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Old view HFN’s contribution

System is basically safe

‘Human error’ is major cause

Fix, fire, restrict human

People need to try harder,      
care more

Systems are not inherently safe: 
people need to create safety

‘Human error’ is consequence of 
trouble deeper inside system

Understand and leverage human 
capacities in complex systems



Challenges
1. Safety clutter and bureaucracy, asymptote in progress
2. Lack of good safety measures
3. Blame and risk secrecy





Safety level 

10-1 10-710-510-3

Amalberti, 2001

Safety effect of additional operational safety rules
High

Low
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How many policies 
for a ward nurse to 
follow every day?

600

And how many can 
the nurse recite back 
to you?

Between 2 and 3
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How many years of 
reading all rules and 
guidelines for US 
anesthetist?

2,000 years



More safety bureaucracy
40% from government
60% self-inflicted





Safety traditionally
Absence of negative events
Stopping things from going wrong















Don’t ask Do ask

Why are you violating

Who is responsible for this

What should the consequences 
be

Help me understand why makes 
more sense this way

What is responsible for putting 
you in this position

What is the stupidest thing we’re 
asking you to comply with









1 in 13



In 1 that went wrong
Workarounds
Shortcuts
Violations
Guidelines not followed
Errors, miscalculations
Unfindable people or tools
Unreliable instruments
User-unfriendly technologies
Organizational frustrations
Supervisory obstacles



In 12 that went well
Workarounds
Shortcuts
Violations
Guidelines not followed
Errors, miscalculations
Unfindable people or tools
Unreliable instruments
User-unfriendly technologies
Organizational frustrations
Supervisory obstacles



Difference
Diversity of opinion/dissent
Keep discussion of risk live
Past success not taken as guarantee
Ability to say stop
Deference to expertise
Don’t wait for inspections, audits
Break down departmental/hierarchical barriers
Pride of workmanship
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Critical controls
Percentage of work

Collaboration

System 
effectiveness 

assessment per 
hour

Investigating Success

Safety performance 
mapping

Capacity 
assessment 

Learning 
teams / 

200,000 hrs

Learning 
interaction

• More accurate indicator of the 
true state of safety within an 
organisation

• Proactively looks at the 
existence and management or 
hazards and risks

• Incorporates positive 
performance indicators

• Presents a more balanced 
picture of the capacity and 
resilience of the organisation

• Measures safety capital

• Harnesses workers as a 
resource

Dekker & Tooma, 2021











When things go wrong…
What rule is broken
How bad is the breach
What should the consequences be



Retribution effects
Risk secrecy
Organizational learning disabilities



Restoration
Who is impacted
What are their needs
Whose obligation is it to meet those needs

And how do we involve the community



Accountability (retributive versus restorative)

You pay or settle an account

Who is responsible

Backward-looking accountability
Whom do we blame?

You tell an account

What is responsible

Forward-looking accountability
What do we need to set people up 
for success?





Människor och möten
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