
TRACK WORKER STRUCK BY A PASSENGER TRAIN: SHARED LEARNING

LAVERTON INCIDENT 
ENHANCING SAFE 
BEHAVIOUR MODEL
TOOLBOX 8

OBJECTIVE
To welcome and clarify the goal of the session.

WELCOME
This session introduces the Enhancing Safe Behaviour Model, which is a model for the fair and consistent 
management of safety behaviours after a safety incident or breach occurs. The model supports Metro’s  
Fair, Open and Just Culture policy. 

Housekeeping rules – Phones off, duration of session (approximately 25 minutes). 

WHY WE ARE HERE 
Today’s session is the eighth of ten Toolbox Talks (TBTs), created to share learnings from the  
Laverton Incident.

Previous sessions:

1. The overview of the Laverton Incident

2. Planning Worksite Protection

3. Pre-Work Briefs

4. TFPC and WGS Accountabilities

5. Track Access Desk Role

6. Safe Systems of Work

7. Speak Up for Safety.
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OUR 
SAFETY 
PLEDGE
I WILL AIM TO DISPLAY 
POSTIVE SAFETY BEHAVIOURS 
AND ENSURE I’M AWARE OF 
MY ACTIONS AND THE 
POTENTIAL CONSEQUENCES 
THEY MAY LEAD TO

OBJECTIVE
To clarify and emphasise our Safety Pledge and ensure participant understanding.

READ
I will aim to display positive safety behaviours and ensure I’m aware of my actions and the  
potential consequences they may lead to.

DISCUSS 
Discuss ‘awareness’ and the need to set positive examples that contribute to a culture of safety.  
MTM’s value of Zero Harm for our people, the community and the environment sets out expected  
safety behaviours and also those we should try to avoid. 

We Will:

• Speak up 

• Act on issues and ideas 

• Stop if it’s unsafe. 

We Will Not: 

• Prioritise performance and delivery over safety 

• Dismiss concerns when raised 

• Take shortcuts.
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INTRODUCTION
Actively and fairly managing safety 
behaviours promotes a culture where 
people feel comfortable to speak up 
without fear of blame.

This booklet provides clear information about 
importance of Safety Behaviours and how it 
relates to the Laverton incident.

This is the eighth of ten toolbox talks created 
to share learnings with industry.

OBJECTIVE
Set the tone and explain the culture of acceptance in relation to human error. 

READ AND CLARIFY
Actively and fairly managing safety behaviours promotes a culture where people feel comfortable  
to speak up without fear or blame.

Explain a culture of acceptance (accepting that human error can and will occur, from time to time).  
There is a difference between unintentional behaviours and intentional behaviours and we need to  
make sure we identify fair and appropriate actions to influence them. 

Explain how this attitude negates blame (knowing we are all capable of and susceptible to error or  
genuine honest mistakes at times). 

Explain how the absence of blame frees us up to speak up and raise concerns or issues. It becomes  
simply about promoting a safe working environment 

3

INTRODUCTION



ZERO HARM

LAVERTON INCIDENT: ENHANCING SAFE BEHAVIOUR MODEL 

4

RELATED
STATISTICS
Careful consideration of human factors can reduce the number of 
incidents and accidents that occur. 

It is estimated that up to 80% of accidents may be attributed, at least in part, to the actions or 
omissions of people. 

Many incidents are blamed on the individual. This is often short sighted.

Accepting that errors can and will happen provides the opportunity to consider how and why 
they may occur. We also need to consider the organisational system in which the individual 
works, to help us better understand what factors may have infl uenced the error to occur.

Only through truly understanding the cause of human errors will management or prevention of 
future errors be possible.

SOURCE: HSE UK PUBLICATION (1999), REDUCING ERROR AND INFLUENCING BEHAVIOUR, 
http://www.hse.gov.uk/pUbns/priced/hsg48.pdf

OBJECTIVE
Promote the understanding that the issue of human factors is well established and exists across  
industries, beyond rail.

READ AND CLARIFY
Careful consideration of human factors can reduce the number of incidents and accidents that occur. 

It is estimated that up to 80% of accidents may be attributed, at least in part, to the actions or omissions  
of people. 

Many incidents are blamed on the individual. This is often short sighted.

Accepting that errors can and will happen provides opportunity to consider how and why they may occur. 
We also need to consider the organisational systems in which the individual works, to help us better 
understand what factors may have influenced the error to occur. 

Only through truly understanding the cause of human errors will management or prevention of future  
errors be possible.

Explain that these statistics are true of human error across a range of industries (beyond rail) 
including aviation and health care. 

Pose a question to the group:

When do you think we are more likely to make errors?  (e.g. rushed, distracted, under pressure, stressed, 
design is poor, procedures too complicated, fatigue) 

Explain the same error could easily be repeated by another person especially under a similar set of 
circumstances

Explain the logical approach to reducing error is to put in place ways of working that limit the possibility  
of error. The Safe Working Systems is an example of this along with ensuring we design systems with the 
user in mind and make procedures easy to follow to reduce the likelihood of error. We also need strong 
safety leadership and a culture where individuals are comfortable to speak up when a job or task cannot  
be done safely.
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LAVERTON 
INCIDENT 
SUMMARY

TRACK WORKER 
STRUCK BY 
A PASSENGER 
TRAIN

On the morning of Friday 2 October 2015, 
a workgroup was assembling track-side in 
Laverton, Victoria. They planned to undertake 
dog spike removal works in preparation for 
re-sleepering of a section of track on the 
Altona Loop Line. 

At around 0910, the supervisor for the works 
commenced marking the track to identify 
those dog spikes to be removed. He was 
working in a track crossover about 400 meters 
on the Melbourne side of Laverton Railway 
Station. A lookout had been placed for his 
protection. 

At about 0916, a Metro Trains Melbourne 
suburban commuter train arrived at Laverton 
station, bound for Flinders Street Station in 
central Melbourne. After its scheduled stop, 
the train departed Laverton and approached 
the worksite. The lookout observed the train, 
warned workers of its approach and signalled 
to the driver that the track was clear. However, 
as the train took the crossover, the supervisor 
was foul of the track, and was struck by the 
train that was travelling at about 59 km/h. 
The supervisor suffered serious injuries.

OBJECTIVE
Ensure the team understands the Laverton Incident and its link to the Enhancing Behavioural model. 

DISCUSS
Read the summary of the Laverton Incident. 

DISCUSS
The Enhancing Safe Behaviour model is a tool to distinguish between ‘intentional’ and ‘unintentional’ 
behaviours so that individuals can be fairly managed after the incident. It also enables appropriate actions to 
be put in place to limit the likelihood of reoccurrence. 

We will apply the model to the Laverton Incident in this session.
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1

Different safety behaviours will 
have different consequences. 
For example, an honest 
genuine mistake should be 
treated differently to intentional 
rule-breaking. 

2

Metro Trains Melbourne 
(MTM) encourages all staff 
to acknowledge their own 
limitations and the potential 
for error. 

3

MTM encourages staff to 
raise workplace conditions 
that make errors more likely, 
such as issues with equipment, 
job design, work environment, 
procedures, training and 
team dynamics.

4

MTM encourages all staff 
to recognise positive safety 
behaviours. 

5

In a ‘Just Culture’, staff are 
accountable for their behaviour. 
Acceptable and unacceptable 
behaviour is clearly defi ned 
and people are not blamed 
for human errors. 

SHARED 
LEARNINGS – 
ENHANCING 
SAFE 
BEHAVIOUR 

OBJECTIVE
Introduce the concept of the five key learnings in relation to the Enhancing Safe Behaviour model.

READ AND CLARIFY
1. Different safety behaviours will have different consequences. For example, an honest genuine 

mistake should be treated differently to intentional rule breaking.

Ask the team to think about a time they made a genuine mistake. Encourage the team to share genuine 
mistakes. To encourage volunteers, lead by example and share your own mistake. What factors influenced 
them to make the mistake or error? 

2. Metro Trains Melbourne (MTM) encourages all staff to acknowledge their own limitations and  
the potential for error. 

When are you most likely to make a mistake or error? Have you ever lacked the necessary skills  
or knowledge? Were you tired, stressed, pre-occupied, bored, feeling complacent or under  
workload/time pressure?  

3. MTM encourages staff to raise workplace conditions that make errors more likely, such as  
issues with equipment, job design, work environment, training and team dynamics.

Have any specific workplace conditions ever contributed to error? Have you knowingly used a faulty 
tool? Have you moved equipment in slippery or dangerous conditions when it was unsafe to do so but 
you needed to get the job done? Are you given enough training? Are procedures easy to follow and 
understand?

4. MTM encourages all staff to recognise positive safety behaviours.

Take note of positive behaviour. MTM’s Zero Harm value is there to guide behaviours and encourage  
people to Speak up, Act on issues and ideas, and importantly to Stop if something is unsafe.

5. In a ‘Just Culture’, staff are accountable for their behaviour. Acceptable and unacceptable 
behaviour is clearly defined and people are not blamed for human errors. 

How do you politely make a team mate aware of an error or even a short cut or work around they have 
undertaken? Encourage the group to share ideas on how to bring unsafe behaviours to their attention 
without appearing to blame, judge or persecute.  
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WHAT IS THE
ENHANCING SAFE 
BEHAVIOUR MODEL?
This is a model MTM uses for the fair 
and consistent management of safety 
behaviours. It is a tool to help classify 
different types of behaviours and 
identify fair and appropriate actions to 
infl uence them. This model supports 
Metro’s Fair, Open and Just Culture 
Policy.

WHEN SHOULD THE ENHANCING 
SAFE BEHAVIOUR MODEL 
BE USED?

It should be used after a thorough and 
impartial investigation has been conducted 
into an incident. It is important that behaviours 
are classifi ed only after the full facts have been 
established by the investigation team.

WHY DO WE HAVE IT?

To actively and fairly manage safety behaviours 
that promote an organisational culture where 
people feel comfortable to speak up without 
fear of blame. Correct and consistent use of 
this model will encourage:

• Fairness and transparency by 
acknowledging that different types of 
consequences are required to address 
different types of safety behaviours.

• Openness where people feel comfortable 
to make suggestions and acknowledge 
their limitations and achievements.

• Accountability where people are 
more likely to understand the potential 
consequences of their actions.

• Greater understanding of different 
behaviour types and the many factors 
that can infl uence human behaviour. 

WHO NEEDS TO APPLY THE 
ENHANCING SAFE BEHAVIOUR 
MODEL?

The model is mainly for use by Line Managers 
and Supervisors. Safety, Environment and 
Risk (SER) and People Business Partners 
can use this tool to support Line Managers /
Supervisors in classifying behaviours and 
identifying appropriate outcomes. 

OBJECTIVE
Make learners aware of the Enhancing Safe Behaviour model and ensure understanding of how and  
when it applies to an incident. Ensure they have access to a copy of the model, or know where to find  
more information on the tool and broader program. 

READ AND DISCUSS
This is a model MTM uses for the fair and consistent management of safety behaviours. It is a tool to  
help classify different types of behaviours and identify fair and appropriate actions to influence them.  
This model supports Metro’s Fair, Open and Just Culture Policy. 

WHEN SHOULD THE ENHANCING SAFE BEHAVIOUR MODEL BE USED? 

It should be used after a thorough and impartial investigation has been conducted into an incident. It is 
important that behaviours are classified only after the full facts have been established by the investigation 
team. 

WHY DO WE HAVE IT? 

To actively and fairly manage safety behaviours that promote an organisational culture where people feel 
comfortable to speak up without fear of blame.
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APPLYING THE
ESB MODEL TO THE 
LAVERTON INCIDENT
These are examples only of how the ESB model can be applied to individual 
behaviours based on information in the Australian Transport Safety Bureau (ATSB) 
Report of the Laverton Incident.

It important to apply the model to behaviours which have contributed to the incident. 
Sometimes there may be several behaviours to classify for one or more individuals involved 
in the incident. See some examples below.

DESCRIBE 
THE BEHAVIOUR

CLASSIFY 
BEHAVIOUR

DETERMINE 
INDIVIDUAL OUTCOME

S
U

P
E

R
V

IS
O

R
L

O
O

K
O

U
T

S
U

P
E

R
V

IS
O

R Supervisor fouls the track 
at the cross over which 
results in being struck by 
the train.

Supervisor goes on track 
without receiving the 
safety brie�ng from the 
TFPC, which results in 
being unaware of train 
running information and 
the designated Position 
of Safety.

The Lookout gives the 
driver the 'All-right' hand 
signal as soon as seeing 
the supervisor move 
away from the track, 
even though the 
supervisor is not in the 
correct Position of Safety 
at this point.

UNINTENTIONAL BEHAVIOUR – MISTAKE 

Supervisor assumes train will continue along the 
West Line and is not aware that the train is running 
on a Saturday timetable, resulting in a cross over 
to the East Line. 

INTENTIONAL BEHAVIOUR 

Supervisor knowingly decides to start work 
without receiving the safety brie�ng and train 
running information from the TFPC.  

Why did this behaviour occur? Did he want to get 
a head start on the work given the work pressure? 
– Organisational Gain?

Did he believe he was highly experienced and 
didn't need the TFPC to tell him what to do? 
– Personal Gain?

Or he didn't think or care about the consequences 
– Reckless?

UNINTENTIONAL BEHAVIOUR – MISTAKE 

The Lookout sees the supervisor begin to react 
and believes the track was or would be clear, 
so gives the 'All-right' hand signal to the driver. 
There is a failure in judgement, decision making 
or planning. 

EDUCATE, TRAIN, COACH
Educate, train, coach in areas 
relevant to the behaviour.

REVIEW AND ADDRESS BEHAVIOUR

Coach supervisor on expected 
safety behaviours and speaking up 
if short-cuts are being encouraged 
in the work environment. 

Counselling or disciplinary action 
is appropriate if the behaviour is 
classi�ed as either intentional – 
‘Personal Gain’ or ‘Reckless’. 
The most suitable classi�cation 
needs to be based on a thorough 
and impartial investigation.

EDUCATE, TRAIN, COACH

Coach the Lookout on identifying 
how this error can be prevented, 
detected and mitigated (e.g. 
reporting work conditions that 
make errors more likely).

1 2 3

OBJECTIVE
Promote understanding of the Enhancing Safe Behaviour model by applying it to the Laverton Incident. 

DISCUSS
Look more closely at the Enhancing Safe Behaviour model (L0-SQE-GDL-007). It’s set up as a flow chart, 
so you work from left to right asking the questions until you answer yes to classify the behaviour and  
identify how the behaviour should be addressed using the guidance. 

To Note: 

• Positive behaviours in green zone (where a person meets or exceeds expectations).

• Unintentional behaviours in yellow zone (Where a person did not intend to behave in the way they did).

• Intentional behaviours (orange to red zone) – Where a person for some reason knowingly chooses to  
act in a specific way. Not an error. 

Explain how the model theoretically applies to the Laverton incident. 

Begin by reading the ‘behaviours’ of the Supervisor and the Lookout (column ‘1’). Start with:

Supervisor fouls the track at the cross over which results in being struck by the train.

Ask the group to classify the behaviour by asking the questions that the model raises; is the behaviour 
intentional or unintentional based on the investigation evidence and findings?

Reveal the example classification (column ‘2’). 

Unintentional behaviour - mistake

Supervisor assumes train will continue along the West Line and is not aware that the train is  
running on a Saturday timetable, resulting in a cross over to the East Line.  

Does this classification differ to the group’s ideas?  Discuss. 

Read the outcomes (column ‘3’). Example:

Educate, train, coach

Educate, train coach in areas relevant to the behaviour.
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CONSIDER YOUR 
OWN BEHAVIOURS
WHAT BEHAVIOURS DO YOU DISPLAY? 
WHY DID YOU DISPLAY THESE BEHAVIOURS AT THE TIME?

• Leaving a tool behind?

• Forgetting to sign a document?

• Speeding to work?

• Rushing a job? 

• Not following procedures?

• Not raising a safety issue or challenging an unsafe act because you felt uncomfortable to 
speak up?

Your behaviours affect your own safety and the safety of others. 

Always speak up when time pressures or any other work conditions are encouraging short-cuts 
or work-arounds. 

Always stop the job until it can be done safely. 

DISCUSS
WHAT BEHAVIOURS DO YOU DISPLAY?  
WHY DID YOU DISPLAY THESE BEHAVIOURS AT THE TIME? 

Encourage honesty and openness and ask the group for a ‘hands up admission’ to the following…

• Leaving a tool behind? 

• Forgetting to sign a document? 

• Speeding to work? 

• Rushing a job? 

• Not following procedures? 

• Not raising a safety issue or challenging an unsafe act because you felt uncomfortable to speak up? 

Share and acknowledge reasons behind the behaviour. Some of the above behaviours are intentional and 
not classified as an error.  For example, speeding to work, taking a short cut or performing a work around 
as we want to make sure we finish the job in time to meet performance targets. This is not acceptable  
and unsafe. 

Your behaviour affects your own safety and the safety of others. 

Always speak up when time pressures or any other work conditions are encouraging short-cuts  
or work-arounds. 

Always stop the job until it can be done safely.
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Rail Safety Worker (RSW): 
Is a person who has carried out, is carrying 
out or is about to carry out, rail safety work, 
and includes:

a) a person who is employed or engaged by 
a rail operator to carry out rail safety work

b) a person engaged by a person (other than 
by a rail operator) to carry out rail safety 
work

c) a trainee

d) a volunteer.

Track Access Desk (TAD): 
Provides a single approval point for access by 
internal and external stakeholders requiring 
track access within the Rail Corridor and 
Danger Zone. 

Track Force Protection Coordinator 
(TFPC): 
Is the person appointed to assess and 
implement worksite protection arrangements 
on site.

Track Force Protection: 
Track force protection is a method of 
protecting work on track between rail traffi c 
movements.

Work Group Supervisor (WGS): 
Is the individual ultimately responsible for the 
supervision of the programmed activities within 
a Work Site. 

Work Group Supervisor Pre-Work 
Brie� ng: 
Is a formal briefi ng on the task related activities 
provided by the Work Group Supervisor to 
the work group and Track Force Protection 
Coordinator.
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GLOSSARY
All Right Hand Signal: 
The All Right hand signal is one arm held in 
the horizontal position. By night a white light 
held steady.

Australian Transport Safety Bureau 
(ATSB): 
The ATSB is Australia’s national transport 
safety investigator.

Danger Zone: 
Is all space within 3 metres horizontally from 
the nearest rail and any distance above or 
below this zone including being on the line, 
unless a Position of Safety exists or can 
be created.

Flagman/Handsignaller: 
Is a rail safety worker who displays hand 
signals to the operators of rail traffi c 
movements. A Handsignaller is also referred 
to as a Flagman.

Metro Trains Melbourne (MTM): 
Metro Trains Melbourne, known colloquially 
as simply Metro, is the franchised operator of 
the suburban railway network in Melbourne, 
Australia. Metro Trains Melbourne is a 
joint venture between MTR Corporation, 
John Holland Group and UGL Rail.

Of� ce of the National Rail Safety 
Regulator (ONRSR): 
An independent body corporate established 
under the Rail Safety National Law (South 
Australia) Act 2012. The primary objectives 
of the ONRSR are to encourage and enforce 
safe railway operations and to promote and 
improve national rail safety.

Protection Of� cer (PO): 
The qualifi ed worker responsible for rail 
protection (NSW, SA, QLD, WA).

Position of Safety (POS): 
Is a place where people or equipment cannot 
be struck by rail traffi c.

Rail Safety Pre-Work Brie� ng: 
Is a formal briefi ng on the worksite protection 
arrangements provided by the Track Force 
Protection Coordinator to all rail safety workers 
associated with the worksite protection and 
the Work Group Supervisor.

Rail Safety Worksite Hazard Assessment 
(RSWHA): 
Is an assessment of the rail safety hazards 
to determine the method/level of protection 
requirement for a worksite.
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FURTHER INFORMATION
If you require any further information, please discuss 
with your supervisor.

INFORMATION SOURCES 
 – Australian Transport Safety Bureau (ATSB), 
Rail Occurrence Investigation, RO-2015-019, 
Final 24 August 2016

 – HSE UK Publication (1999), 
Reducing error and infl uencing behaviour, 
http://www.hse.gov.uk/pUbns/priced/hsg48.pdf

 – MTM ‘Safety Issue Resolution’ Procedure

 – MTM ‘A Fair and Just Culture’ Policy

 – MTM ‘Enhancing Safe Behaviour Model’ Guideline

OBJECTIVE
Summarise and reinforce pledge. 

Advise participants that further information about the incident is available.

READ
Restate the pledge: I will aim to display positive safety behaviours and ensure I’m aware of my 
actions and the potential consequences they may lead to.

DISCUSS
Leader commits to the pledge by providing a summary of the importance of having a Fair, Open and Just 
Culture and using the model to guide fair and just outcomes for team members following a safety incident.
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