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Foreword
By Carsten Busch 

When I started working in safety — in the early 1990s — ‘resilience’ was a word 
reserved for other domains. Physicists, athletes, and car mechanics sometimes 
talked about it. You wouldn’t, however, find it in the textbooks of the Higher 
Safety Studies programme I attended. Back then, ‘risk’ had just entered the 
field of occupational health and safety through tools like the Risk Inventory 
& Evaluation (RI&E).

Another concept that emerged around that time was the hierarchy of controls 
anchored in the law. Elimination at the source was considered the highest form 
of prevention. Over the years, especially in my recent roles within the police 
force, I realised that while prevention is desirable, it is not always feasible 
or practical. Some things simply cannot be prevented — a police officer, 
for instance, will always have to anticipate a degree of violence. Prevention 
also requires knowledge we don’t always have. We can’t foresee everything, 
making prevention difficult. Lastly, there are things we choose not to prevent 
because doing so would be too costly or would hinder other goals.

If we can’t or don’t want to prevent everything, we must look for other measures 
that limit the consequences. Think of your car’s crumple zone, seat belts and 
airbags. We must also learn to deal with hazards, and in particular, with the 
variability that comes with a complex world. That’s where resilience comes 
in. Through resilience, we adapt our behaviour, detect signals from our 
environment, and respond appropriately. When something unexpected happens, 
resilience helps us adjust so that things still go well.

Resilience is important, but it also has several pitfalls that I’d like to address here, 
drawing on my previous work. It may seem odd to find cautionary notes in a 
book on resilience, but think of them as a leaflet you read before use. These 
challenges stem in part from the popularity of the term. Buzzwords quickly 
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lose value when they appear to mean everything and nothing. Think of ‘safety 
culture,’ which often becomes a hollow phrase or a term used by managers and 
consultants merely to impress.

It is a misconception that resilience is inherently a good trait. Many negative 
phenomena—like diseases, terrorism, racism, and crime—are highly resilient. 
Another problem is what I call ‘hearing the bell but not knowing where 
the clapper is.’ Some people think resilience is just another word for safety or a 
synonym for risk management, and that traditional risk approaches are no longer 
necessary. Resilience is also not the same as improvisation. Improvisation can be 
a form of resilience, but resilience always requires some preparation. How do 
you know whether the improvisation was successful? Workarounds that help 
in the short term may have negative long-term effects. Too much apparent 
resilience can also turn into recklessness. Nothing is infinitely stretchable. At 
some point, limits must be drawn, yet assessing resilience is difficult. Often, 
we only know after the fact whether we were resilient enough.

Perhaps the greatest pitfall is the illusion that if something ends well, we 
were resilient. Things often go well despite what we do, not because of it. 
Sometimes there’s spontaneous resilience, in spite of the system. Think of 
the boy who put his finger in the dike. The presence of resilience through 
individual initiative can also mask weaknesses in a system. A system may 
appear stronger than it is because people make sure things that don’t really 
work go unnoticed. Often, the effort of individuals hides the true weaknesses 
of a system, and when that effort falters, things tend to go wrong.

Another trap is the normative use of resilience—for example, incorporating 
it into regulations or standards. This often leads to behavioural approaches 
– where individual behaviour is targeted without providing resources – to a 
blame culture – in hindsight, you can always say someone should have been 
more resilient – and to a shifting of responsibility to the weaker parties. We see 
this particularly when resilience is used in governance by so-called ‘retreating 
governments’.

Despite these limitations, challenges and pitfalls, resilience remains a valuable 
addition to other approaches to risk management. This book offers excellent 
tools in that regard. Let’s get started!
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People are less foolish than we sometimes think.

Most people do not want to make mistakes, and 
most do not expect to when they do.

Mistakes arise when ordinary people respond in 
ordinary ways to the circumstances they face.

People act from a drive to succeed, but with 
limited time, knowledge, resources, and 
information. And without knowing in advance 
whether things will go well.

Humans have resilience and adaptive capacity 
by nature. They make things work, even when 
systems do not, despite our attempts to force them 
into rigid rules and procedures.

Relying on people not to make mistakes is naive. 
If we do not wish to be surprised, we must change 
how we deal with people and with mistakes. 

We cannot change the human condition, but we 
can change the conditions under which people work.

Gerben Bekooy
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Wrestling with safety work

Why do we do what we do in the name of safety? 
Why do people not always follow the rules? Why do we immediately look for 
someone to blame when something goes wrong? If someone ignores a rule, 
does that make them a bad person? And if good people also bend the rules, 
what does that say about the rules themselves? Why do things almost always 
go right, even when not every rule is followed?

Why do we keep churning out new rules, laws, procedures and standards that 
hardly anyone actually knows? Why do we keep doing risk analyses without 
asking what they really add? Why do we turn everything into a KPI? Why can 
hardly anyone explain what ‘culture’ actually is, yet we are eager to measure 
it? Why do we copy and paste old project plans, tidy up the day before an audit 
and tick off checklists, while we so rarely check whether any of this is actually 
effective?  And how do these activities, this safety work, really contribute to 
better results, to the actual safety of work¹, and to our ability to deal with 
an uncertain and rapidly changing world?

These questions follow me through organisations in my role as a corporate 
jester². The gap between what is written on paper and what happens on the 
shop floor is growing. Many people recognise this. But do we talk about it 
enough? And, more importantly, are we willing to act on it?

Kayfabe – Pretending it is real and not talking about it
We all know wrestling icons like Hulk Hogan or John Cena. We also know 
the fights are staged. WWE even changed its name from World Wrestling 
Federation to World Wrestling Entertainment. Yet we still watch. 

Former wrestler Nick Rogers put it well: “We’ll present you something clearly 
fake under the insistence that it’s real, and you will experience genuine emotion. 

Preface
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Neither party acknowledges the bargain, or else the magic is ruined.” This 
shared illusion, where everyone silently agrees to act as if something fake is real, 
is called kayfabe³.

Kayfabe is the tacit agreement between professional wrestlers 
and their fans to act as if openly staged wrestling events, 
stories, and characters are real.		

		  Merriam-Webster Dictionary

How long have we known that we are watching a scripted show? 
Not long after professional wrestling began, the media already suspected 
it was scripted (Griffin, 1937). Winners and storylines were predetermined. 
Wrestlers were paid to play their roles and even continued them outside the 
ring, amplifying disputes in public. Newspapers eventually stopped reporting 
wrestling results, yet WWE grew into a billion-dollar industry.

With the rise of the internet and social media, it became obvious that wrestlers 
were different people in real life, that injuries were often staged and that supposed 
enemies were friends. Still, interest did not decline.

Why? Because kayfabe is a form of respect. Wrestlers know that fans pay for the 
illusion, so they protect it. Kayfabe became the way to protect the business model. 
We love the illusion. Former wrestler Al Snow calls kayfabe “never stop selling 
the gimmick”. If we keep selling the gimmick, we keep doing what we always 
did. Kayfabe protects the status quo, even when everyone knows it is not real.

Kayfabe is silence	
Today the term stands for keeping reality hidden. It is the polished Instagram 
holiday, politicians with ‘no active memory’, conveniently leaked budget plans, 
the omertá in professional cycling about doping. We know we are fooling one 
another, and we stay silent. 
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Kayfabe safety	
The parallel with many safety 
practices is striking. We also perform 
safety. We complete procedures, 
reports and checklists not because 
they always work, but because they 
give the illusion of control. Like 
wrestlers, we rarely speak about what 
we know to be fake.

Much of what this book describes, such 
as certification rituals, risk matrices and 
paper systems, can be understood as 
safety kayfabe. We create the illusion 
and we do not talk about it.

Impression management
Erving Goffman (1956, 2022) showed that people play roles everywhere. We 
adapt our behaviour to shape how others see us. He calls the polished side we 
show to others the front region. Behind it lies the back region, where we can 
be more honest, make mistakes and be ourselves.

Teams collectively maintain this performance. They hide errors or backstage 
realities to preserve harmony, avoid blame and manage expectations. The 
same dynamic shapes safety management. Tools and surveys that claim to 
‘measure safety culture’ or compliance are strongly influenced by impression 
management. People give the answers they think are wanted, often out of fear 
of negative consequences. The data then reflects appearances, not reality.

Suppressing uncertainty and anxiety
In his keynote False Assurance at the EHS Congress 2024, Drew Rae argued that 
the primary goal of much safety work is not safe work, but the reduction of 
tension and worry about unsafety. Safety work becomes a way to suppress the 
uncomfortable feeling of uncertainty.

We design activities to show that everything is under control: risk registers, 

Preface Wrestling with safety work
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bowties, audits, dashboards. They create demonstrated safety, the appearance 
of safety, but not necessarily safer work. Once you see this, it is difficult to unsee.

Willful blindness
Margaret Heffernan (2011) calls this willful blindness, or conscious avoidance: 
turning a blind eye to what we suspect, in order to feel safe, avoid conflict, 
reduce anxiety or protect status. It feels good in the short term, while longer-
term consequences remain unseen. Heffernan argues that the biggest threats 
we face are not those that are invisible, but those we refuse to see. We are 
willfully blind to uncertainty.

Who is fooling whom?
In wrestling they say that with kayfabe you sell the result. The result we sell 
each other in organisations is the illusion that we are safe and resilient. Kayfabe 
maintains a pseudo-reality. Everyone pretends that safety work is real, effective 
and rational, and we do not talk about the gaps. But why keep this up? Kayfabe 
does not make us safer, more resilient or more successful.

More troubling is what sociologist Riesman (2024) calls neo-kayfabe: the 
spreading confusion between truth and illusion in modern society. With AI, 
deepfakes, social and geopolitical unrest and misinformation, it is increasingly 
hard to see what is real. Inside organisations the same confusion arises. We see 
through the illusion yet say nothing. It becomes less clear when we are being 
fooled and when we are seeing reality.

Demonstrated safety and kayfabe reduce worries about unsafety 
and suppress the feeling of uncertainty. We sell the illusion that 
we are safe. We must stop that.

Moral friction
Maintaining kayfabe creates moral friction. More people see that the facade 
is fragile and that they are part of maintaining it. The more we talk about 
this, the more it feels as if we contribute to deception, pseudo-certainty and 
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a culture of silence, and thus to less success, less quality and less safety. How 
long do we want to keep fooling each other? 

The power of the less powerful begins with honesty
Kayfabe only breaks the moment we admit that the scripted story is not the 
real story. In his now famous lecture at the World Economic Forum 2026 
in Davos4, Canadian Prime Minister Mark Carney urged us to let go of our 
“hope that compliance will buy safety” and to tap into our “capacity to stop 
pretending”. He called on countries to “take the sign out of the window”, 
referencing Václav Havel’s essay The Power of the Powerless (19785), and to “stop 
invoking the rules-based international order as though it still functions as 
advertised.” 
 
In our organisations, we face the same choice: either we keep performing re
assuring rituals, or we use that capacity to stop pretending and invest our scarce 
time and attention in the messy, practical work that actually builds resilience.

Honesty, candour and trust
What we need, as people and as organisations, is honesty, candour and trust. 
Unexpected events happen every day; the world is not simple.

Outside the organisation we face wars, inflation, shortages, climate and energy 
crises, migration and political indecision. Inside we face burnout, staff turnover, 
broken promises, missed targets, disengaged teams, demanding clients, failing 
suppliers and boards pushing hard for results.

To stay relevant and healthy we must stay alert and keep adapting. Many 
organisations already show an impressive ability to cope with these pressures. 
Let us not pretend everything is bad: most of us genuinely deserve a compliment 
for how we have made things work in recent years. Resilience is already there; 
the challenge is to keep it alive in a world of growing uncertainty – and that 
starts with the courage to stop pretending. 

Embracing uncertainty
Uncertainty is the central character in this book. Geo-economic confrontations 
and trade wars, shifting military power balances, a relentless technological 
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race and a constant stream of mis- and disinformation mean that the future 
can no longer be predicted from the past. For organisations this uncertainty is 
not a temporary disturbance but the normal operating condition. The question 
is no longer how to eliminate it, but how to recognise it early and remain 
effective when it hits. This book argues that embracing uncertainty, seeing it 
clearly, talking about it honestly and designing resilience into our systems and 
relationships has become a core leadership task. 

Organisational resilience
What exactly is organisational resilience? Where does it come from? How can we 
strengthen it? What role does our safety work play? Do we really know what 
makes our organisations resilient, and what undermines that resilience? 
The better we understand this, the more consciously we can build resilience. 
The question is whether we are resilient enough for future adversity, or whether 
kayfabe quietly erodes it.

As turbulence and complexity increase, themes such as psychological, social and 
emotional safety, integrity and inclusion become more important. They are 
closely linked to the central topics in this book: people, the position of rules, 
controls and systems, and the suggestions for approaching them differently, so 
that we achieve more resilience, safety and success.

Paraphrasing Havel: “The power of the powerless in organisations 
lies in their willingness to stop playing along with the lie and to 
live the truth in their daily work.”

The purpose of this book
This book is a call to action: let us build more resilient organisations. By 
re-examining how we manage safety and quality, and by putting scientific 
research next to everyday practice, we can design better systems. This is not 
about chasing trends, but about regaining curiosity. Asking better questions. 
Approaching work with humility, curiosity and appreciation.
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Most suggestions in this book are based on research and on the principles of 
Human and Organisational Performance (HOP), Resilience Engineering and the 
various New View Safety movements.

Criticism of ‘New View Safety’
‘New View Safety’ also receives criticism, for example from Cooper (2022), Le 
Coze (2022) and Karanikas and Zerguine (2024). They note that it is logically 
attractive but often abstract, that learning from everyday work can clash with 
regulations, that evidence is still limited, that measurement is difficult and that 
practical guidance is sometimes vague. In short, it is not always clear what to 
actually do.

These criticisms are not unfair. There are many frameworks, models, theories 
and standards. Whether they help depends on context and on trust. George Box 
famously said that all models are wrong and some are useful.

With that in mind, this book aims to make organisational resilience more 
practical and usable. If what we do is not working well enough, we must be 
willing to adapt. Many so-called new insights are not new at all. The real risk is 
old wine in new bottles. What matters is the Purpose behind our methods and 
the mindset with which we apply them. This book does not replace traditional 
risk management, but reframes it to better support organizational resilience.

New View insights should provide more certainty that traditional 
safety management practices work. 

Moral justness
Dutch poet Lieke Marsman (2025) observed that we often confuse acting within 
bureaucratic, rule-based systems with acting in a morally and rationally just way. 
That confusion contributes to today’s tense and ethically flawed world.

Hannah Arendt made a related point. Much harm does not stem from malicious 
intent, but from the absence of critical thinking. For more resilience we need 
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moral justness. We need to ‘get back to the Purpose’.

Do not fight what you don’t want. Fight for what you do want. 	         

Not every suggestion in this book will be equally useful for everyone. My message 
is: choose what fits and make it your own. If this book sparks discussion about 
the sense and nonsense of how we manage organisations, and if it serves as 
a stepping stone toward better practices and more resilience, then it has done 
its job.

I hope the suggestions help to make safety work, which sometimes feels like a 
chore, more useful and effective, and more focused on the safety of the work 
itself. We need more attention for feeling safe and being safe, and for being better 
prepared for the unexpected. That is resilience.

Structure of this book
The book consists of three parts.
o	 Part 1, chapters 1 to 6, explains what organisational resilience is and why 

organisations are not always resilient.
o	 Parts 2 and 3 offer 121 suggestions for increasing resilience through practices 

and building blocks in operations and management systems.
o	 Part 2 focuses on reducing compliance and control activities that may 

undermine resilience.
o	 Part 3 focuses on activities that build trust and craftsmanship, and thereby 

resilience.
Each chapter in parts 2 and 3 can be read independently. This is not a story you 
must follow in sequence. The 121 suggestions are numbered consecutively across 
Parts 2 and 3 so you can refer to them easily.

For whom?
This book is for anyone who wants to build more organisational resilience. 
It is meant for members of management and leadership teams, for those 
responsible for the quality or safety of work, for operational managers and 
supervisors, and for anyone who is curious about how work is organised and how 
its governance can improve.
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The book aims to shift the focus from doing safety work to achieving the safety of 
work and to update our understanding of what makes organisations resilient. It 
is written for everyone, from the boardroom to the shop floor and everywhere 
in between, who feels the need to take the red pill and break the pattern.

Reading guide and definitions

Health, risk and safety
In this book, safety is what we do to protect people’s health and well-being. 
Health means the physical, mental and emotional well-being and capacity of 
people. Risk is the potential for harm to that health in the way we design and 
organise work and in the conditions in which work takes place. Safety is the 
deliberate set of actions and controls that remove or reduce those risks and 
that strengthen the conditions in which people can do their work well. Health 
is influenced by risks and moderated by safety. This definition is based on 
Karanikas and Zerguine (2025).

Safety is therefore multidisciplinary. It is about far more than operational rules and 
measures. It includes the safe design of products, processes and workplaces, 
collaboration, freedom, trust and how we deal with uncertainty. It is about 
reliability, integrity and belonging, about being physically safe and feeling safe, 
including psychological, social and emotional safety.

Safety is not a fixed state but an ongoing dialogue and alignment between 
everyone involved. It spans technical, social, psychological and biological 
dimensions and contributes to job satisfaction, work quality, health and 
sustainable results. In this way, it supports organisational continuity and is a 
core element of resilience. As Flinterman (2025) notes, safety is a living process: 
a constant negotiation between freedom and duty, rules and adaptation, 
perception and judgement. 

Ultimately, safety is a practical consensus among stakeholders. What is seen 
as safe in one context may be regarded as unsafe in another.

The Purpose
The Purpose is what the organisation stands for. It is our ambition and what 
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we want or need to achieve. Others might call this the Why or Commander’s Intent. 
In this book, I consistently use the term Purpose.

Management
Management refers to anyone in a steering role who is responsible and accountable 
for operations and who has significant influence, authority and a duty to realise 
the Purpose. That duty is not only legal, above all it is moral.

Employees
Employees are all people who work in or for the organisation: permanent staff, 
temporary workers, subcontractors, freelancers and volunteers.

Safety manager
The term safety manager is used broadly. It includes roles in safety, health, 
quality, information security and environmental management, often combined 
under labels such as QHSE. Safety managers are typically responsible for 
implementing and maintaining management systems, for compliance and 
certification and for keeping those systems alive and kicking.

It is not an easy role. In many organisations these functions sit at the edge 
of core operations and must fight for support, decisions and resources. Safety 
managers often have limited authority. They do not lead teams, do not purchase 
equipment and do not select contractors, yet they are held responsible 
for employee safety. Legally they are responsible for their advice, not for 
execution, but in practice, they are often treated as if they own the outcome.

System
In this book, a system is a collection of interconnected components or parts 
that work together to deliver a joint performance. In other words, a group of 
elements or functions that operate as a whole to fulfil a specific Purpose or 
objective. That is how Deming (1994) defined it.

The more important question is not what a system is, but what 
a system does.



Note 1: Local applicability
For every statement in this book, it is understood that it may not apply everywhere and 
always, but that it is common or frequent. The wording reflects this. The aim is not to 
attack or insult employees or organisations. Fortunately, there are many organisations 
where things are done consciously, consistently, effectively and resiliently.

Note 2: The use of AI as IA
This book was originally written and published in Dutch in 2023. It was tempting to 
use AI tools for the translation, and I tried. The translations were technically strong, 
but they lacked my voice and emotion. They did not evoke the response I intended.

Using artificial intelligence too much can be like asking the chef to cook for you, 
serve the food and then eat it on your behalf. You receive none of the nutrients 
yourself. The struggle of rewriting and translating this book has made me a better 
version of myself. That process, however, is invaluable.

I now use AI as IA, as my Intelligent Assistant. It supports my thinking and writing, 
but it does not replace them. Understanding cannot be outsourced. Nor can being 
human.

AI does not take responsibility. What is true for me is true for organisations: AI 
transitions rarely fail because of technology, but because of leadership – unclear 
boundaries, postponed responsibility and silence where dissent is needed.

Understanding cannot be outsourced. Being human cannot be 
outsourced. The struggle of the process, though, is invaluable!

That, in the end, is what this book is about: being human and treating each 
other as human beings. I hope you will read it in that spirit and forgive me where 
my English is not perfect.

Preface Wrestling with safety work
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“Juan, if we had not had you”

I recently met the technical service team of a factory. At the heart of their 
operations is a blast furnace with a large tank of thousands of litres of oil 
underneath. The process is driven by several failure-prone pumps that must 
keep running. If one fails, it has to be repaired or replaced within hours. 
Otherwise, the pump can overheat, the oil can ignite and the whole hall can 
burn down. That has happened before.

Everyone knows that these pumps are the most critical part of their work. 
Technicians receive extra training, procedures are strict and checks are carried 
out several times a day. On paper it looks solid. Yet in our conversation I mainly 
heard fear. Their nightmare is being alone on a night shift when a pump fails 
and feeling that the whole factory sits on their shoulders.

In the Spanish branch you will find Juan, 62, who has been with the company 
for forty years. He has no formal degree, but immense experience and tacit 
knowledge. He is a maintenance technician, just like the others, but he knows 
the pumps in a way the manuals never will. When he walks into the hall, he can 
hear how they are doing. Certain sounds, rattles and vibrations tell him when 
a pump is drifting toward failure. He fixes problems before they appear.

When management realised how valuable Juan’s nose for trouble was, his job 
changed. He began visiting other sites as a technical adviser, sharing what he 
had learned. In the last years of his career, Juan moved from being an invisible 
‘unskilled’ worker to a respected mentor, coach and friend of the whole company. 
Juan the craftsman. Juan who creates trust.

Juan is (not) The One
There are thousands of Juans. Almost every organisation has one, often more. 
Juan is the person everyone calls when there is a problem. Juan solves it. The fact 
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that he does not always follow the rules does not bother us. He has earned a 
lot of goodwill. He gets us out of trouble. He gives people comfort. Around 
him, others thrive. “Juan, if we had not had you.” Juan gives the organisation 
resilience.

The choice we face
Roughly speaking, we have two ways to run our organisation. We can embrace 
Juan’s craftsmanship and give him trust and freedom to do his work as he thinks 
best. Or we can insist that he must follow the rules like everyone else.

If we choose the first path, we fear losing control. What if Juan makes a wrong 
call? What if he cuts a corner once too often? So, we tighten the rules, add checks 
and keep him under closer supervision.

But when we manage our Juans this way, we frustrate them. They are not 
children and they do not need policing. They need good tools, information, 
time and trust. Tight monitoring does not motivate them to work better. Often 
it does the opposite.

This tension between centralised control and craftsmanship has been around 
for a long time. In the first view we assume that success follows if people stick 
to plans and procedures. In the second view we accept that unexpected events 
are normal and that people must adapt plans, shortcuts and methods to make 
things work.

The more we rely on plans and procedures alone, the less able we are to adapt 
to surprises. In an increasingly complex, dynamic world it becomes impossible 
to keep everything planned, controlled and measurable. The trap is this: the 
more we push for control, the more we default to rules, the more often we are 
surprised and lose control. Our system becomes brittle.

Guided Adaptability
Hollnagel and Woods (2005) describe the paradox sharply. People are both good 
at causing errors and good at preventing and recovering from them. We are 
saints and sinners at the same time. Research and practice show that the two 
views can be bridged (Woods, 2023). That bridge is guided adaptability, a central 
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theme in this book and explained in more detail in chapter 6.

Guided adaptability means building people’s ability to sense change and risk 
and then supporting them in decision-making. It is about helping employees 
deal well with uncertainty, variation and unexpected situations. We give trust 
and recognise craftsmanship, while still offering direction and boundaries. It 
is not ‘letting go’. Guidance is the key word.

Guided adaptability requires a different mindset. It asks leaders to embrace 
uncertainty instead of fighting it with ever more rules. Done well, it makes 
organisations more resilient.

Do we choose the blue pill or the red pill?
This dilemma between rules and trust reminds me of The Matrix. Neo is offered 
a choice. Morpheus tells him: “You take the blue pill, the story ends. You wake 
up in your bed and believe whatever you want to believe. You take the red pill, 
you stay in Wonderland, and I show you how deep the rabbit hole goes. All I am 
offering is the truth.” 
	
The blue pill means staying with what 
we have always done. Command and 
control. The comfort of checklists, dash
boards and procedures. The five percent 
‘shit you know’. The red pill means ope
ning up to the 95 percent ‘shit you do not 
know you do not know’: unknown un
knowns. It means being willing to see how 
things really work and what else could be 
possible. Do we cling to the apparent cer
tainty of the blue pill, or do we embrace 
uncertainty and choose the red pill?

Embrace the Red, Question the Green
This book is an invitation to choose the red pill. The red pill stands for the 
journey toward more resilience and guided adaptability. The blue pill stands 
for centralised control, box-ticking and green dashboards that hide red realities.		
		

Prologue “Juan, if we had not had you”
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Choosing the red pill means breaking kayfabe: stopping the collective 
pretence that our safety work and paperwork automatically make the 
work itself safe. It means re-examining how we deal with risk, compliance, 
KPIs, inspections, audits and people like Juan. It means putting Purpose, 
learning from everyday work, candour and craftsmanship at the centre. Less 
compliance and control, more trust and guided adaptability.

Choosing the red pill is necessary, but not easy. It is not a project with an end 
date; it is a journey. Many of us earn our living maintaining the current way of 
working, just like wrestlers who keep selling the gimmick. The question is: how 
long do we want to keep pretending?

“It is difficult to get a man to understand something when his 
salary depends upon his not understanding it.” 		
			   Upton Sinclair

Suggestion 1: �Choose the red pill, make kayfabe visible, and work to 
eliminate it

Break the silence. Look honestly at where kayfabe and demonstrated safety 
appear in your organisation. Where do you act as if everything is under control 
while you know the system is fragile? Make that gap tangible with examples:
o	 Where does safety work (forms, procedures, audits) diverge from the safety 

of work in practice?
o	 Where do you manage to impress auditors and clients while employees still 

rely on last-minute heroics?
Name these patterns. Show them. Use them to explain what really creates 
resilience and what it requires. Then choose a few suggestions from this book 
that fit your context and define a route for your journey.

Choosing the red pill means committing to build more resilience in your 
organisation, step by step, with Juan and his colleagues in the lead. It also 
means accepting uncertainty as the normal operating condition and using our 
Purpose as the compass for how we respond.
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	 1	� What is organisational 
resilience?

What is organisational resilience? 
Resilience is an organisational capability. It consists of positive, proactive 
activities aimed at being ready for situations you cannot truly prepare for. 
Resilience is the embedding of necessary adaptations to absorb unexpected, 
often complex future events. Resilience is not something an organisation has; it is 
something it does. In that sense, resilience is a verb, something we continually 
work at. 

Following Woods (2015), organisational resilience shows up in four cumulative 
abilities. Each subsequent ability only works if the previous ones function well.

The four abilities that demonstrate resilience are:
•	 Recoverability – the ability to observe adversity and adjust 

or bounce back before things go wrong.
•	 Extensibility – the ability to absorb unplanned events and 

continue or extend operations while things go wrong.
•	 Adaptability – the ability to continuously adjust to the 

situation to achieve intended results.
•	 Sustainability – the ability to continuously learn from 

adversity and improve operations.

Recoverability – the ability to observe adversity and bounce back
Recoverability is the ability to notice that something is going wrong and to 
intervene before it escalates. It depends on taking weak signals and early warnings 
seriously and acting on them proactively. 
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A mechanic like Juan hears from a sound or vibration that a pump is close to 
failure and acts before it breaks. At home we recognise the dishwasher that 
made a strange noise for weeks before it finally stopped; we saw it coming but 
did nothing.

Recoverability must be built into the design of processes and systems. People, 
machines and tools will fail, so we need ‘watchdogs’ and early warnings: alarms, 
sensors, indicators, rumble strips on the road that make noise when you drift 
out of lane, as well as the experience and craftsmanship of employees.

A well-designed system does not stay rigid. It includes the ability to absorb 
unexpected events, bend without breaking, and bounce back. For instance, 
grooves in the road surface alert you through noise and vibration if you drift 
out of your lane, which is an example of recoverability.

You often see recoverability in alarms, sensors, monitors, lights, and horns 
in hospitals, cars, and factories. It is also present in the experience and 
craftsmanship of employees. They help us detect and recover before things 
truly go wrong.

Extensibility – the ability to absorb unplanned events and continue or 
extend operations
Graceful Extensibility (Woods, 2018) is the capacity of an organisation to switch, 
stretch, bend, compress, or extend its operations so it can ‘buy time’, absorb 
surprises, and avert harm. Scarcity and VUCA (acronym for volatility, uncertainty, 
complexity, and ambiguity) stretch people and assets. Without sufficient 
extensibility, systems snap. 

We therefore design buffers, margins, reserves, and redundancy into our processes 
to correct for unforeseen events and sustain operations. That implies anticipating 
credible risks and scenarios and preparing plans and contingencies. 

Examples of extensibility include a reserve fuel tank; a backup generator; slack 
time in schedules to absorb absences; cross-trained staff who can be redeployed; 
spare parts on hand for breakdowns; prequalified alternate suppliers; sufficient 
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inventory to buffer demand swings; profit-margin buffers in cost estimates 
to absorb setbacks and risk; realistic contract terms to ensure timely, complete 
delivery; and, when duration is uncertain, simply starting earlier.

In software development extensibility is engineered into scalability; onboarding 
a large customer simply means adding bandwidth and server capacity. Extensibility 
keeps the organisation functioning while it deals with the unexpected.

Adaptability – the ability to continuously adjust to the situation to  
ensure success
Adaptability is the ability to adjust continuously to get work done and solve 
problems. Resilient organisations design their structures and systems to cope 
with constant change. That asks a lot of people: anticipating, switching, using 
knowledge, experience and situational awareness to make sense of what is 
happening.

Adaptability is not a one-off project, but an ongoing capability, sometimes 
called adaptive capacity. It is the willingness and readiness to change plans, 
procedures, behaviours and ways of collaborating so that we can still achieve 
the Purpose under changing conditions. This is not careless rule-breaking; it 
is the necessary adaptation that makes work results possible.

Problem-solving ability and craftsmanship
We expect a certain level of problem-solving ability from colleagues. Job profiles 
are full of words like initiative and ownership. A resilient organisation pays 
people for this craftsmanship: for handling uncertainty.

Trust and psychological safety
There is, however, a thin line between trust and distrust. A pilot once said there 
are two ways to die when flying with him: if he follows every procedure to 
the letter, or if he ignores them all. The tension lies between expecting 
sound judgement and criticising decisions afterwards because we now know 
how things ended. That judgement, often harsh, harms trust and the 
organisational climate.

Part 1 Imagining our resilient organisation
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The question is always this: how far do you go to play it safe and follow 
procedures strictly? At what point do procedures hinder effective work? When 
is it psychologically safe enough to proceed with confidence? When do you 
pause and ask for support?

Adaptability is the decisive ability in organisational resilience and a recurring theme 
in this book. It is where compliance and control meet trust and craftsmanship.

Sustainability – the ability to learn and improve continuously
Sustainability in resilience terms means learning and improving. We turn 
lessons into timely, appropriate adjustments and safeguard them in how we 
work, so that next time we respond better.

This rests on recognising that improvement is needed and that conditions will 
keep changing. Sustaining builds robustness: the capacity to absorb growing 
complexity, uncertainty and stress.

A key factor in sustaining resilience is the evaluation of improvements. Do we 
treat improvement and evaluation as a strategy? Is it on the agenda? Do we test 
whether implemented changes work? Do we recognise that employees adapt 
continuously and in real time? Do we recognise that rigid rule application often 
blocks goal attainment and safe work?  

Are we improving the work itself? 
These questions must sit at the heart of our improvement process. They are 
essential for resilience. Without this continual learning loop, recoverability, 
extensibility and adaptability remain fragile.

“We cannot control external events, we can control our responses 
to them. Resilience is important. Leaders should accept events 
as they happen and focus on maintaining their own integrity 
and rationality.”		
	 	 Epictetus
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Making resilience tangible
Resilience in organisations is hard to see, describe or measure, and sometimes 
hard to understand, yet we have practised it for a long time. By naming and 
strengthening these four abilities, we make resilience more tangible and more 
manageable.

Resilience ≠ Emergency Plans
Emergency plans are a last line of defence, a final resort. They come into play when 
the four abilities have been exhausted or were not present. Recoverability, 
extensibility, adaptability and sustainability operate before we need emergency 
plans. A thick emergency binder does not equal resilience.

The Spring Model
The Spring Model (Bekooy, 2023) visualises how these abilities hold the 
organisation. Picture the organisation as an inverted pyramid resting on a spring 
made up of the four resilience abilities. When the ground shakes, context shifts, 
or surprises occur, the spring allows the pyramid to move instead of topple. It 
absorbs shocks from outside before they become failures inside. 
	
Organisational resilience is not 
a goal in itself. Its ‘product’ is 
that, under disruption, you can 
still realise your Purpose safely 
humanely, and with sufficient 
quality and performance. In other 
words, resilient organisations keep 
delivering what they promise, even 
when things get tough, without 
exhausting their people or the 
environment they operate in. In the 
chapters that follow, we will explore 
this model and how to strengthen 
this spring: how to move from the 
question “How did it go wrong?” 
to “How do we make it go right more 
often, even under uncertainty?” 		         Spring Model (Bekooy, 2023)
					                

Part 1 Imagining our resilient organisation
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	 2	� What makes 
organisations 
resilient?

The foundation of organisational resilience is not the absence 
of errors and failure, but the presence of capabilities and the 
capacity to succeed.

What characterises a resilient organisation?
Suppose our organisation is resilient. What would we actually see? 

1. We focus more on enabling success than on preventing failure
There are endless ways for things to go wrong. Rules, procedures and controls 
can never remove every risk. If we only try to stop bad things, the next surprise 
will still catch us.

We shift our focus. Safety and risk management are not about eliminating all 
failure, but about making it possible to succeed and meet goals in changing 
conditions. 

Prevention bias
Serious accidents rarely happen because prevention completely failed. They 
happen when a system cannot take a punch, when there is no capacity to absorb 
the inevitable miss, slip or surprise and keep the consequence small.

Prevention is valuable and has brought huge gains in safety and quality. But 
if prevention is the only game in town, we remove buffers and fallbacks and 
raise the stakes for the one failure that slips through. People, processes and 
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equipment are imperfect and always will be. Failure is not an exception we can 
design away; it is part of normal work. The belief that we can prevent every 
incident is prevention bias. Resilience is what decides what happens next.

Safety, reframed
Safety is not a result; it is an operational capacity to succeed. It is broader than 
injury prevention. Safety is about continuity, reliability, integrity and dealing 
with unpredictability. It is about trust, sound engineering, coordination, 
communication, reflection, learning and embedding change. It is about feeling 
safe and being safe. Safety is aligned with the Purpose and with success.

Erik Hollnagel (2021) calls this Synesis: integrating concerns across the 
organisation and connecting production, quality, reliability and safety.

How we usually measure safety
Most organisations still judge safety by accident statistics, often because tenders 
and regulators ask for them. Low numbers look good, so we polish them. We 
count the absence of accidents instead of the presence of capacity.

That is odd. “My partner did not cheat, therefore my relationship is good” is 
not very convincing. As Marit de Vos observes: can we really understand 
successful marriages by only studying divorces? Likewise, getting home 
without a crash does not prove we drove safely. When nothing goes wrong, 
we too easily assume everything went well.

Counting the absence of negatives says little about future control. We measure 
what we can count, not what matters. As Einstein said: “Not everything that 
can be counted counts, and not everything that counts can be counted.” Safety 
is not a percentage. Safety is something we do.

Safety does not perform. Safety is performed. Accident numbers 
are system outcomes, not ‘safety performance’.
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How we should measure safety
We focus on the presence of capacity to control hazards and secure success. We 
start from desired outcomes and then ask: what must be in place? Examples 
include safe design of plants, workplaces and machines; enough competent 
people; clear agreements; a healthy climate; effective communication and 
guidance; and regular evaluation of how work really goes.

This mindset looks at future control, not past absence. It shifts attention from 
compliance and control to trust and craftsmanship. Success is not the absence 
of failure; it is the presence of capacity. The key question becomes: when things 
go wrong, what prevents them from becoming disasters? What is our safe-to-
fail protection, and is it enough?

We want to set our people up for success. That is not the same 
as preventing them from failure.

2. We work from the Purpose
In our organisation everyone understands the Why behind their work. Goals 
and ambitions are clear. People see how their role contributes to the bigger 
picture. We do not start from tasks and rules, but from the Purpose. We design 
procedures, goals and tools to support that Purpose. We focus on Why and 
What-if, not only on What and How. This keeps attention on the safety, quality 
and effectiveness of the work itself, not only on Safety Work.
	
Flinterman (2025) stresses that 
Purpose is not fixed. In a VUCA 
world it must adapt to remain 
successful and resilient. Purpose 
becomes a shared mental model: 
a common understanding of how 
things work and what matters 
most – the beliefs, assumptions 
and unspoken rules that keep the 

Chapter 2 What makes organisations resilient?
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system alive. In practice, this means that people have a broadly aligned view 
of what we are trying to achieve, how we work together, what good looks 
like, and how we respond when things change or go wrong.

When this mental model is shared, coordination under pressure becomes easier. 
People anticipate each other, need fewer instructions and adapt quickly without 
losing alignment. When everyone carries a different picture, misunderstandings 
grow and crisis responses become slow, contradictory and fragile.

Building resilience is therefore not only about structures and processes. It also 
depends on continuous investment in shared mental models through clear 
narratives, reflection after events, practising scenarios together and making 
implicit assumptions explicit.

Our shared mental model: the beliefs, assumptions, and unspoken 
rules that keep the system alive.

3. We understand our compliance obligations and know whether we meet them
We actively track legal, contractual and other requirements. We do not treat them 
as tick-boxes, but as tools for understanding where we stand and whether we still 
support the Purpose.

When requirements change, we notice early and adapt. Compliance becomes 
a guide, not a constraint. We remain captain of our own ship and use compliance 
to ensure actual results stay aligned with their goals. Chapter 7 explores this further. 

4. We recognise VUCA and anticipate trade-offs
We acknowledge volatility, uncertainty, complexity and ambiguity as daily reality. 
This creates constant tension between thoroughness and efficiency. Hollnagel 
(2009) calls this Efficiency–Thoroughness Trade-Offs (ETTO), or simply trade-offs. 

Safety measures and controls often compete with commercial pressure and 
deadlines. The higher the pressure, and the longer things seem to go fine, the 
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easier it becomes to cut corners. What works most days can suddenly fail. 
As resilient organisation we expect these trade-offs and prepare for them. 
Chapter 3 looks at this in more detail.

5. We recognise that adaptive capacity resides in our people
Processes are designed for an ideal scenario, but reality is always different. 
When work deviates, employees bridge the gaps. They adjust and complete the 
design of the system in real time.

At the same time, they are not machines. Performance varies with context and 
energy. One person’s best looks different from day to day. That is normal. 
We support our people in this: we check in regularly, monitor workload and 
capacity to cope, and invest in tools, training, time, trust and understanding. 
We set people up for success.

6. We respect craftsmanship and trust our people
Because resilience comes from people, we trust their expertise. We move 
decisions as close to the work as possible. We organise along Rhineland 
principles, not Anglo-Saxon ones. That means we prioritise connection, trust, 
craftsmanship, and inspiration over compliance and control (Peters and 
Weggeman, 2016; 2021).

Employees often understand better than management why things do or do 
not work. We accept that not everything is measurable or programmable, but 
most things are knowable. Our people think critically about how the work is 
organised, and they can explain why they work the way they do.

Anglo-Saxon model Rhineland model

We want the world measurable, 
controllable, and predictable.

We recognise that not everything is 
controllable or measurable, but most 
things are knowable.

Keywords are command, control, 
communication, data-driven 
intelligence.

Keywords are connection, trust, 
craftsmanship, inspiration.

Chapter 2 What makes organisations resilient?



Trust is good, but control is better. 
We seek certainty in rules.

Context leads the organisation of work. 
We embrace uncertainty and rely on 
craftsmanship.

We take a rule-based approach. We 
follow the rules, the letter of the law.

We take a principle-based approach. It is 
about principles, the spirit of the law.

Employees are in the organisation. The organisation lives in its people.

Emphasis on the short term, on 
quantity, on weaknesses and deficits, 
on suppressing fear.

Emphasis on the long term, on quality, 
talent, and strengths. On optimism 
and hope.

7. We put real effort into understanding what makes daily work hard
We invest time in understanding how work is really done, not just how it is 
supposed to be done. We ask why things usually go right and what makes them 
sometimes go wrong.
	
Craftsmanship can mask complexity. 
To outsiders, fluent performance looks 
easy. Behind that fluency lies constant 
adaptation, dilemmas, situational 
awareness and tacit knowledge. Reason 
(1997) calls this the law of fluency, De 
Boer (2022) local ingenuity. If we do not 
understand the invisible difficulties, we 
may miss warning signs. Skilled workers can 
make a fragile system look smooth, right 
until the moment it breaks. We want to 
avoid discovering how difficult Juan’s work is only once he has left. 

Craftsmanship is not the absence of errors; it is the ability to 
recognise errors and correct them.
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An important caveat here is this: craftsmanship is not the absence of errors; it is 
the ability to recognise errors and correct them. Only when things do go wrong 
does the discussion become complicated. It usually becomes a debate about 
procedures not followed, inattention, and negligence. To remain resilient, we 
therefore need to maintain a clear understanding of how work is really carried out.

8. We accept local rationality and treat mistakes as normal
We view errors and misunderstandings as a logical result of doing normal work 
in a complex system. People act with limited time, knowledge and context. 
To err is human, but nobody comes to work intending to make mistakes. 
Human ability to predict the future is very limited. It is entirely logical that, if 
someone had known in advance that a decision would lead to an accident, they 
would have chosen differently.

Most decisions are locally rational: they make sense at the time. Procedures can 
support judgement but can never replace it. A strong management system 
provides a safe foundation for good local decisions. We design from the 
assumption that people will make mistakes and that they need room to 
detect and correct them.

People don’t show up to do a bad job.

9. We avoid blaming, because failure is how we learn
When things go wrong, we resist blaming, even if in hindsight it is easy to see 
what someone ‘should’ have done. We recognise hindsight bias and apply Human 
and Organisational Performance (HOP) principles.

Human and Organisational Performance principles: 
1.	 To err is human. Error is normal.
2.	 Blame fixes nothing. 

Chapter 2 What makes organisations resilient?
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3.	 Context drives behaviour
4.	 Learning is vital
5.	 How management responds matters                  		

			   (Conklin, 2019)

We focus on changing conditions rather than fixing people. Blaming is easy 
but rarely fair and blocks learning. We preserve trust so that people keep 
reporting where capacity is low.

Making mistakes is allowed, also more than once. If you are punished after the first 
failure, you learn that trying is dangerous. You stop experimenting and improvise 
less. Bob Edwards (2020) put it clearly: “We can either blame and punish, or learn 
and improve, but we cannot do both.” Amy Edmondson (2023) calls for The Right 
Kind of Wrong: allowing intelligent failures from experimentation.

By accepting repeated mistakes in a learning process, we protect psychological 
safety and well-being and still work actively on preventing recurrence through 
better systems.

10. We see that people trigger latent conditions
Employees do not ‘cause’ incidents. They trigger conditions that have often 
been present in the system for a long time, waiting to be activated.

Those conditions may include insufficient information, lack of tools, unrealistic 
plans, or high production pressure. The label ‘human error’ mostly reflects our 
judgement afterwards, when we know more. Reality is usually far more complex 
than “If the worker had done X, Y would not have happened”.

With incidents we focus on what did happen, not on what did 
not happen.
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Replacing the worker is therefore rarely the real solution. If it was logical 
for one person, the next is likely to do the same. We want to understand the 
conditions and interactions in the system and improve those.

11. We reflect often and learn from everyday work
Audits, inspections and reports can be useful, but they have limited predictive 
power. Employees see weak signals much earlier than scheduled reviews do. 
Their adaptive and predictive capacity is crucial for bouncing back.
	
We therefore spend time observing, 
reflecting and evaluating together 
with employees. We use Active Learning, 
Learning Teams, premortems and 
postmortems. We focus on skills and on 
taking part in operational activities, not 
just on transferring information.
	
Hollnagel (2021) argues that it is more 
logical to learn from everyday work than 
from rare incidents. Daily work offers 
many comparable situations, which 
makes learning effects easier to see. It also shifts our focus: instead of seeing 
employees as the weak link, we see where the system is fragile and how to 
improve it. We fix the system, not the employee.

12. We uphold fairness
When something has gone wrong, we want to understand what happened, 
not who is to blame. We focus on how it went wrong, not on why in a moral 
sense. We investigate with an open mind and look at the process rather than 
the individual. We presume innocence, involve colleagues from similar roles 
in reviewing what happened, and give people the right to be heard, to defend 
themselves and to appeal.

We look for evidence that the person or team was trying to help themselves, 
their colleagues or the organisation. From their local rationality, many 
workarounds arise from conflicting goals, tight schedules, production pressure, 

Chapter 2 What makes organisations resilient?
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efficiency demands and cost. The bottom line is that people are usually trying to 
help the organisation, and what they did made sense from their perspective. 
So, we mainly ask “How” questions that lead us to process conditions: “How 
was it possible that…?” Curiosity and the desire to understand come first.

We step away from retributive questions such as “Which procedure was not 
followed? How serious was the breach of the procedure? and What consequences 
should the breach have?”. Instead, we ask restorative questions such as “Who 
has been harmed? What do they need? and Who is responsible for meeting 
those needs?” This approach is what Sidney Dekker (2017, 2023) means by a 
Restorative Just Culture.

Retributive justice approach Restorative justice approach

Human errors are the cause of 
incidents and problems.

Human errors are a consequence of 
problems deeper in the organisation.

Some employees are sloppy or 
negligent, so they make mistakes 
more often.

Nobody comes to work intending to 
make mistakes.

Employees make dumb or wrong 
choices.

Employees had no good choices 
available.

We ask who is responsible for errors 
and incidents.

We ask what is responsible for errors 
and incidents.

We look for poor judgements, wrong 
mindsets, bad decisions, negligence, 
indifference.

We seek to understand why what 
people did made sense at the time 
they did it.

We try to change behaviour by 
eliminating the current incorrect 
behaviour.

We change behaviour by improving 
conditions, context, and tools that 
enable the desired behaviour.

Some employees are bad apples that 
must be punished.

No one is born a bad apple. Our 
organisation created the conditions 
that produced them.

The goal is to be able to work together again with confidence after the ordeal. 
That means seeing and addressing the needs of everyone harmed, inside and 
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outside the organisation. It may sound soft, but it is fair and essential for resilience.

No one is born a bad apple. Our organisation created the 
conditions that produced them.

13. We embrace uncertainty and keep asking questions
We do not try to eliminate uncertainty; we work with it. Leaders make 
themselves vulnerable, ask questions and invite questions. We strive for 
candour and compassion.

We appreciate dissenting views and deliberately challenge consensus. Uncertainty 
becomes space to consider alternatives. Decisions then fit the real situation 
better. To make this work, we safeguard plenty of room for honest discussion 
and negotiation. Chapters 4 and 22 dive deeper into this. 

A common management mistake is placing too much emphasis 
on finding the right answers and too little on asking the right 
questions. 	     	
	   	  Peter Drucker

14. We offer freedom in a frame
Literally following procedures is often impossible in dynamic work. Sometimes 
strict rules even block safe or effective work. Employees do not execute procedures; 
they do work.

We therefore provide freedom within clear boundaries. We work more with 
principles, frameworks and hold-points than with rigid scripts. We spend less 
time telling people what to do and more time asking what we need in order to be 
successful. We consciously provide autonomy, mastery and Purpose (Pink, 2009): 

o	 Autonomy is the ability and permission to decide how you organise your 
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work: how you do it and with whom. Taking initiative is crucial for 
resilience in the organisation. Docile sheep do not change easily. Autonomy 
grows from freedom, space, trust, and feedback. You feel free to speak up.

o	 Mastery means you may develop your knowledge, skills, and abilities, 
becoming better at what you do. It also means you receive the resources 
needed to succeed and to develop.

o	 Purpose explains why you do the work. You are part of the success. 
Together with colleagues you achieve the Purpose. You matter.

More about freedom in a frame in chapter 20. 

15. We provide guided adaptability
With fewer detailed rules and more freedom comes a different leadership task. 
Management must guide employees in handling unplanned changes safely and 
strengthening resilience capabilities.

This means shifting from centralised control to guided adaptability. We help 
bridge the gap between work as imagined (plans and procedures) and work as 
done (reality). We advise, brainstorm and remove conflicting goals and trade-
offs. We make sure information flows and expectations are aligned across levels.

We do not see the gap between imagined and actual work as something to close 
at all costs, but as a rich source of learning and improvement. Chapter 6 goes 
deeper into this.

16. We disentangle clutter from our systems
Much safety work suppresses natural resilience because it focuses on compliance 
and control. We keep asking whether activities truly add value to the quality 
or safety of the work.

We remove safety clutter (Rae et al., 2018): forms no one reads, training 
for tasks never done, checklists used only to prove that other checklists 
were completed. We design more flexible, purpose-driven agreements and 
documentation and keep them transparent without oversimplifying. Chapter 
19 goes deeper into removing clutter.
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17. We put less emphasis on measuring, more on monitoring and knowing
In our VUCA world we work with shorter feedback loops. We focus less on static 
measurement and more on continuous monitoring and ‘being close to the ball’.
	
We combine longer 
Plan-Do-Study-Act 
(PDSA) cycles with 
short OODA-loops 
(Observe, Orient, 
Decide, Act). We 
continuously 
Observe, Orient, 
Decide, and Act. 
PDSA is oriented 	 PDSA - OODA Interaction Model (Bekooy, 2023) 

toward stability and  
consistency; OODA toward flexibility, recognising changing conditions, and 
our ability to adapt. 

The OODA-Loop explained
o	 Observe - We use as many senses, warning systems, and indicators as 

possible to collect complete information. By quickly understanding what is 
happening, we can clearly perceive a changing situation. We are alert to weak 
signals, as described in the first capability of resilience (Recoverability, 
detecting and bouncing back).

o	 Orient - We organise the information we have observed. Orientation 
expresses not only how we see the world, but also what kind of world we 
are able to see. We can therefore switch and develop alternative plans and 
viewpoints. Based on possible developments and available information, we 
outline potential response scenarios and action plans.

o	 Decide - We choose a scenario and determine the actions to take. From that 
choice we act and respond.

o	 Act - We carry out the chosen actions and decisions. The experiences and/
or consequences flow back to the first phase, observation, after which the 
loop begins again.

Chapter 2 What makes organisations resilient?
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This is not an artificially imposed meeting structure. It is something we naturally 
do. It is habitual. We maintain continuous reflection and feedback loops.

Note on PDSA versus PDCA
A brief note on the PDSA model. Many organisations use the Plan-Do-Check-
Act-cycle, often wrongly attributed to Deming. For a resilient organisation 
it is precisely Check that we emphasise less, and Study that we emphasise 
more. Deming himself stated that Check focuses on whether a change was 
implemented successfully or not. With Study he highlighted the dynamics of 
examining and analysing facts and results to adjust plans and processes. Study 
is dynamic and collaborative. He stressed the need to develop new knowledge 
by learning. In practice, ‘Check’ tends to be more static, ticking boxes.

18. We balance functional trust and functional distrust
We trust where we can and distrust where we must. High Reliability Organising 
(HRO) principles help us do this. 

High Reliability Organising principles: 
1.	 We are alert to unexpected events and think about them 

proactively. 
2.	 We put operations at the centre and listen to the concerns 

of employees.
3.	 We respect expertise. Craftsmanship over authority.
4.	 We organise resilience and remove barriers to enable 

adaptivity.
5.	 We do not oversimplify. We seek transparency.	    
			   (Weick and Sutcliffe, 2009)

We carry a chronic unease about past results. They offer no guarantee for the 
future. We therefore build in functional distrust. Examples include the four 
eyes principle, quality checks, inspections to verify that a scaffold is properly 
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built, and checks that a load is correctly secured to a hook. It is the difference 
between thinking something is done and knowing it is done. It is the difference 
between assuming and assuring. 

From uncertainty we actively search for what provides certainty, and therefore 
success. Functional distrust is the basis of good working agreements. Agreements 
with freedom within boundaries rest on both functional trust and functional 
distrust. Functional distrust creates alertness, and with that resilience. We place 
more emphasis on knowing than on measuring.

19. We monitor the red line and manage buffers, margins and capacities
Because we recognise that anything can fail and anyone can make mistakes, 
our systems and agreements include room, capacity, buffers, margins, and a 
working relationship that allows people to fail safely. Human errors do not 
have immediate negative consequences. People can make mistakes without 
direct harm. That is safety by design. 

We do not aim to prevent all mistakes; we ensure that if things go wrong, we 
have time, space, margins, and capability to absorb them. Errors are therefore not 
fatal. Employees feel safe to err and are willing to report it. We steer mainly 
on seeing failure coming, less on never deviating from plans and procedures. 
Work as done is the primary reference point, not work as imagined.

o	 The black line visualises work as imagined: procedures, policy, compliance 
requirements, plans. These are stable and consistent.

o	 The blue line visualises work as done, our everyday actual performance. It 
fluctuates. Sometimes we do better than planned and sometimes worse. 
We have peak days and off days. We almost never perform exactly at the 
intended level.

Chapter 2 What makes organisations resilient?
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o	 The red line visualises the failure boundary. It also fluctuates with changes 
in context, commercial pressure, efficiency drives, time pressure, and scarcity. 
The problem is that we often only know where the failure boundary lies 
once, we have crossed it (Rasmussen, 1997).  
Hence, we build in safety margins. As margins shrink and unexpected 
events grow, the failure boundary moves closer and buffers to prevent trouble 
diminish. A poor procedure or plan is also a red line.

We safeguard resilience by shifting our focus to the position of the blue line relative 
to the red line, rather than relative to the black line. We look ahead to changing 
conditions and challenges. This keeps our attention on how actual execution stands 
relative to failure, not only relative to procedures, plans, and reports.

For the avoidance of doubt: when work as done sits dangerously close to the 
failure boundary, we of course turn to work as imagined, the basis we designed 
for safe, successful operations. We then assess whether to adjust work as 
imagined, work as done, or both. Learning from everyday work, as described 
above, is crucial for this. The gap between the blue and black lines is where 
execution can be improved.

20. We think paradoxically
Resilience requires paradoxical thinking, the ability to bring together and 
simultaneously accept opposing ideas. Resilience is coping with adversity while 
business as usual continues. We keep the balance between success through 
growth, innovation, and efficiency, and our resilience: our capacity to avert 
trouble. There is a balance between centralised control and guided adaptability. 

We see that our system does not improve by removing only bad things, but by 
adding good things. With a different definition and approach to safety we 
ask better questions and find better answers. We gladly give employees the 
means, the freedom, and the trust they need to deal more successfully with 
complexity and uncertainty.

21. We learn ahead of the curve, build reciprocity and adjust plans
Resilient organisations adapt before adversity hits. When trouble arrives, tempo 
increases. Reality sets the pace and we adjust. That is what people already do: 
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they loosen plans and procedures when needed, not to be rebellious but to keep 
things working. Note: this is not what we should do; this is what we do. All of 
us, every day.

We succeed for two reasons. First, we let go of our plans and procedures or 
adjust them drastically. Clinging too tightly to a plan causes rigidity and 
evaporates resilience. Second, we build in reciprocity. We are willing to help 
others when they face setbacks, trusting that help will return when we need 
it. We help one another in adversity and disaster. We provide emergency aid. 

Bouncing forward succeeds by radically revising plans and 
through reciprocity.

What nature teaches us
Biologist Lynn Margulis wrote: “Life on earth is more like a verb. It repairs, 
maintains, re-creates, and outdoes itself.” David Teece et al. (1997) call these 
dynamic capabilities. Life grows not through struggle but through networks, 
relationships, and aligned expectations. Growth arises from resonance, from 
aligning energy between people, from love. 

In business we harden everything with targets, criteria, numbers, and statistics. 
That clashes with the laws of nature and biology. People adapt. Our certified 
management systems do not, but our socio-technical systems, our operations, 
do. Resilience, reciprocity, adjusting plans, bouncing forward. Through our 
emergent behaviour we are resilient. Chapter 3 explains this.

My view is that a working system exists because people give it meaning and invest 
energy, time, attention, interest, and a Purpose. We are part of the system. 
When we do too little of this, the system exists only on paper as work as 
imagined, in fairy tales and fantasy plans.

A longing for calm, connection, understanding, and trust
As Voortman (2019) notes, people long for calm, connection, understanding, 

Chapter 2 What makes organisations resilient?



57

and mutual trust. Working on these gives everyone a sense of predictability, 
grip, and goodwill toward one another. We dare to extend trust and we receive 
it back. That is what we work hard for as a resilient organisation.

No rules for moral ambition
Other virtues that make us more resilient, such as trust, confidence, curiosity, 
humility, candour, forbearance, tolerance and moral integrity, share one 
crucial feature. There are no rules or laws for moral ambition and virtue, as 
Dekker (2025) notes. No one has ever been punished for being too virtuous.

As a resilient organisation, we do not focus on why things 
sometimes go wrong, but on understanding why they almost 
always go right. We see that our resilience stems from employees’ 
trust and craftsmanship, and less from compliance control.

Rules should follow from trust and craftsmanship, not the other 
way around. Trust and craftsmanship do not grow out of rules.

In the chapters that follow, we explore how these characteristics appear in 
concrete building blocks of management systems and everyday activities for 
the safety of work, and how we can strengthen them with practical suggestions.
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	 3	� Why are we not 
always resilient?

“A bad system will beat a good person every time”  		
	  	 William Edwards Deming

We know how to be resilient. So why are we not always?
At its core, resilience is about having a firm grip on operations. That is the 
purpose of any management system, formal or informal: to help us succeed 
and achieve our objectives in a changing, dynamic context. Often that works; 
sometimes it does not.

Quality pioneer William Edwards Deming argued that most problems are 
created by the system, not by the people in it. Building on Juran’s earlier 85/15 
estimate (1988), he later suggested that only about 6% of problems are due to 
‘special causes’, specific local factors that individuals might influence, with 
roughly 94% coming from the system itself (1994).

To safeguard success, Greg Smith (2018) suggests that every organisation should 
be able to answer two questions with “yes”:

1.	 Do we have proper systems to control the risks and dynamics 
in our operations and to meet legal requirements and our 
contractual obligations?
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2.	 Do we have adequate assurance that these systems are 
implemented and deliver the desired results—in other 
words, that they are effective?

Many organisations can answer the first question reasonably well. They struggle 
with the second. They are unsure whether their systems work as intended. Not 
knowing this undermines resilience. A lack of resilience shows up when we 
are surprised by unexpected events, unforeseen circumstances, unplanned 
changes or unwanted outcomes. Everything seemed normal and then it suddenly 
went wrong. That is SNAFU: Situation Normal, All Fucked Up.

Many SNAFU situations are not black swans, but what Nassim Taleb (2008) 
would call black elephants, risks that are both visible and serious yet largely 
ignored. The term combines the ‘elephant in the room’, a problem everyone 
sees but no one addresses, with rare, high impact events. Black elephants show 
that in uncertain conditions traditional systems and risk models are not enough. 
We cannot control complexity with more rules, and our systems repeatedly fail 
to predict and manage what really matters, so resilience depends on noticing 
these elephants early and acting on them.

Our operations are a complex socio-technical system
Our operations – that is our management system – consist of our people, the 
resources we need to do the work, and the working agreements we follow to do 
it successfully. In brief:
o	 People include our own staff as well as partners, subcontractors, and hired 

freelancers we work with.
o	 Resources include the plant, workplaces, machines, tools, and materials, 

but also laptops, phones and other communication tools and apps, plus 
‘softer’ elements such as a clear vision and ambition, Purpose, goals, 
authority, budget, time, knowledge, information, consultation, training, 
competencies, skills, awareness, trust, and freedom.

o	 Agreements include documented or undocumented policies, processes, 
procedures, work instructions, forms, checklists, roles (responsibilities, 
tasks, authorities), and communication and reporting structures.
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The balance between these three components differs by sector. A petrochemical 
plant relies more on rules than a gardener. Software development is more skill-
based than routine production. A mail-order company needs more people than 
a highly robotised assembly line.

How do we visualise the system?
Many organisations picture their management system as a pyramid. At the top sit 
Purpose, vision, mission and strategy. Beneath that come policies and goals, 
then the organisation chart, manuals, procedures and work instructions, and 
at the bottom the forms and records that prove we did what we said we would 
do. The pyramid keeps widening as compliance requirements, procedures and 
evidence grow. In a resilient organisation that weight is effectively inverted: 
the broad base is the Purpose and the work itself, while rules, procedures and 
documentation are lighter, supporting elements. The focus is on enabling people 
to do good work, not on feeding the paperwork at the bottom of the pyramid.    

A system is a complex interplay between people, resources,  
and agreements that continuously interact with and respond  
to one another.
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Interconnections, coherence, and dependencies
Ackoff and colleagues (1972) remind us that a system is not the sum of its parts 
but the product of their interactions. The system functions well only when 
people, resources and agreements are coherently connected and able to cope 
with a changing world. When one element underperforms, or when the links 
between elements fail, overall performance suffers. Good people achieve little 
without adequate resources. Improving one part can even make the whole 
perform worse if the connections are not considered.

Because people and technology constantly shape one another, organisations 
are socio-technical systems. They are continuously influenced by their 
environment, which makes them complex and dynamic and therefore harder 
to plan and control. 

The system’s Purpose is shaped by these dynamics as well. Flinterman (2025) 
notes that Purpose is not fixed but shifts and adapts in order to remain 
successful and resilient. Systems thinking helps us see how people, practices 
and structures combine to create decisions and trade-offs under constantly 
changing pressures.

Change and complexity push systems to the edges
Every part of our system has limits and finite capacity. Machines can only 
produce so much. Software can only do what it is designed to do. Warehouses 
do not magically expand. People cannot sustain full focus indefinitely. As 
complexity and change increase, systems are pushed toward the edge of what 
they can handle.

The Cynefin Framework⁶ (Snowden 1999, revised 2014) helps to make sense 
of this. It distinguishes between contexts that are obvious, complicated, 
complex and chaotic. In complex situations, cause and effect are only clear in 
retrospect, patterns change and experimentation and adaptation are needed. 
Much of our work today sits in this complex and sometimes chaotic space, not 
in the predictable, linear space that many management systems assume.
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Traditional systems focus on control and standardisation
Most traditional systems aim to make processes predictable and controllable 
and to reduce variation. The belief is that predictable, repeatable actions and 
decisions give reliable, desired results. Pupulidy (2023) describes how, for 
decades, we have sought certainty in standardisation and compliance. Many 
systems are built on the assumption that outcomes have identifiable causes, 
and that undesired results can be prevented by removing those causes.

Post-normal accidents
Le Coze (2020) points out that today’s major accidents are post-normal: too 
global, digital and intertwined to be captured by a single linear model. If we 
treat traditional risk and safety models as complete rather than as partial lenses, 
they give a false sense of certainty.

We try to control complexity with rules and linear tools. KPIs and numbers seem 
to offer insight into the future, but they often create watermelon effects: green 
on the outside, red on the inside, as chapter 9 will explain. rules and controls 
alone cannot guarantee success. In safety, rules and metrics are snapshots 
instead of permanent truths. Safety requires adaptability; the ability to revise 
practices and improvise under pressure.

Brittleness
Dynamic conditions demand rapid adaptive responses, often with limited 
information. If, when the unexpected happens, we wait until everything 
is analysed and clarified and until we feel certain, we respond slowly. Our 
system becomes brittle, people become stressed and exhausted, and the 
organisation seizes up. The ‘usual heroes’, the fixers, the Juans, can no longer 
plug the gaps.

Complexity leads to emergent behaviour
Because of complexity, variation and dynamics, spontaneous self-organisation 
arises in teams and departments. This is emergent behaviour. People resolve 
uncertainty and unpredictability. They make it work. The system continuously 
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evolves along with developments, and the output of the whole is larger than 
the sum of the parts.

Nature is full of such systems. Ant colonies and wasp nests, described by 
Kuiken (2018), have no central director or blueprint. Thousands of individuals 
follow simple local rules; yet the colony functions remarkably well. As complexity 
increases, work in organisations also deviates more and more from how it was 
originally imagined.

Emergent behaviour safeguards success
Emergent behaviour is a strength of people, not a weakness. Plans, procedures 
and preparations are always incomplete and imperfect. Resources such as time, 
budget, capacity and knowledge are limited. The more we can anticipate 
volatility, uncertainty, complexity and ambiguity (VUCA) and keep adapting, 
the more effective we are. Emergence is a crucial factor for safeguarding success.

VUCA makes us more resilient. Emergent behaviour safeguards 
our success.

Hollnagel (2022) describes a causal loop of change management: the better we 
are prepared for developments and unplanned events, the less time we need 
to analyse them and the faster we respond. That frees up capacity to think 
ahead and respond more quickly to the next unplanned events. This positive 
feedback loop is organisational resilience.

At the same time, our adaptive capacity is not infinite. Wears and colleagues 
(2013) warn that if we keep absorbing problems without changing the system, 
we exhaust people and make the system brittle.
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Summary:
•	 Organisations are socio-technical systems. They are complex 

and dynamic. 
•	 Our world is also complex and dynamic (VUCA). 
•	 Complexity gives rise to emergent behaviour.
•	 Therefore, we cannot control complexity with rules.
•	 Emergent behaviour safeguards success.
•	 If we want to remain successful and resilient, we must 

embrace emergent behaviour.

 
Tensions that threaten resilience
Within this complex socio-technical system several tensions constantly threaten 
our resilience. Three are particularly important.

1. The tension between work for safety and the safety of the work
There is a direct relationship between the work we do for safety or quality and 
the resilience of our organisation. In many organisations the work for safety – 
risk analyses, procedures, inspections, toolbox talks, incident investigations – 
is not an integral part of operations. It is done reactively, in a fragmented way 
and defensively, mainly because it is required.

It is a familiar annual ritual to complete missing toolbox talks, inspections, audits 
and reviews in the weeks before an external audit. Files are tidied, forms are 
filled, desks are cleaned and workshops are swept. In some organisations this 
practice is so strongly conditioned that for many managers it feels like the 
Purpose. For employees it is a chore.

The problem is that this behaviour does not contribute to the safety or quality 
of work. It also makes us less resilient. We wipe away obligations after the fact 
and pretend we have a robust system. Because we manage reactively and 
defensively, we do not see oncoming trouble. We do too little, too late. The 
means has become the end. It is demonstrated safety and optic compliance, a 
marketing tool. On the surface everything looks fine.
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A shark without teeth
David Woods (2003) describes the position of many safety managers as a cold 
water and empty gun dilemma. If they decide to stop work because conditions 
are no longer acceptable, production immediately feels the impact. People get 
cold water instead of warm. This creates a strong mental barrier to pulling the 
brake, especially when nothing serious has gone wrong for a long time. Once 
work is stopped, production and management want quick, clear answers on 
how to continue safely, but there is rarely a simple solution. 

Safety managers carry responsibility without real authority or practical options. 
The gun they are expected to fire is empty and many feel like sharks without 
teeth. If this tension is not addressed, organisations drift toward more shortcuts, 
more trade-offs and eventually SNAFU, not toward genuine resilience.

2. The tension between work as imagined and work as done
Related to this is the growing gap between how we designed work, work 
as imagined, and how it is carried out, work as done. If we continue to 
manage reactively and in a fragmented way, we see this gap less and less. Our 
understanding of why we are successful and what hinders productivity, safety, 
quality and effectiveness becomes incomplete and outdated.

Donella Meadows (2008) stresses that systems should be judged not only on 
productivity and stability but also on resilience: the ability to bounce back, to 
right and repair themselves. Resilient systems can be highly dynamic. Short-
term fluctuations, temporary outbreaks or long cycles of build-up, climax and 
collapse can be normal, not signs of failure.

The reverse is also true. Systems that remain stable for a long time are not 
necessarily resilient. Stability can be observed and measured in KPIs and 
dashboards. Resilience often becomes visible only when boundaries are crossed 
and the system collapses. Meadows argues that we often sacrifice resilience 
for stability, productivity, efficiency and other tangible properties.

3. The tension of conflicting goals and the trade-offs we make
We face more and more compliance requirements and stakeholder interests: 
globalisation, longer supply chains, increased transparency, more technology 
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and digitalisation. Interdependencies grow and so do conflicting goals.

Margin Model, inspired by the Dynamic Safety Model of Rasmussen (1997) and by Cook (2005)

The Margin Model helps us understand this field of forces and how SNAFU 
emerges. Operations always move between three boundaries: the boundary of 
economic failure, the boundary of scarcity and unacceptable workload, and the 
boundary of unacceptable results; the failure boundary. A fourth boundary, the 
margin boundary, marks the buffer we keep in front of failure.

In the centre is the dot of Purpose: our desired state of happy customers, healthy 
employees and sustainable profit. Operating beyond the failure boundary means 
an exponentially greater chance of complaints, incidents and accidents.

The boundary of economic failure
On one side, we work under economic pressure. We must perform. Everything 
must be faster, better, cheaper. We seek scale, efficiency, competitive advantage 
and survival. Success pushes us to drive faster, better, cheaper even harder. 
Competitors learn from our success and copy our concepts. Scarcity of time, 
budget and people increases the pressure on the organisation and on employees.

An old rule of thumb captures this tension:
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o	 If you want it good and cheap, you will have to wait longer to get it.
o	 If you want it good and fast, what you get will not be cheap.
o	 If you want it fast and cheap, what you get will not be good.

You can only choose two. The rest is trade-offs. Management naturally wants 
employees to work as efficiently as possible with as few resources as possible. 
Economic boundaries are sometimes tangible, such as sales or margin targets, 
project schedules, contractual commitments or shareholder demands. They 
can also be mental, such as fear of not meeting production targets, customer 
complaints or losing a bonus. Guarding this economic boundary is a top priority 
for management and it pushes operations towards the failure boundary.

We may say that our goal is resilience and safety, but if the system constantly 
pushes people towards the failure boundary, that is what it is really for. As 
Stafford Beer (1995) explained well: “The purpose of a system is what it does. 
There is, after all, no point in claiming that the purpose of a system is to do 
what it constantly fails to do.” 

How do we function with less?
Resilience invites a different question. Not “How do we grow ten times?” but 
“How do we function with less?” That is the uncomfortable question we must 
ask when margins shrink and scarcity becomes the norm.

We guard the balance between success through growth, 
innovation, and efficiency, and our resilience, our ability to 
avert harm.

The boundary of scarcity and unacceptable workload
On the other side, we constantly face limitations. There are never enough 
people, machines, raw materials, tools, IT capacity, knowledge, experience, skills, 
time or budget. There may also be limitations in alignment, communication, 
trust, information and clarity. We do not want to hit this boundary either, so 
we push operations away from it.
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To cope with scarcity, we search for efficiency. We do the minimum necessary, 
cut corners, skip steps, drop a stitch now and then in order to get things done. 
We ‘get shit done’.

Not as good as possible, but as acceptable as possible
People do not aim to do work as perfectly as possible but as acceptably as 
possible (Simon, 1957). We always look for shortcuts, not only because of 
economic pressure but also because that is human nature. We think in terms 
of achieving results, not avoiding abstract risks. We want the minimum 
necessary result with the minimum necessary effort. We rarely deliver a 
perfect performance; we deliver an acceptable one and try to do so more 
efficiently each time.

Hurdle running
Todd Conklin (2019) compares this to hurdle running. A hurdler does not 
jump as high as possible but just high enough to clear the hurdle, because 
that is the fastest way to the finish. Employees are hurdlers. The margins are 
minimal. Through experience they clear hurdles ever more efficiently.

These choices are logical attempts to avert economic failure and intolerable 
workload. They arise from the drive for success, not from a desire to obstruct. 
But they also push us toward the failure boundary, and they often conflict with 
formal procedures. Under time pressure commercial and contractual interests 
are easily given higher priority than other measures. Bypasses and shortcuts 
appear and can increase risks elsewhere.

The failure boundary of acceptable results
The failure boundary is our lower limit. Beyond it, the chance of unacceptable 
results rises quickly: accidents, incidents, fines, complaints, claims. We need to 
stay away from it. 

The margin boundary
The Margin Model adds a margin boundary, the space and buffers we keep in 
front of failure. If something fails, it should not immediately be disastrous. 

To protect this margin, we need signals and sensing mechanisms: alarms, gauges 
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and control panels from chapter 1, but also measurements, monitoring, 
inspections, audits, reports, KPIs, reflections and evaluations. In a well-designed 
system this margin is clearly defined and actively guarded.

Where are the failure boundary and the margin boundary?
The hard question is where these boundaries actually are. We must balance 
the pursuit of efficiency and success with our ability to cope with trouble.

What you do not see does not exist. Not knowing the failure 
boundary and the margin boundary leads to unacceptable results, 
incidents, and complaints. 

Questions about resilience therefore include: Where are our boundaries of 
economic failure and unacceptable workload? What does failure look like 
and how do we see we are approaching it? Where are we now in this field of 
forces? What measures prevent us from dropping through? What gives us the 
ability to avert failure? How do we act under pressure? Which bypasses and 
trade-offs do we accept?

The problem is that we often do not know exactly where our failure boundary 
lies. There are too few serious incidents to locate it with any precision, and it is 
impossible to see events that never happen. We may also lack a full understanding 
of our contractual and legal obligations. In practice we regularly bump up against 
the failure boundary without realising it. SNAFU is a bit like pornography: it 
is hard to define in advance, but you recognise it the moment you see it.

Bargaining with the margin and normalising deviance
When nothing goes wrong for a while, the margin feels too large. We quietly 
move the margin boundary closer to the failure boundary. “Last time it 
worked fine with three people instead of four, so it will be fine again.” Under 
commercial and scarcity pressure we cut. Safety seems negotiable. Production 
is visible and brings money; safety is invisible and costs money, or so we believe. 
If nothing goes wrong, we tell ourselves it went well.
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Mechanisms such as Just-in-Time, Lean and Six Sigma have contributed to this 
mindset and to the corrosion of buffers. The further and the more often we 
cross the margin boundary, the greater the chance that we cross the failure 
boundary. Busy periods and human errors are unavoidable.

Concrete examples of operating beyond the failure boundary are overcrowded 
hospitals, classes that are too full, excessive lead times on raw materials, 
or endless queues at airports. These states block success in safety, quality, 
reliability, maintenance, cybersecurity and compliance.

We normalise errors and trade-offs
The more stably a system seems to perform, the less attention we pay. 
Management and employees reduce monitoring. It appears to be going fine. 
We cut corners out of complacency. Because of this reduced attention we do 
not always see when we drift. We normalise errors and trade-offs. Cutting 
corners silently becomes the norm.

We operate beyond the failure boundary because:
•	 Management wants employees to work as efficiently as 

possible with as few resources as possible.
•	 Employees want to achieve the minimally necessary result 

with as little effort as possible.

We keep SNAFU going
We also overestimate what we can handle. We think safety margins are larger 
than they are and that the acceptance boundary is further away. We 
overestimate the capacity of our management systems to steer quickly 
during crises. Emergency and business continuity plans almost always 
prove incomplete or inadequate when we need them. As Mike Tyson said, 
“Everybody has a plan until they get punched in the face.”

When things go wrong, we improvise and chase the facts. Afterwards we often 
conclude that, given the circumstances, we still did very well. Management 
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beats its chest and we fall back into old habits. On to the next calamity. In this 
way we keep SNAFU alive and our resilience stagnant.

A necessary shift in mindset
In recent decades our focus has been on reliability, stability and control, pursued 
through rules and procedures, training, standardisation and certification. 
Central tools have been risk analyses, statistics, reporting and investigations 
of complaints and incidents.

Developments and disruptions such as geopolitical power shifts and military 
conflicts, the covid-19 pandemic, societal debates about privacy, inclusion, 
climate change and sustainability, technological change, digitalisation, robotics, 
artificial intelligence, and resulting ongoing economic uncertainty reveal the 
limits of this control mindset. We need a paradigm shift toward resilience and 
dynamic capabilities: anticipating, adapting, monitoring and learning. We 
must learn not only to bounce back but to bounce forward.

In recent years we have mainly focused on why things go wrong. 
To be more resilient we must shift our focus to understanding 
why so many things go right.

Bouncing forward starts with understanding why things usually do not 
go wrong
We can all list weaknesses and uncertainties in our organisations. We know 
where operations are brittle. The intriguing question is: why does it not go 
wrong more often? Why do we not cross the red line more frequently? 
Why are there relatively few incidents despite messy procedures and critical 
assessments that say the system does not work?

The answer is simple and uncomfortable: we are resilient. we are resilient – not 
the paperwork in our fairy-tale management systems, but we, the employees. 
Everyday adjustments, trade-offs, willingness and creativity keep the system 
inside the boundaries.
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However, as Wears and colleagues (2013) note, our ability to adapt is limited. 
We do not have infinite energy or appetite to keep plugging gaps. If we stop 
doing that, or can no longer do it, the system becomes brittle. If we do not shift 
our mindset and management systems, we threaten our own continuity.

The answers to the question “why does it not go wrong more often?” should 
be the basis for how our management system is built. They explain why 
operations are robust, safe and resilient. For years, we have focused mainly on 
why things go wrong. To be safe and successful we must also understand why 
so many things go right and what ‘good’ looks like. 

The real question is: why does it not go wrong? The answers 
show where our resilience lies.

More active monitoring of resilience is necessary
My conviction, in line with David Woods (2011), is that we should make resilience 
as tangible as possible. Woods describes four core abilities that resilient 
organisations and systems must have:
o	 They notice in time that they are sliding toward the failure boundary, by 

capturing early warnings and weak signals so they can rebound.
o	 They notice in time that they are depleting margins, reserves and buffers 

and therefore their ability to absorb unexpected events.
o	 They notice in time when priorities are shifting, when trade-offs and 

conflicting goals appear, and they act on this early.
o	 They notice in time when they must look differently, operate differently 

and adapt, and they learn and embed these adaptations.
These aspects can be monitored and steered proactively.

A bad system will beat a good person every time
No matter how perfectly a system looks on paper, work is done by fallible 
people who must cope with VUCA conditions. The key to a good system is 
understanding why it is logical for people to do what they do at the moment 
they do it, why that is usually successful and why sometimes it is not. From 
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that understanding, management must provide the conditions and resources 
that people need to be even more successful.

Patterns in circumstances and behaviour are knowable. The better we understand 
those patterns, the better we can sharpen our system and the more resilient 
we become.
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	 4	� The Power of 
uncertainty

What if uncertainty is not the problem, but the path forward 
to more resilience?

Uncertainty is the path forward to greater resilience
In the prologue, I invited you to take the red pill and break the illusion of 
certainty (Suggestion 1). This chapter continues that journey. Embracing 
uncertainty is not a vague ideal but a practical necessity, for organisations 
and for ourselves in the current age. What happens when we stop trying to 
eliminate uncertainty and start working with it? What if uncertainty is not 
the problem, but the path toward resilience?

Our need for certainty drives fragility 
In uncertain times, we chase clarity. Any certainty seems better than none. 
That hunger makes us vulnerable to manipulation, to kayfabe, to optic 
compliance and to the false assurance of demonstrated safety. Uncertainty 
itself is not dangerous; our need for certainty is. Our brains are tuned for 
survival, not for truth.

When we equate uncertainty with threat, we trade imagination for optimisation, 
exploration for execution and curiosity for control. We swap freedom for 
conformity and mastery for metrics. The result is not stability but brittleness.

Most of us do not fear uncertainty itself. We fear what it might reveal: that we 
are not fully prepared, that we lack control, that others might see us fail. So we 



79

create plans, processes and predictions to mask these fears. We build cultures that 
are allergic to the unknown and confuse ‘being on track’ with being alive. Yet 
breakthroughs, relationships and insights are born from the unpredictable.

By pathologising uncertainty, we lose human strengths such as curiosity, 
creativity and freedom. We trade questions for frameworks and checklists, and 
instincts for the opinions of experts. We outsource our thinking.

Embracing uncertainty is not about letting go of control.  
It is about knowing when certainty helps us grow, and when 
it limits us. It is about embracing a wiser form of control.

Stay in the Question
Organisations dislike lingering in uncertainty. They prefer clear answers 
and predictability. At the same time, much of our thinking is shaped by 
confirmation bias: we notice what supports our beliefs and overlook what does 
not. The problem is not only what we do not know, but what we do not know 
that we do not know. Once we think we know, we stop asking. The answer 
becomes the enemy of the question.

The remedy is to stay with the question. The power of a good question lies in 
acknowledging that you do not yet know the answer. Not knowing is more 
interesting than knowing. Knowing pushes us to seek confirmation. Not 
knowing creates curiosity and freedom. In times of change, success rarely 
comes from doing more of the same, but from exploring new paths.

How not knowing can be exactly the right place to be
Former world champion and Olympic gold medallist Chris Boardman explains 
nicely why I don’t know may be exactly the sweet spot you are looking for. In 
an individual time trial you constantly ask yourself, “Can I hold this pace?” If 
the answer is yes, you are riding too slowly. If the answer is no, you are going 
too fast. “I don’t know” is exactly the sweet spot you are looking for.
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Decisions should not be based only on what we know—but 
also on what we don’t know.

How to embrace uncertainty?
To thrive in uncertainty, we need a foundation of trust. As Shackle (1969) 
noted, we all have curiosities and intuitions that never quite leave us. They are 
not flaws but signals. We cannot always explain them, yet we cannot fully 
ignore them either. When we follow these signals, uncertainty can become 
creative. Confusion becomes curiosity, and fear becomes fuel for growth.

The mindset shift we need is from control to curiosity, from judgement to 
awareness, from fixing to listening, from giving answers to asking questions, 
from imposing orders and results to enabling growth. This growth mindset 
sits at the core of organisational resilience. Many suggestions in Parts 2 and 3 
of this book support this shift.

“I would rather have questions that can’t be answered than 
answers that can’t be questioned.”		
		  Richard P. Feynman

Not understanding is not solving
If we do not truly understand a problem, we will not arrive at a good solution. 
Organisations are solution-oriented and rightly aim for certainty. The trap is 
to reach conclusions too quickly. A solution is not automatically the right 
solution. Once we decide, we often stop listening and exploring alternatives. 
Conclusions block learning. We need to keep asking, keep listening and keep 
learning so we can keep adapting.

What does uncertainty look like in daily practice?
Uncertainty often appears as differing views and opinions. We disagree, choose 
differently and do things our own way. Wherever there is real discussion, 
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there is uncertainty. If everything were certain, there would be no debate.

Break the consensus
Recognise that everyone makes different, personal choices every day. Allow 
uncertainty. Actively welcome conflicting opinions, views and information. 
Challenge and break consensus instead of always seeking it. Take the red pill. 
Break kayfabe.

Consensus should not be the default. Uncertainty creates space to continually 
evaluate risks and alternatives. Deviations and different perspectives generate 
more options and better choices. Decisions become more deliberate and better 
aligned with the real situation. This calls for openness, room for negotiation 
and space for discussion.

Uncertainty creates the space and capacity to continually evaluate 
risks and alternatives.

More uncertainty is the route to trust
Mark Manson writes in The Subtle Art of Not Giving a F*ck (2016): uncertainty 
is the basis of all progress. The person who believes they know everything 
learns nothing. You cannot learn something without first not knowing it. 
Admitting you do not know creates opportunities to learn.

The only way to solve persistent problems is to admit that what you have tried 
so far does not work. Einstein’s famous definition of insanity captures this: 
doing the same thing and expecting a different result. It feels logical that 
more certainty leads to more safety, quality or consistency. Does it? Research 
suggests otherwise. Gudela Grote (2015) shows that more uncertainty can 
increase safety. That may sound counter-intuitive, but uncertainty is the 
route to trust. Keep doubting, keep asking. As Timothy Caulfield (2023) writes: 
“Doubt is not a weakness. It is a sign of intellectual integrity.”
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Finding balance
Recognising uncertainty, and sometimes even increasing it, leads to behavioural 
adaptation. Within clear boundaries we must balance stability and predictability 
with flexibility in how work is done. At the same time, we must balance 
centralised control with accountability and guided adaptability for employees. 
Grote highlights two pillars for this balance.
1.	 Rules and procedures 

The most suitable rules are not always the most restrictive. Flexible 
rules and principles – freedom in a frame – support adaptive action. They 
initially create a degree of uncertainty for decision makers rather than 
certainty, but that uncertainty is exactly what enables adaptation.

2.	 A culture of voice 
Employees must be able to express doubts and concerns about a chosen 
method. Their uncertainty must be taken seriously and explicitly included 
in decision-making. This is central to Myrna Lewis’s Deep Democracy (2023), 
which focuses on belonging and being heard. People feel safe and free to 
speak up.

In Grote’s theory, two tensions require careful balance: stability versus flexibility, 
and control versus accountability.

Stability versus flexibility
Automation allows us to build stability while limiting flexibility. An aircraft is 
very stable and highly reliable, but not flexible. An emergency department in a 
hospital is extremely flexible but far less predictable.

From the inverted-pyramid perspective:
o	 People are highly flexible but also unreliable, inconsistent and unpredictable. 

We have good days and bad days.
o	 Machines and automation are very stable and reliable but inflexible. They 

seldom have a bad day, but they also do not adapt spontaneously. Machine 
learning and Artificial Intelligence are changing this rapidly.

o	 Procedures and plans are rigid and inflexible, and they do not perform work 
at all.

Some organisations try to increase reliability by tightening controls and 
procedures, so employees behave more like machines. That is a suboptimal use 



83

of human capability. The more we try to make people predictable, the less we 
use them to handle unpredictable situations – exactly where they add value.

A better approach is to design socio-technical systems in which human and 
machine each do what they are best at. The details are beyond the scope of 
this book, but the principle matters. 

The more we try to make employees predictable, the less we 
use their capabilities to handle unpredictable situations well.

Control versus accountability
Responsibility and decision-making authority should sit as low in the 
organisation as possible. That message has already appeared in earlier chapters 
and is reinforced by Grote’s research. Watch out, however, for conflicting goals 
and tasks.

Consider the safety manager who is held responsible for the entire organisation’s 
safety culture or performance. If an employee is injured, if a machine fails 
unexpectedly, or if two colleagues burn out because of workload, is that ‘the fault’ 
of the safety manager? Clearly not.

Yet employees are often held accountable for results they can barely influence. 
That is unfair and counterproductive. Hold people responsible only for processes 
and outcomes they can meaningfully influence.

A common pattern is that management says employees have freedom and 
flexibility while still holding them accountable for outcomes they cannot fully 
control. Employees respond by playing it safe. They cling to old procedures so 
they can later say they “followed the rules”. Nothing changes. This is typical in 
organisations focused only on eliminating uncertainty. Employees technically 
‘have a voice’, but in practice they do not.
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A first practical step is to adjust procedures and working agreements. We 
need to build more uncertainty into them. Too much emphasis on stability 
and control undermines safety and effectiveness. We need flexibility and 
accountability in our procedures. That is guided adaptability.

Designing flexible rules
How do you design flexible rules? Start by giving operational employees a real 
role in creating them instead of having everything specified from above. It helps 
to distinguish three types of rules:
1.	 Action-driven rules 

Very specific prescriptions such as “You must always wear a helmet here.” 
They are static and easy to audit but often not followed consistently.

2.	 Process-driven rules 
Rules that prescribe a process rather than a single action, for example “You 
must obtain a work permit before you start work.” The procedure guides 
you through the steps to an effective permit but does not prescribe what the 
permit must contain.

3.	 Goal-driven rules 
Rules that describe the objective, for instance “Control the risks of this job as 
low as reasonably practicable (ALARP⁷).” Employees choose the methods, 
tools and resources to achieve that goal.

Briefing, training, awareness, supervision and coaching are essential. Employees 
do not automatically know the boundaries. Guided adaptability is what makes 
flexible rules work.

The SRK model – matching rules to experience
The SRK model of Rasmussen (1983) offers another useful lens. SRK stands for 
Skill-based, Rule-based, and Knowledge-based behaviour.

Skill-based rules rely on expertise and craftsmanship. They give few technical 
details and focus on boundaries, authority and key decision points.

Rule-based rules and procedures are driven by strict requirements, such as legal 
or contractual obligations.
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Knowledge-based rules assume deeper insight and focus more on the what than 
the how. They fit best in uncertain environments where craftsmanship and 
judgement are crucial.

Rasmussen’s key insight is simple: the type of procedure must match employees’ 
knowledge and experience. The highest risk arises when inexperienced people 
are expected to work in a knowledge-based way with lots of freedom but little 
frame of reference. The lowest risk occurs when experienced people work 
largely skill-based within clear boundaries.

Guided adaptability therefore means:
o	 For inexperienced employees, emphasise on-the-job training, examples, 

coaching and reflection.
o	 For moderately experienced employees, use checklists, procedures, cross-checks 

and inspections.
o	 For very experienced employees, support routine work with automation, alerts, 

sensors and trend analysis.

Being aware of these dynamics helps you design rules that support, rather than 
undermine, uncertainty and adaptation.
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Distrust leads to alertness
A vivid example is the Laweiplein in Drachten, the Netherlands. This busy 
junction had many accidents. It was rebuilt as a shared-space roundabout⁸. 
Traffic lights, most markings and many signs were removed. Drivers, cyclists 
and pedestrians now have few explicit cues. They must look around, negotiate, 
anticipate and continually adjust. Everyone is more alert. Eye contact and 
micro-coordination increase, and accidents have decreased. This is emergent 
behaviour in a complex system.

We see similar behaviour in crowded shopping streets or station concourses. 
We constantly weave around each other with minimal collisions. Less 
prescription, more attention.

Self-interest undermines trust
You may appear reliable and engaged, but if there is a hidden agenda or others 
sense competing interests, trust erodes quickly. A surprisingly effective way 
to build trust is to be open about what you do not know. Honest uncertainty 
builds more trust than carefully hiding doubt.

As an old saying warns: “If we don’t look honestly in the mirror, 
we end up like the Queen in Snow White.”

From uncertainty to guided adaptability
Grote (2020) emphasises that speaking up is essential. Trust, confidence and 
fairness are key for moving toward guided adaptability. Amy Edmondson 
(2019) writes about a culture of voice; Sidney Dekker (2016, 2023) about a 
(restorative) just culture. The labels differ, but the core is shared.

Confidence is the trust we have in the performance of others, for example 
confidence in a colleague to carry out a particular task. Trust concerns the 
belief we have in others; you do not need evidence or answers to believe in 
another person. When you let your child go on an outing with someone, that 
decision is based on trust and not on confidence. 
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Trust is the basis of every good relationship. Fairness is treating one another 
with respect, honesty and integrity. When we trust one another, have confidence 
in each other’s skills, and deal with one another honestly, we can build guided 
adaptability.

Important questions for leaders include: How do employees know they are 
making the right choices? How are they supported? How do we create 
a culture of voice and psychological safety? Position and status matter: 
employees lower in the hierarchy find it harder to speak up. Many are afraid 
of damaging relationships or careers. Speaking up creates stress.

Whistleblower schemes exist because raising concerns is risky in many 
organisations. Too often, whistleblowers pay a high personal price. Where fear is 
high, the step from centralised control to guided adaptability is hardest. A slogan 
like “my door is always open” does not fix this. Fear must be addressed explicitly.

When we trust one another, have confidence in each other’s 
skills, and deal honestly with one another, we can build guided 
adaptability.

From SNAFU to Snuf
Trust is easier to lose than to gain. It arrives on foot and leaves on horseback. 
Reciprocity is built into trust: what you give is what you tend to get back. Jos 
Burgers (2013) calls this the Law of Snuf. Snuf, your dog, is always cheerful, 
loyal, patient, non-judgemental and protective, and warns you of danger. Snuf 
is a model of how we could behave. Snuf stands for trust. We must move from 
SNAFU to Snuf, from distrust to trust.

Edgar Schein (2016) stresses that openness, humility and curiosity are key. 
Genuine interest comes first. Ask questions to which you do not yet know 
the answer. A modest posture is the first step in building good relationships. 
Pacelle van Goethem (2020) captures it in “Power to the kind people”. Curiosity 
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softens uncertainty and discomfort. Staying with the dog metaphor, senator J. 
W. Stephens said it well: “Be the person your dog thinks you are.”

Curiosity counters uncertainty and discomfort

Balancing functional trust and functional distrust
Recent research (Abiodun, 2024) in the oil and gas industry supports this idea 
of trust and distrust as opposite ends of one continuum. Technicians ranked 
care as the main driver of trust, while honesty was the key factor in distrust 
when people felt misled or kept in the dark. 

The same qualities therefore shape both trust and distrust, which means that 
by investing in everyday acts of care, honesty and visible concern we move along 
one scale, away from suspicion and towards the kind of trust that allows people 
to speak up, adapt and deal with uncertainty together.

So, we must consciously balance trust and distrust. Safety is often described as 
the management of uncertainty. Stacy Conchie (2008) argues that this balance 
must be managed deliberately. Sometimes you reduce uncertainty; sometimes 
you increase it.

Too much trust can end badly, as shown in the Challenger and Boeing 737 
Max disasters. A measure of distrust can be healthy, as at Laweiplein. Both 
trust and distrust can be functional; both can be dysfunctional. Too much 
trust leads to a lack of responsibility and to errors. Too much distrust creates 
a toxic culture, psychological unsafety and distraction from the Purpose.
A good balance improves communication, control and verification. Built-in 
checks keep everyone sharp. Taking no risks gets you nowhere. Remco Claassen 
puts it bluntly: “If you have never been cheated, you have had too much distrust.”

An organisation should therefore aim for functional trust and functional distrust, 
and embed both in operations and management systems. Trust where you 
can. Distrust where you must. Functional distrust includes the four-eyes 
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principle, quality inspections, scaffold checks and checks on how a load is 
slung to a hook.

Balancing trust means trusting where possible and exercising 
distrust where necessary.

It is the difference between thinking something has been done and knowing 
it has. It is the difference between assuming and assuring. ‘Assumption is the 
mother of all fuckups.’ From uncertainty we deliberately search for what creates 
enough certainty to succeed. Functional distrust, grounded in uncertainty, is 
the basis of good working agreements – and of resilient performance. 
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	 5	� The urgency to connect 
the dots now

We shall urgently act ourselves into planning, rather than 
planning ourselves into acting..

Note: this chapter is more intuition-driven than research-driven. It reflects 
recent experiences and concerns about what lies ahead.

The speed of change exceeds our human capabilities
In the prologue and the previous chapter we argued for taking the red pill and 
embracing uncertainty. There is now an extra reason to do so: the speed of change.
	
The picture, inspired by Thomas 
Friedman (2017⁹), shows technology 
accelerating exponentially, while 
human capability increases only 
gradually. The gap is widening. 
If we keep learning, deciding and 
leading at yesterday’s pace, we 
will fall behind. To stay resilient, 
we must accelerate how we learn, 
connect and adapt, not just how 
fast we roll out new tech. Our current systems no longer keep up.

To explore this urgency, I borrow three metaphors from Nassim Nicholas Taleb’s 
Antifragile (2013): Damocles, the Phoenix and the Hydra.
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From Damocles to Hydra: Why imagination beats compliance

The sword of Damocles – fragile
In today’s compliance culture we run Plan–Do–Check–Act cycles through 
templates, models and reports. We tick boxes for boards, customers, auditors 
and inspectors. The world shifts; we keep filling in the crossword. Deadlines 
loom, stress rises, we scrape over the line and breathe out.

In a weak system, PDCA quietly mutates into: Plan–Do–Criticise–Abort, 
Plan–Delay–Cancel–Apologise, Plan–Debate–Complicate–Abandon. You may 
recognise one or more of these. 

None of them builds resilience. PDCA – or better, PDSA as explained in chapter 2 – 
does not magically make us adaptive. For many safety managers the management 
system feels like the sword of Damocles: always overhead, ready to fall.

The Phoenix – robust
In a VUCA world, unplanned events arrive without invitation. Sometimes we 
have a big SNAFU. Emergency response and business continuity work; we get 
the plant running again, customers are informed, we rebuild. We rise from the 
ashes like a Phoenix and feel proud.

But this is robustness, not resilience. Phoenix moments are episodic recoveries 
from failure. Resilience, as described in chapter 1, is the daily, proactive capacity 
to see trouble coming, bend without breaking and adapt before we crash.

The Hydra – antifragile
Today, change moves faster than unaided human adaptability. Artificial 
Intelligence, automation and geopolitical turbulence keep adding new “heads” 
as soon as we cut one off. In Greek myth, the Hydra grows two heads when 
one is cut off; Taleb uses it to symbolise antifragility – systems that benefit 
from shocks and volatility, becoming better instead of merely surviving. We 
are living in Hydra times. This rising uncertainty does not only threaten 
organisations; it unsettles people, because it means that every job will change 
– often more than once – during a single career.
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A Hydra posture for organisations means turning errors and variability into 
learning loops that make the entire system smarter and more agile. That is 
very close to this book’s view of resilience. Wicked problems will not yield to 
yesterday’s methods. AI will probably remove about 10% of jobs and change 
nearly 100% of them, yet we keep feeding old systems with work that does not 
prepare us for tomorrow.

The 70-30-0 rule
A typical day looks like this. Roughly 70% of our effort goes to compulsory 
administration, reporting and filing, to prove on paper that we are virtuous. 
30% goes to firefighting, and sometimes one hundred percent when a crisis 
strikes. Almost 0% of our time is spent on the world beyond tomorrow or on 
what our work should become.

From crosswords to connect-the-dots
Life under uncertainty is less like solving a crossword and more like a connect-
the-dots puzzle. We sense that system satisfaction and firefighting are not the 
route forward. We see bright spots and anchors, but the overall picture is still 
emerging. We are no longer fully at A and not yet at B. We are in a liminal in-
between space.

In that liminal space we often over-plan and under-act. Peter Hinssen (2025) 
summarises the needed shift: “We shall act ourselves into a new way of thinking, 
rather than think ourselves into a new way of acting.” In a Hydra world, we 
move from plan → act to act → plan: small, safe-to-try experiments that shape 
the next step.

From collecting to connecting
One of our biggest bottlenecks is our obsession with data collection. We assume 
that if we just gather enough information, the answer will appear. Data eclipses 
people.

We pour energy into gathering numbers and neglect the humans who must 
interpret them and decide what to do. Digital change races ahead while the 
human scale falls behind. Well-being and social reality receive too little attention.

Chapter 5 The urgency to connect the dots now
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Data is raw material. What we need is actionable knowledge. That emerges only 
when people connect across roles and disciplines, interpret and challenge 
information together, share insights, doubts and stories, and decide collectively 
what to try next. Less collecting. More connecting.

Decisions should not be based only on what we know—but also 
on what we don’t know.

A Jester mindset
Here, the corporate jester mindset becomes useful. The jester does not own 
the truth; they protect curiosity, highlight contradictions and make it safer to 
question the script.

Imagination is a key Jester strength. George Shackle (1969) argued that 
imagination, not statistics alone, helps us navigate uncertainty. Einstein agreed: 
“Imagination is more important than knowledge.” 

Knowledge is about what is. Imagination is about what could be. Without trust 
there is no shared truth; without shared truth there is no progress. Motion is 
created by emotion. Energy to move comes from meaning, not from metrics 
alone. Our job is not to control uncertainty, but to generate from it.

In the current age imagination is more important than knowledge. 
Because knowledge is about what is. Imagination is about what 
could be.

Wonder and imagination as human advantages
Wonder is not ignorance. It is awake attention. It is how children learn, how 
Einstein imagined relativity, and how resilient organisations find options when 



systems fail. Imagination, the ability to picture things that do not yet exist, 
allows us to empathise with other perspectives, design new solutions and 
collaborations, invent better processes and tools, and see paths that today’s 
system does not yet support.

Imagination is a solution tool
To cultivate wonder and imagination we must shift from progress as throughput 
to progress as breakthrough. In our roles this means moving from implementer 
to inventor, from puzzle-solver with fixed answers to explorer with better 
questions, from collecting data to connecting people.

Practical steps include asking more What-if and Why questions without rushing 
to answers, daydreaming with purpose to build ideas, reading widely across 
genres and disciplines, spending time in nature and in solitude that invites 
reflection, and writing, sketching, or building without a predefined goal, 
creating for the joy of it. It is not the answers that give meaning; it is the 
questions. When we hold better questions, good answers follow.

It’s not the answers that give meaning. It’s the questions!

Knowing the name is not knowing the thing
Richard Feynman (1989) pointed out that much of education is learning labels. 
We memorise definitions to pass exams without really understanding how 
things work. People become fluent in jargon and sound like experts, but get 
stuck when they need to explain something simply to an eight-year-old.

The difference between memorising and understanding
Real understanding begins with admitting what we do not know and being 
willing to look ‘stupid’ for a moment. Not knowing is a stronger position 
because it opens the door to curiosity: checking what is really happening 
instead of blindly accepting what we have been told.

Chapter 5 The urgency to connect the dots now
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Feynman’s deeper point: thinking is a habit, not a talent. You do not need to 
be a genius to grasp complex issues. You need the discipline to look closely, 
keep asking, and stay with a question longer than is comfortable.

Knowing the name of something is not the same as knowing 
something.

What to change today?
So, what does all this mean in practice?
o	 Replace big-bang plans with short, safe-to-try experiments. Then plan the 

next step based on what you learned.
o	 Turn review meetings into sensemaking sessions. Connect data to human 

judgement and context instead of only checking whether boxes are ticked.
o	 Reward questions, not just answers. Make What have we learned? a standing 

agenda item.
o	 Protect liminal time. Block time for thinking, connecting and reflecting; this 

is productive, not a luxury.
o	 Build guided adaptability. Use clear principles and flexible boundaries, and 

extend trust so people can exercise responsible freedom.

Many suggestions in Parts 2 and 3 of this book turn these points into concrete 
practices.

Wrap-up
The sword of Damocles disciplines through fear. The Phoenix flatters us 
after crises. The Hydra, however, forces us to become something different. 
Resilience grows when we choose connection over collection and imagination 
over compliance, and when we use uncertainty as fuel instead of treating it as 
a fault. In a Hydra world, we will not think ourselves into new action. We will 
act ourselves into new ways of thinking.
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	 6	� How do we apply 
guided adaptability?

Guided adaptability is the practice of developing employees’ 
ability to detect changes in context and risk, and supporting 
them in taking the right actions to prevent things going wrong 
and to ensure that objectives are achieved.

Guided adaptability is one of the core practices of organisational resilience. 
It is how we build resilience into everyday operations. This chapter outlines 
a number of recurring roles and areas of work, based on research by Provan, 
Dekker, Woods and Rae (2020), Bertoni et al. (2021), and Nemeth and Herrera 
(2015). They align with the authors’ views and with the suggestions in this 
book, but they are not exhaustive. Use them as a starting point to tailor to 
your own organisation.

In many organisations, the quality or safety manager will naturally take the lead, 
but guided adaptability is not the job of one function. Every manager – and 
certainly every leader – shares this responsibility. Although health and safety 
is the main storyline in this book, guided adaptability is just as relevant 
for environment, cyber security, quality, food safety and corporate social 
responsibility.

1. Bridge the gap between work as imagined and work as done
A first task is to keep the gap between work as imagined and work as done as 
small as possible, and to know how close work as done comes to the failure 
boundary. That starts with understanding work as done: seeing how work is 
actually carried out in real conditions.
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From there, risk analyses, procedures and other controls can be checked for 
realism: are they current, understood, workable and owned? This is a highly 
operational role, with daily presence in the field and frequent contact with 
workers. The Purpose, uncertainties and risk management from the worker’s 
point of view come first.

Key questions include:
o	 Where are our boundaries for economic failure and unacceptable workload 

and where is the failure boundary?
o	 Where are we now in relation to the failure boundary and the margin 

boundary?
o	 What must always go right to meet an acceptable standard?
o	 What must at least go right to avoid failure?
o	 What must absolutely not go wrong?
The focus is therefore on the blue line (work as done) relative to the red line (failure 
boundary), and less on the black line (work as imagined) versus the blue line.

2. Support practical methods and guard the balance between workability 
and requirements
A second task is to help the organisation balance external and internal 
requirements with the workability of the chosen method. Work should be 
safe, but also pleasant, effective, healthy and efficient. Three lenses help:
1.	 Cohesive – Is the method acceptable for the Purpose and for legal, 

contractual or other standards? Do we know what these require?
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2.	 Normative – Is the actual way of working a ‘good’ way of working? Is it 
a sensible practice, the right thing to do? Do we know what ‘good’ and 
‘success’ look like?

3.	 Cognitive – Can we explain it? Do we really understand it well enough to 
stand behind it with conviction? Conviction is crucial to advise well and to 
build support.

If any answer is no, we keep asking, testing and verifying. We start on the shop 
floor, learn how work really gets done, and know the rules of the game and the 
Purpose. From here, the link to unfuck your closet and decluttering (chapter 19) 
is direct: we disentangle activities and prescriptions that add no value to the 
safety of work, making operations more workable.

3. Initiate proactive actions to eliminate conflicting goals
Guided adaptability means surfacing and resolving trade-offs. A key role is 
to help balance conflicting goals such as production, cost control and safety. 
This means coaching employees and management to name bottlenecks and 
tensions early, and then translating them into concrete actions.

Ideally, solutions are generated by those who do the work; the safety manager 
then monitors and safeguards them. It is not about pushing ‘the safety 
department’s solution’, but about supporting agreements the organisation has 
chosen itself, which greatly increases ownership.

Legal and moral arguments matter, but they are not the only story. We 
continuously balance the organisational value of the Purpose with the economic 
side: cost–benefit, safety work versus office work, and time spent with 
employees. That balance must lead to a real improvement in the safety of work, 
not just better paperwork.

4. Facilitate information flow, alignment and expectations
Information is the currency of safety and success. Another role is to keep 
information flowing in all directions and across all layers. The task is to 
make sure the right people know the right things at the right time, and that 
communication between management and the shop floor is genuinely two-way.

Chapter 6 How do we apply guided adaptability?
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This includes connecting departments that normally work in silos and guarding 
open, honest lines between safety manager, management and the frontline. Poor 
communication is always part of SNAFU.

Core values here are candour and integrity: do not manipulate numbers or 
analyses, safeguard ethics and fair conduct, and guard the balance between 
functional trust and functional distrust. No kayfabe. Doing this consistently 
increases value and resilience.

5. Signal, monitor and address scenarios and potential future risks
From all these activities a broad picture emerges of internal and external 
developments: strategy, market, legislation, technology, management ambitions 
and the experience within the organisation. A fifth role is to act as an antenna 
and translate those developments into future controls.

The key words are signal, monitor and address. This role provides management 
with the insight it needs to keep safety and resilience in view and to prevent 
future trouble, not only to react when things have already gone wrong.

6. Advise and act as sparring partner
Guided adaptability requires constant dialogue about trade-offs and alternatives. 
A sixth task is to ask questions about clarity, conflicting goals and resources, 
and to make bottlenecks and concerns open for discussion.

Part of this is safeguarding the authority to pause or stop work when it is 
(perceived as) unsafe, when there is suspected danger or simply not enough 
conviction to continue. The safety manager offers a platform for such pauses 
and helps clarify what is needed to proceed safely.

This means talking with both the shop floor and management, listening to 
understand rather than to reply, and acting as intermediary, diplomat and 
sparring partner. The aim is a more risk-competent organisation in which 
people dare to raise concerns early.
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7. Safeguard and guide learning processes
Finally, guided adaptability rests on learning. Someone must safeguard routines 
for evaluation, reflection, closing actions and checking whether measures are 
effective. This is where Active Learning and Learning Teams come in.

Five characteristics matter:
o	 We learn more by doing than by listening.
o	 We emphasise skills development rather than information transfer.
o	 We invest time in analysing, presentating, reflecting and evaluating learning 

goals and outcomes.
o	 We learn by participating in operational activities such as planning, organising 

and writing.
o	 We learn by challenging our own interests, values and assumptions during 

the learning process.
Done well, this strengthens resilience and improves what many call ‘safety 
culture’. Chapters 21 and 25 explore learning in more depth. 

Does the safety manager’s role in your organisation exist because 
things go wrong, or to ensure that things go right?

Shaping guided adaptability – and what comes next
The central question is: what is the gap between how things work today and how 
you want them to work? The more visual and concrete you make that gap, the 
clearer your route becomes. What will you do differently? What is the impact on 
the organisation? How will you shape change and build buy-in? In all of this, the 
spearhead of guided adaptability is the employee and their craftsmanship.

Craftsmanship is not the absence of mistakes; it is the ability to 
recognise and rectify them. Guided adaptability facilitates and 
strengthens this ability.

Chapter 6 How do we apply guided adaptability?



At the end of Part 1, we stand at a fork in the road. In broad terms there are 
two paths:

1.	 We continue to optimise the familiar compliance-and-control approach, 
polishing checklists, procedures and audits inside the old frame.

2.	 Or we deliberately choose a different route, putting resilience and guided 
adaptability at the centre and shaping our systems around the Purpose.

Decisive for the choice you make is whether you believe that 
mistakes by employees are the result of weaknesses in your system.

Parts 2 and 3 are about this second path. The suggestions in the chapters that 
follow elaborate on guided adaptability and invite you to build more trust and 
craftsmanship into everyday work, and to make that choice visible in practice. Part 
2 focuses mainly on reducing compliance and control that undermine resilience; 
Part 3 emphasises activities that build trust, autonomy and craftsmanship.

All suggestions in this book aim to strengthen one thing: our capacity to perform 
reliably under uncertainty while keeping our people healthy. That is the concrete 
result of organisational resilience.
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	 7	� Bridging the law’s 
purpose and our 
practice

Compliance is not about intentions. It is about performance.	

Misunderstandings about the role of government
I often see confusion about how government shapes the way we work. Many 
people assume that almost everything in the management system is ‘required 
by law’, ‘required by ISO’ or ‘required by the regulator’.

That is rarely true. Deloitte (2014) showed that in some organisations up to 
90% of all rules are created internally. They are interpretations and additions, 
not direct legal or normative requirements. We have mostly done this to ourselves.

What role does government play in assuring compliance?
A regulator cannot create safety. Only organisations can. Authorities do not 
have the detailed knowledge, capacity or access to workplaces to take that role. 
They therefore place responsibility with organisations. One way they do this 
is by deregulating and shifting from prescriptive rules to goal-based rules.

Laws and standards increasingly describe what outcomes must be achieved, 
not how. These goal-based rules are functional and performance-oriented. In 
theory they give organisations more freedom to design efficient and tailored 
systems that still meet the underlying purpose of the law.
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It is then up to us to convince authorities, auditors, customers or parent 
companies that we meet those obligations. We must show that our systems 
are sound and that they actually work. This brings us back to the two core 
questions from chapter 3:
1.	 Do we have proper systems?
2.	 Do we know that they are implemented effectively?

Performance over intentions
Regulators look for successful, safe operations. They search for evidence of 
positive capacity, not merely deviations. The focus is on output, not on input.

It is not enough to show that a procedure exists. We must prove that the 
obligation is fulfilled in practice. Results count more than paperwork. Goal-based 
rules therefore lead to goal-oriented assessment and a stronger focus on Purpose.

Prescriptive rules are very specific and clear. Goal-based rules are often 
vaguer. They point to the direction, not to the exact route. That can feel 
uncomfortable, but it also offers room for resilience.

The requirement is that we do it. We have freedom in how we 
do it.

Reasonableness and effectiveness
Most legal frameworks come down to three core questions.
o	 Have we identified hazards, risks and risk-reducing measures?
o	 Do these measures reduce risk to as low as reasonably practicable (ALARP)?
o	 Are employees properly instructed, and do they understand the Purpose? 

As low as reasonably practicable (ALARP)
Authorities expect organisations to do all that is reasonably practicable to create 
good working conditions. That requires balancing insight into hazards with 
the cost, time, resources, competence, supervision and coaching needed to 
control them.
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The principle accepts that not every incident can be prevented. The law does 
not demand zero accidents. It demands a reasonable trade-off.
	
ALARP is not a formula. It is a 
judgement. Regulators therefore ask 
organisations to show how they 
apply ALARP in practice, not only 
after incidents, but especially when 
things are going well.

The hierarchy of controls illustrates 
which measures are strongest. 
Elimination and substitution are at the top. Administrative controls and 
personal protective equipment are at the bottom. The higher the measure in this 
hierarchy, the more effective it is.

Can we demonstrate that we have done everything that is 
reasonably practicable?

Effective instruction
A generic legal requirement is that employers inform employees effectively about 
their work, the related risks and the measures that prevent or limit those risks.

The emphasis lies on what the organisation actually does so that employees 
understand the Purpose and act accordingly. Training must be tailored and 
practical. People need to apply it at the workplace. Management must monitor 
and evaluate whether measures work.

This does not automatically mean more procedures and checklists. Safe work 
in practice, where employees can explain risks and controls, is often more 
convincing than a folder full of documents. The Purpose of the organisation 
and that of the authority are essentially the same. Yet in daily life many 
organisations experience compliance as a paper chase.

Chapter 7 Bridging the law’s purpose and our practice
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The problem of Compliance Capitalism
Legal texts are often dense. Many people find them boring or intimidating. As a 
result, organisations are unsure what the law really intends and when compliance 
is ‘good enough’. Goal-based rules give room but few concrete answers.

Management wants clarity. The market responds. Industry bodies, consultants 
and certification agencies translate open goals into detailed norms, systems, 
checklists and maturity ladders. We gladly buy these products because they 
feel safe and auditable.
	
The result is paradoxical. 
Since the shift to goal-based 
regulation we have created more 
rules, not fewer. In many sectors 
rule volumes have doubled or 
tripled compared with forty 
years ago. Sidney Dekker (2021) 
calls this Compliance Capitalism. 
We wanted less government and 
more flexibility. We got more 
bureaucracy instead.

Compliance Capitalism directs attention to procedures and forms. It pushes 
the safety of work itself into the background.

Are goal-based rules better than prescriptive rules?
There is no simple yes or no. In more Anglo-Saxon systems such as the United 
States, regulators tend to use more prescriptive rules. Research by Størkersen 
et al. (2020) shows that such regimes often make organisations focus on 
satisfying auditors and inspectors. Continuous improvement receives less 
attention, which can hinder resilience.

Does deregulation solve the problem of too many rules?
Goal-based rules can help, but only if organisations themselves keep the Purpose 
in view. Deregulation alone does not solve the problem of too many rules.



The second core question from chapter 3 therefore becomes crucial: do we know 
that our systems are implemented well, that they work and that they deliver 
meaningful results? Many organisations cannot answer this convincingly. They 
do not test deeply enough whether their compliance efforts still add value.

Compliance registers
Plenty of organisations maintain a compliance register, often via tools or portals. 
External providers keep these updated. Ownership then sits with consultants 
instead of with the organisation. Responsibility is outsourced to a subscription. 
Liability, however, is not. The organisation always remains responsible.

A register may contain an accurate list of laws and regulations. What is often 
missing is the translation to practice. Which requirements apply to which 
activities? Who does what? How do we check that it happens? Which evidence 
shows this?

Without that translation there is no solid statement that we truly meet 
requirements. Nor is there traceability of what was checked, when and by 
whom. Compliance then feels like administrative ballast until something 
serious happens. A major incident then painfully shows how little resilience 
we had.

Nice story. What should we do to increase resilience?

Suggestion 2: �Move from paper compliance to a well-understood, 
successful operation

Choose to live by the spirit of the law rather than only the letter. Align your 
organisation’s mindset with the purpose of laws, standards and contracts: 
safe, healthy and reliable operations. The requirement is that you achieve the 
intended outcome; how you do that is up to you.

Invest time in really understanding your legal and compliance obligations. 
What do they actually ask of you, and why? Be clear about how these obligations 
are translated into daily work: which systems, behaviours and controls make 
you compliant, and what evidence shows that they function effectively?

Chapter 7 Bridging the law’s purpose and our practice

114



Use the two core questions from chapter 3: Do we have proper systems, and 
do we know that they are effectively implemented?

Apply ALARP, the reasonably practicable principle, in earnest. Involve employees 
in the discussion and be able to explain, in plain language, that you have 
done all that is reasonably practicable for a successful operation. When 
you understand your obligations and organise for performance rather than 
paperwork, auditors and inspectors become partners instead of obstacles, and 
compliance starts to strengthen resilience instead of draining it.

Suggestion 3: Make your compliance assurance tangible and convincing
Make key compliance requirements explicit, for example in a compliance 
register. Show how they are embedded in daily operations. Identify which 
systems and activities ensure that we meet legal and contractual obligations.

Document when, by whom, how and on what basis it has been established 
that requirements are or were met. Note the conclusions so that you know 
whether systems are implemented properly, work effectively and deliver the 
intended results.

If the answer is no, take action. Secure those actions and check whether they 
actually improve performance. That is how compliance starts to strengthen 
resilience instead of weakening it.
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	 8	� Getting real value  
from ‘mandatory’  
risk assessments

We rush through risk assessments mechanically, just because 
we must. We do not believe in them.

Why do we do risk assessments?
Organisations perform risk assessments in many different ways. There are 
countless models and methods, often chosen because “they are required”. 
This book does not compare those tools; plenty of literature already does that. 
Here the focus is why risk assessments often fail in practice and how we can 
use them better to build resilience.

Officially we do risk assessments because:
1.	 We want to know the risks.
2.	 We want to prevent accidents.
3.	 We want a sound basis for decisions.

In reality this rarely happens. Risk assessments do not in themselves prevent 
accidents, and decisions are seldom based on them. More often they justify 
decisions we have already taken and show that we have “thought about it”. 
They help us colour inside the lines and demonstrate compliance with legal 
and contractual obligations.

We assess risks because it is required
Take the legally mandated Risk Assessment. In training on the Working 
Conditions Act people quickly jump to the tool. The conversation becomes 
about the format. Yet the purpose of the Act is not “do a Risk Assessment”. 
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The purpose is to safeguard health and safety. As explained in the previous 
chapter, the Act is a framework law and therefore goal-based. Going straight 
to the instrument distracts from the real discussion about risks and measures.

A recent example. An installation company with sixty employees had a legally 
approved risk assessment of 108 pages. I asked workers what their biggest risk 
was. The answer: crawling through narrow passages on ships with heavy gas 
cylinders to connect fire extinguishing systems, with welding and grinding in 
dark confined spaces. None of this appeared in the risk assessment. Nobody 
had gone to the workplace to talk with employees about the job, the risks and 
the method. Workers were not involved.

Lesson one: start by talking and observing. Do not begin with an approved 
template, collecting data and filling in a document. You may still fail to meet 
the law, and you certainly do not assure employee safety.

The deeper problem is lack of faith in risk assessment as a risk management 
tool. Since the 1994 requirement to keep a Risk Assessment up to date, about 
sixty percent of Dutch companies have one (Netherlands Labour Inspectorate, 
20228). Only a small part is truly current and covers all relevant risks. That says 
nothing about the quality of the content or the status of the action plan. These 
often contain many good intentions and few concrete, effective actions.

For my own thesis, inspectors from the Netherlands Labour Inspectorate (202210) 
stated that the mechanism does not work. Organisations do not believe in it; 
they do it only because they must.

The sense and nonsense of TRA and LMRA
Frequently used tools such as Task Risk Assessments (TRA) and Last-Minute 
Risk Assessments (LMRA), and their many variants, have similar problems. 
Their aim is to improve planning and preparation of work, raise awareness of 
risks and controls and support desired behaviour so accidents are avoided.

LMRA cards
In 2010, I analysed LMRA cards on a project at Dublin Airport. Hundreds were 
completed every day. After thirty minutes I stopped reading. I had not found a 
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single card that reported anything other than ‘all is fine’. Was everything really 
fine? If not, what did the cards contribute to safety? 

In many organisations employees must fill in a TRA or LMRA card, but feedback 
loops are missing. People hand them in and never hear anything again. That 
is a waste of time and energy. Managers often believe in these mechanisms. 
Many frontline workers hardly know they exist. If employees do not know or 
use the analysis, it is not helping them. When they work safely it is because 
they are experienced, aware, skilled, caring and alert.

The “they work, but not for me” syndrome
Job Havinga et al. (2022) studied the effectiveness of TRA, LMRA and similar 
tools. They found that many forms are completed long before or well after the 
work. Measures ticked on the form are often not implemented in practice, while 
many measures that workers actually take are not written down. People write 
what they think will look good later, to satisfy audits or avoid blame.

The findings confirm earlier doubts (Kampen et al., 2019). Those furthest 
from the work are most satisfied with TRA and LMRA processes. Frontline 
workers often find them unhelpful for themselves. They see the value “for 
others, but not for me”.

Overall conclusion: LMRA, TRA and related tools do not meaningfully improve 
planning, preparation, awareness or behaviour. The same research shows that 
workers continuously do a great deal to keep each other safe: watching out for 
one another, warning and helping. They do this regardless of whether a TRA 
or LMRA is required.

“But the LMRA saved the worker”
It is often claimed that a worker avoided an accident because of a TRA or LMRA. 
Havinga et al. (2022) show that such a direct causal link cannot be made. The 
successful intervention is more likely due to experience, craftsmanship, 
engagement and alertness. The job went well thanks to measures workers 
took, many of which were not listed on the TRA in advance.

Chapter 8 Getting real value from ‘mandatory’ risk assessments
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HSE plans, TRA and LMRA create a false sense of safety
Frontline workers often see HSE plans, TRAs and LMRAs as administrative 
compliance, not as safety. Forms are sometimes even filled in afterwards. The 
same happens with quality checks. I know organisations where people work 
on Saturdays to complete quality controls and other paperwork for the 
previous week. Reports and ‘visual inspections’ are allegedly performed on 
products that are already with the customer.

We record measures we do not take. We take measures we do 
not record.

This does not contribute to safety or quality, nor to assuring success. On the 
two core questions – do we have adequate systems, and do we know they 
function effectively – the honest answer is no, even if the file looks fine to an 
auditor. That is demonstrated safety.

‘Cover your ass’ processes
The fact that people keep such pseudo-systems alive in their own time is 
worrying. It signals fear and a poorly designed process. If a check is required, 
do it when it is required, during the work itself, and report it immediately. 
That should trigger a sober discussion about the Purpose and a decision to 
change the way we work.  



Nice story. What should we do to increase resilience?

Suggestion 4: Treat risk assessments as living conversations, not paperwork
Do not treat risk assessments, HSE plans, TRAs and LMRAs as the source 
of truth. They are tools to support thinking, not proof that the work is safe. 
What is written on forms is rarely a complete or honest picture of what 
happens in the field.

If you use these instruments, do it seriously and in the moment, not after
wards at a desk. Design work so that risk assessments and checks take place 
when they are needed, close to the task. Supervise this and intervene when 
reality drifts from the Purpose. Guided adaptability is crucial here. Employees 
must feel free to pause, rethink and adjust when conditions change.

Be clear about the Purpose of each tool and support people in using it well. 
Do not rely on TRA or LMRA forms as data sources in incident investigations; 
they do not reliably describe context, awareness or how the event emerged. 
If they have to be completed, always analyse and reflect on their content 
together with workers. Ask what the entries tell you, what you learn and how 
useful they really are for assuring success.

If you decide to keep these tools, build a learning programme around them. 
Involve employees actively, give feedback on what you see, evaluate usefulness 
and be willing to change or stop using instruments that do not add value. 
Apply ALARP in earnest: use risk assessments to decide what is reasonably 
practicable at the time of the work, not just to show that a form exists.

Chapter 8 Getting real value from ‘mandatory’ risk assessments
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	 9	� Developing better KPIs 
for more resilience

“Not everything that can be counted counts. Not everything 
that counts can be counted.” 		
			   - William Bruce Cameron (often misattributed to Einstein)

What is the purpose of KPIs?
A Key Performance Indicator (KPI) is a signal we use to see whether we are 
managing risks, achieving intended results and spotting emerging issues. KPIs 
should help us guard the margin and avoid crossing the failure boundary.

The key word is indicator. KPIs are not results. They are signs, not proof. We 
can deliver 100% of planned safety training and still have no idea whether 
people understand what matters, apply it in practice, or whether incidents 
will be prevented. KPIs point; they do not answer.

So every KPI should trigger questions. Typical safety-related examples include:
o	 Leading indicators: number of inductions, training sessions, toolbox talks, 

inspections, status of certifications.
o	 Lagging indicators: number of injuries, injury frequency rate, near misses, 

reported hazards, audit findings, non-conformities.

Leading looks forward, lagging looks back. In practice, many organisations 
anchor KPIs in incidents and therefore drive while looking mainly in the rear-
view mirror. That does not automatically build resilience.

We want green, not details
Large volumes of data get compressed into a handful of numbers and traffic 
lights. Management teams favour simple visuals and tidy figures and are often 
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less interested in the messy detail of how work is actually done. We steer by 
numbers, not by substance.

Over time many managers learn a simple rule: if your KPIs are green, nobody 
asks questions. So we keep them green, sometimes with a bit of cosmetic 
rounding. We fear being late more than we fear doing something poorly.

When quality really matters there is often no KPI and no breathless steering 
committee; we focus on the work itself. That usually serves the Purpose much 
better. KPIs can quietly shift attention from the goal of a measure to the 
measure itself. What gets measured gets managed, even when it is pointless, 
or harmful to the Purpose.

We end up aiming for green dashboards. The question “Is the underlying work 
really done, and is it any good?” disappears. And KPIs rarely give robust answers 
to the two core questions: do we have proper systems, and do we know that 
they are effectively implemented?

We measure our ability to hide problems
When the game becomes ‘keep it green’, people learn to manage the numbers. 
We end up measuring our ability to hide problems rather than our capacity 
to solve them. Kayfabe again. If honesty is punished and silence rewarded, 
vulnerability is buried. Weaknesses remain hidden until a major failure 
exposes them.

If you do not know what a system or measure is supposed to achieve, you end 
up checking only whether it exists. A more useful question is: “If this control 
is working as intended, what should I be able to observe? What does good 
look like?”

We often measure the activities and processes around safety 
(the work of safety) rather than the quality or effectiveness of 
those activities on actual safety (the safety of work).
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Why KPIs erode resilience

We measure what we can, not what counts
We naturally gravitate to what is easy to count and seldom ask whether a metric 
really speaks to safety or success. Several psychological mechanisms push us 
in that direction.

We mostly measure what we don’t want, not what we actually 
want to know.

We believe simple stories more than complex ones
Because of cognitive fluency we trust information that is easy to process. Simple 
PowerPoint slides with bullet points and neat numbers persuade. We also 
favour information that supports our current plans. Confirmation bias then 
does the rest: if the number fits our narrative, we accept it.

Dashboards and trend lines can therefore hide the gap between statistics and 
reality. From the outside everything is green; on the inside it is red. Like a 
watermelon. That is harmless, until it is not.

The watermelon effect – hitting the target, missing the point
Classic examples: Tidying a workshop the day before an audit so it looks 
perfect; backfilling a year’s worth of inspections the week before the visit; 

Chapter 9 Developing better KPIs for more resilience
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hitting a target of zero accidents because nothing was reported. On paper 
the KPI is green. In reality, nothing substantial has changed. The illusion of 
control grows, problems stay masked and resilience shrinks.

KPI gaming at baggage claim
At many airports baggage claim follows a familiar pattern: two or three bags 
appear quickly, then nothing moves for ten minutes. That pause is deliberate. 
Ground handlers work under SLAs that demand “first bag within 10–15 minutes”. 
So, a few bags are rushed to the carousel to stop the clock, while the rest are 
still in the aircraft hold.

The KPI is green and the airline can claim good performance, but most 
passengers are still waiting. The metric no longer measures value; it shapes 
behaviour. The system is optimised for ‘hitting the metric’, not for getting 
everyone’s luggage out reliably.

The comfort trap of beautiful averages – Berlin’s blackout
Berlin’s power grid looks excellent on standard reliability metrics such as 
SAIDI (System Average Interruption Duration Index11). In 2024 customers 
experienced on average only about 8.6 minutes of outage; most faults were 
restored within an hour. High cable coverage makes the system look robust.

These numbers are real, but they become a trap when they are treated as the main 
risk lens. A city can have world-class averages while quietly accumulating ruin 
modes at a few critical sites. Large urban grids do not scale linearly. Limited 
trunk corridors, crossings and transitions create high-reach nodes: if one fails, 
harm can jump regimes.

A ruin-aware view starts from minimum viable services (MVS12), not annual 
minutes. The key question is not whether an outage lasts 30 or 90 minutes, but 
whether a district-scale event exceeds the autonomy of critical infrastructure 
and households, especially in winter. For Berlin this means, for example, that 
critical services must either remain powered or have at least 72 hours of 
autonomy, and that the grid should track “time to 80% restored” and “time to 
full restoration” for major events.



Events in 201913 and 202514, where tens of thousands of customers were 
without power for many hours or days, already showed that a few outages 
dominate total connection-hours lost. Damage at bundled sites such as 
cable bridges creates single-site multi-cable exposure with little short-term 
substitutability.

The 3 January 202615  fire on a cable bridge, affecting around 47,600 connections 
for roughly five days, confirmed this pattern. Restoration time grew non-linearly 
once the chokepoint was hit.

Resilience therefore means treating Berlin’s grid as a chokepoint system, not 
an average system. Governance must look beyond reassuring SAIDI figures 
and focus on what can actually break the city. This example is inspired by an 
article by Marco Felsberger (202616).

The lesson is that organisational resilience asks a different 
question: are we managing and measuring what looks good in 
our annual averages, or what can truly break us?

The tyranny of metrics and impact on people
We also use numbers as power. Big data confers authority. Jerry Muller (2018) 
calls this the tyranny of metrics: over-reliance on quantitative indicators becomes 
counterproductive and squeezes out qualitative context.

Muller shows that metric obsession harms motivation and morale. It diverts 
attention from creativity and joy, encourages short-termism, data massage 
and unethical behaviour, and erodes trust and psychological safety. People 
start working for the numbers instead of the Purpose. Numbers should support 
judgement, not replace it.

Leading and lagging indicators are circular
Lingard et al. (2017) highlight another problem. Toolbox talks are often labelled 
leading indicators. We expect more talks to increase awareness and reduce 
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incidents. But when an incident occurs, we respond by doing more talks. They 
are therefore also lagging. The relationship is circular.

The same holds for inspections and audits: we inspect to find errors, and because 
we find errors, we inspect those areas more. Treating such feedback loops as 
simple cause–effect chains leads to false conclusions about effectiveness.

Leading indicators do not predict
Leading indicators tell us more about how we respond than about where and 
when the next event will occur. They can prompt reflection, but they do not 
predict, and they do not, by themselves, create resilience.

KPIs rarely build awareness and improvement
A common defence is that “even if KPIs do not predict, at least they raise 
awareness”. Lingard’s research suggests otherwise. Circular relationships 
mainly distort information rather than drive continuous improvement. You 
can double training hours, but you cannot show a clean causal link to fewer 
injuries. The result is endless debate rather than learning.

Data have no meaning on their own
As David van Valkenburg (2022) notes, data need us to give them meaning. 
We have plenty of data, but little that speaks to margin and failure boundary. 
Many of the things we most need to know are not directly measurable. Resilience 
often depends on frontline decisions, experience and judgement.

We cannot measure what did not happen, but we can understand it by talking 
with the people who did the work. That requires questions. Every KPI should 
prompt inquiry about success, resilience, trends and expectations. A resilient 
organisation keeps learning.

No news is not good news
If you hear nothing, it simply means there are no weak signals coming through. 
That should itself be a trigger: if there are no reports, is it genuinely going well?
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If we cannot measure, we can still monitor

Measure less, monitor more
Linear physical processes lend themselves to measurement. Complex socio-
technical systems do not. Machines obey physics. People are not machines. 
Human physiology, biology, incentives, goal conflicts, creativity and shortcuts 
make behaviour variable. Complexity and surprises cannot be fully planned or 
measured.

Our task is to watch weak signals and margins. We measure linear systems; 
we monitor complex systems. Think like a sailor: you do not take one wind 
reading and put the instrument away; you keep watching the sky, the water 
and the sail and adjust continuously. That is the OODA-loop in practice.

Which line do we monitor and guard?
Resilient organisations monitor the blue line (how we perform right now) against 
the red line (known or perceived risks, the failure boundary), not just the blue 
line against the black line (plans and procedures).

We set KPIs and monitors to the green line, the margin boundary. Signals fire 
when we cross the green boundary and begin to drift towards the red. You see 
this in a car’s fuel gauge or a plant’s DCS: sensors show flow, temperature and 
pressure; alarms sound when we move outside the window.

Bottom line: make KPIs servants of inquiry, not masters of behaviour. Shift from 
counting to sensemaking, from proving to improving, and from measuring to 
monitoring margins.

Chapter 9 Developing better KPIs for more resilience



Nice story. What should we do to increase resilience?

Suggestion 5: Measure less, monitor more
In complex, unpredictable environments do not rely only on end-results. 
Monitor the process. As when driving, you do not take a one-off fuel reading; 
you watch the gauge continuously. Dynamics require continuous monitoring, 
not periodic snapshots. One-off snapshot measurements are often too late.

The craft of KPI monitoring is to extract signal from noise. Set KPIs and monitors 
to the green line, the margin boundary, so that they warn you when you start 
drifting toward the red line.

Suggestion 6: Use KPIs to stay in the question
Beware of watermelon effects. A KPI is not an answer; it is an invitation to ask 
questions. What do the numbers truly say? Is it genuinely better or merely 
polished? What does the score say about our ability to succeed? What level 
of certainty does it provide? What does it tell us about our status against 
compliance obligations? Where are we relative to the margin and failure 
boundaries? Are there signals of drift towards failure or an incident? 

Examine trends, not only individual points. Just like SAIDI in Berlin, a reassuring 
number can hide a dangerous tail.

And ask a different question: our KPIs should not only ask “How do we grow?” 
but also “How do we function with less time, less margin and less certainty, 
without drifting towards failure?”

“Far better an approximate answer to the right question, which 
is often vague, than an exact answer to the wrong question, 
which can always be made precise.”     – John Tukey
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Suggestion 7: Define KPIs for uncertainty and for asking questions
Create indicators around speaking up and constructive doubt. Make it normal 
to disagree and to raise concerns. This requires humility and genuine inquiry. 
Not knowing fuels learning; questioning makes the organisation smarter and 
more resilient. Examples of reflective questions:
o	 Do people speak up when something feels wrong?
o	 As a manager, how often do I ask questions instead of giving answers?
Embrace the red; question the green.

Suggestion 8: Define KPIs on the four capacities of resilience
The aim is not to predict every failure, but to have the capacity to fail safely. 
Test, monitor and assess the four capacities of resilience: to rebound, extend, 
adapt, and embed learning.

Ask how you can actively monitor your ability to recover, to gain time and to 
keep minimum viable services running. Much of this already exists informally; 
make it explicit. Choose KPIs from the Purpose, from what success looks like, 
and from risks you actually experience. Focus on the margin and failure 
boundaries: do we have KPIs for these?

Signals of shrinking resilience include conflicting goals, resource bottlenecks, 
new staff or contractors, and rising production pressure. For example, if 
production is ten percent behind target, ask which trade-offs for safety will 
soon appear, which shortcuts might be taken and whether safety will remain 
adequately safeguarded.
Woods (2011) and Jokinen and Tervo (2023) note that resilient systems can:
o	 Detect when adaptive capacity is declining.
o	 Detect when buffers and margins are shrinking and drift towards the 

failure boundary begins.
o	 Notice shifts in priorities between competing goals such as production 

and safety and act early when trade-offs appear.
o	 Reprioritise as the limits of the Margin Model are approached.
o	 Recognise when a different perspective or method is needed and then 

adapt, learn and embed.
o	 See where couplings and dependencies threaten resilience, for example in 

roles, activities and goals.

Chapter 9 Developing better KPIs for more resilience
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o	 Identify learning needs and how effective learning currently is.
These aspects can all be monitored and steered proactively.

Suggestion 9: Dose your KPIs
Treat KPIs like salt: too little is bland, too much ruins the dish. The art is the 
right amount. Overloaded dashboards crowded with numbers, tables and charts 
distort the picture and distract from the substantive discussion about the 
Purpose and how to assure success. Carsten Busch, in If You Can’t Measure 
It… Maybe You Shouldn’t (2019), uses exactly this metaphor.

Suggestion 10: Use indicators to understand resilience, not to count activity
Do not stop at counting how many trainings, toolbox meetings or inspections 
you have done. Start from the Purpose and from what ‘good’ looks like, 
then decide what you will observe to see whether reality is moving in that 
direction. Keep the set of indicators small and practical: visible margins 
between planned and actual staffing, overtime and workload, the percentage 
of people who are cross-trained, the number and quality of Learning Teams, 
the speed with which weak signals are picked up, and the balance between 
reactive fixes and proactive improvements.

Look at activities such as toolbox meetings and briefings by asking: How many 
real questions are asked? How interactive is it? How freely do people speak up 
about pressure and weak spots? For workplace inspections, ask what they actually 
produce in substance, which answers they give and what the next steps are. Treat 
all indicators as conversation starters, not as targets or legal requirements.

The key question remains: do we have appropriate systems, and do we know 
they are implemented effectively and deliver the intended results? Measure 
less and understand more. Use trends to ask together what they tell you about 
buffers, margins and your capacity to cope with surprises, and where the blue 
line is getting too close to the red one. In this way dashboards move from proving 
paper compliance to showing how you safeguard the Purpose in practice.

Suggestion 11: Let digitalisation and AI be your assistant, not the pilot
More and more dashboards and AI tools promise control. Use them, but use 
them wisely. Let digital systems help you see patterns in weak signals, visualise 
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workflows, reduce pointless administration and free up time for real conversations 
about work. Let the tools do the counting so people can do the thinking.

At the same time, do not turn digital systems into new kayfabe. A beautiful 
dashboard full of green lights does not prove that the work is safe. It mainly 
shows what you chose to measure. Keep human judgement, local rationality 
and dialogue at the centre. Ask often: what does this system not see, which 
context is missing, and who disagrees with this picture.

Treat AI as IA, an intelligent assistant that supports guided adaptability. It may 
never replace the messy, human conversations where people talk about trade-
offs, margins and weak signals. That is where resilience is actually built, not 
on the screen.

Chapter 9 Developing better KPIs for more resilience
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	 10	� Setting goals that 
build resilience

Objectives must be realistic. Objectives require a clear and 
workable plan that ensures they can be achieved.

Cobra effects
Around 1910 Delhi suffered a cobra plague. Bites killed many people, so the 
government offered a bounty for every dead snake. At first the plan seemed 
brilliant. Many cobras were handed in and the number on the streets dropped.

Then people started breeding cobras for the reward. When officials noticed 
that more snakes were turned in while fewer were seen outside, they cancelled 
the scheme. Breeders suddenly sat on large stocks of worthless cobras and 
released them. Delhi ended up with more snakes than before.

A cobra effect arises when a goal produces the desired numbers yet creates 
harmful side effects. The more complex the problem and the simpler the 
solution, the higher this risk.

Goodhart’s Law: when a measure becomes a target
We long for control over the future, so we try to make it predictable. Organisations 
reward signals that promise control. Sales teams receive bonuses for hitting 
targets. Managers are rewarded for good safety figures. We eat cake after a 
period with no injuries.

Such programmes often give us less information, not more. A target of zero 
incidents invites sweeping problems under the rug and under-reporting. We 
hear less, know less and control less.
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This is Goodhart’s Law in action: once a measure becomes a target, it stops 
being a good measure. Reward workers per nail and you get ten thousand tiny 
nails. Reward by nail weight and you get five enormous nails of one hundred 
kilos each. The numbers look good; the product does not.

Are rewards for safety a good idea?
Because of cobra effects and Goodhart’s Law, rewarding safety outcomes is 
usually unwise. Bitar et al. (2022) found that employees do not see a fair link 
between their effort and management bonuses. The people doing the work do 
not receive the reward.

Linking rewards to safety performance also does little for the behaviours we 
actually need. It reduces the reporting of incidents, hazards and complaints. It 
encourages soft grading to protect statistics and bonuses. Organisations drift 
toward KPIs that are easy to count and easy to hit, while manipulation grows 
and resilience shrinks.

One benefit remains. Reward schemes make visible where production targets 
conflict with safety, because people quickly point to the bonus when they feel 
forced to choose.

Cobra effects and psychological safety
Psychological safety is about how safe it feels to say what managers do not 
want to hear. Cobra effects erode that safety. A culture of voice increases 
reporting, which often means targets are missed and bonuses disappear. 
Rewarding zero incidents creates a culture of silence where dashboards are 
green, but resilience is thin. You must choose. Do you reward silence, or do 
you invite information, doubt and learning? 

How safe is it for employees to say things you do not want to hear?

What does “Zero” contribute to resilience?
Many organisations run programmes that aim for zero lost time injuries per 



138

year. Such goals are almost impossible to discuss. You cannot measure what 
never happened. Low accident numbers neither predict nor prevent future 
events. No fatalities in the last four years does not mean there will not be one 
tomorrow. Counting the past does not secure the future. In a VUCA world it 
creates an illusion of safety.

I once visited an organisation that had a lost time injury in the first week of 
January. By day four the annual zero target was already lost, for the eighth time 
in eleven years before the end of January. For workers the target added nothing. 
They shrugged. Their questions were: when will management fix the causes, and 
when will we get better equipment? A billboard at the gate saying “days since last 
LTI: 0” did not motivate anyone. If management reacts poorly to incidents, the 
zero target harms well-being and psychological safety. Ask yourself what such a 
board really contributes to trust, motivation and the Purpose.

Minor incidents do not predict major accidents
Bayona et al. (2024) and Hallowell et al. (2020) analysed 3.2 billion work hours 
over seventeen years. Their conclusions are clear. Minor events and major or 
fatal accidents follow different patterns. Reported accident data do not show 
stable trends and have no predictive power. Controls triggered by IF scores are 
therefore not necessarily effective. Accidents occur almost randomly. Accident 
statistics are a poor basis for decisions.

The things we get hurt by at work are not the same things we 
can die from at work.

In high-hazard industries, it is meaningless to judge performance by LTIs, which 
often arise from slips in car parks and say nothing about process safety. These 
metrics distract, create false comfort and blind us to real hazards in plants, as 
Swuste et al. (2019) also conclude. Fixing slips will not stop explosions.

IF is statistically weak
Common frequency indicators are rarely statistically valid. Hallowell et al. (2020) 
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note that each decimal place requires at least thirty million work hours to 
mean anything. For most organisations the numbers are noise. They advise 
reporting in ranges rather than in fine-grained values.

Accident statistics are fairy tales
On top of that, statistics invite gaming and suffer from non-reporting. Data 
are almost certainly incomplete. Many firms with around one hundred 
employees report only a few hazards per year and treat that as reality. In truth 
it mostly shows that people do not report.

Sanne Blauw (2021) warns about our number bias. We instinctively trust numbers 
as objective truth, yet they are shaped by human choices about what to measure 
and how to present it. Numbers can clarify reality, but they can also distort it 
through framing, selective data and missing context. As Bart Vanraes (2022) puts 
it, we tippex accidents out of the picture to look good.

“Give them what they want to hear”
Clients often demand accident statistics, sometimes with thresholds you must 
meet to win work. The predictable response is to supply numbers that satisfy 
the tender. It proves only that we understand Excel, not that we manage risk. 
It is kayfabe, a staged performance of safety.

“Give them what they want to hear so we get the contract. They 
don’t have any influence on how we do our work anyway. Put 
in as little time and effort as possible.”

As Carsten Busch argues in If You Can’t Measure It… Maybe You Shouldn’t 
(2019), simple safety figures tell us nothing about future performance or 
resilience. They only describe the past.

Safety climate and safety statistics
Probst et al. (2008) found that organisations with a positive safety climate 
report fewer incidents and show better statistics. At the same time, organisations 



under strong pressure to present good figures tend to under-report and 
massage data to satisfy clients, executives and shareholders and to protect 
bonuses. Others, under less pressure, may look worse on paper while being 
more candid and in reality safer.

There is also an ethical point. These numbers represent harm to people. Using 
worker injuries as bargaining chips in contracts and bonus schemes is hard 
to justify. Workers see the gaming. If you want rules followed and issues 
reported, take people seriously and do not let commercial pressure dictate 
their well-being.

Nice story. What should we do to increase resilience?

Suggestion 12: Do not use accident statistics as indicators or decision criteria
Stop using accident statistics to steer your organisation. Do not base bonuses, 
contractor selection or management judgement on them. Do not use them to 
test whether controls are effective. The data are unreliable, statistically weak, 
unrelated to major events and not predictive, and they invite cobra effects. 
If you must discuss figures, separate minor incidents from serious ones and 
treat them as rough signals, not as hard truth. Far better is to explore context 
and scenarios with contractors and to have forward-looking conversations 
instead of debating past numbers.

Suggestion 13: Treat employees fairly in the use of statistics
Be honest and transparent about what your numbers can and cannot say. Do 
not manipulate them or dress them up for tenders. Trust must be earned. 
Staff quickly spot statistical games, and once that happens, trust and 
willingness to report drop.

Suggestion 14: Reconsider or clarify “Zero” as a goal
If you keep Zero, treat it as a direction, not a literal promise. A clearer aim is 
harm minimisation. That frames safety as a continuous practice rather than a 
prize to be won. Safety is not an endpoint; it is, in Simon Sinek’s (2019) words, 
an infinite game. Most organisations can move closer to zero but cannot stay 
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there. As Lloyd (2020) notes, Zero and especially zero-tolerance policies create 
silence. Demand zero and you get zero reports and ever less information. The 
curve seems to approach zero, but it is an illusion. 
	
A harm-minimisation goal 
offers a better basis for open 
dialogue and for practices such 
as Learning Teams. It invites 
conversations about what is 
needed to reduce harm further 
without blame, retaliation or 
psychological damage. That 
mindset builds both trust and 
resilience.
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	 11	� Staying resilient  
with certification

We must make sure that certification does not get in the way of 
our craftsmanship.

Pregnancy manuals written by men
Many management systems resemble a pregnancy manual written by a fifty-
one-year-old bus driver who has never been pregnant. The text is detailed 
in theory yet disconnected from reality. On paper the system describes how 
work should be done, while in practice people adapt and improvise. Leaders 
say they want clarity, consistency and control, but external pressure for 
certification often turns the management system into something for auditors, 
separate from real operations and mainly useful for image and marketing.

At the same time strong claims circulate that certified systems reduce accidents, 
although solid scientific evidence for this is missing. Existing studies are weak 
and cannot show that better safety results follow from the certificate itself. 
Andrew Hale (2005) warned that we expect too much from systems and risk 
drifting into a paper world with little connection to real work. The central 
message is that traditional management systems are often not effective enough, 
so they need to become living, practical guides that fit how work actually happens 
under conditions of uncertaint.

Does certification really help resilience?

No clear verdict
After more than twenty years, I still have no definitive answer to the 
question whether certification improves control of operations and therefore 
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resilience. My honest view is simple: sometimes it helps and sometimes it 
does not. The research record is just as nuanced. Ballantyne (2019) finds that 
certification can support better performance when the management system 
is continuously embedded in real operations. It must live in day-to-day work, 
not only in binders or on an intranet. 

Hale (2005) is more sceptical. Comparisons between certified and non-certified 
companies do not provide clear evidence of better safety performance, and 
safety management often looks more like a craft of consultants than a science. 
Vinodkumar and Bhasi (2011) report a strong empirical link between certified 
systems and safer working, which suggests that certification can be associated 
with improvements under the right conditions.

Uhrenholdt Madsen and colleagues (2020) conclude that certification is 
no silver bullet. In their view it succeeds only when several conditions are 
present at the same time: a suitable organisational design, a focus on continual 
learning, intrinsic motivation to certify, translation of the system into day-to-
day practice, and a constant search for opportunities to improve safety and 
performance. These conditions sound obvious, yet in many organisations they 
are only partly in place.

There is therefore no clear verdict. Certification can support resilience when it is 
genuinely integrated into operational work, tied to learning and improvement, 
and owned by the organisation itself. Without those conditions it easily turns 
into something non-functional.

How certification drifts into kayfabe and demonstrated safety

Passing simply feels good
If you ask people why they maintain certification, two answers appear repeatedly. 
Power (2021) describes them clearly. First, certificates show compliance. They 
reassure regulators, customers and boards that “we are in control”. Second, 
there is psychology. Passing an audit simply feels good. Hanging the certificate 
on the wall and posting a proud picture on LinkedIn gives a sense of 
achievement: “we made it again”.
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We feed our own myths
Here lies a paradox. Very few people truly believe that certification audits reflect 
everyday reality. Before the audit we stage the shop floor, rehearse answers, tidy 
the workplace and make sure that everyone wears their personal protective 
equipment properly that day. We present a choreographed picture designed 
to impress. It is kayfabe, a performance of safety. Yet when the auditor leaves 
with a smile and the certificate is renewed, we still feel reassured.

From myth to measuring
Certification audits then trigger benchmarking. Are we better this year than 
last year, or better than our peers? Snapshots from staged audits and carefully 
selected samples are treated as facts and are managed as if they mirror everyday 
work. A classic example is counting accident statistics because standards or 
clients demand it. These numbers rarely steer the work or predict the future, 
but they are easy to count and easy to compare. We end up tracking what is 
easy to measure, not what truly matters. 

Because of certification, we end up measuring and managing 
myths. We shift from controlling real, experienced risks to 
normative compliance management, toward ‘damage control’ 
directed at auditors.

Creative accounting
When the numbers do not fit the desired picture, we start massaging them. 
Definitions are adjusted, thresholds moved, events reclassified and actions 
invented so that we can show progress. Forms are completed after the fact so that 
every box is ticked. On paper the system improves, in practice, little changes.

“If it is not documented, it did not happen”
The well-known saying in many certified organisations is: “If it is not 
documented, it did not happen.” In reality the reverse is at least as common. 
Something is documented, even though it never happened. When people read 
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a procedure, plan or audit report after the fact, they often see that reality 
was completely different from the theory. Corrective actions are recorded 
that nobody has implemented. Management reviews describe decisions that 
frontline employees have never heard of. The paperwork suggests control and 
improvement, while the real work happens somewhere else. 

The consequences of demonstrated safety and optic compliance
Research by Almklov and colleagues (2014) looks deeper into the consequences 
of demonstrated safety and optic compliance. Over time, good safety becomes 
equated with being able to demonstrate compliance with certifiable standards. 
We have certificates; therefore, we meet the requirements; therefore, we are 
safe. In that sense certification can turn into a kind of liability laundering: we 
wash our legal and moral responsibility through auditable paperwork, while 
the underlying risks remain largely untouched. Good accident statistics and a 
clean audit report become the conclusive proof of safety. 

Management attention shifts from actual safety, such as a valve that is properly 
closed or a patient who is properly cared for, to the demonstration of safety. 
Safety becomes a signed toolbox form, not the quality of the work itself.

Barriers to substantive conversations
Barriers to substantive conversations about improvement between safety 
managers and management are getting higher. The certificate hangs on the 
wall, and we have met the targets. We are doing well, are we not? Why would 
we change anything if it is already good enough?

Demonstrated safety and optic compliance mean that we slide 
from being safe to showing we are safe.

Certification assumes a controllable linearity
Karanikas et al. (2022) add an important systemic observation about widely 
used standards such as ISO 45001. These standards contain elements of systems 
thinking, but their plan–do–check–act logic still assumes a world that is largely 
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linear, predictable and internally controllable. 

External actors are mainly seen as constraints rather than as potential sources 
of learning and adaptation, and the necessary local adjustments that workers 
make to handle variability and operational messiness are hardly acknowledged. 

In other words, the standardised picture remains neat and linear, while the 
real socio-technical system is messy and non-linear. My personal note is that, 
in today’s age of uncertainty and global turbulence, this is problematic.

Together, these mechanisms mean that certification easily drifts into kayfabe: 
we increasingly measure and manage the story about safety rather than the 
reality of operations. A strong focus on formal planning, procedures, audits, 
inspections, and reviews can blind us to how people constantly adjust their 
work to handle uncertainty. 

Judged or understood?
Those local adaptations are often crucial for safety and quality, yet they rarely 
appear in the official, certified system. That is the gap between work as imagined 
and work as done, between the work of safety and the safety of work. The 
same deviation can be understood as necessary adaptation or judged as non-
compliance. The key question is: are people judged, or are they understood?

How certification undermines craftsmanship and learning

More work for safety at the expense of the safety of the work
When certification is mainly about showing compliance, more and more work 
is done for safety at the expense of the safety of the work itself. Certification 
focuses on organisational management processes that should safeguard 
operational safety: policies, plans, reviews, internal audits and management 
system maintenance. 

That focus is not wrong in itself, but it has side effects. Operational knowledge 
about how to perform work safely becomes marginalised. Consultants and 
internal specialists design systems and manuals that can gradually push aside 
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the skills and experience on the shop floor.

Power relations grow skewed
Where organisations once defined for themselves what ‘good’ looks like, external 
standards now play a growing role. We do not naturally understand the 
detailed requirements, we are unsure whether we comply, and we fear the 
consequences of non-conformities. 

As a result, we hire consultants and appoint safety managers to interpret the 
standards, implement systems and monitor compliance. They build knowledge 
and insight, and they start steering the mandatory processes. A new power base 
emerges around procedures, audits and documentation.

The gap between work as imagined and work as done widens
This is how compliance capitalism grows. Standard templates, generic 
procedures and “insert-your-company-name-here” management systems are 
rolled out across many organisations. On paper this shows that we comply; in 
practice it does not necessarily help us to be successful. Time and energy shift 
from supporting employees in their work to maintaining documentation. 
We invest more in the work of safety and less in the safety of work. The gap 
between work as imagined and work as done widens.

Dependence grows
Professionals usually do their work very well. Their craftsmanship ensures 
that they deliver quality. Much of this expertise is tacit. They cannot always 
explain exactly why they do what they do; they just know how to do it. Standards 
and audits, however, require that it be clear how quality and safety are produced. 

Because employees lack the time or the language to describe their work in 
the required format, organisations ask consultants to write procedures. 
These documents are then distributed, and employees are instructed in how 
they must work. Employees stand by while others describe their craft. Trust 
declines and the distance between how work is designed and how it is actually 
carried out grows.
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Certification blocks our learning and therefore our resilience.

Certification threatens our craftsmanship
When an audit then shows that a craftsperson performed the work differently 
from what the procedure prescribes, this is labelled a deviation, even if the 
craftsman has used sound judgement and experience to achieve a better 
result. The message is that the procedure is right and the craftsperson is 
wrong. Certification begins to threaten craftsmanship. Almklov et al. (2014) 
point out that professionals must both comply with procedures and still 
achieve successful outcomes, which they were already doing. 

Proving that you do it right replaces simply doing it right
Pleasing the procedures becomes an extra task on top of practicing craftsmanship. 
Management, safety managers, consultants and auditors focus more on 
compliance with rules, and that emphasis pushes operational knowledge 
away. The conscience of the organisation, its craftsmanship, is put under 
pressure by certification requirements.

The craftsperson kept doing what he had already been doing 
before the new procedure existed.

What does that look like in practice?
I regularly visit organisations where some of the best technicians, with stacks 
of diplomas, years of training and a strong reputation with customers, 
have delivered highly valued work for years. Then, because standards are 
tightened, they suddenly have to prove that they have a particular formal 
level of education. If they cannot show the right paper, they are labelled non-
compliant and the organisation’s certification, and therefore its licence to 
operate, is at risk. 
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The organisation and these employees must invest time and money to prove 
a level of competence that they have long demonstrated in practice. 
Unsurprisingly, this does not generate enthusiasm. It creates uncertainty and 
distrust. Work that met the standard for years, and was widely recognised as 
high quality, is suddenly labelled inadequate. Many employees and managers 
feel that they are being messed around.

Competence management focused on compliance, not craftsmanship
Many organisations also embed qualification and competence management 
into their management systems. That is logical and defensible, but in practice 
these systems often focus on certificates and formal competencies linked 
to compliance, not on craftsmanship. From the perspective of resilience, 
it would make more sense to assess competence primarily in terms of 
what people really know and can do in their trade and in service of the 
Purpose. Do they have the capabilities we need for resilience, such as teaming, 
communication and guided adaptability? And do these capabilities truly come 
across in onboarding and training, or only in our paperwork? A more detailed 
exploration of learning and competence follows in chapter 25.

Focus on system performance and not on actual safety
All of this affects learning from everyday work and from incidents. Certification 
audits mostly assess whether the system meets requirements and whether 
the plan–do–check–act cycle is documented. There is far less attention for 
how the hierarchy of controls is applied in the design of processes, products, 
plants, workplaces and tools. These design questions are also weak spots in many 
incident investigations and therefore major lost opportunities for learning.

We game the sample
Before audits, organisations often carefully select suitable projects for the visit, 
prepare employees and coach them on how to answer questions. They tidy 
the workplace and give extra attention to personal protective equipment and 
housekeeping. Everyone knows it is a game. For a moment, employees think 
consciously about safety and stick to the rules, but the broader picture is 
experienced as theatre. When the auditor leaves, people laugh, take off their 
metaphorical costume and return to business as usual.
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Soft grading
Soft grading reinforces this pattern. Situations that are clearly not in compliance 
are downplayed or labelled as minor observations. This gives management the 
comforting impression that things are not so bad and good enough. A quick 
fix, a new form, an extra toolbox session or a ticked box seems sufficient, both 
in perception and in the tangible result: the renewed certificate. But that fix 
also closes the learning path. The form is filled in, the report is submitted, so 
the job is done.

Shortcomings have become negotiable. I regularly hear auditors openly 
debate whether to label something a non-conformity or an observation. 
Everything becomes negotiable, even when the requirements are clear. 
Auditors often give compliments for matters that are obviously not in order. 
Certification bodies operate in a competitive commercial market and certificates 
are commodities. Auditors have packed schedules and little time. They are 
people with mortgages, cars and families, working under pressure. In such a 
context, it is tempting to avoid difficult findings and to keep clients satisfied.

Certification is a commercial product in a cut-throat market
The result is that audits and certification are increasingly seen as a chore, 
something we do to satisfy customer requirements, not as a serious opportunity 
to learn. They deliver the appearance of control while undermining the very 
resilience that organisations need.

Auditors are human, with human traits
A certification auditor is, of course, also just a person with a job, a mortgage, a 
car and a family. And that is precisely where another serious problem appears. 
Auditors are expected to function almost like robots. Everything they do is 
standardised and normalised. Day in, day out they work through prearranged 
schedules in a monotonous way, doing what they do because the rules tell them to.

There is a serious shortage of auditors, and their schedules are packed. They 
are overloaded. I recently heard an auditor say that he hoped everything 
would be in order when he started an audit, because if it were not, he would 
have a problem: he would not be able to free up time in the next three months 
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to verify the follow-up. Can we still speak of an auditor who is able to assess 
impartially and objectively in such circumstances? All of this is a time bomb 
under the certification mechanism. It has very little resilience.

What to do instead: keep certification in its place
The starting point for a more resilient approach is to be very clear, as an 
organisation, about the role certification plays. Relate it to two fundamental 
questions that run throughout this book. Do we have adequate systems, and 
do we know that they function effectively?

Certification can provide some assurance on the first question, but it can never 
fully answer the second. That requires engagement with real operations 
and with the people who do the work. If you cannot or do not want to avoid 
certification, and if you cannot change the external requirements, then 
at least try to meet them in a way that supports resilience. Ownership, 
responsibility, knowledge and awareness must remain inside the organisation. 
You cannot delegate away your conscience or your liability. If you outsource 
too much thinking to consultants and auditors, you create learned helplessness 
and dependency on external parties.

*Disclaimer: The intention is good
Consultants and auditors can contribute valuable expertise, and their intentions 
are often good. Many do their work with professionalism and integrity. Their 
contribution strengthens resilience only when the organisation itself stays 
awake, keeps ownership and continuously connects certification back to real 
work. Certification should remain a tool in your hands, not a master that you 
blindly obey.

We need to become more resilient, and it is our willingness to 
learn that makes us so. When certification gets in the way of 
learning, it also gets in the way of resilience.



Nice story. What should we do to increase resilience?

Suggestion 15: �Start from your own identity and way of working, involve 
employees

Make sure that the way you work does not drift away from your identity, 
business model and success factors. Do not accept unworkable practices 
that consist mainly of safety work which does not contribute to the safety or 
quality of the work itself. Take current operations as the starting point.

It is worth reflecting on whether someone who has never set foot in your 
organisation can dictate how your employees must do their work. Can 
someone who has never worked there for even a minute make a good risk 
assessment? Choose collaboration between professionals who develop 
methods and professionals from the shop floor. Allow skilled employees, the 
Juans of your organisation, to have real input and to guide the consultant. 
Make sure that certification does not push craftsmanship aside. 

Guided adaptability, a clear Purpose and boundaries combined with professional 
freedom, should be the common thread in how you design a resilient system.

Suggestion 16: Build in freedom in a frame
People feel most responsible when they can use their judgement in service of 
the primary Purpose and the expectations of their customer. When you visit a 
doctor, you want the doctor to listen to your complaints and sincerely advise 
what is best for you. You are not there to hear about all the things that have to 
be recorded in complex systems to satisfy external requirements. You want a 
solution for your problem.

Do you make good decisions because you feel responsible? 
Or does responsibility lead you to make the right decisions?

In certified systems there is often an implicit assumption that if you make 
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employees responsible, they will then make the right decisions. My conviction 
is the reverse. If you are made responsible, you take a decision because it is 
required. If you feel responsible, you take a decision because you want to. 
Freedom in a frame should therefore be a key principle when you design 
systems that must also meet certification requirements. Define a clear frame, 
such as Purpose, boundaries, stage gates and non-negotiables, and within that 
frame give professionals trust and room to act.

This is guided adaptability applied to certification. There is central clarity about 
goals, constraints and standards, combined with local freedom to make sense 
of situations and to act. Chapter 20 will dive deeper into how to arrive at 
procedures and rules that actually work in this way and support, rather than 
undermine, the resilience of your organisation.

If you are made responsible, you decide because it is required. 
If you feel responsible, you decide because you want to.
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	 12	� Building more 
resilience into audits

We need to adjust our mindset. Audits are not a means to 
test compliance with work as imagined. Audits are a means to 
understand, support, and improve work as done.

Note: this chapter links closely to the one on certification. Certification is one 
possible outcome of audits, but the two are not the same.

The purpose of audits
The core purpose of (internal) audits is to answer the two system questions 
from chapter 3:
4.	 Do we have appropriate systems to control the risks and the dynamics in 

our operations and to comply with legal and contractual obligations? This 
is about conformity.

5.	 Do we know that those systems are adequately embedded, function 
effectively, and deliver the intended results? This is about effectiveness.

Audits are a chance to see how the system you designed really works in the real 
world. The focus should not be merely on checking whether people do what 
a norm prescribes but testing whether the system is effective in a dynamic, 
complex environment.

Are audits effective?
Most organisations see a rise in both internal and external audits. Compliance 
capitalism creates more demands, so we respond with more audits. Many 
managers accept them as a licence to operate, not as a tool they believe 
in. Internal audits are often squeezed in just before a certification visit 
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or inspection. That timing already raises doubts about how much they really 
contribute to resilience.

Audits do not necessarily contribute to greater resilience. They 
sometimes mask its absence.

Audit masquerade
Recent research by Ben Hutchinson (2024) shows that serious incident 
investigations often reveal that audits failed to uncover critical weaknesses. 
Only 16 percent of corrective actions from audits were strongly linked to real 
risks. Most actions were easy fixes: a minor physical change or an amended 
form. None tackled deeper systemic issues.

Hutchinson calls this a masquerade: activity that looks serious but produces 
superficial adjustments instead of honest self-examination. Audits do not 
automatically build resilience. They can even hide its absence.

Auditism
Some researchers describe this drift as auditism: a condition in which the idea 
of being audited starts to organise the work itself. To make activities auditable 
we translate tacit practice into standardised procedures, forms and checklists. 
Over time a second stream of tasks grows alongside real work: documenting, 
verifying and reporting mainly so it can be counted in an audit. 

Auditism arises when the need to be auditable starts to organise 
the work itself: tasks are documented and standardised mainly 
so they can be checked, not because they help the work.

This safety work often feels like clutter and may have little impact on the 
actual safety of work. The risk is that passing audits becomes a goal in its 
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own right, while core work and real risk management move to an informal 
backstage outside the system (Størkersen et al., 2020).

As we saw in Chapter 11, certification can easily drift into kayfabe; managing 
the story about safety rather than the reality of operations. Auditism is what 
happens when that same logic shapes everyday work and internal audits

Common weaknesses in internal audit processes
Internal audits are frequently carried out without a clear sense of purpose 
or method. Time and knowledge are limited, so we cut corners. I encounter 
organisations where procedures are sent to employees once a year with the 
request to “read and confirm”. That is not an audit and it assures nothing. I still 
see reports that raise more questions than they answer. The discomfort that many 
managers, employees and safety professionals feel about audits is understandable.

No clear programme
Often there is no real audit programme. Ambition and direction are missing. 
We do not specify why we audit, what we want to achieve, how we will assess 
that or how we will monitor the programme. The annual plan becomes a copy of 
last year’s schedule: who does what, where and when. We rarely ask whether 
this still makes sense.

No clear goal for individual audits
If the programme is vague, individual audits lack focus too. Key questions 
remain unanswered. What is the precise aim of this audit, and when are we 
satisfied? Which risks are we looking at? Which legal, contractual, normative 
or internal requirements are we testing in practice? What sample do we take, 
why that sample, and when is it representative? Which locations, projects 
or sites are in scope? Whom do we interview? Without a clear goal, scope, 
standard and sampling plan, conclusions are weak.

Lack of knowledge and involvement
Time, interest and expertise are often insufficient. Management sees audits as a 
certification necessity, not as a way to secure the Purpose. Audit programmes are 
usually drawn up by the safety manager, copied from norms and minimally 
adjusted. They seldom reflect new risks, changes or lessons. Incidents rarely 
lead to targeted internal audits.
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Blurred roles and responsibilities
Who judges conformity, draws conclusions, analyses causes, defines actions, 
monitors progress and checks effectiveness? In many organisations, these 
responsibilities are unclear or rest with the internal auditor alone, which 
is also problematic (Zhivitskaya, 2015).

Audits then become exercises in justification: we seek confirmation of what we 
already do. We pay little attention to underlying risks, controls and resilience. We 
collect weak evidence that systems work and cultivate a false sense of security. As 
long as things appear to go well, energy for deeper testing is low. When SNAFU 
occurs, people look at one another: who should have seen this coming?

No cause analysis and no consequence checks
‘Root causes’ are seldom explored. We rarely ask whether the same weakness 
exists elsewhere. Management conversations stay at traffic-light level: we want 
green. Chapter 21 on learning from incidents goes deeper into this pattern.

Weak follow-up and low effectiveness
Audit findings often trigger quick defensive reactions rather than honest 
curiosity. Typical responses are: “Who said that?”, “Did you also look at…?” or 
“That is not correct.” The reflex is to correct and move on. We do not want to 
lose face.

Gude et al. (2017) identified three reasons why actions often fail to improve 
performance:
1.	 No intention to change or no shared logic for why it matters. Reported 

reasons: 
o	 30% “already good enough,” 
o	 25% “not feasible,” 
o	 25% “no priority,” 
o	 20% “not important.”

2.	 Intentions do not translate into action due to other priorities, no time, fading 
attention, unclear ownership, and little control. You are not penalised for 
not doing so. If you do not monitor and evaluate compliance, you should 
not be surprised when colleagues stop certain activities or tasks.

3.	 Actions do not affect results. About 75% of actions did not lead to 



improvement, or adequately prevent recurrence, meaning the underlying 
conditions were not addressed.

Too positive and not objective
Audit reports are often overly positive, commercially tinted and focused on 
tightening procedures. Updating a procedure rarely improves operations. The 
workplace is polished for the audit day, so the picture is not objective. This is 
seen as part of the game, especially in customer and certification audits.

No evaluation of the audit programme
Feedback loops are weak. We seldom ask whether the programme gives real 
assurance about risks, success and resilience.

Nice story. What should we do to increase resilience?

Suggestion 17: Audit to understand, support and improve work
Stop trying to make everything auditable. Do not build programmes around 
whatever can be counted. Start from the Purpose, the risks and the need for 
resilience. Audit results should open up questions, not close them.

See audits less as enforcement of work as imagined and more as a way to 
understand, support and improve work as done. Shift the emphasis from 
simple conformity to actual effectiveness. That shift builds trust, cooperation 
and appreciation of craftsmanship.

Ask explicitly how the system behaves under uncertainty, not only in normal 
conditions, and whether it can still deliver on the Purpose when things change.

Suggestion 18: Put resilience explicitly in your audit programme
Base your audit programme on risks, change and performance history. Include 
audits that deliberately test resilience. For example, choose a department 
where production is ten percent behind its production target. Explore the 
impact of conflicting goals, resource constraints, shortcuts, the protection of 
safety and how people handle complexity and unpredictability.
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Focus on the gap between the blue line (work as done) and the red line (failure 
boundary), and less on the gap between work as done and the black line (the 
plan). Ask about risks, buffers, margins and changes. Test the four resilience 
abilities: the ability to recover, to extend time, to adapt and to embed learning.

Explore Faster–Better–Cheaper pressures, resource scarcity, trust, compliance 
demands and conflicting goals. Ask how SNAFU shows up, how people define 
safety and success, where the margin boundary lies, how it is monitored and 
where we are now. Look for evidence that controls are effective. Use question 
sets from chapter 21 on Learning Teams.

Do not ask only “How do we grow ten times?” but also “How do we function 
safely with fewer people, less time or less budget?”

Treat every audit as a rehearsal for uncertainty: can this part of the system 
still meet the Purpose when assumptions fail or conditions shift?

Suggestion 19: Build audit capability
Invest in knowledge and skills for managers and auditors. Organisations that 
train internal auditors report sharper, more useful audits and smoother external 
visits. What you give attention grows.

Suggestion 20: Appreciate the system and test system performance
Deming’s System of Profound Knowledge (cited by Willis, 2024) is helpful here. 
See your organisation as a system in which all parts interact. Look at the processes 
that produce the numbers instead of staring at the numbers themselves.
Deming highlights four areas:
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1.	 Appreciation for the system. Understand how parts work together and seek 
synergy instead of optimising each part separately.

2.	 Knowledge of variation. Recognise what variation is normal and what is not. 
This helps you spot emerging problems.

3.	 Theory of knowledge. Keep learning. Test assumptions through experiments 
and pilots so you understand better and can make better predictions and 
decisions. Knowing is the enemy of learning.

4.	 Psychology. Create an environment where people can grow, take pride and 
collaborate. That means removing fear and mobilising motivation.

Use these four lenses in audits to assess how well your system really performs.

Suggestion 21: Go to the shop floor and meet people where they are
With all due respect, many untrained directors often carry out better audits than 
trained auditors. Why? Because they look for what makes the organisation 
successful and for what might get in the way. They keep the Purpose in mind 
and want to see whether it really works.

Go to the workplace with that same intent: to understand the work. Watch how 
tasks are actually done. Ask what helps, what hinders and what people need. 
That kind of presence strengthens resilience far more than any extra checklist.

Suggestion 22: Focus on the safety of work, not the work for safety
Focus on the Purpose of the work and of the organisation, and less on the 
procedures. You can also test afterwards, based on what you observe in practice, 
whether work meets the requirements. Think carefully about what actually 
proves that something has happened. The fact that a toolbox meeting is not 
signed off by employees does not mean it did not take place. The fact that a 
toolbox is signed off does not mean it really took place, that its message was 
understood, or that it is followed in practice.

In audits, look beyond the paperwork. Verify whether agreements and lessons 
are visible in behaviour. Only then can you answer the questions: Do we have 
adequate systems, and are they effective?
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The test is whether the work remains safe when uncertainty hits, so that the 
Purpose can still be achieved.

Suggestion 23: Treat deviations as early-warning signals
A nonconformity is not just a point to fix; it is a signal. It may exist in more 
places. Beware of the relevance defence: “This was a unique situation; elsewhere 
everything is fine.” Test whether that is really true. A deviation can be an early 
sign that margins are narrowing towards the failure boundary.

Suggestion 24: Let every audit answer the two core questions
Every audit report should contain a clear, substantiated answer to the two 
system questions: Do we have appropriate systems, and do we know that they 
function effectively?

State which samples were taken, which records were reviewed and which 
employees were interviewed. Explain why these samples give a reliable picture 
of reality. Do they show that critical process steps, controls and tests are actually 
carried out and work as intended? Which assumptions remained untested, and do 
they require further investigation? How confident can we be that these systems 
will still work under uncertainty and not only in today’s conditions?

If each audit answers these questions honestly, audits become a genuine tool 
for resilience instead of a ritual for reassurance.

Suggestion 25: Evaluate the effectiveness of your audit process
Evaluate individual audits and the programme as a whole. What did we intend 
to achieve and what did we actually achieve? How much assurance does this give 
us about risk control, goal attainment, success and resilience?

Do actions from audits really get closed effectively? What does that say about 
our margins, failure boundaries and margin boundaries?
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	 13	� Making inspections 
more resilient

We look for violations, not success. We do not know what we are 
assessing, and we do not believe in it. We do it because it is required.

The intention of inspections
Workplace inspections, observation rounds and Gemba walks are meant to do 
two things. They should give assurance that adequate systems are in place to 
keep people and operations safe. And they should show that those systems are 
implemented and work in practice.

Many organisations also use inspections to strengthen the relationship between 
managers and the shop floor: to show presence, interest, insight into the work 
and showing that the work matters. When we do this well, inspections 
support resilience.

Why inspections often feel uncomfortable
In reality, inspections often feel awkward. The focus is on violations. Inspectors 
are seen as controllers, sometimes even as police. That is uncomfortable for 
workers and for managers. Many managers do not fully grasp the technical 
work but still feel pushed to have an opinion. Workers sense this. The result is 
often a stiff walk-through where both sides play a role instead of having a real 
conversation about the safety of work.

What inspections usually look like
In many organisations a fixed group of managers carries out scheduled inspections 
with a standard checklist. Around this sit KPIs: number of inspections, number 
of findings, number of actions closed.
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The typical outcome is predictable. Most items are marked “OK”. A few small 
remarks are recorded. Dashboards are green. The checklist hardly changes over 
the years. On paper everything looks fine, yet these figures say little about 
the real question: Is the work actually safe and successful. The process rarely 
produces new learning.

A brief field experience
Shortly before the opening of a new showroom I was asked to check fire safety 
and emergency response. Staff were under pressure. An AED was signposted 
but missing at the reception desk. Questions about where it was, how often 
it was tested and who could use it caused irritation. After some searching the 
AED was found.

Two days later, during the opening, a visitor suffered a cardiac arrest in his 
car. That experience hardened my conviction. Inspections that focus on the 
Purpose and on the two core questions from this book can be literally vital: do 
we have adequate systems, and do we know that they function effectively.

Deepwater Horizon: an inspection that missed the point
On 20 April 2010, the Deepwater Horizon drilling rig suffered a blowout and 
explosion in the Gulf of Mexico. It became the largest environmental disaster 
in US history. Cost-saving choices on cement quality were one of several 
upstream decisions that contributed to the disaster.

Seven hours before the explosion, four senior managers from BP and Transocean 
carried out an extensive safety inspection on the rig while the disaster was 
already unfolding (Hopkins, 2011). Several warning signs of loss of control 
were visible. Well pressure was falling. Critical tests were ongoing. Drilling 
mud, the last line of defence against blowout, was being replaced.

Despite their experience the managers missed or misread these signals. Hopkins 
argues that one simple question could have changed the story: “How do you 
monitor the flows?” That question would have revealed that flows were not 
being monitored during mud replacement and that a shut-in valve was 
inoperable. Such findings would likely have led to intervention and, according 
to the inquiry, could have prevented the blowout.



Two lessons follow. First, inspections are meant to secure safety, but if we do not 
verify whether the critical systems are present and effective, we undermine 
resilience. Second, we clearly do need inspections and audits. They can be 
crucial, but only if we carry them out with Purpose and curiosity.

An ironic detail: the rig had recorded seven years without a lost-time injury. 
The inspection that day celebrated that milestone. The Deepwater report 
(2011) traced the blowout to “a series of identifiable mistakes” and systemic 
failures in risk management that cast doubt on the industry’s safety culture. 
Budget pressure also played a role. With a 44-million-dollar overrun, BP did 
not redo calculations after discovering a shallower gas zone, even though that 
called for re-planning. 

Nice story. What should we do to increase resilience?

Suggestion 26: Build real inspection competence
Treat inspections as part of guided adaptability, not as a tick-box exercise. 
Prepare managers and inspectors well. Clarify the Purpose of inspections: 
what success looks like, which controls must be present, how to judge “good 
enough”, and how to verify that systems actually work.

Provide concrete question sets and observable criteria that link directly to the 
two core questions: do we have appropriate systems, and do we know that 
they function effectively and deliver the intended results? Train inspectors to 
recognise weak signals, trade-offs and drift toward the failure boundary.

Suggestion 27: Turn inspections into conversations about success
Run inspections as dialogues, not as hunts for violations. In the spirit of Learning 
Teams, approach people with curiosity. Ask how they make the work successful 
on a difficult day. Explore ‘what-if ’ scenarios. Ask what would need to happen 
for them to stop the work.
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Meet employees as equals and show genuine interest in their judgement and 
experience. Look not only for what is wrong, but also for the capacities 
that already keep things safe: buffers, margins, cross-checks, informal 
coordination. Guided adaptability may be needed to allow people to pause, 
rethink and adjust when conditions change.

When inspections focus on understanding how success is created, they stop 
being a ritual. They become a practical tool for strengthening resilience.
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	 14	� How can we learn 
better from incidents?

Analysing an incident is not the same as learning from incidents. 
Too often investigations focus on explaining how we failed to 
prevent the accident, rather than on what actually happened 
and what might genuinely help us improve.

Why do we not learn from incidents?
There are two main reasons we do not learn from incidents. First, we often 
fail to find meaningful ‘causes’. Second, we are quick to blame workers. Both 
reasons need unpacking.

1. Why we fail to find ‘causes’
We rarely ask the right questions and we are heavily biased. The path from 
‘cause’ to action tends to follow four regularities, as described by Hollnagel, 
Conklin, Dekker and Rasmussen:
o	 What You Expect Is What You Look For
o	 What You Look For Is What You Find
o	 What You Find Is What You Fix
o	 You Do Not Find Things You Cannot Fix

We simplify complex information quickly, often too far. Cognitive biases then 
shape our judgements on the limited information we process. Confirmation 
bias means we notice what fits our beliefs. Selective perception means we ignore 
what does not. Hindsight bias ensures that, after the fact, events seem predictable 
and obvious with the ‘knowledge of now’.
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We look for what we expect to find. We find what we look for. 
We fix what we find, and we find only things that we can fix.

In hindsight, every incident looks preventable
As Woods and colleagues (2010) note, once the outcome is known we reason 
backwards. We ‘discover’ weak signals we should have acted on and tell 
ourselves the incident was clearly preventable. ‘Could have, should have, 
would have’ has little value, unless the exact same circumstances recur, which 
is unlikely in a dynamic world.

We treat symptoms, not sources
Because our questions and our view are biased, we end up treating symptoms 
rather than sources. Toolbox talks and minor tweaks to procedures rarely touch 
the deeper design of work. 

2. What we usually record as ‘causes’
Research on incident investigations and root cause analysis by Drupsteen 
and Guldenmund (2014), Lundberg, Rollenhagen and Hollnagel (2009), 
Stackhouse and Stewart (2017), Sujan and colleagues (2018), Hopkins (2015), 
Huber and colleagues (2009) and Snook (2000) shows a consistent pattern:
o	 Often no clear ‘cause’ is established or even described.
o	 When causes are recorded, they frequently read as “a slip, no change needed, 

the procedure is fine” – a relevance defence.
o	 Around 90 percent of recommendations target administrative safety work: 

more training, toolbox meetings, refreshed procedures or policy clarifications.
o	 Only about 10 percent target the safety of work itself: eliminating or 

substituting risky tasks, redesigning workplaces, adding guarding, or 
changing planning.

o	 Few measures actually reduce the likelihood or impact of future incidents.
o	 Recurrence persists because the design of work is not adapted.
We keep adjusting paperwork, while the system that shapes everyday work 
largely remains untouched.
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Ninety percent of the recommendations from incidents relate 
to administrative safety tasks, to work for safety. Only ten percent 
of the recommendations relate to the safety of the work itself.

3. Why our investigations are weak

We investigate because we must
Most people say we investigate incidents ‘to learn’. In practice, we often 
investigate because we have to. The main goal becomes delivering a report 
that follows the internal process and meets the deadline. Politically we want 
to show that we did something. A neat report feels like cover.

We accept shortcuts
Getting to the bottom of an incident takes time and money and can be 
uncomfortable. As a result, superficial investigations are widely accepted. 
‘Blame the worker’ has been the easy way out for decades.

Investigation is a social process
Root cause analysis is not only technical, it is also social. It involves collaboration 
between people in different roles and positions. Politics, diplomacy, culture, 
hierarchy, friendships, psychology, conflicting interests and groupthink all 
play a part.

When root causes are complex or sensitive – a director not being honest, a 
project deliberately understaffed to save money, a machine that everyone 
knows should have been replaced years ago – they are painful and politically 
charged. A new machine might cost 270,000 euros. Does that kind of action 
make it into an incident report? Usually not. What you search for is what you 
find, and what you find is what you fix.

We are not independent and not always objective
The role of the investigator matters. Often the safety manager investigates 
and is also responsible for implementing the improvement actions. Suppose 
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that is you. Do you write down actions you know you can never fulfil? Do 
you challenge management on costly workplace changes, budgets and major 
projects, or do you choose low-hanging fruit: a toolbox meeting, a minor 
procedure update, an extra tickbox on an existing checklist? The latter is what 
often happens.

External, independent investigators are more likely to remain objective and 
to propose the more difficult technical measures. Many organisations 
underestimate these social aspects of incident investigations and how they 
can block learning and improvement.

We do not differentiate
Many organisations use the same procedure for paper cuts as for serious 
accidents. For minor band-aid incidents they reluctantly go through an extensive, 
time-consuming process. That creates a negative experience with incident forms 
and investigation, which carries over when a serious event occurs.

We make assumptions and do not test them
Many root cause analyses rest on untested assumptions rather than factual 
findings. “Poor communication” is a common conclusion. But what does that 
mean, and how do we know communication is not always poor? What was 
different this time? Such questions are rarely explored in depth. We could 
investigate much more substantively.

4. Linear methods for non-linear reality
Traditional root cause analysis assumes that the aspects contributing to an 
incident are causally linked in a clear linear sequence. We reconstruct events 
by stepping back from effect to cause until we reach what we call “the root 
cause”, and then we look for solutions to prevent recurrence.

In reality, incident causation is seldom linear and never singular. Socio-technical 
systems are complex. An accident usually arises from many small contextual 
aspects that, in combination and under specific conditions, lead to the event. 
All the factors needed for an incident are already present in the system; they 
wait patiently for the right conditions to manifest.
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Yet in practice, we often use simple linear and binary models such as fishbone 
diagrams or the Five Whys. These models are attractive because they are quick 
and easy to apply. Besnard and Hollnagel (2012) point out that their use rests 
on three questionable assumptions:
o	 that future incidents will occur in the same way as this one
o	 that specific causes are binary, with outcomes that are either right or wrong
o	 that we have exhaustively described all relevant cause–effect relationships 

and have not overlooked anything

The example of Hank
Take Hank, who drove his car into a tree. The car and the tree are damaged 
and Hank has a concussion. In a fishbone diagram we might list weather, tyres, 
speed, alcohol, attention and so on as causes. 

A binary cause–effect model can work for a purely technical failure, but not 
for a socio-technical situation like Hank’s.

Perhaps we could ask better questions
With the same car and in the same weather Hank has driven along that road 
many times without hitting the tree. On some occasions he had even drunk 
more than on the day of the accident. He has also, in broad daylight, sober 
and in a better car, bumped into things. Perhaps on this day his phone rang, 
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he was upset after an argument, in a hurry, or had to swerve to avoid an animal. 
These perhaps-questions open up the real circumstances.

All the factors in Hank’s fishbone diagram can be improved and may reduce 
the chance of an incident, but they are not necessarily the causes. In the end, 
such accidents are the result of normal people doing normal things under normal 
circumstances. That is one reason we should also learn from everyday work, as 
discussed in chapter 21.

Comfort in simple methods
We prefer clear and simple methods for both psychological and pragmatic 
reasons. Nietzsche (1888) noted that we feel relief and satisfaction when we 
can trace something unfamiliar back to something we understand. It is like 
solving a puzzle: doubt and uncertainty disappear. An answer feels better than 
no answer.

Hollnagel (2012) adds a pragmatic reason: simple methods give us a quick, 
understandable answer we can move forward with. More complex investigative 
methods take longer and produce answers that are harder to grasp and act on.

Unwanted events rarely have clear and identifiable ‘causes.’

Counterfactual reasoning
With Hank we quickly slip into ‘if–then’ stories. If he had had better tyres, it 
would not have happened. If the weather had been better. If he had drunk 
one beer less. We take one factor from the complexity and state how it should 
have been different. This is counterfactual reasoning: imagining what would have 
happened if. We then reason from what did not happen, not from what did.

Root cause analyses in this style ignore flexibility, resilience and the capacity to 
adapt. They look only at what went wrong, not at all that went right. When things 
went well, the same rules were often not followed as when things went wrong. 
The fact that a procedure was not followed is therefore not necessarily the cause.
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The limits of the Five Whys method
Nancy Leveson (2009) explains why the widely used five times why method is 
often ineffective. Each time we ask “why?”, we do not get the full range of possible 
answers, only one or a few. If we ask different people the why-questions about the 
same incident, we get different answers and therefore different ‘causes’. People 
tell what they already know and what they think is relevant; they cannot tell 
what they do not know.

As a result, we get a small selection of factors and dig deeper into those, while 
many others disappear from view. We think we are using a systematic method, 
but in fact we mostly find what we already knew: direct, local causes, not the 
deeper, indirect, complex socio-technical factors.

We find causes that our risk analyses did not foresee
Downer (2013) shows that many of the causes found in incident investigations 
were not identified beforehand in risk analyses. The good news is that we still 
learn something from incidents. The worrying part is that the methods we 
use to prevent incidents do not function optimally. From investigations we 
often pick one element as “the cause” and then we fix that, while the broader 
system remains unchanged.

“For every complex problem there is a simple answer that is wrong.” 	
		  H.L. Mencken 

We standardise complex issues into simple pull-down menus
Incident reporting systems often contain pull-down menus with standard 
causes that force us to tick one of a small set of options. We make the world 
simple and linear so that we can produce tables, graphs and trend statistics. 
We need those for corporate reporting or for certification. The price is 
oversimplification. We present the illusion of insight and control while the 
real bottlenecks remain deeper in the system. Chapter 15 goes into these 
reporting systems in more detail. 

Chapter 14 How can we learn better from incidents?
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There are rarely clear causes
Besnard and Hollnagel (2012) conclude that unwanted events in complex 
socio-technical systems rarely have clear, identifiable causes. The belief that 
investigations can reliably uncover such underlying causes is largely a myth. 
We may reduce some risks with simple follow-up actions, but the deeper 
causes remain. We keep chasing mosquitoes instead of draining the swamp.

“The goal is to drain the swamp, not to swallow the mosquitos”	
		  James Reason

5. Why we blame employees
Blaming an employee almost always comes from hindsight judgment. With 
the knowledge gained afterwards we can now precisely state what the employee 
‘should have done’. Even though we know this is unfair, we still do it often.

Easy, fast and cheap
Technical failures are relatively easy to investigate. Human and organisational 
‘causes’ are messy and complex. Because we only fix what we think we can fix, 
we focus on the individual. If we start from human error, we find evidence 
that it was the employee’s fault. What you look for is what you find. We then 
do not need to change the system; we just ‘fix’ the employee.

Read and colleagues (2021) argue that if we approach errors from the system 
rather than from the person, investigations will search for system changes 
instead of individual fixes. You cannot truly do both at the same time. The 
focus is either on the employee or on the organisation.
Fixing employees is quick, easy and cheap. Fixing the organisation takes time, 
money and courage. It brings political hassle and demands investments. So we 
choose the simple route and blame the worker. It is an oversimplified solution 
for a complex problem. 

James Reason’s sarcastic definition of root cause (1990) fits well: the root cause 
is “that which we will work on once we have too little time and budget”.
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Is working safely really a choice?
No one chooses to be injured or to cause an incident. We have limited rational 
capacity and cannot see the future. Accidents follow a random pattern. There 
is no neat relationship between minor and major accidents, and it is not true 
that “good employees” always have fewer incidents than ‘bad’ ones.

Decisions are often emotional and taken within a social and organisational 
context. Many factors are outside our control: the behaviour of others, machine 
failures, unknown unknowns. We do our best within what we know and can 
know; we are not infallible or all-knowing. Many incidents happen due to 
circumstances we cannot fully control or foresee. To what extent is safe work 
really a choice?

Rules and complexity add another layer. Do employees have enough freedom 
to deviate when necessary, or must they follow rules even when this is not safe? 
Think of the pilot who said there are two ways to die on board his aircraft: by 
following the rules literally, and by not following them. Choices made at the 
sharp end are usually logical within the context at that moment and rarely 
match the written rules exactly.

Employees do not cause incidents. Employees trigger the 
conditions that start an incident. Those conditions have long 
been present in the system or the physical situation. They wait 
patiently for the moment they are triggered.

Wrong choices?
Sidney Dekker (2023) argues that employees often do not make a wrong choice; 
they simply have no possibility to make a right one. James Reason (2013) 
notes that human actions are almost always constrained by factors beyond an 
individual’s immediate control. It is the organisation’s task to enable employees 
to make good choices.
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Management must therefore provide the right resources, time, training, 
planning, awareness, information, tools, trust, freedom, competence, budget 
and alignment. If we believe employees made a wrong choice, this should trigger 
questions for management: how did we create these conditions? How did our 
decisions shape the options they had?

We do not always recognise moral injury
The person seen as the cause of an incident is often also a victim. They may 
feel guilty about the mistake and suffer deeply from it. Moral injury can 
also be present in others. Employees may feel that convictions, principles or 
ethical norms and values have been violated, that there has been injustice, 
unfairness or shifting norms, that they were disadvantaged because they were 
not well informed, or that crucial information was missing to make a good 
decision. They may feel that they were not authorised, trusted or competent 
to decide.

This can lead to strong feelings of guilt or shame and to a painful sense of being 
unprofessional: “With my experience and in my role this should never have 
happened.” “With this mistake I have violated an ethical or professional code.” 
“Can I still practise my profession?”

The emotional and psychological impact can be significant: fear, denial, guilt, 
remorse, depression and anger. Reactions are usually stronger when, in 
hindsight, the incident appears to have been easily avoidable. The more 
broken the system is, the greater the impact tends to be. Incidents can 
also damage relationships at home and at work, leading to distrust, difficult 
communication, refusal to work together and avoidant behaviour.

We live in a time of increasing attention for inclusion, diversity, psychological 
and social safety. Being safe and feeling safe. As complexity and unpredictability 
grow, incidents may occur more often. The question is whether we pay enough 
attention to the moral and ethical side of incident handling.

We do not fully grasp complexity
We also overestimate our ability to understand how incidents happen. We have 
a fundamental inability to work out ambiguous things clearly in advance. We 
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think everything is clearly and logically designed, but in practice we always 
need human judgment and local rationality. Trade-offs are inevitable and 
information, time and resources are always limited. Employees complete the 
design with emergent behaviour.

Most incidents arise not from the failure of our system as such, but from our 
limited understanding of how it functions, what usually makes it successful, 
and why it sometimes is not successful.

How is decision-making done before incidents?
Filip Coumans of the Krause Bell Group (2020) shows that after incidents 
organisations blame the employee for a wrong decision in 88 percent of 
cases. Yet before accidents occur, many decisions are made that contribute 
to the event. On average, only about one third of those decisions are made by 
frontline employees. The other two thirds are made earlier by senior managers, 
operational managers and safety managers, often under commercial, time or 
financial pressure.

After incidents we tend to look mainly at what happened on the shop floor 
at the moment of the event. That means we focus on the impact of only one 
third of the decision-making. The other two thirds remain largely invisible. It 
is fair to ask whether that is logical.

6. Why our corrective actions fail
Studies show that most measures after incidents are toolbox talks, refresher 
training and procedure changes. We behave as if rewriting a procedure will ensure 
something never happens again, and as if that frees us from responsibility and 
liability. It does not.

Gude and colleagues (2017) examined why many actions from incidents, 
complaints and audits are not effective. Less than half of the actions are carried 
out, and only about one in seven is tested. Roughly half are not completed on 
time. They identify three main reasons:

o	 Conviction and intention to change are often lacking. People do not see 
clearly what the action will improve, so why should they change? It feels 
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good enough, or not feasible, not a priority or not important.
o	 Intentions do not automatically lead to actions. Other priorities, lack of 

time and organisational drift intervene.
o	 Actions that are carried out often have no effect on outcomes. Around 

75 percent of actions do not lead to real improvements. The underlying 
conditions remain, so nothing fundamental changes.

The Purpose of investigation shifts toward understanding how 
things usually go well, so that we can better explain why they 
sometimes go wrong.		
		  loosely based on Erik Hollnagel (2015)

Resilient organisations have fewer accidents
Pilanawithana and colleagues (2023) show in the construction sector that 
organisations with more resilience tend to have lower accident frequencies. 
Building resilience appears to be more effective than endlessly adding post-
incident actions.

Incidents and parenting
I like to compare post-incident measures with raising children. If your child 
almost fell into a ditch, would you respond with training, procedure updates, 
policy reviews or newsletters? More likely you comfort the child, listen, explain 
the risks, put up a fence, choose another place to play or supervise more closely. 
If you see your employees as you see your children and treat them with at 
least that level of care, you are already one step closer to meaningful action.

7. From investigating to learning: what can we do?
We often investigate to fix things, not to understand. Stackhouse and Stewart 
(2017) show that we sometimes confuse continuous improvement with 
continuous investigating. Edgar Schein (2002) reminds us that learning requires 
a learner, a learning process and a learning product. In incident investigations 
the process is often missing. We produce a slide deck and a list of actions, but 
there is little feedback and reflection. Once conclusions are drawn and the 
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incident is “closed”, it becomes very hard to learn anything new.

We should therefore separate investigation from corrective actions. Investigation 
aims to understand; corrective actions aim to fix. We first try to understand 
what happened and under which conditions, then we decide what to change.

Nice story. What should we do to increase resilience?

The suggestions below help to shift from blaming and fixing to understanding 
and learning, and to use incidents to build resilience.

Suggestion 28: Log assumptions and expectations in advance
Everyone is susceptible to bias, especially in incident investigations. Before 
you start, write down your assumptions and expectations about what happened 
and why. This makes you more aware of your own bias and less inclined to 
jump to conclusions. Afterwards you can compare: to what extent were your 
expectations correct or completely off? An interesting question becomes: what 
have I learned about myself from this investigation?

Suggestion 29: Focus on the Purpose and on what went well
Be explicit about what you want from an incident investigation and frame it from 
the Purpose. Safety is not the absence of accidents but the presence of the capacity 
to be successful. You can therefore also investigate that capacity in incidents.

A simple opening question is: could it have been worse? The answer is almost 
always “yes”. Why then was it not worse? That question directs attention 
to what went well and to the capacities that prevented a worse outcome. 
Investigate in detail what kept the situation under control. This tells you 
where resilience lives in your system and what supports success. You usually 
learn more from this than from dutifully analysing failure.

The same applies to near misses. Do not only focus on what might have 
happened; look at what actually happened. How did we bring the situation back 
under control? Understanding why we did not fail reveals our positive capacities.

Chapter 14 How can we learn better from incidents?
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Could it have been worse? Yes, it could have been worse. Why 
then did something worse not happen? The answer to that 
question shows you where your resilience lies.

At first, some people find this a “flower power” approach, but once they try 
it the penny drops. It is reframing. You still end up with improvements, but 
framed as strengthening the chances of success rather than correcting failure. 
It also challenges the idea that management automatically knows better than 
the people who do the work.

Always ask how the system absorbed uncertainty in this case. What protected 
the Purpose when events became unpredictable?

Suggestion 30: �Try to understand the decision-making process that 
preceded an incident

Focus on how decisions are usually made in practice, and on how they were 
made in the specific case. This keeps you away from counterfactuals and 
“should have” stories about procedures not being followed. If you focus on what 
did not happen, you will end up with measures like yet another toolbox talk 
about the same procedure.

Understanding decision-making reveals local rationality – why it made sense 
for people to act as they did at that moment. That shifts attention to what is 
needed for success instead of what must be repaired. It becomes easier to see 
which bottlenecks we can remove to support decision-making.

Suggestion 31: Investigate to learn, and be selective
Treat every investigation first and foremost as a chance to learn. Start with 
the question: What can we understand here that we did not understand before? 
Learning comes before fixing. If a report mainly confirms what you already knew, 
ask whether the effort was worthwhile. Use your limited time and energy wisely. 
Do not investigate every paper cut in full detail. Define clear criteria for which 
incidents and near misses you will examine deeply, and focus on cases with 
high learning potential. That is often where consequences were limited, but 
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the scenario shows how things could have gone badly wrong.

With those events, involve employees early. Let them tell how they prevented 
things from escalating, which trade-offs they managed, and which signals 
they noticed. You will touch unconscious competence and muscle memory: live 
resilience. Understanding these success factors, and how they can be strengthened 
or better supported by the system, is the real value of an investigation.

An investigation should reveal something new. It should 
trigger curiosity and the desire to act, not just tick a box.

Note: In serious incidents there is often intense pressure to provide quick 
explanations to authorities, customers or shareholders. That pressure can 
block thorough investigation and make it hard to begin with what went well.

Suggestion 32: Ask first what we are learning, then what we will fix
To keep the focus on learning, consciously separate learning and fixing. First 
identify and present observations and learnings, without actions. Discuss 
with management what these mean and only then define actions. Two simple 
questions can guide the investigation team:
1.	 What have we learned?
2.	 And what will we fix?

This prevents us from jumping straight into solutions. Another useful question is: 
who was not surprised that it went wrong? The answer often reveals deep insights.

Suggestion 33: Fight BOHICA effects. Do not accept “sorry” as a cause
Todd Conklin (2022) warns not to accept “Sorry, I messed up” as a cause. That 
is lazy. The employee probably found a faster or cheaper solution that usually 
works. When it works we call it efficient; when it fails we call it an error. 
Accepting apologies as the explanation is essentially accepting human error as 
the cause and fuels what Conklin calls the BOHICA effect: Bend Over, Here It 
Comes Again. “I will just admit I was wrong so we can all move on.”

Chapter 14 How can we learn better from incidents?
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See incidents and errors as normal, not as root causes. That gives your 
organisation far more room to learn openly how work truly takes place. When 
you notice BOHICA behaviour, treat it as an invitation to dig deeper.

Suggestion 34: Do not accept operational workload as a cause
After ‘human error’, workload is the most frequently cited reason for incidents. 
Operational workload on its own is not an explanation. I have never heard a 
project team or plant say they have all the time in the world to think everything 
through calmly. Time pressure, commercial pressure, financial pressure and 
scarcity of resources, staff, materials and information are constant conditions. 
Many things go wrong under such pressure, but most things go right too.

Workload should prompt a deeper search for circumstances. Use the Margin 
Model to explore where the boundaries of economic failure, scarcity and 
safety failure lie. Where is the blue line relative to the red line? How much 
margin do we really have, and is it enough?

Suggestion 35: Focus on circumstances, not on ‘causes’
Talk less about causes and more about the circumstances within which the 
incident occurred. Look at production pressure, scarcity and contributing 
factors and at the trade-offs between the margin for failure and the scarcity 
limit in the Margin Model. 

Useful questions include:
o	 Which pressures are decisive or present in how the work is performed?
o	 How do we handle these pressures?
o	 How do you feel under this pressure?
o	 How does this pressure influence decision-making?
o	 Do you feel forced to take certain decisions?
o	 Are the decisions you have to take the right ones?
o	 In what way did these decisions influence the incident?
o	 If we had taken different decisions, would the incident still have occurred?

You also want to understand why we are usually able to make good decisions 
in similar situations. Ask: Why does it usually go well? When it does go wrong, 
how do we avoid saying “it only went wrong this time but normally it doesn’t”? 
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How do we avoid falling back into blaming production pressure or the “stupid 
decision” of one employee? What do we learn from this incident about controls, 
decision-making and resilience? Based on what went wrong now, how do we 
make our system better so that in future situations we detect earlier that things 
are about to go wrong?

A respectful tone is crucial here. The aim is understanding, not accusation.

Suggestion 36: Do not fix the symptoms. Test for consequences
Avoid the trap of fixing only the specific problem you found. Treat the problem 
as a symptom, a sign of a deeper weakness. Test for consequences: does the 
same pattern occur in other places or situations? If you discover that this ‘error’ 
appears elsewhere too, you may have found a structural flaw. Addressing that 
flaw solves a system problem instead of chasing isolated symptoms.

Suggestion 37: Keep asking questions – and especially not “why” but “how”
Ask how the incident took place. “How” questions help you examine the process 
and the conditions rather than the individual. They steer you toward “what 
failed?” instead of “who failed?”, which keeps you away from blame. “How is 
this possible?” springs from curiosity.

Move away from questions like “which procedure was not followed?”, “how 
serious was the violation?” and “what consequences should the violation 
have?”. Ask restorative questions instead: who has been harmed, what do 
they need, and who is responsible for meeting that need? This is what Sidney 
Dekker means by Just Culture (2012) and Stop Blaming (2023). It may sound 
soft, but it is above all fair and it is how we treat friends and family when they 
need help.

The main goal is to regain confidence that we can move forward together 
successfully and with trust. That is a crucial part of resilience: bouncing forward. 
We have four priorities:
1.	 Repair what has been affected by the incident.
2.	 Be actively involved in the well-being of those involved and affected.
3.	 Ensure the best possible reintegration of those involved.
4.	 Aim to learn as much as possible and to build capacities for more resilience.

Chapter 14 How can we learn better from incidents?
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Relevant questions include: did we provide sufficient capacity? Did the employee 
really fail, or did we put the person in a situation with too little capacity such 
as time, planning, resources, supervision, guidance, tools, trust, freedom, 
competence, budget and alignment?

Suggestion 38: Strive for moral justice and do not react immediately
Can you, and do you, dare to put yourself in the shoes of the ‘wrongdoer’ of an 
incident? Can you empathise with the logic behind their actions at the time? Can 
you also place yourself in the experience of colleagues and family members?

An important step in moral justice is daring not to react immediately. Withhold 
judgment. Take time to think about what has happened and what the right 
response is. React only when we have truly understood the circumstances, 
antecedents and system flaws. Waiting leads to more information and a better 
response and helps prevent moral and psychological harm.

Compassion is a key word in moral justice. Do we have it, and do we have the 
tools to handle complex emotional situations well?

Suggestion 39: Beware of normative language and counterfactuals in reports
Normative language – words like “too little”, “insufficient”, “too late”, “wrong” 
– comes across as judgmental and accusatory. Counterfactuals describe things 
that did not happen but that we think should have happened. They are not 
facts. Both can trigger defensiveness, friction and negative emotions and 
reduce willingness to agree with improvements. They also lead quickly to 
premature conclusions and can block learning.

Choose words that are respectful and careful. Report what really happened, 
not what should have happened, and avoid value judgements with the benefit 
of hindsight. Apply this not only to incident reports but also to audit and 
inspection reports.

Suggestion 40: �Ask questions about resilience. Were we simply good, or 
were we lucky?

To reflect on your organisational resilience after incidents, discuss questions 
such as:
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o	 Could it have been worse?
o	 Why was it not worse?
o	 Did we act well, or were we just lucky?
o	 Did measures fail, or did they function well?

These questions shift the conversation from risk and failure to capacities and 
capabilities. The dialogue becomes about why things go well and about our 
capacity to succeed, rather than only about the causes of occasional failure

Suggestion 41: Embed lessons through personal attention
Knowledge resides in people, not in documents, memos, toolbox talks or 
procedures. Toolbox talks are often about sharing information, which is not 
the same as learning. Argyris and Schön (1995) show that learning takes place 
through dialogue, open communication, real listening and the absence of blame.

Focus on personal attention when sharing lessons after incidents. Face-to-face 
conversations are far more effective than one-way broadcasting. If your goal is 
learning, use the principles of how learning works. Chapter 25 explores this in 
more depth.

Pay special attention to all stakeholders and potential victims. Colleagues, 
children of victims, suppliers and customers can also experience emotional 
problems. Honest and personal communication can remove many negative 
emotions. For example, children who believed their father was to blame for 
a fatal truck accident may experience enormous relief when they are told 
personally that the investigation has shown their father did nothing wrong.

Suggestion 42: Evaluate learning effects and test the quality of actions
Test for learning effects. Plan an evaluation and ask whether what we learned 
and the actions we took have actually led to the desired effect. Do not monitor 
actions only on completion or closure, but on quality.
When an action is finished, ask: what have we achieved? What was the goal 
behind the action? Has that goal been met? If yes, the action was effective and 
the learning has been realised. If not, that teaches us that we are not done. We 
need rework or a different measure.

Chapter 14 How can we learn better from incidents?
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Suggestion 43: Ask six questions to test what we have learned
Provan and Rae (2023), in the Safety of Work podcast (episode 112), propose six 
questions to evaluate learning after incidents:
1.	 What have we learned from this incident that we did not know before? Did 

we truly discover new things, or only confirm what we already believed? The 
less the investigator learns, the lower the learning effect for the organisation.

2.	 Can we understand and defend, in hindsight, that it was logical for those 
involved to act as they did? Do we find their local rationality justified?

3.	 What surprised you during the investigation? What amazed you?
4.	 Are there other possible factors that may have contributed to the incident? 

Might we have missed circumstances or issues that were not discussed but 
could be relevant?

5.	 What makes it difficult to prevent a similar incident in future? This question 
helps avoid easy solutions for complex problems and challenges us to 
consider whether our usual fixes – procedure updates, toolbox talks, 
stickers – are real solutions.

6.	 What different perspectives and experiences did people have of the incident 
and of the investigation process? Everyone sees it from a different 
position and everyone has their own truth. Reflecting on this can reveal 
unexpected insights and learning moments.

Used together, these questions keep us honest about whether we are truly 
learning from incidents, or merely closing them.

193



194



195

 



196

	 15	 �Effective  
reporting systems

We prefer to keep our heads down, because reporting systems 
seldom solve problems.

Tripping in the car park
Imagine you trip in the office car park, skin your knee, and nobody sees it. Do 
you file a near miss? If you see a colleague trip, do you report it? Why or why 
not? Your inner dialogue weighs social ties, fear of blame, duty, compliance 
demands or maybe a bonus for reporting. The procedure is black and white. 
The mental process is not.

To learn from incidents, complaints and errors, they must first be visible. So they 
must be reported. Many organisations have systems for reporting hazardous 
situations and near misses, often with KPIs such as “one report per person per 
month”. Those targets are rarely met. Volumes stay low.

“Did you report those?”
A petrochemical company once launched a campaign to increase near-miss 
reporting. In a big meeting, a director stressed how important reports were. 
The room stayed silent. He tried again. There was great learning potential, 
but only if people reported. Still silence. Irritated, he said that every morning 
he saw dozens of unsafe situations on site. From the back an older contractor 
called out: “Did you report those?”

That simple question hits the core. If leaders do not use the system themselves, 
why would others?



Why are near misses and incidents poorly reported?
First question: Are there really so few near misses? Or do they happen but stay 
invisible? Research by Hewitt (2015) and by Folke and Melin (2024) helps to 
explain the gap between what happens and what is reported.

We do it because it is required
One driver is defensive. Management wants a register to show that reporting 
exists. Certification often demands it. So we design a system, maybe a shiny app, 
define KPIs and can prove that “we have something”. The dominant feeling is 
obligation. Demonstrated safety, not actual safety.

We do not have a clear goal
Many systems have no clear Purpose. Do we report to get something fixed here 
and now, or to help the organisation learn? For employees that difference is 
seldom visible.

We do not give it attention
Most reporting apps are technically fine. Yet in practice reports are unclear, 
incomplete or stuck in limbo. Often the system was launched in a short session 
and then disappeared from view. Months later people vaguely remember that 
“we have an app for that”.

We do not have feedback loops
Another barrier is the lack of feedback. Reports vanish into a black hole. People 
never hear what happened with their effort. Without visible follow-up, willingness 
to report drops quickly. Finishing the job is more important than administration

Workers are paid to get the job done. So they solve problems on the spot. A 
bucket blocks the walkway, they move it. Jerry cans stand next to a drip tray, 
they put them on it. Gas cylinders are unsecured, they chain them. When 
the issue is already fixed, reporting feels pointless. Reporting also takes time. 
It eats into scarce minutes needed to finish the work. So the task wins and 
the administration loses. 
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We do not solve anything with the reporting system
If you analyse what is reported and “closed”, you often find loose ends, vague 
descriptions, actions without an owner, and actions closed without checking 
effectiveness. Few organisations verify whether measures worked or prevented 
recurrence.

We feed the DELLE principle
It can be worse. A poor response can destroy even high willingness to report. 
Many employees know this experience. You report unsecured gas cylinders and 
get told off for not preventing it earlier. Or management criticises the corrective 
action you took. You should not have fixed it yourself; that was someone else’s 
job. The message is clear: next time, think twice before reporting.

Weggeman (2016) calls this the DELLE principle. Durch Einfach Liegen Lassen 
Erledigen. We nod, accept the measure and then leave it alone. Everyone knows 
it does not work; nobody believes in it. We wait until the hype blows over. 
BOHICA: Bend Over, Here It Comes Again.

We create a culture of silence
Reporting systems are meant to open dialogue, yet they can create silence. 
We stop reporting to save time and avoid frustration. We fix what we can and 
move on. Silence grows until SNAFU becomes so serious that it can no longer 
be hidden.

According to Hewitt, three reasons drive this silence. People fear sacrificing 
themselves. Whistleblowers rarely prosper. They feel too little opportunity to 
speak up safely or to report. And past experience shows a focus on blaming 
individuals instead of questioning the system. Folke and Melin (2024) confirm 
this pattern. Almost sixty percent of the 4,546 pilots surveyed said they do not 
report for fear of reprisals.

We do not learn because we do not believe in it
With all these obstacles, many employees simply do not believe in the reporting 
system. Cynicism is the result. If you ask them about their workplace, they can 
list a long series of recurring irritations: clutter in walkways, overflowing bins, 
poor tools, lack of information, the same unsecured gas cylinders every week. 

Chapter 15 Effective reporting systems

198



Everyone knows what should be done. Yet nobody tackles root causes. People 
fix symptoms again and again. Frustration rises, reporting adds nothing, and 
learning stalls.

Nice story. What should we do to increase resilience?

Suggestion 44: Design the reporting process around the Purpose
Treat reporting as a social process, not as an IT tool. Start from the outcome you 
want and work backwards. Involve workers. What problems should reporting 
help to solve? What makes people willing to speak up? Agree how reports are 
handled, by whom, with which roles, conversations, analysis and evaluation.

If you take this seriously, a simple channel may work better than a complex 
app. A trusted mailbox, a WhatsApp group or a fixed agenda item in team 
meetings can lower the threshold more than drop-down menus and mandatory 
fields. An open format forces people to think and to tell the story, instead of 
just ticking categories.

Suggestion 45: Build trust and feedback into the reporting process
Ask employees what they need from the process to keep reporting. Define 
together how they want to contribute and how the system will be implemented, 
formalised and reviewed. Agree milestones and what success looks like. Then 
resource it properly.

Make openness, honesty and equality the norm in follow-up conversations. 
Treat reports with integrity, respect and fairness. Always provide feedback to 
the reporter, even if you decide not to act. That takes time. But if you believe 
reporting adds value, do it well. It helps you move from having to report to 
wanting to report.

Suggestion 46: Do not reward reporting with bonuses
Do not incentivise reporting of hazardous situations with rewards. Bonuses 
for the number of reports lead to lower quality and more gaming. People 
report for points, not for improvement. Goodhart’s Law and cobra effects 
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take over. Instead, recognise people for thoughtful contributions, for joining 
follow-up discussions and for helping to solve underlying problems. That keeps 
the Purpose in view and strengthens resilience.
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	 16	� �Policy that  
builds resilience

The aim of organisations is not merely to ensure people get home 
safely. It is to enable employees to excel in their work and go 
beyond the limits of their formal role.

The gap between policy and practice
Policies and rules are hard to live up to. Daily work often looks very different 
from what the policy says, and everyone knows it. Getting a real grip on behaviour 
is difficult. A familiar example is PPE. In many 24/7 operations discipline at 
night is not the same as it is during office hours. Some measures are taken 
only when certain officials are around. When this happens, everyone sees that 
the rule is negotiable. Unenforced rules become vague and lose meaning.

The point and pointlessness of a policy statement
Society expects every organisation to have a formal policy. The law, standards 
and certification all demand it. In practice, many managers and workers barely 
know that a written policy exists, let alone what it says or how to act on it. 
Often it was written once because it had to be, copied from a template or 
drafted by a consultant or ChatGPT.

During audits, I often see managers realise, while answering questions, that 
they do not really know their own policy. It feels like another box to tick. That 
is a pity. A good policy can be more than insurance against criticism. It can 
express what the organisation really stands for.

The aim of an organisation is not merely to ensure people get home safely. It 
is to enable employees to excel in their work and go beyond the limits of their 
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formal role. Policy should make that ambition explicit and give people a clear 
frame for doing good work, rather than just repeating legal phrases.

Do Life Saving Rules really save lives?
Most organisations have hundreds of rules. Life Saving Rules (LSR) pick out a 
few that are seen as critical. Examples are: never walk under a suspended load, 
respect speed limits, or never enter a confined space without a permit. The 
idea is clarity and simplicity. Everyone knows where the hard lines are, and 
sanctions are clear. Yet in practice, LSR bring several challenges.

LSR can be too specific or too vague
Sometimes LSR are too vague or too narrow. “Never enter a confined space 
without a permit” says nothing about the quality of the permit process and 
other controls. If the isolation plan is poor, following the rule still does not 
guarantee safety.

LSR can conflict with safe design
Sometimes they are a sign of weak design. “Do not walk under a suspended 
load” addresses a situation that should almost never exist. If people can walk 
under the load, the design of the workplace and lifting plan is the problem, 
not only the worker.

LSR can fuel a focus on the violation blame and punishment
Research by Bieder and Bourrier (2013) shows that LSR easily slide towards 
enforcement and punishment. Violations become personal failures. Context 
is rarely explored. We focus on the breach of the rule, not on whether it was 
locally rational to deviate or on the conditions that made deviation likely. 
Reported violations are often suspiciously low, which tells us more about 
observability and reporting than about discipline. Real enforcement would 
require constant supervision everywhere.

LSR can be morally complex
LSR can also feel morally harsh. “Break a golden rule and you are out” suggests 
that every breach is a conscious choice. In reality people mostly try to get the 
job done with the means they have. In high hazard environments, rules such 
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as “always hold the handrail” may even create cynicism if they do not match 
the risks people actually worry about.

Not punishing undermines rules
At the same time, not enforcing LSR undermines them. If nothing happens 
when a rule is broken, credibility and Just Culture both suffer. Many 
organisations struggle in this tension. They want clarity and discipline, yet 
they also want trust, dialogue and guided adaptability.

Life Saving or Ass Saving?
For many workers LSR feel like Ass Saving Rules. They seem designed more to 
protect managers than to protect people. The effect is BOHICA: Bend Over, 
Here It Comes Again. People nod when the safety manager passes, then go 
back to reality. Managers can still report that rounds were done and that 
findings were recorded. Real trust does not grow.

“Rules are mostly made to be broken and are often for the lazy 
to hide behind it.”

A real benefit: the right to stop work
There is a clear upside, though. Life Saving Rules can give employees moral 
and formal support to say stop. They legitimise speaking up about unsafe 
situations and asking to pause work. Used that way, LSR are a powerful lever 
for resilience.

Policy, health and psychological safety
Rules that are meant to keep people safe can also harm well-being. A rule that 
everyone must wear a helmet everywhere on site may reduce the chance of 
a head injury. It can also feel pointless in an open field, create irritation and 
signal distrust. If people experience policy mainly as hassle and injustice, 
psychological safety suffers. The question then is not only “Is this safer?” but 
also “What does this do to motivation, trust and willingness to report?”



Policies and rules are moral obligations because they exist to 
protect life. They should not be used mainly as managerial or 
political tools, because that breaks down resilience.

Short-term and long-term policy
In corporate social responsibility and sustainability, many boards want short-
term financial justification. Research points another way. Duchek (2020) and 
Ortiz-de Mandojana (2016) show that long-term investments in people, 
environment and continuity reduce financial volatility and increase revenue 
growth and survival over fifteen years, while short-term profit remains roughly 
equal. A long-term view strengthens resilience and fits what many employees 
hope for from an employer. 

Nice story. What should we do to increase resilience?

Suggestion 47: Reframe Life Saving Rules as Life Saving Controls
If you want to move from centralised rule enforcement to guided adaptability, 
consider shifting the language. Talk less about Life Saving Rules and more 
about Life Saving Controls. Rules focus on “must” and “must not”. Controls 
focus on what must be in place, working and verified before work starts. That 
shift moves attention from obedience to assurance of success and appeals more 
to craftsmanship.

Examples of Life Saving Controls include: 
o	 Never ask, hint, or pressure anyone to break a rule. Not even “just this once.”
o	 Only use equipment you are trained for, competent to use, and authorised 

to operate.
o	 Before you begin, make sure all required isolations are in place and verified 

effective.
o	 Do not remove, bypass, or tamper with safety controls unless you have 

explicit authorisation.
o	 No work at height without proper fall protection, for you and for anything 

that could fall.
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Controls like these invite discussion of context and quality. They support trust 
and accountability rather than suspicion.

Suggestion 48: Make policy, rules and objectives explicit and lived out
Aim for policy that people know, understand and can see in practice. Keep 
it visible in inspections, Learning Teams and team meetings. Talk not only 
about detailed prescriptions but also about Purpose and core principles. Ask 
regularly where policy helps work succeed and where it gets in the way.

Lead with trust, craftsmanship and success. Use rules and formal policy as 
support for those aims, not as the main instrument. When people experience 
that policy helps them do good work and excel beyond the limits of their formal 
role, it starts to build resilience instead of resistance.
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�	 17	 �‘Measuring culture’ 
more wisely

Is culture something you possess, or something you embody?

 
The definition problem: what is culture?
Culture is the elephant in the room. We talk about ‘our culture’ in workshops, 
but usually only for a few minutes. The term stays vague. When I ask what 
people mean, several different answers appear. We want to improve ‘the culture’ 
without agreeing what it is.

So, the first questions are: what do we mean by culture, and what is safety culture? 
Bye et al. (2020) reviewed 229 scientific papers on safety culture. They found 
a wide range of definitions; sixty percent used vague, weakly supported ones. 
Casey et al. (2022) and Hopkins (2018) reach the same conclusion and call for 
clearer concepts and methods. We must turn abstractions into specifics, so 
everyone shares the same understanding and the Purpose.

Culture: something you have or something you are?
Do we talk about the culture of the whole organisation, a department, a site, 
or the relations between them? How much do local habits and national norms 
matter? We need to be explicit. Is culture what you have, such as policies, rules 
and targets? Or is it what you are, the way people interact and make sense 
together? Culture lives between people. 

Unique or standardisable?
Most see culture as unique for each organisation. Can we standardise it? Carsten 
Busch argues persuasively that we cannot in The First Rule of Safety Culture. A 
Counter-C-Word Manifesto (2021).
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From an organisational resilience perspective, culture is not ping-pong tables 
or Friday drinks. It is treating adults as adults and giving them the freedom and 
means they need to do good work.

Can you measure culture?
Disciplines disagree. Many sociologists and psychologists say you cannot, and 
should not, measure culture. Guldenmund and Zandee (2018) write: “Work 
with culture, do not try to change or measure it.” Engineers prefer numbers. 
Safety practice has largely followed the engineering route: models, ladders, 
dashboards. We measure “culture”, which is not automatically wise.

Culture or wine, does measuring really make sense?

Can you measure wine?
Deal and Kennedy (1983) use a helpful analogy. You can describe wine with 
aromas, metaphors and stories, yet you cannot measure it meaningfully. 
Culture is similar. Questionnaires and culture audits give a snapshot of how 
some people think about selected topics that we label “culture”. We can list 
bullet points and draw a spider chart. But have we measured culture in a 
complex socio-technical system? Or have we staged a polished scene that 
triggers Hawthorne effects and “What You Look For Is What You Find”?

The Hawthorne effect
People behave differently when they know they are observed. In culture audits, 
people often know the questions and the ‘good’ answers. Interviews and site 
visits can be staged. How representative is this for the rest of the year?

Can outsiders understand culture?
Anthropologists would say: to understand a culture, you live with insiders 
for months and become their friend. A Safety Culture Ladder audit does the 
opposite. A few outsiders visit for a few days, hold planned interviews, look 
around and then claim to know ‘the culture’.
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Safety Culture Ladder
The NEN Safety Culture Ladder17 (SCL) “measures safety awareness, attitude 
and behaviour in companies, with strong focus on safety culture”. In the 
Netherlands, the “Veiligheid in Aanbesteding (ViA)” initiative18 has made SCL 
use mandatory across the construction chain since 2022. How this compares 
with other countries falls outside this book.

What does a Safety Culture Ladder measure?
We can ask what SCL really sees. Does it give a full picture of resilience, trust 
and success? Where on the ladder would you place an organisation that does 
not know its compliance duties, has cosmetic risk assessments, copy-paste 
HSE plans, ignores the hierarchy of controls, runs on unread procedures, uses 
bonuses for reporting, misses trade-offs, fakes toolbox talks and inspections, 
polishes statistics and performs shallow incident investigations?

Does the ladder measure the capacity to handle complexity and unpredictability, 
or mainly operational safety? Can you improve culture by working on one 
subsystem without changing the wider system?

What does SCL deliver in practice?
The Governance Code Veiligheid Bouw (2023) concludes: “The introduction 
of ViA has not yet led across the chain to demonstrable behavioural change on 
safety (reduction in accidents or near misses).” Linking “culture change” directly 
to fewer accidents is itself debatable, and culture is not the same as behaviour.

Can you go down the ladder?
A six-year study at fourteen Seveso sites around Rotterdam (Zwetsloot et al., 
2020) found that culture improved in five firms and worsened in five. Change 
did not follow the neat stepwise progress suggested by the Safety Culture 
Ladder, echoing earlier doubts (Filho and Waterson, 2018). Progression is not 
a neat linear climb.

What does SCL do for resilience?
Boskeljon et al. (2022) report limited predictive value. In some organisations 
rated very mature on rule following, incidents still often involved not following 
rules. So, what SCL really delivers remains unclear. Many ladders and surveys 
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rest on models such as Hearts and Minds (Hudson, 2004) or the Bradley 
Curve (Berlin Bradley, DuPont, 1995). Real life appears messier than those 
development steps suggest. Many more factors shape what we call culture, 
beyond what we can measure.

Institutional Logics: a different lens
Institutional logics19 offer another way of looking. They are the shared ideas of 
what is logical in a context: how we see issues, how we behave and why this 
seems reasonable. They form a shared local rationality. Turner (1978) called 
this shared bounded rationality.

Kant showed that subjective ideas have real effects. In organisations, what 
workers believe about safety leadership directly shapes how they act: if 
they see management prioritising production, shortcuts become normal; if 
they experience genuine concern for people, safe practices take root. This 
is not vague “safety culture” but the result of concrete mechanisms such as 
leadership priorities, group norms, decision rules and employee attitudes. 
Together, these form the institutional logic of the organisation. In practice, 
what people think management values becomes reality in how work is done.

Logics are dynamic. We behave in ways we think the organisation expects. We 
watch how the organisation responds. If the response is negative, we adjust. 
If it is positive, we reinforce what we do. At the same time, our behaviour 
influences the organisation. Others see what we do and copy or resist it. 
Patterns and habits emerge.

Structure shapes our behaviour, and our behaviour shapes structure.

Combined and conflicting logics
Within one organisation, several logics can be active. Comparing them across 
roles and levels helps explain why we do things as we do and why clashes appear. 
Research by the University of Twente at a national rail maintenance and asset 
management organisation (Cornelissen et al., 2020) used institutional logics 
to understand safety-related thinking and behaviour.
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Logic helps us understand
The study looked at three logics: market order, profession order and corporation 
order. Each leads to rational, yet conflicting, management choices. What looks 
irrational from one angle becomes understandable once the underlying logic 
is visible.

Institutional logics help to clarify and make sense of the reasoning 
behind conflicting interests.

Market order logic: market forces
In the market logic, commercial pressure, tender demands, price pressure and 
efficiency drive profitability. Reputation must be protected. Good safety 
statistics and certification give a competitive advantage in tenders; Safety 
Culture Ladder certification can even give bonus points. Safety is seen as a tool 
to win work.

Decisions about safety are framed in costs. A typical question is: “Is it cheaper 
if we do it this way or that way?” Safety measures reduce efficiency yet may 
save money by avoiding incidents. This logic favours centralised control over 
guided adaptability.

Profession order logic: craftsmanship
Safety managers often stand between conflicting interests. They rely on their 
own expertise and authority. Getting the job done comes first. Procedures are 
helpful, yet work must continue, even if strict adherence is hard. Management 
places the ball with safety managers and employees: for reasons of efficiency, 
the work must be completed.

From this logic, there is little centralised control and no real guided adaptability. 
Many rules fall into a grey zone. Debates arise over which rules apply and 
whether work is ‘safe enough’. Success is defined by experience, craftsmanship 
and social norms on the shop floor. Safety becomes the task of the safety manager, 
who is expected to use judgement to prevent unsafe work.
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Corporation order logic: organisational structure
The corporation logic focuses on hierarchy, formal roles and reporting lines. 
Managers report upwards that processes are under control, that projects run 
predictably and that requirements are met. Success is defined by adherence to 
routines and reporting cycles.

Safety here means strict compliance with rules and procedures and detailed 
reporting. Control is central and top-down. When things go wrong, responsible 
managers are called to account. Senior management protects itself by pointing 
to rules that “should have been followed”.

What is the problem?
These three logics clash. The clash threatens safety and resilience. In practice, 
you see informal coordination on the shop floor about how to get the work 
done. The safety manager acts as sparring partner; together with employees 
they make workable decisions within present constraints.

In theory, work can always be stopped when it is not safe enough or means 
are lacking. In reality, stopping costs time and money. It conflicts with efficiency 
and production pressure. Challenging senior management for more resources 
takes courage and does not always happen.

Trade-offs are made in this tension. Choices and underlying reasoning are rarely 
documented. Only those present at the time know them. When something goes 
wrong, a formal process follows, often an incident investigation. The discussion 
shifts to which rules were not followed, which ‘foolish’ decisions were taken and 
which sanctions are needed to repair reputation and the market logic.

Hearts and Minds versus Institutional Logics 
The difference between these two approaches is:

o	 Hearts and Minds is about the questions: how much do employees know 
about safety, how much do they care about it, and how do they behave?

o	 Institutional logics show that behaviours and decisions in an organisation 
are symptoms of how the system is designed and how it operates.
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Structure influences culture
This book focuses on the Purpose: making work successful. From that view I 
see little value in generic culture programmes or culture certificates. Too 
often culture is used as a patch for deeper system problems. The reverse path 
works better. When we remove clutter, steer differently on safety, apply HOP and 
HRO principles and strengthen Learning Teams, culture improves as a side-effect.

Culture doesn’t solve clutter. But solving clutter does improve 
culture.

I see culture mainly as an outcome of structure. You do not change it with 
campaigns, checklists and ladders. Changing structures in a socio-technical 
system does influence culture. If we design those changes well, culture 
moves in the desired direction. Hopkins (2019), Lewin (1951) and Schein 
(2002) all stress that real culture change needs structural development. Most 
organisations do not yet have structures that match their desired culture.

Changing the whole system
Shell’s Hearts and Minds model is a telling example. For a long time, despite 
intensive programmes and training, little changed. Organisational structures 
remained the same. Meeting and communication routines and reward structures 
did not change. Structural change makes change visible and tangible. As Hudson, 
the originator of Hearts and Minds, also says: you must align all structural 
elements of your management system with the culture you want.

Independent and central safety department
Another recurring pattern is a decentralised organisation where production 
dominates safety. When production is responsible, production goals often beat 
safety measures. This is a power issue: commercial interests usually outweigh 
safety interests, as discussed in chapter 3. Bonuses for hitting production or 
sales targets while running cost-cutting programmes intensify the squeeze. 
Both trade-offs push operations toward the margin and failure boundaries.
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NASA’s Columbia disaster (2003) illustrates this. The investigation spoke of 
a “broken culture”, with an emphasis on faster, better, cheaper rather than 
safety. Following the crash, NASA made structural changes. Most important 
was an independent safety department with the authority to stop work when 
safety or integrity are at risk, to prevent normalisation of deviance.
At the time of Deepwater Horizon (2010) and the Boeing 737 Max crashes 
(2018), BP and Boeing had decentralised safety in the name of efficiency. 
Operational departments bore responsibility for safety and integrity. Over 
time teams shrank, checks reduced and supervision weakened. After their 
disasters both organisations recentralised safety in structures similar to NASA’s.

Be like McDonalds: centralised control and guided adaptability
Hopkins also cites McDonalds as a positive example. The company’s core 
values are quality, predictability and uniformity of product. It works with a 
tight formula and is crystal clear about what ‘good’ looks like. Franchisees 
know what must always be right and where there is local freedom. This is 
monitored, checked and supported consistently.

The result is that, almost anywhere in the world, the product and experience 
are recognisable. This comes from a strong mix of centralised control and 
guided adaptability. The formula is central control over risk management 
combined with local freedom in execution. It requires a central safety function 
with the mandate to act and a willingness to invest in that team. The open 
question remains: do we, in our organisation, have enough guided adaptability?

Wrap-up
I am convinced that culture cannot be measured in any meaningful way, and 
that we do not need to try. Such attempts mainly create Hawthorne effects 
and shallow dashboards. What we can do is understand culture. Institutional 
logics give us a richer lens: they reveal how structures and interests shape 
behaviour and decisions. If we change the system thoughtfully, culture will 
follow. The formula is centralised control of risk management, combined 
with guided adaptability in execution.
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Nice story. What should we do to increase resilience?

Suggestion 49: Be specific about what you mean by culture
Do not talk about ‘the culture’ in general terms. Agree what you mean. Decide 
whether you talk about the whole organisation, a site, a team or the relations 
between units. Describe culture with concrete examples: how people speak up, 
how trade-offs are made, how decisions are really taken. Once you share a clear 
picture, you can decide what you want to protect and what you want to change.

Suggestion 50: Do not measure culture, do understand it
Resist the urge to measure or certify culture. Instead, describe it and make it 
visible. What patterns do you see now, and what do you hope to influence? 
The more specific you are, the greater the chance you take useful action. 
Remember: a culture programme does not fix clutter. Removing clutter, 
changing structures and improving the safety of work will, almost automatically, 
improve culture.

Suggestion 51: �Change structure to change culture: central control and 
guided adaptability

If you want a different culture, build the structure that fits it. Use centralised 
control over risk management, as in the lessons from NASA, BP, Boeing and 
McDonalds. Combine that with guided adaptability in the field. The roles and 
tasks in chapter 6 on guided adaptability can be your starting point. Be prepared 
to invest in people, tools, competencies and dialogue. That likely contributes 
more than stickers on mirrors or dozens of ‘hold the handrail’ signs.

Suggestion 52: �Focus on interaction and Institutional Logics. Train 
interaction and feedback

Learn about culture by watching interaction and by exploring institutional 
logics. How do decisions look from a market logic, from craftsmanship and 
from organisational structure? Why is certain behaviour logical for those 
involved? Explore these logics at every level. Try to step into other people’s 
logic instead of judging from your own. Support this with training in interaction 
skills and feedback. Suggestion 53 can help with this as well.
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Suggestion 53: Listen without judging, listen to understand
After negative events, emotions run high. It becomes tempting to search for 
the person who ‘failed’. Try instead to listen with the aim of understanding. 
Talk with employees, not against them. Marilee Adams’ book Change Your 
Questions, Change Your Life offers many practical tips.

Do not treat human failure as the cause. See it as a signal of deeper system 
issues, in line with HOP principles. Too much focus on failure means we 
overlook success. Immerse yourself in local rationality. The restorative Just 
Culture questions in Suggestion 37 and characteristic 12 in chapter 2 can guide 
you. They help you find structural measures and a fairer way of working.

Suggestion 54: Monitor trust instead of measuring culture
If you feel you must measure something, focus on trust, not culture. Trust is a 
key ingredient of resilience. Explore questions such as: 
o	 What open communication is actually taking place?
o	 Whom can you trust, and who do you go to if you need a decision now?
o	 Where can people go to speak their mind?
o	 How do people experience the informal organisation?
o	 And functional distrust: what do we want to check extra and why?

The most powerful way to understand trust is through dialogue, not surveys. 
Remember that trust is not simply good or bad. Aim for a healthy balance 
between functional trust and functional distrust. That balance allows people 
to speak up, learn and act under uncertainty.
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	 18	� Using risk 
management  
to build resilience

The question is not if it goes wrong. The question is when.

Risk perception and bottlenecks in risk management
Chapter 8 highlighted several problems in how we perform risk analyses. 
Together they show how dangerous it is to treat calculated risks as the truth. 
This chapter looks at the risks of risk management itself. Risk management 
can create a pseudo-reality: the illusion that we have everything under control. 
That illusion increases the chance of a fundamental surprise, a shock we did not 
see coming at all. We then turn out to be less resilient because we assumed risks 
were covered by analyses and controls and were not prepared for the unexpected.

What can major disasters teach us about the way we apply risk management, 
and how can those lessons make our approach more resilient?

Risks are dynamic and nonlinear
If you cycle alone in the dark, there is some chance a car will not see you and 
will hit you. Suppose a risk analysis estimates a ten percent chance of a fatal 
accident for a lone cyclist. If one hundred people cycle there together, simple 
linear thinking would predict ten fatalities in a crash. In reality the risk will 
probably drop. A large group is easier to see, so the driver brakes earlier and 
the collision may not occur at all.

Risks are often nonlinear. They do not grow proportionally with exposure or 
group size, yet our analyses often assume that they do.
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Uncertainty due to complexity
Complexity creates uncertainty, and that uncertainty is often more dangerous 
than the baseline risk itself. Some people perform very high risk work every 
day in tightly controlled conditions, for example staff in nuclear plants. For 
most organisations today, however, growing complexity and interdependence 
increase uncertainty and make failure more likely.

We link more and more systems. Data from one application feeds several 
other applications and tools. Knowing how everything is connected is difficult 
enough; understanding the knock-on effects when one component fails is 
harder still. More technology can add safety, but it also adds complexity and 
therefore risk and uncertainty.
Think of a modern car dashboard. Few drivers know what every symbol means 
or how the underlying systems work. When something fails, it takes far more 
understanding than forty years ago to diagnose the problem.

Assessing system complexity
Russell Ackoff (1978) argued that improving individual components of a system 
does not guarantee better performance of the whole. Charles Perrow (1984) 
therefore called for more focus on system complexity and less on isolated 
operational risks. He introduced the idea of an assessment of complexity.

Higher complexity usually means higher risk. A sensible aim is to reduce 
complexity where possible. That starts by mapping how systems are coupled, 
what the field of play looks like, and which cause-and-effect relationships 
exist. Do we understand the consequences when one component fails and 
how that affects other parts of the system, the coupling risks?

Uncertainty through overconfidence
In complex systems the challenge is to find a sweet spot. Each extra ‘layer of 
protection’ demands more understanding and oversight. The sweet spot is the 
balance between enough safeguards and our ability to keep seeing how the 
system actually works. Too many measures can create misplaced confidence. 
That misplaced confidence leads to greater risk taking, so the chance of failure 
rises again despite the extra controls.
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I regularly see errors caused by too much control. One manufacturer had a 
sequence of seven machine steps in its production line. Each step had an 
outgoing and an incoming check, fifteen checks in total. On paper it looked 
very robust. In practice, only about five checks were performed. People trusted 
one another: “If my colleague checked at handover, why should I check 
again?” Despite the many formal checks on paper, errors were common. 
Overconfidence made the system fragile.

Risk analyses are static
Risk analyses are static snapshots. What is written in them is a version of 
reality, not the reality. They reflect the perceptions of a selected group at a 
particular moment in time, usually in a changing environment. They try to 
capture a dynamic, complex reality with coupled causes and consequences 
that shift continuously and influence one another.

The question is how truthful and useful risk analyses are, and how we can 
bring more dynamism into them, so they remain relevant. The following incident 
shows how risk management and training created a pseudo-reality.

Friendly Fire – what we can learn from the military
The armed forces are a classic example of a High Reliability Organisation. They 
manage extreme risks and must constantly adapt to achieve their Purpose: 
maintaining peace and security. A key turning point was the 1994 Black 
Hawk friendly fire incident. Two US F 15 fighters shot down two US Black 
Hawk helicopters, killing 26 soldiers and diplomats. Extensive investigations 
produced 123 corrective actions and long to do lists, yet no single broken 
procedure or incompetent individual could be identified. The system looked 
robust on paper, but the accident revealed deep systemic weaknesses.

Scott Snook’s analysis (2000) shows how these weaknesses emerged. Recognition 
training for pilots was cheap but unrealistic. Almost all images were ground-
based photos of enemy aircraft. There were hardly any pictures of their own 
Black Hawks or of aircraft seen from the air. In that context, pilots expected 
to see enemy Hinds, so what you expect is what you see took over. Expectations 
shaped perception and closed off further questioning.
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In the AWACS aircraft the crew members were all trained and certified 
individually but had never flown together as a team. Leadership was distant, 
morale was low, and responsibilities in the control room were diffuse. Classic 
social mechanisms such as the bystander effect, social redundancy and social 
loafing meant that no one intervened decisively, even though several people 
sensed that something was wrong.

The lesson for resilience is that high risk operations fail not only because of 
broken rules or human error, but also through mismatches between training 
and reality, weak teams, poor leadership connection and social dynamics that 
silence doubt. Organisations that want to be highly reliable must therefore invest 
in realistic preparation, team competence, clear roles and psychological safety, 
not only in better procedures and more individual training.

Procedures never fully fit
Procedures are often listed as risk controls, yet they are never complete or fully 
up to date. They cannot describe every scenario or risk, and they never fit all 
situations. Work changes from day to day, and not all changes are predictable. We 
need the ability to adapt. Rigid procedures can get in the way of that adaptability.

People are not perfect
Risk analyses and procedures often assume a perfect worker who never makes 
mistakes. We know that is a fantasy, yet our analyses still rest on linear 
assumptions that people always follow procedures, deliver quality, work 
efficiently and cause no accidents.

More exposure does not mean more risk
Exposure to risk can build experience and competence, which may reduce risk. 
A simple linear view, where twice the exposure means twice the risk, does not 
fit reality and can be dangerous. It creates a pseudo reality that may increase 
risk. Hutchinson et al. (2022) reach the same conclusion.

More risk does not mean more accidents
Complex tasks often go well, while simple ones go wrong more often. Are 
accidents more likely in low-, medium- or high-risk environments? Research 
by Beck et al. (2023) suggests they occur most in moderately hazardous 
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environments with medium risks. In high-risk environments people tend to 
behave very cautiously. In medium risk environments, confl icting goals and 
trade-off s are more common.

It is unreasonable to expect workers always to behave in the safest possible 
way. That would be ineffi  cient and would harm productivity. Instead, people 
adapt their behaviour to meet the demands of the situation, local rationality. 
Usually, they do what is needed to be safe enough, but no more. Those trade-
off s are not always successful and can lead to incidents. This insight calls for 
more guided adaptability and more monitoring of medium risks where control 
is weak.

Correlation and causation are problematic
Between 2004 and 2005 divorces in the US state of Maine fell from 4.3 to 4.1 
per 1,000 people (Vigen, 2014). In the same period US butter consumption per 
head also fell. When divorces rose slightly the next year, butter consumption 
rose too. Over several years the correlation between divorce rates in Maine 
and butter consumption in the US was 99 percent.

It would be absurd to claim that butter consumption causes divorce. Statisticians 
know that even a very strong correlation is not causation. Our brains, however, 
are wired to link pieces of information, see patterns in random data and jump to 
conclusions. Eff ective risk management requires that we fi ght this tendency 
and evaluate data critically and objectively.

Survivorship bias 

and evaluate data critically and objectively.

Abraham Wald, a scientist 
working for the US military in 
the Second World War, analysed 
data to improve survival 
chances. The Air Force asked 
him where bombers should be 
reinforced with extra armour. 
Wald first asked where the 
returning aircraft had been hit.
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The data showed most bullet holes in wings, fuselage and tail. Wald recommended 
armouring the cockpit and engines instead. Officers were puzzled. The 
graphs clearly showed other parts took most hits. Wald pointed out that only 
planes that survived were being analysed. Aircraft that had been hit in 
cockpit or engines had not returned and therefore did not appear in the data.

This is survivorship bias. We see only what has survived, not what has failed. 
The same happens when we analyse characteristics of successful people. It 
is easy to conclude that Lionel Messi became the best footballer because he 
trained hard and ate healthily. Many children who never made it to the top 
trained just as hard. Success stories alone cannot explain why success occurs.

Survivorship bias teaches us to view things from the lens of 
success. But we often misjudge situations by focusing on failures 
and incomplete information.

Who decides whether risks are acceptable?	
In about two thirds of cases, acceptability of risks is decided by management 
at the blunt end, not by the workers at the sharp end who are actually exposed. 
James Reason’s blunt end - sharp end model (1990)  
explains this clearly. The further you  
are from operational risk, the more  
power you often have over rules and  
prescriptions that shape the work.

Is that fair? How well do managers 
really understand the work, the risks 
and the specific situation? To what 
extent do workers have a say in 
controls? Paradoxically, the further 
people are from operational hazards, 
the greater their decision power 
over risk, and the closer they are, the 



228

Chapter 18 Using risk management to build resilience

less influence they have. As a result, risk analyses often focus on the failure 
boundary and far less on how to stay comfortably inside the margin boundary.

Knowing where the failure boundary lies and where we are in relation to it 
should be the essence of risk management. We must also acknowledge that 
every risk decision and every measure creates trade-offs; there is no option 
where nobody gets hurt or disadvantaged. Someone’s blunt end is always 
someone else’s sharp end.

Credibility and subjectivity are tricky
The credibility of risk management and risk analyses is a major social issue. Are 
our risk analyses objective, or are they subjective constructs? We want to believe 
that systems around us are safe. When we board a plane, we reassure one another 
that it is the safest form of transport. That gives comfort. Similar credibility games 
play out in organisations under public pressure to guarantee safety.

What do major disasters teach us about our risk analyses
Charles Perrow’s research after the Three Mile Island nuclear accident20 (1984) 
concluded that systems can be so complex and so tightly coupled that 
accidents become normal accidents. With so many interacting elements, 
things will inevitably go wrong. John Downer (2013) adds that such normal 
accidents are impossible to predict because changes in one part of a system 
can rapidly and unpredictably affect many others.

Incidents are not purely logical and technical. We often ignore weak signals
Barry Turner (1978) studied several disasters caused by human action. He found 
that many were preceded by signals that could have prevented them if they 
had been taken seriously. Technical experts, however, tended to explain 
problems in logical, technical terms and simplify scenarios. That can hide 
weak socio-technical signals and lead to them being ignored.
These analyses of complex disasters are valuable because they mirror our own 
increasingly complex world.

Compound risks in interacting components - Fukushima
The 2011 Fukushima disaster illustrates compound risk. A tsunami triggered 
by an earthquake hit the nuclear plant. The public grid failed, so cooling 
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pumps switched to emergency generators placed at sea level. The tsunami 
flooded these generators, which were not designed for such a high wave. 
Cooling then depended on batteries intended only as a temporary bridge. 
Because regional infrastructure was devastated, power did not return in time. 
Temperatures in three reactors rose, fuel assemblies partially melted and 
severe damage followed. Only months later was the plant under control.

What did the Fukushima risk analysis say?
Downer (2013) reviewed Fukushima’s risk analyses. He found limited transparency 
and little attention to uncertainty scenarios. Common cause failures, such 
as a flood disabling multiple systems at once, were not seriously considered, 
although they were likely. Failures of grid power and emergency power were 
treated as independent, while in reality they were tightly coupled.

Risk estimation
The highest calculated risk was “core damage”, estimated at once per 1.6 
million years. Meltdown was not modelled and was assumed to be many 
orders of magnitude less likely. Given Japan’s history of earthquakes and 
tsunamis, such a low frequency is remarkable. Yet it was accepted.

We back-calculate to the desired risk value
Why does this happen? Designers are often not asked for a realistic picture 
of scenarios and consequences but to show that risk is acceptably low. 
Governments and stakeholders want proof that risk meets their criteria. We 
then calculate towards the desired number, with the outcome already known. 
We play with probabilities and consequences until the result is green.
	
Research by Proto et al. 
(2023) shows that colours 
in risk matrices can bias 
decision-making and 
encourage this calculating 
to green. They argue for 
avoiding colour if we want 
honest assessments.
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The requirement is not to present a realistic picture of the 
scenarios and consequences of failures. The requirement is to 
show that the residual risks of incidents are at an acceptably 
low level. We therefore calculate toward the acceptable outcome.

To avoid public alarm, we reduce transparency
If Fukushima’s risks had been calculated realistically, the numbers would have 
been much higher. That was not desired. Risk analyses are often produced to 
reassure stakeholders. After Three Mile Island and Chernobyl, public nuclear 
risks were also rated low to avoid unrest (Perrow, 1999).

We say nuclear plants cannot explode and no radiation can escape, yet people 
near such plants keep iodine tablets at home and there are dosimeters to measure 
radiation. In practice, organisations tend to rate probabilities far too low and 
potential consequences extremely high. Reality shows the opposite pattern: 
events occur more often than calculated, while realised consequences are usually 
lower than feared.

The bottom line is that the chance of incidents is higher than estimated, while 
their impact is often lower. Paul Slovic (1998) argued that risks are social 
constructs, shaped by perception. Risk management becomes a negotiation 
game in which we calculate toward a politically acceptable value.

Why risk management does not prevent incidents
The primary purpose of risk analyses should be to prevent incidents. That would 
require learning from incidents and improving the process. Often, we do 
not. After incidents we respond defensively, divert attention and minimise 
visibility. This undermines resilience.

Downer (2013) identifies four common defences used to maintain confidence 
in the system:
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1.	 Interpretive defence 
“The analysis was adequate; the event was force majeure.” The analysis 
did not fail, it was merely incomplete. There was too little attention to 
history or to common cause failures. The question whether the scope and 
assumptions were sufficient in the first place often remains unanswered.

2.	 Relevance defence 
“What failed here was specific and rare. It cannot happen elsewhere.” This 
is distancing through differencing (Cook and Woods, 2006). History shows 
that similar incidents recur in other systems for the same reasons. The two 
Boeing 737 Max crashes are a telling example, discussed in Chapter 23.

3.	 Compliance defence 
“The system was fine; workers failed to follow procedures.” Controls 
were approved by authorities and independent bodies, so if something 
still went wrong it must be human failure. This view ignores human 
factors and local rationality and imagines people as robot like 
instruments. If a risk analysis does not consider human fallibility and 
does not build in margin for error, it has little value for safety or success. 
Ignoring human behaviour is a bomb under resilience. As Susan Baker 
(2022) puts it: if you make the world safer for drunkards, you make it safer 
for everyone.

Failing to account for human behaviour undermines our 
resilience at its core.

4.	 Redemption defence 
“We acknowledge a failure, but we believe that the corrections we 
implemented have fixed the problem. Risk analyses are updated, 
checklists expanded, new controls added.” Sincerely so, but always with 
hindsight. Only much later do we know whether the same problem has 
truly disappeared or has simply not reappeared yet.

The first three defences are major obstacles. If we overcome them, the fourth 
can become genuine learning instead of wishful thinking.
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Risk management does not prevent accidents
Risk management should help answer two questions from chapter 3: do we 
have appropriate systems, and do we know whether they work effectively? 
At present it often does not. Our current approach to risk management and 
post-incident reflection often becomes a self-fulfilling prophecy, an illusion 
of control, a negotiation tool or a diplomatic instrument. With increasing 
complexity and unpredictability, the gap between our linear methods and 
reality only widens.

We want to see in advance when an analysis is poor
Terje Aven (2022) argues that good risk management places strong emphasis 
on resilience. Systems must respond appropriately even when surprises occur. 
It is easy to say after the fact that an analysis was poor. What we need is the 
ability to see beforehand that it is weak. The errors described above occur 
across sectors. How do you know your organisation’s analyses are not affected 
in the same way?

Paul Tours (2023) summarises the essence of risk management in three questions 
every organisation should be able to answer:
1.	 Do you know what can go wrong?
2.	 Do you know which systems must protect you?
3.	 Do you know that these systems are implemented effectively and functioning?

Nice story. What should we do to increase resilience?

Suggestion 55: �Start risk management from experienced hazards and weak 
control

Keep a critical eye on real, experienced hazards instead of relying mainly on 
paper risk analyses. A method that is formally approved by a regulator is not 
automatically safe. You can be fully compliant and still not safe, efficient, or 
effective. You remain responsible for thinking and steering, and any judge will 
say the same.

Begin with the people who do the work. Ask them: What feels risky here? 
Why does it usually not go wrong? Which safeguards are in place? Are the 
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risks as low as reasonably practicable, or is something missing? If employees 
hesitate when you ask “Is this enough?”, it probably is not enough. Often the 
first answer is “PPE”. Treat that as a signal to look higher in the hierarchy of 
controls, as explained in chapter 7.

Think paradoxically: do not focus only on obvious high-risk jobs. Pay special 
attention to tasks where control is weak and safeguards are thin, the everyday 
activities we barely notice but where things can still go badly wrong. Involving 
employees in judging both the hazards and the strength of controls gives a 
fairer and more accurate picture. It shifts risk management from forms to 
reality and builds resilience where it matters most: in day-to-day work.

Do not focus only on high risks, focus on work with low control

Suggestion 56: Use local experience as a core risk input
Keep a critical eye on real, experienced hazards instead of depending solely on 
paper risk analyses. A method or process that is formally approved by government 
is not automatically safe. Authorities have limited knowledge, insight and 
capacity. You may be fully compliant and still not safe, efficient or effective.

You remain responsible for thinking and steering, and any judge will say the 
same. Invest deliberately in understanding why things usually go well. That 
increases efficiency, productivity and quality, and it builds resilience. Actively 
involve employees in this: ask what feels risky, what usually keeps things safe 
enough, which examples they have seen and what they expect in the near 
future. Treat these insights as core input to your risk picture, not as anecdotes.

Suggestion 57: Stay with the question, log and examine assumptions
Make it a habit to examine every important assumption. Keep challenging 
risks and the assumptions beneath them. Keep asking questions. Regularly 
re-evaluate what-if scenarios. What if it does not work? Do we have a plan B 
or C? What can we fall back on? Do we have redundancy, and do we know it 
actually works?
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Make this tangible by logging assumptions and uncertainties in your risk 
process and turning them into follow-up actions. Investigate, test and review 
them. Anything you do not know for sure you can usually find out; every 
assumption is a commitment to verify. Risk management is continuous and 
dynamic. Logging assumptions creates traceability and makes it possible to 
evaluate choices later.

Be explicit about which uncertainties we are willing to carry in service of the 
Purpose, and which we must reduce.

Suggestion 58: Check your risk analyses for three common errors
Research in this chapter points to three recurring weaknesses in risk analyses:
1.	 We consider human behaviour too little. Anticipate the local decisions and 

trade-offs that people make.
2.	 We anticipate change too little. Risks are dynamic, so risk analyses must 

be dynamic too. Many unplanned changes occur. Risk management is a 
continuous process, not a one off.

3.	 We pay too little attention to critical details, especially small connectors 
and vulnerabilities that can upend the system when technology changes.

Explicitly test your analyses against these three points and record what you 
find.

Suggestion 59: Decouple risks and design redundancy so people can fail safely
Use your risk analyses to create a system that can take a hit. Look for 
dependencies, backup routes and “what if plan A fails?” scenarios. Methods 
such as HAZOP and LOPA can help you see where risks are coupled, where 
single points of failure exist and where extra buffers or independent barriers 
are needed. Build in redundancy, margins and clear four-eyes principles so that 
losing one control does not immediately push you over the failure boundary.

At the same time, design explicit margin for human error. Assume that people 
will slip, forget and misjudge, and make sure those moments do not directly 
lead to a major accident. Combine technical and organisational controls: 
automation and interlocks, independent checks, realistic staffing, supervision, 
training, awareness and a climate of trust. 

Chapter 18 Using risk management to build resilience

234



Ask together: when plan A fails, what keeps us flying; where do we stand between 
the failure boundary and the margin boundary; and can people make a 
mistake here without catastrophic consequences? If your analysis cannot 
answer those questions convincingly, your system still lacks resilience.

Suggestion 60: �Include workload and employee capacity explicitly in risk 
analyses

Concerns about overloading employees are growing. Many ‘usual heroes’ and 
‘fixers’, the Juans of the organisation, seem to burn out ‘suddenly’. It is not 
sudden; we simply failed to see and prevent it. It is a social and moral duty to 
take care of people and keep them sustainably employable. Protect your Juans 
and fixers not because the law demands it, but because they make things work 
and make the organisation resilient. Make workload, staffing and recovery 
time explicit factors in your risk analyses.

Suggestion 61: Make emergency plans more resilient and test them
Emergency plans deserve one final recommendation. Do not make them too 
detailed or rigid. They should guide thinking under pressure, not prescribe 
every move. Focus on the difference between anticipating and improvising. 
Can we switch quickly when something unexpected happens, or do we lose our 
grip and have to search and improvise under pressure? We want to anticipate, 
bounce back and buy time.

Test whether your emergency scenarios work in practice, and whether they can 
be controlled adequately using the four resilience capabilities described earlier.
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	 19	 �‘Unfucking’ and 
‘decluttering’ systems

A resilient system is not linearly designed around avoiding 
mistakes. It is built on the understanding that mistakes will 
always occur. A resilient system includes buffers and margins to 
ensure failure can happen safely without blaming the employee.

Work to Rule strikes
I love Work-to-rule strikes. People ‘strike’ by doing exactly what the rules 
prescribe and nothing more. A personal example: at Teesside Airport, baggage 
handlers once went on strike by strictly obeying maximum lifting weights. 
Every suitcase was weighed; overweight bags were left where they were. Within 
minutes, dozens of cases were standing abandoned on the apron. No one 
moved them, because the rules did not allow it. Passengers were angry that 
staff did not “just do their job”, while the workers used the action to demand 
better tools, conditions or pay.

Other Work-to-rule examples include train drivers who refuse to depart when 
there are more passengers on board than allowed, ambulance crews who 
spend hours cleaning to the exact standard, and police officers who stick 
strictly to breaks and contracted hours.

Do exactly what the rules say. And nothing more
During these actions, staff do only the bare minimum: literal compliance, 
exhaustive checks instead of sampling, no initiative to speed up or fix problems. 
The letter of the rules is honoured; the Purpose is ignored. Work to Rule shows 
how procedures can hinder performance. Organisations often survive not 
despite rule violations but because of them, as Flinterman (2025) notes. 
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“Simple, clear purpose and principles give rise to complex 
intelligent behaviour. Complex rules and regulations give rise 
to simple stupid behaviour.”      	       	
		  Dee Hock (founder of VISA)

Do employees know the procedures?
Usually not. Another personal example: a group of mechanics in Italy once 
received a pack containing a six-page work order, drawings, a 42-page technical 
description, a 17-page offer, a 63-page in-house HSE plan, an 87-page bundle 
of procedures and the client’s 137-page HSE plan. All in Italian, a language no 
one spoke. At the gate they watched an Italian induction video and answered 
a ten-question test with help from the porter’s gestures.

When I asked what to do ‘when the shit hits the fan’, no one knew. The 
answer was on page 132 of the HSE plan. We had two kilos of paper and 
zero practical readiness for real problems. What was needed was guided 
adaptability: someone who filtered the client’s plan, translated, briefed, and 
checked understanding.

Why so many rules and records?
Documents such as risk analyses, procedures and checklists give a comforting 
sense of certainty and control. Written text feels ‘truer’ than spoken guidance. 
Much safety paperwork exists so managers can later show that requirements 
were met, tick the box and claim control.

Most of this paperwork is not designed to stimulate conversation. It distracts 
from real dialogue about work, risks and controls, which is exactly what we 
need in complexity. In many organisations, methods and templates become 
psychological protection against the anxiety of not knowing. We end up 
fetishising technique (Wastell, 1996): the method becomes sacred, even when 
it blocks creativity, learning and effectiveness. Yesterday’s well-meant solution 
quietly turns into today’s clutter.
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Our primary goal becomes demonstrated safety, not the safety of the work
As discussed in Chapter 7 on compliance and deregulation, goal-based 
requirements often shift attention from real safety to demonstrated safety. 
We design management systems so that they can be audited. Most managers 
deny this at first, but when we review their system they recognise it. The whole 
structure is built around compliance requirements.

The tone of documentation is aimed at proving safety work to outsiders. It is 
written to be read by auditors and inspectors. Digital logs often show that 
management system documents are consulted mainly by safety staff preparing 
for audits and inspections, and hardly ever by operational employees. Check 
the statistics in your own system.

The problem with too many rules
We write more procedures than we can ever embed or enforce. The balance 
between amount and depth is missing. Many rules exist but are not followed, 
and that non-compliance is neither seen nor addressed. Everyone cuts 
corners, everyone knows, nobody fixes. More rules do not create better 
compliance; often the opposite.

We do too little to embed procedures
Organisations spend energy on writing, little on implementation. Procedures 
remain unknown and unused until something goes wrong. After an incident 
we conclude that procedures were not followed, rewrite them and hope 
clearer wording will prevent recurrence. It rarely does. This is paper safety.

Greg Smith’s Paper Safe (2018) is clear: procedures will not save you in court 
after a fatality. A judge does not ask, “What did you write down?” but “What 
did you do to prevent it?” You are judged on performance, not intentions (see 
Chapter 7). The two key questions remain: Do we have appropriate systems? Do 
we know they work effectively? Procedures alone are never an adequate answer.

I am convinced that many rules were created not to safeguard 
workers, but to protect management against liability.
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Why procedures often fail
Amalberti and Vincent (2019) reviewed 58 studies in eight countries on 
workarounds, trade-offs and bypasses. Their conclusion: people deviate from 
procedures everywhere and always. Several patterns stand out. 

1.	 Procedures describe an idealised world 
Like many risk analyses, procedures describe the perfect world. We 
define a process in such a way that deviations are rare. Often only the 
‘happy path’ is worked out: how things go when everything goes right. 
The bar is set too high and the perfect line is unattainable. 
Because we deviate so often, it is unclear what the acceptable line is. That 
lack of clarity turns into uncertainty and blocks open discussion about 
acceptable ways of working when the ideal way is not possible. Especially 
after months or years of not discussing substantively how work is really 
carried out, that threshold becomes enormous. For these reasons, risk 
assessments, policies and procedures are rarely questioned and evaluated. As 
a result, the pseudo-reality of procedures is maintained.

2.	 Procedures are seen as tools, not prescriptions 
Many employees see procedures as something to consult when they get 
stuck, like an Ikea manual, not as a rule book. Not following the procedure 
does not feel like a violation. Procedures are often “for them”, for other 
colleagues who are less experienced. 
Given that many procedures are outdated, incomplete, impractical, poorly 
communicated and hardly discussed, this attitude is understandable. It 
also explains why you almost never hear anyone on the shop floor say, 
“We need more rules and procedures.”

3.	 The minimum becomes the maximum 
Have you ever stood at a hotel desk with a two-page form where you only 
had to fill in your licence plate and sign? The rest of the fields stayed blank. 
The form suggests many requirements; in practice, only the minimum is used. 
Too many rules and too little time lead to constant negotiation about 
what the absolute minimum is that must be done. That minimum 
quietly becomes the maximum. People experience superfluous, poorly 
maintained forms as pointless busywork, not as assurance. So, they do 
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the minimum. Meanwhile real risks or success factors may hide in the 
noise of redundant rules.

4.	 	We end up in a compliance dilemma 
In larger organisations, tailor-made procedures for specific tasks are 
sometimes overruled by generic corporate procedures. Headquarters hopes 
that if everyone works in the same way, control will be easier. 
 
In practice, local procedures often contain exactly the three critical 
control measures that are missing from the corporate version. When these 
are dropped, risk rises. Central control improves on paper, while actual 
safety declines. Local management is left with a dilemma: follow the 
safer local procedure that is no longer allowed, or obey the corporate 
rule and accept higher risk. 
 
On the shop floor, similar dilemmas arise. Forms may require you to 
record things that do not match reality. Do you record honestly, with hassle 
as a result, or tick the boxes as if everything fits?

How to tackle this? By Unfucking Your Closet
If we conclude that our management system is bloated with unworkable, 
outdated and incomplete procedures, it is time to disentangle and clean up. 
Back to the Purpose. About ten years ago I introduced this as Unfuck Your 
Closet projects.

Think of your documented system as an overfull wardrobe. You have so many 
clothes that you cannot find anything, you wear only a fraction, and you had 
forgotten half of what hangs there. The wardrobe is the management system; 
the clothes are procedures, forms and instructions.
When you clear out a wardrobe there are three piles:
o	 items you still wear and put back
o	 items you immediately donate or throw away
o	 items you are unsure about and store temporarily in a box

After a few months you review that third pile again and usually discard more. 
Do the same with your procedures: keep them, delete them, or park them in a wiki.
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Unfuck your closet flowchart 
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Decluttering
For two decades I have helped organisations streamline and optimise their 
systems. Rae et al. (2018) on safety clutter confirmed what I had long seen in 
practice and became a key trigger for this book. Raheemy and Hallowell (2025) 
took these insights further.

Clutter consists of activities that add no direct value to operational safety, 
quality, reliability or performance. Think of cupboards full of completed 
forms that no one reads, training for tasks we never perform, or checklists 
used only to prove that other checklists were completed. Cook (2013) estimated 
that around fifteen percent of work adds nothing to outcomes. More safety 
work does not automatically mean safer work.

Clutter is safety work that does not contribute to the safety of work.

Clutter often grows from management’s need to feel in control of uncertainty, 
especially under stress or during crises. This response may offer short-term 
comfort but rarely considers the long-term effects. The downsides are threefold:
1.	 it undermines engagement and trust
2.	 it creates confusion and friction when people stop following rules that do 

not help
3.	 it discourages learning, because effectiveness is seldom evaluated

We keep adding and rarely remove anything
So declutter. Be critical. If an activity does not tangibly improve the work, it 
probably erodes resilience. Yesterday’s solution easily becomes today’s clutter. 
What looks like clutter from one perspective may still add value from another, 
so removal requires judgement. Clutter is easy to add and hard to remove. 

Is clutter avoidable? The three Ds
From the perspective of procedures and management systems, Dekker (2015) 
argues for unweaving and removing redundant rules and structures that do 
not directly contribute to the Purpose, using three Ds:
o	 Decluttering – identify and remove rules and work that add no direct value.
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o	 Decentralising – give employees control and autonomy on the shop floor to 
decide how work is organised and executed.

o	 Devolving – place decision-making and authority as low as possible in the 
organisation.

Not simpler, but more transparent
In decluttering the focus is on effectiveness, not on volume. Effectiveness means: 
how does an activity contribute to assuring or improving safety? Smith (2018) 
warns against oversimplification. The goal is not to make things simpler, but to 
make them more transparent. Transparency brings insight, overview and trust.

Everything should be made as simple as possible, but not simpler 
than that.

Many organisations focus only on reducing the number of documents. KPIs 
then track document counts and timelines; employees must screen, discard or 
update documents to hit the targets.

The real goal is different: to keep only what contributes effectively to the 
Purpose. To do this you need a clear shared picture of the Purpose and criteria 
for which documents should exist at all. Logical criteria are customer or 
contractual requirements, legal and normative requirements, and internal 
policy.

Internal policy covers why we ourselves consider it important to record 
things: transferability, verifiability, repeatability, traceability, analysability, 
trend analysis, auditability and reportability. Documents should be tested 
against this yardstick, always with the hierarchy of controls in mind, since 
procedures are a relatively weak control.

Internal policy versus standards
Do not underestimate internal policy. Around ninety percent of the 
documentation and agreements in our management systems are there 
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because we chose to formalise them. Many people still feel that ‘ISO’ or ‘the 
law’ demands them. As chapter 7 stressed, it is our performance that counts, 
not our intentions.

Many still associate legal and standard compliance with procedures and 
bureaucracy. That is a misunderstanding. Standards prescribe only a limited 
amount of mandatory documented information, often not even procedures. 
Their intent is output-driven, not input-driven. Fewer ticks, more sparks.

We think in procedures because early management systems were designed 
that way and pushed into organisations: write everything down in as much 
detail as possible. Almost no one is interested in that. Your customers, 
colleagues, managers, shareholders and neighbours mainly want you to do 
your work and keep your promises. Purpose comes first.

But what does ‘ISO’ require?
Above all, ‘ISO’ requires you to document what you yourself consider 
necessary to achieve your objectives effectively. You must think proactively 
about this. Blindly copying manuals or implementing large digital systems 
and then trying to satisfy those systems is nowhere required and often 
counterproductive.

Focus on Purpose: make the work safe, rather than doing 
safety work.



Nice story. What should we do to increase resilience?

Suggestion 62: �Start from Purpose to unfuck and declutter. Start with 
small experiments

Begin with the Purpose, not with ‘ISO’. Understand the real legal, contractual 
and certification requirements and the intent behind them. Ask the two core 
questions: Do we have appropriate systems? Do we know that these systems 
function effectively and deliver the desired results?

From there decide what role documents, procedures, forms and checklists 
should have. If you have competent people with good tools, knowledge, 
experience and trust, ask what need remains for detailed operational 
procedures and checklists. Then ask: what would we do if ISO or other 
standards did not exist, and why are we not doing that now? Comparing the 
intent of standards with the Purpose of your organisation helps you move 
from “ISO requires it” to “our Purpose requires it”.

Use that same lens to unfuck and declutter your system together with the 
people who do the work. Walk through procedures, rules, forms and reports 
and test them against the two questions. If an item is not clearly linked to a 
real obligation or to better performance in practice, it is probably clutter. 

Stop reporting when nobody ever reacts or changes anything. If stopping 
a report or checklist today would not make work immediately less safe or 
successful, treat it as a candidate to simplify, park or remove.

Build confidence with small experiments. Shorten or remove selected forms, 
procedures, checklists or reports in one department or process and then 
monitor and evaluate the effect with those who do the work. If results are 
positive, scale up. For material you are not ready to throw away, create a 
wiki-style environment: a shared place to park old procedures and templates 
as optional reference, not as mandatory rules. Simplifying is not the goal; 
making things transparent and purposeful is. Remove or redesign what does 
not add value and keep what helps you run a successful, resilient operation.
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Decluttering in this way frees time and attention for what really matters 
under uncertainty: keeping people and processes able to deliver the Purpose 
when tomorrow looks different from today. Less clutter, more clarity. Keep 
only what truly helps the work and the Purpose.

Suggestion 63: Dare to stop doing things that do not work
Stop processes and tools that do not add value. Cancel subscriptions, for 
example to investigation tools or document management systems you hardly 
use. Tversky and Kahneman (1980) warn against the sunk cost bias: “We have 
already paid for it, so we might as well continue.” They suggest reversing the 
logic: they already have your money; do you also want to give them your time?

It is better to turn back halfway than to go all the way down the wrong path. 
The same applies to a management system. Choose to stop doing what does not 
work. That requires putting the Purpose first and having good evaluation loops.

Chapter 19 ‘Unfucking’ and ‘decluttering’ systems
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	20	� Create rules and 
procedures that work

Good rules help us get work done successfully. They are not 
the work itself.

Why do we not follow the rules?
Judging the use of rules is often binary: you either comply or you are in violation. 
In reality it is not that simple. In a hectic world it is impossible to follow all 
rules all the time. If I drive over a solid line or through a red light to make room 
for an ambulance with sirens on, I am technically breaking the rules, yet most 
people feel it is the right thing to do.

We all know which rules we consciously follow and which we consciously ignore. 
Think of your own traffic behaviour. There are also rules we simply do not 
know exist, and rules we know but do not consider meaningful, at least not 
here, not today, not in this exact situation.

Three reasons why we do not follow the rules
Research by Iszatt-White (2007) and Parker et al. (1995) identifies three main 
reasons.
1.	 We understand the risk and can manage it without following the rules 

When you talk with employees about rules, they often say the rules are mainly 
there for “other people”. They see themselves as skilled and experienced enough 
to work safely without strict adherence. Procedures are experienced as super
fluous. The dominant motivation is to get the job done. 
This is visible, for example, in working at height without fall protection. “We 
always do it this way, it has never gone wrong, why would it go wrong now?” 
Their judgement is locally rational, even if it conflicts with formal rules.
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2.	 We balance getting the job done with following the rules 
Work can be so dynamic that literally following every rule is impossible. 
Many employees say: “I must choose between finishing my work and 
following rules that make it impossible to finish.” Most of us then put the 
Purpose first. We decide for ourselves what is the right thing to do in the 
situation. 
 
Employees are expected to follow rules and at the same time to show 
initiative and creativity when conditions change. Those expectations do not 
always go together. One moment we praise people for finding a clever 
way through complexity. The next moment we blame them for breaking a 
rule while doing so. The grey area in between is large (see the law of fluency 
in chapter 2). 
 
Often, actions taken in this grey area are exactly what prevents trouble. 
If things still go wrong, those same actions become the visible ‘cause’ of 
the incident. Local rationality becomes hindsight bias.  

Employees often operate like guide dogs: trust where possible, 
be suspicious where necessary.

3.	 There are more acute risks that must be controlled 
Sometimes control measures create new risks. Wearing a helmet while 
pulling cables under a desk may lead to more bumping of heads. Taking off 
the helmet violates the rule; wearing it introduces another risk. In complex 
situations with many rules, it can be impossible to comply with all of them 
simultaneously. 
 
Employees then choose which measures matter most in that moment. 
They manage trade-offs between different risks.
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We can manage without the procedures. We need to get the 
job done. We have more important risks to control.

Seeking balance in rules is necessary
We often get bogged down in debates about where to draw the line. Do you 
require long sleeves in summer to reduce skin cancer risk, even if employees 
prefer T-shirts? Do you require helmets in areas where nothing can fall from 
above? In our private lives we often make different choices than those 
management prescribes at work.

Management feels responsible and prescribes; employees experience some 
measures as intrusions into personal choices. Attention then shifts from the 
Purpose to the rule itself. People spend time navigating around unwanted 
rules and trying not to get caught, instead of making work safer and better. 
Safety acquires a negative flavour. A healthier balance is needed.

What does freedom in a frame look like?
An important route to that balance is goal-oriented rules and guided adaptability. 
Sidney Dekker (2018) calls this freedom in a frame: clear boundaries and principles 
combined with freedom inside them.

Dekker describes an experiment at Woolworths21, a large Australian 
supermarket chain. Thirty stores were divided into three groups of ten:
o	 Group 1 – full freedom: all safety rules, signs and protocols were removed.
o	 Group 2 – freedom in a frame: employees were trained in the Purpose, 

responsibilities and key principles, then given freedom within those boundaries.
o	 Group 3 – control group: nothing changed; head office kept directing as usual.

The first two groups had complete freedom in how they handled safety. Nineteen 
of the twenty stores in those groups let go of the old rules. Employees 
experienced this as a relief. Time spent on registration and reporting dropped 
sharply. They spent far more time talking together about what effective and 
desirable ways of working looked like. Coordination, involvement, ownership 
and energy for improvement increased.

Chapter 20 Create rules and procedures that work
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The best results came from Group 2, freedom in a frame. Full control (Group 3) 
and full freedom (Group 1) were both less effective. Group 2 had fewer incidents 
and accidents and lower sickness absence than before. Employees want freedom 
and responsibility, but they also need clear boundaries.

Freedom in a frame is therefore a powerful concept for building resilience 
and adaptability. It aligns with resilience principles, guided adaptability and 
Daniel Pink’s (2009) trio of autonomy, mastery and purpose.

“We do not need to get good laws to restrain bad people. We 
need to get good people to restrain us from bad laws.” 		
         	 - Gilbert K. Chesterton

Do rules or consequences shape behaviour?
Many procedures are based on the belief that rules shape behaviour and 
behaviour shapes results. Aubrey Daniels (2000) explained behaviour with the 
ABC model:
o	 A – Antecedent: the cue, instruction or rule that precedes behaviour
o	 B – Behaviour: what people do
o	 C – Consequence: what happens as a result
In this view, people largely repeat behaviour that brings positive consequences 
and avoid behaviour with negative consequences. Rules (antecedents) matter, 
but they do not sustain behaviour without aligned consequences.

The ABC-model sits at the core of Behaviour-Based Safety because it underpins 
behavioural interventions and feedback systems. It can be used within Human 
and Organisational Performance as an analytical lens to understand how the 
system shapes behaviour. In short: ABC is foundational behavioural science, 
while HOP uses it indirectly to explain why behaviour is locally rational inside 
a system.



254

Chapter 20 Create rules and procedures that work

In everyday life, consequences often trump rules. Do you stop at a red light 
because the rule exists, or because you want to avoid a crash, damage, a fine 
and hassle? If the negative consequences of breaking a rule are small and the 
benefits are large, breaking the rule becomes tempting.

Imagine an 80 km/h road where you normally comply. One morning you leave 
late, feel pressure, and drive 100 km/h. You arrive on time, colleagues 
are happy, there is no speed camera flash. You gain time and receive several 
positive consequences. That experience becomes the next antecedent. 
Tomorrow, are you more or less likely to speed again?

The lesson: not punishing unwanted behaviour works like a reward. If behaviour 
brings what we want, we repeat it. If it does not, we adjust. If shortcuts save 
time and no one reacts, they are reinforced and normalised. As Edgar Schein 
noted: “What gets rewarded gets repeated.”

Not punishing undesirable behaviour works as a reward.



We apply carrot-and-stick logic inconsistently
The problem is that organisations rarely apply carrot and stick consistently. 
Many rules are never monitored, checked or evaluated, so the ABC model is 
not enacted. Every time employees quietly ignore a rule and nothing happens, 
they are effectively rewarded.

Most leaders already sense which rules are never enforced. If you are unsure, 
ask employees. They can easily list the unworkable or pointless rules they 
do not follow. Chapter 21 on Learning Teams explores how to use these 
conversations constructively.

Punishing and rewarding undermine risk appetite and creativity
Rewards and punishments are two sides of the same coin, with similar downsides. 
“Do this and you will get that” is close to “If you do this, that will happen.” 
Both are transactional and manipulative. They strain relationships and trust 
and dampen creativity, healthy risk appetite and intrinsic interest in the work.

With carrot-and-stick, we tell people what to do or what not to do instead of 
asking what they need to be successful.

You cannot punish the organisation into success. Nor can you 
reward it into success.

Who really wants to assess and adjust behaviour?
Most managers and supervisors admit that policing rules and correcting 
people feels uncomfortable. They do not enjoy playing police officer. So why 
not do it differently?

Rob Fisher (2022) offers a practical tool: the Fidelity Test, three questions about 
the fairness of rules. If a rule passes all three, we can enforce it confidently. If 
not, we should fix the rule, not the person.
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1.	 Is the rule known? 
Unknown rules will not be followed. With the volume of rules in most 
organisations, it is realistic to expect that people do not know them 
all. The saying “good people always follow the rules” does not hold. A 
rule no one knows is not a rule. Smooth performance can look like rule 
compliance even when people have never seen the procedure. This is the 
law of fluency. 

2.	 Is the rule feasible? 
Rules must be understandable, workable and logical in context. Poorly 
timed traffic lights that turn red at an empty intersection invite people to 
drive through. Rules that are hard to follow in practice invite workarounds 
and corner-cutting. 

3.	 	Is the rule applied consistently? 
We are poor at applying rules consistently, both in execution and in 
control. Context, local rationality, power, status, privileges, unwritten 
norms and conflicting goals all influence how rules are applied. In 
practice, rules are negotiable. Inconsistent enforcement is a justice issue and 
undermines credibility. 
 
Rules that are unknown, unworkable or applied selectively will be bent. 
Only rules that pass all three questions are good rules. If we manage the three 
Fidelity Test questions instead of behaviour itself, behaviour will align far 
better with the rules and we need to play police officer far less often.

‘If one person breaks a rule, we have a people problem. If lots 
of people break a rule we have a rule problem.’

What do fewer – or almost no – rules do for resilience?
Netflix deliberately moved toward No Rules Rules: very few policies, rules 
or procedures. Reed Hastings, CEO of Netflix, and INSEAD professor Erin 
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Meyer describe this journey in their book of the same name (2020). It was 
uncertain and uncomfortable, but ultimately very successful. Their core 
principle is simple: “Act in the best interest of Netflix.”

One example: Netflix invested heavily to stream House of Cards in 4K UHD 
when such televisions were rare and expensive. Samsung had just launched 
its first 4K TV and wanted a strong use case. Journalist Geoffrey Fowler from 
The Washington Post agreed to review the series on Samsung’s TV. His positive 
review would be crucial.

On Thursday evening Samsung engineers tested the TV at Netflix so Fowler 
would have a perfect viewing experience. On Friday morning the TV had 
disappeared. It had to be with Fowler within two hours. There was no time to 
call Samsung.

While Hastings was desperately phoning electronics stores, a junior employee 
walked in and said he had solved it. He had discovered the missing TV earlier 
that morning, received no reply to his messages and decided to buy and test 
an identical 4K TV himself for 2,500 dollars, without approval, because he 
knew it was the right thing for Netflix.

Fowler wrote an enthusiastic review. It became a breakthrough for House 
of Cards and UHD streaming. The value of that article for both Netflix and 
Samsung far exceeded the cost of the TV. The employee had acted on only 
seven words: “Act in the best interest of Netflix.”

Trust builds reliability and reciprocity
Hastings and Meyer argue that fewer rules lead to more responsibility and care. 
When Netflix removed rules around, for example, vacation, people took less 
time off than before. When you tell employees that you trust them, they want 
to show they are worthy of that trust. Reciprocity. Fewer rules also accelerate 
decision-making and operations.
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The organisation cannot manage behaviour, only the context 
in which the behaviour takes place.

Nice story. What should we do to increase resilience?

Suggestion 64: �Do not judge too quickly when rules are not followed, ask 
questions instead

Not following a rule is not automatically unsafe. Sometimes bypassing a rule 
is the safest choice. Two of the three reasons for not following rules are about 
context and design, not about ‘bad’ employees. The solution is to redesign work 
and rules, not to fix the worker.

When someone is accused of being careless or irresponsible, consider:
4.	 Did they understand the risk and know how to manage it without the rule?
5.	 Were they balancing between getting the job done and following the rule?
6.	 Were there more acute risks that had to be managed?

Resist the urge to judge. Ask how the work was actually done and why. Listen 
with curiosity and compassion. Punishment rarely fixes underlying problems. 
Conditions remain the same, so behaviour returns. Correction may be necessary, 
but only after understanding.

Ask employees which procedures are systematically ignored. If they give 
examples, be ready to respond constructively. If they say nothing, ask what 
that silence means.

First understand the context and the story, then judge. Telling people how 
stupid they are does not make them smarter.

Suggestion 65: Let employees own the rules they live with
Operational rules work best when they are created with the people who must 
use them. Henry Ford already warned in 1926: “No one from the outside has 
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the knowledge to set standards. That knowledge must come from within each 
production unit, certainly not from the outside.” Ownership of how work is 
performed should therefore lie as low as possible in the organisation.

Make a clear distinction between procedures and agreements. Procedures are 
often written and imposed from above. Agreements are made together, in 
dialogue. People are far more likely to honour agreements they helped shape 
than rules they simply received.

Ask yourselves: how many rules were created with employees? How much input 
do they have into how work is really done? How often do you discuss what 
rules mean in practice, and where variation or what-if scenarios are needed? If 
the answer is “not much”, there is a lot to gain. Involve operational employees 
in designing standards, focus more on the why and the what-if, and give them 
autonomy and mastery in line with the Purpose.

Suggestion 66: Eliminate conflicting and contradictory rules
For management, safety and production are often separate topics. For operational 
staff, they are one: you produce safely or you do not produce at all.

Conflicting rules arise when production requirements and safety rules pull in 
opposite directions. Ask employees whether they truly do not care about safety 
or whether other pressures drive their behaviour. Listen without judgement.

From there, agree together on which rules genuinely contribute to safety and 
which are experienced as burdens. Use Learning Teams (Chapter 21) to tackle 
conflicting priorities and rules.

Suggestion 67: �Test the seven principles for a well-embedded management 
system

Don Norman (2013) offers seven principles for designing systems that align 
with resilience:
1.	 Use the knowledge of both management and operational staff when designing 

and improving the system. Together you know more.
2.	 Keep task structures simple. Make it easy to do work well and hard to do it 

wrong (the Poka-yoke principle, see Chapter 27).
3.	 Visualise as much as possible. Make processes transparent with diagrams 
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and visuals, not long texts.
4.	 Ask operational staff how the work is really done and let them show you. 

Design for the real world, not the ideal world.
5.	 Avoid rigid hierarchy. Work together as a team of equals when improving 

processes.
6.	 Design processes with the knowledge that people make mistakes. Build in 

safeguards to detect and recover from errors before damage occurs.
7.	 If none of the above works, standardisation is the last resort. (In process 

safety and process design, standardisation can be very powerful.)
Test your procedures and systems against these principles.

Suggestion 68: Evaluate your procedures with the five rules for rules
Local ingenuity, as described by de Boer (2022), requires that rules allow for 
autonomy within a frame and support five goals. According to de Boer, rules 
should contribute to:
1.	 Remembering and correctly performing a task
2.	 Training and educating employees
3.	 Effective collaboration
4.	 Design and planning of work
5.	 Evaluating performance and behaviour

If a procedure supports none of these, it is pointless clutter. Evaluate your rules 
against these five purposes.

Suggestion 69: Apply the Fidelity Test and respond fairly to rule-breaking
Use Fisher’s Fidelity Test systematically for rules that are not followed. Ask 
three simple questions: Is the rule known? Is it feasible in the real work 
context? Is it applied consistently by leaders and across teams? Use the 
answers to simplify and improve rules so that a smaller set remains that 
people actually know, understand and can follow in practice.

When behaviour truly crosses agreed lines, respond clearly and consistently. 
Failing to address unwanted behaviour has the same effect as rewarding it. If 
sanctions are needed, make them proportional, transparent and predictable, 
and focus first on improving conditions and the system, not only on blaming 
individuals. This combination of fidelity and fairness strengthens trust and 
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makes rules both workable and meaningful.

Suggestion 70: �Build on principles and trust the many, not the few  
‘bad apples’

Wherever possible, design your system around principles instead of detailed 
rules. Principles with clear boundaries and freedom in a frame give people space 
for contextual judgement and prevent no-win situations where every choice 
breaks some rule. Examples like Netflix show that when expectations are clear 
and aligned with the Purpose, most employees handle that freedom responsibly.

Avoid building rigid procedures around the fear of a few ‘bad apples’. As Rutger 
Bregman (2018) argues in Humankind, most people are basically good. Let 
your system reflect that. Use specific measures for the rare exceptions, and 
manage for the majority with trust, principles, stage gates and clear minimum 
standards. In a resilient organisation we do not punish everyone for the 
behaviour of a few; we design for craftsmanship and responsible freedom.

A good system is there to support good people, not to punish 
bad apples.

Suggestion 71: �Design procedures with minimum, margin and  
meaningful choice

Accept that in complex, unpredictable work people will improvise. The starting 
point is not perfect rule-following but the Purpose: what is the safe mode, 
what is the minimum boundary, and which margin do we want. Redefine 
work and agreements so they are workable in today’s reality of scarcity, time 
pressure and uncertainty.

Vogus (2011) describes this as mindful organising, strongly linked to High 
Reliability Organising. Mindful organisations design for uncertainty on purpose. 
When you redesign a process, begin with how work is currently done and 
involve employees. For known uncertainties and predictable surprises, define 
the absolute minimum safe mode. Make sure the desired way of working 
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becomes the normal procedure and that the Purpose is crystal clear.

Beware of over-specification. Very detailed instructions reduce autonomy and 
pride, remove the need to think and weaken learning and resilience. Where 
possible, do not offer one mandatory procedure but a small set of options. For 
example, provide several versions of a project plan: a full standard version, a high-
risk version and a light version for small jobs. Let teams choose together which 
option fits their situation. In this way procedures give direction, boundaries and 
choice instead of pretending that one script can cover every context.

Chapter 20 Create rules and procedures that work
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	 21	� �Learning from 
everyday work

Learning Teams help shift a ‘find and fix’ approach toward a 
‘find, understand, learn and improve’ mindset.

Five good reasons to learn from everyday work
As explained in Chapter 2, learning from everyday work is usually easier, more 
logical and more effective than learning from incidents. We do not have to wait 
for accidents or unwanted events; learning can happen every day. Everyday 
work also shows us what already goes well, so conversations are about success 
as well as problems. It reveals slow changes and drift, the weak signals that 
almost never appear in an incident database. Everyone can take part, not only 
the people directly involved in an accident. And because we are working with 
normal situations, what we learn usually improves performance and well-being 
at the same time.

When does learning actually happen?
Erik Hollnagel (2021) describes three conditions for effective learning. First, 
something must happen: an event, a situation, or a surprise that creates an 
opportunity to learn. Second, we need comparable situations that return in our 
work. Only then can we recognise patterns and test better ways of working. 
Third, we must be able to verify that learning has taken place, for example by 
observing that people actually behave differently.

The bell curve, or standard normal distribution, from Hollnagel and Shorrock 
(2013) illustrates this. At one thin end of the curve we find rare accidents. At 
the other thin end we find exceptional performance. In the broad middle lies 
ordinary day-to-day work. That is where most opportunities for learning and 
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adjustment lie, if we choose to look there. Note: these percentages may not be 
accurate in every specific context.

Learning Teams

What Learning Teams are
A Learning Team is a structured way for employees and management to think 
together about everyday work (Sutton et al., 2020). The team explores how work 
is really done, where it differs from procedures and why those adjustments 
are necessary. It brings to the surface the trade-offs people make between 
planning, quality, cost and safety.

Learning Teams are an employee-centred way to spot problems, opportunities 
and threats and to improve operations. We do not set them up only after 
things have gone wrong. We mainly use them to keep things from going 
wrong. In that sense Learning Teams are a very practical resilience tool.

Principles in practice
Five simple principles sit behind Learning Teams. We treat the gap between 
work as imagined and work as done as information, not as a defect. The gap 
tells us how the system really works at management level and on the shop floor.
We believe that a team sees more than an individual. Different roles bring 
different local rationalities. Putting those views together leads to better solutions.
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We recognise employees as the real experts on everyday work. They know 
where things pinch and where they quietly repair the system. So we involve 
them actively.

We aim first to understand, not to fix. We invest time in understanding context, 
assumptions and local rationality. When we stay longer with the questions, 
solutions usually become clearer and more robust. We often discover that the 
issue is not what we first thought.

And finally, we build reflection into the work. Learning Teams reserve time to 
look back on what happened and what was learned. Chapter 25 returns to this 
in more detail.

“If I had an hour to solve a problem, I’d spend 55 minutes thinking 
about the problem and 5 minutes thinking about solutions.”		
		  Albert Einstein?

Breaking through blockages
Research by Conklin (2022), Goodman (2022) and Sutton et al. (2020) shows 
that Learning Teams help break old blockages. Familiar sentences begin to 
disappear: “We will be seen as complainers if we say this”, “We have raised this 
so often and nothing is done”, “There is no point, this is just how we do it”, or 
“Whatever we say, the solution will only make our work harder”.

Frontline employees may find it difficult to speak up because of hierarchy or 
because they feel less confident verbally. The Learning Team setting, with a 
facilitator and clear ground rules, makes it easier to talk. Experiences from 
Australia and the United States show that, if done well, Learning Teams work.

Management involvement and humble inquiry
Lloyd (2018) notes that Learning Teams draw management closer to the work. 
Leaders begin to see that safety and success are more than the absence of 
incidents. Their curiosity about how work is really done grows, as does their 

Chapter 21 Learning from everyday work
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willingness to remove constraints that make work harder than it needs to 
be. This often leads to practical improvements that make the work safer, 
smoother and more pleasant.

Learning Teams increase mutual respect, understanding, and trust
In these conversations employees are not the problem to be managed. They 
are partners in managing risk and success. Learning Teams therefore fit well 
with High Reliability Organising from Chapter 2. People talk openly about 
critical risks and concerns, listen for weak signals and keep operations in the 
centre of attention. They avoid oversimplification and acknowledge that the 
organisation is a complex socio-technical system.

This way of working is close to what Schein (2021) calls Humble Inquiry: asking 
genuine questions, being open to being surprised and showing real interest in 
the expertise of others.

Our learning process begins when we dare to accept that we do not 
have an accurate view of reality (humility), and we realise that we 
must step into the world of the other to understand it (curiosity).

Appreciative Inquiry mindset
Learning Teams also work well with an Appreciative Inquiry mindset. Instead 
of starting from what went wrong or who is to blame, we start from what 
usually goes right. We ask what people are proud of in their daily work, and 
when they feel the system really shows resilience. Questions like “When this 
goes well, what does that look like?” or “What helps you succeed on a tough 
day?” uncover strengths, smart adaptations and existing good practices. 
From there we decide how to protect and expand those strengths, while still 
addressing gaps and constraints.

The 4Ds: Dumb, Dangerous, Difficult, Different
Sutton et al. (2020) offer a simple lens for Learning Teams: the 4Ds. In a 4D 
conversation employees and management share what everyday practice feels 
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like, explain the context, and discuss what they need from the organisation.

Dumb covers tasks and rules that are useless or without a clear Purpose. Typical 
questions are what the dumbest or most useless activity is, which rule does 
not contribute to success, and which procedure actually blocks effective work. 
The focus is on sensemaking.

Dangerous refers to tasks or situations with significant risk to safety, quality or 
other critical aspects. Here we ask what feels risky, which risks people never 
want to take, and which decisions they hesitate over. This concerns physical 
safety as well as social and psychological safety.

Difficult reflects work that is challenging, complex or very intensive. We explore 
where the big challenges lie, where bottlenecks keep us from being successful 
every time, where we lack resources and where competing interests create tension.

Different highlights situations that deviate from plans, procedures, norms or 
expectations. We ask when people notice that something is different, where 
they see changing conditions or new developments and where deviations are 
not yet well managed.

Using the 4Ds in this way keeps the conversation close to daily reality and makes 
abstract risks concrete and discussable.

Succes factors for Learning Teams
Conklin and Dekker (2023) describe eight ingredients that show up again and 
again in effective Learning Teams. We deliberately bring together diverse 
views and invite active contributions from everyone. People are encouraged 
to voice dissenting opinions and to do so safely, even when there is tension 
or conflict. The discussion of risks stays alive. We build on real expertise 
by asking those who do the work every day for their insights and we take 
pride in craftsmanship, helping people do the good work they want to do. 
The authority to stop work when it does not feel safe enough is clear. We 
remove barriers that stand in the way of successful work. And we do not wait 
for audits, inspections or incidents before acting; we look continuously for 
opportunities to improve. 

Chapter 21 Learning from everyday work
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“Leaders should look at adversity as an opportunity for growth 
and learning.”		
		  Seneca

What Learning Teams deliver
For management, Learning Teams provide vivid examples of where work or 
rules are experienced as dumb, dangerous, difficult or different. The mix of 
functions in the team shows how couplings and interactions in the system 
really work and where they can be improved. 

Learning Teams make variation and drift visible and create space to clarify or 
adjust rules and expectations. They help decide when to pause or stop work that 
no longer matches the design, and what must change in conditions, resources, 
skills, procedures or policy. They also give material to share decisions and 
expectations clearly with the rest of the organisation.

“Leaders should use reason to navigate challenges and be 
patient listeners to the truth.” 		
		  Niccolò Machiavelli

For employees, Learning Teams increase the sense that management 
understands their reality. Operational bottlenecks and conflicting goals are 
recognised. Trust in craftsmanship grows. More constructive conversations 
arise about the tools, equipment and information needed for successful work. 
And unnecessary procedures that do not contribute to success can be reduced.

The core message is simple: managers are there not only to listen but to Listen, 
Learn and Lead. Ownership of Learning Teams lies as low as possible in 
the organisation. Management facilitates, participates and then takes 
responsibility for decisions and follow-up.
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Diversity as a source of resilience
Diversity is not only about inclusion; it is a practical source of resilience. 
Organisations bring together different languages, cultures, religions, 
personalities, experiences and generations. If we use these differences well, 
we build a richer shared mental model and become better able to stay within 
our resilience boundaries when reality surprises us.

“People get insights when they detect contradictions, 
connections, or creative desperation.”		
		  Gary Klein (2013)

Generational diversity is an easy example. My daughters almost never use e-mail. 
They use it only because some old-fashioned websites still demand it when 
you create an account. They organise their lives through messages, apps and 
short voice notes. Why should they always adapt to our old ways of working? 
Why would our traditional e-mail culture automatically be better than their 
way of communicating? They grew up with different tools and different patterns 
of attention. There may be a lot of strength in their methods. We only discover 
that if we talk about these differences and explore what we can learn from them.

The same holds for learning styles. Some people learn by reading, others by 
talking, practising or observing. If we assume that everyone is similar, we 
miss important signals and options. Resilient teams remain curious and 
appreciative about difference. They regularly ask who is missing from the 
room and which voices are silent.

Deep Democracy, developed by Myrna Lewis (2023), is a practical approach 
here. It invites all perspectives, including minority views, into the conversation. 
Instead of pushing for quick agreement, we make space for disagreement 
and treat tension as useful information. By listening to all voices we build 
decisions that more people can support, even when pressure rises. Diversity 
then does not divide us but becomes a deliberate practice that increases our 
ability to act together in uncertainty.

Chapter 21 Learning from everyday work



Nice story. What should we do to increase resilience?

Suggestion 72: �Organise Learning Teams and think with employees  
using the 4Ds 

Begin with a pilot so people can see how Learning Teams work. Choose a project 
or department that needs improvement and is open to experimentation. 
Create psychological safety: employees must feel free to talk about mistakes, 
concerns and ideas without fear of punishment.

Form small, mixed groups and appoint a facilitator who slows the conversation 
down, keeps the focus on understanding and asks for concrete examples. Use 
the 4Ds as a simple structure. 

Make Learning Teams part of ongoing work, not a one-off. Share results widely, 
define what success looks like and adjust the approach based on what you 
learn. Embed Learning Teams in existing quality and safety systems so they 
are seen as the normal way of working. Leaders participate themselves and 
model the behaviour they expect from others.

Note 1: This chapter sketches the core idea and some practical suggestions for 
Learning Teams. It is not a full how-to guide; more detailed sources and tools 
are listed in the reading list.

Note 2: Learning Teams build on earlier approaches such as TQM, LEAN and 
Gemba, where Muda (Dumb), Mura (Different) and Muri (Difficult) fit well 
with the 4Ds. The main risk is rushing into the method without working on 
the mindset, which would make it old wine in new bottles, so the facilitator 
role is crucial.

Suggestion 73: Test the sincerity of the learning process
As a manager, spend regular time in the operational workplace, simply to see 
what happens and to talk with people. Use questions from the 4Ds in informal 
conversations and check whether the actions agreed in Learning Teams 
actually happen. Notice whether you recognise your own organisation and 
Purpose in what you see, or whether people have had to invent their own 
ways of coping. Do not assume you still know the work because you once 
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did it yourself. By reflecting together on real work, you test how sincere and 
truthful your learning process is.

Suggestion 74: Ask STKY questions
STKY stands for Stuff That Can Kill You. Build simple STKY conversations into 
Learning Teams and into daily work. Ask what can really hurt people in 
this job, what keeps them alive when things go wrong, and whether that 
protection feels sufficient. Is it enough? The extra question Could it have been 
worse? often reveals important elements of resilience. 

STKY questions are powerful because you can ask them anytime, without formal 
structure, and they keep the focus on what matters most.

Suggestion 75: Embrace the benefits of generational diversity
Use Learning Teams to make diversity work for you. Invite people with different 
backgrounds and ages into the same discussion and ask explicitly what each 
of them sees that others might miss. Let younger colleagues show how they 
communicate and organise their work, and experiment with some of their 
methods. Apply a Deep Democracy mindset: make sure every voice is heard, 
including the minority view, and treat remaining objections as valuable 
information rather than noise.

Suggestion 76: Slow down and create soak time
Accept that sometimes you have to slow down to move faster later. After a 
Learning Team or a major insight, resist the urge to jump straight into a long 
list of actions. Let the findings sink in, revisit them when the first emotion 
has passed and then decide what really needs to change. This soak time often 
reveals deeper causes and more structural solutions than a quick fix.

Suggestion 77: ‘Kill your company’ to strengthen it
Use the creativity of Learning Teams to explore your biggest vulnerabilities. 
Once in a while, organise a kill your company session, after Bodell (2012). Ask 
people to imagine they are a ruthless competitor or an angry customer who 
wants to wipe you out. Let them describe exactly how they would do it. Cluster 
the ideas, pick the most realistic and dangerous ones and then turn each attack 
into a design brief: what must we change so that this attack no longer works?
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This exercise turns vague threats into concrete improvements. The same 
imagination that designs the attack now fuels innovation. And because the ideas 
come from your own people, the urgency to act is real.
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	22	 �Bringing more 
resilience into 
leadership

“Sometimes it takes courage to stand up and talk. Sometimes it 
takes courage to sit down and listen.”		
		  - W.A. Ward

Leadership versus management
This chapter is not a tour of leadership styles. It looks at what today’s complex, 
unpredictable world asks of leaders, and how managers can respond.

Management is a formal role; leadership is behaviour. We hope managers are 
leaders, but that is not guaranteed. Leadership is crucial for resilience, and it is 
not reserved for the top. Frontline employees often show strong leadership too.

Perspective matters
Everyone in an organisation looks from a different vantage point. Where you sit 
shapes what you see and value. Senior management often views sites, plants 
and teams as assets that make or lose money, with a financial and commercial 
focus (see the Margin Model).

Engineers and operational managers see a chain of processes that must deliver 
reliably. Frontline employees see a place to earn a living, with security, colleagues 
and meaning. One event therefore produces several realities. After surprises 
or incidents those perspectives easily clash. 
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“We see things not as they are, but as we are”. 		
		  - Attributed to Anaïs Nin and H.M. Tomlinson

The closer to the lighthouse, the darker it gets
You see this in investigations. The board hears that something has gone 
wrong and demands answers. Directors are outraged: “How could he do that? 
This is unacceptable.”

On the shop floor, colleagues often say that, given the situation and the tools 
available at that moment, they would have done the same. The action made sense 
locally. Supervisors recognise this and start thinking about how to control the 
risk better next time. Department managers need more time but often come 
around. Directors are usually the hardest to convince.

The further you are from the messy details of work, the easier it is to judge 
how it “should” have been done. Put differently: the closer to the lighthouse, 
the darker it often gets. 

We must see drift under pressure coming
Under pressure people adapt. “If it cannot be done as it should, it must be done 
as it can.” The problem is that pressure rarely disappears. The workaround 
becomes the new normal.

Someone leaves the team and others absorb the work. Lower staffing becomes 
structural while procedures, targets and risk assumptions stay the same. It all 
works, until it does not. Only after an incident do we talk about it: “We used 
to have more time, one person extra.” “Why did you not raise the alarm?” “We 
told you ten times.”

When pressure later subsides, we seldom return to the old margins. This is drift 
into failure. Reflection follows the crash, not the drift. In the ‘new normal’ 
leaders must stay closer to the action: understand how work really works, 
notice early shifts and support guided adaptability, instead of assuming that 
yesterday’s design is still valid.
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If it cannot be done the way it should, it must be done the way it can.

Do managers believe in what they do, and do they do what they believe?
O’Dea and Flin (2001) found that managers see their role in shaping safety 
climate but struggle to act on it. Telling them they are responsible does not help; 
they need support and tools. Most managers genuinely want to show that they 
care, understand the work and provide better alignment, communication and 
resources. They are also caught in the forces of the Margin Model and feel the 
same doubts and emotions as everyone else.

The research also showed that many managers, especially the “alpha males”, 
overestimate the positive impact of their behaviour. Employees tend to prefer 
participative, facilitative, serving leaders, yet 57 percent of managers prefer a 
directive, control-oriented style.

A worrying finding is that many managers believe incidents are mainly caused by 
careless workers who do not pay attention or do not follow rules. Encouragingly, 
the more senior the manager, the more likely they are to move towards guided 
adaptability. There is learning potential at the top.

Many managers don’t believe what they do, and don’t do what 
they believe in.

When do you make “the call” as things unravel?
Escalating concerns is risky. If you call too early, you are told to be more self-
reliant. If you call too late, you “failed”. Psychological safety is essential here. 
Many managers say, “Speak up, my door is always open,” while employees 
experience hurried body language, full calendars and little listening.

As a leader you must be deliberately available and approachable, so people dare 
to call before the situation explodes. That means visible presence, predictable 
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reactions and honest curiosity about how work really works.

Predictable responses create fairness
When something goes wrong, is the problem the employee or the organisation? 
And if behaviour is unacceptable, how do we respond? James Reason and Amy 
Edmondson have both researched this extensively. It is right to address 
deliberate rule breaking and reckless behaviour. Learning and improvement 
also require honesty and predictability from managers.

The key question is whether we can draw clear lines between types of events 
and management reactions. That predictability is the basis of a fair and just 
culture. If you know how your manager will respond, you can speak up and 
report honestly. In practice, reactions are not always fair. We are quick to blame, 
especially under social, political or media pressure. We also sometimes fail to 
address truly unacceptable behaviour. Both patterns harm learning.

Are managers visible enough?
Employees are the most important part of operations. Do managers spend 
most of their time with them? Many employees say no. One-to-ones feel 
rushed and are often cancelled for “more important” meetings. Relationships 
weaken and managers lose touch with how work is really done.

What if everyone stays silent?
Silence is common: few concerns are voiced, feedback is scarce and people share 
only part of the truth. That blocks learning, innovation and sound decisions, 
and it makes the organisation

Learning is impossible when the price of honesty is high.

brittle. Catino (2008) shows how blame undermines learning. Social pressure, 
shareholder expectations, laws and regulations, groupthink and emotions all 
pull us toward blaming rather than understanding.
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Fear loops and trust loops
A healthy culture, psychological safety and inclusion are crucial for resilience. 
A culture of voice is part of that.

Clive Lloyd (2020) describes the fear loop. Employees are seen as the problem, 
so management focuses on controlling behaviour through rewards and 
punishments. This creates fear and extrinsic motivation, which suppresses 
speaking up and leads to silence. The silence then “confirms” that employees 
are the problem that must be fixed.

Lloyd contrasts this with a trust loop. Here employees are seen as the solution. 
Management focuses on relationships, asking questions and listening. This 
builds trust and learning, which increases psychological safety. Employees 
then actively report issues, bring forward solutions and signal when margins 
are eroding.

Rosa Carrillo (2019) adds that if we want a high-performance work environment, 
management must make it easy and safe to express weak signals and concerns. 
Brené Brown (2010) summarises it: “Vulnerability is the birthplace of innovation, 
creativity and change.” Leaders who dare to be vulnerable invite others to speak 
honestly. Lloyd’s key question to management is: “Your employees have the 
answers. Do you as management have the questions?” 

Employees have the answers. Does management have the questions?

Chapter 22 Bringing more resilience into leadership
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The Corporate Jester
Many organisations have an unspoken need for a ‘licensed truth teller’: someone 
who can say what others only dare to think. Historically that role belonged 
to the court jester, who was allowed, even expected, to tease the king and 
puncture arrogance with humour. In modern organisations a Corporate Jester 
is anyone who has permission to ask naive questions, name uncomfortable 
patterns and challenge decisions in service of the Purpose.

The jester is not a cynic but a constructive mirror. By voicing the questions 
everyone feels but no one dares to ask, jesters draw attention to thinning margins, 
drift into failure and kayfabe safety, and make it safer for others to speak up. This 
leads to genuine insights and better information for decision-making.

Leadership styles and mental health
Montano et al. (2023) analysed 53 studies with more than 93,000 employees to 
explore how leadership affects mental health. They distinguish four relevant 
styles: transformational, relationship-oriented, destructive and task-oriented. The 
surprising outcome is that relationship-oriented and task-oriented leadership are 
most strongly linked to positive mental health, while overly transformational and 
destructive styles are most strongly linked to negative effects.

The lesson is that guided adaptability does not automatically work well, and 
control does not automatically work badly. Inspiring visions without grounding 
can become pressure and overload. Clear tasks without respect can become 
destructive. Leadership development should therefore focus on a healthy balance 
between clear goals and strong relationships, awareness of mental-health impacts 
and concrete behaviour patterns to prevent or limit harm.

Transformational leadership is crucial for guided adaptability, 
but it can turn out negatively. We must be prepared for that.

Leadership styles and resilience
Erin Meyer (2021) distinguishes two broad approaches to leadership: leading 
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with control and leading with context. Leading with control fits centralised 
control: detailed instructions, tight procedures and close monitoring. In high-
hazard environments such as petrochemical plants that can be necessary, 
because small deviations may have large consequences.

Leading with context fits guided adaptability. Leaders explain the bigger picture, 
the constraints and the Purpose, then give teams room to act within that frame. 
This approach suits complex, knowledge-intensive work such as software 
development and engineering. Meyer notes that leading with context is harder, 
but it builds far more trust. When information is shared openly, people can 
make better decisions without constant checking. No Rules Rules (Hastings 
& Meyer, 2020) shows how Netflix moved in this direction and became more 
resilient, though not without missteps on the way.

Leading with context also changes how we respond to ‘safety talk’. When people 
feel stressed, powerless or unheard, they rarely say that directly. They use the 
one language that always gets management’s attention: safety. Vague safety 
concerns, emotional reactions to small changes, questions about a colleague’s 
competence or reports that focus more on relationships than on hazards are 
often not technical problems. They are signals of stress, thinning margins, 
broken trust and rising uncertainty.

A leader who works mainly with control tends to argue about whether such 
issues are ‘real safety problems’. A leader who works with context treats them 
as early warnings that the environment has shifted and that the system is 
producing uncertainty faster than the organisation can absorb it. 

Leading with context means validating the concern, asking what feels unsafe 
or unfair, exploring what has changed, where the work is getting tight and 
what might prevent people from coming home healthy. By decoding these 
signals instead of dismissing them, leaders surface drift, protect margins and 
strengthen both safety and culture.

The inner cost of trying to control everything
Many leaders recognise the reflex to control almost every outcome: projects, 
transformations, safety programmes, even the careers of team members. On 
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paper this looks like ownership; in practice, it often means living in constant 
fight-or-flight mode. Your mind is always on, planning and correcting. That 
drains energy, raises stress and makes it harder to be present and to listen.

Stephen Covey (1989) distinguishes between our circle of control and our circle 
of influence. Resilient leaders focus on what they can truly control, such as 
their own behaviour and preparation, and what they can genuinely influence, 
such as relationships and team climate. They accept that outcomes lie partly 
outside those circles. In complex systems results are always co-produced. By 
keeping high standards for effort and learning while loosening their grip on 
the exact result, leaders reduce stress and stay open to new, sometimes better, 
opportunities that emerge along the way.

Nice story. What should we do to increase resilience?

Suggestion 78: Treat psychosocial risks as part of system safety
Mental health, stress and burnout are not private issues of individual employees. 
They are signals that the system is eating into its margins. Treat psychosocial 
risks as seriously as technical hazards. Design work, rosters, availability and 
targets with mental and social buffers in mind. As a leader, see this as part of 
your operational responsibility, not just as an HR topic.

Look at workload, pace, emotional demands and out-of-hours contact as you would 
look at pressure, temperature or speed. Where are we running permanently in 
the red? Where is there no time for recovery? 

Use Learning Teams and STKY questions also for “stuff that can kill you slowly”, 
such as chronic stress, moral injury and isolation. Make explicit agreements 
about rest, contactable hours, decompression after incidents and support for 
leaders and teams. In this way health, safety and resilience become one story, 
not three separate programmes.

Suggestion 79: Put the relationship and HRO principles at the centre
Rosa Carrillo (2019) argues for relationship-centred leadership based on eight 
beliefs that fit HRO thinking and this book’s view of resilience. Inclusion 
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and a sense of belonging increase responsibility; exclusion creates silence. 
Engagement, resilience, innovation and responsibility belong together, because 
most employees are competent and want to contribute, speak up and stop work 
when needed, provided management clearly supports this. Relationships shape 
emotions and beliefs, and these drive decisions about safety and success. Without 
trust and predictable, honest responses, real communication does not land. 
Quick judgement blocks insight, so leaders need to stay with the question and 
accept that drift and trade-offs are normal responses to scarcity and change, 
including for themselves. 

Bringing these beliefs consciously into everyday leadership helps you become 
a clear and fair leader with whom people can speak openly, which strengthens 
Purpose and resilience.

Suggestion 80: Keep our shared mental model and the Purpose clear
Simon Sinek (2009) reminds us: “People do not buy what you do, they buy why 
you do it.” In the armed forces the Why of a mission is captured in Commander’s 
Intent: a concise description of the desired end state and guiding principles 
for decisions.

Instead of detailed orders, Commander’s Intent creates a shared mental 
model of the mission and gives subordinates freedom to adapt when reality 
changes. The leader serves by asking questions such as: 
o	 Where can things go wrong? 
o	 What do you need from me to prevent that? 
This calls for openness and humble, appreciative inquiry.

An open question for managers: what is my role in making 
the work of my employees better and easier? And how do I 
currently fulfil that role? 

A clear shared Purpose and mental model give people orientation precisely 
when uncertainty is highest.
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Suggestion 81: Communicate bottom up – first what you need, then why
Under pressure we often start with long explanations and justifications before 
saying what we need. In complex, time-pressed situations, reverse the order. 
First state clearly what you need – a decision, a resource, a green light. Then 
briefly explain why.

This bottom-up communication saves time, clarifies priorities and often 
increases your chances of getting what is needed.

Suggestion 82: Organise training for resilient leadership
Design leadership programmes that balance task, relationship and transformation, 
and that:
o	 help leaders recognise and develop key behaviours associated with 

transformational leadership
o	 raise awareness of the harmful effects some leadership behaviours can have 

on mental health
o	 offer concrete behaviour patterns, policies and strategies to prevent or limit 

negative effects.

Anchor the training in everyday practice with a small set of prompts, derived 
from HRO principles and inspired by Mooney (2025), that leaders can use before, 
during and after operations:
1.	 What do we not know yet, and what might we be wrong about?
2.	 If this goes off script, where will we notice it first?
3.	 What matters most right now for Purpose, people and performance?
4.	 Who sees this differently, and what do they notice that we don’t?
5.	 What is happening here and now, at the sharp end of the work?
6.	 Instead of “It’s probably nothing”, ask: “What else might this possibly be?”
7.	 What small, weak signal deserves our attention today?
8.	 What can we safely adjust or improvise now to make this work?
9.	 Who is closest to the work, and how can we give them the authority to act?

Use reflective questions such as:
o	 How well has this approach worked so far?
o	 Can you show me how this plays out in practice?
o	 What other perspectives should we consider?
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o	 Does this solution treat employees as if they are not capable? How could 
we involve them as problem solvers?

o	 If we require this from employees, what obligations does that create for 
management?

Suggestion 83: Understand what creates success when Messi does not play
Every team has a Messi – not necessarily the manager, but the person who 
holds things together, sets the lines and keeps decisions flowing. Ask: Who 
is the Messi in your team, and what happens when that person is not there? 
Does the team adapt, or does performance collapse?

Resilient teams can adjust strategy and roles when Messi is missing. Non-resilient 
teams become messy. Think this through in advance and build capacity beyond 
the star player.

Suggestion 84: Aim before you accelerate, ask three questions
Special Forces know that timing and clarity decide outcomes. They do not 
move just to look busy. Every action serves the mission. Motion ≠ progress. 
Before you launch an initiative, run a three-step check:
1.	 Name the single objective. Say it in one clear sentence. If you cannot, you 

are not ready to move.
2.	 Define success. What will prove this worked? Revenue, client response, a 

clear metric?
3.	 Choose one next action. Not multiple tasks. One step that moves you 

toward that objective today.

A clear shared objective at a steady pace beats a fast, scattered team every time.

Suggestion 85: Learn to hear what is not said – the dog that did not bark
In Conan Doyle’s The Adventure of Silver Blaze (1892), a racehorse disappears. 
The key clue is not what happened, but what did not.

Gregory (Scotland Yard): “Is there any point to which you would wish to draw 
my attention?”
Sherlock Holmes: “To the curious incident of the dog in the night-time.”
Gregory: “The dog did nothing in the night-time.”
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“That was the curious incident,” remarked Sherlock Holmes.

The watchdog did not bark. That silence revealed the intruder was familiar. It 
reframed the entire case.

Resilient leadership requires the same awareness. It is not enough to respond 
to what is reported; you must also notice what is missing. Ask yourself:
o	 Who is not in this conversation who should be?
o	 What reactions did I expect but not receive?
o	 Why is this team unusually quiet?

Silence is not neutral. It is information. It may even be a silent 
cry for attention.

Make expectations explicit. Before a change or project, write down: If this works, 
I expect to see X emails, Y questions, Z metrics. If nothing happens, that absence 
becomes a signal, not background noise.

Use the question If X is true, I should see Y. If a new onboarding really is clearer, 
you should see fewer questions and faster progress. If not, the dog did not bark.

Premortems (see suggestion 100) help here: imagine six months from now the 
plan has failed. What early signs do you wish you had seen? Start looking for 
both their presence and their suspicious absence?

Suggestion 86: �When safety becomes the language for everything, listen 
for what it hides

When safety concerns are vague, emotional or do not match visible hazards, 
do not dismiss them. Treat them as signals that the environment is changing 
faster than your systems.
o	 Validate the concern and ask for concrete examples.
o	 Explore what feels uncertain, unfair or different from last month or last year.
o	 Start with margins, not rules: where is the work getting tight?
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o	 Check for psychosocial hazards, stress and trust issues that your system does 
not yet capture.

Listening beneath the ‘safety language’ often reveals drift, overload or identity 
threats. Decode the context and safety conversations become real.

Suggestion 87: Create space for Corporate Jesters
Deliberately create room for jester energy in your organisation. Identify and 
protect people who ask uncomfortable questions with humour and goodwill. 
Make it explicit that their role is to serve the Purpose, not to undermine 
authority. Invite them into key conversations, ask what you might be missing 
and back them up when they bring bad news or challenge the status quo.

As a leader, occasionally play the jester yourself by questioning your own 
assumptions out loud. A simple test: who can safely say to you, “This makes 
no sense” or “We are fooling ourselves here”? If no one comes to mind, resilience 
is already at risk.

Suggestion 88: Talk openly about your own stress and limits as a leader
Resilience is not only systemic; it is also human. Leaders who sleep badly, 
ruminate at night and feel that everything depends on them make organisations 
brittle, even when dashboards are green.

Make your own stress, workload and fear of failure a normal topic in leadership 
conversations. How are you really? What are you worried about? Where are 
you carrying too much alone? Treat this as part of risk management, not as 
a private weakness. Role-model boundaries instead of heroics. Say no when 
needed, hand decisions back to the right level and be explicit where you 
cannot control the outcome.

When leaders show that they are human, others feel safer to speak up early and 
ask for help. That honesty reduces hidden pressure and increases resilience.

Suggestion 89: Loosen your grip on outcomes
Pick one important goal, such as a new process or strategic project. List who 
and what really influence the outcome: colleagues, customers, regulators, 
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market conditions, timing, luck. Notice how much lies outside your direct 
control. Make a pact with your team: we commit fully to the work, behaviour 
and learning we can control, and we accept that the exact result will be partly 
emergent along the way. Loosening your grip acknowledges uncertainty and 
shows trust that people can act in line with the Purpose even when you cannot 
control the outcome.

Check in with two questions:
1.	 Are we doing the right things as well as we can?
2.	 What unexpected signals or opportunities are we seeing that we would 

miss if we were locked into one path?

This shift reduces stress, encourages honest talk about setbacks and increases 
your ability to use new options as they arise.

Suggestion 90: Celebrate failure, honour learning
Celebrating success is normal. Celebrating failure feels counterintuitive. Yet 
Netflix runs a programme that highlights employees who tried something 
that failed.

Celebrating failure teaches people how to handle setbacks and come back 
stronger. Open reflection on failure signals that mistakes are allowed. Trust 
grows and resilience increases. People dare to take intelligent risks and keep 
searching for better answers.

Amy Edmondson (2023) distinguishes three types of failure: basic failures in 
simple, linear systems; complex failures in systems with multiple causes; and 
intelligent failures, the ones that result from experiments and tests. We should 
try to prevent the first two. The third is the right kind of wrong. “Fail often 
to succeed sooner.” Management should encourage experimentation and 
celebrate intelligent failures as learning investments. 

Failed experiments are an important source of learning how we 
can be more successful.
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Suggestion 91: �Change the conversation with your board and your biggest 
stakeholders

Talk with your board, shareholders, key customers and regulators in the language 
of the safety of work, not only of safety work. Many of them naturally lead with 
control: they ask for rules, audits, LTIs and green dashboards. Help them also 
lead with context. Report how your organisation is building the four resilience 
abilities: recoverability, extensibility, adaptability and sustainability. Show buffers, 
margins and cross-trained people. Share what you learn from Learning Teams, 
from everyday work and from near misses that never became headlines.

Invite board members and major clients to join a site visit or a Learning Team 
now and then. Let them hear directly from employees how work is really 
done, which trade-offs they face and which rules are “dumb, dangerous, 
difficult or different”. 

This shifts the discussion from “Why did this incident happen?” to “What 
capacity do we still lack?” and supports their need to lead with control where 
it is necessary, while giving them enough context to back guided adaptability 
and the Purpose instead of asking only for more compliance.
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	 23	� Dealing with  
trade-offs more 
effectively

The role of management is to provide clarity about which 
trade-offs and bypasses are temporarily acceptable, and under 
which conditions and restrictions.

The case of the Boeing 737 Max and the MCAS system

Was it the pilots’ fault?
On 29 October 2018 Lion Air flight 610 from Soerkano-Hatta to Pangkai Pinang 
crashed after thirteen minutes. All 189 passengers and crew died. On 10 March 
2019 Ethiopian Airlines flight 302 left Addis Abeba for Nairobi and crashed 
after six minutes. None of the 157 people on board survived. Both aircraft 
were Boeing 737 Max 8s.

Boeing’s initial public reaction was blunt. According to the company the Asian 
and African pilots had not followed procedures. In this view, the 346 deaths 
were the pilots’ fault. A suggestion hung in the air: this would not have happened 
to an American crew. 

What is MCAS?
The investigations told a different story. Both crashes were traced to the MCAS 
system, the Manoeuvring Characteristics Augmentation System. MCAS is 
meant to keep the aircraft level. Sensors monitor the angle of the plane. When 
the nose is too high, MCAS pushes it down.
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For the new 737 Max 8, Boeing treated changes to MCAS as non-safety-critical. 
The system was designed to run in the background and received little attention. 
Pilots did not even know it existed. In the flight manual MCAS appeared only 
once, in the list of abbreviations. There was no explanation of what it did or 
how to respond if it misbehaved.

Deliberately withholding training
There was also no specific training on MCAS. Pilots on the 737 Max, worldwide, 
were unfamiliar with the system. In both crashes a faulty angle-of-attack sensor 
triggered MCAS. The stabiliser moved and forced the nose down.

To stop this, pilots had to take specific steps to disable MCAS. They had at most 
about ten seconds to do so. Ten seconds is very short, especially when you do 
not know that the system exists or what is happening.

Boeing later stated that they had deliberately withheld detailed information. 
They did not want, in their words, to overload pilots with unnecessary data. 
Yet the investigations showed that the pilots had followed their procedures 
step by step. MCAS was simply not mentioned in those procedures.

Single point of failure
MCAS depended on a single sensor. If that sensor failed, the system failed. There 
was no redundancy. In hindsight MCAS should clearly have been classified as 
safety-critical and designed with multiple independent inputs. Basing such a 
critical system on a single sensor created an unacceptably brittle design and a 
clear single point of failure.

Trade-off: cost savings versus critical risks
Why did Boeing choose this route? Economic pressure played a central role. 
Classifying MCAS as safety-critical would have required more extensive risk 
analysis and additional certification work with the FAA and EASA. It would 
also have triggered extra pilot training. That meant tens of millions in costs 
and months of delay. Under strong competition from Airbus, Boeing chose 
cost control and speed over safety transparency.
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Where did Boeing go wrong?
For decades Boeing was praised for a strong “speak up” culture. Engineers were 
encouraged to raise concerns. That changed after the merger with McDonnell 
Douglas in 1996. The primary focus shifted from technical integrity to 
shareholder value. Thousands of jobs disappeared. “More with less” became 
the credo.

The head office moved from Seattle to Chicago, increasing the distance between 
engineering and the executive team. This made it easier to take decisions 
without “hassle” from technical voices. Whistleblowers were sidelined. Quality 
departments lost influence. Little was written down. A culture of silence grew.

Keeping MCAS under the radar
The long history of small changes to the 737 helped keep MCAS below the 
radar. Over decades the aircraft had been updated in many steps and had 
built a strong safety reputation. The FAA trusted Boeing and accepted many 
modifications as minor.

Boeing framed MCAS as just another small change. The system was kept out 
of view of authorities, airlines and pilots. Lion Air even requested explicit 
training on MCAS but was told this was unnecessary. After the first crash 
Boeing did the minimum to prevent a second, again in the name of cost and 
schedule. There was a lot of trust in Boeing and little healthy distrust from 
regulators and customers.

Only after growing global pressure were all 737 Max 8s eventually grounded. 
This order did not come from the FAA or EASA, but from the US president. 
The 387 aircraft already delivered stood idle for months. Orders for around 
1,200 new planes were cancelled.

Boeing was later convicted of conspiracy and fraud against the US government 
and the FAA and fined 2.5 billion dollars. Chief executive Dennis Muilenburg 
stepped down and still received a 62-million-dollar bonus22. The relatives of 
the victims received no compensation from Boeing and not even a formal 
apology. The documentary Downfall: The Case Against Boeing  (202223) shows 
this shocking leadership and the trade-offs behind it in painful detail.

Chapter 23 Dealing with trade-offs more effectively
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Trade-offs are everywhere
The 737 Max story is extreme, yet the pattern is familiar. Under pressure 
organisations trade long-term safety for short-term savings, speed and simplicity. 
The question for leaders is not whether such trade-offs exist. The question is 
whether they are visible, deliberate and within agreed margins.

The role of leadership in controlling trade-offs
Leaders cannot credibly say that safety is “our top priority” and then ignore the 
tensions with money, time, customers and scarce resources. Trade-offs are 
always present. Leadership means making them explicit and manageable.

Accepted temporary trade-offs
Management can define which temporary trade-offs are acceptable, under 
what conditions and for how long. Some pilots learned how to switch off 
MCAS manually. That kind of workaround can be a conscious, temporary 
trade-off, but only if it is openly discussed, supported and monitored.

These choices do not only happen in boardrooms. They happen every day in 
planning meetings, during maintenance windows and in control rooms.

 “The standard you walk past is the standard you accept.”    		
		  (author unknown)

Balancing efficiency and thoroughness
Hollnagel (2009) calls this the ETTO principle: the Efficiency–Thoroughness 
Trade-Off, as outlined in chapters 2 and 3. In practice, leaders constantly signal 
which side counts more, often without noticing. Many managers praise teams 
with a quick “Well done, we made the deadline” and never ask how the job was 
done. Efficiency gets applause. Thoroughness stays invisible.

A more resilient approach is to make thoroughness visible and valued. After a 
task, ask questions such as:
o	 Did you run into any problems we should know about for tomorrow?



o	 Where did you slow down on purpose?
o	 Where did you ask a colleague or supervisor for a second opinion?

These questions show that you care not only that the work is done, but how 
risks were managed and which trade-offs were made. They help answer a simple 
leadership question: 
How do I know the work was done with the ETTO balance and risk level we 
actually want? 

Principles above procedures
In reality, work can rarely be carried out exactly as procedures describe. Context 
changes. Resources are limited. Here principles help. When it is foggy we all 
drive more slowly. Not because there is a special fog-law, but because a shared 
precautionary principle tells us it is wise. We can apply the same logic at work.

We need open conversations about procedures or targets that are unworkable. It 
is the task of management to keep the difference clear between ambition and hard 
limits. When principles and limits are explicit, operational teams can make better 
autonomous decisions. Think of an emergency response team that arranges extra 
coverage during holidays without waiting for head-office permission. 

Nice story. What should we do to increase resilience?

Suggestion 92: Ask yourself what you say no to as a consequence
Thomas Sowell once remarked: “There are no solutions. There are only trade-
offs.” Every decision is a choice between sets of downsides. When you say yes 
to a project, KPI or shortcut, you automatically say no to other investments, 
safeguards or long-term goals.

Make that explicit. Build the habit of asking, alone and in teams: If we say yes to 
this, what are we saying no to? Whose capacity, which protections or which future 
options are we trading away? Writing that down often changes the decision.

Suggestion 93: Define and review acceptable trade-offs
Make clear in your principles and procedures which trade-offs are temporarily 
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acceptable, in what way, to what level and for how long. Use the safety manager 
as mediator between management and employees, as described in chapter 6 
on guided adaptability. This keeps an up-to-date picture of which deviations 
are allowed and how they are controlled.

Think through what-if-scenarios and plan B options in advance. Clarify roles, 
responsibilities and degrees of freedom so that employees know when they can 
decide themselves and when they must escalate. That is freedom in a frame.

Review these agreements regularly with teams. Are the limits realistic and 
workable? Where do people feel forced to bypass them? Look at developments 
outside your own organisation as well. New techniques, methods and 
technologies may allow better trade-offs.

Suggestion 94: Put trade-offs at the centre of training
Make dealing with trade-offs a core topic in training for both managers 
and employees. Use real examples from your own operations. Ask people to 
reconstruct the pressures they felt, the options they saw and the choice they made.

Address not only short-term, acute trade-offs, but also the slow ones. Talk 
about creeping shortcuts, “this is how we always do it”, and acquired rights. 
Training then becomes a place to make hidden trade-offs visible and to practise 
better choices.

Suggestion 95: Praise how the work was done, not only that it was on time
When you give compliments, link them to the ETTO balance you want. Do 
not stop at “Great job, we met the deadline.” Add questions such as:
o	 What made this safe enough to do?
o	 Where did you slow down deliberately?
o	 What would you want us to improve before we do this again?

Use the answers to give specific praise for good anticipation, smart pauses, extra 
checks or asking for help. Over time your informal reward system shifts. People 
feel that efficiency matters, but never at the expense of thoughtful, thorough 
work. That is how daily trade-offs start to support resilience instead of eroding it.
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	 24	� Designing more 
resiliently

 “We cannot change the human conditions, but we can change 
the conditions under which humans work”		
		  James Reason

Safety by Design creates more resilience
Designing processes and systems safely means that they can absorb the impact 
and prevent harm before things go wrong. We build in capacity, buffers, margins, 
knowledge and controls so that when failure happens, it does not become a 
disaster. A resilient design bends, buys time, and helps us learn.

Deming said it clearly: every system is perfectly designed to get the results it gets. 
If we want better outcomes, we need better systems, not tougher judgements 
of the people in them. Good design makes it easy to do the right thing and harder 
to do the wrong thing. Toyota’s visual management is a powerful example.

Visual management: make capability visible
Visual management is not about colourful boards. It is about making the 
standard and the current state visible at a glance. A line on the floor, a status 
board, a kanban signal or a green–amber–red light shows whether we are 
within or outside the standard, without a meeting or a report (Liker, 2004).

Toyota is not interested in the business case for a whiteboard. They care whether 
people can see problems early and feel authorised to act. Taiichi Ohno’s insight 
(1988) was blunt: capability comes before results. Human capability is the real 
product of their design process; cars are the by-product.
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If we demand a financial return up front, we turn a capability-building effort 
into a cost debate. Ownership drops and improvement becomes optional. 
If we start with capability and engagement, accountability rises, problems 
surface sooner and firefighting declines. The same logic sits behind crumple 
zones in cars or clear visual controls on a shop floor.

Small events add up to SNAFU
Safety by Design starts from the idea that many small, trivial events can 
combine to create a disaster. Systems and sub-systems are rarely independent. 
Safety studies aim to find these couplings and to remove or weaken them. The 
better the design, the greater the resilience. Safety is created while work and 
incidents unfold, not afterwards.

What car design teaches us
Since the 1960s the car industry has seen driving as a socio-technical system. 
Safe driving depends on human–machine interaction. The driver is both the 
key safeguard and the most unreliable element.

The industry learned that telling drivers not to crash does not work. People make 
mistakes. Crashes will happen. Several manufacturers therefore took a radical 
position: design cars on the assumption that a crash is certain sooner or later. The 
design focus shifted from preventing every crash to coping with crashes.

Bumpers became crumple zones. Energy absorption and survival space became 
design goals. The car gained more capability to prevent a fatal outcome. Success 
was no longer “no crash”, but “no one dies in a crash”.

Volvo embraced this explicitly. Years ago the company stated that from 
2020 onwards no one should die in a Volvo24. Reality has shown that this 
ambition is still out of reach25, yet the target accelerated innovation. The 
message is powerful: We build cars that can crash very successfully.

A shift in design thinking
This is a shift in thinking. Safety is about safeguarding success, not just counting 
accidents. Many organisations still assume that if no incident is reported, 
the operation was safe. In practice, we cannot always tell. Were we actually 
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safe and did we feel safe? What we do know is that the car, the driver and the 
environment all adjust constantly to keep things under control. In that sense, 
safety is not a fixed state of a single component, but an emergent property of 
the whole socio-technical system.

“What is the purpose of brakes. To stop the car? No, it allows 
the car to go faster with confidence”		
		  Mario Andretti

Why design processes often fall short
Russell McMullan (2023) studied 31 design processes in 20 organisations. I 
carried out similar research in construction with the Netherlands Labour 
Inspectorate in 2022. The patterns are strikingly similar.

Safe design is not the same as a risk analysis
In many organisations the ‘output’ of Safety by Design is a risk analysis. These 
documents look solid, with tables and colour codes. Yet they are often static 
and sit apart from the real design. They do not live in the daily choices of 
engineers and project teams.

We do not record trade-offs
Safety by Design should capture the trade-offs made in the design: options 
considered, constraints, and the reasons behind choices. Why a bridge and 
not a tunnel? Why this layout and not another? Without this log we cannot 
later understand or improve the design. In practice, these rationales are rarely 
documented.

Chapter 24 Designing more resiliently



We ignore the occupational hygiene strategy
McMullan identified about four thousand risk-reduction measures in the designs 
he studied. Only four led to actual design changes. Most measures sat at the 
lowest levels of the hierarchy of controls: procedures, signage, training and 
personal protective equipment. Source measures were rare. By the time we 
train and instruct people, we are already far past the point where design changes 
could have eliminated the hazard.

We push residual risks downstream
Residual risks from the design phase are usually passed on to contractors, users 
and maintenance teams. Months later they receive a risk analysis and a list of 
actions. The questions are obvious: do they read it, do they act on it, and do 
they see the urgency? Often the answer is no, especially when the measures are 
abstract or weak. Risk is shifted to those with the least influence.

We are ruled by standards, time and money
Designers work under strong commercial and planning pressure. They are 
squeezed between the economic failure boundary and the scarcity boundary. 
Budgets, deadlines and codes dominate. Once a specification, budget and 
schedule are fixed, changes become unforeseen costs.

Roof-edge protection is a familiar example. The designer writes that the user 
must ensure safe maintenance of rooftop installations. Later the tenant must 
arrange and pay for temporary protection before every job. The safer and 
cheaper solution would have been permanent edge protection in the original 
design. The gap between design as imagined and design as done mirrors the 
gap between work as imagined and work as done, driven by the same forces in 
the Margin Model. 

We should not make it harder to do it wrong. We should make 
it easier to do it right.
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Hostile design
These tensions appear at factory and machine level too. In one factory noise levels 
exceeded 85 dB. Hearing protection was mandatory but used inconsistently 
because it was uncomfortable. A design solution existed: enclose pumps and 
compressors and cut noise to below 70 dB. Then hearing protection would 
no longer be required. The choice was clear: invest a few hundred thousand 
euros or accept a design that damages hearing and relies on a rule that people 
struggle to follow.

Sometimes hostile design is intentional. McDonalds’ interiors are colourful 
and inviting, yet the chairs are uncomfortable after half an hour. That is 
deliberate. The design supports a fast turnover of guests.

Speed versus reliability
System safety lives in the trade-off between speed and reliability. Parcel couriers 
are a vivid example. Payment per delivery pushes them to drive fast, park 
carelessly and rush from door to door. Stress, damage and near misses are part 
of the system. It is not the driver’s character; it is the business model.

Compare that with a coach on a long school trip that uses two drivers. Costs are 
higher, but reliability improves. They can relieve each other when tired and keep 
the journey safe. The business model supports resilience instead of eroding it.

The Margin Model is visible here. The courier model pushes toward the 
economic failure boundary and the scarcity boundary. The coach operator 
chooses capacity to succeed. A perverse business model can threaten both 
physical and emotional safety.

Safety by Design as a real process
In many organisations Safety by Design is not an embedded process. Safety 
managers are not always present when functional and technical designs are 
made. Engineering and safety communicate too little with each other. The 
socio-technical system that emerges is therefore not always the safest or most 
workable. Employees then patch the brittle parts with their own ingenuity. 
When things go wrong, they are blamed instead of the design.

Chapter 24 Designing more resiliently
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We cannot design every error out of a system. We can, however, build layers 
of protection, buffers and margins so that mistakes can happen without being 
fatal. BMW’s Die Altstadt shows what this can look like.

Die Altstadt – design for ageing workers
At BMW many older employees still love working on ‘their’ cars but experience 
physical limitations. Together with physiotherapists, doctors, the works 
council and the workers themselves, BMW launched the Heute für Morgen 
programme26. In one factory the company invested about twenty million euros 
to make work friendlier for staff aged fifty and over.

Examples include better lighting, mobile tool trolleys, stools and height-adjustable 
chairs, larger letters on screens, magnifying glasses in tool cabinets and extra 
robots that take over heavy and repetitive tasks. Shifts changed from three times 
eight-hours to four times six-hours. The line runs a little slower. There are no 
fixed toilet breaks. People can avoid computer work if they prefer laminated 
instruction cards. A fitness room, a more comfortable break room, training on 
health and movement and access to physiotherapists complete the package.

Soon employees will also be able to schedule their own shifts. The factory is 
so popular that there is a waiting list to work there. You cannot work in Die 
Altstadt if you are under fifty.

Financial returns per hour are lower: output has dropped and costs have risen. 
Yet absenteeism is lower and skilled staff are scarce. Sustainable employability 
is crucial. BMW has found a way to move away from both the economic 
failure boundary and the scarcity boundary by redesigning work. The result is 
more resilience.
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Nice story. What should we do to increase resilience?

Suggestion 96: Build Safety by Design into your system
Ensure that safety expertise is present from the earliest stages of every design 
and redesign. From concept through detailed engineering, reserve time, budget 
and attention to embed safety, health and the environment into the product, 
process or service. This prevents costly late changes, reduces frustration and 
avoids pushing design flaws and residual risks onto employees at the sharp end.

Anchor this practice in your management system. Make design and redesign 
explicit processes, linked to Management of Change. Define when Safety by 
Design is required, who must be involved, how trade-offs are recorded, and 
which documents capture key decisions. In this way Safety by Design becomes 
normal work, not an optional extra when something has gone wrong.

Suggestion 97: Involve employees in design
Invite users and frontline employees into the design process, especially for 
workplaces. In risk assessments of the design phase, describe the risks but leave 
the choice of measures open. Decide on measures together with those who 
will do the work. Their experience reveals practical options that designers 
may not see.

Suggestion 98: �Design contracts and supply chains for resilience, not only 
for efficiency 

Many of the trade-offs you see with parcel couriers, maintenance contractors 
and logistics partners are not accidents. They are designed into contracts 
and KPIs. Piece rates, strict penalty clauses and one-sided risk transfer push 
people toward haste, silence and shortcuts. They move the economic failure 
boundary closer to the red line and make the whole system more brittle.

Review your key contracts, framework agreements and performance measures 
through the lens of the Margin Model and ALARP. Ask where speed, cost and 
volume are rewarded at the expense of buffers, safe margins and recovery time. 
Remove perverse incentives that make it attractive to cut corners. Build in fair 
lead times, realistic volumes, contingency capacity and shared responsibility 
for managing risk.

Chapter 24 Designing more resiliently
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Include agreements about learning, not only about delivery. For example, plan 
joint Learning Teams with main suppliers after major events or near misses. 
Set shared improvement targets on capabilities such as availability of spare 
capacity, cross-trained staff and response times to weak signals, not only on 
cost and output. A resilient organisation designs resilience into its supply chain 
instead of exporting risk to the thinnest margins.

Suggestion 99: �Use visual management to make problems obvious and 
safe to act on

Pick one critical process and make its standard and current status visible where 
the work happens. Use simple visuals such as floor markings, a daily status 
board or a clear “normal/ abnormal” signal. Agree together what “in standard” 
means and what must happen when the visual shows “out of standard”: who 
acts, in what timeframe and with what authority.

Do not turn this into a KPI project. Treat it as building capability. After a few 
weeks, review with the team: which problems became visible earlier, where 
did ownership grow and what firefighting disappeared? Refine the visuals and 
extend the approach to another process. In this way design becomes a daily 
practice that strengthens resilience. 
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	 25	 �Learning more 
effectively

Many organisations change how they think, not how they act. 
Einstein said: “I can is a hundred times more important than IQ.”

The Netflix story: how do we learn when things become too complex

Not understanding means not learning
Netflix is a highly complex organisation. Hundreds of millions of subscribers 
worldwide can watch thousands of films and series, on many different devices, 
whenever they want. Behind this sits a sprawling web of data centres, servers 
and physical and virtual connections that teams of engineers constantly rebuild, 
tune and repair.

Growth became so rapid that even the most adaptive, quick-learning engineers 
could no longer keep up. Nobody could any longer draw how the entire 
network was configured. The pace of change was too high. People no longer 
understood why the system usually worked well and sometimes did not. 
Burnout rates increased. Failure started to feel like the side-effect of success.

If thousands of things can go wrong, for thousands of possible 
reasons, then one thing is certain: things will go wrong.

Management mainly saw dashboards and KPIs, without really understanding 
what was behind them. Green indicators no longer inspired confidence. Leaders 
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felt they could no longer see SNAFU coming. When some of the best engineers 
left, Netflix concluded it had to work in a different way.

The system is always broken
Netflix shifted its mindset from “we fix what is broken” to “the system is always 
broken and never fully safe”. Incidents became a normal side-effect of running 
at scale. The answer was to ask better questions, to embrace the red and question 
the green.

In complex software, problems arise from hidden couplings. A fix for one 
incident can easily trigger the next. Each solution exposes other weaknesses 
that later fail. Netflix began to see success itself as a potential cause of the 
next incident.

Your system is always broken. Your system is never safe. 
Incidents are a consequence of your continuous success.

Complexity calls for transparency and observability
Netflix acknowledged openly that nobody knows the whole system anymore. 
Instead of trying to simplify what could not be simplified, they chose to make 
it more observable.

The focus moved away from centralised control towards observability: being able 
to see what is happening, keeping the whole playing field in view, monitoring 
flows, deviations and trends instead of staring at narrow, detailed metrics.

Chaos Engineering
Rosenthal et al. (2017) described this approach; Netflix popularised it as Chaos 
Engineering. The goal was, and is, simple: when problems occur in the network 
– failing servers, lost connections – they should be isolated and repaired with 
minimal impact on the customer’s viewing experience.

There were no good tests for this resilience, so Netflix built their own. They 
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created tools that deliberately cause disruptions in the production environment 
that customers use. This marked a shift from a development model that assumes 
no disruptions to a model that assumes disturbances are inevitable. Resilience 
became a hard design requirement.

Netflix developed Chaos Monkey, a programme that randomly selects a server and 
shuts it down during peak hours. By metaphorically ‘pulling the plug’, Netflix 
tests how well the network absorbs and resolves unplanned, unpredictable 
disruptions. Engineers watch how the system reacts and use what they learn 
to make it more robust and resilient. Chaos Monkey has become one of the 
crucial building blocks for the quality and reliability of Netflix’s services.

Challenging uncertainty
The message of Chaos Engineering is clear: challenge uncertainty by testing your 
resilience. Bounce back, gain time, adapt, and embed learning. By evaluating the 
effects of the induced chaos and anchoring what is learned, the system becomes 
both more robust and more resilient. This is bouncing forward in practice.

Our systems can no longer keep up with the pace of change
The lesson for other organisations is that the pace of change can outrun our 
systems and our training and evaluation processes. Dashboards, monitoring, 
reports, onboarding checklists, planned training programmes and occasional 
classroom days are no longer sufficient. Planned learning loses its ability to 
prevent SNAFU. This reinforces the messages from chapter 5 about urgency.

Real learning comes from embracing uncertainty and continuously monitoring, 
observing and adjusting daily operations. Netflix keeps running an OODA-loop 
of learning by doing: apply, reflect, evaluate, adapt. Many organisations are 
heading into the same reality. Increasing VUCA forces us to look differently at 
safety, success and learning. As Peter Hinssen (2025) puts it: “Innovate when 
you can, not when you need.”

The pace of change is faster than the pace of our learning.
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How does learning actually work?

Schooling versus learning
Grant Allen wrote: “Never let your schooling interfere with your learning.”
Education and schooling are formal processes: standardised and often mandatory 
instruction, with or without a diploma or certificate. Learning is different. It is 
a cognitive process, self-directed and intrinsically motivated. It does not need 
a formal structure and happens at one’s own pace.

Schooling and education are temporary; learning is permanent. We learn 
continuously. Schooling happens because it is required. Learning is voluntary, 
because you want it. Wanting to learn makes people flexible, dynamic and 
resilient. Stimulating this desire is one of the best ways to increase resilience.

Learning as interpretation of knowledge
Feynman (1989) emphasised that learning is not the accumulation of facts, 
but the transformation of how we think. Learning is the interpretation of 
knowledge. True learning begins when we question what we observe and 
read, explain it in our own words, make connections and test ourselves. That 
is how we stop being passive repeaters of information and become active thinkers 
who actually understand.

Knowledge lives in people’s heads
Knowledge resides in people, not on paper. Many organisations change their 
training programmes, but not how they handle learning and knowledge sharing. 
If an organisation wants to learn, its people must learn. The basic model is 
simple: you gain knowledge, you apply it to solve a problem, you reflect on 
what happened.

Most of the learning effect lies in this reflection on performance and on the 
solution. Simply ‘uploading’ knowledge so that people can perform a task has 
limited impact. Claassen (2011) shows that people remember on average 
five (plus or minus two) points from a training course. A day listening to 
management gurus in a large hall may be fun and inspiring, but it is not 
organisational learning. You must do something with it afterwards.
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In many training programmes we mainly upload knowledge. There is little 
opportunity to apply and test it, and hardly any time to reflect. Learning, 
however, requires opportunities to act, to experiment and above all to reflect 
on the results. That is where double-loop learning comes in.

Double-loop learning: back to the Purpose
Argyris (1977) argues that learning requires us to question and reconsider the 
system itself. We must constantly challenge the system and test it against the 
Purpose.
o	 Single-loop learning adjusts actions within the existing system and asks: 

Are we doing things right?
o	 Double-loop learning looks deeper and asks: Are we doing the right things 

right? It looks from the perspective of the Purpose at people, resources and 
agreements.

Double-loop learning requires openness about our own reasoning and 
assumptions. Many people think they already do this, but in practice they 
hold on to the existing programme. The more complexity and unpredictability 
there is, the less time is available to reflect on the value and relevance of 
training and routines. As a result, organisations tend to remain in single-loop 
learning: we continue polishing the current way of working instead of 
questioning the underlying assumptions.



315

Simulating, testing, experimenting and sparring
Simulations, tests, pilots and micro-experiments create real learning. 
This is where the future of the learning organisation lies. We need more 
experimentation and more investment in simulation.

Flight simulators are a crucial success factor in training pilots. You learn by 
doing. Things go wrong, you debrief why, you try again and gradually it goes 
better. You learn from your own mistakes and successes without causing 
real damage. I have seen the same effect in organisations that use driving 
simulators or pilot plants for training: the combination of simulation and 
reflection is powerful.

Kurt Lewin (1951) summarised it well: less telling people what to do, more 
sparring and experimenting. Questions such as “How are you going to do 
this?”, “What do you need?”, “How can we help?”, “What will you do if it does 
not work as expected?” create learning. Engagement, openness and trust are 
essential. Learning is a social process. In many organisations there is too little 
social process and too many decisions prepared in boardrooms, without those 
who must live with them.

Three ways in which we learn (Schein)
Edgar Schein, the grand master of organisational learning, distinguished three 
ways in which we learn (1992):
1.	 Acquiring knowledge and insight.
2.	 Learning skills and habits.
3.	 Emotional conditioning and learned fears.
He also showed which limitations and obstacles come with each of these and 
can block learning.

1. Acquiring knowledge and insight
We learn by reading, seeing, doing, remembering and recognising. At some point 
we ‘see’ the answer, like with a crossword puzzle. We recognise patterns and 
solve problems.

Problems, however, can be too difficult or too complex. That can cause anxiety 
or frustration. To avoid this feeling, we may ignore the problem, oversimplify 
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it or push it onto someone else. All these reactions block learning. Visionary 
leaders therefore need to remember that people learn mainly by reflecting on 
earlier success, and that too many unknown elements in a new vision make it 
hard to understand and picture.

To learn, you need a learner, a learning product and a learning process (Schein, 
2002). The learner must recognise the problem and must be motivated to solve 
it. New insights do not automatically change behaviour. If behaviour has not 
changed, you cannot conclude that real learning has taken place.

2. Learning skills and habits
Skills and habits are learned slowly and only through practice, and only when 
the learner is willing. Old habits are the biggest bottleneck. Letting them fade 
takes time.

Embracing uncertainty and allowing mistakes is the foundation 
of our learning.

Schein (2002), Argyris (1995) and Michael (1997) all emphasise that embracing 
mistakes is essential for learning. Many leaders struggle with this. Admitting 
errors, embracing uncertainty and doubt, and staying with the question is hard.

The answer is to create opportunities to practise, test, simulate, make mistakes, 
reflect and evaluate, so that new skills and habits can settle into patterns 
of behaviour.

Learning to ride a bike
A simple example is learning to ride a bicycle. Parents create a safe and trusted 
environment. Children learn through small successes and small failures. Things 
have to go wrong in order to learn how to do them right. Organisations need 
the same atmosphere and mindset. Management’s task is to provide time, space, 
resources, guidance and trust. This is guided adaptability in practice.
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3. Emotional conditioning and learned fear
Most of us know what it feels like to be punished after a mistake. We freeze and 
remember. Unlearning is emotionally hard. The old way worked in the past; it feels 
familiar and predictable. Earlier attempts to change may have led to frustration 
and negative emotions. All this can block learning. We become emotionally 
conditioned and find it difficult to unlearn fears and Pavlovian reactions.

New changes at work can have BOHICA effects. If people have had many bad 
experiences with change, they prefer to stick to their old habits, even when the 
new plan is smart and necessary. Fear from the past is stronger than good ideas.

You cannot remove this fear purely with logical arguments, especially when 
employees do not trust their manager. Even excellent ideas and plans fail when 
they collide with old fear. We develop defence mechanisms to protect ourselves.

Three defence mechanisms: 
1.�	� We listen but we do not hear. The message does not get 

through. The wrong language is used.

2.	� We do not want to hear it. We ignore that the message 
applies to us.

3.	� We rationalise that management does not understand the 
situation. “They do not know how the work is done, they 
do not know what is going on, they do not understand it.” 
On the work floor we quickly agree with each other about that.

Certainty blocks learning
When you already believe you know the answer, you stop searching for better 
ones. That is why organisations often learn little after an incident analysis. 
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Conclusions are drawn quickly; confirmation bias takes over. Knowing becomes 
the enemy of learning.

To learn, uncertainty is essential. If you do not know the answer, you start 
searching. When you have one answer, you tend to stop. It feels safe and 
locks in your mindset. Learning mainly happens when we are uncertain and 
confronted with gaps in our knowledge and experience. Then we become 
curious and adopt a learner mindset, a growth mindset (Dweck, 2007).

Too much uncertainty, however, paralyses. People can become risk-averse and 
freeze. Management must therefore maintain a healthy balance between stability 
and challenge.

Three steps that enable learning
Schein (2002) describes three steps needed to overcome fear, unfreeze and start 
learning and change.

Step 1: Convince people that change is necessary
People search for stability, certainty and predictability. They cling to the 
biggest ‘safe haven’ they know. Management must show that the current 
way of working is a dead end, that there is no future in holding on to the old 
practice. This requires a convincing story with a clear sense of urgency and an 
attractive perspective.

The fear of the consequences of not changing must be greater 
than the fear of the change itself.

Step 2: Create a new fear
Even when we recognise the need to change, we may still not feel motivated 
to do so. We tend to project the threat onto some other fear, challenge or 
experience, rather than onto our own situation. Management must therefore 
make it clear that if we do not keep learning, we become irrelevant. Not joining 
in eventually means game over.
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A useful metaphor is teaching children to cross a street. We explain the risk 
and also show that they must cross. We teach them how to do it safely. We 
make them risk competent.

Step 3: Create psychological safety
We only change if we are motivated to learn and feel psychologically safe. We 
must see the need, see the Purpose and see a feasible path forward. People must 
believe that their dignity and position are safe, that they remain part of the 
group and that they can develop the required skills.

These patterns apply just as much to management. Leaders also carry their 
own fears, experiences and beliefs. To create a climate for learning, they must 
recognise and address the fears and defence mechanisms that stand in the way 
of change, often rooted in earlier failed attempts.

If people do not believe in the change, they will not learn. Good coaching is 
therefore crucial. A good coach feels the balance between fear of the old and 
fear of the new and ensures that not changing feels riskier than changing.

Fear blocks learning, but fear is also necessary in order to 
learn. If we do not believe in it, it will not lead anywhere.

Coaching and guided adaptability
A good coach guides, motivates and stimulates the process of learning and 
change. Personal attention, good conversations, real listening and frequent 
reflection are crucial. The complexity and uncertainty we face demand far more 
attention from management than they often receive.
Schein (2002) names four elements that are also central to guided adaptability:
o	 Provide training and opportunities to practise.
o	 Coach and reward steps in the right direction.
o	 Accept that making mistakes is normal.
o	 Reward innovative ideas.
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Nice story. What should we do to increase resilience?

Suggestion 100: Carry out premortem and postmortem analyses
We are often too optimistic and too confident that we will succeed. Klein (2008) 
suggests premortems and postmortems to counter this.

In a premortem you imagine that the project has failed. You ask what went wrong, 
which factors led to it, and what you can do now to prevent it. Bring the right 
people together. Have an open dialogue based on trust. Encourage people to 
voice concerns and solutions. Define possible failure modes and measures and 
adjust the plan accordingly. Premortems give pessimistic colleagues a natural 
stage and increase involvement.

In a postmortem you analyse afterwards why things did or did not fail, and what 
you can learn from that.

Research shows that pre- and postmortems together can reduce cognitive 
errors by about forty percent. They can be applied at project and decision 
level, reveal systemic bottlenecks and lead to system improvements rather 
than to ‘fixing’ employees.

Suggestion 101: Use After Action Reviews
An After Action Review (AAR) is a structured evaluation method from the military 
to learn from experience. After an action or a project, you discuss four questions:
1.	 What was the plan? The objectives and expected outcomes of the action or 

the project.
2.	 What really happened? The actual events and results.
3.	 Why did this happen? Analyses of the differences between the planned and 

the actual outcomes. Try to explain what causes these differences.
4.	 What can we learn and improve? Discuss what went well and what can be 

improved. The focus is on specific improvements for future activities.

Tannenbaum et al. (2013) show that AARs can raise performance by 20 to 
25 percent. They work best as short, frequent, facilitated conversations in 
which all participants have a voice and lessons are recorded and implemented 
quickly. AARs fit naturally into the OODA-loop.
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Suggestion 102: Train for variation and the ability to adapt
Do not train only for normal conditions. Make uncertainty explicit in training 
and practise how to protect the Purpose when plans fail, information is 
missing or conditions change. Train especially for variation and what-if 
scenarios with a focus on the red line. Move from “you must always do it this 
way” to “how will you do it if…?”. Train people to be prepared and to think 
ahead, and focus on skills that support change, awareness and dealing with 
unusual situations effectively.

Suggestion 103: Put leaders out in front in learning
Leaders model how to stay curious under uncertainty and how to keep relating 
learning back to the Purpose. Management must understand how learning 
works. This means that leaders: 
o	 Actively work through the three steps of unfreezing and learning: convince 

people that change is necessary, create a new fear, create psychological safety.
o	 Show visible curiosity and ask questions.
o	 Organise regular reflection and evaluation, for example with Learning 

Teams, premortems, postmortems and AARs.
o	 Monitor changes in desired behaviour and test the effectiveness of training 

against the Purpose.

Suggestion 104: Listen especially to people who disagree
A common pitfall is to ignore people who have a different view. It is worthwhile 
to listen especially to them. There are rich learning opportunities here. Seek out 
smart people who disagree with you and explore why. Use their perspectives 
to enrich and challenge your own.

Suggestion 105: Challenge your own interests, values and attitude
Ask yourself:
o	 What did I expect and what do I think now?
o	 Which assumptions or biases did I have that proved wrong?
o	 How did I behave towards others?
o	 What was my contribution?
o	 Have my interests, opinions or values changed through this learning process?
o	 What have I learned about myself and what will I do with that?
You may be amazed by what you learn. 
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Suggestion 106: Build in reflection and double-loop learning
Integrate reflection into all learning processes. Use simulations, tests, pilots 
and micro-experiments because they have a high learning effect. Focus explicitly 
on double-loop learning: not only adjusting actions but questioning whether 
we are doing the right things in the right way. Explore methods and tools that 
fit your context.

Suggestion 107: Avoid single points of knowledge (SPoK)
A recent quote captures it well: “We are one manager away from having to start 
again from scratch.” That is very little resilience. Single points of knowledge 
make organisations fragile. Identify where SPoKs exist in your organisation 
and make plans to reduce them. Share knowledge, build redundancy, and 
ensure that the organisation does not depend on a single person, whether 
that person is a specialist or a Juan.
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	 26	 �Training that builds 
resilience

“That’s not how it works here. Things work differently with us.”

“That’s not how we do things here”
Most of us know the feeling. You learn something in school or during on
boarding and then discover that the real work is different. Colleagues explain 
the ‘real way’: “The way they taught you does not work. On paper you must 
wear gloves, but you cannot grip that small rubber cap, so we skip them. The 
mobile scaffold should be braked, but we go up and down all the time, like 
this it is stable enough.”

When training and practice do not match, employees are left confused and 
in doubt. What matters more: the rule, the training, or the way the team 
actually works?

Why training programmes often do not work
In many organisations, more attention goes to the plan, the schedule and the 
records of training than to the effect. We check who attended and whether 
the course was “given”, but we rarely check whether people understand it, 
remember it and use it.

We measure the number of training hours and certificates. We hardly ever 
monitor changes in behaviour, which is what actually matters for resilience.

We measure numbers and timeliness. We do not measure 
change in the desired.
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Why toolbox meetings often do not help
Toolbox meetings are often a requirement for safety certification. Once a 
month, a group comes together for a short chat with a few questions to 
create interaction. Sometimes the meeting only exists on paper. That is very 
different from Learning Teams, where people jointly decide how to make the 
work successful and safe.

The annual toolbox schedule that fixes topics months in advance is still 
common. It has little to do with learning and often adds little to safety. Many 
people feel that “something is better than nothing”, but if you ask technicians 
or supervisors whether the toolbox made work safer, they usually say no. 
Three weeks later, hardly anyone remembers the topic.

So why do we keep doing it? Mostly because we have to, not because we believe 
it helps. The question is whether we can shift this to a more meaningful level. 
The answer is yes.

The discomfort of gate instructions
Gate instructions are meant to keep visitors, contractors and new colleagues 
safe when they enter a site. In practice, they often become a quick ritual. You 
receive a brochure, a slide deck or a short video, and then sign that you have 
“understood” everything. There is a lot of information in a short time. The 
gate guard or receptionist often cannot answer questions. If you ask, you feel 
you are holding up the line.

Why do we have to sign? Is the goal that a visitor knows what to do in an 
emergency, or that the organisation can prove that a signature exists? Many 
instructions still contain old company names and logos. Many rules do not 
apply to visitors at all. The associated test sometimes feels as if it belongs to 
another organisation.

The result is that visitors do not take it seriously. The instruction becomes a 
threat, not a chance to improve safety or understanding. 

Why knowledge transfer is hard
We learn most from our own experience. Passing on knowledge is difficult 
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for several reasons. Context is one factor. Knowledge that fits one situation 
may not fit another because culture, resources or expectations differ. Some 
knowledge is tacit: it lives in skills, routines and intuition that are hard to put 
into words. Think of Juan.

Motivation is another factor. If people do not feel a need to learn or apply 
something, the transfer stalls. Learning styles differ as well. Some learn by 
reading, others by watching, talking or doing. If the method does not match 
the learner, very little sticks. Without feedback loops, as described in chapter 
25, learning fades quickly.

There is also resistance to change. Sometimes we simply do not want to do 
things differently, as chapter 27 explains. Finally, there may be insufficient 
support. People are trained but do not get the tools, time, authority or trust 
needed to use what they learned.

Nice story. What should we do to increase resilience?

Suggestion 108: Monitor change in behaviour
To see whether training or change programmes work, start with behaviour. 
First define what you want to see in daily work. How should people act 
differently after the training? For behaviour change, you can use the 
suggestions in the next chapter.

Agree how you will observe and measure this. Then actually observe, measure 
and discuss what you see. Build feedback loops and aim for double-loop 
learning; not only: “Did we do it” but also “Does it work, and what does that 
tell us about our assumptions?”

A simple logbook can help. Record observations, examples and reflections over 
time. This makes progress and setbacks visible and supports an open dialogue 
about whether the training has the intended effect. You may conclude that 
some training does not help enough. In that case, stop it or redesign it. 
Many organisations find it hard to end programmes that do not work. This 
suggestion is an invitation to do so.
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Suggestion 109: Involve employees in building the training programme
Ask employees what they need to know and be able to do to carry out their 
work safely and successfully. Use their answers as the basis for training design 
or refinement. The safety manager can facilitate, but the knowledge sits with 
the workers.

Look inside first, before you hire external trainers. If you skip this step, you 
risk devaluing local expertise. A management system that is too rigid pushes 
aside knowledge and experience. Chapter 11 on certification explores this in 
more detail.

Suggestion 110: �Challenge management on awareness and competence 
regarding training

Greg Smith (2023) offers sharp questions for management about training and 
learning. Use them in your leadership team:
o	 How do we know that our managers are competent to run toolbox 

meetings and perform inspections? How do we know that employees take 
these seriously and do not tune out?

o	 How do we know that our managers understand what they talk about 
when they talk about safety? Does their view of safety match the 
experience of employees?

o	 How do we know that managers understand how our system works, why 
it usually succeeds and sometimes fails? Do they understand resilience 
principles and live by them?

o	 Where does our confidence come from that workplace visits show an 
honest picture of how work is really done? Has the area been tidied 
specially for the visit, or is this the true work as done?

o	 How do we know that managers communicate policies, messages and 
expectations clearly and consistently? Or do different departments hear 
different stories?

Reflecting together on these questions can lead to changes in how the 
management team thinks about training, communication and inspections. 
It can also be the key to a training programme that includes monitoring of 
learning effects and change in behaviour, with regular moments for reflection 
and double-loop learning.
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Suggestion 111: Apply a master–apprentice model
In a master–apprentice model, an experienced professional guides a learner in 
real work. The core steps are: show it, do together, then let do.

The master acts as a mentor, gives feedback and shares the finer points of 
the trade. The apprentice learns through observing, practising and receiving 
guidance in daily tasks. They start with simple activities and gradually move 
to more complex work. If desired, the organisation can link this to an internal 
diploma or certificate.

Important for success are a good match between master and apprentice, and 
a master who enjoys teaching. There must be a safe learning climate. Set clear 
goals and evaluate progress regularly. Without that, the process becomes vague 
and its value is hard to see.

Suggestion 112: Focus every training on action
Toolbox meetings, training modules, onboarding and gate instructions should 
lead to action. If nothing needs to change afterwards, people soon experience 
them as pointless.

Agree on at least one follow-up step after each training or toolbox. Decide 
who will do what by when, and how you will check the effect. Monitor and 
evaluate these actions. That simple chain of learn-act-review turns training 
from a box-ticking exercise into a contribution to resilience.
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	 27	 �Changing more 
effectively

Everyone wants change, but no one wants to change.

Focus on resistance
There are many models for organisational change. Management of Change 
and Change Management have been buzzwords for many years. Awareness is 
not the issue, nor is a lack of trained people the problem. The gap is resistance 
to change. If we want to be more effective, we must focus on that resistance.

Driving and restraining forces
Kurt Lewin’s planned change model (1951) remains highly relevant. Groups are 
moved by two forces: ‘driving forces’ and ‘restraining forces’. Some people move 
toward change, the early adopters. Others move away from it, the laggards. 
When people move away, they experience constraints.

Lewin argues that management should examine the social and organisational 
driving and restraining forces for employees. Effective change comes not 
from pushing harder on the drivers, but from removing the constraints. This 
sounds counterintuitive. Will a salesperson sell more with a bonus or 
with training that builds real selling skill? Will a technician assemble more 
accurately with a target or with better tools? Improvement comes from 
removing barriers to doing good work, not from rewards alone. This view 
respects craftsmanship.

Strengthening positives can trigger perverse incentives. A bonus or KPI for 
more sales can increase pressure, spark trade-offs and create operational 
problems (cobra effects).
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Change does not take place by enlarging positive aspects, but 
by removing limiting factors.

You can only spend money once
Employees may prefer a bonus to better equipment. Management can only 
spend once. If you spend on bonuses, constraints remain. If you remove 
constraints by providing better means, organisational goals can be met, even 
if some individual targets change.

Change the whole system
To change employees, change the system. Do not pay for the absence of 
injuries. Remove blockers that make performing well, quickly and safely 
difficult. That typically means structural measures, not cultural slogans. As 
Lewin put it: to change culture, adjust structure.

Poka Yoke – removing constraints
We gain more success by eliminating restrictions and hurdles. Fewer things 
go wrong, so there are fewer failure costs, complaints or incidents. Think 
of better design of the work, the workplace and the tooling. Focus on 
making work easy to do right. Poka Yoke from Toyota aims to prevent 
errors and correct disturbances. Make it easier to do right and harder to fail. 
A dishwasher will not run with the door open. An iPhone charging cable fits 
either way. To do this well, you must understand work as done. Ask employees 
what they do and what they need, instead of telling them what to do.

If you do not understand how work is done when it does not 
fail, it is much harder to understand what went wrong when it 
went wrong.
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“No time” is not an excuse
Many desired changes do not happen because “there is no time”. Everyone is 
busy. Lack of time signals too little buffer and too little resilience. It is a 
predictable surprise. When there is no time, that is a cue to return to the 
Purpose and build resilience.

Nice story. What should we do to increase resilience?

Suggestion 113: Use pain points as the starting point
Start where you are, not where you wish to be. Management often speaks 
from the ideal future while employees live in today’s problems. Acknowledge 
the mud before pointing to the pink cloud. As Sam Goodman (2022) says, Pain 
points are starting points: they reveal deeper systemic issues and sound like:
o	 “That is not how it works in practice.”
o	 “Why did I not know about this?”
o	 “If we want that, we first need to…”
o	 “If it were that easy, then…”
Explore these pain points through Learning Teams, premortems and post
mortems, and After-Action Reviews.

Suggestion 114: Embrace uncertainty in change
Uncertainty is the path to trust. Nathan Furr (2022) outlines four phases:
1.	 Accept uncertainty and view it as opportunity to innovate.
2.	 Anticipate by preparing tools and insight, watching early warnings and 

weak signals.
3.	 Act so we do not freeze under uncertainty.
4.	 Anchor the lessons so confidence and know-how persist.

Helpful takeaways from the first chapters of this book, as Furr also notes, 
include:
o	 Be open, honest and vulnerable with colleagues about your feelings around 

uncertainties. What are we uncertain about and where does that come from?
o	 Focus on helping people see that embracing uncertainty is necessary to keep 

fulfilling the Purpose in a changing world.
o	 Keep discussing and reflecting on uncertainties and assumptions. Stay 
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with the question. Not knowing is not learning. Not understanding is not 
solving. Challenge easy consensus.

o	 Realise that the more we try to make employees predictable, the less we 
use them to deal well with unpredictable situations, and the less resilient 
we become.

o	 Be clear that we trust where we can and distrust where we judge it necessary. 
Build in functional distrust to keep a grip on uncertainty, for example through 
the four-eyes principle and other controls.

Suggestion 115: Remove obstacles to desired behaviour
Krause and Bell (2015), in 7 Insights into Safety Leadership, propose:
1.	 Define desired safety-critical behaviours.
2.	 Gather data through workplace observations.
3.	 Give feedback on observations.
4.	 Use the data to remove constraints and obstacles to those behaviours.
Many organisations focus on observation and feedback, and neglect step 4 
because it takes time, money and effort. Do not skip it.

Suggestion 116: �Support people, provide help and equipment;  
remove constraints

Employees need good tools and other means to deliver quality and work safely. 
Needs are non-negotiable; only the way we fulfil them is. Support with proper 
equipment and coaching, guided adaptability. Offer help rather than just 
reading procedures. Provide better tools rather than another toolbox talk. Ask 
Juan what he needs.

Needs of employees are not negotiable. The ways in which we 
meet them are.
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	 28	 �Building resilience 
into contractor 
management

It is our task to help contractors understand what safe work 
means in our environment.

What does the contractor system look? Is it good enough?
Hiring contractors does not outsource your risks. It adds another system on 
top of your own. The question is whether you really know how that system 
works in practice.

Maintaining a management system costs money and time. Large organisations 
often spread this effort over several people who chase documents, audits 
and checklists. In a small firm, the same work is usually done on the side by 
someone who also has a full operational job. Freeing up even half a full-time 
role for safety and system work can easily cost a few percent of turnover, and 
raising prices to cover that is rarely realistic.

The fact that a contractor does not have a full-time safety coordinator is 
not automatically a problem. The point is that, as the hiring party, you must 
understand this reality. You need a realistic picture of how the contractor 
is organised and how strong or fragile their system is relative to your 
expectations. If you only ask for certificates and legal documents and then 
assume that everything is fine, you may have demonstrated safety on paper 
but not resilience in practice.

Selecting through dialogue and seeking mutual value
Certificates are not a guarantee that a contractor fits the way you work. They 



mostly show that they can navigate paperwork. Your task is to help contractors 
understand what safe work means in your environment and to assess honestly 
whether their system is relevant and sufficient for that context.

That requires more than long questionnaires, copy-pasted HSE plans and a 
thick tender file that disappears into a drawer. It means talking together about 
how the contractor really works, which risks they see, what constraints they 
expect and what they need from you to deliver safely and successfully. Good 
contractor management is a joint search for value and safety for both parties.

Building blocks of good contractor management
Resilient organisations design contractor management as a deliberate process. 
It starts with clear pre-qualification. Criteria and expectations are made 
transparent in advance and discussed openly, not hidden in small print. 
Accident statistics are a side note; dialogue is central.

Next comes alignment of plans, procedures and agreements. Contractors are 
actively involved, because they are the experts you hire. You talk openly about 
investments in safer methods, better tools or more realistic planning and margins.

Supervision and monitoring follow from those agreements. You clarify who 
supervises what, how you communicate, and which risks and controls deserve 
extra functional distrust. Finally, you agree from the start how you will learn 
together during the contract: how often you reflect, who participates and how 
you will adapt when reality surprises you.

Nice story. What should we do to increase resilience?

Suggestion 117: �Make contractor management proactive, specific  
and tangible

Make the contractor management process explicit instead of implicit. Define 
clear selection and evaluation criteria and share them with contractors. Rely 
mainly on dialogue, not on certificates and statistics. Agree together how you 
will apply the process throughout the relationship, from tender to close 
out. Plan regular reflection and evaluation meetings about risks, margins 
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and cooperation. Ensure that everyone inside your organisation knows the 
process, and actually monitor whether it is followed.

Suggestion 118: �Involve contractors early in risk analyses, planning  
and audits

Bring contractors into the conversation well before work starts. Ask how 
they normally work, which risks they see and where they expect constraints 
in time, resources or information. Use their expertise in risk analyses, 
premortems and planning sessions so that buffers, margins and plan-B 
options are realistic for both sides. 

In audits, focus on working with the contractor rather than simply auditing on 
the contractor. Check whether the joint process you designed is effective and 
keeps you both within the boundaries of resilience, instead of only testing 
formal rule compliance.
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	 29	 �Making the  
safety profession  
more resilient

Too little effort is made to translate scientific research into 
practice. Too little is learned from, and too little collaboration 
takes place with, other disciplines.

What does the safety profession look like?
The way we currently use the safety profession is problematic. Most safety 
professionals have the best intentions, yet they are stuck in a system ruled 
by compliance pressure, fear of losing control and fear of incidents. We try 
to tame complexity with rules. Everyday language still revolves around risks, 
measures, procedures, toolbox meetings, inspections, deviations, incidents, 
root causes, violations, sanctions and corrections. Mostly negative, mostly 
normative.

Many employees find that safety managers add little value to their operational 
challenges (Provan et al., 2017). One reason is that safety managers rarely 
make operational decisions and often lack the authority to do so. Think back 
to the cold water and empty gun dilemma in chapter 3.

We are a pseudo-science with many schools of thought
Safety science is often called a pseudo-science (Swuste et al., 2019) because it 
borrows from engineering, sociology, psychology, biology and anthropology. 
Awareness is growing that something must change. New View movements 
such as Resilience Engineering, HOP, Safety II and Safety Differently try to 
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bridge these disciplines. Pioneers like Barry Turner, Charles Perrow and Diane 
Vaughan laid the groundwork, but practice changes more slowly than the 
world around us.

Too much focus on operational safety, too much entrenched experience
Safety curricula still emphasise operational safety and incident response, with 
limited depth on process safety and little attention to social and psychological 
aspects. International research often does not reach practitioners. The 
curriculum is too narrow for today’s complex, unpredictable world.

Zwaard (2007) already observed that safety managers fixate on why things 
went wrong and on quick remedies based on norms, familiar models, 
common sense and ingrained experience. New tools are introduced without 
evidence that they work. Fifteen years later, the pattern is still visible. The 
Safety Culture Ladder is a good example. Many safety managers cling to 
norms, procedures, records and reporting, assuming that full compliance 
equals safety. It does not. Norms are not always well founded, often cover 
only part of the system and improving a part does not repair the whole.

We struggle between thinking and doing
Zwaard describes safety practitioners as “struggling between thinking and 
doing”. They doubt current approaches yet feel obliged to keep operations 
running. Le Coze (2024) talks about the blues of the safety professionals. The 
mechanism keeps us trapped.

We build too few bridges between research and practice
Research findings are rarely translated into practice (Kampen et al., 2019). 
Researchers study causes and test models. Safety managers solve field 
problems. Very few people connect these worlds, so practice is rarely 
nourished by science.

At the same time, there is resistance to the New View. Cooper (2022) argues 
that Resilience Engineering is not a system property and that ‘New View 
Safety’ therefore cannot exist as a concept. In his view, New View practices are 
simply Traditional View Safety, with no proof of better safety outcomes and 
no alternative metrics.
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I recognise that opposition and try to address it in this book. Because the New 
View is often positioned against the Traditional View, integration is difficult 
and the profession drifts into an ethical crisis. Much of the debate sounds like 
engineer-centric positions rather than social-science perspectives.

The result is that we keep doing what we have always done: reactive, 
fragmented and defensive safety activities, ticking boxes “because the law says 
so”, filling the gaps others leave and chasing management with legal texts 
and action lists while pleading for toolbox talks and inspections. This does 
not improve systems or resilience; it keeps the problems alive in a world that 
urgently needs more resilience.

Breaking patterns
If we do not address this, SNAFU grows. Many safety and quality managers 
know what is needed but cannot secure leadership buy-in for it. Others 
lack the time or knowledge to practise safety aligned with Purpose. In many 
organisations the same systemic risks stay on the radar for years, visible 
to everyone but never really tackled. Taleb (2008) would call them ‘black 
elephants’.

The fear is that safety managers will shuffle along behind boards and 
executives as “box tickers and spreadsheet fundamentalists” (Weggeman, 
2016), documenting black elephants for auditors while adding little to real 
safety, resilience or success. Budgets usually appear only after something has 
gone wrong. No wonder disillusioned safety managers leave the field. What 
do managers and practitioners need to break this?

We have to recover from being professionalised into 
incompetence and become competent professionals again.



Nice story. What should we do to increase resilience?

Suggestion 119: Redefine the role of the safety manager
Redefine the safety role in line with the Purpose and with the roles and 
tasks of guided adaptability. Shift the focus from proving that “we are good” 
to improving the safety of work. Safety professionals should be partners 
in operations, as described in chapter 6. Part of this role is helping the 
organisation navigate uncertainty when the future is unclear and clarifying 
what that means for the Purpose. Key questions to ask yourself are:
o	 How do we deal with the health and safety anxiety that regulations and 

compliance place on us?
o	 Are we willing to let go of practices and routines that no longer help 

people or Purpose?
o	 Do we spend enough time where the work actually happens to understand 

how people really succeed and struggle?
o	 Do we mainly police compliance, or do we help teams solve problems and 

strengthen margins?
o	 Whose perspective is missing when we design rules, procedures and KPIs, 

and how do we bring those voices in?
o	 How do we notice whether our work increases resilience – what changes 

in conversations, decisions and everyday work?
o	 How do we deal with our own uncertainty and fear of blame as safety 

professionals? Do we model the openness we ask from others?

Suggestion 120: �Keep a diary of what surprises, amazes or makes you 
doubt

Create your own reflection loop. Keep a simple log of doubts, surprises, 
assumptions and open questions. Note early warning signs, recurring pain 
points, needs for freedom within clear boundaries, resource constraints 
and unworkable procedures. Over time this diary becomes a map of where 
resilience is thin and where guided adaptability is needed.

Suggestion 121: Broaden and deepen safety education
Safety programmes should stop producing mainly compliance officers and 
start developing systems thinkers and bridge-builders. Curricula need a 
serious update, drawing on new insights from safety science and related 
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disciplines. That means moving beyond a narrow focus on operational safety 
and placing today’s complex challenges at the centre.

Some institutes are already taking this step. SDO Hogeschool (SDO 
University of Applied Sciences) has launched a Modern Safety Management 
programme27 where these approaches are core. Lund University offers a leading 
Human Factors & System Safety programme28 that many regard as the 
benchmark in this field. 

By learning from such examples and refreshing their own programmes, 
education providers can equip future safety professionals to understand 
complex systems, connect science and practice, work with uncertainty 
as a starting point rather than a problem to be hidden, and contribute 
meaningfully to organisational resilience.
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Epilogue

Saints or Sinners?

Suppose that what Drew Rae said in Berlin is true: that the primary purpose 
of our safety work is not the safety of the work, but the suppression of uncer
tainty. That our work is mainly about reducing the tension among stakeholders 
over whether everything is arranged and controlled well enough. What would 
our work look like then?

We would steer risk analyses toward the outcome we want, to show that 
everything is under control and that no unacceptable residual risks remain. 
Management reports, accident statistics and dashboards would mostly show 
green KPIs, and we would celebrate that as success. Procedures would de
scribe how work should be done under ideal conditions. In the weeks before 
audits and inspections, we would be busy polishing files, tidying workplaces 
and updating documents.

Actions would be closed in the system without always being completed in 
practice, deadlines would be pushed forward, and we would not find that 
strange. Signs at the gate would proudly display the number of days since the 
last accident. On LinkedIn we would share photos of new certificates as proof 
that safety is under control. And if something still went wrong, we would say 
it was the worker’s fault for being careless and not following the procedure.

But wait. Is that not exactly what we are often doing now? And does it not show 
that much of our effort is really about soothing our discomfort with uncertainty? 
If so, what does that say about Juan? And about the way we speak to him about 
rules and behaviour? Is Juan a Saint or a Sinner – or both? You decide.
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If this feels uncomfortable, that is a healthy sign. It means the gap between 
what we say we value and what we actually do has become visible. In a Hydra 
world, carrying on as before is no longer neutral; it quietly makes us more 
fragile. The question is not whether we change, but whether we change 
deliberately now or are changed by events later.

Alfred P. Sloan Jr. of General Motors put it aptly a hundred years ago, in 1925:
“I never give orders. I sell my ideas to my associates if I can. I accept their 
judgment if they convince me, as they frequently do, that I am wrong. I 
prefer to appeal to the intelligence of a man rather than attempt to exercise 
authority over him.”

He also said: “The balance which is struck between corporate and divisional 
responsibility varies according to what is being decided, the circumstances of 
the time, past experience, and the temperaments and skills of the executives 
involved.”

Sloan spoke about trust, craftsmanship, staying with the question, context, 
local rationality and guided adaptability. In many ways he summarised 
this book on organisational resilience a century ago. He also reminds us 
that the “right balance” is not fixed. It must be adjusted again and again as 
circumstances change. That adjustment cannot wait for the next crisis.

Oren Harari put it sharply: “The electric light did not come from the 
continuous improvement of candles.” And Henry Ford is credited with the 
remark: “If you ask people on the street how to speed up transportation, 
people would say: ‘faster horses’.” Both quotes point in the same direction. 
At some point incremental improvement is no longer enough. We must be 
willing to abandon the candle and the horse, to question our own systems of 
compliance and control, and to design something different.
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Epilogue

That is the mindset shift this book invites you to make:

Our shift in mindset:

From preventing for 
things to go wrong

to ensuring that things  
go right

From a focus on 
deviation 	

to a focus on variation

From a focus on  
improving defenses

to a focus on improving 
capacities

From a focus on 
compliance

to a focus on the Purpose

From less compliance & 
control

to more guided adaptability

That shift is not a vision for 2035. It is work for the next project, the next 
audit, the next contract negotiation, the next conversation with Juan at the 
job site.

Once again: do not fight only against what you do not want. Fight for what 
you do want. Break the patterns that keep kayfabe alive. Embrace uncertainty 
and take the red pill – now, while you still have the time and freedom to shape 
what comes next.

Reflection
This book has, predictably, become longer than I first planned. I wrestled with 
that. “Keep it short, Gerben,” I kept telling myself, but every attempt to cut more 
failed. Storytelling matters to me. The stories, examples and explanations are 
essential for getting the message across, even if they take up space.

Writing and reworking this book a thousand times has been a valuable mental 
journey. My own thinking has become sharper and more coherent. Primarly, you 
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write a book for yourself, to sharpen your own saw. Mine is much sharper now.

I hope the book also helps you in your mission to build resilience in your 
organisation. Try not to hide behind administrative safety work, whether 
imposed or self-created. Go look for the pain in the processes and systems 
your colleagues struggle with every day. Work with them on the safety, quality 
and effectiveness of the work itself. Untangle nurses’ administrative burden. 
Embrace Juan’s craftsmanship and experience and use it to build more 
resilience.
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Recommendations for 
further exploration

About risks, compliance, rules, KPIs and clutter:
o	 Paper Safe and Proving Safety by Greg Smith
o	 If you can’t measure it… Maybe you shouldn’t and Risicoflectie by Carsten 

Busch
o	 No Rules Rules by Erin Meyer and Reed Hastings
o	 Trapping Safety into Rules by Bieder and Bourrier
o	 Safety clutter: the accumulation and persistence of ‘safety’ work that does 

not contribute to operational safety by Drew Rae et al.

About learning from daily work:
o	 Pre-Accident Investigations: Better Questions - An Applied Approach to 

Operational Learning by Todd Conklin
o	 10 Ideas to Make Safety Suck Less by Sam Goodman
o	 The Practice of Learning Teams by Brent Sutton et al.
o	 Doing Safety Differently by Sidney Dekker and Todd Conklin
o	 Friendly Fire by Scott Snook
o	 Website https://www.learningteamscommunity.com/learning-from-

everyday-work provides practical and proven tools.

About leadership, morality and justice:
o	 The Field Guide to Understanding ‘Human Error’, Just Culture and Stop 

Blaming by Sidney Dekker
o	 Human and Organisational Performance by Todd Conklin
o	 The First Rule of Safety Culture. A Counter-C-Word Manifesto by Carsten 

Busch
o	 Next Generation Safety Leadership by Clive Lloyd
o	 The Fearless Organisation by Amy Edmondson
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Podcasts:
o	 The Safety of Work podcast of Drew Rae and David Provan. Specifically, 

episode 95: Do Take-5 risk assessments contribute to safe work?

Documentaries: 
o	 Meltdown: Three Mile Island (2022),  

see https://www.imdb.com/title/tt19757508/
o	 The Days over Fukushima (2023),  

see https://www.imdb.com/title/tt22074484/ 
o	 Downfall: The Case Against Boeing (2022),  

see: https://www.imdb.com/title/tt11893274/ 
o	 Titan: The OceanGate Submersible Disaster (2025),  

see: https://www.imdb.com/title/tt35628853/ 
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Endnotes

1	 These terms are derived from the ‘Safety of Work 
podcast’ by Drew Rae and David Provan. 

2	 A corporate jester is someone in an organisation who, much like 
the medieval court jester, has permission to speak uncomfortable 
truths to leaders without being punished. The corporate jester 
exposes organisational blind spots and helps generate genuine 
insights that lead to better decision-making. You can read 
more about the corporate jester at the Jester Guild, of which 
the author is a partner: https://www.narrengilde.nl and on the 
author’s personal website: https://www.safetyjester.com.

3	 The origin of the word kayfabe is unclear. There is no 
convincing explanation. For etymology, see for example: 
https://www.merriam-webster.com/dictionary/kayfabe.

4	 See: https://www.youtube.com/watch?v=btqHDhO4h10

5	 See: https://web.archive.org/web/20120107141633/http://
www.vaclavhavel.cz/showtrans.php?cat=clanky&val=72_
aj_clanky.html&typ=HTML 	

6	 The Cynefin Framework is a conceptual model used to classify and 
understand different problems and situations. It was developed 
in 1999 and has since become an important tool for organisations 
and leaders to understand and deal with complexity. The Cynefin 
Framework divides problems and situations into five distinct domains: 
simple, complicated, complex, chaotic, and disorder. Each domain 
has its own characteristics and calls for different approaches and 
solutions. The framework can be used as a decision-making and 
problem-solving tool to identify which domain a situation belongs 
to and determine which approach is likely to be most effective.
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7	 ALARP stands for “As Low As Reasonably Practicable” and is often 
used in the context of risk assessment and risk management. It is an 
approach in which a risk is reduced to an acceptable level by taking 
reasonable measures, without the costs and resources required 
becoming disproportionate. The idea behind ALARP is to find a 
balance between cost and risk, weighing the benefits of reducing the 
risk against the costs and resources needed to achieve that reduction. 
See also: https://www.hse.gov.uk/managing/theory/index.htm.

8	 Shared Space Roundabout Laweiplein Drachten, see: 
https://www.youtube.com/watch?v=iUAhEQnaE-4 

9	 See Thomas Friedman Technology is accelerating faster than our 
ability to adapt. We can catch up. https://workingnation.com/thomas-
friedman-technology-accelerating-faster-ability-adapt-can-catch/ 

10	 See https://www.evofenedex.nl/actualiteiten/de-rie-alle-
cijfers-op-een-rij and https://www.mkb.nl/sites/default/files/
interactief_stappenplan_rie-dienstverlening_branches_def.pdf.  

11	 See: https://databank.worldbank.org/metadataglossary/
doing-business/series/IC.ELC.SAID.XD.DB1619 

12	 A ‘minimal viable service’ helps you identify the minimum 
requirements of a service before digital transformation. See: https://
medium.com/@ArtofTheStartup/deliver-a-minimal-viable-service-
before-you-invest-in-a-minumum-viable-product-1ff0cd7be80d 

13	 See: https://www.stromnetz.berlin/en/about-us/press/press-
releases-2019/power-failure-koepenick-power-restored/

14	 See: https://www.reuters.com/business/media-telecom/
suspected-arson-attack-berlin-leaves-50000-homes-without-
power-2025-09-09/ and https://www.berlin.de/en/news/9890881-
5559700-power-supply-restored-in-treptowkoepenic.en.html 
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15	 See: https://www.reuters.com/business/energy/berlin-power-grid-
attack-caused-by-extreme-leftists-officials-say-2026-01-04/ and 
https://www.reuters.com/business/energy/possible-arson-berlin-
cable-link-cuts-power-50000-households-police-says-2026-01-03/

16	 See: https://marcoresilienceengineers.substack.
com/p/berlins-saidi-comfort-trap-what-the?

17	 See: https://safetycultureladder.com/en/about-nen/

18	 See: https://gc-veiligheid.nl/tools/veiligheid-in-aanbesteding-via 

19	 Thornton and Ocasio (2008): ‘Institutional logics are socially 
constructed, historical patterns of material practices, 
assumptions, values and rules through which individuals (and 
organisations) produce and reproduce their lives, organise time 
and space, and give meaning to their social reality. Included as 
a chapter in Greenwood et al. (2008), The SAGE Handbook of 
Organizational Institutionalism. SAGE Publications Ltd.

20	 Three Mile Island accident: https://en.wikipedia.
org/wiki/Three_Mile_Island_accident 

21	 Woolworth experiment: https://safetydifferently.
com/the-woolworths-experiment/

22	 See https://www.reuters.com/article/idUSKBN1Z92DP/

23	 Film: Downfall: The Case Against Boeing: https://
www.imdb.com/title/tt11893274/

24	 See e.g. https://www.youtube.com/watch?v=Hj85bdV-QDI or https://
www.volvocars.com/intl/media/press-releases/F9FAEFA6FFD1A0F1/ 
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25	 See https://www.hln.be/mobiliteit/volvo-mikte-op-nul-dodelijke-
slachtoffers-maar-kan-die-belofte-niet-waarmaken~ad7ed2ea/ 

26	 See: https://mtsprout.nl/werk-leven/persoonlijke-
groei/bmw-opent-fabriek-voor-50-plussers

27	 See https://sdo-hogeschool.nl

28	 See https://www.humanfactors.lth.se
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