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Abstract
The aviation industry has one of the most impressive safety records. Billions of passengers are transported on scheduled 
commercial or private flights annually. Passenger vehicles are the most dangerous transportation mode, in terms of annual 
accidental fatalities. Between 2007-2020, the death rate per 100 million passenger miles for passenger vehicles was on average 

about 10,17 and 1,623 times higher than for buses, passenger trains and scheduled passenger aircraft, respectively.[1]
The aviation industry is highly regulated concerning aviation safety and security. Every incident is meticulously analyzed to 
identify the cause, lessons learned, and recommend safer procedures engineering controls.
We compared the level of details in the reports, findings and recommendations, from incident investigation and root cause 
analysis (RCA) of selected cases in the aviation industry and research laboratory. We are found severe lack of depth in incident 

investigations in research laboratories and sharing outcomes more widely.
We recommend the adoption of the “Just Culture”, where self-reporting
Is encouraged instead and not punished. The aviation industry
has seen a continuous improvement in safety records due to

the well performed RCA and upholding the “Just Culture”

Objectives
• Show superior safety standards in aviation industry is due

to detailed incident investigations.
• Depict the “Just Culture”and “Safety Culture” that encourage

self-reporting of incidents without punitive reproach.
• Emphasize the need for biosafety professionals to conduct

a thorough root cause analysis, share incident investigation
findings & apply the lessons learned to prevent incident
recurrence.

Results

Method
We reviewed data on three selected accidents from the aviation industry using data obtained from the NTSB 
(National Transportation Safety Board) [2]. We also reviewed three laboratory incidents that occurred in a 
research setting. We assessed how the root cause analysis was applied during incident investigation.

Conclusion
• Laboratory incidents should be properly investigated, cause established, and preventative 

recommendations made.
• Most of biological exposure incidents repeatedly involve laceration, needle sticks, eye splash, and animal 

bites/scratches.
• Even where lab incidents have been reviewed and recommendations made to management, a lot of focus 

seems to be mainly on worker retraining or compensation more than publicizing as learning moments. A 
few laboratory incidents are well described and widely published [3.]

• Research laboratory management should objectively assess the benefits of reviewing the RCA and 
publicizing laboratory incidents, instead of regarding such viewing them as a threat to the reputation of the 
lab or institution.

Recommendations
• Biosafety professionals should collaborate and develop 

standards for RCA for the research laboratory setting; l ike 
those by NTSB.

• The biosafety professionals should include other relevant 
stakeholders in Public Health, Occupational Health, and 
Infection Prevention.
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