warranted and set about repairing the situation. He noted
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“If I see somebody doing something stupid or something dangerous I think it is my task 

directly to go to the guy and point out to him why it is not allowed or why it is dangerous 

or whatever, and i t’s not only my task it is everybody’s task, his direct supervisor or even 

a colleague, should say, you shouldn’t do that” (Focus Group Transcription, 17* April, 

2002).

They only informed quality at the time of an event or incident if it was very serious “otherwise we 

never inform or tell quality”. If there was any aircraft damage and it was repairable then it would 

be repaired and the aircraft returned to service. The supervisor or manager would file a ground 

incident report and this is how quality would hear about any damage. By the time this was done the 

aircraft would be flying again. If someone had owned up to damaging the aircraft, or that was 

known, then this was also included on the report. They did not force people however to make 

declarations about damage and neither did they write out the causes of damage as they were not 

always aware of this. Also the manager noted that this was not necessarily part of their work as 

managers who oversee technical work. So it would appear that in each of the organisations 

attempting to hide incidents from quality, was more common than the voluntary reporting of them.

T92 Informal working of the svstem

Another issue of interest arose in Company BB, linked to both of these above, where informal 

sharing of information on incidents was highlighted. This was in response to the quality manager 

stating that there will always be incidents and that most hangars and most crews have been 

involved in incidents “of some sort at some time”. His hope was that they could be kept to a 

minimum. The hangar manager in response to this noted that while “everyone knew the rules” in 

terms of reporting of incidents to quality, people tended to do the job of quality themselves, even if 

he did not explicitly say that they saw it like this, in terms of trying to prevent similar incidents 

from recurring. He noted that there was a lot of informal activity on the ground that acted in this 

manner. Colleagues would share information on ‘funny’ or ‘oddball’ things about an aircraft that 

they had learnt through trial and error so they would warn each other of the danger associated with 

performing certain tasks. The quality manager said that he would not necessarily see these as 

events or incidents but did go on to say that if he was aware of something like that he would raise a 

quality notice to make more people aware of it. The hangar manager again noted that there was a 

culture of sharing in their organisation among ground workers

“...where people are well “there but for the Grace o f God go / ” sort o f thing. I f  someone 

shares that information with you, you share information with them and that sort o f  thing, 

its sort o f an unwritten rule" (Focus Group Transcription, 10* April, 2002).

The problem for the quality department however appeared to be that this sharing took place at the 

operational level to the exclusion of them.
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T93 l^ c k  of a no-blam e policy

As noted above lack of trust in a ‘no blam e’ culture was one of the core problems with the DR 

process. It was also problematic for the incident m anagem ent process and will be highlighted 

further in the incident investigation observation. This issue was also of significance for Company 

AA in a different way where the quality manager him self admitted to not really being sure about 

the whole issue of confidentiality. He was unsure if, for example, he was audited by the authorities 

would he have to give details of the people involved in incidents. He felt if he him self was unsure 

then there was “no hope that the AM Es would have any confidence in a confidential no-blame 

policy”. He felt that there needed to be a change in the culture and for this to happen it would need 

to be supported by a written contract whereby if someone voluntarily adm its a mistake they are 

exempt from  repercussions to a “high level” . He felt that as it stands in his company, people at all 

levels, including himself, do not trust in the system. The acting technician noted

“ .. .there was a lot o f  m istrust on the flo o r  in relation to discipline and the m anagers" 

(Focus Group Transcription, 11* September, 2002).

The quality manager also noted that the process could be used to expose “personal grudges or local 

politics”.

T94 l^ck  of confidentiality

Company AA had however undergone a recent change in that they becam e a JAR 145 organisation. 

Since doing that, the quality manager believed, there was a change in m indset within the com pany 

as people now felt that since they had to be responsible for their own safety they were more 

vulnerable, more at risk, more on their own. He felt that this added more to the feeling of risk that 

comes with reporting a mistake or an incident that one has been involved in. He felt that people did 

not understand that in reporting an incident they could alleviate “ 100 per cent guilt”. Paradoxical to 

the point made here however, he went on to say, that in such a small com pany it was impossible to 

have a confidential reporting system, that there would always be someone who knew what 

happened. He noted then that they worked more like a ‘fam ily’ in dealing with problems.

T95 Lack of trust in the process to produce results

In relation to trust in the entire process producing results the quality m anager noted the following; 

that people do not report because they feel nothing will happen anyway, nothing will change, so 

why take a personal risk. He felt that

“M ore or less all o f  them lost the hope that anything would change in this. A ll o f  them  

would say I  m entioned this several times. Some o f  those, they have written report from  7 

yrs ago 5 yrs ago 2 yrs ago, and then they stopped and the only way I  see to overcome this 

situation is that a critical mass o f  idiots who still think that there is a hope to change
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anything to better is reached. Through all o f  these projects you recognise that there are 

many personnel who would like to participate to improve things, many figh ters I  would  

say, but they are not co-ordinated, they d o n ’t have a leader, a conductor, they make small 

plans and are disoriented to the illusions” (Focus Group Transcription, 11“' September, 

2002).

T96 Different perceptions on what is important

In Company BB an interesting discussion took place between the quality manager and the hangar 

manager on the perceived role o f quality at an operational level in the organisation. It was obvious 

that there was some disagreem ent over the nature of the role o f quality and the im portance of 

quality. Firstly, the hangar manager said in relation to quality, that there would be a certain attitude 

on the floor (operational level) of

“Oh look the quality man is worried about this that or the other but we are trying to get 

the aircraft out the door or something, so h e ’s not operationally involved. But th a t’s his 

job  not to be operationally involved. And it is his jo b  to sort o f  p u t the hand brake on you  

and say I know you want to do this that or the other but we have this problem, so there is a 

slight little change o f  emphasis there, but i t ’s no t rea lly” (Focus Group Transcription, 10''’ 

April 2002).

The Quality manager then responded saying that he understood that this was the attitude as “they’re 

in the production department trying to get the aircraft out” but added

"...you have to do it within certain norms and rules, and we would hope that there 

wouldn’t be any shortcuts taken" (Focus Group Transcription, lO'** April 2002).

The hangar manager then said

“I t’s a change o f  emphasis here, the quality guys are com ing from  a different angle, they 

are looking purely at the quality aspect, dotting the i ’s and crossing the t ’s and that sort o f  

thing. And y o u ’re trying to achieve a perfect world i f  you like...and th a t’s not always 

possible. You still aim fo r  i t” (Focus Group Transcription, 10* April 2002).

The following exchange then took place:

QA Manager -  The problem is that’s what the custom er dem ands, you know 

Hangar Manager -  I know indeed, I understand that. I ’m not talking about cutting corners, 

I ’m just talking about, you might have had this small little incident or whatever it is and 

the guy from  quality wants to get his report and that
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QA Manager -  So you think he’s making a huge big deal out of something

Hangar Manager -  You know it’s the end of the week I want to go home. But I mean there

isn’t any animosity between departments.

From this exchange it would appear that there was some disparity between how the different parties 

viewed the role of the quality department within the organisation and an attempt to make light of 

any ‘animosity’ between departments.

T97 Strained relationship between departments

This theme above would also suggest a strained relationship between these two departments. In 

Company CC a similar situation was noted. In a separate interview following the focus group the 

human factors quality manager noted

“Within Company CC quality, engineering, and planning are all separate departments. 

Every department has built a large brick wall around their department, they do their own 

work and then throw it over the wall” (Focus Group Transcription, 26* April, 2002).

T98 Problems determining the need for an incident investigation

The first stage of the investigation process involves determining whether or not an incident 

investigation needs to be carried out by quality department. In most cases this consisted of talking 

to the people involved and doing an initial assessment of the type and severity of the event. This of 

course was all dependent on the quality department hearing about the incident in the first place, 

which could not always be taken for granted.

In Company AA the incident was initially assessed by the quality department and if they felt it was 

purely technical it was dealt with by the engineering department. If there were technical problems 

but there were other contributing factors then it was investigated by the quality department. They 

interviewed people, checked the board book, went and checked personally the damage, tried to get 

as much information as possible.

This proved to be difficult as people were reluctant to talk. However the former AME and union 

representative who worked in quality played a crucial role in this as people were more comfortable 

talking to him about what happened.

In Company CC all the relevant documentation was first gone through within the preliminary 

investigation before speaking to anybody. The investigators also liaised with the component repair 

departments to obtain a report on what happened to the part or parts that were involved in the 

incident. This had its difficulties as parts needed to be specially tagged following an incident and
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this did not always happen. In Company DD one of the first things to be obtained was a declaration 

that something happened. There were also problems with this which will be discussed next.

T99 Role conflict for LAMs within process

In Company DD obtaining a declaration that something happened caused problem s as sometim es it 

was felt by the managers to be outside their remit. The operational m anager noted that they were 

responsible for overseeing only their own area of work, by that he m eant their own staff and the 

technical work that they did. He would feel uncomfortable reporting someone for something like, 

for example, dangerous driving. A lso he noted that if som eone from  another com pany, for example 

a catering company, dam aged an aircraft that they were maintaining then he would also feel 

uncomfortable asking this person for what is called a ‘declaration’ that som ething happened.

“We are not police agents and we are legally not entitled to take declaration fo r  example, 

so we can do it on a voluntary basis, but it is embarrassing, also fina lly  it is not our jo b ” 

(Focus Group Transcription, 17*'’ April, 2002).

He noted that this was more the job  of the Safety and Security Departm ent as they were more of an 

‘authority’. He noted that sometim es if one needed a declaration from  someone it was necessary to 

go through the airport police and this was a long and difficult process that was a real deterrent to 

encouraging anyone to try and get someone else to report an incident they were involved in.

TlOO Reporting the incident to the authorities

Each quality department, once they heard of an incident, had to report that to the authorities. There 

did not seem to be a problem doing this for most of the quality departm ents although in Company 

AA the quality manager expressed reservations in doing this, over maintaining the confidentially of 

those who had reported to him.

T lO l Differences in the interview process (the main investigation tool)

Carrying out the investigation usually involved interviewing all relevant personnel, looking at all 

the relevant docum entation and carrying out a physical check of the parts or places that are 

involved. This varied however from  organisation to organisation and was seen differently by each.

In Company AA the results of the preliminary investigation went to the quality m anager from  the 

quality representative who carried it out. The quality m anager then decided if m ore investigation 

was needed or the situation was transparent enough. He did this in discussion with different 

members of the quality departm ent to get a broader view. They usually used a human factors 

incident investigation tool like MEDA to help gather information especially if they felt they had 

come to a conclusion too quickly. The quality manager w ent on to note that there had not been a 

single case where “you could ju st blame one person”. Interesting though, despite his use of the
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word ‘blame’ here, he w ent on to note that they carried out investigations to find problems in the 

system not to punish anybody.

The investigation usually consisted of individual interviews. In very complex situations a group 

session would take place after the investigation to make sure that a com mon understanding had 

been reached both of the incident and how to prevent a sim ilar incident from  recurring. In this 

group session MEDA was used if it was felt to be helpful to the larger group to reach consensus. If 

what had happened was very transparent and by this he meant if “the stories of all involved agreed” 

then MEDA was not used. He was also wary however of times when it was “too nice a picture” . In 

this instance, if the situation was too com plex, then they did not use MEDA either, as he felt it was 

not enough.

In Company CC when they were interviewing people most of the time they w ent to where that 

person actually worked. The person could choose to be supported by their m anager or not as the 

quality department noted it “was not in any way disciplinary” . One of the problem s that could arise 

in an investigation, as noted by the technical specialist, was in relation to parts for the investigation 

and the availability of parts following their involvem ent in an incident. Som etim es parts were taken 

away to the com ponent repair departm ent for repair but would not have been tagged as part o f an 

investigation -  thus the parts would be lost.

In Company BB interviews took place in the quality departm ent as part o f the investigation. The 

person could choose to have their manager present or not for this interview. The researcher 

observed a series of interviews as part of an incident investigation in this organisation. This is 

included later to outline an actual example o f how the process happened in Com pany BB.

T102 Problems with the developm ent o f recommendations

This step involved the writing up of the findings of the investigation and the developm ent of 

recommendations to be carried out to ensure the incident would not happen again. In all of the 

organisations the quality departm ent wrote the report and in three out of the four organisations they 

were the ones who developed the recommendations. In all o f the organisations the 

recommendations were then entered into the auditing system as corrective action items and could 

be tracked in a similar way to audit items.

Each organisation used different ways of developing recom m endations which can be seen to reflect 

some of the themes already discussed. In Com pany AA the quality m anager would liase with 

another quality member. He noted that he generally asked whether the issues related to one of the 

following: knowledge, negligence or procedure. If he felt it related to knowledge then training 

would be recommended, if he felt it was related to negligence he would recom m end disciplinary 

action and if he felt it was related to a procedure then he would recommend a procedure change. He
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noted if tliere was any doubt over any of this then he asked for help from others to develop 

recommendations. The investigation report (as either sent to the quality manager from the quality 

representatives or written by himself) normally went to maintenance managers as well. They then 

used the same computer system as for the auditing process and entered the corrective actions into 

that.

In Company BB the quality manager felt that usually it was the person involved in the incident who 

developed the best recommendations and while they were not asked to assist in the development of 

recommendations in a formal capacity their comments during the interview and investigation were 

noted. For example, if someone suggested that if things had been another way, or something else 

was in place, this was noted. When asked if he felt that he had enough of an input into 

recommendations that would come out of an investigation the hangar manager responded

“Yes, I don ’t think there’s a problem there, because as I  say most o f  the quality guys are

around the floor, we know them, we work with them, there’s not a problem ” (Focus Group

Transcription, 10*'' April, 2002).

In Company CC the situation was different. Usually the incident report only contained the findings 

of the investigation. The quality manager stated that that is the task of quality. After that to decide 

how to prevent this happening in the future or to keep the organisation on a ‘learning curve’ they 

involve an operational team called the ‘fleet performance team’. This team decide on 

recommendations and then the quality investigator writes up the recommendations. This might 

change however in the future as at the time of the research the quality department did not see this 

as very satisfactory. In this company separate human factor investigations took place and this was 

one of the main differences between a quality investigation and a human factors investigation. In 

the final report of the human factors investigation there were always recommendations. These were 

then discussed at the maintenance managers meeting.

The development of recommendations in such a group setting did have its problems but in the unit 

where the people in the focus group worked it did not cause problems as there were very good 

working relationships. It must be noted that this organisation was broken into units which were 

similar to very large hangars except all of the support departments were located there as well 

including quality. The units were wide body base maintenance, wide body line maintenance, base 

plus line maintenance. So this organisation had several quality departments. It was reported that 

there were problems in other units. In this unit how successful their group was, they believed, 

depended on personal relationships among the ‘players’. The quality manager noted that in their 

meetings people all spoke from their own backgrounds and “we find each other there”. He noted in 

other units that the meetings could very easily turn into blame sessions where people blame quality 

or blame someone else so in the end things ‘bounce’ from one department to another. Within the
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company a track was kept o f recommendations developed for particular cases as one of the 

categories an incident can be given is 'N F  which means ‘No Investigation’. In this instance a 

similar case had already been investigated and recom m endations developed. These 

recommendations were then applied again to the new case. In Com pany DD it was the team of 

investigators, plus anyone else who was involved in the investigation, who developed the 

recommendations. No problem s were noted in developing recommendations.

Each of the companies, in particular the quality departm ent managers, would argue that incident 

management processes existed within their organisations not to apportion blame but to improve the 

safety of the entire organisation. The developm ent of recom m endations is an integral part o f that 

improvement process and must be recognised and supported as such. However in only one out of 

the four organisations were operational m anagers included in the developm ent of 

recommendations.

T103 Problems with the implementation of recom m endations

Similar issues arose in relation to the implementation of recom m endations as did in the DR 

process. Additional issues however will be discussed in the section on auditing. Also issues around 

the monitoring of implemented actions and the evaluation of those will be discussed under the 

auditing process as they are sim ilar to both processes.

T104 Ambiguity over the disciplinary aspect o f the process

In Company AA the vice president was the only person in the com pany that could start a 

disciplinary procedure. Everyone could suggest or advise that this should be done but the vice 

president was the only one that could start the process, his signature was needed. Disciplinary 

hearings were then carried out by the HR departm ent w ithout the quality departm ent being 

involved. The quality departm ent in this com pany felt it was better to be independent o f the 

process. There was a disciplinary committee at com pany level which was headed by an outside 

expert who helped with the whole process. They gathered and analysed all o f the data, from  the 

individual and from the quality department. The LAM was sent the reports from  the investigation 

and they could give this to the person in advance of the hearing. Disciplinary action could range 

from a verbal reprimand to being fired. Taking away of com pany licences could be part o f a 

disciplinary action but was not really seen as a major punishm ent as there was no direct im pact on 

the person’s salary. However it did reflect on the person’s manager and usually following this 

quality would receive more co-operation from  the m anager to carry out corrective actions. Thus the 

incident management process linked to the auditing process on another level where it would appear 

the person became a pawn for more com m itm ent from  LAMs.

It was not felt in general by the quality department that discipline really worked. A t the time of the 

research the quality manager and the maintenance manager worked together in harmony but this
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was based on their personal relationship. If this changed there could be a lot the vice president or 

managers could do on their own, for example, fire the person. Quality could suspend company 

authorisation. In this instance the vice president or managers could not place the person as needed 

within the company. This was the only means of direct control over the process that quality had. 

The quality manager felt that some people believed it was good to remove licences, to give a 

“shock to the system”. When asked did people consider the removal o f company licences as a 

disciplinary action the quality manager responded

“...no, what do you think? (addressed question to acting AM E), its hard to say but I  think 

somehow yes because I  even heard they came to my office and say “colleagues are 

somehow happy that I  lost my company authorisation" so i f  he is willing to co-operate 

and usually they are, i f  they try to do their best follow ing the task, I  will do that instead o f  

examination. Then it m ight happen that I  will also in certain way announce that he was 

good guy and did good job  and so so that he will get some medicine fo r  his broken heart 

and to stop others” (Focus Group Transcription, 11* Septem ber, 2002).

Thus people did see removal of approvals as discipline and this did affect them as the reference to 

‘broken heart’ would suggest. People were sometimes offered the choice to do an exam, or to do 

something to improve the system, or study something related to the incident.

An interchange took place in the Company BB focus group that highlights the difficulties with the 

issue of discipline but also highlights how difficult it is in this environm ent to actually have open 

discussions on these matters. Every word has to guarded and inferences only made. This is 

reflected in Box 5.1.
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Box 5.1 Incident Investigation Dialogue

In Company BB both the quality manager and the hangar manager agreed that words like 
disciplinary action and removal of approvals were not helpful in promoting people to report events 
and incidents. The quality manager did note there was a difference between mistakes and deliberate 
acts where discipline might be needed. The hangar manager agreed that this was a different issue 
but wanted to emphasise the effect that discipline had on people as opposed to encouraging people 
to report mistakes:

“I f  you say, well don’t do that again, we are going to need another one, but this is going to cost 
2,000 dollars or whatever, obviously they are going to get their hands slapped but at the same time 
it is acceptable to report that, right, and that’s fine. Whereas if  1 were to eat them and fly  o ff the 
handle, then the next time they will say, well I  won’t say anything. So the idea is to get people to 
report themselves and generally they do"  (Focus Group Transcription, lO* April 2002).

The AME present noted that he would always put his hand up and say he had made a mistake and 
the quality manager emphasised that one could not operate a business any other way. The hangar 
manager agreed and said that

‘‘Obviously it comes down to trust at the end o f the day. I f  somebody is on a job, I  mean it is not 
physically possible to stand there, over somebody, and say right bolt one, bolt two, wire locking. 
You can’t watch every step o f  every job. You can look at the finished product and obviously there’s 
an element o f trust the person has done the jo b ” (Focus Group Transcription, 10* April 2002).

Following this everyone ‘agreed’ that there was not a blame culture within the organisation. The 
hangar manager did say that

“You might be up to your eyes with 200 jobs going on and the one that you are really worried 
about someone makes a bags o f it, and sure you are mad about it, and eat someone, but at the same 
time you say “well I ’m glad you told me about it”. A day later you ’II take a breath and go back and 
say “I ’m glad you told me that, you couldn't have let i f  o ff like that", but at the time you want to 
kill them but that’s human nature” (Focus Group Transcription, 10''’ April 2002).

He went on to add however that if people had to formally document everything to quality then it 
would deter reporting not just from the AMEs but from him also. When small incidents or damage 
happens then he usually deals with it by raising a NRC. There was some ambiguity however in 
relation to the removal of approvals. Initially following the interviews the researcher had 
understood that approvals were removed pending an investigation and then depending on the 
severity of the outcome an approval was returned following an informal chat or else the person had 
to be re-trained. But everyone in the focus group was anxious to stress that approval was only 
removed (and on very rare occasions) after talking to all persons involved, that is after the 
investigation took place. The quality manager wanted to stress that the removal of approvals was 
seen as a disciplinary action. He said

“We have never come across an incident where someone did intentionally, there’s lots o f  reasons 
fo r it, so that is why we are reluctant to remove approval, because it is a serious thing to d o ” 
(Focus Group Transcription, 10“' April 2002).

The hangar manager also insisted on clarifying that the customer could not request the removal of 
approvals that it was ultimately the responsibility of the quality department. Again there was some 
ambiguity around this -  the quality manager wanted it to be seen that the customer could request 
removal of approvals but then on questioning over this said it would be a serious thing if the 
customer did this and “it would be a reflection on us”. Quality would prefer to let people presume 
that removal of approvals was something that the customer requested, something external to the 
quality department, that they could threaten staff with. It is also possible that quality wanted to 
appear to be seen in a good light in the eyes of the operational staff. In the incident management 
mini case study the AME’s approvals were removed pending the investigation.
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In Company CC the quality department also felt it was better to be independent of the disciplinary 

process. The process owner, the formal manager of the person involved in the event, was the one to 

take any disciplinary action. It would also appear that the perception of people in the quality 

department was that incidents were crimes to be invesdgated and people involved were not to be 

trusted. The quality manager noted

“Generally spoken with incident i t’s the same as with crime the sooner you are on the 

place where it all happened the more info you fin d  as to w hat was really happening and  

the longer you wait, fo r  one or other reason, you fin d  less p r o o f and  they all already have 

their story so you ju s t get story" (Focus Group Transcription, 26“' April, 2002).

From the focus groups it would appear that each of the quality departm ents were reluctant to get 

involved in disciplinary action yet this was seen by most as an integral part o f the incident 

management process.

Discipline was a very sensitive issue across the four organisations. W hile each organisation 

promoted a blame free confidential incident reporting system not all organisations supported a 

blame free incident management process. This would not be possible anyway where it was believed 

that the person intentionally committed a violation that resulted in an incident. But did the 

organisations support a just culture? An issue that was raised in the incident management mini case 

study was that this is very much determined by what the behaviours related to the incident are 

measured against.

TIO.S Incident management mini case studv in Company BB

As part of the research for the thesis the researcher followed the docum entation trail and observed a 

series of interviews as part of an incident investigation in Com pany BB. This will be reported on 

here. The exact details o f the incident have been omitted in order to de-identify the incident, the 

company and the persons involved. The integrity of the narrative o f the event was maintained.

Incident investigation in Company BB

Incident: Foreign Objects found in Rear Spar A rea

(Bolt, Hi-locks, Block of T im ber found in T.E. wing spar cavity)
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Operational event;

“During landing at X a passenger reported that he thought he saw a loose object in the 

area beneath the spoilers, inboard o f the No. 1 engine. On further inspection by an Airline 

engineer at X  a spoiler actuator bolt was found lying on the L/H wing TIE Rear Spar 

cavity. Alerted by this the engineer did a further inspection on the R/H wing where he 

found a piece o f  MDF wood, approx. 2 ”x J ”x l 8 ”. The bolt, wood and some other small 

debris (Hi-locks) were removed from the cavities and after a further inspection the 

aircraft was returned to service. The aircraft after arriving in Y was removed to Hangar 4 

and a thorough inspection was carried out for further debris. Nothing further was found .” 

(Company BB official investigation report).

Following the incident an investigation was carried out by the deputy quality manager. He used a 

Company BB customised human factors incident managem ent form  to guide the interviews. Two 

of the quality managers from  the customer airline attended the interviews as did two researchers 

from TCD.

The following people were interviewed:

• The crew manager in charge of wings

• The AM E who fitted the bolts to the actuator

• The crew manager who carried out the dual inspection

• Two shift managers

• The aircraft overhaul manager

A narrative description was created of the investigation and the following them es em erged from  the 

thematic analysis:

• Court room like setting of the interviews

• Influence of the customer on the investigation process

• Double standard in the focus of the investigation

• Double standard in task performance

• Problems with task performance

• Lack of a no-blame culture

T105.1 Courtroom  like setting of the interviews

The interviews took place in the deputy quality m anager’s office. The researcher found the 

environment created to be very court like with the person being interviewed sitting behind one desk 

and five people sitting around the room all facing them. The foreign objects found in the aircraft
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were placed on the table as ‘evidence’. Also during his interview the AME for example appeared 

very stressed and anxious.

T105.2 Influence of the customer on the investigation process

From the airlines point of view it would appear that the main concern with this incident was a 

potential reduction in passenger trust in the airline. It was a passenger who noted the objects 

moving around in the aircraft and it was remarked that it could have led to a lot of distress on the 

part of the passenger. Company BB were concerned to get across to the customer that something 

like this would never happen again. However in doing this they concentrated not on the details of 

the incident which involved leaving behind the piece of wood and other foreign objects in the 

aircraft but rather on the use of the wood in the first place. Thus they tried to reassure the customer 

that such informal work practices did not take place in the company and that everyone worked to 

procedure. This related to the next theme of a double standard in the focus of the interview.

TIO.S..  ̂ Double standard in the focus of the investigation

The main focus of the interviews became the use of wood to support the spoiler during 

maintenance not the leaving behind of this wood in the wing. The key issue for the researcher was 

that foreign objects were left in the aircraft following task completion, the fact that the AME used 

the wood in the first place to assist his task, while obviously important and will be dealt with next, 

should not have been the main focus of the investigation. In the AM E’s task he needed to support 

the wing while he changed the bolts. No formal equipment existed to do this thus he used an 

unofficial piece of equipment. He however left this behind in the aircraft after task completion. The 

incident investigation focused on him using this ‘illegal’ piece of equipment; not on why he had to 

use it or on why he left it behind which usually would not have happened or there would have been 

no investigation.

This raises the issue of against what criteria are what happens around events or incidents measured. 

It would appear that the incident management process looks at when the system goes wrong, but if 

it does not look at this against what usually happens, then problems arise. For example, in the 

internal report following the investigation the wood was only mentioned once and this was by the 

wings crew manager to say he did not notice any foreign objects during his inspection.

“He also ascertained that a piece o f timber like the one found would never be used to 

support the spoiler during maintenance while under his supervision’’ (Company BB 

official investigation report).

It is only through acknowledgement of unofficial work practices can lessons be learned and 

incidents prevented in the future. One of these recommendation, albeit the seventh and only one to 

attempt in any way to address the unofficial ways of working, advised
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“If temporary tooling is being used to support spoilers or fo r  other purposes they should 

have red streamers attached” (Company BB official investigation report).

T105.4 Douhle standard in task performance

The AME during the interview denied using wood to support the spoiler during maintenance and 

said that none of his colleagues would do this. However later on that day the two customer airline 

representatives witnessed some other staff using a similar piece of wood to support the spoiler.

It is obvious from both these issues that a double standard in the way work was performed existed 

but that this also permeated in the opposite way into how an incident investigation was carried out. 

It was obvious to the researcher and it appeared obvious to everyone involved that the AMEs did 

use the wood, that the quality representatives involved knew this but wanted to impress the 

customer, and that the customer knew that and saw people using wood again later that day, but 

wanted to let the maintenance organisation know that they knew that.

T105.5 Problems with task performance

The other item that was left in the aircraft was an official piece of equipment -  a bolt. It was 

through the investigation of the leaving behind of the bolt that other work problems were 

encountered. It is possible that these would not have been discovered if the bolt was also another 

piece of unofficial equipment. The AME noted in the interview that he felt confident he did not 

leave any parts in the aircraft. The AME involved said that he had installed the new bolts, he had 

not however removed the old bolts and was not aware of who had. It was later found out that the 

bolts were difficult to remove because of corrosion of the actuator fitting and three AMEs were 

involved in their removal. There were no records of who did this and there were discrepancies in 

the dates of ordering the bolts and fitting the bolts, the latter according to records happening two 

days before the former.

T 105.6 Lack of a no-blame culture

This theme also links to the broader themes in both the DR process and the incident management 

process. The AME who had been interviewed had his approval to work removed pending the 

investigation. Later on the day of the interviews the researcher talked to the AME and some of his 

colleagues about the incident. He said that the company “come across as being all ‘no-blame’ 

style” when in fact having his licence taken away was a huge punishment, it meant that he could 

not work plus he had to suffer the embarrassment of it in front of his colleagues.
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5.6.3 Internal Auditing process

Introduction

Tlie auditing process was investigated in tliree of the four companies; Companies AA , CC and DD. 

Company BB was upgrading its auditing system at the time and the researcher was unable to obtain 

access to relevant personnel. Also however in Company DD it must be remembered that there was 

no LAM  at the focus group so any findings from Company DD are predominately from the quality 

personnel present.

A t the time of the research there were no systematic procedures laid down in JAR 145 on how a 

maintenance organisation should carry out an audit. A ll maintenance organisations were subject to 

an annual audit under the JAA regulations. However within this there were a number o f differences 

between the companies in the manner in which auditing and inspection were carried out. In most 

organisations, line, hangar and outstations, went under an annual audit. In most cases the audit 

focused primarily on documentation, facilities and housekeeping. Very few organisations audited 

actual work carried out on the aircraft. Therefore the follow ing description is meant as a general 

descriptive overview and is not an exact description o f any one organisation.

In most cases audits were planned and scheduled for a certain date and usually took place once a 

month. There were occasions where additional audits were carried out as result o f an investigation 

etc. An audit was scheduled and usually one inspector was assigned to conduct the audit. A 

checklist existed for each audit, that the inspector had to fo llow  when conducting their audit. Each 

area was usually rated on how well they had performed. The quality inspector was then responsible 

for compiling an audit report outlining any non-conformances and recommendations on how to 

effectively deal with such non-conformances. I f  no non-conformances were discovered the audit 

report was signed off, the quality manager was notified and the report was filed.

I f  any problem with compliance was found, then either a separate report was written for the

compliant elements while a corrective procedure was initiated for the non-compliant elements, or 

the final (and single) report was held until any corrective procedure was successfully concluded. 

This corrective path included assessing the gravity o f non-compliance (serious, medium or light) 

and establishing a corrective action to be taken in a given period o f time. For example:

Level 1 -  had to be rectified within three working days unless the non-conformance 

warranted an immediate close down o f the area or activity 

Level 2 -  had to be actioned within a maximum o f three months

Level 3 -  were raised for items that were not o f a regulatory nature and the date agreed

between the auditor and the LAM  depending on the nature o f the non-conformance.
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The corrective action would be communicated to the appropriate departm ent who would take 

responsibility (maybe in conjunction with another department) to ensure the corrective action 

recommended was taken. Once the period for the corrective action was overdue, the object/s under 

correction were re-audited (generally by the same inspector), and the report would be further 

developed. If the relevant departm ent took appropriate action and problems were corrected, then 

the partial or final report was signed, sent to the quality departm ent and local supervisor/area 

manager and filed as appropriate. If problems had not been corrected, the issue would be raised at 

the next monthly meeting, and the need for corrective action would be again highlighted to the 

relevant department. All audit reports were filed in the quality departm ent and were also sent to the 

LAM.

Each organisation had three different types of audit, internally scheduled audits, internally 

unscheduled audits and external audits. Only internal audits are dealt with here. External audits, as 

the name implies, are carried out by organisations external to each of the three com panies such as 

the regulators or customer airlines.

Auditing process in each com pany

In Company AA there were two types of internally scheduled audit, product and process audits. 

Product audits were carried out at least once a year by requirem ent per aircraft type. Process audits 

covered ‘everything’ that was going on in the com pany and could happen at anytime. Usually there 

were about 20-24 scheduled audits per annum as they tended to run in yearly schedules. They were 

carried out based on the MOE. Unscheduled audits were different, as the “triggering m om ent for an 

unscheduled audit is that something went wrong and the system noted that” so this could be 

anytime. There could be up to 50 external audits per annum. These were carried out by the 

licencing authority, the national authority, codeshare partners and customers.

In Company CC they were required by law to have an audit plan which must be produced on 

request to the authorities. This must include plans for internal audits o f all departments, audits of 

outstations and audits of vendors and suppliers. Audits were carried out on three month schedules 

and outstations on yearly schedules. Once every two years they were form ally audited by the 

authorities because their approval was valid for two years but this policy was changing so that 

during the two years the authorities could choose to audit based on certain MOE chapters. External 

audits were carried out by custom ers of the com pany and the authorities. There was no standard for 

carrying out an audit. There was an agreem ent however between several com panies to share audit 

findings, for example, there were nine European com panies who shared their audits on the 

refuelling system. One auditor m ight do five stations and other com panies would use their audit 

findings. Also the company was a  member of a code share alliance and they carried out ‘code share 

audits’, that could be shared am ongst the com panies involved.
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In Company DD, as in the other organisations, external audits could be carried out by any customer 

o f the company and the regulators. They passed their findings onto the quality department. Internal 

audits were carried out according to the technical procedure manual, which had 22 chapters, and 

every month 1 -2 chapters were done. So at the end of the year all the chapters were completed for 

the departments. Audits were also carried out per area these included; line, hangars, com ponent 

workshops, material management, engineering and all o f the support departments.

Auditors from the quality departm ent would carry out the various types of audits on work being 

completed or on areas of the organisation. W ork was audited according to the standards as laid out 

in either the regulations or the m anufacturer’s docum entation. Audits were carried out to ensure 

that the organisation were com plying, in all areas of work, with the relevant regulations.

Themes

T106 Limited focus on improvement

As noted in the introduction to this case study quality has over time moved away from  purely 

compliance to improvement. In only one company however was any mention o f improvement 

made. This was in Company AA where the quality manager noted that as an organisation they did 

not just look for non-compliance they looked for possibilities for im provement. In relaying back 

what were the findings of the audit, the quality manager noted that they had discovered that it also 

worked better to say to people "w e are satisfied, more or less, but we have these suggestions for 

improvement” . People took this better than saying “ the following non-com pliances were found” . In 

this regard he noted that the com pany were m oving away from ISO 9000 towards the EFQM model 

for quality which focused more on improvement. Problems would arise however when the vice 

president could not be convinced to invest in the suggestion for im provem ent “he is responsible for 

quality according to policy, it’s his decision” . One of the LAMs noted however that following an 

audit he did make a lot of improvements that he felt quality did not notice. In Company CC 

auditing was carried out according to the outline above. There was no mention o f improvement in 

relation to the audits although it was mentioned that to prepare for an audit the floors would be 

swept and the place generally tidied up. The quality representative noted that “m ost would use that 

to clean up the area” .
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T107 C'laritv in reporting audit findings

Audit findings were usually reported in terms of level o f severity. There did not appear to be many 

problems doing this. Each of the organisations had an IT system for inputting the audit findings. 

Company AA had five levels o f non-compliance as opposed to the regulators four levels. They had 

an ‘observation’ level which was their level three. Non com pliance was level two, major non- 

compliance was still level two, and safety hazard was level one. ‘C oncern’ was their fifth level and 

the quality manager noted that this was when there was a concern that som ething that had showed 

up might cause a problem in the future. The only thing that depended on how a non-conform ance 

was classified was how urgently the corrective action was required.

The quality manager believed that as a first step “usually every finding...reported  from  auditor is 

taken as non-compliance” . If there were discussions then on whether someone feels it should have 

been a higher or lower category then usually it was only something observational or an 

improvement. The quality representative agreed noting that things could be recognised as a 

proposal for improvement but could not be identified then as a non-compliance. He felt there was a 

difference in the company between audits from the authorities which were very ‘inspection’ like 

and everything found was ‘horrible’ and the company audits where there was more of a focus on 

improvement. If something was found then they usually investigated a little more to see if it was 

just an isolated incident or other factors or situations were involved. Reports on audits were given 

back from external audits even if there were no findings in order to keep a track that the audit was 

actually carried out.

In Company CC following an audit the auditor made a report of all o f the findings. Following an 

external audit the findings were sent to the quality manager and either he or one of his colleagues 

wrote up the internal report. If a non-conform ance was found the severity of the non-conform ance 

was decided on. If the quality departm ent carried out the audit then they decided on the severity 

level. If the customer carried out the audit then they decided on the severity level. The quality 

manager met with the custom er and depending on the circumstances m ight have been able to 

renegotiate the level. The quality manager also noted that even the authorities might change their 

opinions if presented with good grounds to do so.

In Company DD the findings were brought together by the lead auditor for that area. The lead 

auditor reported the findings in a database, which included non-conform ance, prevention actions 

and supporting actions. If a non-conform ance was found then the auditor had to decide on the 

severity of the non-conformance.
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Out of these levels of non-compliance different actions were required whether it was to stop work 

altogether or to do something to improve the situation. The quality departm ent w ere responsible for 

deciding on the level of severity of the non-conformance. The audit findings were sent to the 

relevant LAM and it was then up to them to take action.

T108 Differing involvement o f quality in the developm ent of recom m endations 

The development of recommendations differed depending on the organisation. In each organisation 

it did involve a transfer of information from the quality departm ent to the LAM. W hat happened 

after that differed. In Company AA the quality manager received the findings report from  the 

auditors. He complied a request for corrective action from this report and this was w hat was sent to 

the LAM. Most o f the time the request highlighted the actions to be taken to improve the situation, 

that is, the recommendations. Sometimes the request outlined how w hat happened could have 

happened in the first place. The request went to the level o f ‘root causes’ in the case of a major 

event but most of the time requests dealt with suggestions for improvements.

The request for corrective action was inputted into the IT system and then the LAM  would have 

seven days to respond with what was called a ‘corrective action plan’. The organisation had a list of 

relevant LAMs and this was entered into the yearly plan. This had happened the last two years. 

Before this the quality manager used to try and find someone from  the relevant area who would 

actually carry out the work but at the time of the research he had given up doing this as it was a lot 

of work for him. At the time he handed the case to the LAM  and it was then his responsibility to 

allocate staff to carry out the corrective actions.

In Company CC the people from  the local area of the audit were involved in the developm ent of 

recommendations. After an audit the quality department would arrange a debriefing session with 

the relevant process owner. Process owners in this organisation were people who were responsible 

for a particular process and who were chosen from a predefined list within the com pany. They were 

not necessarily LAMs but could be, and came from all departm ents and all levels and usually had 

good experience in their field. The process owner was chosen on the basis o f their location within 

the company in relation to the particular audit finding. The process owners were the ones to 

develop the solutions and to make recommendations according to the tim ings set out in the findings 

report.

The closing of audits was related to the bonus salary system of process owners in this organisation. 

The quality department would issue a report that could be discussed with the process owner before 

inputting it into the IT system. The LAM was still involved as they were the ones w ho received the 

initial report and passed it on to the process owner. Following this discussion then things could be 

changed and then the report could be sent via the com puter system. Within the IT system once the 

quality department inputted the report and this was sent to the process owner then the quality
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department could no longer edit that report. Before being sent however the report could be edited 

as often as would be required. The process owner developed solutions but this could be done in 

harmony with the quality department. Quality could assist the process owner in developing 

recommendations but they did not have to do this. In relation to this the quality manager noted

“It depends, i f  we have it at hand the most obvious and logical, why shouldn’t we do that. 

It is on the IT  system form, it is possible to put recommendations there. But it is not 

required. We are not consultants" (Focus Group Transcription, 11“’ September, 2002).

They did however always cross check that recommendations were “an acceptable means of 

compliance” to fulfil the needs of the non-conformance to get it right as this was what the law 

required. Process owners then developed recommendations in association with staff from their own 

departments. Thus in only some instances were the LAMs or process owners involved in the 

development of recommendations.

T109 Problems with the implementation of recommendations

One of the biggest problems with the entire process, and one that has appeared in both the other 

processes, was in relation to the recommendations actually being carried out. In relation to auditing 

the issue of timing arose in particular. This was linked to other confounding issues that have also 

arisen earlier with the other processes for example the nature of the cases for improvement. 

However and significantly in relation to the last theme this was also directly related to who actually 

developed the recommendations. Thus most problems in relation to this arose in the Company AA 

focus group. The situation here is outlined as an example. This can be found in Box 5.2.
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Box 5.2 Problems implementation of IA recommendations

In Company AA to try and overcome this problem of timing they had adapted the timing 
recommendations from the manufacturer as they believed it was not possible to realistically take 
account of them. The quality manager said that what happened in the past was that they would give 
operational managers a timing based on the manufacturer manuals to have the action completed but 
then would realise it was not realistic and so would have to renegotiate. However when the 
authorities found out about this they said this was not allowed and it had to “go by the book” so the 
manager “threw away the book”. Thus a double standard was also evident here. The quality 
manager noted that he felt that defining a time for corrective action was the “weakest point” of the 
process as it was so subjective. The classification system was not discussed with the LAMs but the 
due date for corrective action was. Eighty or ninety per cent of the time the quality auditor made a 
suggestion on the appropriate time frame for the action to be completed which was then negotiated 
with the LAM. Thus there was a mutual agreement of the due date.

However within the organisation there were problems with recommendations not being completed 
before the agreed due date. In order to try to improve this the quality department tried to time 
audits so that the LAMs would know when to expect both the audits themselves and when the 
recommendations should be completed. The quality manager noted that he hoped this would slowly 
change the ‘culture’ such that LAMs would check themselves a couple of times a month whether 
there were outstanding corrective actions to complete. The managers were all emailed to inform 
them that they had a request for corrective action. The computer system also highlighted for quality 
and for all the LAMs how many corrective action requests were due against each LAM. This was 
as noted by the quality manager to introduce an element of ‘healthy competition’ among the 
managers. The engineering manager felt that if he was notified before the recommended action 
became overdue it would help him but also at the time he felt that there were such heavy work 
loads that this was also a reason for delays in dealing with requests for corrective action. The 
quality manager felt it would be better if the LAMs came to them and shared their ideas with them 
to complete these actions as soon as possible instead of waiting

“.. .as long as you can until we come with guns and other weapons to convince you that it
is time to do it" (Focus Group Transcription, 11“’ September, 2002).

The quality manager felt that a problematic point for the LAMs was that on notification of the 
request for corrective action they have to sit down and write a plan for corrective action. Again he 
focused on the time when he went on to say that the LAMs just needed to take this ten minutes to 
write down what they will do but taking this ten minutes can be difficult. The engineering manager 
however felt that it was not as straightforward as this. The LAM must come up with a plan on their 
own and then try and establish how long it would take to carry out the plan. The engineering LAM 
felt that what made things difficult was determining the time frame. He cited an example whereby 
there was a problem with the procedure. This would then involve trying to establish if this was the 
latest version, if there had been any revisions, and if so why were they not being used etc. However 
the quality representative agreed with the engineering manager saying these were not typical tasks 
and did require more effort to solve them as “they are white and open”. He also pointed out that 
after a new system had been established, it was hopefully very good, and perceived as such, so to 
try and make an improvement from this was perceived to be more difficult. The component repair 
shop LAM present did not seem to have any problems with the system. The engineering manager 
felt however

“But we honestly try to work hard on that, so we have the commitment to work but
sometimes if  we are short o f the time, then I  can’t say otherwise than I  am sorry” (Focus
Group Transcription, 11* September, 2002).

In developing the plan for corrective action he felt he received good support from his own 
department but also from discussions with the quality department. He also felt that a lot of time 
was wasted, even for example, in the early stages of an audit negotiating a time for the audit to 
happen when the quality department should just contact them with a suggestion for the date and 
time of an audit.
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In Company CC the process owners were the ones who developed the recom m endations and they 

then delegated the work to the relevant person within their department. That person had to report 

back to the process owner on com pletion of the work and the process owner was the one who 

updated the IT system as they were the only ones in the departm ent who had access to the system. 

Prior to this it was the LAMs. The human factors quality manager noted in the interview before the 

focus group that implementation of recom m endations did not usually take a priority for the LAM s 

saying that they had so many things on their desk and the ‘m arketing part’ o f their work was the 

most prominent as that was w hat generated work. He noted that the implementation of 

recommendations was always ‘different’, that is, it did not have this same focus. He stated that 

most LAMs felt that recom m endations “are not part o f my jo b ”.

The company then introduced the idea of process owners. In each area process owners were the 

ones responsible for carrying out the work of the implementation of recommendations. N on

conformities still went to the LAM and these were passed on to the process owner who reported 

back to the LAM and then back to the quality department. On the line, for example, in order to 

assist management, they usually brought on board AMEs as process owners in both the 

development and implementation of recommendations. In implementing the recommendations the 

AM E who was responsible for this would get the recom m endation in their mailbox in their own 

name, explaining what the recommendation was and why it was being carried out. They found that 

this helped on the line with the overall implementation process.

In Company AA they had tried to introduce a sim ilar system with ISO 9000 whereby each manager 

had someone to ‘shadow’ those whose sole responsibility would be the improvement process. 

However this ran into some difficulties with staff m otivation for wanting to become these shadow 

people. Some wanted additional money, some wanted things to change while others wanted things 

to stay the same.

T 1 10 Proactive role of quality in monitoring the implementation of corrective actions 

Quality did play a proactive role in m onitoring the implementation o f corrective actions. In 

Company AA in about five per cent o f cases the quality departm ent received feedback that some 

action had been taken. The rest o f the time they had to actively seek out this information and the 

LAM would end up getting notification that the corrective action was overdue. This was done 

through one of the inspectors going around the different areas asking the LAMs. If the action had 

been taken then it was inspected; if it had not been taken then a new date for the follow-up 

inspection was agreed. The com puter programme allowed for a first follow  up, second follow up 

and so on. Unofficially the quality departm ent did send around a report one week before the 

corrective action due date and they helped out in an unofficial capacity to assist the manager in 

making his due date. The quality departm ent would also negotiate extensions in those situations 

where the due date had become unrealistic. W hat quality checked was that the action had been
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completed but the quality representative noted that what was im portant som etim es was what he 

referred to as the “technology of im provem ent”, that is, the steps taken to reach an improvement. 

He said that sometimes these were audited also. A ctions were monitored in the same way as they 

were for the incident m anagem ent process however when there had been a disciplinary action, for 

instance, if restrictions had been imposed on a person’s licence, then the m anagers tended to 

respond much quicker.

In Company CC if corrective action had been taken within the agreed tim e then the process owner 

completed the report in the IT system and the quality departm ent was notified through the system. 

The quality department verified that the action had been taken with a physical check. If the 

problems were solved then the report was closed within the IT system. If the corrective action had 

not been taken within specified time then the process owner was notified and then it w ent back to 

the process owner. This notification was done through personal contact or telephone contact or 

through meetings if necessary. The incident management process was slightly different in this 

organisation. The cases were constantly monitored in an operational meeting that happened every 

14 days. It was the responsibility of the unit or LAM to report back on recom m endations to this 

meeting but it was ultimately the responsibility of quality to ensure that action was taken. The 

quality manager noted in relation to this that items may not be closed during this first operational 

follow up meeting. The quality departm ent kept items open until they were satisfied with the 

response. For this reason they had a backlog of cases open some as old as two years. In Company 

DD the quality department were either notified that an action had been taken by the LAM or else 

when they were carrying out subsequent audits they could verify whether action had been taken or 

not. Open audit items were always taken with the inspectors when they w ere carrying out 

subsequent audits of that area.

T 1 11 ‘Push’ from qualitv if recommendations not implemented

It was often necessary for quality to take action if recom m endations or corrective actions went over 

their allocated time. In Com pany AA the quality manager sent his inspectors around to ‘push’ 

people or else he emailed them. If there was a 14 day delay then it w ent to the person’s higher 

manager. If there was a two month delay then it went to the accountable manager. A t this stage it 

was above the quality department, it was with the vice president o f the com pany. The quality 

department did not like doing this as they would prefer the system to work w ithout the vice 

president. The vice president then had to “push the guys to do it”. The quality departm ent manager 

noted that normally they (responsible person) will say they have taken action but they have not. 

They can negotiate a new time schedule but this had to be agreed with the quality department. 

When overdue actions, for exam ple those related to improvement, reached the vice president and 

they were still overdue the com pany could decide not to invest in this. Each year a report was 

produced of closed items and actions taken so they could see what were the corrective actions
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taken. These items were thus reviewed once yearly but if som ething was urgent it would be 

reviewed at monthly meetings.

In Company CC the completion of recommendations or corrective actions was linked to the salary 

bonus system of the process owners and the LAMs. If the tim ings set out in the IT system were not 

complied with then they lost part of their financial bonus. O utput and closure o f corrective actions 

were pay related. The auditing process worked better in this aspect than the incident management 

process because it was mandated. The IT system had a monthly overview  of which items were 

overdue. The NAA had access to the IT system items so if an item w ent overdue then there was a 

problem. This appeared to work as a system but did have problems associated with it as well. The 

quality manager noted that sometimes it appeared to be like ‘bounty hunting’. Sometimes when 

process owners or managers were in a difficult position they could report solutions that were not 

correct in order to ensure their bonuses. It was up to the quality departm ent to ensure that action 

taken did fulfil the requirements of the audit so if this was not the case then the report, that the 

process owner filled in on the IT system, was sent back to them. This was norm ally accom panied 

by a “nice telephone call or an em ail” or the telephoning started on its own as it was “easier than 

com puter”. One quality manager noted that then it becam e like “John W ayne and a good w estern!” 

The LAM who attended said “most o f the time when something is overdue or forgotten, they 

always come back and pick me up, and you try your best, it doesn’t w ork alw ays”. He tried to look 

at the IT system once a week to keep a check on any outstanding items. The IT system also had a 

reporting function to keep track of how the area was perform ing on a monthly basis.

In Company DD the quality department advised on the non-com pliances but it was up to the LAM 

to develop the recommendations. Recommendations and tim ing were agreed between the LAM and 

the quality department. The quality department assessed whether corrective action had been taken 

within the specified time. If it had not then a meeting would be called to discuss open/overdue 

audits and then that went back to the responsible person. If a m eeting was not called then a 

reminder was sent to the manager. If corrective action had been taken, the quality departm ent 

received a written feedback from the responsible person and verified whether the action had been 

taken or not by what they called a follow-up audit. They looked at whether or not the problem had 

been solved, if it was then a report was written, if it was not, then the audit was kept open, and 

again went back to the meeting. The quality representatives noted that usually they closed around 

70 to 90 per cent of audits in the scheduled time, as noted above however there was no input from  a 

LAM in this focus group.
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T 1 12 Ambiguity over process of evaluating action taken

In Company AA the quality departm ent check that the action has been completed and sometim es 

“the technology of im provem ent”. In Company CC the quality departm ent assessed the action 

taken to see if it was sufficient first to com ply with the regulations and then in relation to 

improvement:

“I f  there is a fin a l solution which I  am satisfied with and  /  have accepted it and he (the 

LAM  I process owner) finds later that the process could be better even maybe it is his duty 

and his responsibility to implement an improvement. I  will see that through a later a ud it” 

(Focus Group Transcription, 26“' April, 2002).

However in an individual interview following the incident m anagem ent focus group the human 

factors quality manager noted, in relation to the incident m anagem ent process, that there was no 

evaluation of the effectiveness of implementation of recommendations. In some cases, in the past, 

the recommended actions themselves had led to further events that had to be investigated.

T 1 13 Problems closing off cases

Closing off on the recommendations and the corrective actions within each process was also the 

responsibility of the quality department. This too could be problematic for example in Company 

CC in relation to the incident management process, the feedback to the relevant person, which was 

part o f the closure, could be problematic at times as the name of the person who reported the 

incident was not always noted.

T l 14 I^ck  of overall process evaluation

Overall process evaluation should in theory be a final part o f the process. In only one of the 

companies investigated was this a step in the overall process and even there it was carried out more 

on an informal capacity. In Com pany AA the quality m anager did review the overall picture using 

some of the incident investigation tools like MEDA or human factor concepts like the ‘Dirty 

Dozen’. He noted one can find out

“...there is lack o f  communication involved, every time, lack o f  team work many times, 

lack o f  resources, sometimes, lack o f  manpower, not lack o f  parts fo r  exam ple" (Focus 

Group Transcription, 11* September, 2002).

They did not perform trend analysis but did always try and com pare new non-compliances with 

older ones using the IT system. Overall the quality m anager was happy with the process as he had 

noted significant improvements in the organisation over the previous three years. He finished by 

saying what was important was
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“...to feel...that there is commitment to improve the system, even i f  it’s very slow or small 

steps” (Focus Group Transcription, 11“' September, 2002).

There was no formal overall evaluation process in any of the companies.

T 1 15 Different perceptions of what is important

Not all LAMs welcomed audits in the first place or their findings. In a similar comment to the one 

above from the hangar manager in Company BB about quality “dotting the i’s and the crossing the 

t’s” the engineering manager from Company AA felt that they were being audited too much. He 

noted that he felt they were

‘‘...closely audited and the impression is that surveillance is very dense.. .we actually don’t 

make any preparations for the audits anymore because we think that any findings is...we 

don’t expect major things only minor things ” (Focus Group Transcription, 11 * September, 

2002).

In the interview prior to the focus group the Company AA quality manager felt that some managers 

tried to maintain the status quo and did not like change. They saw improvements as change and 

were reluctant to do this. Everyone avoided change and said “my system is working perfectly” but 

then if something went wrong they blamed the system. The quality manager felt that people had to 

take more responsibility but also that quality had to do the same;

“Everyone has own small field, working in it, defending it to others. Need to have 

overview o f how all the systems link together. But guy in his system not able to see 

overview and can’t see the benefit o f change. The best way to deal with managers is to 

talk with them and make them understand the why and then you will get their commitment. 

But the problem is time. Also important is how important you see the findings. Sometimes 

quality just go in and say just do it, don’t care how, but just do it ” (Focus Group 

Transcription, 11* September, 2002).

He also noted there were a

“...lot o f people who know what to do but they lose hope and transfer their energies 

elsewhere. I f  quality succeed in getting those people on board then miracles can happen. 

But also lot o f people who don't want things to change” (Focus Group Transcription, 11'*' 

September, 2002).
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5.6.4 Check Process. Aircraft Overhaul

The check process has been described in the introduction to this case study. It can be seen from this 

description that it is a very complicated process with many different actors. A  brief description o f 

the categories of staff that took part in the research is first given here before the themes are 

discussed.

Check managers (CKMs) oversee the running o f the entire check process. They report to the 

aircraft overhaul manager and have the crew managers reporting directly to them. Crew managers 

(CMs) have a critical role in the organisation and are crucial to the successful running o f the 

aircraft overhaul operation. Check Managers rely heavily on them in the distribution o f work and 

AMEs rely on them to support them in their tasks and to give advice and encouragement. Approved 

Engineers (AEs) also have an important role. Alongside their duties in relation to task completion 

they provide crucial support to the CMs with inspections and provide support on an informal level 

to less experienced AMEs that they work with. AMEs comprise the core operating personnel of the 

organisation. Project planners are located on the operational floor and assist in the day to day 

planning of the check however in an attempt to improve their role over the last few years it had 

been changed a number o f times. These changes were not perceived as having been successful and 

at the time of the study there was a lot of confusion and discontent over the role. A  pilot project had 

just been established to look at changing the role again.

The following themes emerged as being o f importance:

116 Lack of administrative support for CKMs and CMs
117 Lack of general support for CKMs and CMs
118 Lack of training for CKMs and CMs
119 Lack of general management training
120 Lack of people management training
121 Ambiguity over the role o f the AE
122 Problems in interaction between AMEs and CMs
123 Pressure on AMEs to do overtime
124 Problems with the role o f the project planner
125 Problems in interaction between project planners and CKMs
126 Respect for technical knowledge and skill
127 Problems with quality and stability of staff
128 Lack of trust in management by AMEs
129 Perception among AEs that management did not trust them
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Them es

T 1 16 I^c k  of administrative support for CKM s and CMs

Some of the CKM s felt that this role required more work than they had anticipated with less 

administrative support than they thought they would receive. One CKM  felt that they were the ‘last 

line of defence’ in the com pany but were not recognised as such. The CKM s noted that CMs 

provided technical support, and that historically this had always been the case. In an ideal world 

however they would like the AM Es to report to the CMs as first step for all adm inistrative issues 

and human relations issues. This was not happening at the time and the CKM s felt they had to deal 

more with these issues. A t the time they did not hold the CMs responsible for anything except 

getting the task done but were trying to get CM s to take on board more of the adm inistrative issues. 

It was noted that CMs used to be called ‘supervisors’ but now were called ‘m anagers’. The 

com pany had done this to try and encourage them to take on board more of the management work. 

This was proving difficult they felt as, ju st like themselves, people had been prom oted on service, 

technical ability and licences as opposed to management skills. The CKM s felt that the role o f the 

CM had not developed into an ideal to suit the work. Some felt that despite this the CMs did work 

really well and even in the com pany they had to develop their own ways o f getting things done and 

their own ‘work arounds’ to try and support the AMEs.

T 1 17 I^ck  of general support for CKM s and CMs

One CKM noted “if people all around them did the jobs that they are supposed to do then it would 

really help that o f the CK M ”. Some of the CKM s felt that it would be beneficial to them to have 

more support from their own manager. One of the CKM s noted that he felt his manager put him 

under a lot of pressure but did not actually support him in his work. A nother however felt that he 

had good support.

CMs reported feeling particularly vulnerable at the weekends as some o f the support staff were not 

there to help them. There was also an issue in relation to AEs acting as CM s in the company. Some 

of these had been told that they would be promoted but years had passed and they had not been. 

One person felt that these acting CMs in particular were under huge pressure to perform and were 

“being really exploited”. In relation to AM Es som e felt that they should take on board more work, 

for example, the ordering of parts.

T 1 18 Lack of training for CKM s and CMs

Most of the CM s had two main areas of concern in relation to their role w ithin the organisation; 

one was in terms of the m anagem ent of the crew that was allocated to them and the second was in 

relation to the management o f all of the things that were needed to support that work; parts, tools, 

equipment, materials, com puter systems, etc. CKM s had not received training for their new role 

and neither had CMs. CKM s had more adm inistration w ork and personnel m anagem ent while CMs
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were required to focus more on managing the crew of people assigned to them to do their work 

effectively. Most of the CM s were working within the organisation as AEs or AM Es prior to 

becoming CMs and there was no training or transition period for them to mark the change of role 

for them within the organisation.

T 1 19 Lack of general managem ent training

This theme relates to the previous one. A s noted above managers did recognise that technical skills 

were not the only skills necessary to carry out their job , however none of the CKMs or CMs 

involved in the research had received any management training from  the company. The managers 

felt that this had an im pact on their ability to manage. New issues were arising also that were 

adding to the stress of their position. The com pany was attem pting to delegate more of the work 

that was traditionally seen as under the rem it of the HR departm ent such as attendance and 

discipline. The most obvious way that their lack o f training was apparent was in their inability to 

understand how the entire operation worked and how to make the m ost o f the support departments, 

for example, engineering and planning. The stress o f this was evident; for exam ple, the CKM s 

reported that sometimes they would be so busy trying to finish the previous check that they would 

not have time to have pre-check meetings for the next check. A lso they would have to make up for 

inefficiencies in other departm ents, for example, they reported times when they would be trying to 

plan a check when they had not yet received the docum entation for it.

One person reported having to learn so much; how to deal with CM s, with customers, with 

planners, that everyday there was som ething new to learn. They felt a bit ‘stranded’ at times in their 

job  and felt they were spending less time dealing with people and more time trying to deal with 

things like lack of resources, materials, parts and tools. They had to deal with adm inistrative issues 

that they felt were being ‘handed dow n’ from senior management.

The situation was similar in relation to CMs. An entirely different set o f skill bases was needed to 

carry out the task of CM as opposed to that o f AM E. This included the planning and organising of 

work, parts, tools and equipment, the use of com puters, com puter based tasks including the use of 

specialised computer packages to order parts and tools, overseeing the w ork of others, signing for 

work and entering this into com puter system etc.

It would appear that CMs were not trained in the use of the existing systems that were there to 

support them and to make their job  less difficult. CMs com plained about the support departments, 

engineering, planning and quality, but it would appear that they had a lack of understanding and a 

lack of knowledge about how the system worked and how to get the best out o f the system and 

systems that were in place to support them. CMs were not trained in the overall structure and 

running and functioning of the organisation and how all of the different aspects o f the organisation 

fitted together to make it function.
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T I20  l^ c k  of people management training

This theme leads on from  the one above as it was seen as vitally im portant in managem ent yet 

again managers had not been trained in this. There was a course running at the tim e of the research 

in soft skills but this related more to issues like attendance and discipline than more general issues 

around relating to people. The issues raised are dealt with here in terms of their relationships with 

their own managers, those they manage and their colleagues.

None of the CKMs had received training in personnel m anagem ent. M ost o f them had been CMs 

and had not received training then either in person management. As will be outlined below most of 

the CMs in the company manage based on personal relationships. This would have to change, as 

their role expanded to that o f CKM however there was no support for them in this transition. The 

managers felt that the soft skills course was more to do with trying to teach them more 

administrative skills so they could take on board more work rather than help alleviate their current 

situation.

CMs relied on a model of personal relationships to get things done, as this is w hat they knew and 

were comfortable with. They relied on building relationships with people but in particular 

relationships that relied on a certain level o f equality or denial o f their role as a manager, where 

they tried to coerce people to do work or get work done by asking favours. This meant that 

interpersonal relationships were critical to the functioning of the crew team s or work units. 

However within the organisation more and more people were being moved around from place to 

place and relationships were not given time to develop am ong CMs and their team s and among 

CMs and each other. When CMs built up relationships they also built up a picture o f what people 

could do in terms of their skill base and they began to know who they could rely on to do what. So 

the two most important things for CMs in managing their crews were -  their personal relationship 

with each person and their perception about the skill base of each person.

The CMs all felt that it was particularly difficult to work with contractors, as they did not know 

their skill base. This could be explained because, with contractors, the CMs were unable to build up 

relationships and so could not either rely on personal relationships to get things done or on skill 

base. There appeared to be a general lack of trust am ong CMs in relation to contractors and their 

skill base.

For those people that CM s did not have good relationships with or did not know their skill base 

then they spent a lot o f time “watching” of “looking over the shoulder” of this person to make sure 

that they were doing their work correctly.
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T121 Ambiguity over the role o f the AF

The main task of AEs is to carry out inspections and if they find any defects raise NRCs, which 

must be distributed am ongst AEs and AM Es. The AEs who took part in the research felt that the 

best part of their job was that they were totally responsible for their own w ork and this gave them a 

sense of self-esteem. They could com plete and sign work for themselves.

However they also highlighted difficulties in relation to their own role within the company. They 

felt that there was a shortage o f AEs and a lot of them were acting as CMs. There was reluctance 

on their part to take on board the signing of work for unapproved people as they felt that this was 

the job of the CMs and this is w hat they got paid for. They also felt however that from  a com pany 

perspective there was no incentive to be an A E and issues arose in relation to the type of work that 

they do and the money that w ent with approvals.

They felt that they were doing the work of both the CM , in terms o f inspections, and the AM E, in 

terms of carrying out the tasks. Once NRCs were raised those cards could go back to anyone to be 

completed. The AEs felt that in m ost cases they tended to get the most difficult o r ‘trying’ tasks, as 

there was a perception that they were more qualified to do them. M onetary incentives to gain more 

approvals were low and diminished with increasing amounts o f approvals. The only incentive to be 

an AE would be if one wanted to become a CM.

They felt that belter use could be made of the role of the A E within the organisation, for example, 

if the AEs were to focus on their tasks and work as the equivalent o f ‘lead m echanics’ in other 

companies. They all highlighted how important it was to build up trust with their CM  to ensure that 

they had the space to carry out their tasks in a professional manner. They looked upon the CMs as 

‘workm ates’ and felt that they were much more approachable than they used to be years ago when 

they wore ‘white coats’. They saw the AM Es as their colleagues and tended to tease acting CMs as 

they could be AEs again any day.

T I22  Problems in interaction between AM Es and CMs

AMEs comprised the core operating personnel and appeared to want to “ju s t get on with the w ork” . 

They would prefer if interruptions were kept to a minimum and saw the role of the CM to support 

them in this by, for example, pre-empting material and other requirements. They saw a good CM as 

understanding the job  and the paperwork involved before giving them a task and supporting them 

throughout the task by providing them with whatever they needed to com plete the task. However 

this was not what happened in normal practice as most o f them experienced constant job 

interruptions, having to get parts themselves and trying to hold onto tools because they were afraid 

of not having them when they needed them. They did feel however that there was good interaction 

between themselves and the CMs and the CMs were an important source of support. In those
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hangars where there were regular briefings from  CKMs, the AM Es also found this particularly 

useful.

T123 Pressure on AM Es to do overtime

The AM Es felt that there were not enough of them to support the work and felt under pressure to 

do overtime. Overtime, they felt, should be an option not a requirem ent. They felt that they were 

expected to do it and if they did not then their m anagem ent noted it. However they also felt it was 

important to get the balance right as it was frustrating if there were too many people on an aircraft 

with not enough work to do.

T124 Problems with the role of the project planner

Project planners as noted above had a difficult position in the check. They were allocated to work 

on a check in a support capacity to the planning departm ent and the CKM. However they may not 

have been the one to actually create the plans for the check. If this was the case they found it very 

difficult to successfully run with that check, as preparation could be poor, background information 

could be lacking, an overall picture of the check could be difficult to create, and problems might 

arise with the CKMs. CKM s saw the role of the project planners as supporting them in getting the 

aircraft out however the project planners found this more and more difficult as their work was 

fragmented and each hanger differed in how work was carried out.

Crucial in alleviating these problems was the role o f the support planner. However most support 

planners were untrained and unfamiliar with aircraft and aviation maintenance, which made it 

difficult for them. Some support planners had been staff that came off the floor injured, for 

example AMEs, and the project planners found these to be a great support as they knew the aircraft 

and were able to identify if a mistake was being made. Some of the planners felt that it was very 

important that they were part of a team and did not see them selves as independent to what was 

happening on the hangar floor.

T125 Problems in interaction between project planners and CKMs

The relationship between project planners and m anagem ent was com plicated as their managers 

were located in the planning departm ent however they worked in the operational areas directly on 

the check. They reported relying heavily on the CM s to identify errors and correct mistakes early 

on in the check and not leave these things until the last minute, especially if the work needed to be 

reallocated. But more significantly they relied heavily on the CKM s to complete checks. The 

CKMs were also heavily reliant on them and this helped the relationship but could cause contention 

if the CKMs began to see them selves as the manager o f the project planners. Some, for example, 

spoke about conflict between them having to report to their m anager as project planners about time 

off etc and then the CKM s getting upset at this not having been agreed with him. There was a 

perceived conflict on other levels over who is responsible for the project planners. As one project
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planner reported, “when one of the managers has a problem they’re your boss, but when you have a 

problem no one is your boss” .

T126 Respect for technical knowledge and skill

Another theme that arose was in relation to technical knowledge and skill, which was seen as a key 

asset to anyone in a management position. H istorically within the com pany people were promoted 

on the basis o f this. The more technical knowledge and skills a m anager had the more they were 

respected by their staff. However this did not translate into being a good manager and the managers 

themselves recognised that other skills were needed. Operational staff felt m anagem ent had more 

credibility if they had worked their way up through the organisation but at the same time did 

question the support that managem ent gave them and their ability to do their job  well. It would 

appear that operational staff did not want their technical experience devalued in any way thus they 

supported more management who had technical experience but at the sam e time questioned their 

ability to manage.

T127 Problems with quality and stability of staff

One CKM noted that he felt like he spent all his tim e “battling with people on the floor to do the 

work and battling with people upstairs to get people to do the w ork”. One of the biggest difficulties 

for the CKMs was to get the right staff for each shift. There was a lot o f pressure in the 

organisation and staff were constantly being moved around. All of the CKM s felt that it was really 

important to try and keep some stability in work teams as this built up “good working rapport and 

relationships”, The CKMs were sometim es anxious about people transferred to them if they needed 

extra staff as they felt they were sent “problem people”. Also when they were not busy they were 

very reluctant to send their good people to other hangars, as they were afraid that they “might need 

them in a hurry”. It was also an issue for them that CMs were transferred around hangars as they 

felt that this really interrupted the working of the crews. They felt that one o f their core tasks was to 

support the CMs by resisting change in terms of resisting the transfer o f people from  one hangar to 

another. Another area that they felt they should support the CMs was in relation to the sourcing of 

parts.

Some CMs resented that the AM Es were “doing nothing” during the m orning meetings between 

the CMs and the CKMs to discuss the check. Some reported that the AM Es were clocking onto 

tasks and then staying clocked on even though once they finished a task they were due to clock off 

that task and find out what was their next task. One reported that 90 per cent of the AM Es would 

not have the maintenance manual reference if asked for it. He noted only the ‘good guys’ would 

have this. There appeared to be a general lack of trust in handing over responsibility to the AM Es 

for tasks.
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The AEs also raised the issue that the CKMs and the CMs raised as well in terms of getting 

comfortable with a crew of people and getting to know each other and build up trust with everyone 

-  that this is very important. They sense that management have problem s with crews getting on 

well and working well together as they are constantly m oving people around. They would appear to 

have a good sense of team working and team spirit and felt this was really im portant to foster as it 

enabled them to help each other and accommodate each other and the company.

T128 I^ck  of trust in management bv AMHs

AMEs, the largest single group in the company, expressed disbelief at the thought that the company 

were losing money. One commented that he had been there nearly 30 years and was hearing the 

same thing all the time. Others felt that the company could not be losing money as they were so 

busy in January they had to work out of makeshift cabins there was not enough space in the hangar.

The AMEs expressed distrust in management and their ability to manage. They felt that they were 

not informed of anything and said they had given up looking at staff notice boards, as it was always 

the ‘same story’. They felt that if the company was in that much difficulty then it was a result of 

inefficiencies at a management level. They felt also that there was a change in how the com pany 

did business and who it did business with -  and this was not necessarily a change for the better. 

They felt that management took on board unreasonable contracts as a way to get business and also 

took on board unreliable companies. They felt that there were AM Es who were talking of work 

saying “ah it’ll do” and that this was a very dangerous attitude to have in aviation.

T129 Perception among AEs that management did not trust them

The AEs reported feeling that if management would treat them the way they treat each other -  that 

is, that they were workers with a strong sense of goodwill -  then things would w ork much better. 

They felt that management treated them like people who had no goodwill and needed to be 

controlled. One person commented “we are all intelligent men, but then are treated like children, 

and if we object to this, then management think its anarchy”.
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5.7 Discussion

5.7.1 Introduction

The objective o f applying the RPA was to be able to better diagnose what happens normally in 

organisations and to see if  there were problems in normal practice that were not brought about by 

attempting to implement a change initiative that would shed light on both the change process and 

organisational theory.

Before addressing these questions some methodological issues are looked at. The RPA worked 

well in relation to the three quality processes. In a relatively short time it provided detailed 

knowledge and insight into the working o f each of the processes. However, because of the size of 

the working of the check it was more difficult to do this w ith the check process. Each step o f the 

check process as mapped out in Figure 5.5 could be broken down into smaller sub-steps. Thus it 

was d ifficult to pin down issues that were raised in relation to roles and relationships to specific 

elements of the check process. This meant that while the RPA did provide valuable insights into 

both quality and aircraft overhaul, logistically it was easier to work with the smaller processes of 

quality. Other issues that were important included the maps themselves, the attendees for both 

interviews and the focus groups, and recording data. It is important that the maps are created with 

personnel from all levels and are not seen in the focus group as something that is ‘ prescribed’ by 

the organisation as this can intimidate people and leave them reluctant to speak in the focus groups 

or to be seen lo ‘go against’ the maps. Also as noted in the methodology some managers wanted to 

send their best people to the focus groups. This needs to be avoided i f  one is to obtain a more 

representative picture of the organisation. For the same reason it is important to have a good 

number at the focus groups and to try and run as many as possible. W ithin the aviation industry it 

can be very d ifficu lt to obtain access to staff considering their operational realities. In those 

instances it is possible to have smaller numbers in the focus groups but to have more o f them.

5.7.2 RPA Quality processes

In relation to the research questions the RPA did provide a good insight into the normal functioning 

o f the three quality processes. Problems existed within all three processes. It can be seen from all of 

the themes discussed above that there were problems w ith these existing processes that were 

similar to those encountered with both change initiatives; lack o f trust, communication, strained 

relationships, problems with the development and implementation o f recommendations, lack of 

support, limited focus on improvement etc. This would suggest that problems associated with the 

implementation of change also occur in normal practice in the organisation.
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In terms of validating this w ork the DR process can be taken as an exam ple as there was already

information known about this from  other sources including the AIR case study, the UK CAA

(1997) study and the M cDonald et al. (1999) work as outlined in subsection 5.3 Quality.

From the AIR case study the following was noted;

• Problems with the non-technical nature o f DRs

• Ambiguity over ‘no-blam e’ policy

• Problems for LA Ms

• Lack of trust in the DR process by AM Es

The CAA (1997) had noted the following common problems with Quality Reporting Systems:

• The quality reporting system is not fully functional only covering parts o f the operation.

• Maintenance technicians are not fully aware of the quality reporting system.

• People do not really trust the quality system because they think they may be blamed for 

reporting problems.

• The quality departm ent are not able to cope with the num ber of reports - responding 

typically takes months.

• Managers, to whom reports are referred for action, avoid taking responsibility for the 

problem and try to shift responsibility elsewhere.

• W hile technical defect reports often suggest corrective actions which can be implemented 

without great adm inistrative cost, reports which require changes on the way in which work 

is organised or done rarely lead to effective change.

• If there is a system o f accountability or follow-up for taking action on and reporting back

on quality reports, this system encourages rapid closure w ithout ensuring that the action is

fully effective in removing the problem.

M cDonald et al. (1999) had noted the following:

• Auditing and inspection practices vary considerably between com panies and different 

aviation authorities.

• Few quality reporting systems worked as they should.

The findings from the RPA would confirm all o f this work but also go beyond it in terms of not just 

highlighting the problems but beginning in some way to understand them.
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5.7.3 RPA Check process

In relation to the check there are some background factors o f relevance which w ill be discussed 

first. It must be remembered that this was the only study to be direcdy commissioned by the 

company, and while it was still part o f an European funded research project, it was slightly outside 

the remit of that project which was attempting to create better organisational diagnostic tools for 

normal practice. Company BB were going to introduce changes and while they had not announced 

this to their staff it is still possible that their staff were aware o f this. Another potential buyer was 

interested in the company and attempts were being made by management to get the company ‘ in 

shape’ for the possible sale. In order to do this the company wanted to look at their existing 

situation before they would attempt to make improvements. The check process was looked at as the 

backdrop for this. Thus this may have confounded these findings on normal practice. However 

Harrison (1987) argues that no matter what the situation the process o f asking people about their 

work and their organisation encourages staff to “ examine their own feelings, to think about the way 

their organisation is run, and may lead them to expect that management w ill act to change things” 

(p.8). Thus these results were all still deemed to be important.

In relation to the check process problems were also uncovered in normal practice. Here a brief 

overview is given of some o f the findings as they w ill also be returned to in the meta analysis. 

There was a general feeling among people that support was lacking for them in their jobs. Lack of 

training for managers was a concern, with the company providing no general or personnel 

management training. People had been appointed throughout the history o f the company on the 

basis o f length of service, technical skill and expertise and this continued to happen. While there is 

a greater respect for management who do have technical expertise (T126) it does also leave 

management feeling ‘stranded’ in relation to some of their duties. This is obviously a serious issue 

in its own right and has been discussed throughout the themes as such.

However what it may also be pointing to is that the managers did not trust in senior management. 

This links to how the CKMs and the CMs perceived the soft skills training. It would appear that 

they saw it, not as something that senior management had provided to help them in their tasks, but 

as something that was being set up to facilitate them taking on board more work in the future. Also 

in Theme 128 the AMEs in particular directly express mistrust in management and in their ability 

to manage. This links on to Themes 129 where there was a perception among AEs that 

management did not trust them and treated them like ‘ children’ suggesting a perception o f a lack of 

trust also in a downward direction from senior management.

What appeared important in alleviating this trust were personal relationships. Managers for 

example tended to manage based on personal relationships and were ‘ lost’ when this was not 

present, for example, with contractors. This meant that a crucial factor in the completion o f tasks
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was the quality and stability o f staff (T127) and the personal relationship among the people 

involved. Problems also arose in relation to the role o f the A E (T121), in the interactions between 

AMEs and CMs (T122) and in the interactions between project planners and CKM s (T125). All of 

this would appear to be related to a perceived lack of respect for the person’s position and the work 

that they do. AEs felt that their role, the work that they do, and the support that they give to the 

AM Es was not recognised or affirmed by the company. The only way for this to happen was to 

become a CM. Not everyone wanted to do this however. A lso for those that did, the company had 

been in difficulty for a long time and there was a problem with promoting people. M anagem ent had 

appointed a number of AEs as acting CM s but now this had to be reviewed as there was a large 

number of acting CMs who did not have the same rights as CMs yet were doing the same work. So 

there appeared to be difficulties for those who did or did not want to becom e CMs.

AMEs reported being frustrated in their desire to ‘get on with the jo b ’ due to interruptions and lack 

o f equipment, parts and tools to carry out the task. This was also dem onstrated during the A IR  case 

study and was a significant problem for the entire organisation. There was also a conflict over 

whose responsibility this should be, whether the CMs should provide this support for the AM Es or 

not. They also noted feeling a pressure to do overtime (T123). The project planners felt a lack of 

support in carrying out their tasks but also a conflict over who was to give them that support. They 

were in the unusual position of being linked to two departm ents, planning and aircraft overhaul. 

One project planner noted in relation to this “when one of the managers has a problem they’re your 

boss, but when you have a problem no one is your boss”.

In terms of validating these findings in relation to the check process a colleague Daniele Baranzini 

carried out an audit o f co-ordinator aspects o f the check process at the same time as the RPA was 

being carried out and found similar findings but also and im portantly that the actual work of the 

check was being impacted on financially by the problems identified both in the RPA and in his 

work (Baranzini, in press).
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SECTION 6 RESULTS

6.1 Introduction

A meta-analysis was carried out in an attempt to address the research question: Can the data from 

the three case studies taken together add to what is known about normal practice in organisations, 

in particular aircraft maintenance organisations, and thus allow for the improvement o f these 

organisations?

The data from each of the three case studies present evidence on the secondary research question: 

Do problems associated with the implementation o f change also occur in normal practice in the 

organisation, thus making concepts such as resistance to change unhelpful? A IR  and Partnership 

were change initiatives and the RPA looked at normal practice. Similar problems were encountered 

throughout the case studies. This w ill also be addressed here.

6.2 Meta-analysis Methodology

This section outlines the steps taken in the carrying out this meta-analysis.

Step 1 In a process similar to that outlined for the thematic analysis in the A IR  case study a meta- 

thematic analysis was carried out on the following: AIR Stage 1, A IR  Stage 2, Partnership, RPA 

quality processes and RPA check process. Table 6.1 outlines the meta-themes that emerged.

Step 2 Each o f these themes were reviewed and where there was similarity or overlap with an 

existing earlier theme these were linked together and the final list o f seven themes emerged.
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Table 6.1 Meta-themes of each case study

Case Study Case Study Theme Case Study Meta-Theme Thesis
Meta
theme

AIR 1.1 Role of TCD in assuring confidentiality 
17 Questions by project representative over accountability

Staff not being able to openly talk about 
their work due to regulatory nature o f the 
industry

MT3

2 Initial am biguity over the role o f the co-ordinators
3 Initial drop off in the number of co-ordinators
6 Perceived lack of support from AIR
7 I^c k  of support for LAMs
14 No follow through on possible solutions
15 Am biguity over support from senior management for AIR
16 Am biguity over the political strategy of the project representative and trust in TCD
21 Failure to translate this into support for co-ordinators
22 Decision by project representative to select new team
26 Factors influencing the role o f the project representative
27 Am biguity over the political strategy of the project representative
28 Importance o f visible signs of management commitment
36 Team attendance throughout
37 I^c k  o f support from LAM s for human factors training
38 Lack of support from senior managem ent for DR process 
41 Power play between Six Sigma and AIR
44 Influence of role o f A IR manager
45 Positive impact o f more support on team
46 Positive impact o f team members on each other
47 Different experiences of handover to LAMs
48 Role conflict for LAMs
50 Concerns expressed by a team member on organisational support and role of project 
representative
54 Frustration at lack of progress with IT
55 A ttem pts to deal with continued lack of support by management
56 Factors influencing role o f LAM

Nature of support M 16
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8 Strained relationship between LAM s and support departments
9 Strained relationship between departments
53 New contact with m anufacturer as a result of AIR

Relationships MTV

1 Positive influence o f TCD
1.1 Role o f TCD in assuring confidentiality
1.2 Role of TCD in training co-ordinators
1.3 Role of TCD in engaging LAMs
4 Initial good ‘on the surface’ working between and within co-ordinators and TCD
5 Failure o f TCD to adequately recognise and deal w'ith
5.1 requests from  co-ordinators for more time
5.2 requests from  co-ordinators for more recognition
5.3 perceptions of com petition from other initiatives by co-ordinators 
18 Shortcom ings by TCD as researchers
18.1 I^ c k  of problem identification by TCD
18.2 Lack of appreciation by TCD of impact o f past
18.3 I^ c k  o f appreciation by TCD of operational realities
29 Lack o f openness between project representative and TCD  
52 Influence of European Com mission on project

(Complexity of client -  consultant 
relationship discussed in AIR Case Study)

10 Mixed views by the project representative of the LAMs
11 I^c k  of trust between LAM s and TCD
25 Role conflict for new people selected from operational level 
34 I^ c k  of trust in the technical director and management
39 Power play over selection of cases for processing
40 Culture of mistrust
49 Impact o f Septem ber 11“' terrorist attack on the project 
51 Project representative lack o f trust in LAMs

I^ck  o f trust M I'4

12 ‘Q uick-fix’ solutions
13 Underestimation o f the com plexity of processing human factor cases 
42 Recognition of com plexity of human factor cases

Quick-fix solutions & underestimation of 
com plexity of processing human factor 
cases

MT6

19 Need to fight for support for A IR at organisational level
20 Achievem ent o f organisational level support for AIR
23 Concerns raised by new people selected
24 Response by CEO to these concerns
30 People selected wanting to make sure they had influence over AIR and its credibility
31 Delineation o f boundaries on AIR cases
32 Official asking of people to be AIR team -  possible power play
33 People raising questions over credibility

Fight for support / belief in future M'f5
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35 Response to being asked to be the AIR team 
43 Enthusiasm about purchase of com pany

Partnership 57 Initial differences in perception of purpose o f the forum
58 I^ c k  o f involvem ent in crucial initial decisions
59 Biases
59.1 Bias in the objective of the forum
59.2 Bias in the initial focus o f the forum
59.3 Bias in representation on the forum
59.4 Bias in facilitation of the forum
62 Participants’ initial perceptions of problems on the line
63 Questioning the focus of the forum
64 Failure o f the first action taken by the forum
65 Re-focus to alleviate initial bias in the focus of the forum
70 Asking for suggestions “too little too late”
71 Asking TCD for suggestions 
74 Quick-fix

I^c k  of real Partnership MT6

60 Power play between management and unions
60.1 Controversy over who should attend forum and what it should cover
60.2 Unions question the role of the support groups: Six Sigma and TCD
60.3 Unions question point of the forum 
69 Trust
69.1 I^ c k  of trust in IT and in management
69.2 l^ c k  o f trust in the unions by management
69.3 I^ c k  o f trust in management identification o f the problem by the unions
69.4 I^ c k  o f trust in proposed management solution by the unions 
75 Fairness

r^ c k  of trust MT4

61 Influence o f each person’s background on the working o f the forum 
72 “Chipping away at the culture”

Influence o f the past MT4

66 Role conflict for the Six Sigm a representative 
68 Strained relationship between LM and other departments 
73 People’s influence on chipping away at culture

Relationships MT7

67 Culture
67.1 Culture o f lack of shared knowledge
67.2 Culture of lack of com munication
67.3 Culture of lack of respect

Culture o f not dealing with things openly MT3
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RPA Q uality 76  C hanging  ro le  o f  quality  in C om pany DD
77 D ifferen t percep tions o f  quality  in C om pany BB
78 Q uestion  w hether quality  s ta ff should  in itiate D Rs

N ature o f  quality M 'r2

90  I ^ c k  o f  offic ia l reporting  o f  inciden ts
91 Inform al trea tm en t o f  inciden ts
92  Inform al w ork ing  o f  the system
96 D ifferen t percep tions on w hat is im portant
98 P roblem s determ in ing  the need fo r an inciden t investigation
100 R eporting  the inciden t to the au thorities
101 D ifferences in the in terv iew  process (the m ain investiga tion  tool) 
105 Incident m anagem ent observation  in C om pany BB
105.1 C ourt room  like setting  o f  the in terview s
105.2 In fluence o f  the custom er on the investigation  process
105.3 D ouble standard  in the focus o f  the investigation
105.4 D ouble standard  in task perform ance
105.5 P roblem s w ith task  perform ance
105.6 l^ c k  o f  a no -b lam e cu ltu re
115 D ifferen t percep tions o f  w hat is im portan t in lA

Form al / norm al w ays o f  w orking M TI

79  I ^ c k  o f  trust in the process
93 L ack o f  a no-b lam e policy
94  Lack o f  confiden tia lity
95 I^ c k  o f  trust in the p rocess to produce results

Influence o f  the past / lack o f  trust M'1'4

80  D ifficulty  in ob ta in ing  responsib ility  fo r D R s from  LA M s
81 Problem s w ith the developm ent o f  D R  recom m endations
82  P roblem s w ith im plem entation  o f  D R  recom m endations
83 Prob lem s w ith m on itoring  w hether DR action  taken or not
88 Q uick fix so lu tions
89  L ack o f  overall p rocess m onito ring
99  R ole conflic t fo r L A M s w ith in  process
102 P roblem s w ith the deve lopm en t o f  IM  recom m endations
103 P roblem s w ith the im plem entation  o f  IM  recom m endations
106 L im ited focus on im provem ent
107 C larity  in reporting  aud it findings
108 D iffering  invo lvem ent o f  quality  in the developm en t o f  IA recom m endations
109 Prob lem s w ith the im plem entation  o f  lA  recom m endations
110 Proactive role o f  quality  in m onito ring  the im plem en ta tion  o f  co rrective actions
111 ‘P u sh ’ from  quality  if lA  recom m endations no t im plem ented
112 A m bigu ity  over p rocess o f  evalua ting  corrective action  taken

Support M l'6
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113 Problems closing off audit cases
114 Lack of overall lA  process evaluation
84 Lack o f com munication between management and quality
85 Lack of com munication between quality and initiator
86 D ifferent perceptions of the success of the process
87 Problems with the initiator being the one to determine the success o f a case 
104 Am biguity over the disciplinary aspect o f the process

I^ck  o f dealing with things openly MT3

97 Strained relationship between departments Relationships MT7
RPA Check 116 I^ck  o f adm inistrative support for CKM s and CMs

117 I^ack of general support for CKM s and CMs
118 Lack of training for CKMs and CMs
119 l^ c k  of general management training
120 Lack o f people management training
121 Ambiguity over the role o f the AE
123 Pressure on A MBs to do overtime
124 Problems with the role o f the project planner 
126 Respect for technical knowledge and skill

Support MT6

122 Problems in interaction between AM Es and CMs
125 Problems in interaction between project planners and CKM s
127 Problems with quality and stability of staff

Relationships MT7

128 Lack o f trust in managem ent by AM Es
129 Perception among A Es that management did not trust them

I’rust MT4
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6.3 Results of meta-analysis

Thus the following meta-themes emerged from the data and add to knowledge on normal practice in 
organisations:

M T l Formal and normal ways of working
MT2 Conflicting nature of the work of the quality department
MT3 A  culture o f not dealing with situations openly
MT4 Influence o f the past and lack o f trust
MTS Belief in the future
MT6 Genuine support
MT7 Relationships

M T l Formal and normal ways of working

Previous research in aviation had identified a double standard at the level of task performance. While it 

was suspected at the beginning of AIR  it was not understood how pervasive this was across the entire 

organisation or how much this was impacting on people within the organisation. Also there was an 

implicit assumption in this research that these ‘ informal’ ways, no matter how good they were, were 

not ‘ normal’ , that they were deviations on formal procedures that could potentially cause problems and 

destabilise the system. They needed to be brought out into the open and into the formal. There was an 

assumption that the formal was more pervasive than the informal which in many ways it was not as this 

latter could be more correctly referred to as ‘ the normal’ . Following the A IR  and Partnership change 

studies there was a realisation that to introduce change there needed to be a more complete 

understanding o f how things happen normally.

F^ch of the case studies outlines the problems inherent in trying to work in such a two layered system 

both at the individual and the organisational level but also in obvious and subtle ways. On a very 

obvious level people have expressed frustration at being told they are responsible for safety but then 

not being allowed to exercise that responsibility (causal attribution interviews), at being told they are 

responsible for quality but then not being trusted to take that responsibility without being ‘policed’ or 

‘ bounty hunted’ (RPA auditing), at being encouraged to report mistakes they made or incidents in a 

blame free culture while being perceived as ‘criminals’ (RPA incident management). Departments also, 

while being encouraged to work together as ‘after all they are one company’ , are also, by the very 

structures that are in place, set against each other in a competitive way thus making co-operation more 

difficult. A  particularly striking example o f this can be seen in the way the researcher was 'set up’ in 

order to obtain support from the IT department for the line in the Partnership case study. On a more 

subtle level however this contradiction of the normal and the formal permeates every aspect o f their 

daily lives.

A situation exists where people are unable to speak about their work to anyone other than their 

immediate colleagues who work in a similar way under the same contradictions o f the system. In the 

incident management mini case study the AM E was unable to talk to quality honestly about his
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behaviour. Cases like this not only lead to compromised incident investigations and lack of 

organisation learning, a point already noted by McDonald et al., (1999) and Van Avermaate (2001) but 

also it takes away from the respect of each individual and the work that they do. It creates a situation of 

cognitive dissonance within each person where in order to lessen the tension caused by this, people will 

become more affiliated to their own group and even less likely to talk to or become involved in other 

groups. Thus people are let down by the formal system, and are less likely to engage with that system 

for help or support or when required to, for example, in the case of respectively, incidents and the 

reporting of incidents. This was recognised in the RPA case study when it was noted that people are 

disillusioned with the ‘paper’ responses they get from DRs that ‘resolve nothing’ and are far more 

likely to go to their own colleagues or area managers if an incident happens.

It was also noted that people shared information with their colleagues that might prevent incidents as 

there was an ‘unwritten rule’ about this and an attitude of ‘there but for the Grace of God go I’. They 

did not share this with others or with quality as this might mean letting people know they were working 

outside the formal procedures. This can also heighten a sense of in-group affiliation as evidenced in the 

RPA check where technical staff had a higher respect for management with technical experience and at 

a task level potentially lead to a ‘risky-shift’ (from Stoner, 1961) in terms of decision making around 

how far to deviate from a procedure -  the AIR RAM air turbine case could potentially be seen as an 

example of this. At an organisational level it can also lead to a lack of understanding of the functioning 

of other departments leading to views such as that expressed in the causal attribution interviews about 

the leaning tower of Pisa and to findings from the RPA check case study that crew managers in 

particular have little understanding of how the entire organisation functions. This is also partly due to a 

lack of training but may also be caused by an inability to discuss the way work is normally carried out 

within one’s own team.

This also creates a situation where people may not share responsibility for or have a sense of ownership 

in relation to safety. In philosophy one of Hobbes ‘laws of nature’ is that in entering into a lawful 

society one is bound by a ‘social contract’ where justice entails abiding by this and injustice is failing 

to do so. However in a review by Rachels (1993) the point is made that if not all citizens are afforded 

the same rights then

“ ...we are demanding that they accept the burdens imposed by the social arrangement even

though they are denied its benefits” (p. 154, cited in Lefkowitz, 2003, p.52).

The same point could be made of aircraft maintenance organisations where rules govern the formal 

way but yet people are asked by the system to work in a ‘normal’ way but are then not offered the 

protection needed by the system if they make a mistake in that way. In the incident case study outlined 

in Theme 105 the AME carried out the task in a way he and his colleagues normally do and continued 

to do so following the incident. The same point could be made of all organisations where the tendency 

has been to focus on the individual’s ‘psychological contract’ (from Argyris (1960) who used this term
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to refer to employer and employee expectations of the em ploym ent relationship, i.e. mutual 

obligations, values, expectations and aspirations that operate over and above the formal contract of 

employment) with their employer to the exclusion of looking at contracts that could possibly govern 

how people within organisations relate to each other.

MT2 Conflicting nature of the work of the quality department

The work of the quality department can be seen to illustrate some of the issues outlined above for they 

too are also working within this contradiction of the formal and the normal. In the RPA o f quality it can 

be seen that quality manager in Company AA for example, frustrated at the im possibility of the 

regulator’s advice on audits “threw away the book”. They also share the same anxieties in relation to 

being blamed for incidents as do AM Es as was seen in the concerns of the project representative in 

AIR and the quality manager in Company AA in the RPA of quality.

However ju st as quality have to live within this contradiction so too do they add to it. If one looks at 

the history of quality then it can be seen that it came about to ensure that products leaving a factory 

floor actually worked. Later it also became about health and safety for example. W ithin aviation the 

value of quality auditing is not being questioned (the procedures and processes by which this is done 

and recommendations developed and implemented is questioned in the RPA quality themes). However 

what is being questioned here is the value of having a DR system or an incident m anagem ent system 

located in quality. It is interesting to note that the guidelines on establishing a SMS noted in the RPA 

case study advise that this process should be located outside of quality. One of the com panies studied 

(Company CC) had a special human factors incident management system that was located outside of 

quality that appeared to work much better than their quality based incident m anagem ent system. W hat 

happens when events or incidents are reported to quality is that they become judged against the formal 

system and not against the normal system thus leading to unjust ram ifications for the people involved 

and recommendations that do not really address the core issues (RPA incident m anagem ent mini case 

study).

But also this affects the working of the organisation in many ways. By having a process like the DR 

process located in quality staff can by-pass their own management. There is an argum ent that having a 

process to do this is important, it is based on an assumption that staff and managem ent could not or 

would not want to work together to resolve issues. W hile some of the material from  this thesis could be 

said to support this assumption (AIR case study where m anagers were afraid to be in the same room as 

their staff during the human factors training in case issues arose) the data also suggests other dynamics, 

in this instance fear. The managers were afraid to be in the room with their staff, they did not have 

adequate training or resources to deal with those potential issues that m ight arise and were simply 

afraid. Likewise there was a suggestion that staff were afraid to be in the same room as management. 

Thus there may still be a desire within people to be able to resolve issues at a local level and the 

findings from the RPA DR case would support this. However the skills or training or ability to do this 

may be lacking. W hether the DR process improves this situation or not is the question and integral to
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that is whether it should be located in quality. In some instances it would appear that quality merely 

take the issues out of their operational context, repackage them and send them back to their operational 

context in a new manner that is not helpful to the LAMs. W hat perhaps may be more helpful would be 

if both staff and LAMs were provided with better training and support in how to deal with the issues 

themselves.

Similarly at an organisational level quality end up being the ones to ‘chase up ’ different departm ents 

and see who is in the best position to resolve a particular DR. The question could also be asked here if 

quality were not here as ‘m iddle’ people would there be better relationships am ong these departments 

and would people have a better knowledge of what each departm ent is supposed to be doing? It is 

possible that AIR, had it worked, would have provided a better model for dealing with problems, 

potential events or suggestions for improvements. The team represented staff from  all of the 

operational areas working together to solve problems.

In relation to incident management sim ilar questions could be raised but also each of the quality 

departments them selves expressed concern over the disciplinary aspect o f the incident managem ent 

process being associated with or based in quality (RPA incident management). In some com panies 

responsibility was devolved to the HR departm ent or in others to the vice president however it was still 

linked to quality with them usually being the ones to make the recommendation that disciplinary action 

be taken. In Company BB, where quality were responsible for discipline, there was an unsuccessful 

attem pt to suggest that the customer actually instigated disciplinary proceedings (RPA incident 

management mini case study). Quality did not want to be seen to be associated with discipline as they 

were afraid that it would deter the voluntary reporting process. However they were linked and also to 

policies that were certainly am biguous to a blame free or even just culture.

The final question which is also inextricably bound up in all these issues is: does quality contribute to a 

learning organisation? The above would suggest that it does not, so too would the following problem s 

encountered; quality involvement in the developm ent of recom m endations (with the least problem s of 

implementation occurring in those organisations where people from  an operational level were involved 

in the developm ent of recommendations), and with quality monitoring the im plem entation of 

recommendations. And in no organisations was there a process for overall process evaluation.

MT3 A culture of not dealing with situations openly

All of this was both indicative of and leading to a culture where there was a lack of com m unication and 

where knowledge was not shared between departm ents or even vertically within departm ents but only 

horizontally am ong colleagues in an informal capacity. This can also be evidenced throughout all o f the 

case studies, even within the actual implementation of AIR there was a lack o f com m unication between 

TCD and the project representative. The Partnership case study perhaps highlighted this situation most 

clearly. The LMM appeared to know so litde about the actual operation of the line. He spoke o f the 

great “cross-fertilisation of ideas” which to the researcher should have read “cross-fertilisation of
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information” . Similarly the union representative claimed am azem ent at some of the things that he was 

hearing for the first time in the forum. But also it highlighted the great difficulties that there were in 

attempting to address these issues. W hile the forum was a beginning in terms of attem pting to bring out 

in the open some of the issues on the line, it was also obvious throughout that the LM M  was unable to 

be com pletely honest about how he felt about things in the forum  (the usage of radios or the treatment 

o f equipment). It was also the case that the union representative was sim ilarly unable to be honest 

about staff activity on the line. Thus while it was a step forward there would still have been a long way 

to go.

It is possible that the forum was not the right place to discuss these issues. Stapley (1996) argues that 

W innicott’s (1971) notion of a ‘holding environm ent’ can be applied to organisations and argues that a 

good holding environment is needed there. It is possible that the holding environm ent would not have 

been appropriate for the level o f sharing that would have been required to address these issues. If one 

applies the same argument as above that these issues are indicative of something deeper, then while the 

forum did provide as noted above a safe place to discuss these issues, it would not have been safe 

enough.

There is an implicit assumption here on the part o f the researcher that people do w ant to work well. If 

one takes the situation of the radios and their usage then in light o f this the question could be asked: 

why would people not want to use their radios rather than why do people not w ant to work? H odson’s 

(2001) work on dignity, based on over 100 organisational ethnographies, would suggest that what 

people are doing is saying “We have a problem with how work is carried out here” . Similarly in 

relation to the abuse of equipment Hodson cites a study by Juravich (1985) in which intentional 

damage to equipm ent was a response to being verbally abused by a supervisor.

Also during the time of Partnership, fieldwork was carried out in other com panies, with the finding that 

in one company, where people were actually given a sense of ownership over equipment, it lasted 

much longer. Within Company BB so many problems arose in relation to the way work was carried out 

on the line suggesting that perhaps some people were being treated with a lack of respect; some teams 

were given higher status for carrying out sim ilar work (e.g, the de-icing crew), crew managers were 

bought new cars while AMEs were being told there were lots of abandoned cars they could use, and 

workers from the hangars on seasonality on the line would be treated differently. In the RPA check 

case study AM Es were being forced into doing overtime and one of the A Es noted “W e are all 

intelligent men, but then are treated like children, and if we object to this, then managem ent think its 

anarchy” (RPA check case study).

To begin to discuss issues such as these however would have required substantially more time and also 

substantially more work in uncovering the layers o f difficulties that hide these issues. However as 

noted above the organisation did not support such openness in normal practice. This made the working
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of the forum inconclusive. Brown (1954, 1980) made a similar observation when com m enting on the 

work of Joint Consultation Committees

“But, so far as co-operation or frank mutual exchange o f views is concerned, many o f  these 

Committees accomplish nothing. We have to recognise the paradoxical situation that the 

unhappy factory which most needs a competent Joint Consultation Committee is the very 

factory which can never make adequate use o f  it, whereas the factory with an atmosphere o f  

friendliness and mutual trust which needs it less can always have adequate Joint 

Consultation. When a sense o f fear and insecurity pervades a firm  and workers are scared o f  

being victimised, no complaints other than trivial and form al ones relating to matters o f  detail 

will ever reach the management, and the unexpressed resentment will show itself in the more 

explosive form o f periodic strikes (apparently without adequate cause) outbursts o f sabotage, 

high labour turnover, and absenteeism" (p. 102).

Ironically what confounded the LAF was that certain issues were deemed to be outside the rem it of 

Partnership which, as Jennings (2004) argues, does seem to be “ illogical and self defeating”.

All of this however leads to a lack of respect for the individual and a situation where people, including 

the researcher, are treated contrary to K ant’s principle, as means to an end, which is generally viewed 

as one of the most fundamental moral principles ever developed. It dictates that one never loses sight of 

the view of all human beings as having absolute worth in and of themselves and thus should be treated 

with dignity and respect. Lefkowitz (2003) argues that this cannot be seen as a trite platitude but 

instead that the implications are profound,

“It suggests that we be concerned fo r  other people’s objectives as well as our own. It means 

recognising that the pursuit o f  our own goals is limited by their potential infringement on the 

rights o f others; we should not manipulate or use others merely for our own purposes, 

regardless how worthwhile those purposes may be. It implies respect for the liberty and 

autonomy o f others to pursue their own ends freely” (p.49).

It means as one team member in Company BB com mented to the CEO “You can’t kick the dog very 

day of the week and ask him on Friday to lick you” (AIR case study).

MT4 Influence of the past and lack of trust

All of this situation is further complicated by not only the organisational history but also each person’s 

history within the organisation. The A IR  case study dem onstrated the importance of understanding the 

history of the different change initiatives and how people had been let down in the past by the failure of 

different initiatives. The Partnership case study dem onstrated this also in terms of understanding the 

history of industrial relations within the company but also how each person brought to that situation not 

just their own ideas and perceptions about how it should be, but their own piece of that past, their own
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‘baggage’ as one person referred to it. This is perhaps best expressed by the quality m anager of 

Company AA in the RPA quality who said “More or less all o f them lost the hope that anything would 

change in this. All of them would say 1 m entioned this several times. Some of those, they have written 

report from 7 yrs ago 5 yrs ago 2 yrs ago, and then they stopped ...” (RPA quality case study).

This leads to a situation where there is a pervasive lack o f trust throughout the organisation. A t an 

individual level this could be seen in the Partnership case study where the LPE did not trust 

m anagem ent’s promises to make his job  easier by com puterising the rosters, a theme also encountered 

in the RPA check where the CMs and CKM s did not trust in the ‘soft skills’ training program m e that 

management were running as they felt it would only add to their work as m anagem ent wanted them to 

take on board more work (e.g. in relation to discipline). It can be seen in the LM M s lack of trust in the 

invited specialists to the forum (he wanted to ask his managers as well “ju st in case”). In many ways 

the whole forum  could be taken as an example of this where the LMM did not trust the unions to go 

along with the proposed roster changes and needed the forum to back him up and to “plant ideas”.

Teague (2004) recommends that for Partnership forums to succeed some time needs to be spent away 

from the ‘coal face’ in order to help the parties build up trust. A similar argum ent could be made o f the 

entire organisation, that time was needed to deal with the past, to begin to build trust, that more safe 

places were needed that would get beyond the obvious issues.

With the second AIR team some progress was made throughout the meetings in trying to build up trust. 

This can be also be seen in the struggle that took place for them to become team members. The project 

representative uses the term ‘begging’, they have been asked to be human factor trainers now the 

organisation is begging again and asking them to be AIR team members. This com es after they the 

team had ‘tested the w aters’ of their influence. The project representative knows that this is a struggle 

for them, to take this chance on this initiative, they have been ‘bitten’ before and he is conscious of 

this. Again they come back with questions over credibility and how this will be ensured and m aintained 

throughout the project until finally they respond positively.

MT5 Belief in the future

This decision to become team members is ju st one example o f how despite how the organisations 

function people still believed that things could be better. In the A IR  case study, the dry-run and PPI 

surveys demonstrated this as did the actions of each of the groups when they fought for more support 

and more credibility for the initiatives. In Com pany AA the quality m anager believed that the way to 

change the situation was that enough people would start believing that things could be improved. He 

noted “the only way I see to overcome this situation is that a critical mass of idiots who still think that 

there is a hope to change anything to better is reached. Through all o f these projects you recognise that 

there are many personnel who would like to participate to improve things, many fighters I would say, 

but they are not co-ordinated, they don’t have a leader, a conductor, they make small plans and are 

disoriented to the illusions” (RPA quality case study).
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Even the technical director of Company BB expressed his own doubts and a belief that they could be 

overcome. He had called for a delineation of boundaries on what A IR  could deal with and what was 

outside its remit. He noted that IR issues were outside the remit o f AIR. He wanted it to be known 

however that it was not that AIR could not deal with these issues it was that it would not deal with 

them.

In a case study by Juravich cited in Hodson (2001) on National W ire (a pseudonym ) employees 

confront abusive conditions and a chaotic workplace resulting from  chronic mismanagement. Yet even 

in this chronic and abusive environment workers frequently apply their best efforts to the work at hand 

and use intelligence and initiative to facilitate production in spite o f all the obstacles (Juravich, 1985 

p.51 cited in Hodson, p.7). Research in aviation com panies has also dem onstrated that despite these 

complexities of the aviation system and in many cases mismanagement, w hat can w ork for the benefit 

of the organisation and safety in particular are '‘well intentioned people in dysfunctional systems” 

McDonald (in press).

Two factors that proved crucial in each of the case studies and helped these ‘well intentioned’ people to 

accomplish their tasks and try to improve the situation were real support and relationships. These two 

issues will be discussed next.

MT6 Genuine support

One of the key problems throughout the case studies and in particular AIR and Partnership was in 

relation to what is often termed ‘organisational support’. But what is organisational support and what 

does this really mean? During the RPA check case study many people com mented on the lack of 

support that they felt from their managers but were also able to identify exactly yhat they needed better 

equipment, not to have their staff moved around, administrative support etc. Thus there were two types 

of support that were important. The first is perceived organisational support, which Eisenberger (2005) 

defines as the general beliefs employees have concerning how much the organisation values their 

contributions and cares about their well-being. But also support on a very practical level was needed. 

W hat was most important throughout the case studies was that these two things w ere both present and 

both genuine, that is that managers were doing with their actions what they were saying with their 

words (Similar to Argyris & Schon, 1978 and Argyris, 1993 concept o f espoused theory and theory-in- 

use).

The AIR case study highlighted this in particular. A t a very basic level the teams needed time off their 

daily work duties to dedicate to AIR. M anagement agreed (with the second team) and they were in 

theory to be allocated one day a week. However their normal work load did not change and there was 

nobody to pick up this extra work so the team members ended up working harder during the rest of 

their week to make up for the time that they spent working on the project.
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On another more subtle level the influence of the technical director as acting A IR m anager on the team 

is another example of how this support may not have been real. On the one hand he played an 

important role in supporting the process and encouraged the developm ent o f good and realistic 

recommendations. On the other hand he had his own agenda in relation to the process. His push to have 

the group take over the DR cases was linked to one of his remits as technical director to establish a 

SMS for the organisation. Also he wanted the team to be the ones who would actually carry out the 

implementation of recommendations, som ething that was possibly lightening his load as a manager.

Also while the CEO on the one hand expressed his support for AIR, on the other hand he appeared to 

contradict himself in terms of this support. He went to great lengths to assure people that he believed in 

A IR and talked of getting rid of the ‘flavour of the m onth’ feeling around different initiatives. He said 

that AIR was different. W hat may have confounded this for people however was that he said he 

supported Six Sigma but people may not have believed this. A t a senior m anagem ent level there was an 

agreement that these initiatives were both important and would both be part o f a com pany wide 

strategy for change. Six Sigma was purchased by the whole Group and Company BB therefore had to 

‘buy into’ it. Some of the staff joked about and criticised the term inology that cam e with it saying that 

it was very ‘A m erican’. A IR  was developed in-house and the staff themselves had an influence on the 

terminology and how it was used. So there was also a feeling that support for Six Sigma was more 

reluctant. On the one hand this was good for AIR but on the other hand if m anagem ent com m itm ent 

was ambiguous over other initiatives, even if they were seen to be in competition to AIR, it was still 

not good for AIR.

When there was support things did work much better. The second team  in A IR  did have much more 

organisational support than the first. This is linked to the position of the organisation at the tim e and 

how the second team were also leading the human factors strategy in the organisation and involved in 

human factors training. W hat was striking from  the two teams was the difference in relation to 

handover to management. The first team ‘resented’ handing over the recommendations to managem ent 

because they were afraid that management would take all the credit, the second team refused to be 

involved in any way with the recommendations despite being pushed to do so. Support for the second 

team also came in the form  of greater team working.

The situation of the LAMs throws a different light on the nature o f organisational support. The LAMs 

played a pivotal role in the AIR case study and in relation to all o f the quality processes under 

investigation as they were the ones to im plem ent recommendations. However the team  were not 

supported in AIR by them, and in relation to quality, recom m endations were not implemented. It can 

be argued that the LAM s were being asked to give out support both to their staff in term s of the 

initiatives and to the organisation and their management in terms of im plem enting the 

recommendations or improvements. But where were the LAM s getting support from ? They had 

received no managem ent training, either general or personnel management, and received no additional 

resources to carry out the work of improvements. They were solely responsible for their area and felt
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pressured by work. They appeared to be caught in a vicious circle o f events where they knew they 

needed to change things but did not have the skills, resources, or time to do that. This can be seen in 

relation to the human factors training in particular. In the beginning they did attend the training courses 

on the first day as they were requested to do and as it was felt good for them and everyone, to do by 

m anagem ent However they soon began to com plain of what was being raised in the training sessions, 

and being afraid to be in the same room as their staff. It is possible that they felt isolated and stranded 

at these sessions knowing that they might be unable to deal with issues being raised by their staff.

Another problem that arose out o f this situation can be seen in particular in relation to human factor 

cases. It can be seen from the case studies, and something that was probably underestim ated by the 

A IR  project partners in the beginning, that human factor cases are by their very nature more difficult to 

process than technical issues; more often than not they are indicative of other issues or linked to deeper 

problems and are less easy to extract and resolve on their own. A particular danger however to the 

project was that because of this lack of training and lack of support for the LAM s there was the 

potential for them to choose those recommendations that were the easiest to im plem ent o f all the 

suggestions that were given them. As part o f the RARIE methodology co-ordinators were encouraged 

to weight recommendations and highlight those that were essential and those that were additional but 

that would not on their own solve the issue. M ost LAMs went for the ‘easier’ o f the recom m endations 

and attempted to implement those. This did not always happen and even suggestions that arose 

throughout the process that may have been beneficial were not implemented.

One of the differences between the organisations in the RPA quality case study was the level of 

involvement o f LAMs in developing and implementing recommendations. In only one com pany 

(Company CC) were the LAMs involved and this was through what were called ‘process ow ners’ who 

could be LAMs or their immediate staff. This relates to the issue of quality above and links to research 

from Eiff (2001) who found that those most engaged in the work do provide the best solutions to 

problems. This was the one of the premises on which the AIR team were selected to be representative 

o f all the different areas of work o f the organisation. However the experience from  the quality case 

study would suggest that it is not enough to have support for the LAMs in terms of developing the 

recommendations, there must also be support for them in terms of implementing the recommendations. 

The Partnership case study demonstrates this also. W hile it may not have been successful in term s of 

the roster issue there was a lot of work achieved by the forum and part o f this was because the LMM 

had such a network of support in terms of doing the work.

Thus while organisational support might be perceived as being lacking and particularly from  

management it may not always have been the intentions o f management to not have this support in 

place. Just as resistance to change is not a helpful term in terms of operational staff so too lack of 

organisational support may not be a helpful term in relation to management. The LAM s were caught up 

in this vicious circle but so too it could be said that the project representative was throughout A IR  and 

that the CEO was. It could be argued that the project representative was doing the best that he could in
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terms of AIR and trying to align it politically with the other continuous im provem ent initiatives that 

were ongoing and did succeed in this in term s of AIR becoming part o f m anagem ent’s triangulated 

approach to change. It could be argued that he was trying his best to support the initiative as also was 

the CEO who was attempting to bring the com pany out of a financial crisis. A t the first meeting with 

the CEO the team expressed all of their reservations to him and he did take tim e to reassure them. In 

one of his strongest comments he noted that what he wanted was for “ ...people to think differently, to 

think that they are valued, we don’t want them to leave their brains at the door when they swipe in” 

(AIR case study). Thus it could be argued that what is extremely im portant is for organisational support 

to be genuine but also that it is seen to be genuine, that people perceive it to be genuine, that is that 

people understand that management did start out with the best intentions but may simply have 

themselves been overcome by the difficulties and complexities o f the situation. The difficulty with this 

however is how to communicate this to staff and also how to obtain their trust.

In carrying out the AIR dry-run survey the researchers sat down with people and reassured them of 

things like confidentiality etc. The researchers also spent a lot o f time with the team which sustained 

the working of the team. The researchers spent time with the LAMs telling them about A IR  and trying 

to obtain their support. W hat was significant in all o f this was that the researchers did not have a ‘past’ 

in the organisation or indeed in relation to change initiatives. W hile this may have led them to be naive 

in a lot of ways, and caused problems for the project in term s of transfer o f this support to Company 

BB (AIR case study complexity of client / consultant relationship), they were genuine in their dealings 

with people and were perceived as such. It may be more difficult for people within the organisation but 

this is what is needed.

MT7 Relationships

Finally the issue of relationship was one of the central themes that ran throughout the thesis. W ithin the 

formal world of the organisation relations could be strained between departments and ‘brick w alls’ 

exist between them but also despite these brick walls some staff would manage to get work done. Part 

of, or it could be argued most of, the reason for this was because they had personal relationships with 

people from  other departments. One of the mangers com mented in Com pany CC that was troubled by 

these brick walls, how they worked through things was they sat down with each other and “met each 

other in their respective backgrounds” (RPA quality case study). The Company AA quality m anager 

worried about what might happen in relation to the issue of discipline if anything happened to him  or 

the vice president as at the moment they were able to work things out based on their personal 

relationship. W ithin the RPA check it was seen that personal relationships were a crucial part o f the 

functioning of the work groups and teams. W hen people knew each other personally and knew and 

trusted the skill base of the other, then work would flow much better and less time was spent ‘looking 

over people’s shoulders’. When staff were constantly being moved around it made the situation 

impossible for people.
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One of the highpoints of AIR for the team was that through working on one of the cases the beginnings 

of a new relationship with someone in the m anufacturer’s design office had been fostered. The team 

reported being ‘delighted’ to be on first name basis with someone and that it made such a difference in 

terms of their work.

However relationships are difficult and particularly when it is within a work context where people can 

sometimes be thrown together who may not normally choose this or where there are operational goals 

that have to be m et and the complexities of this impact on the relationship. The relationship between 

TCD and the project representative as leader o f A IR within Company BB can be seen as an example of 

this. It was at times difficult which may in part be a function of the com plexity of the consultant / client 

relationship or may have added to this complexity.

It would appear on the surface that the project representative was not always open with TCD about 

decisions he made or his motivations for those decisions. This may have been confounded however by 

TCD also being project co-ordinators thus making his actions within the project ultimately responsible 

to TCD. For this reason he may have felt unable to be open about everything with TCD. This is 

reflected in where the project representative did not want TCD to be aware of the discussions or 

negotiations that were taking place with the second team in relation to a potential 40 per cent pay rise. 

It is possible that he did not want TCD to be aware that the team were not 100 per cent happy with the 

way that the project was working out and that they wanted money. However it is also possible that 

considering he disbanded the original team for asking for money he did not want to be seen to be 

backtracking in front o f TCD.

All of the other themes that have been discussed here directly link to this one. For good relationships to 

develop there needs to be a safe place where people can get to know each other, work through their 

possible past issues that might affect the relationship, to grow to respect each other and their dignity. 

Some would argue that this is impossible within organisations where there is a power differential 

between people. Steers & Black (1994) define power as “an interpersonal relationship in which one 

individual (or group) has the ability to cause another individual (or group) to take an action that would 

not be taken otherw ise”. Yukl (1989) however argues that, while the use of power in groups and 

companies is a fact o f organisational life that all em ployees must accept, em ployees also have a right to 

know that the exercise of power within the organisation will be governed by ethical standards that 

prevent abuse or exploitation. He offers guidelines on how to avoid the misuse of different types of 

power, for example in relation to coercive power, em ployees should not be overly reliant on rewards, 

bonuses, overtime etc.
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Carl Rogers (1961, 2002) in his classic book “On Becom ing a Person” noted “ I have long had the 

strong conviction -  some might say it was an obsession -  that the therapeutic relationship is only a 

special instance of interpersonal relationships in general, and that the same lawfulness governs all such

relationships” (p.39). Maybe this same lawfulness should govern all work relationships. Some aspects

o f this lawfulness can be seen in the following:

“I f  I  can create a relationship characterised on m y part:

by a genuineness and transparency, in which I  am m y real feelings;

by a warm acceptance o f  and prizing o f  the other person as a separate individual;

by a sensitive ability to see his world and h im self as he sees them;

Then the other individual in the relationship:

will experience and understand aspects o f  h im self which previously he has repressed; 

will find  h im self becoming better integrated, more able to function effectively; 

will become more similar to the person he would like to be; 

will be more s e l f  directing and self-confident; 

will become more o f  a person"  (p.38).

Rogers believed that this statement held true if he was speaking of his relationship with his clients, with 

a group of students or staff members, with his family or his children. To borrow Lefkow itz’s phrase, 

maybe we need to realise that this is more than ‘trite platitude’, that it could possibly have a profound 

impact on the world of work.

Summary

Table 6.2 summarises these findings from  the meta-analysis on normal organisational life. Table 6.3 

produces an extensive list of characteristics o f normal organisational life based on this data. All o f this 

information can support a better analysis o f any problems or difficulties that arise both in normal life 

and in a change situation.
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Table 6.2 Summary Characteristics of normal organisational life

Form al and norm al
O perates at an obv ious level w here people  are  told they are responsible fo r their ow n safety  but then if they com plain  abou t the safety  o f  equ ipm ent they are seen as trouble m akers.
T hus no sense o f  ow nersh ip  in re lation  to safety  as system  does not pro tect them .
O perates at a  sub tle  level w here people feel unable  to  share  inform ation  w ith people from  outside their w ork area. In form ation  is shared at the level o f  co lleagues /  team  but not to
others.
C onflic ting  role o f  quality  departm en t
M istakes are  com pared  aga in s t form al w'ays bu t they a lso  need to be com pared against w hat norm ally  happens.
There is am bigu ity  over the process by w hich d isc ip linary  action  is taken.
Q uality  departm en t can act as a m ed ia to r betw een  departm en ts in tim es o f  conflic t but this m ay only  exacerbate  tensions betw een departm ents.
W hether o r not the quality  departm en t con tribu tes to  o rgan isational learning is d ifficu lt to  establish.
C ultu re  o f  not dealing  w ith situa tions openly
W ork situation  is no t conducive  to sharing  in form ation . Sharing takes p lace am ong co lleagues at the sam e level but very  little  sharing  ou ts ide  o f  this.
People are  not being treated  equally  o r w ith respect thus open  sharing  is very  d iffcult.
Influence o f  the past and lack o f  trust
Im portance o f  the h isto ry  o f  the o rgan isa tion  and the im portance o f  each persons h istory  in the organisation .
Pervasive lack o f  trust in the o rgan isa tion  at all levels.
B elief in the fu tu re
People still believe that the situation  can  im prove.
G enuine support
Support has to be genuine. Those g iv ing  support have to  start o ff  w ith good in tentions and if p rob lem s arise then at least o thers know  that there w ere genu ine  in their in tentions. 
H um an fac to r issues are very com plex  and  o rgan isa tions need to take account o f  this.
R elationships
Personal re la tionsh ips are ex trem ely  im portan t in a  w ork con tex t. T hey can get through ‘brick  w a lls ’ o f  departm en t conflic ts  and enab le  w ork to  be achieved.
To have a  personal con tac t w ith a d epartm en t o r com pany  is im portan t to people and m eans having a  com pletely  d iffe ren t re la tionsh ip  w ith that departm en t o r com pany .
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Table 6.3 Characteristics o f ‘normal’ organisational life

• I^ c k  o f  support fo r LA Ms
• S trained re la tionsh ips betw een  LA M s and support departm ents
• Strained re la tionsh ips betw een departm en ts. D epartm en ts function  as independen t units w ith strained re la tionsh ips and lack  o f  com m unication  betw een them ,
• M ixed view s by the p ro ject rep resen ta tive  o f  the L A M s
• Q uick-fix  solu tions
• U nderestim ation  o f  the com plex ity  o f  processing  hum an fac to r cases
• N o fo llow  through  on possib le so lu tions
• A m biguity  over support from  sen io r m anagem ent
• Im portance o f  v isib le  signs o f  m anagem ent com m itm ent
• l^ c k  o f  trust in sen io r m anagem ent
• I^ c k  o f  support from  L A M s fo r hum an factors train ing
• I>ack o f  support from  sen io r m anagem en t fo r D R  process
• C u ltu re  o f  m istrust. L ack o f  trust betw een m anagem ent and unions. l.ack  o f  trust in IT. I^ c k  o f  trust in reporting  m istakes to  quality  departm ent.
• Pow er p lay betw een d iffe ren t change in itiatives
• R ole conflic t fo r L A M s
• C ulture  o f  lack o f  shared know ledge, com m unication  and respect
• C ulture  o f  a desire  fo r fairness
• C onfusion  in relation  to som e organ isa tional p rocesses over w ho is responsib le  fo r w hat roles and functions.
• I^ c k  o f  desire  on part o f  m iddle  m anagem ent to take on board m ore w ork in the form  o f con tinuous im provem ent fo r exam ple; so lv ing  problem s, develop ing  or

im plem enting  recom m endations. T hey  w ere happy  w hen given a set o f  recom m endations to solve p rob lem s (bu t d id  not m ean they  im plem ented  them ).
• D ifficulty  in find ing  real so lu tions to  p rob lem s particu larly  those o f  a non-technical nature.
• N o ag reem en t over w ho w ould  take responsib ility  fo r overseeing  w hether o r not recom m endations are carried  out.
• N ew  in itiatives dy ing  ou t after a tim e and people becom ing  d isillusioned  w ith change and im provem ent.
• D ifferen t percep tions o f  success / fa ilu re  o f  in itia tives depending  on position o f  the perce iver in the com pany.
• D ifficu lties w ith how  to c lose  o ff  p rob lem s raised  by people.
• Lack o f  overall p rocess m on ito ring  (fo r exam ple  w ith the d iscrepancy  reporting  process).
• H iding o f  inciden ts from  the quality  departm en t calling  them  ‘ev en ts’ and dealing  w ith them  at a local level. P eople  fa r m ore likely to  go to  ano ther person on sam e level o r

sam e area  abou t inc iden t then go to the quality  departm ent. I ^ w e r  level m anagem ent prefer to deal w ith inciden ts at the ir level then go to quality . Q uality  departm en t had to
go looking  fo r incidents.

• A m bigu ity  at the operational level and at the level o f  quality  over w hat exactly  is an inciden t that needs to  be reported  to quality , and then to the au thorities respectively .
• Inform al sharing  o f  p reven ta tive  safety inform ation .
• C ultu re  o f  b lam ing peop le  fo r m istakes o r try ing  to find  som eone responsible. T h is  cu ltu re  supported  by legislation.
• Perception  that there is no  po in t reporting  som eth ing  anyw ay as noth ing  w ill change.
• Perception  by the quality  departm en t o f  them selves being rem oved from  ‘the ac tio n ’ at an operational level
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• Perception  by the operational level o f  quality  as being rem oved  from  real w ork experience, that their role w as to sim ply  do t the i ’s and cross the t ’s.
• Follow ing  an inc iden t in a  com pany  the p rocess o f  develop ing  and im plem enting  recom m endations is p roblem atic.
• D iscip line can be used against both an individual and their departm ent.
• T he quality  departm en t do  not w ant to be seen to  be associated  w ith d isc ip linary  action  as th is m ay prevent people from  having confidence in their espoused  no-b lam e 

policy.
• Incident investigations carried  ou t and behav iours involved in incidents m easured  against w'hat should  happen in the form al system  and not against w hat usually  happens in 

the norm al system  -  thus organ isa tional learn ing  does not take place.
• Perception  by operational level that quality  departm en t fo llow ing  an aud it are m ore  focused  on the non-com pliance  then on any potential im provem ent that cou ld  arise ou t 

o f  the audit.
• A m bigu ity  over the role o f  the quality  departm en t in develop ing  recom m endations fo llow ing  an audit
• W ith the aud iting  system , in com parison  to d iscrepancy  reporting  or incident m anagem ent, there is better clarity  in reporting  find ings and better p roactive m onito ring  o f  

w hether recom m endations are carried  out. T w o  fac to rs are  o f  im portance here how 'ever, one is the aud iting  system  is m ore regulated  than the o th er quality  system s and the 
second is that financial rew ards are  invo lved  in som e com pan ies (although  this does also com plicate  th ings as in som e com pan ies this led to d ishonest reporting  by 
m anagem ent to  keep  their bonuses).

• N o evalua tion  by the quality  departm en t o r anyone else o f  recom m endations im plem ented fo llow ing  an audit.
• Im provem ents can becom e ju s t abou t fu lfilling  the regu la tions so both the quality  departm en t and the operational a rea  lose sight o f  the b igger p ic tu re  and the need fo r the

changes in the firs t place. T h is  can happen because o f  the tim e delay or sim ply because  o f  the process o f  develop ing  the recom m endations.
• A m biguity  o ver nature  and ro le o f  s ta ff invo lvem ent in the im provem ent process.
• Lack o f  general and adm in istra tive  support fo r low er levels o f  m anagem ent.
• I^ c k  o f  tra in ing , both general m anagem ent and people  m anagem ent training, fo r low er levels o f  m anagem ent.
• A m biguity  over the role o f  low er m anagem ent and lack o f  trust in sen ior m anagem en t to  help / support them . A dditional m anagem ent train ing fo r them  can be perceived  as

sen ior m anagem ents w ay o f  g iv ing them  m ore w ork to do.
• Lack o f  o ffic ia l ‘tran sfe r’ period o r m arking o f  transfer from  operational level to  m anagem ent level thus new  low er m anagem ent s ta ff are not helped w ith ad justing  to  a new 

re lationsh ip  w ith their fo rm er peers. M anagem ent can then be based on coercion  / asking fo r favours / jok ing . T rust in skill base /  com petence  o f  the person is a lso  an 
im portan t factor. Issues becom e p rob lem atic  w hen s ta ff m ove around  a lot o r there are a lot o f  con trac to rs em ployed.

• I 'h e re  is a  lack o f  incen tives fo r people to m ove to m ore responsib le  positions and a  subsequent am biguity  o ver o n e ’s p rom otional path.
• People can be p ressurised  to do  overtim e.
• A cu ltu re  o f  respect fo r technical know ledge and skill is present. T h is can lead to a lot o f  resentm ent if th is is no t respected  by m anagem ent.
• D esire to get to  know  people  one is w ork ing  w ith and to  build  up relationships and trust in people and their com petence.
• Im portance o f  good team  w orking.
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6.4 Results relating to secondary research question

In relation to the secondary research question Table 6.4 outlines those themes that emerged from this 

research which are related to the following:

• The process of change

• The change situation

• The normal situation

It can be seen from this table that it was only those themes that specifically related to what Paton &  

McCaiman (2000) refer to as the “ the processes by which change is managed” (p. 15) that were unique 

to the A IR  case study (e.g., T l,  T5, T18 the role o f TCD in the change, T2, T25, ambiguities over the 

new role of people involved in the change, T23 the team raising concerns over credibility o f the 

initiative) and the Partnership case study (e.g., T59 biases in the initial working o f the forum, T63 

questioning the focus of the forum, T64 failure o f the first action taken by the forum). A ll o f the other 

themes as represented in columns 2 and 3 o f Table 6.4 could be said to reflect elements o f ‘ normal’ 

organisational practice.
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Table 6.4 Themes directly and not directly related to process of implementing change initiative

Themes related to the process of change Themes related to the change situation Themes related to normal organisational life
'I'l Positive influence of TCD

T l.l  Role of TCD in assuring confidentiality 
'11.2 Role of TCD in training co-ordinators 
T1.3 Role of TCD in engaging LAMs

T7 Lack of support for LAMs T76 Changing role of quality in Company DD

T2 Initial ambiguity over the role of the co-ordinators 'rS Strained relationship between LAMs and support 
departments

'r?7  Different perceptions of quality in Company BB

T3 Initial drop off in the number of co-ordinators T9 Strained relationship between departments T78 Question whether quality staff should initiate 
DRs

14 Initial good ‘on the surface’ working between and 
within co-ordinators and TCD

'n o  Mixed views by the project representative of the 
LAMs

T79 I^ck of trust in the process

T5 Failure of TCD to adequately recognise and deal 
with

T5.1 requests from co-ordinators for more 
time
T5.2 requests from co-ordinators for more 
recognition
T5.3 perceptions of competition from other 
initiatives by co-ordinators

T12 ‘Quick-fix’ solutions 'I’SO Difficulty in obtaining responsibility for DRs 
from LAMs

T6 Perceived lack of support from AIR T13 Underestimation of the complexity of processing 
human factor cases

T81 Problems with the development of DR 
recommendations

r i  1 I^ck  of trust between LAMs and TCD 'IT4 No follow through on possible solutions T82 Problems with implementation of DR 
recommendation

T16 Ambiguity over the political strategy of the 
project representative and trust in TCD

T15 Ambiguity over support from senior management for 
AIR

T83 Problems w'ith monitoring whether DR action 
taken or not

r i7  Questions by project representative over 
accountability

'1'28 Importance of visible signs of management 
commitment

T84 I^ck  of communication between management 
and quality

'118 Shortcomings by TCD as researchers
'I’lS .l Lack of problem identification by 'PCD 
'IT 8.2 Lack of appreciation by TCD of impact 
of past
T18.3 Lack of appreciation by TCD of 
operational realities

T34 Lack of trust in the technical director and 
management

T85 I^ck  of communication between quality and 
initiator
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T19 Need to fight for support for AIR at organisational 
level

T37 I^ c k  of support from LAM s for human factors 
training

T86 Different perceptions of the success o f the DR 
process

T20 Achievem ent of organisational level support for 
AIR

T38 l>ack o f support from senior management for DR 
process

'I’87 Problems with the initiator being the one to 
determ ine the success o f a case

T21 Failure to translate this into support for co 
ordinators

T40 Culture o f mistrust T88 Quick fix solutions

T22 Decision by project representative to select new 
team

T4I Power play between Six Sigma and AIR '189 I^c k  o f overall DR process monitoring

T23 Concerns raised by new people selected T42 Recognition of com plexity of human factor cases 'l'90 l^ c k  of official reporting of incidents
T24 Response by CKO to these concerns T43 Enthusiasm about purchase of company 191 Informal treatm ent of incidents
T25 Role conflict for new people selected from 
operational level

T48 Role conflict for LAM s 'l'92 Informal working o f the system

T26 Factors influencing the role o f the project 
representative

T51 Project representative lack of trust in LAMs '1’93 l^ c k  o f a no-blam e policy

'I’27 A m biguity over the political strategy o f the 
project representative

T56 Factors influencing role of LAM 'I'94 I^ack of confidentiality

T29 Lack o f openness between project representative 
and TCD

167 Culture
T 6 7 .1 Culture of lack of shared know'ledge 
167.2  Culture of lack of communication 
T67.3 Culture of lack of respect

'I'95 I^c k  o f trust in the IM process to produce results

130 People selected wanting to make sure they had 
influence over AIR and its credibility

T68 Strained relationship between LM and other 
departments

'F96 Different perceptions on what is important

T31 Delineation of boundaries on AIR cases I’69 Trust
169.1 Lack of trust in 11' and in management 
'169.2 Lack of trust in the unions by management 
169.3 Lack of trust in management identification 
of the problem by the unions 
'F69.4 Lack of trust in proposed management 
solution by the unions

'f97  Strained relationship between departm ents

'132 Official asking of people to be AIR team -  
possible power play

'F72 “Chipping away at the culture” 'I'98 Problems determ ining the need for an incident 
investigation

T33 People raising questions over credibility T73 People’s influence on chipping away at culture 'I'99 Role conflict for LAMs within IM process
T35 Response to being asked to be the AIR team 'T74 Quick-fix TlOO Reporting the incident to the authorities
T 36T eam  attendance throughout 'P75 Fairness T lO l D ifferences in the interview process (the main 

investigation tool)
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T39 Power play over selection of cases for processing T102 Problems with the development of IM 
recommendations

T44 Influence of role of AIR manager T103 Problems with the implementation of IM 
recommendations

T45 Positive impact of more support on team T104 Ambiguity over the disciplinary aspect of the 
process

'1'46 Positive impact of team members on each other T105 Incident management observation in Company 
BB

'I'] 05.1 Court room like setting of the 
interviews
T105.2 Influence of the customer on the 
investigation process
T105.3 Double standard in the focus of the 
investigation
T105.4 Double standard in task performance 
T105.5 Problems with task performance 
T105.6 Lack of a no-blame culture

T47 Different experiences of handover to LA Ms T106 Limited focus on improvement
149 Impact of September 11*'' terrorist attack on the 
project

T107 Clarity in reporting audit findings

'l'50 Concerns expressed by a team member on 
organisational support and role of project 
representative

T108 Differing involvement of quality in the 
development of lA recommendations

T52 Influence of European Commission on project T109 Problems with the implementation of lA 
recommendations

T53 New contact with manufacturer as a result of AIR T 1 10 Proactive role of quality in monitoring the 
implementation of corrective actions

T54 Frustration at lack of progress with I'l' T 1 11 ‘Push’ from quality if lA recommendations not 
implemented

T55 Attempts to deal with continued lack of support 
by management

T 1 12 Ambiguity over process of evaluating IA action 
taken

T57 Initial differences in perception of purpose of the 
forum

T 1 13 Problems closing off IA cases

T58 Lack of involvement in crucial initial decisions T 1 14 Lack of overall process evaluation
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T59 Biases
'F59.1 Bias in the objective of the forum 
T59.2 Bias in the initial focus o f the forum 
T59.3 Bias in representation on the forum 
T59.4 Bias in facilitation o f the forum

T 1 15 Different perceptions of what is important

160 Power play between managem ent and unions 
T60.1 Controversy over who should attend 
forum  and what it should cover 
160.2 Unions question the role o f the support 
groups: Six Sigma and TCD 
l'60.3 Unions question point o f the forum

1 1 1 6  I^ c k  of adm inistrative support for CKM s and 
CMs

161 Influence o f each person’s background on the 
working o f the forum

T 1 17 L^ck of general support for CKM s and CMs

162  Participants’ initial perceptions of problem s on the 
line

T 1 18 I^ c k  of training for CKM s and CMs

163 Questioning the focus of the forum T 1 19 Lack o f general management training
164 Failure of the first action taken by the forum T120 Lack o f people management training

T65 Re-focus to alleviate initial bias in the focus o f the 
forum

T 121 Am biguity over the role of the AE

'l’66 Role conflict for the Six Sigma representative T122 Problems in interaction between AM Es and 
CMs

170 Asking for suggestions “too little too late” T123 Pressure on AM Es to do overtime
T71 Asking TCD for suggestions T124 Problems with the role o f the project planner

T125 Problems in interaction between project 
planners and CKMs
T I2 6  Respect for technical knowledge and skill
T127 Problems with quality and stability o f staff
T I28  l^ c k  of trust in management by AM Es
r i2 9  Perception am ong AEs that managem ent did not 
trust them
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Resistance to change

A sub-question of tlie secondary research question was in relation to resistance to change and 

whether or not it can be an unhelpful term. Kahn (1982) found that resistance behaviour during 

times of change is frequently indistinguishable from  normal behaviour patterns. Evidence from  this 

thesis would support this claim. He also argued that the difference is a function of the perspective 

of the person classifying the behaviour rather than the behaviour itself. In both the AIR and the 

Partnership case study behaviours that could be labelled as ‘resistance’ were found, for example, 

asking for more money, questioning the change etc. Paton & M cCalm an’s (2000) point out that 

these issues may not be about resistance but could be expressions of unease or discontent with how 

one is being treated within the change initiative. Hosking (2004) too argues, in her critical 

construction of change, that resistance might well be the local rational response. This would appear 

to be supported in this research (e.g., the union representative in Partnership appeared to resist a lot 

but this behaviour would more appropriately be described as a response to how he was being 

treated in the initiative).

The behaviour in these particular themes, that could have been identified as resistance, was found 

to be indicative of a deeper organisational dynam ic in relation to support and in particular genuine 

support. Also the finding that sim ilar themes were so pervasive across all three case studies would 

suggest it is more likely they are indicative of an unhappiness with how work is being managed 

within the company.

Focusing on the process of the change and these resistance behaviours may not be helpful in 

obtaining a better understanding of how to implement change. W hat is needed is a better 

understanding of what is happening in normal practice. Thus ironically if one takes AIR as a 

change process that set out to understand the normal practice of task perform ance in aviation it 

could be said to have failed because it did not understand the normal practice o f the aviation 

organisation.
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SECTION 7 DISCUSSION

7.1 Introduction

In this section the findings from this thesis are discussed along with their implications for human 

factors and organisational theory, some methodological considerations are outlined and some 

implications for future research advanced.

7.2 Research findings & their implications for Human Factors

This thesis has demonstrated that human factor initiatives are extremely d ifficu lt to implement. 

Previous research had also come to the same conclusion. Findings from the United States, where 

the FAA along with the aviation industry had invested heavily in a human factors programme over 

a fifteen year period from mid-1980s until 1995 (FAA, 1995), showed that with this programme 

there had been small local successes, but overall a failure to meet objectives and increasing 

disillusion (Taylor &  Robertson, 1994; Taylor &  Patankar, 1999; and Goglia, 1999). 

Recommended practice at the time was built on two main components: creating ‘ awareness’ of 

human factors issues through training, and analysing the types and sources o f error (ATA, 1999). 

However one of the problems highlighted was, for example, that few organisations actually carried 

out human factor analyses of their incidents.

A more fundamental issue however was the growing realisation that even i f  these two things were 

carried out, they were necessary, but not sufficient grounds fo r changing practice: changing 

awareness was not a sufficient basis for changing behaviour, and analysing error did not in itself 

ensure that the system was changed to reduce the probability o f similar errors in the future. 

Corrigan et al. (1998) demonstrated that human factor programmes to assist organisations in 

incident management were not working and organisations were destined to repeat their mistakes 

and have multiple incidents o f a similar nature before a solution was found. This was because 

organisations did not support the implementation and evaluation o f recommendations. McDonald 

et al. (1999) also noted the failure of human factor initiatives and put forward the follow ing 

reasons; that human factor initiatives were marginalised within the organisation, they were overly 

focused on training, they were overly focused on diagnosing what went wrong not on change, they 

had a lack of clear objectives and there was no commitment to evaluation.

Within the industry a growing number o f people, both practitioners and theorists, began to suspect 

that the failure of human factor initiatives was attributable to an inadequate understanding o f what 

happens in normal practice (Maurino, 2001; Van Avermaate, 2001; Westrum, 2001; McDonald, 

2001; Hale, 2001, 2002; Dekker, 2002, 2004).
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Each of these previous problems with the implementation of human factor initiatives is discussed 

here in light of the findings from this research. W ithin the A IR  case study extensive human factors 

training was carried out with over 500 people trained by the end of the programme. W hile this 

training did create an awareness of human factors within the organisation it is also true that this 

was not a sufficient basis for changing behaviour. Previous research also acknowledged this but 

there was an assumption that this was because people just do not change that easily. However there 

are a number of organisational factors responsible for this. Human factors training by its very 

nature can raise lots o f issues. For this reason a middle m anager was asked to sit in on each training 

course in order to deal with any potential problems that m ight arise or at least take note of these 

and enter into discussion on how they might be addressed in the future. However the managers 

were afraid to be in the room with staff and thus problems could not be addressed in this manner. It 

was hoped that the AIR system would then take over as a means to support this problem recording 

and solution process, however this system was not up and running at the time of training. Thus 

even within the training sessions there were already difficulties in relation to how potential issues 

might be addressed. If these issues were not going to be addressed within the training, then there 

was little hope that they would be addressed outside of the training. M anagem ent did not attend the 

training course and thus staff, while being encouraged in the training to take responsibility for their 

work, would, immediately following training, re-enter an environm ent where that behaviour would 

not be supported.

Corrigan et al. (1998) dem onstrated that human factor programmes to assist organisations in 

incident management were not working because organisations did not support the implementation 

and evaluation of recommendations. From this research it can be seen that the processes of 

developing and implementing recommendations is extremely difficult. One of the main problems in 

the AIR case study was that there was an underestimation of just how difficult processing human 

factor cases can be. It appeared that the organisation was used to solving problems of a technical 

nature and felt that human factor problems could, once recom m endations were developed, be dealt 

with in a similar manner. However this was not the case. Human factor problem s are by their 

nature typically not technically sim ple problems. They require more investigation to get to the root 

causes and more work to develop recommendations. A lso the solutions to w hat initially appear to 

be relatively technically simple problems are often fairly complex in their organisational 

implications. Even w hat appear to be relatively technically sim ple problem s can take a large 

organisational effort to solve (or are impossible to solve) without adequate support and human 

factor cases are not simple. These two factors played a m ajor role in the lack o f organisational 

change; adequate diagnosis did not take place in the first instance and, even if it did, when it came 

to recommendations managers, because of the constraints that they were working under, 

continuously went for those recommendations that could be described as ‘quick-fix’ but were not 

adequate in really dealing with the problem.
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Researchers and human factor practitioners have highlighted problem s at the level o f middle 

management (e.g., Eiff, 2001; Goglia, 2001). Middle m anagem ent have a particular role to play in 

change yet the role o f middle management is fraught with com plexities and contradictions that are 

often not understood. They may support and believe in the change yet appear to do the opposite. 

Middle management however often do not receive the same attention in the change initiative as 

senior management and thus may not be fully aware of it. They may not have received any training 

in their own job, thus asking them to manage the im plications of a change initiative is an added 

difficulty. They are also more at the front line of the operational w ork that has to be done and will 

suffer more from the pressures of trying to do this.

Despite acknowledging McDonald et al.’s (1999) work on the failure of human factor initiatives in 

advance of this research, and despite attempting to address the issues, sim ilar problems also arose 

in this research. AIR, for example, did become marginalised within the organisation. In an attem pt 

to avoid marginalisation a team was selected representing nearly all o f the departm ents o f the 

organisation. However this team ran into difficulty in relation to their com mitm ents to their own 

work-load and the lack of support for them in the process. Personnel involved in change have to be 

given ‘real’ time off from their daily duties, that is, someone else has to stand in for them so they 

are not left with all their own work to do on top of the work of the change initiative. If this is not 

the case then other incentives need to be given, for exam ple, m oney, recognition, promotion 

prospects. When people from the operational area where the change is happening are engaged in 

solution finding, then more detail comes to light, more in depth findings arise, grounded in a better 

understanding of normal practice. For this to happen organisations must also trust in local area staff 

to come up with solutions. At the moment there can be an over reliance on external consultants or 

‘experts’.

With more specialists and consultants operating in organisations and organisations developing their 

own in house expertise, most people involved in initiatives can be either external to the 

organisation or to the department. Human factor initiatives can also be hampered or hindered 

depending on where they are located in the company or who or which departm ent is overseeing 

them. As noted in this thesis, there are several issues in relation to the role of the quality 

department in organisations and arising from these issues (e.g., the nature of confidentiality, 

ambiguity over discipline, quality acting as unsuccessful mediators) it may not always be the best 

way forward for initiatives to be located in the quality department.

Similarly the role of the external agent / consultant is complex. External consultants can bring a 

certain energy with them to a new initiative that may not always be sustained after they have left. 

They may be able to bypass some problems that would arise for in-house staff and thus create 

unreal expectations and situations for the change initiative. Because they do not have a history in 

the company they are also more ‘neutral’ in dealing with people and thus people may be more
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willing to confide in them again creating a false situation and possibly false expectations for the 

change initiative. External consultants can also have more influence on managem ent and be better 

able to negotiate support.

There was also a strong focus by the organisation on training in the AIR project although other 

elements including the development of the AIR team were encouraged by TCD. The difficulties in 

relation to training and creating awareness have already been discussed above. The team however 

did attempt to not just focus on diagnosing what went wrong but also to develop recommendations 

for changing the situation. This however, as noted above, was extrem ely difficult. This was not 

only a problem for AIR. In the RPA quality case study it can be seen that the developm ent and 

implementation of recommendations was one of the m ajor problems across all three quality 

processes investigated. In relation to the last two items the AIR project did have clear objectives 

and there was a definite commitment to evaluate the programme. It is evident that other factors 

were at play that contributed to the difficulty of implementing the AIR project. This same factor 

was also evident in the Partnership case study and in the failure of the quality processes to achieve 

their objectives as demonstrated in the RPA quality case study.

At this stage a growing number of people had begun to suspect that the failure of human factor 

initiatives was attributable to an inadequate understanding of what happens in normal practice. The 

findings from this thesis would suggest that this is the case. A change or human factors initiative 

often is a chance for people to have a ‘voice’. It gives people a chance to say “we are not happy 

with how work is carried out here”. Unless this is known and these issues are addressed then the 

change or human factor initiative will fail. This thesis dem onstrated, for example, that staff are 

being treated with a lack of respect and dignity, being treated like ‘children’ or ‘m ushroom s’. Trust 

is lacking between people and departments and sharing o f information is difficult. In the aviation 

industry this is confounded by the double standard that permeates much of the work carried out. 

Staff are often unable to discuss problems or issues that they may have in a real or open manner.

This leads to problems for staff of cognitive dissonance, increased affiliation with their colleagues 

and a separation from other colleagues, departments and ultimately the organisation. Staff are 

judged on their mistakes against a criterion that is impossible for them to fulfil. Thus there is a 

reluctance to admit to mistakes leaving an inherent weakness in the system.

However despite all o f this people do want to “get on with the job" and do want change and 

improvement initiatives to be credible and to work. This in itself would suggest that staff should be 

treated even better. W hat does help this situation and help work to be done is when support is 

genuine or at least people start out with genuine intentions even if these are frustrated along the 

way. Also relationships are important but crucial to relationships are all of the other factors
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suggested by the meta-themes; that time be given to deal with any past issues that might impinge 

on the relationship, that time is allowed for trust to develop and so on.

These findings suggest that how people are treated in organisations is o f fundam ental importance: 

that people need to be treated with respect and dignity. It is argued that em ployers have a moral and 

ethical obligation to ensure this. These issues have not been given a lot o f prominence in 

organisational theory and in human factors in particular. However they need to be brought to the 

forefront in order to understand organisations. Only then will it be possible to understand the 

processes of change.
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7.3 Research findings & their implications for organisational theory

In Section I  Introduction an overview was given o f the historical development o f organisational 

theory and the progressive realisation that people were o f fundamental importance in organisations. 

Handy’s (1999) realisation that “ organisations are, first and foremost, fascinating collections of 

people” was cited. He also placed power and practicalities along with people. Power is needed to 

make organisations productive as well as an understanding o f the organisational context -  what he 

refers to as the practicalities. Over the last number of years since Handy wrote this and since the 

commencement o f this thesis there has been a shift in actual organisational life as also noted in the 

Introduction. Organisations are moving towards flatter, less hierarchical structures and staff are 

encouraged to be more autonomous, to make more decisions. Greary (1999) does include a word of 

caution pointing out that this is not always for the benefit o f the employee and may be a 

manipulative way o f getting more out of workers. This along with a number of high profile 

corporate scandals has also led to a refocus on ethics in organisations.

This has also led to a resurgence o f interest in the person at work. Work is a fundamental aspect of 

human life. People need to and want to work and work well. There are intrinsic rewards in doing so 

recognised by psychologists and philosophers alike (Maslow, 1998, Herzberg, Mausner &  

Snyderman, 1959, Hackman &  Oldham, 1980, Plato, Aristotle, Hegel, Kant, M ill, Marx, Weil). 

Organisations have a responsibility to provide for the conditions by which people can attain these 

intrinsic rewards from work (Herzberg, 1968) and it is the responsibility o f organisational 

psychologists to help organisations to provide these conditions. Lefkowitz (2003) argues that in 

attempting to develop a new framework for ethics in organisational psychology that organisational 

psychologists need to move beyond ethics and incorporate values from our rich humanist tradition 

also.

Gratton in a recent book ‘The Democratic Enterprise’ attempts to address these issues while also 

attempting to take economic factors into account. She asks can organisations flourish economically 

and also be places o f excitement and stimulation, fu lfilm ent and tranquillity? Gratton (2003) 

believes that they can and that the key to this is democracy, that is, personal involvement and 

participation in organisations where choice flourishes and where shared purpose is the unifying 

force.
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She proposes six tenets o f the dem ocratic enterprise:

(1) The relationship between the organisation and the individual is adult-to-adult

(2) Individuals are seen primarily as investors actively building and deploying their human 

capital

(3) Individuals are able to develop their natures and express their diverse qualities

(4) Individuals are able to participate in determ ining the conditions of their association

(5) The liberty of some individuals is not at the expense of others

(6) Individuals have accountabilities and obligations both to them selves and the organisation 

(From Gratton (2003) The Democratic Enterprise p.35)

Living the six tenets requires a blueprint with three related building blocks. The first building block 

addresses the role and responsibility o f the citizen. A t the heart is the notion of individual 

autonomy; the capacity of every member of the organisation to understand themselves, to view 

themselves as investors and to actively and relentlessly build their personal human capital, that is 

the capacity for each em ployee to become the best he or she can be. For the individual this means 

becoming more aware, more reflective and creating models of oneself and taking action. For the 

organisation this means supporting all o f these different activities. The second building block 

considers the obligations of the organisation and addresses the organisational variety; the capacity 

of organisations to provide a space for responsive, com mitted people to become the best they can 

be and create an organisation which is innovative and flexible. There needs to be organisational 

variety in the following ways; jo b  assignments, projects, job  content, training, developmental 

relationships, rewards and benefits, location and finally time.

The final building block brings together the role o f the citizen and the role of the organisation. 

Gratton uses the concept of a ‘container’ from  Ancient Greek society where the container was the 

city. In a state dem ocracy the container is the state and the boundaries o f the state are well 

articulated and understood. For an organisation the notion of the container is more complex. In a 

democratic enterprise citizens are autonomous and self-determ ining and a key role of the 

organisation is the provision of space and choice.

But what then keeps the enterprise together? For this Gratton relates the idea o f containm ent to 

shared purpose: the com mon goals o f the organisation, acting as common bonds of performance; 

the way in which the obligations and accountabilities of individuals becom e part o f the 

organisational fabric; and the trust generated within the organisation, which permeates the 

relationship between individuals.
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Gratton in her book acknowledges that it is extremely difficult to find a truly dem ocratic enterprise. 

She points out that many of the examples of a democracy are small, entrepreneurial companies. 

Alternatively there are larger com panies led by a charism atic founder. In this category she cites 

Ricardo Semler of Semco, a m anufacturing company in Brazil, as the most widely celebrated 

charismatic founder of a dem ocratic enterprise.

Semler has told his own story in two books ‘M averick’ (1993) and ‘The Seven Day W eekend’ 

(2001). Semler inherited Semco from  his Austrian born father in 1981. At that time it was a 

com pany that was doing relatively well considering the climate in Brazil. There were 110 

employees generating revenues of $2 million a year. H owever 20 years later in 2001 the company 

has been transformed with 1,500 em ployees making profits of $160 million. Semler puts this down 

to it being a democratic enterprise. How it all started was when at the age of 25 he suffered a 

physical breakdown from one of the worst cases of stress his doctor in Boston had ever seen. He 

had been working more than 15 hours a day until he could not take it anymore. He decided to 

transform the way business was done.

One of the very first steps he took also turned out to be very problematic. This is outlined here as 

an example of the complexity of becoming a democratic enterprise. W hen he first started work at 

Semco he was shocked at the oppression he found. The rules and procedures at Semco left him 

numb. Yet he embraced the traditional executive role and ended up adding to this oppression by 

developing a tardiness programme that docked an em ployee’s salary if they were a few minutes 

late. Following his health problems however this oppression came back to haunt him again. There 

was a lifelessness, a lack of enthusiasm, a malaise at Semco that he wanted to change. He began by 

attem pting to get rid o f one of the biggest symbols of oppression in the com pany -  security checks. 

Since its founding every worker at Semco had been subject to a security check on their way out the 

gate. To abolish this Semler had a sign posted at the gate which read “Please make sure as you 

leave that you are not inadvertently taking anything that does not belong to you”.

The reaction astounded him. M anagers were appalled at this decision but he had anticipated that. 

W hat he had not anticipated was the reaction of the unions. They com plained as some workers felt 

they would be blamed if something went missing, as he notes it inevitably would. He notes the 

union leader pleading “Our people want the searches. They want everyone to know that they’re not 

the ones taking the tools” (Semler, 1993 p.64). After two hand-held drills went missing from  one of 

the plants so many workers demanded that searchers be resumed that he held a plant-wide 

assembly to calm people down. He could not believe that workers wanted to be searched to prove 

their innocence. He explained “ ...that they were forsaking their right to credibility. W hat happened 

to innocent until proven guilty? Isolated thefts should not be enough to make them give that up” 

(Semler, 1993 p.64). He knew him self that this would not abolish theft but he “would rather have a
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few thefts once in a while than condemn everyone to a system based on mistrust” (Semler, 1993 

p.65).

Thus began a journey that is not over. In 2001 Semler adm itted that after 19 years of trying to 

create a dem ocratic enterprise he and his colleagues felt they were 30 per cent there. However he 

also acknowledged

“So the Semco story continues and, should we do badly in five to ten years’ time, nothing 

will alter our faith in freedom and democracy as guarantors o f sustainability. Maverick is 

a tale o f  flying in the face o f  accrued business wisdom. But it is also a reminder that age- 

old truths about human nature, respect and integrity can be powerful allies o f success” 

(Semler, 1993 p.xii).

This is the most famous case study of a dem ocratic enterprise and it tells o f a catalogue of 

problems and disasters but also of real growth and achievement. Concepts like M aslow ’s ‘self 

actualisation’ or Roger’s ‘becoming a person’ are all extremely im portant but so too is 

remembering the context in which the world of work operates, that changes can take years, that 

there are constraints on people becoming the best that they can be and that it takes a lot o f work to 

even be on that journey.

The researcher com m enced work on this thesis with one core assum ption -  that people do want to 

work well. This implies that people want to behave in certain ways in organisations. Nothing in this 

thesis would suggest otherw ise and indeed there are many examples of people wanting to work 

well including, for example, when colleagues, despite not being able to share with everyone in the 

organisation, do share important preventive safety inform ation with each other. There is an attitude 

of “there but for the grace of God go I”. Also despite people feeling that m anagem ent were not 

treating them well they still wanted to “get on with the jo b ” and do want change and improvement 

initiatives to be credible and to work.

However the findings from  this thesis would also suggest that there are both internal and external 

constraints acting on each person, group, departm ent, management within the organisation and the 

organisation itself. External constraints are those things over which a person or an organisation 

does not have any control, for example, for an organisation this could be the rate o f inflation, the 

range of competitors, the type and nature of regulations governing the organisation. For an 

individual within an organisation external constraints can be the am ount of w ork one has to 

perform in an hour, the equipm ent and tools one has to use to com plete a task, the team of people 

that one is placed to work with.
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Internal constraints are those things that are set by the individual or the organisation. With the 

organisation, for example, it can be the internal rules and regulations of the organisation or 

department, the promotions or reward system given to staff. For an individual, internal constraints 

are those things that are intimately linked to one’s personality, to who one is. It can be, for 

example, the priorities that one sets for one’s own life, a weakness that one has, an insecurity, 

something that makes relating to others difficult.

Thus people may set out with good intentions at work but the reality o f the situation can infringe on 

what happens. Sometimes one has to let other people down and sometimes other people let one 

down. When they do it might not always be obvious that this is w hat is happening. The reality o f 

the situation is that there are different forces at play on each person.

These internal and external constraints also apply at the level o f m anagem ent, as evident from the 

Partnership LAF. It could be viewed that senior m anagem ent set out with good intentions for the 

forum. They had a problem on the line and wanted to resolve it using Partnership. In their Study 

Group report they had com mitted to Partnership and to all that that meant. They handed over 

responsibility for the LAF to the LAM for the line. He had received no training in how to run a 

LAF but then neither had any one in the organisation so it may have been assum ed that everything 

would be all right.

The line was not perform ing well and the LAM had an idea as to why this was so. He perceived the 

problem to be rosters and wanted to change those. He possibly suspected that he might have been 

able to change the rosters quicker and with less trouble had the unions not been involved. However 

because this happened the unions, who may also have believed they were acting in everyone’s best 

interest, had their suspicions about the forum from the beginning. The work of the entire forum  was 

affected by this dynam ic of suspicion throughout.

Another example of operating under constraints comes from  the quality department. The quality 

department is responsible for m onitoring all operational activities primarily through regular audits 

and assuring the com pany management that standards o f safety are being com plied with. The 

quality departm ent has the job  of enforcing regulations from  regulatory authorities, national 

authorities, m anufacturer and the organisation itself. This is not an easy task considering that the 

organisation also has to remain viable and make a profit. In one com pany the quality manager 

expressed such frustration at the regulations from  the m anufacturer that he threw away the rule 

book. However the constraints that the quality departm ent are under are often not recognised by 

others within the organisation with quality perceived as being too much about ‘dotting the i’s and 

crossing the t’s ’.
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W hen people within organisations, who want to work well or management, who want to provide 

the conditions for people to work well, encounter these constraints then a tension arises. An 

example of this is outlined above where the quality manager “threw aw ay” the rule book. Another 

example of this is given here at the level of the individual, the process and the organisation. A 

strong example of this tension at the individual level can be seen in the incident management 

vignette from Company BB where an AM E used a piece of unofficial material (wood) to support 

the aircraft spoiler while carrying out a maintenance task. This was a com m on ‘w orkaround’ in the 

organisation to make up for the lack of an official piece of equipm ent to do the task. Subsequent to 

this wood and some bolts were left in the aircraft and came loose during flight. However during the 

investigation into the incident what became the focus of the interview was the A M E ’s use of the 

wood because the wood was not an official piece of equipment. The quality departm ent however 

wanted to impress upon the customer that an unofficial piece of material would never be used on 

their aircraft. Thus the A M E was left denying the use of the wood and unable to discuss the full 

details of how in this instance the piece of wood was forgotten. However it was obvious that the 

quality representatives involved knew the AM E had used the wood and that the customer knew that 

and saw people using wood again later that day, but wanted to let the maintenance organisation 

know that they knew that. Here the AM E got caught up in the constraints o f the quality departm ent 

and as a result lost his approval to work. However because the quality departm ent also need to 

maintain an image of fairness to encourage voluntary reporting of incidents this could not be talked 

about with the AME.

A double standard exists between what people are officially asked to do and what they actually do 

in practice. This is because the official way may not always be possible given the organisational 

and operational constraints at any one time. The quality departm ent as the enforcer of the 

regulations are often blamed for this double standard however as is evident in this exam ple the 

quality department is also subject to this tension. The constraints operating on the quality 

department are elaborated on at the level of the organisation. Every organisation must operate 

within a greater environm ental context and that context places constraints on each organisation. 

These constraints then have knock-on effects at all levels within the organisation. W ithin the 

aviation industry competition is fierce at many levels. Low cost airlines have changed the face of 

air travel with customers being vied for with all sorts o f promotions and pricing strategies. 

Competition laws have left national carriers, who once relied on governm ent com petition 

restrictions to provide quality services, having to change and adapt or face bankruptcy. 

Maintenance divisions of airlines who could in the past rely on business from  their airline or 

national carrier have to com pete with other maintenance providers and MROs for business not ju st 

locally but on a world market where aircraft are flown to wherever is cheapest to maintain them. 

This has also directly affected the aircraft manufacturers who now com pete with each other not on 

the basis of technology and luxury but on the basis o f technology and the ability to operate in a 

low-cost world. Thus an environm ent is created where com petition for business takes no prisoners
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and mistakes are not afforded and certainly not talked about. In those organisations where 

departmental division is high a culture can exist where AM Es and their imm ediate managers 

attem pt to hide mistakes and incidents from the quality departm ent and the quality departm ent in 

turn attem pt to hide those mistakes from  customers.

Gratton (2003) stresses individual awareness in the developm ent of individual autonomy in a 

dem ocratic enterprise. She argues for a self awareness and an awareness of the environm ent in 

which one operates. This research would support this and also argue that people all around the 

organisation need to be made more aware that people do want to work well and that the 

organisation needs to provide the conditions for this to happen. Not all people in organisations 

would support either or both of these assumptions. They imply a radically different way of looking 

at staff and management within an organisation that may collide with a lot o f current day views on 

staff and management. Not all people, particularly all managem ent may believe in each w orkers’ 

desire to work well. For example, some m anagers may still subscribe to M cG regor’s (1960) Theory 

X where the average person has an inherent dislike for work and will avoid it at all cost as opposed 

to Theory Y where effort in work is as natural as work and play and people will apply self-control 

and self-direction in the pursuit o f organisational objectives. Not all m anagem ent may believe that 

any function of an organistion is to provide for the needs of the people working there. This too 

would take a radical shift in perspective for a lot of managem ent and organisations.

There also needs to be awareness of the constraints operating on this. M organ (1986) makes a 

sim ilar argum ent in his work looking at the organisation as a political system. He argues that when 

people are made more aware of the constraints acting upon people then one can begin to understand 

people’s actions within the system. W hen people behave in a political manner then rather than 

viewing such action as a manifestation of the selfish or ‘dark’ side of human personality it can be 

seen that there is usually a structural as well as a motivational base or as noted by Hosking (2004) 

earlier this can be the locally valid response. In the exam ple outlined here o f the incident 

managem ent case it could be argued that if the A M E was made more aware o f the com plete 

situation (e.g., the relationship with the customer etc.) it may have made it more acceptable to him 

that he lost his approvals. If the custom er was made more aware of the reality o f the work that had 

to be carried out and how Company BB was attem pting to do that, despite lim itations on their 

resources, then maybe the AM E may not have had to lose his approvals at all. H odson’s (2001) 

work from  sociology has demonstrated that people can take out their frustration with managem ent 

by damaging equipment. However in that instance if the individual was more aware o f the 

constraints that m anagem ent were operating under then that individual may have chosen a different 

response.

People do want to work well in organisations and organisations have a part to play in not just 

allowing that to happen but in encouraging that, but there are constraints imposed by the
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operational realities o f the situation. When people are caught between these two things then a 

tension can arise within them and within the organisation; the quality manager threw away the rule 

book, the AM E was frustrated at losing his approvals. However an awareness of all of these 

elements and this tension that can arise in people as a result o f this can help people to potentially 

respond differently or “ live the tension creatively” a phrase borrowed from  the researcher’s work 

with the Jesuits (Halpin, 2005). Building awareness takes time and effort but out o f this awareness 

people may be more free to choose a more creative response to the situation, to turn possible hurts, 

through understanding into actions that can benefit oneself and others. Awareness could lead to not 

immediately jum ping to conclusions or taking actions at face value. For example, if managem ent 

do not do what one thinks they should do, then one might choose to think it is not because they do 

not care about employees, but it may possibly be as a result o f the constraints that are operating on 

them. If workers go on strike then it may not be because they do not care about their work or the 

organisation. A good example of living the tension creatively can be seen from  the story of the 

organisation Semco where a new approach to strikes was taken. Semler (1993) lists the traditional 

ways in which strikes are ‘com batted’. These include the following:

(1) Take a stand. Show the flag. D on’t back down.

(2) Guarantee that anyone who wants to work can, even if that means calling in the 

police.

(3) Protect company property, with force if necessary.

(4) Make it hard for the workers by closing the plant and suspending benefits.

(.5) Try to divide and conquer the strikers.

(6) After it’s over, fire the instigators and anyone else you w ant to get rid of, intimidating 

others in the process.

These are the rules that Semco now follows:

(1) Treat everyone as adults.

(2) Tell the strikers that no one will be punished when they return to work. Then don’t 

punish anyone.

(3) Don’t keep records of who came to work and who led the walkout.

(4) Never call the police to try and break up a picket line.

(5) Maintain all benefits.

(6) D on’t block w orkers’ access to the factory, or the access of union representatives to 

the workers. But insist that union leaders respect the decision of those who want to 

work, ju st as the com pany respects the decision of those who don’t.

(7) Don’t fire anyone during or after the strike, but make everyone see that a walkout is 

an act of aggression.

(Semler, 1993 p.98-99).
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Gratton (2003) also stresses trust as the glue that holds all other elements together in a dem ocratic 

enterprise. Sitkin & Stickel (1996) note that sociologists and psychologists have proposed that trust 

is an element that makes w ork in organisations possible (Barnard, 1938) through its effects on 

cooperation (Axelrod, 1984; Deutsch, 1962; Kramer, 1993), interpersonal and group solidarity 

(Barber, 1983; Blau, 1964; Fox, 1974), and facilitating social infrastructure (W illiam son, 1981; 

Zucker, 1986). Teague (2004) also argues that for Partnership to succeed it requires the building of 

trust away from the coal face of the work.

As reviewed by Creed & Miles (1996) trust has been recognised as a major issue for managers in 

building supplier relations ( ‘Learning from  Japan’, 1992); the starting point for problem -solving 

sessions across work groups and between firms, their customers, and suppliers (M alnight, 1989; 

Tichy & Charan, 1989); a key outcome of building relationship understandings prior to the start of 

large projects (Associated General Contractors o f Amercia, 1992); and a means of facilitating high- 

tech industry growth and success (Yoffie, 1994). Bromiley & Cum mings (1992) argue that the 

level o f trust and trustworthiness in organisations affects their structures and processes.

Trustworthy behaviour reduces transaction costs according to their model for the optim al choice of 

control systems, which is based on the expected losses, given the cost o f control and the level of 

trustworthiness (cited in Creed & Miles, 1996). Those organisational form s that apply trust-based 

forms of governance show high levels o f success, for example the Industrial D istricts of Northern 

Italy, R&D networks, Business Groups such as the Japanese keiretsu (literally m eaning societies of 

business) and the Korean chaebol, Strategic Alliances and Colloborative M anufacturing (Powell, 

1996).

Powell (1996) argues that trust in these instances is not an outcome derived from  calculation or a 

value traced to culture but is learned and reinforced as a product o f ongoing interaction and 

discussion. Limerick & Cunnington (1993) in their work ‘M anaging the New O rganisation’ 

em phasise nine crucial com petencies for managing networks, within and across organisational 

boundaries. Interpersonal dynam ics between key actors within a network or alliance are critical 

elements in this list of com petencies, and trust is central to this list:

“The key value in networking, and the one that is most problematic fo r  Western managers, 

is trust...High levels o f  trust help reduce transaction costs...Trust reduces uncertainty 

about the future and the necessity for continually making provisions for the possibility o f  

opportunistic behaviour among participants...Trust lubricates the smooth, harmonious 

functioning o f  the organisation by eliminating friction and minimising the need for  

bureaucratic structures that specify the behaviour o f participants who do not trust each 

other. But trust does not come naturally. It has to be carefully structured and managed.” 

(cited in Lewicki & Bunker, 1996, p. 114-115).
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Trust also emerged from this thesis as a critical aspect o f all relationships at work and hence all 

work functioning. The effects of mistrust on the functioning of an organisation is all too evident in 

many ways from things such as lack of communication, uncooperative behaviour, abuse of 

equipment, to bottom line cost of running an organisation. T rust is also a key factor in any 

organisations relationships with other organisations whether it be suppliers or receivers o f outputs 

from  the organisation.

However what is also obvious from the literature is that very little work has been carried out on 

how to build trust in organisations or the factors at play at an organisational level. Lewicki & 

Bunker (1996) developed a three stage model of trust and how trust is built between parties in 

organisations who do not have a history with each other. This model is based on work on the 

developm ent o f trust in intimate romantic relationships (Boon & Holmes, 1991) and work in trust 

in professional relationships (Shapiro, Sheppard & Cheraskin, 1992). The reason they develop a 

model based on new relationships is that this model can also then be applied to rebuilding lost trust. 

W hat is also interesting from this model is how violation of trust has a different im pact at each 

stage in the developm ent of trust.

They suggest that there are three types of trust linked in a sequential iteration in which achievem ent 

o f trust at one level enables the development of trust at the next level. The three stages are the 

following: calculus-based trust, knowledge-based trust and identification-based trust. Calculus- 

based trust is an ongoing, market-oriented, economic calculation whose value is derived by 

determ ining the outcomes resulting from creating and sustaining the relationship relative to the 

costs o f maintaining or severing it. Compliance with calculus-based trust is often ensured both by 

the rewards of being trusting (and trustworthy) and by the ‘threat’ that if trust is violated, one’s 

reputation can be hurt through the person’s network of friends and associates.

In a business relationship, the professional ‘reputation’ o f the other side can serve as a ‘hostage’. If 

one party begins to violate the other’s trust, the violated party can quickly let it be known, 

throughout the accused’s network, that the other is a disreputable individual. A lthough this type of 

trust may be driven both by the value of benefits or the costs of cheating, Lewicki & Bunker (1996) 

support Shapiro et al. (1992) original view that at this stage the deterrence elem ents will be a more 

dom inant ‘m otivator’ than the benefit seeking elements. A t this stage trust is partial and quite 

fragile.

Knowledge-based trust is grounded in the other’s predictability -  knowing the other sufficiently 

well so that the o ther’s behaviour is anticipatable. Knowledge-based trust relies on information 

rather than deterrence. It develops over time, largely as a function of the parties having a history of 

interaction that allows them to develop a generalised expectancy that the other’s behaviour is
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predictable and that they will act trustvvorthily (Lindsicold, 1978; Rotter, 1971) (Lewicki & Bunker, 

1996 p .l21).

According to Shapiro et al. (1992) there are several dim ensions to knowledge-based trust. First, and 

most simply, information contributes to the predictability o f the other, which contributes to trust. 

The better one knows the other, the more accurately they can predict w hat the other will do (Kelley 

& Stahelski, 1970). Second, predictability enhances trust -  even if the other is predictably 

untrustworthy -  because the ways that the other will violate the trust can be predicted. Finally, 

accurate prediction requires an understanding that develops over repeated interactions in 

multidimensional relationships (similar to calculus-based trust).

In knowledge-based trust, regular com m unication and what Lewicki & Bunker (1996) refer to as 

‘courtship’ are key. Regular com munication puts a party in constant contact with the other, 

exchanging information about wants, preferences, and approaches to problems. W ithout regular 

communication, one can ‘lose touch’ with the other -  not only em otionally but in the ability to 

think alike and predict the reactions of the other. Second, ‘courtship’ is behaviour that is 

specifically directed at relationship development, at learning more about a possible partner.

Courtship is conducted by ‘interviewing’ the other, watching the other perform in social situations, 

experiencing the other in a variety of emotional states, and learning how others view this 

behaviour. Courtship permits actors to gain enough information to determ ine whether the parties 

can work together well. Thus the developm ent of knowledge-based trust is a fundamentally 

different process o f relationship building and testing.

Identification-based trust is based on identification with the other’s desires and intentions. A t this 

third level, trust exists because the parties effectively understand and appreciate the other’s wants, 

this mutual understanding is developed to the point that each can effectively act for the other. For 

example, Kramer (1993; Kramer & Brewer, 1986) argues that a certain form  of group-based trust is 

linked with group membership and develops as individuals identify with the goals espoused by 

particular groups and organisations. In these situations, salient group identification greatly 

enhances the frequency of cooperation and provides a far better explanation than self-interest 

approaches for understanding cooperative behaviour.

Many of the same activities that build and strengthen calculus-based and knowledge-based trust 

also serve to develop identification-based trust. Four additional types of activities strengthen 

identification-based trust that supplem ent those already m entioned (Shapiro et al., 1992): 

developing a collective identity (a joint name, title, logo etc.); collocation in the sam e building or 

neighbourhood; creating joint products or goals, such as a new product line or a new set of
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objectives; and committing to commonly shared values, such that the parties are actually 

committed to the same objectives and can substitute for each other in external transactions.

Levvicki & Bunker (1996) thus argue that trust develops through these sequential stages. Violations 

to trust are experienced and reacted to differently at different relationship stages. The more 

developed the relationship, the more the parties have the capacity to handle violations. Within 

aviation, where a rise in the number of contractors and international standardisation of 

qualifications has led to the greater movement of skilled engineers, trust may not have a chance to 

develop through the different stages of the Lewicki & Bunker’s model thus leaving poor 

foundations in case of instances of trust violation.

Gratton (2003), in her work on the democratic enterprise, highlights that management practices, 

such as performance appraisal, have a real impact on the development of trust. One aspect of these 

management practices is feedback and communication. The trust an organisation has in individuals 

is expressed through the emphasis on meaningful and realistic feedback. She points out that “It is in 

conversations with managers that individuals guage the trust of the organisation in their 

competence, and ultimately, in their latitude of discretion. Distorting or suppressing information 

prevents individuals building self-awareness and reflexivity” (p. 190). Trust in the individual to the 

organisation is built through processes and practices such as the measurement of performance, the 

allocation of rewards, and the discussion of careers. Here both the nature of the conversation, the 

processes themselves, and the outcomes can build or indeed destroy trust.

"When employees perceive the performance and career management to be fa ir  and just 

and when they are treated with personal dignity, then their trust in their colleagues and 

the organisation is built. When they believe these practices are unfair, or when they are 

treated in an undignified manner, then trust is destroyed" (Gratton, 2003 p .191).

Gratton (2003) thus highlights the role of appraisals and feedback. However these do not always 

take place in organisations and career development in the aviation industry is very determined by 

what qualifications and approvals one has. Also, as noted above, one needs to take account in a 

similar way the constraints that can operate on people in organisations. Throughout the case studies 

there was evidence of high levels of distrust, however despite this people wanted things to be better 

and to “get on with the job" and wanted change and improvement initiatives to be credible and to 

work.
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Certain key meta-themes em erged from the analysis o f the data o f the three case studies o f this 

thesis. An embryonic set o f factors that could relate to trust at an organisational level could be said 

to be emerging from these meta-themes. Certain themes would appear to relate to the creating or 

maintaining of trust and certain themes appear to be detrimental to the fostering of trust. The 

themes that help trust to develop in organisations are the following:

Personal relationships: Personal relationships are central to the creation trust. For trust to happen 

experiences must be exchanged with another and people ‘tested’ on their trustworthiness. W ithin an 

organisation personal relationships can transcend departmental or hierarchical boundaries and the 

lack of trust that might exist between those. V iolations of trust at the level of personal relationships 

are not as detrimental to the relationship as are violations of a relationship that is purely based in 

the work context (Levvicki & Bunker, 1996).

Genuine support and good intentions: Support within an organisation must be genuine or at least be 

perceived to be genuine by the person involved, that is that the person giving the support at the 

very least started out with good intention to give the support and then even if that was frustrated in 

the process or did not happen at least there was a genuineness in the intention. This must also be 

obvious to the person to whom the support was directed.

Belief in the future: For trust to survive or for trust to be rebuilt there m ust be some hope in the 

future, some hope that things can get better or that the situation can improve. If relationships have 

been strained with a supplier, for example, there has to be a belief that the relationship will not 

always be like that, that that was a ‘once o ff’ situation or that there were extraneous variables that 

will not impact on the relationship again in the future.

The meta-themes could be said to be aversive to the creation and fostering of trust are the 

following:

Formal and normal ways of working: Very often in organisations there are formal and official ways 

of doing things or prescriptions of how work should be done. More often than not however workers 

have developed their own unique ways of getting things done sometim es referred to as 

‘w orkarounds’ or ‘inform al’ work practices. However these practices are usually so pervasive that 

they actually become the ‘norm al’ way of working. These practices however cannot be discussed 

with management or with departments responsible for ensuring that work is carried out to 

procedure. Thus staff at the operational level can be left dealing with the contradictions that lie 

between the ‘formal and norm al’ ways of working.
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Incompatible roles / goals which are forced into an unsatisfactory compromise; These 

contradictions of the formal and normal way of working are also played out at the role level where 

roles then become incompatible with goals that they are designed to achieve. W ork however must 

continue and often tim es an unsatisfactory com prom ise is reached. The w orking of the quality 

department can be taken as an example of this.

Not com municating openly about situations: Open com m unication in any w ork context can be very 

difficult. Personnel have their own motives for com m unicating in certain ways, for only confiding 

in some people and not others, for disclosing some inform ation and not others. Certain 

relationships confound the disclosure of inform ation, for example, between top management and 

operational staff, trade unions and management, different departm ents in com petition with one 

another. In a sim ilar way organisations are more open with some organisations than with others.

Past history (of mistrust): If there has been a history in the organisations o f mistrust or strained 

relationships between different groups then this can have an effect on the overall trust levels in the 

organisation. Trust in an organisation can be a function of a general perception o f trustworthiness 

o f the other, for exam ple if an em ployee hears that management are not to be trusted then they will 

not trust management. T rust is also a very fragile thing and it can often only take one violation of 

trust for trust to be broken.

Thus it would appear that there are also factors at play at an organisational level that have an 

influence on the developm ent and fostering of trust that lie outside o f the staff - management 

relationship. As noted in the beginning this is merely an em bryonic set o f factors that could relate 

to trust at an organisational level. More work would need to be carried out on these factors to 

explore what exacdy is their influence on or relationship to the creation and fostering of trust, work 

that is outside the scope of this thesis. W hat is apparent from  this thesis however is that this work 

needs to be fully grounded in the operational realities o f the normal working situation.

In a sim ilar way organisational theory needs to be grounded in the reality o f everyday 

organisational life, taking account o f the rich com plexity of how all the people working within an 

organisation live out their realities in light o f the constraints that they and the organisation are 

operating under and the tension that that creates. Only then will it be possible, as organisational 

psychologists, to help provide for the conditions whereby organisations and people can better 

choose to ‘live the tension creatively’ (Halpin, 2005).
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7.4 Methodological Considerations

Feyerabend (1975, 1978) described an epistemology, grounded in scientist’s behaviour, that 

extends to evaluating quality. His ‘anarchist’ epistemology states not that rules are unnecessary but 

that all methodologies have limits, so the value o f a methodology can only be tested by research 

that violates it (cited in Salmon, 2003 p.25). Scientific progress has thus resulted, not from 

allegiance to methodological rules but from breaking them. Therefore the anarchist scientist might 

choose (or create) any o f an infinite array o f methods. This is done by being ‘ p layful’ rather than 

‘ precious’ with methodology. Methods are chosen simply because they interest the researcher or 

because the researcher values their products.

Salmon (2003) cites an example o f this where he and his colleagues set out to study paediatric 

patients’ pain with a questionnaire and they soon noticed that their informal observations o f nurse- 

patient interaction was telling them much more interesting things about pain then their 

questionnaire was. Similarly other researchers (e.g., Rennie, 2000; Robinson, 2000) have argued 

that ‘ good’ research is playful, that research that slavishly follows methodological rules stultifies 

the discipline, and that real scientific progress results from imagination, creativity and common 

sense, rather than merely deduction and induction (cited in Salmon, 2003 p.25).

Salmon however goes on to point out that ’ playful’ research is not always playful for another, what 

is interesting, fun or valuable or seems to ‘ f i t ’ for one researcher might leave another bored, 

uninspired and dissatisfied. Feyerabend’s anarchist view cannot tell others how to decide what is 

good research. Instead it directs people to be honest and explicit about how they already decide 

this. It warns people that these judgements are inherently subjective and intuitive and reflect values 

that are broader than science.

Salmon (2003), based on the work of Feyerabend, developed an epistemology o f quality that could 

be used for this purpose -  to expose subjective values in how one evaluates research. It is an 

epistemology based on subjectivity and behaviour: what do psychologists really look for when 

evaluating research? This epistemology was adopted in this thesis in an attempt to address some of 

the methodological issues arising out o f the work.
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1. The researcher should try not to mislead (the scientist is a participant in, rather than an observer 

of, the field of study (Potter, 1996))

2. M ethods should be rigorous (and permit more general acknowledgem ent that research should be 

judged in its own terms (Reicher, 2000) and that authors should even choose how their w ork should 

be judged (Devers, 1999))

3. Analytic work should be done

4. It should be possible to know when work is worthless

5. The work should matter to others, not ju st the researcher (research quality cannot com e from 

adherence to methodological rules it has to instead be agreed by an audience -  a scientific 

community (Rennie, 1998)).

From Salmon (2003) 'H ow  do we recognise good research?

The researcher should trv not to mislead

Salmon (2003) argues that since Rosenthal (1966) dem onstrated investigator effects on research 

outcomes, the reality that results of psychological research reflect the researcher as much as the 

researched has been inescapable. Some argue that this needs to be celebrated, that researchers’ 

experience, situation and motivation are integral to research. However it is also necessary to ensure 

that the researcher has not been too ‘biased’. Potter (1996) argues that the boundary between 

science and other kinds of persuasion remains ill defined. Thus, as Salmon notes, people are left to 

make a moral as much as a technical judgem ent that the researcher has not been too biased.

One way of addressing this issue is for the researcher to be as transparent as possible to the 

scientific community about not ju st their research methods but their views, opinions and beliefs at 

any given point of time in the research. This makes it more obvious to the reader w hat are the 

researchers’ biases and how they are impacting on the research. The researcher has attem pted to do 

this throughout this thesis. It is also necessary to know and understand what was the researcher’s 

position in relation to the research, their role and the nature of their work at any given time. This 

was also outlined throughout the thesis. For example, in the first two case studies, the researcher 

was fully engaged with the work of the different projects that the research is based on. The 

researcher held a staff card with Company BB and was actively engaged in the design and 

implementation of the A IR  project and with the running of the Partnership forum. In the third case 

study the researcher designed and implemented a methodology for the diagnosis o f normal practice. 

In this instance the researcher was engaged in the organisations for brief periods of intensive study.

However, responding to these issues, as is evident throughout the thesis, is often not as well 

defined as may appear. The researcher often held multiple roles within the organisations. During 

the A IR  project in Com pany BB the researcher was, for example, a researcher, an im plem enter of 

the change project, a human factors trainer, the project co-ordinator for the overall project, and a
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psychologist. There was often confusion for the researcher during this time in relation to roles. This 

confusion and the im pact o f the researcher’s different roles on the research has been acknowledged 

in some places but perhaps could have been made more transparent in others.

Methods should be rigorous

Quantitative research has a well-established m ethodological and statistical fram ework for 

recognising rigour. As noted in Section 2 M ethodological Considerations there are now similar 

checklists for ensuring rigour in qualitative research. However Barbour (2001) argues that 

checklists such as these can be counterproductive when used prescriptively. The uncritical adoption 

of a range of ‘technical fixes’ (e.g., theoretical or purposive sampling, grounded theory, multiple 

coding, triangulation, and respondent validation) does not, in itself, confer rigour. Triangulation for 

example is difficult to perform properly as data collected using different methods com es in 

different form s and defies direct comparison. Her main point of argum ent however is that the 

production of sim ilar findings from  different methods merely provides corroboration or 

reassurance; the absence of similar findings does not, however, provide grounds for refutation. This 

is because different methods used in qualitative research furnish parallel datasets, each affording 

only a partial view of the whole picture. Triangulation relies on the notion of a fixed point, or 

superior explanation, against which other interpretations can be measured.

However qualitative research, she states, is usually carried out from  a relativist perspective which 

acknowledges the existence of multiple views of equal validity and allows a research question to be 

examined from  various different angles. She cites Richardson (1991) who suggested that it is more 

helpful to think of com plem entary approaches as opposed to com peting approaches and offered the 

term ‘crystallisation’ as an alternative to triangulation. Thus crystallisation allows the research 

question to be exam ined from  various angles. Mays & Pope (2000) similarly argued that 

com prehensiveness as opposed to internal validity may be a more realistic goal for qualitative 

research and that apparent contradictions (or exceptions) do not pose a threat to researchers’ 

explanations; they merely provide further scope for refining theories.

The bulk of the raw data for this research came from  the researcher’s field notes of observations of 

events throughout the different case studies. As noted above the researcher’s biases have been 

noted throughout the thesis. In an attem pt to avoid being overly biased the researcher also 

accom panied this data with data from  other sources in a sim ilar way to that o f crystallisation 

advocated by Richardson (1991). In creating the narrative descriptions of the two case studies the 

researcher’s field notes were compared and contrasted with the technical and research reports 

written for the European Com mission, by the findings from  the different surveys (organisational, 

dry-run, PPI, and causal attribution surveys) in the AIR project and in Partnership by the company 

minutes o f each meeting, actions of the Line M anager and presentations by the Six Sigma 

representative. For the RPA quality case study each of the focus groups was transcribed and for the
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RPA check process notes were taken that were expanded on with a second researcher. The reality 

that results of psychological research reflect the researcher as much as the researched, as Salmon 

notes above, is still inescapable however and transparency is the only way to move from  ‘mere 

persuasion’ to science.

Analytic work should be done

Data must not only be recorded but must be analysed. A them atic analysis was chosen to explore 

the data as it allowed for a clear identification of prominent themes, and allowed for organisation 

and structure in dealing with the data under these themes. Transparency was also a principal aim of 

this, following general research guidelines as noted above, but also those specific to thematic 

analysis, for exam ple D ixon-W oods et al. (2004) who highlight that the only good thematic 

analysis is a transparent one. The process of carrying out the them atic analysis has been outlined in 

Section 2 M ethodological Considerations.

This use of both data- and theory-driven techniques was in an attem pt to overcome problem s that 

can lie in the exclusive use of either. Prior theorising, as Charm az says (1990), can inhibit the 

forming of fresh ideas and the making of surprising connections. A ssiduous theory-avoidance 

brings the risk o f not making the connection between data and im portant research questions (Ryan 

& Bernard, 2005).

In relation to validity, because of the volume of the initial data it was not possible to validate the 

data by having a second person review the material and identify themes. Instead an independent 

audit of the work was conducted (as used in W arwick et al., 2004 for example). This audit was not 

designed to produce an inter-rater reliability score but rather to verify that the analysis presented 

was systematically achieved and was supported by the data. It involved presenting a second 

researcher and another colleague involved in the project w ith the em erging themes. Thus at each 

step both colleagues acted as a check on the em erging analytic account. Reported results were 

illustrated with exam ples of the initial narrative so that both colleagues could interrogate the 

themes proposed by the researcher.

This did still involve a  lot o f work on the part o f the people carrying out the independent audit. 

However it was felt necessary as multiple coding was not possible. This work may have been 

avoided however if, as Barbour argues, the scientific community can move back from  being overly 

reliant on qualitative ‘checklists’ (Barbour, 2001). She points out that the degree of concordance 

between multiple coders is not what is important, what is ultimately of value is the content of 

disagreements and the insights that discussion can provide for refining and coding frames. The 

greatest potential o f multiple coding lies in its capacity to furnish alternative interpretations and 

alert researchers to com peting explanations. She points out “Such exercises encourage 

thoroughness, both in interrogating the data at hand and in providing an account of how an analysis
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was developed. Whether this is carried out by a conscientious lone researcher, by a team, or by 

involving independent experts is immaterial: what matters is that a systematic process is followed 

and that this is rendered transparent in the written research report” (Barbour, 2001 p.l 116).

It should be possible to know when work is worthless & The work should matter to others not just 

the researcher

Quantitative researchers state the aims of their work as testable hypotheses. Qualitative researchers 

do the same in terms of the research questions that they pose. At the beginning of this research two 

research questions were posed which the researcher has attempted to answer through the work 

carried out.

Whether this work matters to others, Salmon (2003) argues that two points need to be clear. Firstly, 

what can the audience take from this work? Secondly it needs to be acknowledged that the work is 

for others. In relation to the first point the researcher has outlined in the two sections previous to 

this the implications of this work for the scientific community, both in relation to implications for 

human factors and organisational theory.

The findings of this work are also of importance to the organisations that have been involved in this 

research, to the ‘real’ people involved in the work. This research has been presented back to the 

organisations, taking into account the ethical considerations as noted in each Section, and led to 

new approaches to looking not just at human factors in the organisations but also new ways of 

looking at people within organisations. As one of the AIR team noted at the end of the project:

“These were all guys from such different areas o f work, all engineers trained to do a job  

that you expect them to do each day regardless o f what is happening in their lives -  and 

yes you still expect that, but at least now you start to see them as real people” (Field 

notes, 13* November, 2001).
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7.5 Implications for future research

This research has demonstrated a need for new m ethodologies for organisational diagnosis. In 

response to this need the RPA was developed to better diagnose normal organisational life. This 

methodology proved to be a very powerful tool to gather very rich data on organisational life in a 

fast and efficient manner. This was done through a series o f interviews and focus groups based on 

process maps, equivalent to that gathered throughout a process of intervention over a number of 

years in the other case studies. More work however needs to be carried out on the RPA as a tool to 

further develop it. The tool also needs to be made more accessible to people within the 

organisations so that they them selves can carry it out. This would help the over reliance that some 

organisations have on external experts. Also more organisational diagnostic tools o f this nature 

need to be developed that move away from  one time ‘snap sho ts’ o f how an organisation is in any 

one moment to create more dynam ic living models of organisations.

This research has also dem onstrated that there needs to be a radical shift in how people are viewed 

within organisations, in particular in the field of human factors. The researcher is currendy engaged 

at a post-doctoral level on two much larger European funded human factor Integrated Projects (IP), 

TATEM  (Techniques And Technologies for nEw M aintenance concepts) and HILAS (Hum an 

Integration into the Lifecycle o f Aviation Systems). Through these projects the researcher hopes to 

continue working on the issues that have been raised by this thesis in relation to people within 

organisations, how people work and how they are currently valued, how to move towards a view by 

all people in organisations that people do want to work well, that organisations have a 

responsibility to provide for those conditions that would enable that, and that organisational 

psychologists need to help organisations to do that. The researcher is also engaged on developing a 

model of trust in organisations and attem pting to establish exactly how trust can affect 

organisational life. The researcher would also like to contribute through this work to broader 

organisational theory and in particular to the advancem ent of organisations where, as Semler 

(1993) notes, there is a realisation that age-old truths that human nature, respect and integrity can 

be powerful allies of success.
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SECTION 9 APPENDICES

Appendix 1 Organisational Survey

The following five point scale was used for all questions:

absolutely agree 

( )

agree

( )

indifferent

( )

disagree

( )

absolutely disagree

( )

Attitude to Safety Scale

1. In my opinion I can smoke on the ramp if I am careful.

2 . 1 think that reporting ramp accidents and incidents is a way of preventing them.

3. A good standard of safety makes a company more competitive.

4. When the job  requires it, the most im portant thing is to finish it on time.

5. Safety rules only provide a means of penalising you.

6 . 1 am so fam iliar with my work that sometim es I forget the precautions I should take.

7.1 think that ramp safety would improve considerably if unsafe behaviour was penalised.

8. Personal protective equipm ent is useful in a hazardous situation.

9 . 1 find working with a certain am ount of risk exciting.

1 0 .1 can do my job perfectly without so many safety rules.

Organisational Safety Climate Scale

1. My Company invests sufficient funds and resources in the prevention of ramp accidents.

2. My Company managers are strongly com mitted to full com pliance with safety standards and

procedures.

3. W hen my Com pany managem ent becomes aware of a safety problem arising at work, it quickly

takes corrective action.

4. In my Company we are very likely to be involved in an accident at work.

5. In my Company, productivity is more important than safety.

6. We are reluctant to discuss our safety related mistakes at work.

7. My Company managers are really concerned about ramp safety problems.

8. Our managers take safety standard violations very seriously even when they do not result in

accidents.

9. It is ju st a matter o f time before I find myself involved in a ramp accident.

10. Resources directed at safety training make a positive contribution to the functioning of our 

Company.

11. There are many safety problems in my job.
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12. My Company places great importance on full com pliance with ramp safety standards and 

procedures.

13. Com pared to other sim ilar com panies on the ramp I think mine is rather dangerous.

14. The managers in my Company are willing to adopt new ideas in order to improve safety.

15. W orking safely is the top priority in my Company.

16. Employees often feel unsure because they do not know exactly how to accomplish their tasks.

17. Supervisors respect safety standards and procedures.

18. In com parison with other airports, this is one of the safest.

19. My Company regularly reminds the workforce about safety standards.

20. W e do not think too much about ramp safety as the dem ands of w ork make us forget about it.

21. M anagem ent in my Company is continually informed whether work safety standards are 

complied with.

22. My Company m anagers would like to invest more resources to improve safety levels.

23. W orkers who use personal protective equipm ent are more respected by their colleagues.

24. My job carries a considerable level of risk.

25. Em ployees who are trained in safety perform their work better.

Team performance

Technical Operations Attitude Survey (part 1)

1. I am less effective when stressed or fatigued.

2. Technicians should not question the decisions or actions o f the manager or supervisor except 

when they threaten the safety of the operation.

3. Personal problems can affect my performance.

4. My attention, during critical phases of work, is not affected by task interruptions.

5. Debriefing and critique of procedures and decisions after a significant task is an important part 

o f effective team co-ordination.

6. Supervisors should always encourage team members questions during scheduled or high 

pressure maintenance.

7. Effective team deploym ent requires team members to consider the personal work styles and 

needs o f others.

8.1 expect to be consulted on matters that affect the perform ance of my duties.

9. In abnormal situations, I rely on my superiors to tell me what to do.

1 0 .1 am more likely to make bad judgem ents (checks, inspections, troubleshooting, etc.) during 

critical or high time pressure maintenance.

11. Supervisors who encourage suggestions or advice from m echanics are ineffective leaders
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12. New team m embers should not question the supervisor’s or senior team m em ber’s plans and 

decisions

Technical Operations Attitude Survey (part 2)

Please think o f your job  and indicate how often the statem ent below is true o f your behaviour, 
consistently and  fo r  a long time, by ticking the response of your choice below.

Very Seldom Seldom Sometimes Frequently Very Frequently

( ) ( ) ( ) ( ) ( )

At work. I’m a person who...

1 . . . . 11.es to point out new or potential problems to solve.

2 . . . . 0 .ten  risks doing things differently, but effectively.

3 ....a lw ays questions w ork group actions and decisions, if that will help the job.

4 . . . .0 .ten  makes useful suggestions about the job.

5 ....prom ptly states his own point o f view when a decision has to be made.

6 . . . . does  well w hat others tell him to do, as a professional.

7 . . . .always calls for questions and com ments when a difficult decision has to be made.

8 . . . . always  considers his work group when making a decision.

9 ....11.es to get doubts and problems to surface.

10 ....has original ideas how work should best be done.

11....alw ays considers possible losses and gains to his work team that may arise from  his own 

decisions

12 ... .always considers opinions and advice of his co-workers when solving a problem 

Sharing Information at Work

1. How frequently, in your work environm ent, do supervisors involve team members in sharing 

plans and decisions during normal operations?

2. How frequently, in your work environm ent, do team members not clearly or efficiently share 

information regarding tasks accom plished or in-progress or troubleshooting status?

3. How frequently, in your work environm ent, do team members not actively participate in shift 

turnover briefings?

4. How frequently, in your teamwork, are you kept informed by co-workers about the goals and 

objectives of the organisation (i.e., safety, quality, service, etc.)?

5. How frequently do em ployees in other teams not plan and coordinate their activities effectively 

together with people in your work group?
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Appendix 2 AIR Dry-run

Date of interview
Date of problem /suggestion identified

Section 1 Background Information

Job data 
Staff no.
Gender
(All responses are com pletely confidential, non-attributable. Staff num ber is required for research 
and statistical purposes only)

Area of work - (please underline) hangar (1 2 3 4  5 6 -  B l, B la , Centre, B2) 
w ork-shop line quality engineering planning other (please specify)

Job Title:

Hangar Line Quality Engineering Planning
Aircraft
Overhaul
M anager
Contract
M anager
Shift M anager
Crew M anager
Supervisor
M echanic
Avionic
A& C  EV
Sheet metal
worker
Trimmers
Painters
Carpenters
Operative
M aterials
Personnel
Project Planning

Line
M aintenance 
M anager 
Shift M anager 
Crew M anager 
M echanic 
Avionic 
A& C  
Operative

M anager 
Assistant M anger 
Quality 
Assurance 
Inspector

Technical 
Manager 
Senior Engineer

A330

Length o f time in present job  years months
Length of time in com pany years months
Present job  situation (please underline)
full-tim e perm anent part-time perm anent contract other (please specify) 
Training/Education (underline one)
Approved Approval pending No approval
Graduate Licenced Engineer Other

Other relevant training__________________________________________________________

Human Factors Training
In-house course Other (please specify) None
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Section 2 How did your task(s) ju s t  completed go?

Please tick one or more o f  the following and explain why

• Completely successful
Description o f  successful task________________________

Here ask if they can think of a recent task that could be improved or a task where problems were 
encountered from a previous occasion and if so continue on the questionnaire with this problem but 
make this explicit for later statistical analysis purposes

• Successful (but there could be improvements)
Description o f  successful task______________________________________________________________

Even i f  there were no problems go to the section on recommendations

•  Not successful additional tasks/w ork required  -  failure of a irc ra ft technology). Go to 
section 3

• Problem(s) O ccurred . Go to section 3

Section 3 Identification of task/set of tasks/operation

Provide a brief description of task/set of tasks/operation just completed or near completion.

(If related to procedures/documentation refer to checklist)

Type of work

Production Planning Quality Engineering
Ramp A330 Audit Dealing with QR
Hangar 111 Inspection
Workshop
Routine
Non Routine
Scheduled
Non-Scheduled

All relevant technical inform ation to identify precisely the relevant procedure_______________
Name o f  technicianlstaff n u m b er______________________
Date issue arisen_______________
M SN (M anufacturer Serial Number) o f  a ircraft_________________
Aircraft type_____________________
Aircraft Registration and Inspection Number__________________
ATA Chapter______________________
The reference o f  the manual where the original procedure appeared (for example 261800-710- 
303; AM M  261600150)___________________________
The part o f  the m anual (this is necessary as Airbus Industrie are not interested in comments on 
their material diluted down -  everyday the manuals are broken down into task cards etc. as 
explained above)
Zone o f  the aircraft_______________________
Page number_____________________________
Description o f  task (just one line fo r  example, Routine Inspection: Lower deck cargo smoke 
detect)_________________________________
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Section 4 Additional information on the problem

Description o f  what happened:_____________________

Specify when the problem occurred:

Specify why the problem occurred:

Specify what action/how  you dealt with the problem/intend to deal with the problem  
(For list o f  possible actions see checklist)___________________________________________

Actions taken
Interacting with other personnel (other colleagues, supervisor, shift manager, personnel from  other 
area o f  work etc)
Sources o f  reference (additional m anuals in engineering
department/manufacturer/customer
Raised a Query Note
Raised a QDR
M odify original part

W ho did you consult?
• Engineering Department
Senior Engineer
• Planning Department
• Quality Department
• Aircraft Overhaul
Aircraft Overhaul Manager
Contract Manager
Shift Manager
Crew Manager
Supervisor
Mechanic Avionic A&C EV
Sheet metal worker
Trimmers
Painters
Carpenters
Operative
Materials Personnel
Project Planners (schedulers)
Line Maintenance
/Narrow)
Line Maintenance Manager
Shift Manager
Crew Manager
Mechanic Avionic A&C
Operative
IT  Department
Manufacturer's Rep
Manufacturer - Airbus
Technical data and documentation
Engineering
Technical Services
Maintenance and Reliability
Manufacturer- Boeing
Other
Source Material
MM
QR
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W hy did you consult this person/item ?

W ho will take responsibility for dealing with the issue/problem?

Are they able to deal with this issue (where it ends up) - checklist 
If yes or no -  explain_________________________________________

Able to deal with the problem 
D on’t have the power 
D on’t have the resources 
D on’t have the knowledge

Was the action you took in line with official procedures (company, MM etc.) in dealing/resolving 
the issue?

If YES or NO then expand on WHY or WHY NOT___________________________________________

Specify the outcome (operational) o f the problem 
(For list o f  possible outcomes o f  the problem s see checklist)

Outcomes o f  the problem

Task Incomplete
Inspection incomplete
Delay in completing the task
Delay in dispatching the aircraft
Delay in paperwork
Items Deferred
NFF
Deviation from  procedure  
Aircraft Damage 
Flight delay 
Flight cancellation  
Incident
M echanical fa ilure  
Hydraulic Failure 
Regulator Notifed  
Operator Notifed  
M anufacturer Notifed  
Completed
Knock on effects to different departments (please specify
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Section 5 Could this task/set of tasks/operation have been done better?

Explain your recommended action (How)_______________________________

Would this result in
Please tick one o f  the following
• Speed in com pleting the task/set o f tasks/operation?
• Personal safety in carrying out the task/set o f task/operation?
• Reliability -  (ensuring a standard of work is maintained consistently)?
• Efficiency (of the maintenance process)?
• Safety of the aircraft?
• Other?

Could the official procedure for this task/set of tasks/operation be improved? 
Explain your recommended action (how)_________________________________

How could support for this task/set o f tasks/operation be improved?

Explain recommended action (how)

Please tick one o f  the following

Improved docum entation 
Additional Information 
Information Technology 
Availability o f tools 
Availability o f parts 
Increased M anpower
Im provem ents in environm ent/local area of work
More tim e to com plete the task/set o f tasks/operation
Efficient scheduling of tasks
Support from  colleagues
Support from  other personnel (please specify)
Other (please specify)

Section 6 What is your expectation of this particular issue/problem being resolved?

Problem has been solved
Effective solution will be found eventually
Only temporary/partial solution possible (may re-occur/m ay be additional problems) 
Problem can be solved but is unlikely to be effectively resolved/addressed 
Problem cannot be solved

If problem solved -  Explain how it was solved. Are you satisfied with 6he resolution?

If problem cannot be solved - Explain why not
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Appendix 3 Dry-run survey results

Department Number 
of cases 
elicited 
from the 
area

Category of Personnel from 
the area

Cases deemed to be 
relevant to 
manufacturer & 
forwarded on to 
their team of 
human factor co
ordinators

Engineering
Departm ent

10 Senior Povverplant Engineer 
Senior Operation Engineer 
Powerplant Engineer 
M aintenance Schedule Inspector 
A ircraft Systems Engineer 
Interiors Engineer 
Senior Reliability Analyst 
Avionics Engineer 
Structures Engineer 
M anager Technical Data

4

Planning Department 6 External Custom er Planner 
A ircraft Planner (Airbus & 
Boeing)
Engine Planner 
Development Engineer 
A ircraft Planning Engineer (All 
aircraft types)
M aintenance Planner (All 
aircraft)

Quality Departm ent 2 Quality Insurance Inspector (2)
Aircraft Overhaul

* Hangar 2 2 Crew M anager (2; I avionic) 1

• Hangar 6 Bay 
1

1 Crew M anager Structures

• Hangar 6 Bay 
2

18 AM E (8; 2 avionics, I engine 
fitter, 2 sheet metal, 1 
instruments)
Apprentice A M E (2; 1 avionics) 
Crew M anager (4; 1 engines) 
Acting Crew M anager 
Project Planner (2)
Shift M anager (avionics)

8

Line M aintenance 7 A M E (2)
Crew M anager (3; 1 avionics, 1 
wide body, 1 wide & narrow 
body)
Shift M anager (2; 1 wide body)

Total 4 6 (2 8  
from 
operation 
al area)

13
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Participants were briefed on the A IR project and human factors at the beginning of each of the 
surveys. In this way people had an idea of what human factors was about and what would 
constitute an AIR case. It was hoped that following human factors training around the organisation 
all personnel would know this. The next table gives a first outline o f the different types of cases 
generated.

Types of cases that arose in the dry-run survey

Poor com m unication (5) Transport (1)
Parts (3) Flight operations (1)
M anpower (3) Query notes (1)
In-house IT system (2) Slow response from  stores (1)
Vendor (2) Doc unavailable and poor resources (I)
Housekeeping (2) Check preparation (1)
Equipm ent (2) Customer invoicing/planning (1)
Procedures (2) Tim e pressure (I)
In-house mods (2) Shiftwork (1)
The manufacturer related (13) Noise (1)

This table provides an overview of the nature of cases. A s can be seen from  this table the highest 
proportion of cases relate to problems with com munication both verbal and written. These 
problems with com m unication (both verbal and written, internal and external) and docum entation 
were prevalent across all departments.

Some issues that were raised in the dry-run survey were also important in terms o f highlighting the 
culture and the climate in the organisation at the time. These related to the follow ing and are 
discussed here:

• How successful the task was that the person had ju st completed
• Was whoever was responsible for the problem able to deal with it
• Was the problem highlighted before
• W hat was the persons expectation of the problem / issue being resolved.

(1) Interview Question: How did your task(s) ju st completed go? Com pletely successful, 
Successful (but there could be improvements), Not successful (additional tasks/w ork required -  
failure of aircraft technology).

Interview Result: 
com pletely successful (22)
Successful with im provem ent (3) 
problems occurred (20)
one person just returned from  sick leave (no task)
From this it was seen that for 44  per cent o f personnel interviewed their current task was causing 
problems for them. M ost o f these problems were subsequently reported as a case in the interview. 
All personnel who reported that their current task was ‘com pletely successful’ subsequently went 
on to report a problem in relation to a different task.

(2) Interview Question: Are they (the ‘responsible’ person identified in the previous question of the 
interview) able to deal with this issue?

Responsible person able to deal with it?
Yes (14)
Yes with imposed conditions/eventually (15)
No (13)
Unsure (3)
In 13 cases it was felt that the person identified as being the ‘responsible’ person for solving the 
issue would not be able to deal with it. Various reasons were put forward for this including lack of 
desire to solve the problem or implement change (“IT person ...bu t it is not considered a priority”) 
and a lack of resources (“Contract m anager...no  doesn’t always have enough cleaners”). In 15
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cases it was felt that the issue could be solved by the responsible person if that person were 
allocated more time, resources and received assistance from  others.

(3) Interview Question; was the problem previously highlighted?

In 38 of the cases the issue was previously highlighted and there was nothing done or there was 
unsatisfactory feedback.
Many of these 38 people expressed frustration at the fact that they were “saying it (w hat needed to 
be addressed) all the tim e” or that they were ‘still waiting to hear back’ from  the person they had 
reported to. Others accepted these things as the “nature of work around here” . Some of the issues 
were explained saying that everything is “budget oriented and budget run” within the com pany and 
that there is “continuous firefighting” with management. One person reported that

. .management only f ix  the problem s fo r  a short term fix . They are crisis management. 
What m anagem ent really w ant is - we want you to do it -  they really d o n ’t want to do it. 
This seems to be a problem  a t all levels o f  management. They need a comprehensive 
policy o f  sorting this out. They need some sort o f  process/consultants to sort things out. 
They d o n ’t want to implement something o ff  their own back. They call in consultants and  
implement what they want and i f  it fa ils the consultants can take the b lam e.”

Some people had decided not to bother highlighting issues anym ore as for exam ple ‘all that would 
happen... is another poster’.

(4) Interview Question: W hat is your expectation of this particular issue/problem being resolved?

Expectation o f  successful resolution:
h ig h ( l)
eventually (18)
low/unlikely to be addressed (27)
One person out of 46 felt confident that the issue they raised would be resolved. This was a case 
where the senior power plant engineer had recommended changes to the airline and the airline had 
notified engineering that they would take on board his suggestions and make the necessary 
changes. M ost people agreed that the problem could be solved but was unlikely to ever be 
addressed. Various reasons were cited for this from  lack of interest to lack of morale. One person 
made the com m ent that the responsible people would ‘probably wait for the next incident to 
happen’ before doing anything. Some people felt problems were not addressed as they arose at 
certain times throughout the year and would not arise until that time again. This seem ed to relate in 
particular to one type of aircraft as they come in each w inter to the maintenance organisation, for 
example, one person felt the issue ‘will never be addressed, we only have that aircraft type in 
w inter and it is not addressed from  one w inter to the next’.
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Appendix 4 PPI Survey

People, Partnership and Improvement

This Aircraft Maintenance Attitude Survey is fully supported by the Partnership Steering Group 
and is part of a process designed to improve "the way things are done" in Company BB. To achieve 
this it is important to get a clear and honest picture of how staff see the way things function in 
Company BB at the present time. The aggregated, anonymous results will be fed back firstly to the 
Partnership Steering Group and then company wide. This information will help formulate the 
policies and actions of the company going forward.

The survey is being carried out by researchers from the Aerospace Psychology Research Group, 
Trinity College, Dublin on behalf of the Company BB Partnership Steering Group.

The survey is COMPLETELY CONFIDENTIAL and results will be analysed by Trinity 
College. Please place your completed questionnaire in the envelope provided, seal it and hand it 
back to your administrator who will forward it to Trinity.

You are asked in the survey for your staff number. This is because it is planned to administer the
survey again at a later date to the same people. If any improvements are to be recorded it is
important to match questionnaires at different times to the same respondents. No information that 
could identify any participant will be released. This is the only reason your staff number is needed.

If you would like further information please contact:

In Trinity College Dublin,
Dr. Nick McDonald (Tel) 01 608 1471
Siobhan Corrigan (Tel) 01 608 2605
Marie Ward (Tel) 01 608 3576

Thank you for your help.
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Section 1 In relation to each of the categories of personnel identified below please consider 
the statements on the left-hand side.

W here you consider them to be;
True place a (V) for YES in the box 
False place a (X) for NO in the box 
Uncertain leave a ( ) blank in the box.

Senior
management

Front-line
managers

Engineering/
Planning

Share information openly about operational 
matters
Their work is co-ordinated with other sections/ 
departm ents to ensure a smooth operation

Are open to suggestions about better ways of 
doing things

A dm it errors, shortcom ing or mistakes

Are good at resolving problems involving 
different views or interests

Are a good source of advice or suggestions on 
how to improve the operation

Often simply follow their own agenda

Regard any deviation from  procedures as a 
disciplinary issue

Can be relied upon to solve a problem when it is 
brought to their attention
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In relation to each o f  the categories o f  personnel identified below please consider the statements on 
the left-hand side.

Where you consider them to be;
True place a (V )for YES in the box 
False p lace a (X) fo r  NO in the box 
Uncertain leave a (  ) blank in the box.

Craft
workers

General
operatives

Quality M aterials

Share information openly about operational 
matters
Their w ork is co-ordinated with other sections/ 
departm ents to ensure a smooth operation
Are open to suggestions about better ways of 
doing things
Admit errors, shortcom ing or mistakes

Are good at resolving problems involving 
different views or interests
Are a good source of advice or suggestions on 
how to improve the operation
Often simply follow their own agenda

Regard any deviation from  procedures as a 
disciplinary issue
Can be relied upon to solve a problem when it 
is brought to their attention
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Section 2 The following table contains pairs of contrasting statements about the way in which 
companies work. Of the statements presented please indicate the one with which you agree 
more strongly by circling the ‘agree’ nearest the statement of your choice.

For example:

There are common problems 
between managem ent and workers 
which have to be solved in order to 
ensure com mercial success

agree-
The problem s of workers and 
m anagem ent are different and 
cannot be solved together

* I agree that the problems of workers and management are different and cannot be solved 
together.

There are common problems 
between management and workers 
which have to be solved in order to 
ensure com mercial success

agree----------agree
The problem s of workers and 
managem ent are different and 
cannot be solved together

A successful company will pursue 
profitability through consultation and 
Partnership

agree---------- agree
A successful company will 
pursue profitability through 
managem ent exercising its right 
to manage

We should only expect other groups 
to follow their own agenda and 
interests

agree---------- agree
We should trust one another if 
we are going to collaborate in 
solving our problems

If people contribute to improving the 
com pany's perform ance they should 
share in the rewards which this 
brings

agree---------- agree
People should only be paid for 
the work that they do according 
to their qualifications, 
responsibility and experience

It is as important to improve the 
quality and satisfaction one gets out 
of work as to increase pay

agree----------agree
It is more important to improve 
the financial rewards of work 
than to improve job  satisfaction

An effective Trade Union will 
advance its members interests 
through consultation and Partnership

agree---------- agree
An effective Trade Union 
should only be concerned with 
bargaining improvements on pay 
and conditions

It is always important to find new 
ways to achieve greater efficiency 
and cost savings

agree—.......—agree
Efficiency and cost saving to the 
com pany come at the expense of 
those who w ork in it

Taking a systematic approach to 
analysing and improving our 
operations is critical to increasing 
our efficiency

agree---------- agree
The expertise which comes from 
experience is the best guide to 
running an operation well

People will only work at their best if 
they have the right tools and 
resources

agree---------- agree
The best staff are those who are 
flexible and manage well in 
difficult circumstances

A manager's most im portant skill is 
to know how to get the best out of 
his staff

agree---------- agree
A manager's most important 
skill relates to his technical 
knowledge of the operation

Understanding ourselves and others 
better can improve the effectiveness 
and reliability of our work

agree---------- agree
As long as we are technically 
qualified we can do our job  
effectively and well

Every com pany has to change and 
develop in order to meet new 
challenges

agree---------- agree
Com panies are always taking 
new initiatives for change, but 
they rarely deliver anything
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Section 3 Please consider the following statements and tick how frequently these are true in 

relation to your own job, using the categories listed.

In order to do my job:

N
ev

er

R
ar

el
y

So
m

et
im

es

U
su

al
ly

A
lw

ay
s

• There are sufficient qualified personnel available

• The tools required are available, in the right condition, when they are 
needed

• The parts required are available in sufficient quantity when needed
• The environment in which I work provides the right conditions
• The documentation and information systems available to me contain all 

the information needed
• The right information is easily accessible
• Work is planned and organised to give time to do it properly without 

too much pressure
• The technology I work with is designed to make my work easier and 

more reliable

The quality / thoroughness of my work is largely up to me
My colleagues expect that my own work is done to the best possible 
standard
The quality department ensures that work is done to the highest possible 
standard.
Reports of hazards or problems receive a swift response
Problems and hazards are tackled in a way that ensures that they do not 
happen again
There is an opportunity to participate in the improvement of work and the 
operation
The way in which work is done is progressively improved

I can think of ways to improve the way I work or the operation in which I 
work in order to ensure greater

Tick those 
which apply

• airworthiness
• efficiency or cost-saving
• satisfaction and wellbeing at work
• safety for me and my colleagues
Please provide details of any suggested improvements you may have:
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Section 4 Please tick whether you strongly agree, slightly agree, are neutral, slightly disagree 
or strongly disagree with the following statements:
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Debriefing and critique o f procedures and decisions after a 
significant task is an im portant part of effective team co-ordination.

I expect to be consulted on matters that affect the perform ance of 
my duties.

M anagers and supervisors should always encourage team members 
questions during scheduled or high pressure maintenance.

Employees should not question the decisions or actions of the 
manager or supervisor except when they threaten the safety of the 
operation.

In unfam iliar situations, I rely on my superiors to tell me what to do.

My attention during critical phases of work is not affected by task 
interruptions.

I am less effective when stressed or fatigued.

Personal problems can affect my performance.

I am willing to challenge a colleague who engages in what I think to 
be ‘unsafe’ behaviour.

I am willing to challenge a superior who asks me to perform a task 
that I feel unable to perform safely.

In carrying out their work, em ployees should use their own 
judgem ent (based on experience, knowledge and skill) rather than 
blindly follow ing a set o f procedures.

If the job  is done strictly according to the procedures, then it will be 
done safely. It is not the job  of employees to go beyond the way the 
job  is prescribed.

Suggestions or comments:

382



Section 5 Please tick whether you strongly agree, slightly agree, are neutral, slightly disagree 

or strongly disagree with the following statements:
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It is essential for work to be done on time; if every task were done 
exactly following procedure, then unacceptable delays would be 
inevitable.

The role o f official docum entation is primarily to ensure signing-off 
of work com pleted, rather than provide a guide to task performance.

Unofficial docum entation (e.g. a ‘black book’) is a useful aid to job 
performance.

There are often better/ quicker ways of doing the w ork than 
following the manual to the letter.

Som etim es situations or events arise at work that increases the 
likelihood that you or som eone else could make an error that 
could be hazardous.

1 am confident that: St
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• 1 can recognise these situations when they arise

• I can take the appropriate actions to take to reduce the
likelihood of error

• I can cope with or contain the consequences o f that error

383



Background Information
Staff no

Gender M [ ] F [ ]

Area of work - (please tick)
W ork-shop [ ] Line [ ]
Quality [ ] Engineering [ ]
Planning [ ]

Hanger

Job Title

Length of tim e in present job 
Length of time in company

Training /  Education
Approved [ ] Approval pending [ ] 
Licensed Engineer [ ] Graduate Engineer [ ]

No approval [ ] 
O ther [ ]

• Have you had training in Human Factors?
If so. Dlease soecifv

* Have you had training which addresses managing/relating to people (e.g. teamwork, 
leadership etc.)?

If so. Dlease snecifv

Other relevant training

Present job situation - (please tick)
Full-time permanent [ ] Part-time permanent [ ] 
Contract [ |
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