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“Your next fatality isn’t going to come out of the
blue; it’s going to come out of the green.”

Sidney Dekker
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* Traditional investigations focus on what went
wrong

* Most of our learning happens after failure

*  Yet most of our work goes right every single _
Incidents

day i ;

* What if the key to safety lies in studying
success and not failure?




Safety-I Safety

‘ Blame & Control _

Safety-li

» Safety | — Preventing things from going wrong

» Safety ll/ Safety Differently — Understanding how things go right- reframe people as the solution

not the problem.
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Traditional Safety Thinking

“Safety is not the absence of accidents or incidents, but
rather the presence of barriers and defences, and the
capacity of the system to fail safely.”

Todd Conklin



“Doing Safety Differently is about understanding
how people create success under changing
conditions, not just how they fail.”

I Sidney Dekker
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 Focuses on work as done rather than work as
imagined.

* Sees humans as a source of flexibility,
creativity and resilience.

* Emphasizes learning from adaptations in
normal work.




Thousands of tasks and activities across all
sites

High risk operations
We aren't injuring or killing people every day

Learning from what works compliments
incident investigations.
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There is always a gap
Between Work as Imagined
and Work as Done
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Questions to understand:
“How the actions made sense to people at the time”

We always pause to understand context first by talking with people involved to be able to confidently answer
these questions

Were those involved instructed / Was the expectation clear? If Did they understand what was

influenced to do this by there was a procedure was it required and did they have the

supervision or other figure of clear, available, current and knowledge, experience, skill,

authority? workable/practical? physical capacity and
resources to do it?

Did they intend to act in line with Were they following custom -and- Substitution Test: Could

expectations, but made a practice which was common another person with the same

mistake? amongst their peers? knowledge, skill & experience
have done the same thing in the
identical situation?

Are there reasons/evidence to suggest that they Is there reason/ evidence to suggest they intended
acted to help self or company to save time or to cause harm, damage or loss?
effort?

Reference: Bitar, Chacwick-Jones, Nazaruk, & Boodhal, 2018, From indhvidual behaviour 10 sysiem weaknesses the
redesign of the just culure process In an intemational energy company. A case study




The 4 Ds
Listen
&Learn
Dumb (Sense Making) e A Dangerous Campaign
Situation, task, process, or control Risky or challenging task, process,
that doesn’t make sense or frustrates you. situation or hazard. Share your
feedback &
WIN ashare
Dumb | angerous in $1500
. q . of prizes
Difficult 2’ - ._ — ’ w3 Different
Difficult ( Different
Unusual, difficult or demanding situation, : Changed or surprising situation, activity, ? 6
task, process or control. . task or control. Wy ddnmbe | Weatwes

EVENT Source: https://www.learningteamscommunity.com/learning-from-everyday-work
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risks.

Share your opinion
nm,;uﬂlz:‘
toreduce the risk to our
personnel.

b 4

o oz

What was ‘What coutd be
amoult? done differently?
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Tell me more about
the order tracking
system...

Describe your
typical work day...

Explain what you
mean by “it never
goes to plan”...

Show me the
shipping area in
your building...




Question | Comments | Based on (reference)
Situation
Describe to me what was happening at the time? Allows exploration of dynamic elements of a work Dekker, 2014; Patel et al,
environment. 2002
Describe to me what was happening around you? How did the situation unfold around them; what cues did Dekker, 2014
they get when?
If you had to describe the situation to your colleague at that Klein,1998
point, what would you have told?
Describe to me what you were seeing/hearing? Dekker, 2014; Klein, 1998;
Hoffman et al, 1998
Tell me what the workload was like for yourself and those Workload intensity or inactivity. Helps to explore fatigue and | Dekker, 2014; Patel et al,
around you during this time? stress as well. Were their multiple goals at the same time? | 2002
Can you tell me about any time pressures to complete tasks or | Workload intensity. Klein,1998; Hoffman et al,
any limitations on what you were able to do at that time? 1998
Tell me about any reassessments of the situation? Immediate feedback, careful monitoring and assessment of | Klein, 1998; Patel et al,
the situation. Shifting goals as patients condition changes 2002
and new problems/complications arise.
Can you breakdown ........... (name the task) into three to six | Complete task diagram for very complex Militello and Hutton, 1998;
steps. procedures/situations. This can provide road map and Patel et al, 2002
Of these steps, tell me a bit about those that required inform subsequent interviews. Helps to explore situations
assessment/decision making/problem solving, if any. with dynamic quality to them.
Thoughts / decision making
Describe what you were focusing on? Klein, 1998
Can you explain what your aim (goal) was during this time? Not knowing the outcome, you now know about now. Dekker, 2014; Pitz and
Selecting information to confirm their current hypothesis Sachs, 1984
rather than explore others.
Tell me what was the aim when undertaking ........... What were they trying to achieve. Klein, 1998; Hoffman et al,
1998
Can you tell me about any previous experiences you have Pattern matching — always previously turned out OK, never | Klein, 1998; Mitchell 2013;
had in similar situations? been in situation before to anticipate outcome. Hoffman et al, 1998; Patel
et al, 2002
Can you tell me what options were considered or available Klein, 1998; Hoffman et al,
EVENT for managing ....... or does this situation fit into a standard 1998
LEARNING scenario
AUSTRALIA

Source: Roe, L. (2024) Local Rationality question tool: understanding why it made sense at the time.
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Tell me about what information you used to help you make

Was all the information available to you to help you make

Hoffman et al, 1998;

this decision? the decision. Adapted from Klein et al,

.....how did you obtain this information? 2010

..... tell me about any barriers you had obtaining this

information?

Can you explain to me what information you would need to Was all the information available to you to help you make Adapted from Klein et al,

make ...... decision? the decision. 2010

Were there any other options available at the time that should Adapted from Klein et al,

have been? 2010

Can you tell me what level of experience would be required Adapted from Klein et al,

to make this decision? 2010

For staff less experienced, describe to me what Adapted from Klein et al,
| guidance/aids there are to help them make these decisions? 2010

Preparedness

Can you tell me a bit about the training that you/staff have to
deal with this situation?

.......... What training, knowledge, or information might have
helped?

Klein, 1998; Hoffman et al,
1998

Tell me what guidelines/policies there are in your unit to help | Any rules that applied clearly here Klein, 1998
manage this situation?
Can you tell me about any other sources of knowledge (staff, | Application of knowledge - processing of knowledge, usable | Klein, 1998

aids) you used to help you with this situation?

for situation, apply in correct context — was the right
knowledge present for that situation.

Communication

Describe how the team communicated to each other during
this time?

Communication patterns in team performance.

Patel et al, 2002

Anticipation / thinking ahead

Describe what you were expecting to happen?

Thinking ahead. Would also answer (did outcome fit
expectation)

Klein, 1998

Can you explain to me what you were hoping would happen
as aresult of........

Imagined possible consequences of action. How were they
imagining events would unfold.

How did they judge they could influence the course of
events?

Hoffman et al, 1998; Klein,
1998

What could possibly happen at this point?

Source: Roe, L. (2024) Local Rationality question tool: understanding why it made sense at the time.

What mistakes/slips were likely at this point? Don'’t use the
word mistake when speaking to staff.

Klein, 1998




In every day real work, things go right because
people adapt.

Learning from success helps identify system
strengths.

“Resilience is not the absence of failure, but
the presence of capacities.”




Learning Teams — facilitated group discussions to understand
how work happens both proactive or post event.

Everyday Work Reviews — debriefs after routine shifts or
simulations.

Appreciative Inquiry — focus on “what helps things go right.”

Learning Conversations — short dialogues about constraints
and adjustments.

A
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The Complexities of Work

Weak Signals

Unclear Signals Production pressure

Unclear Roles
Fear of reporting Goal Conflict

System Strengths

Resource constraints
Tradeoffs

Excessive workload  Local Factors

Work-life interference

Poor communication Change in plans

Lack of support

-
.

~

~
ey

Adaptation\ ~

Latent Conditioﬁ ~

System Weaknesses -

Errors

Hazards & Risks Surprises

Flawed processes Personal Factors

Normal Variability _. 4

-

No Surprise!
Near Misses » =~

(Conklin/Edwards/Baker/Howe)




*  “What surprised you today?”

*  “What made your job harder?”

*  “What worked well even though it shouldn't
have?”

*  “What helps you succeed?”




Traditional Safety-1 Question

Who made the mistake?

Why didn't they follow the procedure?

Was the person trained or competent?

What went wrong?

Who was responsible?

Did someone violate a rule?

What should they have done differently?

Was the risk assessment completed?

What was the root cause?

Safety-Il / Safety Differently / HOP Alternative

What made it hard for people to do this task successfully
today?

How does the procedure fit with the way work actually
happens here?

What knowledge, skills, and experience helped people
make it work despite challenges?

What usually helps this job go right — and what was
different this time?

What were people trying to achieve, and what conditions
shaped their decisions?

What rules or expec were in with what was
needed to get the job done?

What adjustments did people make to get the job done
safely and effectively?

How did people understand and manage risk in real time?

What conditions or pressures influenced how people
performed the task?

Why didn't they stop the job?

How can we stop this happening again?

Did supervision fail?

Was the correct PPE worn?

How can we hold people accountable?

Did human error cause this?

What part of the system broke down?

Who needs retraining?

How much will this cost?

Was this a breach of policy?

How do we ensure compliance?

What signals did people notice — and how were they
interpreted at the time?

What can we leamn about how the system works under
different conditions?

How did leadership or supervision support (or constrain)
safe adaptation?

What barriers or trade-offs do people face in using
controls or PPE as designed?

How can we make it easier for people to succeed under
the conditions they face?

How did people’s actions make sense given what they
knew and experienced at the time?

How did the system support success in the past — and
what was different this time?

What have we learned about how the work environment
or pressures shape performance?

What does this event reveal about our capacity to adapt
and stay safe under pressure?

Where do our policies not reflect the realities of work as
done?

How do we create conditions that make the right thing
the easy thing to do?




Close the loop by sharing insights back to the
system.

Create feedback channels from frontline —
leadership — frontline.

E.g. learning shares, safety storytelling
sessions.

A




People are the solution not the problem.

Study how things go right as much as how
they go wrong.

Build systems that learn and adapt.

Use tools like learning teams and appreciative
inquiry.
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Complimentary Virtual Learning Team Facilitation

Complimentary Learning Team Facilitation Guide

Want Learning Teams Training — please reach out

Stalk me on LinkedIn

Listen to the Podcast (Bob Edwards Episode)
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Thanks!

Reach out to me via:

georginapoole@eventlearning.com.au
+61 488 807 233
www.eventlearning.com.au
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https://bit.ly/3A1uf1Q
http://bit.ly/2TyoMsr
http://bit.ly/2TtBDfr

