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Presentation Notes
Good morning, everyone, and thank you for the opportunity to speak today.
Introduce myself.
You may be asking, what does this presentation have to do with training, this presentation is about training and mentoring we received from an auditor that helped us rebuild our SMS into a more proactive system. 
Over the past 2 years, our organisation has made a deliberate shift in how we manage safety and quality. We’ve moved from a system that was largely reactive — one that responded well after incidents, findings, or events — to a system that is intentionally proactive and focused on identifying risk early.
This presentation isn’t about claiming perfection or presenting a finished product. It’s about sharing a journey — what triggered the change, what we actually changed inside the system, and what we’re now seeing as a result.
Most of our flight hours are onshore utility operations but my hope is that some of this resonates with your own experiences and sparks useful discussion. 
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Just 2 years ago, if you looked at our system on paper, it appeared healthy.
We were compliant, incidents were investigated, audit findings were being closed, and actions were tracked.
But behind that, the reality was that workload across the safety and quality function was high, and a lot of effort was being spent simply keeping up.
At the same time, we were working to align our systems more closely with IOGP 690. What became clear was that our existing safety and quality framework or foundational elements — while functional — weren’t scaling well against those expectations.
We found ourselves reacting to issues, findings, and requests, rather than having a system that naturally highlighted emerging risk and prioritised effort.
The combination of high workload and increasing external expectations exposed a gap: we were spending too much time responding, and not enough time anticipating.
That realisation was the trigger for change. We didn’t need more activity — we needed a smarter, more proactive system that worked with us, not against us.
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When we looked closely at how our system was actually operating, a few things became clear.
We were relying on a number of older, largely manual systems that duplicated effort and required significant work just to keep running.
A lot of our time was spent maintaining the system and box ticking, rather than using it to drive insight or improvement.
Our ability to analyse data was limited. We could respond to individual incidents or findings, but we struggled to see meaningful trends across the organisation.
The Hazard and Risk Register had become static - it was being updated on occasion, and reviewed, but it was not actively driving decision-making or prioritisation.
At the same time, as we worked to align with IOGP 690, it became clear that our existing approach wasn’t giving us the visibility, structure, or confidence we needed.
We were meeting requirements in parts, but we weren’t truly grasping the intent of IOGP 690 - particularly around proactive risk management and system-wide learning.
In short, the system was fragmented and working harder than it needed to, without delivering the level of foresight we were aiming for.
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Our first IOGP 690 audit took place in 2022.
What was interesting — and important for us to acknowledge — was that many other departments across the organisation were adapting well to the IOGP 690 way of thinking. They were starting to grasp the intent, not just the wording.
Our Safety and Quality department, however, struggled. At this time leadership bolstered the safety department by bringing on 2 additional senior staff members to assist, this helped to share the workload,  but we were still just keeping our heads above water. 
Year on year, through subsequent audits, the number of findings within our area grew. Not because people didn’t care, but because our systems and our thinking hadn’t yet caught up with what IOGP 690 was really asking of us.
We did see a substantial increase in safety reporting as our safety promotion increased with additional staff. But now we were over run with reports but were not getting any truly valuable data out of all the reports.  
 
In 2024, something changed.
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We were fortunate to have an exceptional external auditor — someone who didn’t just point out gaps but helped us understand them. At one point, he drew a very simple image on the whiteboard that encapsulated what was required of proactive SMS.
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And that was the moment the penny dropped for us.
In that simple diagram , the whole picture suddenly became clear — how our systems connected, where they were broken, and why we were constantly reacting instead of anticipating.
It wasn’t about adding more procedures or more reports. It was about changing how the system was designed, fixing the foundations and changing how we were thinking about safety, quality, and risk, and how they were all linked.
From that point, our mindset shifted. We engaged with mentors at Russell Allen and Partners, and we made a conscious decision to renovate the department — not patch it.
That marked the start of our transition from a reactive function to a genuinely proactive one.
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Once our mindset shifted, we understood that becoming proactive required deliberate system design. It wasn’t something that would happen through effort alone — it needed structure and clarity.
Over the past year and a half, we have deliberately focused on strengthening the foundational elements of our Safety Management System. Rather than adding layers of process, we concentrated on rebuilding the core building blocks — how we identify risk, how we escalate it, how we analyse it, and how leadership responds.
In doing so, we found that much of this work aligns closely with the HeliOffshore Safety Performance Model. The emphasis on visible leadership, proactive risk management, safety assurance, and continuous learning became central to how we redesigned the system.
What we were really doing was moving away from reactive compliance and toward a more structured and predictive framework — one that allows us to see exposure building and act before it turns into an event.
This wasn’t about increasing activity; it was about improving clarity, accountability, and early visibility.
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One of the first tangible changes we made was how we use our Hazard and Risk Register.
Previously, it existed — but it was largely static. It was reviewed periodically, sometimes updated after events, and rarely used as a day-to-day decision-making tool.
As part of our reset, we made a deliberate decision to start again. With the help of AI and a lot of man hours, we rebuilt the Hazard and Risk Register from the ground up.
Today, we have well over 600 identified hazards — covering everything from frontline cockpit operations, through maintenance and support activities, right through to executive-level and organisational risks.
The key shift wasn’t the number of hazards — it was how the system is used.
The register is now treated as a living system. Audit findings, repeated safety reports, investigation outcomes, and operational changes actively feed into it through a structured analysis tool.
Importantly, this doesn’t create workload. It takes us around 15 minutes a week to input and review data, but it gives us a clear, current picture of where risk is increasing.
When trend data shows rising exposure, the system requires action — even if no incident has occurred.
This change has been critical in shifting risk conversations earlier, away from reacting to events and toward actively managing emerging risk before harm occurs.
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Another major step in our shift from reactive to proactive was formalising how we escalate risk.
Previously, escalation tended to occur after something had already happened — an incident, a serious finding, or a near miss that forced attention.
Today, escalation is driven by data.
When trend analysis, repeated reporting, audit outcomes, or operational change indicate that residual risk is increasing, escalation is mandatory. It’s not discretionary, and it’s not dependent on an event occurring.
High-risk hazards now require executive visibility and under certain circumstances explicit approval before operations continue. That step alone has been transformative.
It has shifted risk ownership to the right level and ensured that decisions are made with full awareness of the exposure being accepted.
Most importantly, it has changed the nature of safety conversations.
Instead of leadership asking “Why did this happen?” after the fact, the question is now “Why are we allowing this level of risk to exist — and what are we doing about it?”
That shift has been critical in embedding proactive risk management and reinforcing accountability across the organisation.
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A practical example helps bring all of this to life.
 In 2022, we experienced an accident during a medivac mission for our oil and gas client. Thankfully, no one was injured, but one of our H145 aircraft sustained catastrophic damage after ingesting FOD.
A rubbish dump had recently been disturbed near the hospital helipad. Although the pilots conducted their checks and no visible FOD was observed, the debris had  been buried and covered by mud and dust, making it extremely difficult for the pilots to see the FOD.
That event had a strong immediate impact. It significantly raised awareness around the risks of FOD, particularly in remote and non-controlled environments.
At the time, we treated it as an isolated incident — something unfortunate, but unlikely to repeat.
However, as our systems matured and our ability to analyse data improved, a different picture began to emerge.
Trend analysis of data over the past 2 year has showed a drastic increase in FOD-related reports. What stood out was not just the volume, but the context — the further we moved away from the 2022 event, the more complacency appeared to creep back in.
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Clients, Contractors and surrounding communities had, quite naturally, begun to forget that we had already paid the price once.
As part of our proactive response this past year, we deliberately increased our focus on safety promotion. We introduced FOD awareness in Safety briefing videos , conducted a FOD awareness roadshow, and rolled out visual posters across our operational areas to reinforce the risk, keep the lessons learned visible, and actively disrupt complacency before it could translate into another event.
Today, FOD, in particular at external helipads and landing zones represents our single biggest operational risk.
We’ve been genuinely surprised by some of the outputs from our risk analysis tool and there are a number of escalated risks that were not on our radar. It’s been eye-opening to see where the data is actually leading us, and in some cases challenging assumptions we didn’t even realise we were making.
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Another critical shift for us has been how we approach root cause analysis.
Historically, like many organisations, we were good at describing what went wrong, but less effective at clearly showing why the system allowed it to happen.
We have also built a system that actively tracks root causes, not just events or outcomes.
Our view is that it’s not enough to tell our executive team what could hurt us. We also need to show them where the barriers and controls are failing — the conditions that allow risk to build to the point where we are operating in unsafe territory.
Using a structured analysis tool — similar to the one we now use for hazard and risk analysis — we capture data from audit findings and operational occurrences to determine underlying causes.
This allows us to move beyond simple explanations like “human error” and instead identify weaknesses in procedures, supervision, resourcing, or organisational decision-making.
As a result, our executive team now has a clear line of sight into where the system is vulnerable, enabling more informed decisions and more targeted action to strengthen defences before an incident occurs.
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It’s been a busy and demanding few years for the Quality and Safety department.
We’ve rewritten SOPs, we’ve rewritten manuals, and the work isn’t finished yet. This has been a deliberate rebuild, not a quick fix. Even though only a small number of our total flight hours are offshore hours we have fully grasped the intent of IOGP690 across all operations in regard to Quality and Safety. 
What’s encouraging is what we’re now starting to see as a result of that effort.
We’ve seen a noticeable shift in culture. People are more willing to report issues and concerns without fear of reprisal. Engagement with the safety team has improved, not just within operations but across other departments as well.
We’ve also seen a marked change in how our system is viewed externally. Auditors have consistently commented on the progress made and the maturity of our approach compared to where we were only a few years ago.
But the most meaningful change isn’t simply fewer incidents — it’s fewer surprises.
Risks are becoming visible earlier.
Leadership discussions are more forward-looking and less reactive.
Decisions are being made using better data and with much stronger context.
And most importantly, the system feels calmer. Fewer issues are reaching us late and unmanaged, because they are being identified, discussed, and addressed much earlier in the lifecycle.
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The key lessons from this journey are simple but powerful.
 
Don’t be afraid to start from scratch
 
Proactivity has to be designed — it doesn’t happen by default.
 
Data must drive decisions, not just reporting.
 
Risks must be escalated early, before harm occurs.
 
And learning must happen continuously, not only after events.

The system does not need to be overly complicated.
 
This is still a journey, but the shift in mindset has been fundamental.
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I’ll close with this thought.
The most effective safety systems aren’t visible in moments of crisis — they’re visible in the absence of surprise.
When risk is seen early, when weak signals are acted on, and when uncomfortable conversations happen before something goes wrong, safety often looks quiet and uneventful.
That quietness isn’t luck. It’s the result of a system that’s designed to anticipate, learn, and intervene early.
Thank you for the opportunity to share our experience, and I’m looking forward to the discussion and learning from others here today.
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