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Background

As you are well aware of, corporate reorganisations may impose new risks. Not necessarily big risks because such risks will normally be too apparent. But, in most cases you will find a number of things that do not work out the way they did before the reorganisation. If you are lucky these matters will merely cause irritation and frustration in the wake of all other changes that have to be dealt with.

However, there is always a risk that irritating small matters will cause big troubles if not dealt with in due course. And there is always the risk of many small things coinciding and thus creating much bigger risks. In some extreme situations the weakest link may be just one trifling matter.

Why is it like this? We found out that a number of minor tasks tended not to be in focus as we reorganised to be more efficient. Naturally, we are focused on solving problems. We tend not to focus on maintaining tasks integrated in the current organisation. 

We knew of the responsibilities of all the departments as shown in the old organisational chart. And we also knew what new tasks the new organisation were to take onboard. But, we forgot that as the business goes on small changes appear now and then. New tasks are taken onboard. Some of them are considered not to be big enough to be mentioned in the business plan for that department. 

Also, a number of informal contacts are established as times goes on. You can say that the organisation evolves and that it gets mature by all the small changes taking place. People will solve problems and at the same time they and their colleagues unknowingly change the formal organisation into a, less known, partly informal organisation.

Our experience is that the knowledge of how things really are is not as good as you think it is. Normally you do not question your and other people’s views about the reality. Therefore we find that it is utterly important to take your time to map the present tasks and processes before the reorganisation is being implemented. 

Organisational Risks

I mentioned before, that those smaller matters quite often were left out by mistake whilst implementing the new organisation. As a consequence none of the new departments felt it was any of their business. 

If this occurs out in the field organisation there is often no problem. The people will themselves find a solution to the problem because it becomes apparent that it is they who will have to deal with the situation. 

However, if the same situation applies to a department on another organisational level it will take time before the miss will be exposed. Everyone expects there will be someone who will take care. Meanwhile the field staffs continue to work like before. Not until things really go wrong people dare to speak to the superior managers. 

We have found that the organisational risks can be classified to be in one of the following domains:

· Leaving out tasks unexpectedly.

· Non-consistent command (management)

Non consistent command has got to do with two, or more, superior managers for overlapping areas of responsibilities.  This might be surprising to you but it is in fact quite common, e.g. when you apply business management (units that are governed by an internal board) within the framework of a traditional authority. This is also applicable to the situation of deregulation where a number of new authorities or governmental bodies are being set up in parallel, or almost in parallel.

Methodology

We started looking for some kind of method “off the shelf” that could help us dealing with organisational risks within the safety domain. We found nothing. However, there exist a number of formal methods that deal with business risks etc. In fact, there were so many of them, so we had a problem how to get a clear picture of the market. There were so many acronyms e.g. A/A, RealBiz, Veritas, LOTS, BSA and many more.

· We wanted a method, which do not necessarily incorporate the use of consultants.

· We also wanted a method that could be understood by most people.

I am convinced that there are a number of consultants that have a powerful tool that embraces the needs we have. However, we settled for the BSA concept from Arthur Andersen Consultants. The acronym BSA stands for Business Self-Assessment. The concept can be captured in a simple matrix.

Mr. Wikstrom, the former Head of the Internal Audit Department, has the experience that no consultant what so ever can be successful without gathering the knowledge and experience from people working in the existing organisation. Thus it is very important to get a mix of people to join the workshops if you are to be successful with your risk analyses.

Adapted to Our Needs

It is very important for us that we can make use of the chosen method in a flexible manner giving us the possibility to adjust the principals to our arena of railway safety. Within the framework of the BSA model we found a module Control Self-Assessment that was quite easy to adopt.

The CSA module is based on a mixture of interviewing, work shops, and analysing. A facilitator is being used to monitor and communicate as the process goes on. 

We have got very important support from our Internal Audit Department. The Internal Audit Department reports directly to the board and thus has the integrity needed for risk analysing organisational changes on a corporate level. The Department also supported us with a facilitator and with experience from the use of the CSA module. 

Another main feature of the CSA method is that is based on engaging the staff in the working process. This is in line with Swedish tradition and thus it suited us very well. In some cases all of the staff were invited to contribute. In other cases a representative mixture of staff was being engaged.

Everyone that have contributed to the results is also invited (or expected) to later on validate the risks that have been found. In other cases the findings may also be transferred to an independent body for validation.

Funny enough, this self-examination also opens up a new dialog between colleagues, dialogs that do not seem to be existent on a daily base. There is obviously a need for discussing important matters amongst colleagues in different departments. This has encouraged people to also go on with other hidden and unsolved matters.

The Minister of transport, the trade unions and our board have supported our approach.

Case Studies

I will give you some examples of when we have used the methodology of risk analysing organisational changes in order to avoid leaving out tasks unexpectedly and non-consistent command.

Case one. Transferring the vertical integration of infrastructure management and maintenance resources into a concept with independent business units steered by internal board arrangements. New responsibilities for the Deputy Director General were to be introduced at the same time.

In this case we worked very much hands on and we only used formal risk analysing methodology to a smaller part. The traditional risk analysing tools were very time consuming and it was quite hard for most people to grasp and understand the results. However, our approach served as a starting point for developing more rational concepts.

We found some deficiencies that had to be dealt with before implementing the organisation. This gave us faith in going on with risk analysing future organisational changes.  

Case two. In order to establish a powerful market department we were to split one of the departments at headquarters level. The situation with a market of more and more independent train operating companies had surprisingly led to an increasing demand to communicate new transport concepts emerging from the transport buyers market. The industry (transport buyers) wanted a direct communication with the infrastructure manager in order to discuss investments in the infrastructure.

This was the first case where we used the CSA concept. In this case all staff concerned were invited to participate. 

You would think that this (business) organisational change could not contain any risks concerning railway safety. But, we found a number of smaller tasks that most certainly would have been lost in the more important changes made to achieve the business objectives. It was quite simple to adjust the organisational tasks, once we had found the missing tasks related to safety.

Case three. Creating a market of privately owned maintenance contractors. Adapting new principals for the internal business units to achieve fair and full competition. This is an ongoing project.

Many people voiced their fear that this would mean the collapse of the safety level related to rail maintenance tasks. In fact this became an issue for the Minister of Transport due to a question put by a member of the Swedish Parliament.

Also in this case we made use of the CSA method for analysing risks. However, in this occasion there were many more working groups working in parallel and internal as well as external, independent verifications of the results. 

The risks in this case are much more direct then in the two earlier cases. Nonetheless, there are also long-term risks e.g. loosing competent staff finding it too risky to stay in business if others seek them after.

The Minister of transport, trade unions and our board support our approach.

The CSA analysis gave us a long list of risks that were identified, verified and classified. At first we thought this should be enough for the regional infrastructure managers to use as a tool for contracting out maintenance services. But, we were wrong. It was not that simple. So, we decided that there should be a specific safety plan attached to every safety critical contract. In order to help the managers to identify those contracts that is safety critical we developed a safety plan framework starting from the risks identified in the CSA – analysis.   The next step was to give sufficient support to the managers without doing their job. 

We set up a national evaluation team. The team evaluates each and every safety plan. The objective is to support the regional manager in guiding him to improve the safety plan if not acceptable to the team. Today, we know that this greatly facilitates the process. 

I order to give feedback and to find out how efficient the safety plan process was we let the team help us. The evaluation team logged the quality of the safety plans. They also made following-up interviews with the managers measuring what attitudes they had to the work and their beliefs of the use of the safety plans. It soon stood clear to us that this was an evolving learning process for both the team and the managers. The confidant in the work process grew step by step.    

I will be glad to hear of other cases where you have made similar organisational risk analyses in your organisation. We are only in the beginning of this new approach.
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