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1.0 PURPOSE

ORGANIZATION SAFETY CULTURE

This Advisory Circular provides guidelines to the Service Provider Organizations on how to behave in
safety management environment. The document illustrates how safety performance is possible when
safety becomes of value within an organization.

2.0 REFERENCE.

The Civil Aviation (Safety Management) Regulations
ICAO Doc 9859 — Safety Management Manual

3.0 BACKGROUND

3.1 Safety culture characteristics

A safety culture is the natural consequence of having humans in the aviation system. Safety culture is
how people behave in relation to safety and risk when no one is watching. It is an expression of how
safety is perceived, valued and prioritized by management and employees in an organization, and is
reflected in the extent to which individuals and groups are:

a) aware of the risks and known hazards faced by the organization and its activities;

b) continuously behaving to preserve and enhance safety;

c) able to access the resources required for safe operations;

d) willing and able to adapt when facing safety issues;

e) willing to communicate safety issues; and

f) consistently assessing the safety related behaviours throughout the organization.

Culture is characterized by the beliefs, values, biases and their behavior that are shared by members of

society, group or organization. Operators and Service providers may establish a reporting culture
considering the organizational, professional and national cultures.

3.2 A healthy safety culture and its characteristics.

The safety culture may rely on a high degree of trust and respect between personnel and management
and may be created and supported at the senior management level.

The healthy safety culture is characterized as follow:

(iYAn active desire for improvement;

(i) Vigilance on hazards;

(i)  Continuous monitoring , analysis and investigation;

(iv) Existence of a shared commitment by personnel and management to personal safety
responsibilities;

(v) Confidence in the safety system;
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(vi) A set of documented rules and policies; and
(vii) An effective safety culture. (The culture cannot be effective unless it is embedded within an
organization’s own culture).

3.3 Organizational culture

The organizational culture refers to the characteristics and safety perceptions among members
interacting within a particular entity. The Operator and Service Provider organizational value systems
include prioritization or balancing policies covering areas such as productivity versus quality, safety
versus efficiency, financial versus technical, professional versus academic, and enforcement versus
corrective action.

The greatest potential for the creation and maintenance of an effective, self-sustaining culture for the
management of safety is at the organizational level. The organization is a major determinant of the
behaviour in which persons will engage while performing management or operational activities during the
delivery or oversight of aviation activities. Organizational culture sets the boundaries for accepted
executive and operational performance by establishing the norms and limits. Thus, organizational culture
provides a cornerstone for managerial and employee decision making.

Organizational culture has the potential to affect the following:

a) interactions between senior and junior members of a group;

b) interactions between industry and regulatory authority personnel;

c) the degree to which information is shared internally and with the regulatory authorities;

d) the prevalence of teamwork in the regulatory authority or industry organization;

e) reactions of personnel under demanding operational conditions;

f) the acceptance and utilization of particular technologies; and

g) the tendency to take punitive measures in reaction to operational errors within a product or service
provider or by the regulatory authorities.

Organizational culture is also affected by factors such as:

a)business policies and procedures;

b)supervisory behaviour and practices;

c)safety improvement goals as well as minimum tolerance levels;

d)management’s attitude toward quality or safety issues;

e)employee training and motivation;

f) the relationship between the regulatory authorities and product and service providers; and Policies on
work/life balance.

The way in which management deals with day-to-day safety issues is also fundamental to improving
organizational culture. Collaborative interaction between front-line personnel and their safety and quality
counterparts, as well as the representatives of the regulatory authority, is indicative of a positive
organizational culture. This relationship should be characterized by professional courtesy, while
maintaining respective roles as necessary to ensure objectivity or accountability.

An effective way to promote safe operations is to ensure that an organization has developed an
environment where all staff feel responsible for safety. This becomes evident when staff consider the
impact on safety in everything they do, report all hazards, errors and threats and support the identification
and management of all their associated risks. In addition, management must create an environment in
which personnel are aware of safety risks, are given sufficient systems to protect themselves and are
assured protection when they divulge safety information through the safety reporting system. An effective
safety culture serves as a method to synchronize diverse national and professional cultures within the
context of the organization.

This is a controlled document Issued on: 29 August 2025




Document No.:

TCAA/QSP/SR/AC/GEN-18 Title: Organization Safety Culture Page 3 of 12

3.4 Typical culture for a particular nation

Organizations should understand that national culture differentiates the characteristics of particular
nations, including the role of the individual within society, the manner in which authority is distributed, and
national priorities with respect to resources, accountabilities, morality, objectives and different legal
systems. Therefore, a safety management perspective, national culture plays a large part in determining
the nature and scope of regulatory enforcement policies, including the relationship between regulatory
authority personnel and industry personnel, and the extent to which safety-related information is
protected. Also, organizational culture may therefore be significantly affected by the national cultures
present among the members of its workforce.

When applying for a safety management programme, managers might closely assess and consider the
differences in the national cultures of their personnel. For instance, safety risk perceptions can differ
greatly between different national cultures. Safety-related aspects, including communication and
leadership styles as well as the interaction between supervisors and subordinates, may need to
accommodate a multicultural workforce.

3.5 Developing a Positive Safety Culture
A positive safety culture has the following features:

a) managers and employees, individually and collectively, want to make decisions and take actions
that promote safety;

b) individuals and groups continually critique their behaviours and processes and welcome the critique
of others searching for opportunities to change and improve as their environment changes;

c) management and staff share a common awareness of the hazards and risks faced by the
organization and its activities, and the need to manage risks;

d) d) individuals act and make decisions according to a common belief that safety is part of the way
they do business;

e) individuals value being informed, and informing others, about safety;

f) individuals trust their colleagues and managers with information about their experiences, and the
reporting of errors and mistakes is encouraged to improve how things are done in the future.

Actions by management and employees can help drive their safety culture to be more positive. Appendix
2 provides examples of the types of management and employee actions that will enable or disable a
positive safety culture in an organization. Organizations should focus on providing enablers and removing
any disablers to promote and achieve a positive safety culture.

3.6 Reporting Culture

Reporting culture emerges from personnel beliefs about and attitudes toward the benefits and potential
detriments associated with reporting systems and the ultimate effect on their acceptance or utilization of
such systems. It is greatly influenced by organizational, professional and national cultures and is one
criterion for judging the effectiveness of a safety system. A healthy reporting culture aims to differentiate
between intentional and unintentional deviations and determine the best course of action for both the
organization as a whole and the individuals directly involved.

The success of a reporting system depends upon the continuous flow of information from front-line
personnel. Policies that distinguish willful acts of misconduct from inadvertent errors, providing for an
appropriate punitive or non-punitive response, are essential to assure the effective reporting of systemic
safety deficiencies. While management gains safety information, the system will be ineffective if it

This is a controlled document Issued on: 29 August 2025




Document No.:
TCAA/QSP/SR/AC/GEN-18

Title: Organization Safety Culture Page 4 of 12

3.7

interferes with appropriate punitive actions. Conversely, a culture that fails to distinguish unintentional
errors/mistakes from acts of willful misconduct will inhibit the reporting process. If personnel avoid
reporting for fear of punishment, management does not gain important safety information.

Overall, personnel must believe that they will be supported in any decisions made in the interest of safety
but must also understand that intentional breaches of safety policy will not be tolerated. Therefore, a
voluntary reporting system should be confidential and operated in accordance with appropriate non-
punitive policies. The system should also provide feedback to personnel on safety improvements
achieved as a result of the reports received. This objective requires secure and easy access to safety
reporting systems, active safety data collection and management’s proactive treatment of the data.

Safety information should be collected solely for the improvement of aviation safety, and information
protection is essential in ensuring the continued availability of information. This may be realized through a
safety reporting system that is confidential, voluntary and non-punitive. The benefits are twofold. Often
personnel are the closest to safety hazards, so the reporting system enables them to actively identify
these hazards. At the same time, management is able to gather pertinent safety hazard information and
also build trust with personnel.

Once the data have been collected and stored, that information must be processed in order to
substantiate the implementation of appropriate actions that should be communicated to front-line
personnel in a timely manner.

Promotion and assessment of a safety culture

The effectiveness of a safety culture can indeed be measured and monitored through the use of tangible
metrics. In a mature safety culture environment, it can be anticipated that organizations may be in a
position to introduce a mechanism to conduct an internal organization safety culture (OSC) assessment.
Such an assessment may be further enhanced using the more technically involved and sector-specific
organization risk profile (ORP) assessment. Industry organizations may consider developing promotional
schemes (e.g. a safety culture award) to encourage product and service providers to participate in a
voluntary OSC/ORP assessment of their organizations. The parameters to be assessed in an OSC/ORP
assessment should include organizational factors and outcomes that are beyond conventional regulatory
requirements, but which are nevertheless pertinent to an organization’s safety culture and therefore have
an impact on its safety performance. This is the main purpose of an OSC/ORP assessment. It serves to
supplement traditional regulatory oversight by addressing organizational factors (latent conditions) that
are otherwise beyond purview. An OSC assessment checklist would tend to be more generic in content
while an ORP checklist would be more customized to the nature of the organization’s operations. An
illustration of a possible sector-specific OSC/ORP assessment checklist is provided in Appendix 1.

G

Tanzania Civil Aviation Authority
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APPENDIX 1: RISK ASSESSMENT CHECKLIST

Note-This OSC/ORP assessment checklist is a conceptual illustration only. The illustrated thirty-seven
parameters are not comprehensive and are applicable for a service provider organization. Customization of
these parameters for assessment of other service provider types would be necessary.

The annotated result scores are purely illustrative. This OSC/ORP assessment should be conducted on a
voluntary basis in view of organization culture/profile parameters which are beyond normal regulatory purview.

Organization name: Assessed by/date:
i 1 fi
Risk level/profile Result
Organization risk parameter Level 3 (least desirable) Level 2 (average) Level 1 (most desirable) (Level #)
1 |Accountable manager — Safetylquality functions non-existent | Accountable manager's TOR have  |Final accountability for safety and 3
ownership of safety/quality in accountable manager's TOR negligible or indistinct mention of quality matters clearly addressed in
functions safety/qualtty functions the accountable manager's TOR.
2 |Financial state of the organization TBD TBD TBD Z
3 |Average age of fleet Mare than 12 years B10 less than 12 years Less than B years 2
4 |SMS performance score Year 2011: 65% to 78% T6% 10 90% Mare than 0% 3
5 |Active hazard identification and risk | No active HIRA programme in place | HIRA programme in place. Completion [Have HIRA programme in place for all 2
assessment (HIRA) programme orreview of 1 to 3 risk assessment major operational areas. Completion
projects (per 100 operational or review of more than 3 risk
employees) within the last 12 months.  |assessment projects (per
100 operational employees) for all
operational areas within the last
12 maonths.
6 (Demanding flight crew schedules TBD TBD TBD ?
o timetables (number of flight time
limitation incidents?)
7 |Ratio of intemal safety plus quality 1: maore than 20 1151020 1: less than 15 3
control staff to all operational staff
g |Mixed fleet flying (MFF) TBD TBD TBD 1
(percentage of pilots invalved in
MFF — higher percentage is less
desirable)
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Risk lsval{profils Resul
Organization ngk paramstar Lavel 3 {lagst dasirabls) Laval 2 {averags) Level T {most dasirabls) {Laval#
9 |EDTO routss [percantsge of EOTO TED TED TED 2
gectors oparated) (highsr
nanantags is less desirabls)
10 |EDTO duration {highar duration is TED TED TED 2
=58 desiranls)
11 |Company sxpanancs (ysars of L =23 than 5 years 5 1o 10 y=ars Wars than 10 yaars 3
aparation)
12 |Combined turnover of the Jor more Z 1orni 2
sccountable sxecutive, the sefety
managsr 2nd the qualty managsr
aver tha last 36 manths
13 |Expenznce and qualfications of  |Has less than 3 years of avistion Hzz mars then 3 years of avistion Hzs mars than 3 years of avigtion 3
the sccountshls swscutive (25 of | sxperisnce and na technica sxpariance or technical qusificstions  [sxperisnca and avistion fschniza
tha szssszment deta) qualification qualifications
14 |Expenznce and qualification of the |Has less than & years of civil avistion [Hzs mare than 5 years of civil avigtion [Has mars than 15 years of civi 2
s=fety manzger (SN} s=faty/quality sxperience or na safety/quality sxperience and avistion |avistion s=fety/quslty sxpsnance and
aviation technical qualification technizal qualifications avistion technizal qualficetions
15 |Expanancs and qualficstions of  |Has less than & years of oivil avistion |Has mars than 5 years of civil avistion |Has maore than 15 years of civi 1
the guslity managsr QC/Q4 esxpsnence or no civil avistion |OC/0A sxpanence end civil avistion  |=vigtion JC/0A sxperisnce and civi
technical qusliizations technizal qualfizations =viztion technizal qualficetions
16 |Multipls porifolio safety/quality &M or QM holds other simuitansous  [SM or QM TOR include other non- &M or QM doas not hold any athar 2
manzgamant staff [QM/SK) executive posiions within or outside  |dirsct safety/qualty functions, 8.g. IT, |simultansous exscutive positions
of the arganization administration, training within ar outsids of the organizstion
and thair TOR do naot includs other
non-direct qualitysafaty functions
17 |Multiglcity of zircrett types IMars than 4 zicreft fypes 3o 4 =incraf typss L==s than 3 mircreft types 1
18 |Combined flzat rapartablal TED TED TED 2
mandztory incidant rate [per
1000 FH) for the last 24 manths
19 |Rasarved
20 |Combined flzst anging IFSD rate TED TED TED 2
per 1000 FH
21 |Awarsgs flest MEL =pplication rate |Maors than 30 MEL applications per (10 1o 30 MEL applications par L= than 10 MEL 2 pplications par 2
(per 1 000 FH) 1000 FH 1000 FH 1000 FH
22 |Internal technicel concessian 3 concessiong per aicraft peryear  [More then 1 concession peraircraft |Less then 1 concession per aicraft 2
=pplication rate Der ysar T
23 | CAAtechnical concassion Mars than 1 concassion par aircraft [Mors than 0.5 concessions per aincreft |Less than 0.5 concessions par aincreft 2
gpplication rate. DS yEar pEr ysar R
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COrganizafion nsk paramatar Lavsl 3 {lsast desirabls) Lavsl 2 faverags) Levsl 1 {mast dasiabls) {Laval#
2 |Safety sccountability structurs Safety managameant function Safety managameant function Safety managameant function 3
offica/managar is accountshls or offica/manager is accountshls to offica/managar has dirsct
subsarvisnt to some operstiona s2nior menagement and is sccountabilty and reparting to the
functions indz pandant of 21l oparetions CEQ
functions
25 | Quality accountability structurs Quslity mensgemant function/offica’  |Quality management function/offics’  |Quality managemant function/offica’ 3
manager is accountsble or manager i axcountsbls fo ssnior mangagsr has dirsct sccountabilty and
subssnviant 1o non-guality/ssfty- manzgamant and i indspandant of all (reparting to the CED
related functions aperational functions
25 [CAA ADC orgenization sudit Any Leval 1 finding or mars than Maora than 1 finding par sudit par L==s than 1 finding per sudit per 2
findings rate (Levals 1and 2 5 findings par audit par aircraft aingraft aingraft
findings only, obsarvations
ecludad) for the last 24 manths
27 [CAA LS| findings rate (Lavslz 1 Any Leval 1 finding or mars than Mars than 0.5 findings par sudit par [Less than 0.5 findings per audit per 2
and 2 findings only, obssrvations |3 par audit par lina station ing station ing station
gecluded) for the lzst 24 manths
28 |Componznt {rotables/LRUS) Mo compaonent life control palicy Active componant hard Ifa cantro Active componant hard Iife contro 3
soft/CM/hard Iifs policy beyand [hard'soft) beyond mandstary or MPD |policy and procedurss. Af ls=st Bto [policy and procadurss. Mars than
mandatary or MPD requirsmants | regquirsmants 10% of all (MPDVAMS listed) flight and [10% of &ll (MPDVAMS listed) flight
enging control rotables (beyond and engins contral ratables (oeyond
mandatory and MPD requiramants)  |mandatary and MPD requirsmants)
niave bean goft or hard Iifed. nigve bean goft or hard Iifsd.
20 |Scops of QA investigation and Imternal QA investigation procass Imternal QA investigation procass for  |Internal QA investigation procsss for
MEDA process applied to mandstary incidsnts anly  |all rsportsd incidants al reported incidents + MEDA (ar
squivalant) procass
30 [Av=i=bity of snvironmants Maon-sxistant |zolzted paricipation in an 2vistian Raouting programma and ragulsr 3
pratction programme arvironmantsl protection programme |engagement and particiostion in an
gviztion enviranmentsl protection
programms
31 [Avzi=biity of spscisl inspsction  |Special inspection programme for Specigl inspaction programme for ADs (Specisl inspsction programme for 2
programme basad an nan- AD-related 5Bz only =5 well 25 alart 5Bz anly ADs, zlart 5Bs 2z wall 25 rauting
mandetory OEM sarvics OEM sarvice publications
publizations
32 |Contral of flest technica Fully cantracts out to an sxtema Pertiglly contrects out to an extemal  [Internel mensgement oy AOC 2
managamant organization (FTM + ITM) arganization arganization
33 |Uss of contrected technical steff | Mors than 15% contracted steff (from |5 to 15% contrected staff (from L==s than 5% contrectsd steff (fram 2
anathar organization) for intema anathar organization) for intema anathar organization) for intema
angineaning'tachnical functions angineaning'tachnical functions angineaning'technical functions
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% |Piat, technician or AME transi Practises pilat transit inspection Practises technician (limisd rating)  |Practisss only AME [fully type-rated) 3
nspaction cartification cartification in lisu of qualfied transit inspaction cartification in ligu of |trensit inspection cartification anfy
anginaarning technician/ AME AME
35 |Hzzard reporting systam Naong in placs oluntary hazard raparting system in - \oluntary hazard reporting systam in 2
place place. Also procedurs for
dentification of hazards in conjunction
with incident investigation procass.
36 |Incidant reparting, investigation | Mo documented incident reporting,  |Documantad incidant raparting, Documanted incidant raparting, 2
=nd remadizl action procedurss  [investigation or remedial zction rvastigation and remadial actian rvestigation and remadial actian
procadurss procadurss procedurss and accepted by the CAA
3T | Technical reconds, fechnical storss | Fully contracts out technical recards, |Contracts out technical reconds, Internal {in-houss) technical recands, 3
znd flzst plenning management  |fschnical storss and flest planning |technical stares or flest planning technizal storss and flest planning
managemant to extemal arganization |managsment fo sxtemal organization |managemant

. Fesults of his DSC/ORP assessmenmay be

. [Risk level oriteria destriptionsfigures are llusiratve only, subjed! 1o cusiomization and validation of acka

fauragis ha ygad
Chesdalwil naad 1o be suslamizad foe AMDs, saradnoine and ATS sanioe paalidars,

Paoinls o be alpesiod for aach paramalor assessed —namely 1,2 or 3 fr Lovels 1, 2 and 3 reggactvaly.
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enrraipied Wi aer ragublary saeeion) aUdil ragranine
aled wilh aler regualary inspection/ audil programme
fndings 1 idently areas {organizafions) wifh gredler soncem of need ag per e requirements of 33P
Baimen! 3.3, Oharaisa nolfcation ol ORP resuis OFBMZALDN Bené may Eulas A% 8 machan &

b ancirage drganizatonal behaviour [safty cullui) wards he desifabis calagary whate Agplcabla.

g

Subtotal halgs—
Level 3 11
Laval 2 21 !
Lavel 1 3 =
NIA 0 7
Totsl numbar of qusstians 37
i
o
Assessment result
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Totzl score ORP category
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553 E '
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APPENDIX 2. Examples of actions that will enable or disable a positive safety culture

Element General Enablers Disablers
Commitment to safety
Commitment to safety reflects the |* Management leads safety |+ Management is actively
extent to which senior management | culture and is actively| demonstrating that profit, cost
within the organization have a | motivating its employees to| reduction and efficiency come

positive attitude towards safety and
recognizes its importance. Senior
management should be genuinely
committed to achieving and
maintaining a high level of safety and
give employees motivation and the
means to do so also.

care for safety, not only by
talking but by acting as role

models .

Management rovides
resources for a range of

safety-related tasks (e.g.
training) .
Continuous safety

management oversight and
governance is established

first

Investments to improve safety
are often made when required

by regulations or after
accidents
Neither oversight nor

governance with regard to safety
management is established

Adaptability

Adaptability reflects the extent to
which employees and management
are wiling to learn from past
experiences and are able to take
action necessary in order to enhance
the level of safety within the
organization.

Employee input is actively |-

encouraged when
addressing safety issues

All incidents
findings are
and acted upon

investigated

Organizational processes and |

procedures are questioned
for their safety impact (high
extent of self- criticism)

A clear proactive approach to
safety is demonstrated and
followed

and audit .

Employee input on safety issues
is not sought from all levels of
the employees

Actions are often taken only
after accidents or when
required by regulations

Organizational processes and
procedures are  considered
adequate as long as no accident
occurs (complacency or lack of
self-criticism)

Even when an accident occurs
the organization is unwilling to
question itself.

A reactive approach to safety is
demonstrated and followed.
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Element General Description

Enablers

Disablers

Awareness

Awareness reflects the extent to which
employees and management are aware of
the aviation risks faced by the organization
and its activities.

From a State perspective personnel are
aware of both the safety risks induced by
their own activities and the organizations
they oversee. Employees and management
should be constantly maintaining a high
degree of vigilance with respect to safety
issues.

An effective way of hazard
identification has been
established

Investigations seek to
establish the root cause

The organization stays abreast
of important safety
improvements, and adapts
itself accordingly as necessary

The organization
systematically evaluates if
safety improvements are
implemented and working as
intended

Where appropriate members
of the organization are well
aware of the safety risks
induced by their individual
actions and company
operations / activities

No effort is spent on
hazard identification

Investigations stop at
the first viable cause
rather than seek the
root cause

The organization does
not stay abreast of
important safety
improvements

The organization does
not evaluate if safety
improvements are
implemented properly

Where appropriate
members of the
organization are not
aware of the safety
risks induced by their
individual actions and
company operations

Behaviour with respect to safety

Behaviour with respect to safety reflects the
extent to which every level of the
organization behaves such as to maintain
and improve the level of safety. The
importance of safety should be recognized
and processes and procedures needed to
maintain it should be put in place.

The employees motivate
themselves to act safely and
by acting as role models

Continuous monitoring of safe
behaviour is practiced

Intentional unsafe behaviour is
not tolerated by management
and colleagues

The working conditions support
aviation safety at all times

Employees are not
punished for intentional
unsafe behaviour to the
benefits of their own or
other interests

The working conditions
provoke behaviour and
work arounds that are
detrimental to aviation
safety

No monitoring of
aviation safety within
the organization’s
products or services is
practiced

Information
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Information reflects the extent to which
information is distributed to all necessary
people within the organization. Employees
should be enabled and encouraged to
report safety concerns and receive
feedback on their reports. Work
information related to aviation safety has
to be communicated meaningfully to the
right people in order to avoid
miscommunication that could lead to
hazardous aviation system situations and
consequences.

The State is open to share aviation safety

An open and just safety-
reporting environment exists.

Employees are provided with
safety-relevant information in a
timely manner in order to allow
for safe operations or decisions
to be made.

Management and supervisors
regularly check whether safety-
relevant information is
understood and acted upon

A blaming safety
reporting environment is
evident

Safety-relevant
information is withheld

Safety communication
is not monitored for its
effectiveness

No knowledge transfer
or training is provided

related information to all service Knowledge transfer and training
providers. with regard to aviation safety is
actively practiced (e.g. sharing
of lessons learned)
Element General Description Enablers Disablers
Trust

Employee contribution to safety thrives in a
reporting environment that fosters trust -
trust that their actions or omissions,
commensurate with their training and
experience, will not be punished. A
workable approach is to apply a
reasonableness test — i.e. is it reasonable
that a person with the same level of
experience and training might do the same
thing. Such an environment is fundamental
to effective and efficient safety reporting.

Effective safety reporting systems help to
ensure that people are willing to report their
errors and experiences, so that States and
service providers have access to relevant
data and information that is necessary to
address existing and potential safety
deficiencies and hazards. These systems
create an environment in which people can
be confident that safety data and safety
information will be used exclusively for
improving safety.

There is a distinction between
acceptable and unacceptable
behaviour, which is known to
all employees.

Occurrences (including
accidents and incidents)
investigations consider
individual as well as

organizational factors.

Good aviation safety
performance is recognized and
rewarded on a regular basis.

There is willingness among
employees and operational
personnel to report events in
which they have been involved.

There is no identifiable

distinction between
acceptable and
unacceptable
behaviour.

Employees are
systematically  and

rigorously punished
for human errors.
Accident and
occurrence
investigations focus on
individual factors only.

Good safety
performance and safe
behaviour is taken for
granted.
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