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Scott Gaddis, Global Safety Leader

Scott Gaddis was named Global Safety Capability Leader for Kimberly-Clark Professional in August 2007. Prior to that, 

he served as manager of the Corporate Occupational Safety and Hygiene (OS&H) team. From 2000 to 2006, 

Mr. Gaddis was the Kimberly-Clark Professional Sector Safety Leader for North America. Mr. Gaddis also spent six years 

as the Safety Team Leader for the Owensboro Tissue Mill in Owensboro, Ky.  

In his current role he is responsible for leading the global development of safety capability throughout the 

Kimberly-Clark Professional Product Supply Organization, working with the Regional Safety Leaders and mill 

safety teams.  In addition, Mr. Gaddis also serves as a consultant and resource to the Kimberly-Clark Professional 

Safety Business, supporting internal and customer capability development, and providing technical consultation and 

industrial safety insights to the business team.  

In 2008, Mr. Gaddis received a regional Mentor of the Year award at a Voluntary Protection Programs Participantsô 

Association (VPPPA) regional conference in Louisville, Ky.

Before joining Kimberly-Clark in 1993, Mr. Gaddis was an Environmental Safety and Health Manager for General Electric 

Industrial Power Systems in Owensboro, Ky.  While employed there he received several internal as well as external 

awards for his Occupational Safety and Health and loss-reduction achievements. 

Mr. Gaddis received a bachelorôs of science degree in occupational safety and health from Murray State University in 

Murray, Ky. He is based in Roswell, Ga.

Kimberly-Clark Professional, located in Roswell, Ga., is one of Kimberly-Clark Corporationôs (NYSE: KMB) 

four business segments and can be visited on the web at www.kcprofessional.com. 

The Safety Business website is at www.kc-safety.com.

http://www.kcprofessional.com/
http://www.kc-safety.com/
http://www.kc-safety.com/
http://www.kc-safety.com/


Session Objectives

ÅDeviance in the Safety Process

ÅOrganizational and work process models used to guide  work and test safety 

processes

Å Error flow logic

ÅExtending organizational safety success

ÅSummary  
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é And the trouble begins

òOur job as safety leaders is to force employees into making             

correct decisions by removing variables from their work that               

can lead to making wrong/unsafe decisionsó
ðScott Gaddis
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The Ever-Changing Focus of OS&H
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Å1970õs started a focused drive toward better physical workplace control

Å1980õssaw an evolution of BBS thinking and resulting programs

Å1990õssaw a resurgence of knowledge and capability training with new 

methods of transferring information

Å 2000ðpresent has many of us combining or layering approaches in effort to 

mitigate risk



Understanding Deviance



Dinner with an Astronaut

Colonel Mike Mullane was selected by NASA in 

January 1978 and became an astronaut in August 

1979.  He flew on three Space Shuttle missions, 

serving as a mission specialist on the crew of  

STS-41 in August 1984, on STS-27 in December 

1988, and on STS-36 in March 1990.
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Summary of 1986 Challenger Incident
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On a January 27 

teleconference, Thiokol 

engineers and managers 

discussed weather conditions 

with NASA managers. 

The low temperature had 

prompted concern from 

engineers at Morton Thiokol,  

the contractor responsible for 

the construction and 

maintenance of the shuttle's 

SRBs. 

Several engineers had voiced 

concerned on previous missions 

without any positive response 

from NASA.

Within a second of the 

January 28 Challenger 

launch, the first signs of 

joint failure in the right 

SRB were visible. Puffs of 

black smoke, color of 

which suggested 5800-

degree gases were 

eroding the O-rings, 

spewed out of that joint 3-

4 times/second. At the end 

of the first minute, a small 

flame was evident

Atmospheric and 

aerodynamic forces 

directed the flame and 

breached the external fuel 

tank, promptly breaking up 

the orbiter.



NASA Learnings

Å The contractor knew the risks and made a recommendation NOT to launch

Å Engineering knew the risks and made a recommendation NOT to launch

Å Management had enough data, understood the level of risk outcome and still MADE 

the decision to launch

Å The Astronauts accepted the risk
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NASA put the burden of proof on those individuals that believed it was 

too risky to launch the shuttle rather than on those who felt it was safe to 

fly the mission.



Normalizing Devianceé
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ñéwhen small changes in behavior begin to occur,            

expanding the boundaries that allow additional                 

deviations to become acceptable.  In essence, when         

deviant events are tolerated, the potential for error               

grows and events are overlooked, misinterpreted or             

simplyallowed without question.ò
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Heinrichõs Domino Theory

Social 
Environment 
& Ancestry

Fault of 
Person

Unsafe Act 
and/or  

Condition
Accident Injury

Heinrich Theory (basically) unchanged from 1926-1976.

Heinrichõs Domino Theory



Bird Model
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Bird Model
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Frank Bird Model, ILC Institute, 1976



From theory to applicationé

ÅThere is ample evidence to suggest that we struggle to identify core causal 

factors of incidents

ïWe continue to see corrective actions directed toward worker behavior          

committing an unsafe act

ÅThere is alsoample evidence to suggest that it is critical to view worker error  

as at-risk behavior, as opposed to unsafe acts

ïIf decision-making is regarded as at-risk behavior, weôre able to recognize the 

errors within the management system thatôs allowing loss to occur
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Understanding Error in the System

Å Latent Errors ïerrors in design, management decisions, organizational, 

training, or maintenance-related errors that lead to operator errors

ïThe negative consequences of these mistakes often lie dormant in the system for 

long periods of time

Å Armed Errors ïerrors in position that affect persons, property or process

Å Active Errors ïerrors made and the resultant effects realized
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Hazard becomes active when 

the Titanic strikes an iceberg, 

tearing the hull and sinking an 

unsinkable ship.

Hazard becomes armed as the 

Titanicsteams full speed at 

night where icebergs 

congregate.

Iceberg floating in the 

Ocean
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Opportunity Foré
Change of 
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Death

Property 

Damage

Process 

Loss

Modes of a Hazard Logic Flow
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