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indicated that the instrument was useful in estimating three plus incidents and thus

determining the significance of an event.

1t is therefore useful in delineating HIPO incidents from other minor events with no

relationship to major accidents and thus may be useful for preventive and safety purposes.

I therefore recommend that schools consider using such a tool to determine HIPO
incidents which require reporting, analysis and remedial action, as part of its overall risk

management plan,
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CHAPTER SEVEN  How incidents were processed

7.1 Introduction

Processing is an activity that is used to encourage individuals to reflect, describe,
analyze, and communicate what they have recently experienced (Quinsland &
Van Ginkel, 1984) ... The primary reason for processing is that adventure-based
learning experiences are rich in symbols, metaphors, feelings and typical
behaviour patterns... Transfer and generalisation occur when the learning in one
situation carries over to another (Nadler and Luckner, 1992, pp 1 & 3).
The processing of experiences occurred on different levels and in different ways according
several authors (Nadler and Luckner, 1992; Schoel, Prouty and Radcliffe, 1989). It could
assist individuals to find out what happened at a cognitive, affective (feelings and
emotions) and behavioural level. Respondents identified similar benefits when reflecting on
incidents, including finding out why it happened and what they could have done to avoid

it, and coping with the feelings side of it.

Research objective d was to investigate how (or if) HIPO incidents were processed
afterwards. Objective e was to elucidate procedures for incident reporting and analysis
which would be beneficial to a school’s risk management plan. Respondents were asked
how, in their experience, incidents were processed both formally and informally. I asked
interviewees how they processed a specific HIPO incident and I asked focus groups to tell
me, in general, how they usually processed such events. I asked all respondents which

methods (formal and informal) they found beneficial.

7.2 Formal ways

Interviewees reported the following formal ways they processed their HIPO incident: a
verbal debrief at the end of camp at the Lodge; notes written up at debrief and kept on file
at the Lodge and a copy sent to the liaison teacher at school; incident reported to principal
or deputy principal by telephone during the week or on return to school; liaison teacher
told on return to school; verbal debrief at school; discussed with students at camp or at
school; reported to outside agencies (for example: Health Department, health nurse, deaf
tutors); incident used as example to educate future groups preparing for camp; separate

incident report completed.
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Of the eleven incidents reported in the ten interviews, all were debriefed at the Lodge and
notes taken except for one. Renal’s incident (kidney stone pain and evacuation to doctor)
occurred after the debrief, so a separate report was written up the next day. This was a
departure from a previous study (Haddock, 1995/6a) where some respondents were
excluded from any processing of an event back at school as they were outdoor instructors
employed by the school for the specific camp only. Due to their experience, they would
most likely have had a valuable input to make to a debrief. Additionally, there was no

formal or informal debrief after the event at some schools.

How incidents were processed formally ‘

Reported to
outside agencies

Incident Report
Lodge Debrief

|
|
i Debrief notes
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Liaison Teacher
informed

‘l Focus Groups (n=4) ; 1
= J

Formal ways

School debrief

Parents informed

Incident used as
an example
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Times mentioned

Figure 7.1  Formal ways used to process HIPO incidents

Focus group respondents identified an almost identical list of formal ways they used to
process HIPO incidents, which differed in two categories only. They mentioned that
parents were informed of the incident and they made no mention of outside agencies
being informed. Figure 7.1 illustrates the formal ways interviewees (n=11) and focus

group respondents (n=4'") used to process HIPO incidents.

' Of the five focus groups, one could not be drawn on ways they used to process events.
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7.2.1 Debriefs

Respondents reported that incidents were always formally debriefed at the Lodge and
sometimes back at school also. I asked respondents to describe how these debriefs
functioned and what their purpose was. Formal Lodge debriefs took place:

... at the end of the week, either Thursday evening or Friday morning (Bruce). All
staff and helpers usually attend (Agatha). Incidents and accidents are logged
(Yanice) and we have lots of cups of tea (Ezmerelda). We look at incidents that
could lead to ... a more serious effect, what was done about it and suggestions to
try and ensure it doesn 't happen again (Agatha) for example, did we have
everything we should have had with us (Janice).

Notes taken at the Lodge debrief were also routinely sent to the Liaison Teacher after the

camp. Additionally, three forms of post-camp school debriefs took place according to

respondents: informal, semi-formal and formal.

Informal chatting was very common, wher¢ staff on camp who had an incident would
communicate this informally to the Lodge Liaison Teacher on return to school. Incidents
were also chatted about to other staff over a cup of tea in the staff room in subsequent
weeks after the camp. In some schools, this was the extent of post camp debriefing at
school. In the busy school environment, anything further may not have been seen as

necessary due to the full debrief already held at the Lodge.

Semi-formal meetings after camps were also routine in some schools. These were usually
co-ordinated by the Liaison Teacher, who tried to get all staff who attended camp together
to discuss it on their return. These could be arranged as a get together in the staff room on
the Friday everyone returned, or a few days later at lunch time, although time constraints
sometimes meant all staff could not attend or the meeting was missed for some camps.
Where staff were unable to meet for any reason, the Jane (FGS, Liaison Teacher) would
see staff individually after camp to see if there was anything they wanted to add to the |
Lodge debrief notes. Jane felt it was valuable to hold these meetings some time after the
camp rather than immediately, to allow time for reflection and distance from events. The
meetings also provided another forum for staff to express any concerns, if they felt they |
were unable to do this at the Lodge debrief. Jane sent any further feedback to the Lodge

afterwards.
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Formal meetings were held on occasions, usually after a serious event. Tommy described
such a meeting after his incident. He said it was a thorough debrief to look at procedures,
with staff involved, the Liaison Teacher, Deputy Principal and school nurse. Tommy said

it was ‘certainly the longest debrief ['ve ever been involved with’.

In addition to the above, respondents mentioned two more formal ways incidents were
processed on return to school. First, the Lodge debrief notes were gone through by the
Liaison Teacher, and appropriate action taken on any recommendations. Sometimes, more
serious incidents were transcribed onto a school accident report form and filed in the
school for future reference, for example OSH or ACC purposes. Second, some incidents

were used as examples to brief future groups in their preparation for camp.

7.3 Informal ways

Figure 7.2 shows the informal ways that interviewees (n=11) and focus group respondents

(n=4) used to process HIPO incidents. Interviewees and focus groups identified similar

How Incidents Were Processed
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Figure 7.2 Informal ways used to process HIPO incidents
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ways they had informally processed HIPO incidents. These were: chatting to friends or
colleagues over a cup of tea; personal reflection through going over it in their minds or
diary writing; talking to family, particularly their partner; talking to an experienced
outdoor colleague; talking to other staff involved; talking to students involved; and joking
about it. In addition, the focus groups identified a further three ways of informally
processing an event: story telling and reminiscing about it; talking to close friend/s; and

warning other instructors who lead the same activity in the same area about the hazards.

7.4  Helpful processes and conducive settings

In order to determine procedures for incident reporting and analysis which would benefit a
school’s risk management plan (research objective e), I asked respondents which methods
they found helpful to process events; what kinds of settings were most conducive to

reflecting on an event; and which were not?

7.4.1 Helpful ways of processing

It was important to respondents that the people they talked to about an event were able to
relate to the situation. Respondents found the following ways most helpful in processing
events: talking to friends and colleagues who work in the outdoors or go on camps;

talking

Most helpful ways of processing an event

recording it
} joking about it

self reflection

taking to family S|

| formal debrief at the
‘ Lodge

informal talking

|
i times mentioned

Figure 7.3  Most helpful ways of processing an event
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to others involved in the incident including staff and students; talking to family for
emotional support; formal debrief at the Lodge; self reflection; joking about it and making
light of it afterwards; and recording it well. Respondents noted a range of reasons why
they found the formal Lodge debriefs helpful in processing incidents. The following were
typical.

experienced resident teachers to make recommendations (Phoebe)
immediately is better as fresher (Phoebe, Garth, Bill)

more structured (Gintime)

all people involved are there (Garth)

goal of learning and changing procedures within an institution (Bruce,
Gintime, Sue)

® you get support if something happens to you (Sue)

Respondents also found the debriefs valuable as remarked on by Fred:

...[they’re] valuable because often people don't come and talk to you about things

that are going wrong, they 'd rather try and handle it themselves. So with a forum

like that you 've got the chance to state it as a fact rather than a gripe or a grizzle.
Three respondents said that joking about an incident afterwards was a helpful way of
processing it. Hale (1989) stated this was an important indicator of a close call.

... when especially frightening experiences end without harm, laughter and light
hearted joking usually occur. This seems a natural emotional outlet and reaction
to the potentially disastrous results that were apparent, yet too unpleasant to
dwell upon (p. 12).
Hale (1989) warned that ‘amid the laughter, stories and good feelings it is quite easy to
ignore or forget the writing of a close call report’ (p.12). Awareness spread instead by

word of mouth. He believed that this in turn led to a lack of analysis followed by a

tendency for incidents to recur and occasionally led to injuries and even fatalities.

Eric indicated that passing information on by word of mouth, beginning with a joke, was
fairly common in the school environment.

... it’s not until some time down the road, maybe at a function ... that it’s let slip that
‘oh, you know, such and such occurred’ and everyone has a good chuckle about it.
But at the same time you can see ... half a dozen light bulbs going on around that
conversation as people suddenly think, ‘hell, I almost went over there the other day...
the same thing could’ve happened to me’

Hale (1989) believed the important part of processing an incident was the formal reporting

and subsequent analysis, followed by intervention to stop or alter the close call
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circumstance. These final steps were most important in reducing accident potential yet
least often practised after a close call according to Hale in 1989. Some would like
reporting and analysis to be the norm in New Zealand schools as illustrated by Eric:

... if it'd been a formal, or an informal ... meeting of some sort, where people could
say ‘hey, this happened’ ... these are the things that led up to it, these were the factors
involved in it, let’s file that, or put that aside and maybe look again at it later if
necessary. But then, it’s been voiced, others have heard it, it's become public
information. And you learn from it, and ... it’s a slowly changing thing ... I guess we
see things like OSH trying to change them but, like even trying to encourage people to
Dplan for worse case scenarios and come backwards from there, it can be quite
difficult, because they're still stuck in a mindset that well, I don’t want any of those
things to happen, so I know that I'm going to avoid them. You 're not saying you want
them to happen, you 're saying they 're potentials. Just come backwards.

At Rotoiti Lodge, many close call incidents are captured by the formal debriefing

procedure at the end of each week. Interviewees attest to this with most (ten) saying their

incidents were recorded (see Figure 7.2). This is commendable but some escape the net.

As mentioned earlier, Phoebe left crucial information out of her formal report of her
incident. She said:

[In the debrief] I didn’t mention myself, just the incident ... [the sick boy], and

how I dealt with it, and we talked about having ... disinfectant actually there for

use in the hut ’.
There was no mention of Phoebe’s injured leg in the debrief notes kept by the Lodge. As
discussed, Phoebe saw the incident as being the sick boy, but after listening to her story, I
felt the HIPO incident was the whole trip, significant factors being Phoebe’s leg injury
which lengthened the trip considerably, her inexperience as a leader (her first leadership
experience) and the bad weather. This combination could have led to a number of
scenarios. I’'m not sure if Phoebe realised the gravity of the situation. Her inexperience
may have inhibited her ability to realise these factors were significant in her incident. Or,
due to attributional bias, she may have chosen not to disclose these factors in the Lodge
debrief. I believe the former is more likely, as Phoebe had no hesitation in including these

details in setting the scene and re-telling the story of her incident to me.

Inexperience being a significant factor, I asked Phoebe how one came to be leader of a tramp at

her school. Phoebe explained it thus:
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...they obviously thought I could handle it ... I only had one trip fo Rotoiti ... two years
prior ... ['was quite surprised ... frankly ... I'm not young ... I'm not strong in sport ... I
really have to push myself to participate in things like abseiling ... I think my Head of
Department accepts the fact that I relate well, especially with problem kids ... I had the
qualities that he was looking for ... and ... fulfilled the criteria that he considers
necessary for leadership ... it was a compliment, I just couldn’t believe it when he

asked me.
Phoebe did not mention any outdoor training or experience she had for the job, indicating that
these skills were not considered vital for leading students on a tramp by her school. This
contrasts markedly from opinions of outdoor léadership experts reviewed in Chapter Three and
raises a substantive issue underlying the obvious points emanating from the data. It is clear
that, like Phoebe, some teachers who lead outdoor education activities are not experienced
or qualified for the job and therefore not fully aware of the risks. While they may learn
substantially from their epics, improving their leadership as a result, the question begged is
should they be learning whilst leading students in such a demanding environment as the
outdoors? Also, what social and professional climate exists in the outdodr education
setting, where perceptions of preparedness for the task of outdoor leadership fall so far
short of the requirements? These important questions are not the primary concern of this

research, but signal areas for further research.

7.4.2 Conducive and non-conducive settings

Hale (1989) argued that reporting and analysis were critical steps following a close call to
prevent a recurrence. Nadler and Luckner (1992) agreed reflection was an important
stage in the experiential learning cycle, as was application of what was learnt in new
situations. I contend the setting in which this occurs is also crucial. To elucidate
procedures which may be useful for schools to facilitate this important process, I asked
respondents what kinds of settings were conducive to constructive reflection on an
incident and which were not. Bruce summarised many respondents’ views:

...it depends on the context ... when 1'm just informally talking with people, that’s
fine, but if somebody were to corner me and trying to be blaming me for
something (laughs) then I would feel very uncomfortable ... and that’s why I think
it’s really important to set up systems where people can do it. I think familiarity
with the whole debriefing process is a big difference, because I've noticed a
change in even my feelings about it ... that’s taken time of being involved with the
process and seeing the value of it ... When I'm in a group of people where it’s the
norm, then it’s very easy, but when you 've got a number who are not happy with it
themselves, then ... it becomes difficult again.
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Respondents identified conducive and non-conducive settings for talking about incidents.
These fell into five categories: places, forums, people, times and elements (see Table 7.1
below). Not surprisingly, most items on the conducive list had an opposite on the non-
conducive list, particularly in the ‘elements’ category. I have arranged items in opposite
pairs to emphasise this. For example informal, non-judgemental, non-blaming settings were
thought to be conducive to talking about incidents while formal, judgmental and blame-
based settings were not. If a school or outdoor education institution wanted to create a
conducive environment for talking about incidents, the following would need to be
present. An informal atmosphere, although a formal process would be fine if the
programme was busy. The people involved would need to be familiar with the debriefing
process within a culture that promotes reporting and discussion of incidents with a
minimum of paperwork and a goal of acting on any recommendations. It would need to be
a round table forum that was non-blanﬁng, non-hierarchical, which happens soon after the

event and away from students.

7.5 Knowledge transferred - to prevent similar events in future

I asked interviewees what was said and done about an event (if anything) afterwards
(research objective d). They were also asked what knowledge, learned from the event, was
transferred to prevent similar events in the future. Focus groups were asked what usually

happened to information gained from an event.

Nadler and Luckner (1992) explained that

The last part of the experiential learning cycle is an essential stage. In essence, it
is the primary reason that we spend time reflecting and processing. At this point,
we focus on the central question ‘Now what?’ Individuals apply what they have
learned during this experience to actual situations they are involved in...(p.2).

Interviewees identified particular knowledge they gained from their incident, how and to
where this knowledge was transferred. Respondents said their primary goal was to apply

the knowledge in new situations to reduce the chances of a repeat incident.



Table 7.1

109

Settings - conducive and non-conducive to talking about incidents

o informal (6)" comfortable, socially at ease o formal
® non-judgemental (2) o fear of judgenient
o non-blaming (2) o blame-based atmosphere
o non-hierarchical (2) o male dominated hierarchy
o familiar with debriefing process, it's the norm | e people not happy with the debriefing process
® ego not threatened (2) o threatening
E o straightup (2) o lots of posture
'Z | ® open (2) trust (2) professional (2) sympathetic, | e staunch, concrete sequentialist, traditionalist
E sensitive receptive atmosphere, good working debriefing situation (sequential - rigid,
relationship with those involved ' militaristic, of the old school)
E o seems relevant, no retribution o hunting for a scapegoat
] | o accessible reporting system, min paper work e report time consuning
o culture that promotes reporting, discussion o fear of misinterpretation of report
and sharing of incidents, goal of learning
o formal - if busy programme o time pressured
o jformal process - self and peer feedback model
o confidence in people in forum ‘o supervisors taken away from responsibilities
o fresh in your mind '
¢ students cannot overhear
o quiet space [time] from incident
® things are acted upon (2)
Talking to adults o officey settings
o staff room at school (5) ® a conference
o away from students at camp (3) o pub
) | o comfortable o hospital
8 o bars
<« | Talking to students
wd | ® the playground
R |'o in the corridor
o inhut
W o Lodge debriefs (4) debrief with authoritarian DP or Principal (2)
E o Meetings back at school (2) rigid
e safeforum militaristic
g o round table forum
=
Jriend/ instructor/ peer involved in outdoors (5) | person who wouldn 't relate to situation (3)
= interested friends/ others (4) o authoritarian figure eg principal (3)
g non threatening people o someone seeking to lay blame (2)
(=) o people not happy with debriefing process
E o somebody I don't know
w meal or tea-break times (4) o debriefs held when students unsupervised
<] while tramping with a group (2) eg. in kitchen (2)
E period after camp (2) o when pressures and constraints on time (2)
[ on arrival back at school

2 T . . .
12 Number indicates number of times mentioned, no numbers means mentioned once
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Each incident and the knowledge gained from it was unique, with little overlap between
incidents. This was expected given the small sample (11) and diversity of incidents. A
recurring theme however, was incidents were used as an example to prepare future
students for camp in six cases. The types of knowledge transferred to new situations,
ranged from technical matters to deep learning in the leadership area. I will use an example
to illustrate this. Bruce’s incident involved a student injuring her ankle on a snow craft
course, whilst descending a spur from a snowy ridge to the bush. The group of
approximately sixteen students and two instructors were delayed for three hours on an
exposed spur in bad weather until a helicopter evacuated the injured student. Bruce

applied the following knowledge to a similar situation in the future.

® ..the map had some missing information as it was [parts of] four [different]
maps laminated together, so after the incident, I added the grid line numbers,
map name and number to the Lodge maps

o [1] made students go a lot more quietly down until they reached the bush the
Jollowing year ' ' ‘

o /1] took a different, safer-'route down to by-pass a steep section

® [I] used the incident to illustrate why you need fo take flies etc
It appears that far from thinking HIPO incidents were insignificant events without the
possibility of serious harm, my respondents recognised them as critical incidents which
provided sharp lessons in honing judgement and decision-making skills. Without
exception, interviewees used the opportunity to reconsider their actions and act more
conservatively in future now they realised what the consequences could be. They also used
it to illustrate what could happen. It may also be useful for Lodge or school staff to
integrate what was learned from incidents into a specific training package. For example, all
staff who lead the trip in which Bruce’s incident occurred, could get together to highlight
the above points and discuss strategies and routes for getting students safely down that
section of terrain in the future. This would take about an hour and would be easy to

arrange as the programme involves only one school.

7.6  Chapter summary

The purpose of this chapter was to describe what people said about an event and what

they did about it (if anything) afterwards. Also, to elucidate procedures for incident
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reporting and analysis (formal and informal) and determine which would be beneficial to a

school’s risk management plan (research objectives d and e).

HIPO incidents were talked about extensively by respondents, and more informally than
formally. Formal methods of processing events included debriefs at the Lodge and/or
school, recording it in an incident report and/or debrief notes, verbal report to principal,
deputy principal, parents and/or outside agencies. In addition the incident was often used
as an example to prepare future groups for camp. Informal methods included talking to
colleagues or friends (especially those experienced in the outdoors), family (especially
partners), others involved (staff and/or students), story telling, joking about it and personal
reflection. Processes that respondents found most helpful to constructive reflection on an
event included informal talking, formal debriefs at the Lodge, talking to family, self

reflection, joking about it and recording it.

Settings which respohdenté found most coﬁducive to talking about incidents spanned five
categories: places, forums, people, times, elements. Respondents found places free of
students such as the staff-room at school and the classroom at the Lodge ideal for talking
about incidents. Safe, round table forums such as the Lodge debriefs and meetings back at
school were also conducive. People they talked to needed to be non-threatening, involved
in the outdoors or at least interested. Times most conducive to talking about incidents
were down times such as meals or breaks. The following elements needed to be present in
order for respondents to feel comfortable talking about their HIPO incidents: relaxed/
informal, non-judgemental, non blaming, non hierarchical, non-threatening, honest, where
a sense of trust and confidence in others existed, open, formal receptive process, goal of
learning, culture which promoted reporting and discussion of incidents, and a minimum of

paperwork.

Settings which respondents found non-conducive to discussing their HIPO incidents
included places such as an office where a rigid traditionalist debrief took place with an
authoritarian principal or deputy principal, people who could not relate to the situation or
those seeking to lay blame. Time constraints and leaving students unsupervised when
debriefing were also seen as impediments to constructive reflection. In addition, the

following elements needed to be absent in order for respondents to feel comfortable
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discussing their HIPO incidents :threatening atmosphere, male dominated, people unhappy
with debriefing process, where there was fear of judgement or misinterpretation of a report

and a time consuming report procedure.

Respondent preferences for the types of settings where they could talk freely about their
incidents bore out Joing’s (1993) conclusions about changes to incident reporting
procedures in the French rail industry. By building up a state of mind and a climate of trust
in which employees would have no hesitation in reporting incidents, a better knowledge of
what was not functioning correctly was achieved. This involved adopting flexible, error
embracing management policies so the organisation could correct its behaviour by learning
from its mistakes (Clark, 1980). Schools would do well to develop such a climate and
procedures for the reporting.of accidents and incidents in their outdoor education

programmes.

All respondents reported that knowlédge géined from their event was applied to new
situations to reduce the chances of a similar event recurring. So learning as a result of a
HIPO incident did not remain with the learner, but was applied to new situations to benefit
personal and programme safety. This was the final and most important stage of the
experiential learning cycle and the primary reason for reflecting and processing according
to Nadler and Luckner (1992). This study highlighted effective means of processing
incidents at Rotoiti Lodge, which was an important step in accident prevention according
to Hale (1989). Hence it can provide a model for other, similar programmes, to follow. A
refinement could be that in appropriate cases, specific training sessions be designed to pass

on information learned from an event to other teachers and instructors that would benefit.

Finally, one by-product of processing HIPO incidents, was discovering some of the

contributing factors to the events, which is the subject of the next chapter.
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CHAPTER EIGHT Contributing factors to the HIPO incidents

8.1 Introduction

In Chapter One I discussed the point that researchers had shown HIPO incidents and
serious accidents to be similar, “...the difference between a near hit and a fatality is often
only a few millimetres or a fraction of a second” (Mitchell, 1998, p. 40; also supported by
Bird and Germain, 1992; Hale, 1989; Johnson, 1980). They stressed the importance of
investigating contributing factors to HIPO incidents as they had similar causes to serious
accidents. Consequently, objective ¢ was to identify possible causes, ascertain patterns
common to several incidents and structure them into recognised models of analysis. In
doing this, I hoped to provide information to improve safety in Lodge and similar

programmes and provide a future basis for comparison.
8.2 Contributing factors to the HIPO incidents

To identify contributing factors to the eleven HIPO incidents, I listed factors identified by
respondents, added factors from the story, then checked Lodge incident reports.
Consistent with the literature reviewed, HIPO incidents in this study were the result of a

multitude of factors. Figure 8.1 shows a range of six to twenty five factors.

Number of Contributing Factors Identified

Jane-Lee ]

Spur

Phoebe
Gintime
Garth

Fred & Bill (2)
Fred & Bill (1)

Respondent/s

Bruce EEEs
n
Renal ]

Tormmy & Mriam
Agatha

Number

Figure 8.1  Number of contributing factors to incidents identified
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The types of factors leading to incidents in the study included significant and common
causes of outdoor accidents from the literature along with those derived from the data.

These are displayed in Figure 8.2 below and explained in the rest of the chapter.

Contributing Factors to the HIPO Incidents (n=10)

w eather / environmental
w ild card factor/s
unsafe act - student/s

judgement error - leader

pre-existing condition |

Unsafe condition

misplaced responsibility

‘§' short of skilled staff
w

risk shift

gear missing/failed

too familiar w ith situation

get-home-itis

\: dropping your guard ]

overw eight/unfit student
poor hygiene

0 1 2 3 4 5 6 7 8 9

Number of incidents where factor was present

Figure 8.2  Contributing factors to HIPO incidents by themes

8.2.1 Significant causes from the literature

The following summary of factors, significant in the literature, featured in the stories.
More information on the factors can be found in section 1.4. Factors are highlighted to

relate them more easily to Figure 8.2 above.

Like Helms (1984), this study found accepting increased levels of risk contributed to
many incidents. Helms concluded that risk shift, get-home-itis and familiarisation with the
situation were the three largest contributing factors to accidents. Garth, Agatha, Gintime,
Fred and Bill described risk shift (where groups make riskier decisions than individuals)

occurring in their groups. For example Garth thought they pushed the boundaries more
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with an extra instructor and two extra adult assistants. The day before, with only two
instructors, they took more conservative decisions. Get home-itis (forgetting everything
once the end was in sight) was a feature in Bruce and Jane-Lee’s stories. In their haste to
get everyone back to the Lodge, a number of risks were overlooked. Too familiar with
the situation (where experienced people who knew the territory well, had a reduced
perception of the risks) manifested itself in Fred, Agatha and Bruce’s incidents. The leader
was feeling ok in the conditions, while students or teachers were stretched. Bruce’s
comments illustrate several of these factors as well as dropping your guard:

1 think we had probably let our guard down a bit, because we were heading home
... we thought we were over the worst ... I was quite happy cruising along at the
Jront of the group, thinking it was plain sailing, and maybe if I'd been stopping
kids and cautioning them, it wouldn’t have happened ... I'm really happy on that
sort of country and I should have probably stopped and thought right, there might
be some people here, although they re travelling alright ... they 're not as aware of
the dangers as I am.

Meyer (1979) found that the majority of accidents in adventure programmes were the
result of a combination of any of the following: an unobserved or underestimated unsafe
condition, an unsafe act on the part of a student or an error of judgement on the part of
staff. These factors contributed to many of the HIPO incidents in this study as illustrated in
Table 8.1 below.

Table 8.1 Principal causes of major accidents in adventure programmes (Meyer,
1979), showing incidents where factor present (by respondent name).

Swift water Gintime Poor position | Bruce Unexpected or
Tom/Miriam | pew situation

Loose rock Unauthorised | Gintime Desire to Renal

procedure Phoebe, Spur | please others | Phoebe

Fred/Bill a Agatha

Inadequate Tom/ Unsafe speed Misperception | Bruce

area security Miriam Agatha

Unexpected | Agatha Inadequate | Garth Fatigue/ Phocbe

water/ water/ distraction 1(:}8223 -

improper nutrient red®t

. Garth .

clothing intake

Unexpected Fred/Bill b

Snow™ Garth

13 This category added to original table.
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Haddock (1996a) identified wild card factors in a previous study. These factors involved
unpredictable behaviour that took the leader by surprise and put them in a reactive mode,
often without all the information. Seven incidents had wild card factors, three of which
had two, as illustrated in Figure 8.3 below. Jane-Lee’s classic wild card factor is described

in section 5.3.4.

Wild Card Factors

Jane-Lee
Spur
Phoebe

Fred & Bill (2)
Gintime [

Agatha 3
Tommy & Miriam

T T * -

0 0.5 1] 1.5 2

Respondent/s

Number

Figure 8.3 Number of wild card factors present in incidents

8.2.2 Significant causes derived from data

Further common significant factors were derived from the data as follows. Environmental
conditions, particularly bad weather and cold contributed to ten of the eleven HIPO incidents.

These factors are detailed in Figure 8.4 below:

Environmental / Weather Factors

cold
poor visibility
snow

short day (w inter)

s bad weather
Q
i dark
difficult terrain for evac
cloudy ]
strong wind
Lightning/torrential rain
' 0 1 2 3 4 5 6 7 8

Number of incidents where factor was present

Figure 8.4 Environmental factors present in incidents
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Activities involving cold conditions, particularly snow, were significant in a previous
analysis of accidents and incidents at Rotoiti Lodge Outdoor Education Centre (Haddock,
1993b). It is important to emphasise the setting here. Rotoiti Lodge is situated at the
northern end of the Southern Alps at an altitude of 620 metres above sea level, so it is not
unusual to get cold and wet weather or snow at any time of year. Such conditions are
challenging for novices to cope with so appropriate gear and experienced leaders are
essential for safety. If an incident occurs, cold and wet conditions serve to exacerbate the
circumstances, as does the remoteness of the area, as illustrated by Fred and Bill’s story.
They, with a teacher aid, took a group of fifteen learning development students, including
an overweight student who was extremely slow, unfit and unmotivated, on a tramp around
Lake Rotoiti in August.

Fred ...on the way up he was dragging the chain, it was a nice fine day ... we got
him up there after ... a fair amount of cajoling and grizzling ... The following day,
it had snowed over night ... I made a decision to go ahead [and complete the
Lakehead circuit] ... As we moved, it was starting to snow, it was only snow
showers, flurries coming through ... we kept in tow most of the way until we got to
about Whiskey Falls ... after Whiskey Falls the snow was starting to settle quite a
lot. I decided, well there’s no point in going back, because it’s a lot longer to go
back than to push forward, thinking that the mini-bus was going to be there [at
the road end]. Eddie was really dragging the chain ... So we ended up with Sue
[the teacher aid] ...walking with Eddie and Bill as well.

Bill ... That put me in an awkward position, I ... didn’t know whether to keep up
with Fred and his group, or stay back with Sue. Sue kept saying ‘you go on’ but I
kept worrying that, when the snow started, whether I should have stayed with her.
In the end I kept going, I was quite a way behind you guys. You’ve walked that
track many times, that’s the first time for me, and when the snow come down, in
that clearing, it’s quite hard to follow ... I was walking back on my own, I had to
really concentrate on where I was going ...

Fred ... with the snow ... all the kanuka and stuff was just folded over ... we
pushed right through [but] the mini-bus wasn’t there, which complicated things as
well ... they dumped their packs there ... on the road, and somehow, we hoped the
van would've turned up ... and I turned around and walked back to pick up Eddie
and Sue. His major problem was his mind ... he just winged and moaned and
carried on ...

Bill ... With the other group ... a couple of them weren’t togged out properly ...
it kept snowing and snowing ... and I was pretty tired by this time and I had that
sore foot. And a couple of them wanted to lie down on the side of the road and
they were quite serious about just having a rest ... had they been on their own,
they wouldn’t have got off their arses and they would've stayed there ... our group
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Jractured, walking down the road. Damn hard to keep them together ... and I was

getting knackered and grumpy.
Many of the factors discussed so far are illustrated in the above story. The decision, at the
beginning of the day to go ahead and complete the Lakehead circuit', in my view, pushed
the group’s limits. The more conservative option to return the same way would not have
pushed the group’s resources to the same extent as they would have been back at the
Lodge by the time the snow really set in. The snow compounded their problems,
particularly that of keeping the whole group warm. This could only be achieved by keeping
them on the move, which meant splitting the party. Once split, the smaller party was
weakened considerably and communication was affected. Another complication was that
staff back at the Lodge assumed they would return by the quickest, easiest route, due to
the weather and the nature of the group. So the van was sent to a different road-end,
meaning that it was not awaiting the g-rou_p at the end of their arduous tramp. The
disappointment of not seeing the van and the further four kilometre walk in heavy snow

meant students’ morale and physical resources hit a low point at this stage.

On the positive side, this group had three staff members due to the nature of the group.
Usually one staff member would be on their own or with an assistant. Fred and Bill
contemplated this: ‘We'd all be sitting there with Eddie, or leaving him behind ... 'to hell
with yal’ What would you do? Safety of the fourteen as opposed to one (Bill).

The extreme weather conditions had not been experienced by Fred on this trip before,
although Fred and Bill had experienced a strikingly similar incident on a previous trip to
Bushline Hut which, being higher, is more prone to snow conditions. Again Bill remained
behind the main group with two slow students on the way up. It was snowing and one
student sat down and refused to go any further. After reaching the hut with the main
group, Fred returned to assist the stragglers. They did not have far to go, and did make it.
Fred said he did not expect such conditions on the Lakehead trip and was surprised to hear

the resident teacher say it was not unusual.

" Completing the circuit to the road-end would take a minimum of four hours tramping with an average party. A slow party in snow
conditions could take an extra two hours. The road end back to the Lodge is an extra hour, a total of seven hours. The altemnative was to
return the same way, a three hour tramp with an average group. The Lodge was a further 15 minutes walk from the road end. A slow party
in snow conditions could take four to four and a half hours to complete the trip.



119

This reiterates a theme already developed in this thesis. As Charlie pointed out, a particular
kind of incident may only happen once in a person’s experience, so they don’t always see
the bigger picture. Helms (1984) substantiated this in identifying that the majority of
serious mountaineering injuries and fatalities examined in two studies, were preceded
within one year by a near miss incident or an accident of a parallel nature in the same area.
Although the same factors had been present in previous years the group had undertaken
the activity, the leaders or institutions had failed to recognise them as important. Other

authors also identified this (Brett, 1994; Kauffman, 1989).

This highlights the problem of having teachers who come to the Lodge once a year,
leading trips in an environment where extreme conditions are possible at any time and for
which they have little experience and are ill prepared. Resident teachers at the Lodge
experience many seasons and enviromhental conditions over time so are more prepared for
extreme conditions and used to adapting their decisions more conservatively to suit. But

resident teachers cannot cover all groups in this programme, as discussed in Chapter Two.

Haddock (1994) examined this problem. She found that of the 69 teachers currently
leading the Lakehead tramp, 54 reported they had experience equivalent to the National
Standard required of a voluntary Bush 1 Instructor (leading below the bushline). Therefore
15 were leading the trip without this baseline of experience. Of the 55 teachers currently
leading the Bushline tramp, four reported they had the skills and experience necessary to
lead trips above the bushline in winter conditions. A further 45 reported experience similar
to that required below the bushline and for six, their experience was well below this level.
These staff would be operating in B or C zones (on the operation zones model, Figure 4.3)
in good weather, however they would be operating in C or D zones in poor conditions
(rain, snow, cold). Yet all staff could end up leading in such conditions, as happened in
two incidents included in this study (Phoebe and Fred/Bill). Thus the situation could result
in staff exceeding their competence, compromising their judgement abilities and putting

themselves and their students at risk.

Fred and Bill’s story worked out happily, but things could have gone wrong. Of concern in
the Lodge programme, is how often teachers end up leading students on trips where

conditions exceed their abilities. In other words, a tramping trip which started out in good
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weather as a level two trip on the operation zones model, is changed to a level three when
it snows, but the teachers’ and students’ abilities remain at levels one or two. As already
discussed, this was an inherent risk in the Rotoiti Lodge programme, and may be the case
in school outdoor education programmes elsewhere in the country. I believe this is a
management problem not a teacher problem. Teachers volunteer to assist on school camps
while Boards of Trustees and Principals, as managers, are responsible for programme
standards and resourcing, including staffing. This issue is addressed in more depth in

section 8.3.2.

Five respondents talked of mis-placed responsibility with staff or student/s when a staff
member or student was too inexperienced and failed to carry out a responsibility given to
them or proved to be irresponsible. When responsibility for managing certain risks is
placed with someone other than the leader of the outdoor activity, this is called risk
transfer (Ewert, 1984). It is a risk management option when considering how to manage
certain risks. This is an acceptable strategy when the party that responsibility is transferred
to is competent to manage the risk, but problematic when they are not. Mis-placed
responsibility was a factor in six cases in this study, as illustrated in Figure 8.5 below. In
three cases the responsibility was transferred to staff (by Tommy, Garth, Agatha) and in a
further three to students (by Spur, Tommy, Fred & Bill).

Risk Transfer - Misplaced responsibility
(n=6)
® Agatha

2 5 Garth { | Staff
5 § Freagsu mStudent|
E § Tommy |
g Spur L : , : ‘
0 0.5 1 1.5 2 !
Responsibility transferred to ‘

Figure 8.5  Incidents where responsibility was mis-placed with student or staff (by
respondent name).

An example where responsibility was transferred inappropriately was in Tommy and

Miriam’s incident, where two cases of risk transfer proved to be mis-placed. One instance



121

involved a student while the other involved a staff member. Tommy, Miriam (teachers) and
a seventh former assisted the Lodge resident teacher (Meg) on a day of caving.
Approximately 25 students were divided into three groups. Meg took eight or nine
students and one teacher or assistant into the caves at a time for one and a half hours.
Meanwhile, the other two groups did an activity or got prepared for their caving trip with

the other staff member, who had been briefed by Meg beforehand.

The incident occurred on the third trip into the caves. During the trip, a student slipped
part way down a deep hole but was caught by Tommy just in time. Contributing factors to
this were the student’s Lodge hired torch went out as she approached the hole and the
student assigned to guard the hole, did not do his job. Another student (Rosie) had an
asthma attack as a result of being frightened by the first incident. She did not have her
inhaler with her, but Meg had a spare in her first aid kit, although on its expiry date.
Subsequently, Rosie had prolongﬂed breathing problems, preventing her from getting out of
the caves unassisted. .‘Her difficult evacuation from the caves took three hours. Tommy
reflected on possible contributing factors to the incident. First, where responsibility was
mis-placed with a student:

T. ...aswewere going around the cave, Meg had at certain points asked people to
volunteer to go in behind her or to do a particular activity. And within the group
there was one boy that continually offered and nobody else did ...and I said to one
of the other boys, as we were going along, why don’t you offer to be the next one.
And ... leading up to the incident ... when Meg asked, this guy didn’t respond at all.
And no one did, it was all very quiet, and then, finally ... this other boy ... said ‘oh
I'll giveitago’ ... I've felt bad about the pressure I'd put on that kid for a start ...
I'was unhappy with myself, what 1'd done.

I Was he the one guarding the hole?

T. Yeah, now, in fact, [he has] not turned out to be ... a particularly ... reliable person,
and subsequently ... his career is quite interesting... Right so, that's something that
sort of gnawed at me a bit for quite some time, and I still think of that, did I do
something, at that beginning, which contributed to this whole thing? And so ... he
went in, and was there to guard the hole and to direct the people to go up into the

‘Birth Canal’ [a tight squeeze] part of the cave.

Second, where Meg had transferred responsibility to Tommy to ensure the students had all

the right gear before coming into the caves. Tommy said:

And then, this quiet little voice just further along said ... ‘Rosie is having an asthma
attack’. And I remember my reaction was Oh God! ‘Is she an asthmatic?’ ‘Yes.’ ‘Has
she got her inhaler?’ And then ‘No’. And I thought, did I ask? And you know, I didn't
ask. I didn’t check before we came in, didn’t think about it
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This situation reiterates a theme which has come up already in this thesis, that of teachers
who have limited outdoor experience, or who are not working in the outdoors regularly,
failing to carry out responsibilities which are critical to safety. Furthermore, a ‘trap’
situation is prevalent because specialist outdoor staff rely on these teachers to carry out
some responsible roles such as checking students have the right gear: clothing, torch and
medication with them. At the time of the research, two specialists were usually shared
among four groups over the week. On the caving day, one specialist was shared among
three groups. So it is not surprising that responsibilities were not always carried out

effectively, when staff did not have the training, skill or experience for the job.

Additionally, staff often found activities like caving challenging themselves, so may not be
in a position to cope with much responsibility outside of looking after their own needs.
This is best illustrated by Martin and Priest’s (1986) operation zones model, which shows
that if you are challenged, you need to concentrate on yourself as your competence barely
matches the activity demahds. Iﬁ order to take responsibility for others during an activity,
you need to be operating in a state of ‘unconscious competence’ (Raiola, 1990) or in A or

B zones on the model.

Five respondents’ noted a pre-existing health condition contributed to their HIPO
incidents. These were blood in urine (Renal), students infected with vomiting bug (Jane-
Lee), flu (Agatha), torn muscle (Phoebe) and hyperventilation/asthma (Tommy). Some
conditions were known to staff in advance while others were not. Tommy’s school
changed their medical consent form as a result of the incident he had to deal with. Staff felt
there was not enough room for care-givers to write adequate information about health
conditions on the form, leading to inadequate information about the student being available

during the incident.

Four respondents identified that a shortage of skilled staff contributed to their HIPO
incidents (Jane-Lee, Agatha, Tommy, Garth). It was also apparent in several other stories

that this was the case.

Missing or failed gear contributed to three incidents (Tommy/Miriam, Fred/Bill, Garth).

Missing gear included an inhaler, polypropylene and other warm clothing, paper and pencil
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to write emergency information down and the non-availability of the mini bus. Failed gear

included a torch and the inhaler on its expiry date.

Overweight and unfit students were central contributing factors in two of the HIPO
incidents. Bruce said the student who injured her ankle was ‘not as fit as some of the
others ... [and being] overweight made it difficult to shift her’. Her injury effectively
immobilised the group for three hours on an exposed spur in bad weather until help
arrived. Fred described Eddie as a slow, unmotivated student who was overweight but not
the biggest kid in the group but he was physically unfit and a blob. Eddie’s slow progress
on a tramp led to staff splitting the party once snow began falling heavily, as it was difficult

to keep everyone warm.

Poor hygiene led to the rapid spread of a vomiting bug on Jane-Lee’s camp where

approximately fifty students and staff fell ill, some on tramps away from the Lodge.

In summary, I have discussed just over half the factors identified as contributing to the HIPO
incidents in the study. These were those found to be significant causes of accidents in the
literature and others which were common to several events and/or seemed significant. Having

done this, I will examine some models for incident analysis.

8.3  Tools for incident analysis

A number of accident and loss causation models have been developed over recent years to
analyse events, to determine causes and possible areas for remedial and preventive action.
Such tools are useful for examining catastrophic events where losses have been high like the
Challenger Space Shuttle accident or HIPO incidents where losses have been minimal.
Research shows that serious accidents and HIPO incidents are complex events resulting from a

multitude of causes over several different stages.

Current work indicates that accident causation is more web or tree-like than sequential. As a
result, Fault Tree Analysis (Johnson, 1980) has been designed to identify all possible hazards
with new technology as a pre-emptive loss control tool. Or it can be used after an event to

determine all possible contributing causes.
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Authors (Bird and Germain, 1992; Kates et al, 1985) have attempted to simplify these
models, retaining key points to enable the analyst to identify critical factors which led to the
accident or incident. In doing this, they imposed a sequential framework by dividing causes
into different categories or stages which take account of temporal and systemic influences.
Bird and Germain’s research identified that the causes of most accidents can be traced back to

a lack of management control. The following is an examination of these tools.

8.3.1 Fault tree analysis

Fault Tree models begin with the incident. Causal factors are linked to the incident by ‘or’ or
‘and’ gates. An ‘or’ gate means that only one of the causes were present (either x or y or z).

An ‘and’ gate means that all causes were present (x and y and z). Agatha’s incident, where a
teacher suffered mild hypothermia on his second caving trip, has been analysed using a Fault
Tree model. Barry filled in for a teacher who had the flu’ and was unable to go into the caves

at the last minute. Students would have missed out if he did not do this.

The Fault Tree showed a multitude of factors, many involving social and professional
pressures (shaded in diagrams), which led to a teacher getting mild hypothermia. The first tree
has three areas (A, B, C) which require trees of their own. This is a simplistic analysis, more
investigation may reveal many more factors (the Challenger Space Shuttle accident fault tree
was over 300 pages). Social and professional pressures on staff to lead activities, highlighted

in this simple analysis, signal an area for future research.

Fault Tree - Incident 1 (Agatha)

Teacher - mild
- hypothermia A
or | and
B Not C oo R
: : : -~ Other teacher
Immersion in Prevxon_xs psycho- id not disslons -
cold water Immersion logically Ingss (fin)-until]
| prepared < at the caves
| I Didn’'t have
Did not Instructor needs met for
Snow melt Need to be in - e realise didn 't 204 trip
water water up to Veed forisccond needed for check his (physical /
waist for 10 e wip T 2nd trip comfort psychological)
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Fault tree analysis of incident 1 (teacher, mild hypothermia)
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8.3.2 Causal pathways / pathways to change

Bird and Germain’s loss causation model (figure 8.7 below) incorporated five stages of an

accident/ incident, originating from a lack of management control.

THE ILCI LOSS CAUSATION MODEL

LACK OF BASIC IMMEDIATE INCIDENT LOSS
CONTROL * CAUSES < CAUSES * =
1. Inadequate
program Personal Substandard Contact Peool
2. Inadequate factors Acts with copie
program * » & * energy * Property
standards Job Conditions or Process
3. Inadequate factors substance
compliance * * » *
to standards

Figure 8.7  Loss causation model (Bird and Germain, 1992, p. 22)

Kates et al, identiﬁed six stages of én accident/incident and notably, identified pathways
between each stage where action could be taken to block or mitigate events from culminating
in a serious loss. Haddock (1993a, p. 71) amalgamated these models to produce the Pathways
to Change model (see Figure 8.8). These authors sought to simplify the web-like structure of
an accident or HIPO incident into a linear model. In doing this, they recognised an accident or
HIPO incident was not purely a sequence of events but acknowledged the multi-linear links
between causes. Figure 8.8 below is an analysis of Agatha’s incident using the Pathways to

Change model.

The analysis clearly showed that there were opportunities (pathways) between different stages
of the event where strategies could have been used to block the progress of the incident and
mitigate losses. Additionally, a lack of control at institution or management level was a
systemic or root cause of the HIPO incident. Although staff did their best to lead students at
Rotoiti, there was no guarantee that school staff were suitably experienced for the job, yet the
programme relied on them leading some activities. So while standards and policies were in
place for the activities, inadequate specialist outdoor staff to carry these out adequately was a
weakness in the structure. This was a management rather than a staff problem, as management
have responsibility for ensuring national industry standards are met and resourcing the

programme accordingly, which includes staffing. This has been a recurring theme in this thesis.
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Causal pathway analyses of all incidents in this study can similarly be traced back to the
management level of responsibility. This is consistent with industrial research, where the
majority of serious events can be traced back to a lack of management control (Bird and

Germain, 1992).

| CAUSAL SEQUENCE

Systems Conditions Events Outcome Consequence
LACK OF BASIC IMMEDIATE INCIDENT LOSS
CONTROL CAUSES CAUSES
- Inadequate Personal -Not - Immersion in - Teacher gets - Teacher: loss
instructors psychologically freezing cold cold of body hef"&
v'\g Relia.nce on —»|prepared water —> > fr ‘2: f’},r,zloglcal
untrained staff -cold and wet - No effort to Srudents:
-No contingency Job -pressure to keep Bar o cavi
if staff sick lead when other wa rpm & ‘;y curtailed caving
teacher sick 4 frip
Modify cohange Block Block Block
Systems oncitions Events Outcome Consequence
-Employ Personal- check -Use wet exit for -Hot drink -Method
adeguate staff if physically & last exit only to -Adequate warm unknown so only
for programme: |—»|psychologically (—wikeep staff dry »l& dry clothes ploption:
4RT’s prepared -Staff have time -keep moving -Stop party
-No caving if Job- no reliance for hot drink & -More clothes
inadequate staff’ untrained staff’ change clothes -Exit caves early
Figure 8.8  Pathways to Change - Incident 1, Teacher — Mild Hypothermia (Adapted from
Bird and Germain, 1992; Kates ez al, 1985 by Haddock, 1993a)
8.4  Chapter summary

The purpose of this chapter was to describe possible contributing factors to the HIPO
incidents to ascertain patterns common to several incidents and to structure these using
recognised models of analysis (research objective c). Consistent with the literature, HIPO
incidents in the study were not the result of a single cause. Interviewees identified from six to
twenty five contributing factors to their incidents. Some factors identified were common and
significant causes of outdoor accidents in the literature, for example: risk shift, familiarisation
with the situation, get-home-itis, unsafe condition, judgement error (leader) unsafe act

(student), and wild card factors.
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Other factors were derived from the data. Not surprisingly given the setting, environmental
conditions, particularly bad weather and cold featured in ten of the eleven HIPO incidents.
Responsibility was misplaced with a student or staff member in five incidents. This was a
feature of concern, as the way Rotoiti Lodge was staffed at the time of the research,
necessitated that inexperienced staff or students were routinely relied upon to carry out tasks
which were critical to safety. This situation was typical of many school outdoor education
programmes at the time of writing. Other factors featuring in the data included pre-existing
health condition, shortage of skilled staff, missing or failed gear, overweight and unfit student

and poor hygiene.

I structured incidents using two recognised models of analysis, Fault Tree Analysis (Johnson,
1980) and a Causal Pathway (adapted from Bird and Germain, 1992 and Kates ef al, 1985 in
Haddock, 1993a). Fault tree analysis showed HIPO incidents to be complex events involving
numerous variables interacting in different ways, reinforcing that serious incidents were more
web or tree-like than>1inea'r and fheréfore cbmplex events which were difficult to manage and
predict. The fault tree analysis reinforced the hindsight bias (Philipchalk, 1995), that we tend
in looking back, to overestimate our ability to foresee actual consequences. The causal
pathway analysis showed that incidents had multiple causes that were spread throughout
several different stages of an incident. Between stages were pathways where intervention
could mitigate losses. Notably, incidents were often the result of factors which only
management had control over, for example, employing enough trained staff. This was

identified as an underlying cause of several incidents in this study.
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CHAPTER NINE Conclusion

9.1 Introduction

This thesis has examined several dimensions of incidents in outdoor education. I aimed to
investigate high potential incidents and the actions that resulted through a case study of
Rotoiti Lodge Outdoor Education Centre. Additionally, I aimed to ascertain meanings of the
events for those involved and elucidate suitable mechanisms for their analysis for preventive
purposes. The study affirms that HIPO incidents are indeed meaningful events for those that
experience them and that they have significance for safety and preventive purposes. It also
indicates that suitable mechanisms for incident analysis depend on conducive settings being

established.

The thesis consists of four central topics embodied in the research objectives; the meanings of
HIPO incidents for teachers and instructors including definitions, effects and significance; the
possible causes of incidents and patterns common to several events; how incidents were
processed; and procedures for incident reporting and analysis which would benefit a school’s
risk management plan. These provided the framework for the literature reviewed and the
results chapters which followed. I reappraise the objectives next, summarising the most telling
of the outcomes and drawing them together in a final analysis and evaluation. I then discuss
implications of the findings. Lastly I consider future research needs before concluding the

chapter and thesis.

9.2  Final evaluation of research objectives - Summary of main findings

9.2.1 Meanings of HIPO incidents

Meanings of HIPO incidents to respondents and others involved were explored in a three
pronged approach encompassing in-depth examinations of definitions of related terms, effects
the events had on those involved and attempting to determine the significance of events using

a tool from industrial research.
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9.2.1.1 Definitions

Respondents’ definitions of accident and incident most resembled industrial rather than
outdoor definitions in the literature, indicating outdoor definitions need revision, at least for
the New Zealand context. Bird and Germain’s definitions were endorsed as suitable with

minor adjustments (highlighted) to reflect respondents’ emphases:

ACCIDENT

o An undesired event that results in ... harm to people, damage to property and loss to
process.

There are three parts to the definition:

1 Does not limit human results to injury. Harm to people includes injury, illness and
death as well as adverse psychological and/or emotional effects.
2 Does not confuse ‘injury’ with ‘accident’. They are not the same. Injuries, illnesses

and death result from accidents. But not all accidents result in injuries, illness or
death. This distinction is critical. ... The severity of an injury that results from an
accident is often a matter of chance. It depends on many factors, such as reactions
based on skills, dexterity and judgement.

3 If the event results in property damage and process loss, and no injury, it is still an
accident. Process loss alone does not constitute an accident. Often, of course,
accidents result in harm to people, property and process. (Based on Bird & Germain,
1992, p. 18).

Respondents were aware that some incidents were very serious, more so than some accidents,
so understood the concept of a HIPO incident and referred to these as ‘near misses’ or ‘close

calls’.

INCIDENT

o An undesired event which, under slightly different circumstances, could have resulted
in harm to people, damage to property and loss to process.

The incident is usually referred to as the “near accident” or “near miss.” ... the
incident is similar to an accident, but without injury or damage ... incidents are
enormously important to safety. An incident with high potential for harm (HIPO)
should be investigated as thoroughly as an accident. (Bird and Germain, 1992, pp. 19-
20).
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No definition for an outdoor epic was found in the outdoor literature, but approximately half
the respondents understood the concept in the outdoor context, indicating the term was
exclusive to the outdoors culture. Epics had several meanings according to the teachers and
instructors, one of which was synonymous to a HIPO incident. The elements which
contributed to this particular meaning were used to develop a framework for defining the

term:

EPIC

A long, hard, strenuous outdoor trip, involving a chain of events that puts people in a
reactive mode, pushing their limits so they feel out of control. It is a major,
unforeseen event involving perceptions of high risk and adventure which creates
stress. Memorable learning experiences that people survive, they are often glamorised
afterwards, creating the ‘epic’. ‘

The HIPO incident took its place as a serious event and one manifestation of the outdoor epic
story was finally seen for what it was, the reconstruction of a near miss, making the event

~ visible whilst maintaining face in a culture quick to judge in hindsight whilst quick to revere
heroic deeds. From this we can learn to listen carefully to epic stories told in outdoor
education, for they may contain important learning points. We should also continue to create a
culture in outdoor education where HIPO incidents are talked about openly and honestly and

not judged but learned from.

9.2.1.2 Effects

Effects of HIPO incidents on those involved were profound, ranging from physical effects to
effects on their feelings and emotions. The affective nature of HIPO incidents made them most

memorable experiences for respondents indicating they were important events in their lives.

HIPO incidents had effects on the respect for, trust and confidence felt between colleagues,
which was not always mutual or symmetrical. Experienced outdoor educators and instructors
trusted and had confidence in each other but not their less experienced teacher colleagues.
Teachers trusted and had confidence in each other and their more experienced colleagues, but
not in parent or student assistants. So like trusted like and less experienced trusted more
experienced, but the reverse of this was not always true. Instructors knowingly had to rely on

inexperienced people for tasks and decisions critical to safety at times in the programme, due
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to a lack of experienced staff. One instructor treated teachers and assistants as novices rather
than extra staff when it came to calculating ratios. Mention of this issue was not found in the
mostly American outdoor leadership literature examined, although it was found in pilot work
for this research. An explanation could be that most outdoor leadership is carried out by

professionals in the U.S. and consequently ignores the issues surrounding classroom teachers

as outdoor leaders. This signals an area for future research and policy development.

The study revealed that although students involved in a HIPO incident were affected by it
physically or emotionally, some did not realise the gravity of the situation. Whereas staff
realised it was a serious near miss, they reported that students were more likely to think it was
an adventure. Although identified in pilot work for this research, no mention of this difference
between staff and student perception was found in the literature examined. Indeed no research
examined, focused on students’ perspéctives of HIPO incidents or accidents. An unsafe act on
the part of the student did feature in the literature and contributed to incidents in this study.
Investigating studentb perspecti\)es in future research may determine whether more astute
student perceptions of risk lead to safer behaviour and therefore involvement in outdoor trips.
For example, education campaigns targeting youth, on the dangers of drink and speed when

driving are having a positive effect on reducing road deaths in that age category.

9.2.1.3 Significance

According to the results of this study, it is possible to measure the significance of an event
using the Albrighton (1993) risk assessment model. Incidents scoring three or more on the
matrix, like the eleven incidents in this study, should be investigated as thoroughly as an
accident involving serious loss according to the literature. While the tool proved more reliable
in determining seriousness than probability of events, it proved a reliable indicator of three
plus events, so was useful in determining significant events for preventive purposes. Schools
therefore, ought to consider using the tool to determine incidents which require reporting,

analysis and remedial action.

9.2.2 Possible causes, patterns, structured analysis

Consistent with the literature, HIPO incidents in the study were the result of a multitude of

factors. Some factors identified were common and significant causes in the literature such as
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risk shift, familiarisation with the situation, get-home-itis, unsafe condition, judgement error
(leader), unsafe act (student) and wild card factors. Other factors, derived from the data,
included bad weather, particularly cold, responsibility misplaced with a student or staff
member, pre-existing health condition, shortage of skilled staff, missing or failed gear,
overweight and unfit student and poor hygiene. Considering the small sample, there was a
surprising amount of overlap of causal factors, indicating many incidents have similar

underlying causes which makes some areas for remedial action more identifiable.

Two models for structured incident analysis were examined. Fault tree analysis illustrated the
complexity of a single event, suggesting incidents may be more difficult to manage and predict
than initially thought and reinforcing the hindsight bias. The pathways to change model
illustrated that, at least in hindsight, it appeared there were opportunities to intervene and
block the incident’s progression and hence mitigate losses. Additionally, it showed how
incidents progressed through a number of stages and most could be traced back to factors
which only managenient had cohtrdl over. This reinforced a theme repeated often in the
research, that a shortage of skilled and experienced outdoor staff at Rotoiti Lodge contributed
to many incidents in the study. This was seen as the Trust’s responsibility, as they had control
over resourcing the Lodge, to ensure that appropriate national standards, including staffing,

were met.

9.2.3 How HIPO incidents were processed

This study found that respondents processed events formally and informally. The most helpful
methods of constructive reflection on an event were informal talking, formal debriefs at the
Lodge, talking to family, self reflection, joking about it and recording it. The most conducive
settings to processing events were described by respondents as an informal atmosphere
although a formal process would be fine if the programme was busy. The people involved
needed to be familiar with the debriefing process, within a culture that promoted reporting,
discussion and sharing of incidents with a goal of acting on any recommendations and a
minimum of paperwork. It would need to be a round table forum that was non-blaming, non
hierarchical and non threatening which happened soon after the event and away from students.
Respondent preferences for the types of settings where they could talk freely about incidents

bore out successful reporting procedures in the literature. Where a climate of trust was



134

created, incidents were reported more readily, a better knowledge of what was not functioning

correctly was achieved and they could learn from and act on their mistakes.

All those involved in incidents in the study were also involved in Lodge debriefs of the event.
This was routine practice at the Lodge. This was a departure from a previous study where
some respondents were excluded from any processing of an event back at school or there was
simply no formal or informal debrief after the event. Those who missed out were usually
outdoor instructors employed by the school for the specific camp only. These people, due to
their experience would most likely have had a valuable input to make after a serious event.

This signals an important area for policy development.

Incidents were used as examples to prepare students for subsequent Rotoiti camps.
Respondents also modified their own behaviour and programme policy as a result of what they
learned from incidents. This was salient evidence of the most important stage of the
experiential learning cycle, where reﬂection was followed by application of the knowledge in
new situations. Thisl final stage aﬁ'ofded the programme and people the benefit of the
considerable knowledge gained from incidents, identified as a crucial accident prevention

measure in the literature.

9.2.4 Procedures for incident reporting and analysis beneficial to schools

The research results suggest that setting up incident reporting procedures would be beneficial
to a school’s risk management plan. Analysis procedures discussed may also be beneficial,
particularly the pathways to change model, as it specifically identified intervention points and
strategies to block incident progress as well as management control issues which the
programme or school may need to address. Albrighton’s (1993) risk assessment model was
also thought to be useful for determining significant events which required further analysis and
remedial action. In order to enjoy these benefits however, a conducive environment for

constructive reflection on events first needed to be established in the school.

9.3  Implications of the findings

The research findings outlined above highlight some problems and solutions regarding
incidents in outdoor education, elements of which have important implications for the

management paradox regarding safety and risk. The implications concern Rotoiti Lodge
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Outdoor Education Centre; school outdoor education in general; and future outdoor education

research. There is some overlap between the first two categories.

9.3.1 Implications for Rotoiti Lodge Outdoor Education Centre

A recurring theme in the thesis was a lack of appropriately skilled and experienced staff to lead

all groups in residence at the Lodge for the week. This situation contributed to many of the

incidents in this study as it required outdoor educators and instructors to routinely rely on

their less experienced colleagues and in some cases students for tasks critical to safety and led

to teachers with limited skills and experience leading activities. If a HIPO incident occurred,

teachers were pushed to their limits and sometimes beyond in an effort to resolve the incident,

suffering high stress levels in the process. The implications of problems associated with

staffing Rotoiti camps relate to the management challenge of balancing safety and risk. These

are set out below.

1. The management comnﬁittee of Rotoiti Lodge Outdoor Education Centre need to re-
evaluate the experience, skills and training required of an outdoor leader of activities at
Rotoiti Lodge. Specifically, constituent schools need to develop a structured leadership
development programme, based on accepted national standards. These are outlined in the
current Lodge Safety Manual (Haddock, 1996b). To ensure programme safety, teachers
need to be ‘locked’ into levels of responsibilities/activities which are tied to their current
logged training and experience.

. Furthermore, each school needs to examine the culture surrounding outdoor education
camp involvement, for social and professional pressures on staff to accept leadership roles
where appropriate experience and skills are absent. The balance needs to shift from teachers
with a lack of experience being encouraged and expected to lead trips, to staff being
encouraged and supported towards attaining appropriate experience, skills and training for
the job which needs to be compliant with current outdoor industry standards (outlined in
Watts, 1996 and Haddock, 1996a).

. Before a group arrives at camp, staff who can adequately meet the leadership requirements
of programmed activities need to be allocated. If this is not possible within the current staff
of the school, outside specialists could be contracted to work on the camp or programme

activities curtailed to match staff experience and skills. Resident teachers should not be put
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in the position of arguing for these baseline standards each week with a group, rather there
need to be agreed policies between constituent schools which all are bound to adhere to.

4. Given the current emphasis on adventure activities in Lodge programmes, the Trust should
seriously consider employing four resident outdoor educators to lead activities so all
schools can be confident of appropriately skilled and experienced leaders for their four
groups each week. This will enable staff to build up important local knowledge of the
programme activities, activity sites and seasonal weather conditions which all impact on the
balance between safety and risk. It will also eradicate the need for reliance on inexperienced
staff to carry out responsibilities which are critical to safety but beyond their level of
competence.

5. A vote of confidence in the incident reporting culture and systems established at Rotoiti
Lodge is due. Schools would do well to emulate and build on these in other outdoor
programmes they run if they haven’t already. Refinements to the Lodge and school incident
reporting procedures would be to introduce the use of Albrighton’s (1993) risk assessment
model to determihe sig'niﬁcbarnt events réquiring further analysis and remedial action. The
pathways to change model is also recommended for its usefulness in identifying intervention
points and strategies to block incident progress as well as management control issues the

Trust or constituent school may need to address.

9.3.2 Implications for school outdoor education

Those responsible for the management and administration of outdoor education programmes
are increasingly under financial pressure to make school programmes cost effective. This is at
a time when professionalism in outdoor leadership and standards of accountability for outdoor
safety have never been higher. Ameliorating these pressures is a necessary but huge challenge,
if outdoor programmes are to be maintained at current levels. Programme curtailment in line
with teachers’ outdoor competence is another choice. Or, schools could wait for the inevitable
outdoor education disaster to necessitate acting on these issues. A proactive approach is
recommended in favour of the reactive.
1. Managers of school outdoor education programmes need to evaluate the experience, skills
and training required of a leader for their programmed outdoor activities. Specifically,
schools need to develop a structured leadership development programme, based on

accepted national standards (as outlined in Watts, 1996, or other appropriate publications),
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with teachers ‘locked’ into levels of responsibilities/ activities which are tied to their current
logged training and experience.

2. Furthermore, schools need to examine the culture surrounding outdoor education
programme involvement, for social and professional pressures on staff to accept leadership
roles where appropriate experience and skills are absent. The balance needs to shift from
teachers with a lack of experience being encouraged and expected to lead trips, to staff
being encouraged and supported towards attaining appropriate experience, skills and
training for the job which meets current outdoor industry standards.

3. Current Ministry of Education policy in outdoor education may need to be scrutinised for
the extent to which it addresses issues surrounding teachers as outdoor leaders.
Specifically, have support systems been put in place and appropriate funding made available
which enable schools to provide effective outdoor leadership that meets current outdoor
industry standards? Legislators and educational policy makers may need to revise resource
allocation and design suitable processes within the education system which facilitate the
above. -. - ‘

4. At the planning stage of outdoor education activities, staff need to be selected who
adequately meet leadership requirements. If this is not possible within the current staff of
the school, the programme should be curtailed to match staff experience and skills or
outdoor specialists contracted to support the programme.

5. Schools need to recognise the significance of incidents, particularly HIPO incidents in their
outdoor programmes.

6. Given the benefits to safety of having incident and accident reporting and analysis
procedures in place and the fact that they are a statutory requirement, school outdoor
education programmes would do well to set these up. But as the success of such
procedures depends heavily on a conducive environment, this needs to be established in the
school as well. A culture needs to be created where it is okay to talk about these events
openly and honestly with all involved. Components would need to include those discussed
in section 9.2.3.

7. If a school contracts outdoor instructors to work on programmes, these people need to be
involved in the programme planning and incident reporting procedures also.

8. School outdoor education programmes ought to consider using Albrighton’s (1993) risk
assessment model to determine incidents which require reporting, analysis and remedial

action. Additionally, they should consider using the pathways for change model to assist in
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identifying intervention strategies to block event progress and identify management issues

they may need to address.

9.3.3 Implications for outdoor education research

Very few studies have focused on incidents, especially in outdoor education. Such studies are
needed on the basis that it is very difficult to manage problems when local issues have not been
identified. Whereas New Zealand classroom teachers have traditionally worked in outdoor
education programmes, in the United States the job is mainly done by professionals. The New
Zealand situation creates safety issues in outdoor programmes which are absent from the
mainly American literature. So New Zealand researchers cannot assume that issues raised in
the literature apply to New Zealand or that all important issues concerning a topic in outdoor

education are contained in the existing literature.

Although outdoor education research is scanf in this country and a vast amount on many
topics is required to build up a picture of the local situation, I have identified several topics for
further research as a result of the present work.

1. An increased understanding of teachers as outdoor leaders. It is clear that some teachers
who lead outdoor education activities, have a skill level which is inadequate for the
programme and environment. They are therefore not fully aware of the risks they are
taking. While they may learn substantially from their epics, the question begged is should
they be learning whilst in charge of students in a demanding environment such as the
outdoors? How did become outdoor leaders? On what basis - training / experience? A
comparative study of the experience, training, skills and qualifications teachers have,
compared to professional outdoor instructors with similar responsibilities, may supply
answers to the above questions. This may be achieved by surveying a random sample of
teachers and instructors from a variety of areas throughout New Zealand, supplemented by
some interviews and focus groups.

2. A related and intriguing area to that in number 1 would be a qualitative investigation and
analysis of the social and professional pressures on teachers to lead outdoor education trips
and activities. Also, what socio-professional climate exists in the outdoor education setting,
where perceptions of preparedness for the task of leadership fall so far short of the

requirements? These may include:
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o guilt feelings if students are to miss out if they do not lead

o fear of being thought incompetent if admit feeling uncomfortable about leading

¢ obligation to school to lead since they already pay you and hiring a professional will
cost extra money which the school either does not have or has higher priorities for

o pressure of tradition - teachers have led outdoor activities in the past

e fear that outdoor education will die in schools if all who lead need specified
experience and training

e reluctance to stay home when sick or disclose sickness on camp as this may mean
students miss out

e ecthic (and expectation) of involvement in extra curricular activities eg drama
production, camp, sport

. An area, related to the above two, would be a qualitative study comparing experts’ and

novices’ abilities to resolve HIPO incidents or serious accidents in the outdoors.

. An investigation of meanings-of HIPO incidenté for students who have experienced them in

order to compare these with meanings for staff. Test if students are more likely to

conceptualise a HIPO incident as an adventure. Also examine student perspectives of risk

taking and if these bear on their propensity to perform unsafe acts in the outdoors (a

significant cause of accidents in the literature).

. An investigation of the effects of HIPO incidents on victims, their families and community.

. An in-depth examination of the outdoor epic to answer the question ‘is the epic

synonymous with a HIPO incident experience or is it the reconstruction of the event into an

embellished adventure story, heroic in nature?’. In other words, is an epic the experience or

the story? or both?

. An in-depth investigation of the positive outcomes of HIPO incidents and serious accidents.

Specifically try to increase understanding of the extent to which HIPO incidents or epics

are a training ground for outdoor instructors and leaders, and the appropriateness of this.

. An investigation of the ideas of teachers and instructors regarding an acceptable level of

risk in outdoor education. Examine these in terms of society’s standards.

. A survey of the number of outdoor education camps and activities held in New Zealand

annually and the number of staff and students involved. This would provide an excellent

baseline and background for all outdoor education research.
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9.4 Conclusion

The nature of outdoor education means that safety and risk are intertwined in the experience.
In the quest for positive outcomes of risk such as adventure and challenge, outdoor education
experiences will inevitably brush with the negative consequences of risk, accidents and
incidents. The outdoor leader plays a vital role in balancing safety and risk, with leader

competence inextricably linked to safety.

Incidents with high potential for harm aﬂ‘ord an opportunity to analyse these dynamics without
the emotionally charged situation of a death to tiptoe around. Against a background of having
got away with it, the meanings of these events have been examined along with how the
incident was processed. Contributing factors were analysed on a micro and macro scale and
the significance of events estimated. Focusing on these topics in a specific case study
organisation has gone some way to address the broader issue of risk management in outdoor

education ih New Zealand schools.’

The study has indicated that the provision of sound risk management is difficult as schools live
through a period of change involving economic pressures and an analogous increase in
professionalism and safety standards in the wider outdoor industry. It appears that schools
have been unable to keep up with these developments, specifically, failing to ensure that
outdoor education programmes are staffed at a level which meets current outdoor industry
standards. Traditional management approaches to outdoor education have been shown to
contribute to HIPO incidents in this study. In a climate of increased accountability for safety
across industry sectors, these approaches are outdated and I am not the first to signal this to
schools. These issues pose a most significant challenge to managers of school outdoor

education programmes and education policy makers alike.

A new era in the evolution of outdoor education in schools has been unfolding with the use of
specialist outdoor educators and instructors on school camps. While it is acknowledged that
employing specialists to support programmes is unlikely to lead to the eradication of HIPO
incidents, as these are very common occurrences, trained and experienced outdoor instructors
are in a better position to resolve incidents. Due to unconscious competence in their activity

and crisis management skills, the outcomes of events which do occur are likely to be reduced.
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In addition, programme safety is not compromised by inexperienced staff being routinely relied

upon to carry out tasks that are critical to safety.

Principals and Boards of Trustees must be careful to assess the competence of their staff
against responsibilities in outdoor education. It is vitally important that staff are encouraged
and supported in the development of their skills and experience for leading outdoor activities
as in other curriculum areas, rather than expected or pressured to lead activities beyond their
abilities. Or, options can be investigated for hiring specialist outdoor staff to support
programmes where necessary. Such alternatives to traditional approaches may be possible by
reassessing and re-allocating current school resources and priorities. But informed government
intervention and support would ensure more streamlined and sustainable changes which meet
current industry standards. These measures will go a long way to strengthening existing
outdoor education programmes and indeed ensuring their survival. The prime beneficiaries
would be students, their parents, teachers, school outdoor education programmes and their

staff and New Zealand soéiety at lafge.
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APPENDICES

APPENDIX 1 Case study

This is based on an actual incident which occurred. On the first night of camp, the staff
decided to take the students outside to play spotlight. They all went outside at about
9.30pm, the students were counted as they passed out the door. 42 students went out to
play. There was a deaf student amongst the group, and he went out as well. All students
were buddied up, including the deaf student. After an hour of playing the game, the van
horn was tooted which was the arranged signal that the game was over and it was time for
everyone to come back inside. There was a count of the kids coming back in the door and
only 41 returned. At 10.30 at night, they realised that the deaf student had not come back.
So, the students were all paired up to go out and look for the deaf student. Several students
were questioned about his last known whereabouts etc. The last place that the student was
seen was the.:.rﬁrst place that iwas searched. All the students went out in pairs, 4 or 5 staff
and parents went out also and a staff member looked after the whole show back at base
(the Lodge). After another hour of the students and staff searching with torches and
shouting the boy’s name, the horn went again to get everybody back in. There was still no
show of the deaf student, and four more students did not return from the search. Staff
searched for these students for another 20 minutes, found them, and brought them back to
the Lodge. It was the middle of winter, with snow around on the ground, but a fine clear

night. At midnight, the Resident Teachers were phoned to come up and assist.

Qutcome

The resident teachers arrived at the Lodge at 12.10pm to find that the student had walked out
of the bush and into the Lodge by himself. He had thought that the game was still going
during the search, so continued to hide. Once the lights went out in the Lodge hall, he figured
the game was over, so came back in.
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APPENDIX 11 Risk assessment model

Albrighton's (1993) risk assessment model ranks the probability and seriousness of events in

order to produce a risk factor. Thus the significance of individual events may be estimated.

Seriousness R

:
0 0 1 2 3
:
3 0 0 1 2 3
Y
5
2 1 1 2 3 4
£ 2 2 3 | a4 5
£

3 3 4 5 6

v Risk Factors

Figure 1.1  Risk Assessment Model. (Albrighton, 1993:18).

DESCRIPTORS FOR MODEL
Probability Ranking Points: Seriousness:
0 Very unlikely 0 Of no consequence
1 Slight possibility 1 Marginal
2 Medium possibility 2 Quite serious
3 Highly possible 3 Catastrophic

Probability Points + Seriousness Points = Risk Factor

Albrighton (1993) recommended that an incident with a risk factor of three or more should
generate further investigation, analysis and corrective action. Incidents with a risk factor of

three or more were the focus of this study.
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APPENDIX 111 Research procedures

The following is an outline of information gathering procedures used for the study, including
interview questions and topics discussed.

In-depth interviews:

Flow of interview.

Briefing. Thanks for agreeing to be a respohdent for my study. The information gained from
this interview will assist me to investigate how safety and risk management procedures in
outdoor education can be improved.

1.

I am interested in understanding more about incidents which happen here at Rotoiti, in
order to prevent similar recurrences. I am not interested in attributing blame. I have
incidents myself, they are a common phenomenon.

This is an informed consent document, to let you know what will happen to the
information gained from the interview, and that you can withdraw from the study if you
wish. Can you read it now, and then we can both sign it. This is your copy to keep.

I am interested in an incident you have experienced in the last two and a half years,
which had high potential for serious harm.

Do you mind if I audio-tape the interview?

The interview will then be conducted.

Interview Schedule.

How would you define an accident, incident, epic?

Would you tell me the story of a high potential incident you have experienced whilst
leading or co-leading an activity at the Lodge? What happened, including events leading
up the incident which may have occurred well before the actual incident itself? When did
it occur?

What was the meaning of that incident for you?

Can you describe your feelings, physical state, emotional state whilst dealing with the
incident?

How did it affect your leadership?

How has/will it affect your involvement in outdoor education?

What did others say? What did others do during the incident?

What did you learn from the experience?

What do you believe were the possible contributing factors to the incident?

What did you say after the incident? What did you do after the incident? How was the
incident ‘processed’ (formally, informally)?

How are these sorts of events debriefed officially, at the Lodge, at school?

How have you processed this event personally, professionally so far?

What processes were helpful in your view? Who helped?

Can you describe how comfortable you felt talking about the event afterwards?

What sorts of settings did you feel were conducive to discussing the incident and which
were not?
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* What knowledge, if any, that was gained from the event, was or will be transferred to
prevent future similar events?
* Rate the incident using the Albrighton risk assessment model.

Debriefing. During the debriefing stage of the interview, I allowed time for ‘even keeling’
(sharing an experience of an incident I had experienced). This was intended to finish the
interview on more of an ‘even keel’ than if the respondent only had made her/himself
vulnerable. Then a topic of mutual interest was discussed before terminating the interview.

Focus Groups:

Each focus group involved three to six staff from the school in residence at the Lodge.
Discussions were audio-taped and transcribed.

Briefing. Similar to that for in—depth' interviews.
Topics for Focus Groups

Define an accident, incident, epic.
What meanings are associated with incidents?
How, in your experience, are these events processed (analysed / debriefed) afterwards?
Formal ways, informal ways.
What happens to the information surrounding these events?
What sorts of settings, are conducive to constructive reflection on an event? Which are
not?

* Case study to discuss and rate using the Albrighton risk assessment model (to be
developed from themes which emerge from earlier interviews).

Debriefing Thank everyone for their participation. Have a cup of tea and informal chat
together,



158

APPENDIX IV Informed consent form

I am currently undertaking research work for my Master of Applied Science Degree in the
Department of Human & Leisure Sciences at Lincoln University.

You are invited to participate in a study which investigates incidents with high potential for
harm in outdoor education and the actions that result from them. The research attempts to
determine incident analysis procedures that could enhance safety in the programme, and
assist schools to comply with the Health and Safety in Employment Act, 1992.

Your participation could include being interviewed or being involved in a focus group
discussion. I also wish to let you know that you may withdraw your consent to participate in
this research or your consent to have any of the information obtained from you used in any
written reports in this research, up until August 31, 1997 when I begin the data analysis.

I undertake to ensure your confidentiality in the following ways. I will not let any person
listen to tapes or see transcripts of observations and interviews, other than a research
assistant, myself and my supervisors, unless I have your written permission. These transcripts
and tapes will not identify you or your school. I will not publish any information gained from
observations and interviews whether as research paper/thesis or in other academic media
except in the form of extracts, pseudonymously identified, or in the form of numerical data.

Thank you very much for your help in my study. If you have any concerns or queries, please
discuss with me or contact ny supervisors.

Cathye Haddock Supervisors: Dr Pat Devlin

Postgraduate student Pip Lynch
Department of Human & Leisure Sciences
P.O. Box 84

Lincoln University, Canterbury.
Tel: (03) 325 2811

I have read and understood the above and on this basis I agree to participate as a respondent
in the project. I consent to publication of the results with the understanding that my identity
will remain confidential. I understand that I may withdraw from the project up until August
31, 1997 (including withdrawal of any information I have provided).

Signed: e

Date: et





