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[bookmark: _Toc1042986839]Task 1.
	Long Term Goals (5 to 10 years)

	Get onto the Management Lader inside my company Safran Seats GB.


	Short Term Goals (0 to 5 years)

	Finish Engineering Management MSc.
Be on an Engineering Management pathway within Safran Seats GB.


	Goal
	Objective
	Resources Required
	Measurement
	Target Date

	Complete University first year.
	1. Attendance of lectures.
2. assignments completed to a strong standard 


	Complete compliance from within work to give me the time and equipment needed.
	Accepted onto the HND part of the course
	
01/01/27

	Understand how to manage a team.

	1. Working closely with managers in the workplace to grasp an understand on every side of management.
2. Working with lectures in Engineering Management degree.

	1. Production managers support.
2. Lectures in university.
	
Did that project Pass / Fail
	
01/01/27

	Improve understanding of assessment writing

	
1. Work on my study skills
2. Complete Assignment 1
	
1. Lectures
2. Teams
3. YouTube videos

	
1. Don’t lose any marks for referencing
2. Zero marks lost to plagiarism.
	
08/12/25

	Improve understanding of finance Management


	1. Attendance at lectures
2. Work at home to further understanding.
	1. YouTube
2. Friends who have previously completed University
	Pass presentation Assignment 
	8/12/25

	Learn how to Harvard reference



	Study Harvard reference at home
	YouTube
ChatGPT
	Don’t lose any marks on assignments for reference
	01/01/27





[bookmark: _Toc1127869320]Task 2a.
[bookmark: _Toc889551204]RCA 
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[bookmark: _Toc1733419352]Figure 1 - (RCA table with severity score)
[bookmark: _Toc1971132032]Task 2b.

[bookmark: _Toc959805034]1. Introduction
Manufacturing is full of hazards because of the use of heavy machary, differet sources of energy and the close work between people and equipment. Problems in design, process control, or human actions can lead to injuries. Risk management helps find, assess, and control these risks. The use of ALARP (As Low As Reasonably Practicable) is often used while supporting efficient operations.
This report dives into why risk management is important in manufacturing, explaining the legal and professional duties of engineers in the UK, and shows how Root Cause Analysis (RCA) can help reduce risks. It includes an example of using RCA and other methods of risk management to identify and overcome a failure in process inside of Safran Seats GB.

[bookmark: _Toc1766151977]Aims and objectives.
· Describe why it is important to manage risks systematically in manufacturing.
· Give an overview of the main UK laws and professional standards that guide safe engineering practices.
· Show a complete example of root cause analysis, explaining your rankings and actions, and including any remaining risks.
· Discuss what root cause analysis does well and where it falls short when used to reduce risks over time.
· Show alternative methods to review risks, considering the positives and downfalls of those methods.


[bookmark: _Toc541200227]2. Literature Review

[bookmark: _Toc320397850]2.1 Risk management in manufacturing 
Standards like ISO 31000 define risk management as the way an organisation guides and controls its approach to risk. In manufacturing, risks include mechanical hazards such as entanglement, crushing, and ejection; electrical and stored energy dangers; chemical exposures from dust, mist, or solvents; ergonomic issues; fire or explosion risks from combustible dust; product quality problems and recalls; cyber-physical safety in automated systems; and supply chain disruptions. Leading organisations make risk awareness part of every stage, from the first idea and CE/UKCA compliance to commissioning, daily operations, maintenance, and decommissioning. This approach depends on strong governance, skilled staff, and active worker involvement.
The Plan-Do-Check-Act (PDCA) model, found in standards like HSG65 and ISO 45001, helps organisations keep improving health and safety. It links steps such as finding hazards, assessing risks, putting controls in place, checking performance, and reviewing management practices. The hierarchy of controls fits with this model by making safer design and engineering solutions the first choice, before using administrative rules and personal protective equipment, since measures that depend on people are more likely to fail.




[bookmark: _Toc1335900071]2.2 Legal and regulatory framework
Engineers operating in the UK must satisfy both statutory and common-law duties of care. The principal legislative instruments relevant to manufacturing include:
· Health and Safety at Work etc. Act 1974: establishes the general duties of employers to ensure, so far as is reasonably practicable, the health, safety and welfare of employees and non-employees.
· Management of Health and Safety at Work Regulations 1999: requires suitable and sufficient risk assessments, preventive and protective measures, competent assistance, arrangements for planning, organisation, control, monitoring and review.
· Provision and Use of Work Equipment Regulations 1998: mandates that work equipment is suitable, maintained, inspected, and that guards/interlocks and information/instruction/training are provided.
· Lifting Operations and Lifting Equipment Regulations 1998 and Pressure Systems Safety Regulations 2000 where applicable.
· Control of Substances Hazardous to Health Regulations 2002: risk assessment and control of chemical exposures, including LEV and health surveillance where needed.
· Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 2013: mandates reporting of specified injuries, occupational diseases and dangerous occurrences.
· Supply of Machinery (Safety) Regulations 2008 (UK) for placing machinery on the market; associated harmonised standards such as BS EN ISO 12100 (risk assessment) and BS EN ISO 13849-1 (safety-related control systems).
Compliance is demonstrated through robust risk assessments, safe systems of work, competence, maintenance, and records. Failure to manage risks can lead to enforcement, prosecution, civil liability and reputational damage.
[bookmark: _Toc333120415]2.3 Professional obligations
The IMechE Code of Conduct requires members to: act with integrity in the public interest; work within the limits of competence; take reasonable care for health and safety; manage and communicate risk; and maintain professional development. Engineers must be able to justify decisions that balance safety, sustainability and commercial constraints, and challenge unsafe practice.
[bookmark: _Toc672120375]2.4 Tools for identifying and reducing risk
Methods used for manufacturing analysis:
· Risk assessment - Can be task, process or design based.
· RCA (e.g., 5 Whys, Fishbone, barrier analysis, change analysis), after Injury or near miss, gives procedure to Tighten further opportunity for injury.
· Leading indicators (near-miss rates, unsafe condition remediation, preventive maintenance compliance) to verify control effectiveness.
RCA is valuable as it offers specific options and plans while scoring the incident to measure severity. This is why it has been favoured in this report. The measurement score of risk in the RCA is what makes it a great option, especially if you have multiple incidents to fix at one time, the RCA score lets the manager or health and safety officer decide which issue they should deal with first, potentially saving someone as soon as possible from serious harm.






[bookmark: _Toc2051276162]3. Root Cause Analysis (RCA): Misuse of Production Order Plan
[image: ][image: ]
[bookmark: _Toc1563923709]Figure 2 - (Rooting card with handwritten operation)
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[bookmark: _Toc1850702582]Figure 3 - (Rooting card with operation in planned list)

[bookmark: _Toc979623242]3.1 Case overview

Context. Planning is a massive component while manufacturing, without a proper and correct plan all procedures go out the window. On a production plan, there should be a clear guide to each step the part has to go through before getting to its destination. Without a correct plan a part could result in being damaged, and operators time being wasted doing unnecessary operations.

Trigger for RCA. OEE investigation from the new POET system. Found on multiple occasions, excessive time was spent on production orders that were not completed/ scraped. 

RCA team. POET Lead, Production Managers, Head of Operations, Head of Planning and Scheduling and Engining Management.

[bookmark: _Toc127102593]3.2 Data collection and mapping
· Process map & timelines. Planning team to get routing card correct, if operator finding it to be unsuccessful the card must go back to planning and design team to check against design and specification, instead of adding to routing card himself. Action must be immediate and must be reported to Production Manager on detection.
[bookmark: _Toc370632570]3.3 5 Whys
1. Why - Did the operator change plan? → Pressure to get job done in time, lack of training, frequency illusion.
2. Why Plan made incorrect? → Has planning team pushed the product to be made as quickly as possible and missed operations.
3. Why Has the Planner confirmed new product with Programming department? → Does the Programming department know about this new project. New job may have never been seen before may come with “teething issues”.
4. Why Do we have the capacity to achieve this model? → Have we got the machine to do this operation in 1 op if not do we need multiple operations, potentially on multiple types of machines. Can it be machined using a 5-axis machine/ must we use a fixture. (Can both be used)
5. Why Was the design Changed? → Has the specification of the part been changed from planning to programming, was that operation needed at the start of production. Could it change again? How would we know?





[bookmark: _Toc1144134070]3.4 Fishbone Method
[image: ]
Methods: Process SOP, Planning process, Permit/ Revision updates on design features after initial.
Machine: 5 Axis, Machine availability 
Materials: N/A
Manpower: Routing creation, Programming capability programming capacity, Design definition and communication/ dissemination
Measurement: Process, Audit, Communication and design features
Environment: N/A

[bookmark: _Toc1717006015]3.5 Corrective and preventive actions.

1. Mandatory training for every operator multiple time a year to keep up with company demands and new products.

The training department must task further responsibility over departments including ones that have been already trained. Use of the training school must be constant and ongoing for every employee in all departments. Reasonability on Heads of Departments, Productions Managers and Program Managers to keep staff consistently up to date.

2. Planning issued dissemination not to change plan of production on planning schedule to fulfill larger business plan.

All early process employees (design team and Programming teams) sign dissemination. If the part is still in development, it should not be produced on a mass scale. Or if there is a need for development, it needs to be a clear sign of the fact.

3. Align KPI’s for Design, Planning and Programming Management to work closer with new models to make sure there is no extra added production needed.

Make rigid deadlines/ timelines for each department to get all departments ‘signing off the same song sheet’ with that everyone can be streamlined all heading towards the main goal. Thia also helps if there are changes then everyone should know where that part should be in production.

4. Programming to work closer to Production Management/ level 3 machine setters find a solution best for that model

Experienced Setters/ operators (Level 3) have a massive wealth of knowledge that people who are making the plans and programs need to tap into; they can go out and ask them face-to-face for opinions. This will cut out the unknowing and can keep all departments happy.

5. Create SOP (standard operating procedure). If design specifications change while a product is in production, every part of the change needs to be informed.

Having staff working on a project that has already been changed is a complete waste of time, a new software should be invested in that can show any changes or different needs of each part, while the investment may be substantial it will save money in the long run on wasted stock and wasted time.

[bookmark: _Toc1605337861]4. Conclusion
Risk management in Engineering and Manufacturing is absulty vital, as this report has looked at its not only morally important to keep employees safe it is Legally vital, and without following these strict guidelines a company can leave themselves open to a lawsuit.
RCA is very useful and turns issues and incidents into system-level improvements. In this report of the misuse of the production order plan, the final RCA score was 257. Meaning this is a fair priority, and without fixing this issued to people being in harm's way, for example, if a part has already got chemicals that are extremely flammable into it then and for some and for some the operator changes the plan and puts the part into the ovens, then it can cause a fire or explosion resulting in injury or death. By looking into the resolving streps in this report then it can keep everyone safe while maximising production.
However, the RCA is not always the best option. Common downfalls include too much reliance on the 5 whys and sometimes straying away from a single root cause. There could also be a blame culture in the workforce where managers may look to blame the employee over the system or machinery. This is incorrect procedure and can make the severity score tip in the wrong direction. On the other hand, that is also a positive of the fishbone method that makes the person doing the analysis think about each topic for the investigation. But ultimately, all of these analysis methods are ineffective if the quality of data is not accurate.
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