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1. EXECUTIVE SUMMARY

Operational systems rarely fail because procedures are missing. They fail because leadership systems
weaken under pressure.

Most organisations have:
v" Procedures

v" Risk assessments

v Safety meetings

v" Compliance systems

Yet incidents still occur.

Not because controls were absent, but because expectations became inconsistent, procedures drifted from
operational reality, accountability weakened, and critical controls were applied differently across teams.

The Operational Safety Leadership Index (OSLI) was designed to identify these early signals before they
become operational failures.

Your score does not measure compliance. It measures how consistently operational control is maintained
when conditions change, pressure increases, and decisions must be made in real time.

The purpose of this guide is to help you understand what your results reveal, where operational exposure
may already be developing, and what practical actions can be taken to strengthen operational safety
leadership.

How Operational Leadership Systems Break Down
When Leadership When Leadership

Systems are Strong ‘ ' Systems Weaken
/

Expectations are
interpreted differently

Inconsistency leads to
confusion and errors,

Clear Leadership
Expectations

Everyone understands
what good looks like.

Procedures reflect Procedures
actual work disconnected from work
Realistic, practical, and Workarounds emerge and

relevant to the job variability increases.,

Controls weaken
under pressure

Shortcuts are taken and
risk increases.

Controls maintained
under pressure

Critical safeguards hold
when it matters most.

Clear risk
ownership understood
Accountabilities are defined

Risk ownership
unclear
Gaps appear and

and accepted. accountability is lost.
Structured leadership Leadership engagement
review rhythms is irregular

Issues go unseen and
improvement stalls,

Regular review drives focus
and continuous improvement.

@00®0O
QOO
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2. THE OSLI FRAMEWORK

The OSLI is built around a simple operational
leadership principle:

Reflect -~ Reset — Prepare

Effective leaders continually:

e Reflect - on performance and emerging risks.

e Reset - their understanding as conditions
change.

e Prepare - their people, systems and controls
for what comes next.

The OSLI assesses how consistently this occurs
across five critical leadership pillars.

When weaknesses develop within any pillar,
operational exposure becomes more difficult to
detect and control.

OSLI FRAMEWORK OVERVIEW

———— OPERATIONAL SAFETY LEADERSHIP INDEX

THE LEADERSHIP CYCLE
REFLECT RESET PREPARE
Understand & Learn Reassess & Realign Plan & Strengthen
b
THE OPERATIONAL 9 o
SAFETY LEADERSHIP everyduiion.
MODEL (0SLM) P ——
Seeing what's
happening.

A connected system that
helps leaders recognise risk,
strengthen performance,
and build safer operations.

JUDGEMENT
Understanding

what it means.

ACTION
Doing what

matters.

THE FIVE OSLI 5 LEADERSHIP PILLARS

05

LEADERSHIP ACCOUNTABILITY & EXECUTION SYSTEM LEADERSHIP
CLARITY REINFORCEMENT UNDER PRESSURE ALIGNMENT RHYTHM
Do supervisors Are expectations What happens Do documented Is reinforcement

clearly understand consistently when operational systems reflect structured

enforced? real-world

practice?

intensity
increases?

expectations and and ongoing?

ownership?

HOW LEADERS RECOGNISE RISK
RESPONSE

Leadership action
that makes a difference

17-20
EMBEDDED
Strong leadership culture.

Sustained high performance.

9-12
UNSTABLE

CRITICAL

High risk of failure.
Immediate action required,

Inconsistent performance.
Requires focus and supp

The OSLI evaluates five critical areas that influence operational performance, leadership consistency and

risk control.

Each pillar represents a different component of operational safety leadership. Together they influence how
effectively leaders maintain control, manage risk, and respond under pressure.

THE OSLI 5 LEADERSHIP PILLARS

Five pillars. Five questions. A stronger leadership system.

01

LEADERSHIP ACCOUNTABILITY & EXECUTION SYSTEM LEADERSHIP
CLARITY REINFORCEMENT UNDER PRESSURE ALIGNMENT RHYTHM
Do supervisors Are expectations What happens Do documented Is reinforcement
clearly understand consistently when operational systems reflect structured
expectations and enforced? intensity real-world and ongoing?
ownership? increases? practice?
e ————S s S
@
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From Diagnosis to Action -

How the OSLI helps turn insight into operational improvement.

] THEBOOK
Operational Safety Leadership
in Practice
—

Provides * Understand how risk develops Turns into
context : action
* Learn the Reflect-»Reset-»Prepare discipline

* Build theoretical foundation

INTERPRETATION GUIDE ACTION WORKBOOK
I!!] Pillar-by-Pillar Maturity Bands Your D=1  1um Insight into Implementation
a
®

o  Diagnostic

* Understand what your scores mean s cores « Have the conversations
« Identify your Primary & Secondary Gaps « Complete the Quick Wins
« See where you sit: Critical - Embedded * Record evidence & build momentum

1. TAKE 2. READ
DIAGNOSTIC EIJ GUIDE
Complete the OSLI Review your results
‘assessment. and maturity bands.

CL The OSLI does not measure compliance. It measures a leader’s ability to recognise signals, §9
e reassess conditions, and respond effectively under operational pressure. £ 4

ccomplete Quick Wins.

. 3. COMPLETE
o= WORKBOOK
s Prioritise actions and

The OSLI is designed to do more than provide a score. Each resource has a specific role in helping leaders
understand operational exposure, identify improvement opportunities, and strengthen leadership consistency
under pressure.

The Diagnostic identifies where operational exposure may exist.

The Interpretation Guide explains what your results mean.

The Action Workbook helps translate insights into practical actions.

The book Operational Safety Leadership in Practice provides the leadership framework and concepts
that support long-term capability development.

ANENENEN

Together, these resources help leaders move from awareness to action and build stronger operational safety
leadership systems.

Your scores place your organisation into one of four maturity bands:

THE MATURITY MODEL

Understanding where your leadership systems are today.

~——

- v“v/\./

CRITICAL UNSTABLE EMBEDDED

Leadership capability Systems exist but Leadership expectations Leadership discipline is
gaps significantly leadership behaviors are generally understood consistently applied
affect operational are applied but not consistently across teams and

risk management. inconsistently. reinforced. operational conditions.

1-8 9-12 17-20

le) @

‘ Band ‘ Score Range ‘ What It Means
Critical Gap Fundamental absence of leadership discipline. Systems are not functioning.
Unstable 9-12 Systems exist but application varies between leaders, teams, or conditions.
Developing 13-16 Standards are mostly consistent but may weaken during workload or disruption.
Embedded 17-20 Leadership discipline is sustained and reinforced across the operation.
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Many organisations operate within the Developing range. At this level, systems generally function well under
normal conditions but may become less consistent when workload, complexity, or operational pressure
increases.

The transition from Developing to Embedded is often where organisations strengthen the leadership
disciplines that sustain performance under changing conditions.

3. HOW TO USE THIS GUIDE

1. Open your OSLI Results Report and note your score for each pillar.
2. Use the Quick Navigation Guide to locate the maturity band that matches your score.
3. Review the relevant section for each pillar, including:
a. What Your Score Means
b. Operational Reality Check
c. Risk Exposure
d. Immediate Actions
e. Conversation Starters
f. Quick Win
4. Use the Conversation Starters to validate findings with supervisors, frontline leaders, or operational
teams.
5. ldentify at least one Quick Win for each priority pillar and implement it within the next seven days.
6. Record observations, actions, and improvement opportunities within the OSLI Action Workbook.
7. Prioritise the areas creating the greatest operational exposure and build a practical improvement plan.

4. QUICK NAVIGATION GUIDE

Step 1 — Locate Your Pillar Score
Use your OSLI Results Report and identify your Maturity Score for each pillar.

Step 2 — Select Your Maturity Band

Match your score to the relevant maturity band, then click the icon to navigate directly to that section @
of the guide.

Review the interpretation, conversation starters, and quick wins before returning to this page to review
your next pillar.

Pillar Critical Gap Unstable Developing Embedded
1-8 9-12 13-16 17-20
Leadership Clarity @“’ @” @/
Accountability & Reinforcement / o\ 15 Py
Execution Under Pressure G4 G4 G4
 System Alignment : o o ‘o
Leadership Rhythm : 4 4 o
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5. UNDERSTANDING YOUR SCORES (example)

Operational Safety Leadership
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Your overall score and pillar breakdown reveal your organisation's current capability profile. When capability
gaps appear in these pillars, organisations often see:

* Inconsistent supervision
*  Procedures that don't match how work actually happens
+  Safety controls weakening during operational pressure

Does this pattern reflect what you typically see across teams in day-to-day operations?
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Your diagnostic identifies your Primary Gap (lowest-scoring pillar) and Secondary Gaps. These are not
random weaknesses, they are the leadership disciplines that most directly influence operational safety
performance.

Do these focus areas reflect the leadership challenges you tend to see across teams or sites?

Maturity Band Priority Recommended Action
Critical Gap Immediate Action within 30 days
High Action within 60 days
Developing Medium Strengthen and standardise
Embedded Maintain Monitor and reinforce

6. THE LIMITS OF SELF-DIRECTED IMPROVEMENT

Before you read your pillar interpretations, an important note:

Most organisations that complete the OSLI Diagnostic and receive this guide make meaningful progress in
the first 30 days. They identify gaps, implement quick wins, and see early improvement.

Then operational pressure returns. The person leading the improvement gets pulled into another priority. The
new habits fade. Six months later, the diagnostic is repeated, and the scores are unchanged.

This is not a failure of intent. It is a failure of discipline architecture, and it is fixable. Self-directed improvement
requires three things most operational leaders do not have:

1. Protected time for leadership development amid operational pressure
2. External accountability that does not weaken when workload increases
3. Peer challenge from others facing the same pressures

The 90-Day Operational Safety Leadership Program is built for this reality. It provides the structure, coaching,
and cohort accountability that transforms insight into embedded capability.

7. THE IMPROVEMENT PATHWAY

For each pillar, improvement follows a consistent structure:
WHAT (Capability) -~ HOW (Improvement Approach) — IMPLEMENTATION (Tools)

This guide maps your current maturity band to the specific actions, tools, and conversations you need to
move to the next band.
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Sustainable improvement requires all three dimensions to reinforce each
other:

+ People (Behaviour): Leadership capability, expectations, accountability

* Process: Review rhythms, operational risk control, reinforcement
routines

+ Systems: Procedures aligned with actual work, operational controls,
performance measurement

If you strengthen People but ignore Systems, the improvement will fade. If Systems
you update Systems but ignore Leadership Rhythm, the new procedures will
not be sustained.

8. PILLAR-BY-PILLAR INTERPRETATION & ACTION

The Question: Do supervisors clearly understand expectations and ownership?

BAND: CRITICAL GAP (Score 1-8)

What Your Score Means:

Leadership expectations and accountabilities are unclear or not consistently defined. Supervisors are not
consistently able to describe the critical safety controls relevant to their work, and expectations are not clearly
communicated when they take on the role. Responsibilities are unclear or undocumented, and there is
confusion around what supervisors are accountable for compared to managers and senior leaders. This leads
to decisions being made without a clear understanding of what must be controlled or who is responsible.

The Operational Reality Check:

Supervisors give different answers when asked “What are the critical controls for this task?”
New supervisors learn expectations by observing others, not through formal onboarding
Managers and supervisors argue about who owns specific safety decisions

Critical controls are mentioned in meetings but not linked to specific roles

*  Frontline workers receive conflicting instructions from different supervisors

The Risk Exposure:

When leadership clarity is critical, incidents are rarely caused by unknown hazards. They are caused by
unclear ownership of known hazards. Regulator prosecutions consistently highlight that supervisors “should
have known” what they were responsible for, but the organisation never told them. Your exposure is highest
during shift handovers, contractor management, and emergency response.

Start Here:

Define the critical controls, expectations, and accountabilities for supervisors, document them clearly, and
communicate them at role entry.

Immediate Actions (Week 1):

1. List the top 5 high-risk tasks in your operation. Ask three supervisors independently: "What are the
critical controls for this task, and who is accountable for ensuring they are applied?" Document
the variation in their answers.

2. Create a one-page "Leadership Role Charter' for supervisors that defines: (a) their safety
accountabilities, (b) the critical controls they must verify, (c) how their role differs from managers.
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The Conversation Starter:

Ask your frontline supervisor: “If | asked you right now to list the three critical safety controls for [specific
high-risk task], could you do it? And if | asked [another supervisor], would they give me the same
three?”

The Quick Win:

Write the three critical controls for your highest-risk task on a whiteboard in the supervisor’s office. Ask each
supervisor to explain them to you. Where they differ, you have found your first clarity gap.

THE DISCIPLINE GAP

Most organisations stall at Critical Gap because they define expectations once and assume they are
understood. Without repeated verification, supervisors revert to individual interpretation within weeks.

You now know what to do. But will you do it when production pressure returns, when the night shift supervisor
calls in sick, when the regulator visit is next week?

Standardising expectations across all supervisors requires structured implementation, peer calibration, and
sustained reinforcement. Most organisations reach this point, implement the Week 1 actions, and stall when
operational priorities compete for attention.

The 90-Day Operational Safety Leadership Program provides the discipline architecture to move from
Critical Gap to Developing, and beyond.

What Your Score Means:

Leadership expectations exist but are not consistently defined or reinforced across supervisors. Some
supervisors can describe critical controls and their responsibilities, while others rely on experience or
judgement rather than a clear standard. Expectations and accountabilities are not consistently communicated
when supervisors take on the role, leading to variation in how roles are understood. Control often depends
on who is leading the job, rather than a shared standard.

The Operational Reality Check:

Some supervisors run tight, controlled operations; others are consistently loose
Experienced supervisors “know what to do” but cannot articulate it to new team members
Supervisors who transfer between teams struggle because expectations differ by location
Your best supervisor’s area looks very different from your weakest supervisor’s area
Frontline workers know which supervisor “doesn’t really check”

The Risk Exposure:

Unstable leadership clarity creates a false sense of security. Your best teams are safe. Your inconsistent
teams are not. Incidents cluster around specific supervisors, shifts, or locations. The organisation believes it
has standards, but the reality is you have pockets of standards. Regulators and insurers see this as systemic
failure because the organisation allowed variation to persist.

Start Here:

Standardise how expectations and accountabilities are communicated and confirm supervisors can clearly
describe the critical controls relevant to their area.

Immediate Actions (Week 1):

1. Map your supervisors against a consistency matrix. Rate each supervisor's ability to (a) describe critical
controls, (b) enforce expectations, (c) maintain control under pressure. ldentify your outliers.

2. Conduct one "expectation alignment session." Bring all supervisors together. Present one high-risk task.
Ask each supervisor to describe how they would ensure control. Facilitate until the group agrees on one
standard approach.
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The Conversation Starter:

Ask your team: “If | walked onto Site A and asked the supervisor about critical controls, then walked
onto Site B and asked the same question, would | hear the same answer? If not, what does that mean
for our risk exposure?”

The Quick Win:

Pick your three best supervisors. Ask them to write down, in their own words, how they ensure safety on their
highest-risk task. Turn their answers into a standard briefing. Share it with the other supervisors.

THE DISCIPLINE GAP

Most organisations stall at because they run one alignment session and declare success. Without
structured repetition, supervisors gradually revert to their individual habits as pressure returns.

Calibration across teams is where self-directed improvement fails. Supervisors nod in agreement during the
alignment session, then revert to their individual habits when operational pressure returns.

Sustained standardisation requires repeated calibration, peer accountability, and external verification that
expectations remain consistent across shifts, locations, and conditions.

The 90-Day Operational Safety Leadership Program builds calibration into operational rhythm through @
structured cohort accountability.

BAND: DEVELOPING (Score 13-16)

What Your Score Means:

Leadership expectations and accountabilities are generally defined and understood across the operation.
Most supervisors can describe the critical controls relevant to their work and understand their responsibilities,
but this is not yet consistent across all teams or situations. Expectations are not always clearly set or
reinforced when supervisors take on the role, leading to variation between teams. This becomes more
noticeable when conditions change or pressure increases.

The Operational Reality Check:

Most supervisors perform well during routine operations

Gaps appear during night shifts, weekends, or when relief supervisors cover

Contractors and temporary workers are not always held to the same clarity standard

Supervisors can describe controls but may not link them to specific operational decisions

Leadership clarity is strong in the main operation but weaker in peripheral activities (maintenance,
projects, shutdowns)

The Risk Exposure:

At Developing, your organisation is almost there. The danger is complacency. Leaders believe the system
works because it works most of the time. But incidents do not happen most of the time. They happen at the
edges, during the night shift, the contractor job, the rushed turnaround. Your exposure is in the exceptions,
not the routine.

Start Here:

Strengthen how expectations are defined at role entry and reinforce them regularly to ensure consistent
understanding across all teams.

Immediate Actions (Week 1):

1. Audit your "exception operations." Where do you use relief supervisors, contractors, or temporary
coverage? Test leadership clarity in those areas specifically.

2. Build a "Leadership Clarity Stress Test." Create three scenarios (night shift override, contractor task,
production pressure). Ask supervisors to explain what they would do and what controls they would verify.
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The Conversation Starter:

Ask a supervisor: “You know the critical controls for normal operations. But what about when you’re
covering the night shift and something unexpected happens? Who do you call, what do you verify,
and where is that written down?’

The Quick Win:

Add one question to every pre-start briefing: “What is the one critical control we cannot compromise on
this job, and who is checking it?” Do this for one week. You will quickly see where clarity is strong and
where it is assumed.

THE DISCIPLINE GAP

Most organisations stall at Developing because they believe they are "good enough." The gap to Embedded
feels small, so they stop investing, until an incident reveals the gap was larger than they thought.

Developing is the most dangerous band because it feels safe. Organisations here have the structure but not
the consistency under pressure. They believe they are "good enough" until an incident reveals the gap.

The move from Developing to Embedded requires systematic stress-testing, role-entry standardisation, and
verification that clarity survives personnel changes and operational changes. This is where most
organisations stall permanently.

The 90-Day Operational Safety Leadership Program closes the Developing-to-Embedded gap @
through disciplined implementation and peer challenge.

BAND: EMBEDDED (Score 17-20)

What Your Score Means:

Leadership expectations, accountabilities, and role boundaries are clearly defined and consistently applied.
Supervisors can confidently describe the critical safety controls relevant to their work and apply them
consistently in how work is planned and executed. Expectations are well established and reinforced,
supporting clear ownership and consistent decision-making across teams. This results in consistent control
across operations, even as conditions change or pressure increases.

The Operational Reality Check:

* A new supervisor can join a team and understand the safety expectations within days, not months

+  Supervisors use the same language, frameworks, and verification habits across all teams

*  Frontline workers can predict how a supervisor will respond to a safety concern because the standard is
consistent

» Leadership clarity is maintained during emergencies, shutdowns, and high-pressure events

» Regulators and auditors receive consistent messages regardless of who they speak to

The Risk Exposure:

At Embedded, your risk is not operational failure, it is drift. Over time, as operations change, new hazards
emerge, and personnel turnover occurs, clarity can erode without anyone noticing. The danger is assuming
that because it was clear last year, it is clear today.

Start Here:

Continue reinforcing expectations and regularly test understanding of critical controls to maintain consistency
as the operation evolves.

Immediate Actions (Week 1):

1. Conduct a "new supervisor interview.” Ask your most recently appointed supervisor: "How did you
learn what was expected of you? How long did it take before you felt confident?"

2. Introduce "expectation spot checks." Randomly select a supervisor and a task. Ask them to explain the
critical controls and their accountability.
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The Conversation Starter:

Ask your leadership team: “If our most experienced supervisor left tomorrow, would the person who
replaces them know exactly what is expected within 48 hours? If the answer is ‘they’d figure it out,’
we have drift.”

The Quick Win:

Schedule a 15-minute “expectation refresh” in your next leadership meeting. Ask every supervisor to state
one critical control for their area and who owns it. If everyone can do this without preparation, your clarity is
embedded. If anyone hesitates, you have early drift.

THE DISCIPLINE GAP

Most organisations stall at Embedded because they mistake consistency for permanence. Drift is invisible
until it is catastrophic. Without external verification, embedded discipline erodes through personnel changes.

Even at Embedded, drift is constant. Operations change. Personnel turmover happens. New equipment
arrives. The procedures that were clear last year may not match this year's reality.

Sustaining Embedded requires continuous verification, not annual audits. The organisations that stay
Embedded build verification into operational rhythm.

Ongoing advisory support provides the external discipline to catch drift before it becomes a gap. @

PILLAR 2:

The Question: Are expectations consistently enforced?

BAND: CRITICAL GAP (Score 1-8)

What Your Score Means:

Safety expectations are not consistently reinforced, and accountability is unclear or absent. Supervisors are
not consistently held accountable when standards are not met, and follow-up actions are often missed or
incomplete. There is limited visibility of who is responsible for addressing issues, and corrective actions are
not reliably tracked or closed. Issues are often left unresolved, worked around, or quietly dropped over time.

The Operational Reality Check:

* Supervisors see unsafe behaviour but do not address it because “it’s not my job” or “nothing will
happen anyway”

»  Corrective actions from incidents and audits sit open for months or years

»  Workers openly ignore safety rules because they know there is no consequence

» The same issues appear on audit after audit with no resolution

*  “Near miss” is a phrase people use to describe something they fixed themselves, not something they
reported

The Risk Exposure:

Critical accountability gaps create a culture of learned helplessness. Frontline workers stop reporting because
they know nothing changes. Supervisors stop enforcing because they know no one has their back. The
organisation accumulates unresolved issues like debt, until one of them causes a catastrophic incident.
Regulators view this as a clear indicator of systemic management failure.

Start Here:

Define clear accountability for addressing safety issues, and ensure corrective actions are assigned, tracked,
and closed.
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Immediate Actions (Week 1):

1. Pull your last 20 corrective actions (from incidents, audits, or inspections). How many are closed? How
many are overdue? How many have no owner? This is your accountability baseline.

2. Implement a "closed-loop" action tracker. Every issue must have: (a) an owner, (b) a deadline, (c) a
verification step.

The Conversation Starter:

Ask a supervisor: “If you saw someone working without the required PPE right now, what would you
do? And if you chose to do nothing, would anyone know? Would anyone care?’ If the answer reveals
no accountability structure, you have found your starting point.

The Quick Win:

Pick the five oldest open corrective actions. Assign an owner and a 7-day deadline for each. Close them.
Announce that you closed them. This sends a signal that accountability has started.

THE DISCIPLINE GAP

Most organisations stall at Critical Gap because they install a tracking system and assume accountability
will follow. Systems create visibility, but they do not create the cultural expectation that supervisors must act.

Accountability is cultural, not administrative. A tracker helps, but it does not create the expectation that
supervisors must act. That expectation requires leadership modelling, peer pressure, and consistent
reinforcement from management.

Most organisations install a tracker, see early improvement, and watch accountability fade when managers
stop asking about it.

The 90-Day Operational Safety Leadership Program embeds accountability into leadership rhythm @
through structured review discipline and peer accountability.

What Your Score Means:

Safety expectations exist but are not consistently reinforced across supervisors and teams. Some supervisors
address issues and follow through on actions, while others allow standards to slip or remain unresolved.
Accountability processes are in place but not applied consistently, leading to variation in how issues are
managed. Follow-up often depends on the individual supervisor, rather than a consistent expectation.

The Operational Reality Check:

*  Some supervisors are known as “the ones who actually follow up”

*  Other supervisors are known as “the ones who let things slide”

+  Workers adjust their behaviour based on which supervisor is on shift

* Actions are closed, but the quality of closure varies, some are genuine fixes, others are paperwork
exercises

* Managers intervene only when something goes wrong, not when standards drift

The Risk Exposure:

Unstable accountability creates a two-tier culture. The teams with strong supervisors are safe. The teams
with weak supervisors are exposed. The organisation is effectively gambling that nothing serious happens on
the wrong shift, with the wrong supervisor, on the wrong day. Over time, this variation erodes trust in the entire
safety system.

Start Here:

Standardise how issues are followed up, and ensure supervisors are consistently held accountable for closing
actions.

13 THE OSLI INTERPRETATION & ACTION GUIDE
Understanding Your Operational Safety Leadership Diagnostic Results



Immediate Actions (Week 1):

1.  Map your supervisors by action closure rate. Who closes 90%+ on time? Who is below 50%? The gap
between your best and worst is your accountability gap.

2. Implement a "supervisor accountability review." Every month, each supervisor presents their open
actions, closures, and overdue items to their peers and manager.

The Conversation Starter:

Ask your team: “If a worker on the night shift ignores a safety rule, will they be held accountable? Does
the answer change depending on which supervisor is on duty? If it does, what message does that
send?”

The Quick Win:

Create a simple “Actions This Week” board in the supervisor’s office. List every open action, the owner, and
the deadline. Update it every Monday. Make it visible to everyone who walks past.

THE DISCIPLINE GAP

Most organisations stall at because they standardise processes but not consequences. Supervisors
learn what is expected, but they also learn that variation is tolerated when operational pressure increases.

Standardising accountability across supervisors requires more than a board and a meeting. It requires that
managers consistently enforce the standard, that peer pressure supports it, and that the organisation does
not accept variation as inevitable.

When operational pressure increases, accountability reviews are the first meetings cancelled. That single
decision signals that accountability is optional.

The 90-Day Operational Safety Leadership Reset protects accountability discipline by embedding it @
into non-negotiable operational rhythm.

BAND: DEVELOPING (Score 13-16)

What Your Score Means:

Safety expectations are generally reinforced and accountability processes are in place. Most supervisors
address issues and follow through on actions, but this is not yet consistent across all teams or situations.
There are still gaps in how consistently actions are tracked, closed, and reinforced over time. This becomes
more noticeable during periods of higher workload or competing priorities.

The Operational Reality Check:

* Accountability is strong during normal operations but weakens during busy periods

« Some actions are closed but not verified, “we think it'’s fixed” rather than “we confirmed it’s fixed”
»  Supervisors address major deviations but may let minor deviations accumulate

» Positive reinforcement (acknowledging good practice) is rare; only negative behaviour is noticed
* Accountability conversations happen, but they are sometimes delayed or softened

The Risk Exposure:

At Developing, your organisation has the structure of accountability but not the discipline. The danger is
“accountability fatigue’, supervisors who consistently enforce standards burn out because they feel they
are the only ones holding the line. Meanwhile, minor deviations accumulate into normalised practice. When
pressure increases, the weakened accountability structure collapses under the weight of accumulated
exceptions.

Start Here:
Strengthen consistency in how actions are tracked and reviewed and reinforce expectations across all teams.
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Immediate Actions (Week 1):

1. Introduce "verification, not just closure." Every closed action must include evidence: a photo, a
document, a witness sign-off.

2. Build "positive reinforcement" into supervisor routines. Every supervisor must acknowledge one safe
behaviour per shift.

The Conversation Starter:
Ask a supervisor: “When was the last time you praised someone for following a safety standard? When

was the last time you corrected someone for not following one? Is the ratio balanced? If not, what
does that say about your reinforcement culture?’

The Quick Win:

Add one column to your action tracker: “Verified By.” For the next 10 actions closed, require a name in that
column. This single change transforms closure from an administrative task into an accountability moment.

THE DISCIPLINE GAP

Most organisations stall at Developing because they believe structure equals discipline. They have the
meetings, the trackers, and the agendas, but they do not have the habit of following through when it is
inconvenient.

The move from Developing to Embedded requires that accountability becomes automatic, not effortful. That
positive reinforcement is as common as correction. That verification is standard, not exceptional.

Most organisations at Developing believe they are "almost there" and stop investing in accountability
discipline. That is when they slide back to

The 90-Day Operational Safety Leadership Reset builds automatic accountability habits through @
structured reinforcement routines and peer calibration.

BAND: EMBEDDED (Score 17-20)

What Your Score Means:

Safety expectations are consistently reinforced, and accountability is clearly applied across the operation.
Supervisors reliably address issues, follow through on actions, and ensure standards are maintained.
Accountability is visible, and actions are consistently tracked and closed, reinforcing expectations across all
teams. This prevents issues from carrying over or becoming accepted over time.

The Operational Reality Check:

*  Workers and supervisors agree that “if it's not safe, we don’t do it”, and they mean it
* Actions are closed, verified, and communicated back to the workforce

«  Supervisors address deviations immediately, calmly, and consistently

» Positive reinforcement is as common as corrective feedback

*  Accountability is not seen as punishment; it is seen as maintaining team standards

The Risk Exposure:

At Embedded, the risk is “accountability theatre”, where the appearance of enforcement replaces genuine
engagement. Supervisors may go through the motions because it is expected, not because they believe in it.
Over time, this hollows out the culture. The other risk is that accountability becomes rigid: supervisors enforce
rules without understanding context, creating resentment and underground resistance.

Start Here:

Continue reinforcing accountability through regular review of actions and ensure consistency is maintained
as teams evolve.
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Immediate Actions (Week 1):

1. Survey your frontline workers (anonymously): "Do you believe safety standards are enforced
consistently? Do you feel safe to report concerns?"
2. Introduce "accountability calibration." Bring supervisors together to discuss difficult scenarios.

The Conversation Starter:

Ask your leadership team: “If a senior manager walked onto the site and saw a deviation, would they
address it directly? Or would they assume the supervisor will handle it? The answer reveals whether
accountability is everyone’s job or just the supervisor’s.”

The Quick Win:

Publish a “This Month We Closed’ summary. List the actions closed, the improvements made, and the
trends. Share it with the workforce. Embedded accountability is visible accountability.

THE DISCIPLINE GAP

Most organisations stall at Embedded because accountability becomes performative. Supervisors go through
the motions because it is expected, not because they believe it makes a difference. Workers sense the
difference between genuine and theatrical enforcement.

Even Embedded accountability can become performative. The organisations that sustain it continuously
verify that enforcement is principled, not rigid; that workers trust the system; that accountability survives
leadership changes.

Ongoing advisory support provides external calibration to prevent accountability drift. @

PILLAR 3:

The Question: What happens when operational intensity increases?

BAND: CRITICAL GAP (Score 1-8)

What Your Score Means:

Safety controls are not consistently maintained when operational pressure increases. Supervisors rely on
experience or judgement rather than defined controls, and oversight reduces as workload increases. Critical
controls are often missed, bypassed, or assumed during high-pressure tasks. Controls may be treated as
complete without proper verification.

The Operational Reality Check:

»  During busy periods, safety checks are skipped because “we don’t have time”

»  Supervisors step in to help with the work and stop supervising

*  Pre-start checks become shorter or are done from the office, not the field

+  “We've done this a thousand times” is used to justify bypassing controls

* Near-misses spike during shutdowns, campaigns, or peak production, but reporting drops

The Risk Exposure:

This is where incidents happen. Not during normal operations. During pressure. When a task is urgent, when
a deadline is looming, when a client is demanding delivery. The organisation has effectively trained its people
that safety is a luxury for quiet times. Every production deadline that overrides a safety control is a bet that
nothing will go wrong. Eventually, the bet is lost.

Start Here:

Identify one high-pressure task and define the critical controls that must always be followed, regardless of
workload or time pressure.
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Immediate Actions (Week 1):

1. List your last three incidents or near-misses. How many occurred during high workload, tight deadline,
or operational pressure?
2. Create a "Non-Negotiables List" for your top three high-pressure tasks.

The Conversation Starter:

Ask a supervisor: “If the production manager told you that this job had to be finished in half the normal
time, what would you cut? Would you cut a safety control? If the answer is yes, what does that tell us
about how we have structured priorities?”

The Quick Win:

Pick your highest-pressure task this week. Before it starts, gather the team and ask: “What is the one control
we are most likely to skip when we are under pressure?” Write their answer on the whiteboard. Make it the
control everyone watches.

THE DISCIPLINE GAP

Most organisations stall at Critical Gap because they define non-negotiables in a meeting and never revisit
them. The production manager who agreed in the boardroom is the same person who overrides them on the
shop floor when the client calls.

Defining non-negotiables is easy. Maintaining them when the production manager is shouting, the client is
threatening, and the deadline is tomorrow is not.

Most organisations define their non-negotiables, communicate them once, and watch them erode within a
month. Sustained execution under pressure requires escalation protocols, supervisor support, and
organisational commitment that does not waver.

The 90-Day Operational Safety Leadership Program builds pressure-resistant execution discipline @
through scenatrio training, escalation protocols, and peer accountability.

What Your Score Means:

Safety controls are applied inconsistently when operational pressure increases. Some supervisors maintain
control during higher workload, while others reduce oversight or rely on shortcuts to keep work moving.
Controls are generally followed under normal conditions, but this breaks down as pressure builds. The
standard of control varies depending on who is leading the work and how much pressure is present.

The Operational Reality Check:

*  Some supervisors are known for “getting the job done safely” even under pressure

»  Other supervisors are known for “getting the job done”, and safety is secondary

*  Workers know which supervisor will “look the other way” when time is tight

»  Controls are maintained for major tasks but relaxed for “quick jobs” or “familiar tasks”

* There is no clear escalation path when a supervisor feels pressured to bypass controls

The Risk Exposure:

Unstable execution under pressure creates a lottery. Your safety on any given day depends on which
supervisor is on shift and how much pressure they are under. This is not a system. It is chance. The
organisation has not decided whether safety or production takes priority when they conflict. Until that decision
is made explicitly, supervisors will make it implicitly, and not always correctly.

Start Here:

Identify where controls are most often missed under pressure and reinforce expectations for those specific
tasks.
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Immediate Actions (Week 1):

1. Interview your supervisors: "When was the last time you felt pressured to relax a safety control? What
did you do? Who supported you?"

2. Build an "escalation protocol." When a supervisor believes production pressure is compromising safety,
they must have a clear, supported path to escalate.

The Conversation Starter:

Ask your operations manager and safety manager together: “If a supervisor stopped a job because a
safety control could not be met, what would happen next? Would they have a clear path to resolve it,
or would they be left to manage the pressure alone?”

The Quick Win:

Write one sentence on a card and give it to every supervisor: “If you cannot verify the critical control, you
do not proceed. No exceptions. Your manager will support this decision.” Have every manager sign it.

THE DISCIPLINE GAP

Most organisations stall at because they write escalation protocols that nobody uses. Supervisors
learn that escalating a safety concern creates more problems for them than bypassing the control.

Escalation protocols are worthless if supervisors believe they will be punished for using them. The real test
is not whether the protocol exists, but whether a supervisor has used it and been supported.

Building pressure-resistant execution requires that the entire leadership chain, from supervisor to CEO,
demonstrates that safety controls are non-negotiable. One counter-signal from a senior manager destroys
months of discipline.

The 90-Day Operational Safety Leadership Program aligns the entire leadership chain through shared @
language, shared commitments, and visible modelling.

BAND: DEVELOPING (Score 13-16)

What Your Score Means:

Safety controls are generally maintained, including during periods of increased workload. Most supervisors
continue to apply controls under pressure, but this is not yet consistent across all teams or situations. There
are still conditions where controls weaken, particularly when tasks become more complex or time-critical.
These gaps tend to appear in specific tasks or shifts, rather than across the entire operation.

The Operational Reality Check:

Controls are maintained for routine high-pressure tasks but may weaken for novel or complex situations
Night shifts and weekend coverage show more variation than day shifts

Supervisors apply controls but may not verify them as rigorously when rushed

“Experienced” workers are given more leeway during pressure, creating blind spots

* The organisation has standards for pressure, but they are not always proactively applied

The Risk Exposure:

At Developing, the organisation believes it handles pressure well, and it usually does. But the exceptions are
dangerous. Novel tasks, complex situations, and experienced-worker exceptions are where surprises
happen. The organisation has not yet built the habit of disciplined execution under all conditions. It executes
well when it remembers. It needs to execute well when it doesn’t have time to remember.

Start Here:

Identify one situation where controls weaken under pressure and reinforce how those controls must be
maintained.

18 THE OSLI INTERPRETATION & ACTION GUIDE
Understanding Your Operational Safety Leadership Diagnostic Results



Immediate Actions (Week 1):

1. Map your incidents and near-misses for the last 12 months. Identify the "unusual" conditions: first-time
tasks, new personnel, changed procedures.
2. Build a "novel task checklist." Any task not done in the last 30 days triggers enhanced verification.

The Conversation Starter:

Ask a night-shift supervisor: “If | compared your control verification records from the night shift to the
day shift, would they be identical? If not, is it because the night shift has less time, less support, or
less discipline?”

The Quick Win:

Identify your next scheduled high-pressure task (shutdown, campaign, deadline, or peak shift). Before it
starts, nominate one person as safety observer. Their only job: verify that critical controls are applied before
work proceeds. No other duties. Rotate this role each shift. One observation beats a hundred intentions.

THE DISCIPLINE GAP

Most organisations stall at Developing because they celebrate routine success and stop examining
exceptions. They believe their pressure management is "good enough” because it works most of the time.
But incidents do not occur "most of the time."

The Developing band is where organisations become overconfident. They believe their pressure
management is "good enough" because it works most of the time. But incidents do not occur "most of the
time." They occur in the exceptions that the organisation has stopped examining.

Sustained pressure-resistant execution requires systematic examination of exceptions, not just celebration
of routine success.

The 90-Day Operational Safety Leadership Program builds exception management into operational @
discipline through structured scenario planning and peer verification.

BAND: EMBEDDED (Score 17-20)

What Your Score Means:

Safety controls are consistently maintained under operational pressure. Supervisors apply critical controls
and maintain oversight regardless of workload, time pressure, or changing conditions. Work is planned and
executed with control maintained, even in complex or high-demand situations. This results in consistent
execution, regardless of conditions or who is leading the work.

The Operational Reality Check:

* The workforce can describe the last time a job was stopped because a control could not be met, and
they were supported

*  Pre-start checks take the same amount of time regardless of urgency

»  Supervisors do not step in to “help” at the expense of oversight

+  “We've done this a thousand times” triggers more verification, not less

* The organisation measures and celebrates disciplined execution under pressure

The Risk Exposure:

At Embedded, the risk is “control complacency.” Because controls are consistently applied, the organisation
may stop questioning whether the right controls are in place. Discipline is strong, but the controls themselves
may be outdated or misaligned with current risk. The other risk is that embedded discipline becomes rigid,
supervisors enforce controls even when the operational reality has changed, creating frustration and
underground workarounds.

Start Here:

Continue reviewing high-pressure tasks to confirm controls remain effective as conditions and workloads
evolve.
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Immediate Actions (Week 1):

1. Review your last "stop work" event. Was it because a control could not be met? How was it handled?

2. Conduct a "control effectiveness review." For your top five high-pressure tasks, ask: "Are these still the
right controls?"

The Conversation Starter:

Ask your leadership team: “When was the last time we changed a safety control because the operation
had evolved? If the answer is ‘we haven’t,’ we may be disciplined about the wrong things.”

The Quick Win:

Add one question to every post-task review: “Did the controls we planned still make sense in practice?
If not, what needs to change?” This keeps discipline relevant, not rigid.

THE DISCIPLINE GAP
Most organisations stall at Embedded because discipline becomes rigid. Controls that were appropriate last

year may not match this year's reality. The organisation enforces outdated controls while new risks go
unaddressed.

Even Embedded execution can become rigid. Controls that were appropriate last year may not match this
year's reality. The organisations that sustain excellence continuously question whether their discipline is
directed at the right things.

Ongoing advisory support provides external challenge to prevent discipline from becoming rigidity. @

PILLAR 4:

The Question: Do documented systems reflect real-world practice?

BAND: CRITICAL GAP (Score 1-8)

What Your Score Means:

Systems and procedures do not reflect how work is actually performed. Supervisors and teams rely on
informal workarounds rather than documented processes, and procedures are not consistently followed or
trusted. Critical tasks are carried out differently from how they are written, and there is little alignment between
documentation and real work. This creates a gap between what is expected and what actually happens,
increasing the risk of uncontrolled work.

The Operational Reality Check:

*  Workers openly admit they do not follow the written procedure

* The “real” way to do the job is taught informally by experienced workers

*  Procedures are kept in an office or on a server, not at the point of work

* Auditors find discrepancies between documents and practice, but nothing changes
*  New workers are told “forget the book, I'll show you how it’s really done”

The Risk Exposure:

When systems do not reflect reality, the organisation has two parallel operations: the one on paper and the
one in practice. The one on paper is used for audits, regulators, and investigations. The one in practice is
where incidents happen. This is not just a safety risk, it is a regulatory and legal time bomb. When an incident
occurs, the organisation will be held accountable for the procedure it wrote, not the workaround it allowed.

Start Here:

Select one high-risk task, compare the procedure to how work is actually done, and update it to reflect real
conditions.
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Immediate Actions (Week 1):

1. Pick your highest-risk task. Observe it being performed. Compare what you see to the written procedure.
2. Run a "procedure review with frontline teams." Bring the people who do the work together with the
people who wrote the procedure.

The Conversation Starter:

Ask a frontline worker: “If I gave you the written procedure for your job and asked you to follow it exactly,
could you? Would it be safe? Would it even work?” If the answer is no, your system is misaligned.

The Quick Win:

Take one procedure for a task done every day. Ask the worker doing it to mark up the procedure: what is
wrong, what is missing, what has changed. Update it within 48 hours. Show them you acted on their input.

THE DISCIPLINE GAP

Most organisations stall at Critical Gap because they update one procedure, celebrate the win, and never
reach the others. Frontline workers see the one updated procedure and assume the rest are also current,
creating false confidence that is more dangerous than known ignorance.

One updated procedure is a start. Updating every procedure that matters requires systematic frontline
involvement, change management, and sustained validation. Most organisations update one procedure,
celebrate, and never reach the others.

The 90-Day Operational Safety Leadership Program provides the structure and discipline to @
systematically align systems with operational reality across all critical tasks.

What Your Score Means:

Some systems and procedures reflect operational work, but inconsistencies remain. Certain procedures are
followed and trusted, while others are outdated, bypassed, or adapted by supervisors to get the job done.
Supervisors make decisions about what parts of the system to apply, leading to variation in how work is
carried out. In practice, supervisors choose what to follow and what to work around depending on the task
and conditions.

The Operational Reality Check:

»  Some procedures are current, trusted, and used; others are ignored by everyone
Supervisors have personal “versions” of procedures they believe work better
Workers know which procedures are “real” and which are “for the auditor”
Procedures are updated after incidents but not proactively

There is no systematic process for validating alignment

The Risk Exposure:

Unstable system alignment means your organisation is managing safety by supervisor intuition, not by system
design. Each supervisor is effectively running their own safety system. This creates inconsistency, makes
training impossible, and means that when a supervisor leaves, their “system” leaves with them. The
organisation cannot scale, transfer, or improve safety because it has no single source of truth.

Start Here:

Identify which procedures are not being used in practice and prioritise updating them to reflect how work is
actually performed.

Immediate Actions (Week 1):

1. Survey your supervisors: "Which three procedures do you trust? \Which three do you ignore? Why?"
2. Create a "procedure trust score." For each critical procedure, measure accessibility, usage, and reality
match.
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The Conversation Starter:

Ask a supervisor: “If | asked you to train a new worker using only the written procedures, would they
be safe and competent? If you had to add your own explanations, what does that say about our
documentation?”

The Quick Win:

Print the procedure for one high-risk task and tape it to the wall where the work happens. Ask workers to mark
it up with a pen as they work. Collect it at the end of the week. Update it. Repeat.

THE DISCIPLINE GAP

Most organisations stall at because they update procedures without frontline trust. Workers believe
procedures are written by people who don't understand their work, so they use the old ways regardless of
what the document says.

Building system alignment requires frontline trust. If workers believe procedures are written by people who
don't understand their work, they will not use them, no matter how accurate they become.

Sustained alignment requires ongoing frontline involvement in procedure development and validation, not
one-off consultation.

The 90-Day Operational Safety Leadership Program embeds frontline co-creation into system @
alignment through structured workshops and continuous feedback loops.

BAND: DEVELOPING (Score 13-16)

What Your Score Means:

Systems and procedures generally reflect how work is performed across the operation. Most procedures are
relevant and used, and supervisors rely on them for planning and executing work. However, gaps still exist
where procedures have not kept up with changes in operations or conditions. These gaps tend to appear
when work changes, rather than in routine tasks.

The Operational Reality Check:

Routine tasks are well-documented and aligned

New equipment, new processes, or changed conditions outpace procedure updates
Temporary modifications become permanent without documentation

Contractors and project work often operate outside the main procedure set

Supervisors recognise gaps but may not have a clear process to raise and resolve them

The Risk Exposure:

At Developing, the organisation is safe during routine operations but vulnerable during change. The gap
between “what we usually do” and “what we are doing now” is where incidents occur. The organisation
has not built a systematic link between operational change and system updates. Change happens faster than
documentation, and the lag creates exposure.

Start Here:

Review recent operational changes and confirm that procedures have been updated to match current work
practices.

Immediate Actions (Week 1):

1. List every operational change in the last 6 months. For each, ask: "Was the procedure updated before,
during, or after the change?"

2. Implement a "change trigger' rule. No operational change is approved until the safety procedure review
is complete.
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The Conversation Starter:

Ask your operations and maintenance managers: “When maintenance modifies equipment or changes a
process, who updates the safety procedure? Is that person in the room when the change is approved?
If not, how do they know what changed?’

The Quick Win:

Find your most recent operational change, new equipment, modified process, different contractor scope,
anything from the last 30 days. Check: was the safety procedure updated before work started? If not, update
it now and communicate it to the team. Then add one line to your change approval form: 'Safety procedure
updated and communicated.' Use it on the very next change, no matter how small.

THE DISCIPLINE GAP

Most organisations stall at Developing because their change management process exists on paper but is
bypassed in practice. When deadlines loom, the safety procedure review is the first step skipped, and nobody
notices until an incident reveals the gap.

Change triggers are effective only if they are enforced. Most organisations have a change management
process on paper that is bypassed in practice when deadlines loom.

Sustained alignment requires that procedure updates are treated as non-negotiable as the operational
change itself.

The 90-Day Operational Safety Leadership Program builds change-trigger discipline into operational @
workflow through leadership accountability and system integration.

BAND: EMBEDDED (Score 17-20)

What Your Score Means:

Systems and procedures consistently reflect how work is performed across operations. Supervisors use
procedures as part of normal planning and execution, and documentation supports how work is actually
carried out. Procedures are kept up to date as operations evolve, and alignment is maintained across teams.
This reduces the need for workarounds and supports consistent execution across the operation.

The Operational Reality Check:

Workers reference procedures as a normal part of work, not as an afterthought

Operational changes trigger procedure updates automatically

There is no “auditor version” and “real version”, there is one version, and it is accurate
Supervisors plan work using procedures, not despite them

The organisation measures alignment as a leading indicator, not just as a compliance check

The Risk Exposure:

At Embedded, the risk is “documentation complacency.” Because procedures are generally accurate, the
organisation may stop questioning whether they are sufficient. The procedures reflect reality, but reality may
have hidden risks that are not documented. The other risk is over-documentation: so many procedures exist
that workers cannot find the one they need, creating the illusion of alignment while hiding practical gaps.

Start Here:
Continue validating procedures against real work to ensure alignment is maintained as operations change.

Immediate Actions (Week 1):

1. Conduct a "procedure usability audit." Can a worker find the right procedure in under 60 seconds?
2. Introduce "frontline validation rounds." Every month, a small team validates one critical procedure against
real work.
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The Conversation Starter:

Ask a worker: “If you needed to find the procedure for an urgent task right now, could you? How long
would it take? If the answer is more than a minute, your alignment is theoretical, not operational.”

The Quick Win:

Count the number of procedures for your top three tasks. If there are more than three per task, consolidate.
Alignment is not about volume. It is about clarity.

THE DISCIPLINE GAP

Most organisations stall at Embedded because documentation accumulates faster than it is retired. New
procedures are added for every change, but old ones remain active. Workers cannot find the right procedure
in the noise, so they use the one they remember, which may be outdated.

Even Embedded alignment can drift through accumulation. New procedures are added; old ones are never
retired. The library grows until it becomes unusable.

Sustained alignment requires regular rationalisation, not just validation.

Ongoing advisory support provides external discipline to prevent documentation bloat and maintain
lean, usable systems.

PILLAR 5:

The Question: Is reinforcement structured and ongoing?

BAND: CRITICAL GAP (Score 1-8)

What Your Score Means:

Safety leadership reviews are not structured or do not occur consistently. Supervisors and leaders do not
have a regular rhythm for reviewing performance, reinforcing expectations, or addressing issues. Discussions
about safety are typically reactive, occurring after incidents rather than through planned review. This results
in expectations not being reinforced and performance not being consistently monitored.

The Operational Reality Check:

Safety is discussed only after something goes wrong

There is no regular meeting, walk, or review dedicated to safety leadership

Supervisors cannot remember the last time they had a structured safety conversation with their team
Performance data is collected but not reviewed or acted upon

Leadership engagement with safety is invisible to the workforce

The Risk Exposure:

Without rhythm, safety leadership is episodic and emotional. The organisation lurches from crisis to crisis,
never building momentum. Supervisors feel abandoned because they receive no guidance, no feedback, and
no reinforcement. Frontline workers conclude that safety is not a priority because they never see leaders
talking about it when things are calm. The absence of rhythm is the absence of leadership.

Start Here:
Establish a weekly safety leadership review with a simple structure and run it consistently.

Immediate Actions (Week 1):

1. Schedule one 30-minute safety leadership review. Use a simple agenda: (a) what happened? (b) what
did we observe? (c) what needs to change? (d) who owns it?

2. Build a "leadership visibility routine." Every supervisor must spend 30 minutes per week in the field,
observing work and talking to workers about safety.
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The Conversation Starter:

Ask a supervisor: “When was the last time your manager sat down with you to review safety
performance, not because of an incident, but as a routine part of leadership? If you can’t remember,
rhythm is your gap.”

The Quick Win:

Put a recurring 30-minute meeting in every supervisor’s calendar for next month. Call it “Safety Leadership
Review.” Protect it. If operational meetings can be protected, this can be too. The first meeting establishes
the rhythm. The tenth meeting makes it a habit.

THE DISCIPLINE GAP

Most organisations stall at Critical Gap because they hold one good meeting and believe they have
established rhythm. Rhythm is not a meeting. It is a hundred meetings, maintained through personnel
changes, operational pressure, and competing priorities.

One meeting is easy. A hundred meetings, maintained through personnel changes, operational pressure, and
competing priorities, is not.

Most organisations start strong and fade within 90 days. The meeting is cancelled once, then twice, then
permanently.

The 90-Day Operational Safety Leadership Program embeds leadership rhythm into operational
culture through structured accountability, peer commitment, and external coaching that prevents fade.

What Your Score Means:

Some safety leadership reviews take place, but they are informal and inconsistent. Certain teams or
supervisors hold regular discussions, while others do not, and there is no consistent structure across the
operation. Reviews depend on individual effort rather than a defined rhythm. In practice, reviews happen
when individuals drive them, but are not consistently maintained across teams.

The Operational Reality Check:

Some teams have regular safety meetings; others have not met in months
Reviews are cancelled when operational priorities arise

There is no standard agenda, some reviews are effective, others are unfocused
Supervisors who are passionate about safety run reviews; others do not

There is no organisational expectation or measurement of review discipline

The Risk Exposure:

Unstable rhythm means safety leadership is personality-dependent. When the passionate supervisor leaves,
the reviews stop. When the busy manager has a deadline, the review is cancelled. The organisation has not
decided that safety review is a non-negotiable operational activity. Until it does, rhythm will remain accidental.

Start Here:

Introduce one structured safety leadership review with a clear agenda and apply it consistently across all
teams.

Immediate Actions (Week 1):

1. Design one standard safety review agenda. No more than four items.
2. Implement a "no cancellation" rule. Safety leadership reviews are operational meetings.
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The Conversation Starter:

Ask your leadership team: “If | asked every supervisor when their last safety review was, would they all
give me the same answer? Would they all have had one? If the answer is no, your rhythm is unstable.”

The Quick Win:

Create a simple “Review Record’ sheet. Every supervisor signs off that they held their review, followed the
agenda, and assigned actions. Collect these weekly. Publish the completion rate. Visibility creates
accountability.

THE DISCIPLINE GAP

Most organisations stall at because they create the appearance of rhythm without guaranteeing
quality. The same agenda is used every week until it becomes meaningless. Supervisors sign the attendance
sheet and discuss nothing of substance.

Standard agendas and sign-off sheets create the appearance of rhythm without guaranteeing quality. The
real test is whether reviews produce decisions, actions, and visible outcomes.

Sustained rhythm requires that reviews are treated as operational decision-making forums, not administrative
obligations.

The 90-Day Operational Safety Leadership Program transforms reviews from administrative tasks
into strategic leadership instruments through facilitation training and outcome accountability.

BAND: DEVELOPING (Score 13-16)

What Your Score Means:

Structured safety leadership reviews are in place and generally followed. Most supervisors participate in
regular reviews, and expectations are reinforced through these discussions. However, consistency varies
across teams, and some reviews are missed or lose focus over time. This tends to occur during periods of
higher workload or when priorities shift.

The Operational Reality Check:

* Reviews happen regularly but may become routine or unfocused

+  Some supervisors treat reviews as a “tick box” rather than a leadership activity

* Reviews cover incidents but may not proactively address trends or emerging risks
+ Field engagement happens but is not always linked to review themes

+  The workforce sees reviews happening but may not see outcomes from them

The Risk Exposure:

At Developing, the organisation has rhythm but not necessarily impact. Reviews occur, but they may not
change behaviour. The danger is “ritual without results”, supervisors go through the motions because they
are expected to, not because they believe the review makes a difference. When workload increases, these
rituals are the first things to slip because their value is not obvious.

Start Here:

Strengthen consistency by setting clear expectations for review frequency, structure, and participation across
all teams.

Immediate Actions (Week 1):

1. Audit your last four reviews. Did they result in actions? Were those actions closed? Were the themes
communicated to the workforce?

2. Link reviews to field engagement. Every review must include: "What did we see in the field this week?"
and "What will we look for next week?"

26 THE OSLI INTERPRETATION & ACTION GUIDE
Understanding Your Operational Safety Leadership Diagnostic Results



The Conversation Starter:

Ask a frontline worker: “Do you know what your supervisor discussed in their last safety review? Do
you know what actions came out of it? If the answer is no, your reviews are invisible.”

The Quick Win:

At the end of the next review, write one sentence on a whiteboard in the workplace: “This week we are
focusing on [specific control].” Update it weekly. This makes the review visible and operational.

THE DISCIPLINE GAP

Most organisations stall at Developing because reviews happen but do not change behaviour. Supervisors
go through the motions because it is expected, not because they believe the review makes a difference.
When workload increases, these rituals are the first things to slip.

The move from Developing to Embedded requires that reviews produce visible outcomes that the workforce
experiences. Not minutes. Not agendas. Results.

Most organisations at Developing believe they are "almost there" because reviews happen. But reviews
that do not change behaviour are administrative theatre.

The 90-Day Operational Safety Leadership Program builds outcome-focused review discipline
through structured action tracking, workforce communication protocols, and peer accountability.

BAND: EMBEDDED (Score 17-20)

What Your Score Means:

Safety leadership reviews are structured, consistent, and embedded into routine operations. Supervisors and
leaders maintain a regular rhythm of reviewing performance, reinforcing expectations, and addressing issues.
Reviews are focused, consistent across teams, and used to maintain clarity and control in day-to-day
operations. This ensures expectations are reinforced consistently and performance is actively managed
across all teams.

The Operational Reality Check:

Workers can describe the current safety focus because they hear it regularly
Reviews are never cancelled, they are protected like production meetings
Field engagement is planned, purposeful, and linked to review themes
Performance trends are visible and acted upon before they become incidents
Safety leadership rhythm is part of the operational culture, not an add-on

The Risk Exposure:

At Embedded, the risk is “rhythm rigidity.” Because reviews are so consistent, the organisation may stop
questioning whether they are effective. The same agenda, the same format, the same people, year after year.
Rhythm becomes routine, and routine becomes invisible. The organisation is busy but may not be improving.

Start Here:

Continue reinforcing the review rhythm and regularly check that discussions remain focused and effective as
operations evolve.

Immediate Actions (Week 1):

1. Review your last 12 months of safety review records. Are the same issues recurring?
2. Introduce "review innovation." Every quarter, one review must use a different format.
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The Conversation Starter:

Ask your leadership team: “If we stopped holding safety reviews for a month, would anyone notice? If
the answer is ‘the workers wouldn’t notice but the auditors would,’ your rhythm is compliance, not
leadership.”

The Quick Win:

Add one new item to your next review agenda: “What is one thing we used to worry about that we no
longer worry about? Why?” This forces the team to recognise progress and prevents perpetual crisis mode.

THE DISCIPLINE GAP

Most organisations stall at Embedded because rhythm becomes invisible. The organisation is so accustomed
to the routine that it stops examining whether the routine still serves its purpose. The same agenda, the same
format, the same people, year after year.

Even Embedded rhythm can become invisible. The organisation is so accustomed to the routine that it stops
examining whether the routine still serves its purpose.

Sustained excellence requires periodic disruption of the rhythm to prevent stagnation.

Ongoing aadvisory support provides external challenge to prevent rhythm rigidity and maintain
innovative, outcome-focused leadership engagement.

9. THE DISCIPLINE GAP

You have now read your complete diagnostic interpretation. You know what your scores mean, what they
reveal about your operation, and what actions you can take immediately.

Most organisations that reach this point make meaningful progress in the first 30 days. They implement quick
wins, run conversations with their teams, and see early improvement.

Then operational pressure returns. The person leading the improvement gets pulled into another priority. The
new habits fade. Six months later, the diagnostic is repeated, and the scores are unchanged.

This is not a failure of intent. It is a failure of discipline architecture.

Band

(ofyii[|NcET M They define expectations once and assume they are understood. Without repeated verification,
supervisors revert to individual interpretation within weeks.

Unstable They run one alignment session and declare success. Without structured repetition, supervisors
gradually revert to their individual habits as operational pressure returns.

Developing | They believe they are "good enough." The gap to Embedded feels small, so they stop investing —
until an incident reveals the gap was larger than they thought.

Embedded They mistake consistency for permanence. Drift is invisible until it is catastrophic. Without external
verification, embedded discipline erodes through personnel changes and operational evolution.

Maturity ‘ Why Most Organisations Stall Here

Self-directed improvement requires three things most operational leaders do not have:
1. Protected time for leadership development amid operational pressure

2. External accountability that does not weaken when workload increases

3. Peer challenge from others facing the same pressures
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Without these three elements, improvement stalls. Not because leaders lack capability. Because the
operational environment is designed to pull them back to the status quo.

1 Do | have protected time for this work?
[J Do I have external accountability that won't fade when pressure returns?
[J Do I have peer challenge from others facing the same pressures?

If any box is unchecked, your improvement is at risk of stalling. Consider what support or structural changes
are needed.

The 90-Day Operational Safety Leadership Program is built for this reality. It provides the structure, coaching,
and cohort accountability that transforms insight into embedded capability.

What the Program provides that self-direction cannot:

What You Need What Self-Direction What the Program Provides
Provides

Accountability to act "Do this yourself" Cohort accountability, coach check-ins, peer pressure
Discipline to sustain "Try this for 30 days" Structured rhythm, deadlines, progress tracking
Customisation to your | Generic actions Personalised coaching on your actual challenges

operation

Verification you're doing | Self-assessment Expert feedback, calibration, correction

it right

Integration across your | Individual reading Team-based implementation, shared language, aligned
leadership team execution

Embedding into | Suggestions Built-in systems, habits, muscle memory

operational rhythm

10. FROM DIAGNOSIS TO ACTION

For each pillar where you scored below Embedded, use this framework:

WHAT (Capability HOW (Improvement Approach) IMPLEMENTATION (Tools to Use)
Gap)
Leadership Clarity Define and communicate clear Role charters, accountability frameworks,
expectations and risk ownership expectation briefings, onboarding guides
Accountability & Establish visible behaviours that Field engagement routines, safety
Reinforcement consistently reinforce expectations conversations, observation programs,
reinforcement training
Execution Under Strengthen capability to maintain controls | Risk decision frameworks, pre-start briefings,
Pressure during operational pressure escalation protocols, workload risk reviews
System Alignment Ensure systems accurately reflect how Procedure reviews with frontline teams,
work is performed simplification workshops, feedback loops, control
verification
Leadership Rhythm | Implement structured review rhythms Safety reviews, performance reviews, incident
that reinforce accountability learning forums, leadership dashboards
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Your diagnostic results indicate which stage is most appropriate for your organisation:

Stage 1: Foundation

For organisations with Critical Gap or Unstable scores in multiple pillars. A structured 90-day cohort
experience that establishes leadership clarity, accountability, and rhythm through guided implementation,
peer accountability, and live coaching.

Stage 2: System Implementation

For organisations with Developing scores seeking to embed discipline. Implementation of the Operational
Safety Leadership System (OSLS) across your leadership team with on-site facilitation.

Stage 3: Embedded Capability

For organisations with mixed Developing/Embedded scores seeking to sustain and advance capability.
Ongoing advisory support with continuous verification and refinement.

Review your scores using this guide. Validate whether the patterns reflect what you see day-to-day.
Identify your Primary Gap (lowest-scoring pillar) and your Secondary Gaps.

Select one Quick Win from each gap pillar to implement this week.

Use the Conversation Starters to validate your findings with frontline leaders.

Determine your stage using the framework above.

If these findings reflect what you see in your operation, the next step is a conversation about which stage
matches your current capability and your operational priorities.

11. ABOUT THIS FRAMEWORK

The OSLI Diagnostic and this Interpretation Guide are based on:

»  Work Health and Safety Act 2011 — Officer Due Diligence obligations

ISO 45001:2018 — Occupational Health and Safety Management Systems

Safe Work Australia — Model WHS Regulations

Human & Organisational Performance (HOP) principles

Themes identified across regulator prosecution case reviews in high-risk industries
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Book a Diagnostic Discovery Call: www.elev8ig.com.au | admin@elev8ig.com.au | +61 499 006 797

Elev8iQ Solutions

Operational Leadership Capability Advisory
Phone: 0499 006 797

Email: admin@elev8ig.com.au

This guide is provided as part of your OSLI Diagnostic results. It is confidential to your organisation and
should be used to guide structured leadership and system improvement discussions.

A separate companion document containing:

Your Diagnostic Profile (score recording)

Pillar Action Plans (questions by band, Quick Win tracking, conversation recording, evidence capture) ¢
30-Day Priority Summary

Discipline Gap Check

Stage Determination & Next Steps

Use this document alongside the guide as you work through each pillar. Complete it as you go or at the end,
whichever works for your workflow.
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