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            INTRODUCTION

          

          WHAT THIS BOOK IS ABOUT.

        

      

    

    
      This book inspires people to ask: ‘Can I do something in my own job, right now, to save lives?’

      

      Professor Barbara Hinton from the University of Arkansas describes it as ‘exquisitely crafted…excellent, it can contribute to managerial training, especially in the arena of accidents, where management is reactive rather than proactive. Dr Maher’s work could change the thinking of management.’

      

      Associate Professor Katherine Dixon (Curtin University) says, ‘This book reads like a detective novel. It has important implications for industry…the sweep of the literature is associated with ethics, leadership, decision-making models, organisational perspectives, socio-technical perspectives…a careful examination of the factors impacting upon effective managerial decision-making prior to, during and after an accident. Dr Maher has exercised precision, clarity and restraint.’

      

      Professor Athanasou UTS (Sydney) says it is a ‘comprehensive study…and makes a substantial contribution to a topic of major importance and the approach is unique…it documents major oversights, incompetence, negligence and failures to learn under conditions of complexity and uncertainty that might reasonably have been foreseen. It has profound implications for education and training, human resource development and occupational safety and health, human error, judgement and decision making. The five cases studied represent excellent examples of human error and are vital for our understanding and “learning”.’

      

      Why this book is valuable

      Dr Maher sets out a critical set of competencies to put the reader in control of disasters caused by management greed and negligence. He shows the reader how to expose psychopathic and dangerous behaviour in the early stages of an unfolding disaster.

      The eleven critical competencies set out in this book can be mastered by any intelligent person.

      Suppose you are in a hazardous front-line situation. In that case, this book will help you save lives and back your decisions with reason and facts in the face of line management resistance where the professional advice you give is met with intimidation and the old ‘saw’, “That’s just your opinion.”

      If you are a middle-level manager, this book will provide you with the language and arguments that you need to avoid dangerous incidents and to manage safety upwards to senior decision-makers in the face of demands to meet deadlines and cut costs.

      If you are a senior manager or member of a board of directors, this book will reveal rational ways of persuading key stakeholders to support responsible investment in safety and minimise the risk resulting from corporate greed.

      The book is essential reading for those engaged in coronial inquests and inquiries into preventable corporate accidents. It shows that hiding behind the ‘corporate veil’ is no longer a tool senior executives can use to defend personal negligence and bad decision-making.

      The facile blame shifting argument from the phantom in the machine used by lawyers and public relations, known as ‘systemic failure’, is deftly moved aside by Dr Maher’s insights to establish that responsibility for preventable fatal accidents in high reliability organisations lies solely with senior executives who make decisions. It reveals how an accident cascade is set in train from the bad decision to the accident.

      The book provides a powerful arc of reasoning showing how certain critical management competencies build on one another. It directly confronts the problem of corporate greed and the underlying psychopathologies that give rise to it. It shows how it is important to identify and master the core managerial competencies. Acquiring the competencies is possible through training, especially when a strict regulatory and compliance framework is in place.

      High reliability organisations governed by statutory regulations are required to comply with safety guidelines and specifications. When fatalities or serious injuries occur in otherwise preventable accidents, these organisations are routinely exonerated from any responsibility by claiming to have ‘systemic management problems and their senior managing coalitions are legally able to hide behind the ‘corporate veil’.

      Other than ‘acts of God’, most accidents resulting in fatalities and serious injury, occur in organisations where prior knowledge of a potential accident existed, and this knowledge was not applied.

      Most accidents in high reliability organisations might have been prevented if the cascade of events leading to the accidents could have been interrupted.

      The competencies described in this book are not usually taught in orthodox management studies programs in higher education institutions. However, when these competencies fail, they not only result in accidents but also cause orthodox management problems such as production delays and losses, costly litigation, increasing indemnity insurance and erosion of an organisation's credibility in the marketplace.

      

      Who should buy this book

      This book fits into the current managerial domains of organisational development and management psychology, occupational health and safety, organisational leadership and change, innovation and development, technology policy, regulation of safety at the government level, and managing safety compliance at an organisational level.

      The competencies identified in this book apply to senior coalitions and the organisations they govern and manage. It will appeal to managers, organisation development consultants, and management training specialists. Academics teaching and studying financial management, policy, organisational behaviour, management and other social/behavioural sciences should also find it relevant. Its prime interest should be to members of the dominant coalitions of high-reliability organisations and their principal stakeholders.

      

      Its Peers

      This book sits on the same shelves as The Corporation, Outfoxed, and Charles Perrow’s Normal Accidents and it resonates with the views of Arundhati Roy and Michael Moore. The book distinguishes itself from its peers by revealing specific examples of preventable accidents and their drivers. It describes a detailed set of critical competencies and locates the issues in the critical areas of corporate governance. The work focuses on the skills needed by managers of high-reliability corporations to prevent such accidents in the future. It is much more than an expose. It is a handbook to save lives.

      

      The book takes a fresh and accessible approach to the problem of the power that is vested in the hands of corporate psychopaths who run many high-reliability organisations.

      

      There is little other material that so adroitly spans the management-psychology gap and explains it so well. While the author acknowledges his debt to the work of scholars who have taken somewhat different approaches to management negligence and corporate greed, this book stands apart from theirs because it can be readily adapted to organisations, TAFE and university teaching and learning. It can also be used as a personal handbook and text to support management and safety courses in the emerging fields of Organisational Development and Organisational Psychology.

      

      The problems, the reasons, and the situations that prompted this book.

      Accidents occur because incompetent, responsible personnel managing organisations ignore available safety-critical information and signals even though the organisations concerned reassure the public that they comply with current safety regulations and standards. In the Seaview case, for example, the manuals were on the shelves of the CAA but turned out to be nothing more than shelf decorations and were used to ‘Buck Pass’ and obfuscate CAA systemic management failings.

      This book identifies management competencies repeatedly shown to arise as issues of concern by Commissions of Enquiry and Coronial reports. These reports show that dominant coalitions of directors and managers in organisations fail in relation to their Competencies for Safety-Conscious Practice.

      The evidence suggests that these competencies are not properly understood even though they are significant enablers of organisational safety in high-reliability organisations. When they fail, people die and organisations experience catastrophic losses and reputational damage.

      

      Principal Question

      What significant underpinning capacities, organisational factors, and performance capacities are revealed in accident reports, and what competencies flow from these to enable dominant coalitions in high-reliability organisations to engage in accident prevention effectively?

      

      Subsidiary Question

      What significant factors in accident reports and key literature are required by dominant coalitions in high-reliability organisations to enable compliance with accident prevention regulations and appropriate intervention strategies in unfolding accident scenarios?

      

      What makes this book unique?

      This book draws on direct evidence from Commissions of Inquiry and Coronial Inquest Reports into preventable fatal accidents.

      

      High Reliability Culture

      All the people in an organisation, like fish in a fish tank, swim in and breathe the organisation’s culture and adopt its values. It is the water all around people and it is mostly invisible.

      If safety is not valued in the water the organisation swims in, then it will not be there when it is needed. You have a safety culture, or you do not.

      

      The guiding investigation discipline confined the research to identical system failures in each of five exemplar cases.  The research revealed examples of failings that were repeated over again. The forensic grounded investigation of the five cases guided the author to identify the essential accident prevention competencies that should have been in place in each culture but were not.

      

      Summary: The project investigated what management skills are needed to keep people safe in high-risk organisations like power plants or air traffic control, aiming to create a guide for better leadership and fewer accidents.

      

      Explanation: The research explores how managers in high-risk environments can prevent accidents. It looks at existing research on organisations that operate safely in hazardous settings (High Reliability Organisations or HROs). The research uses data from accident reports and other sources to pinpoint crucial management skills. These skills are then organised into a structured system (a taxonomy) to help understand and teach them. The project also looks at existing theories to explore how personality, social factors, and individual strengths affect how managers behave and create a safe working culture. Ultimately, the research aims to build a better understanding of what makes a good manager in a high-risk environment to improve safety and prevent future accidents.

      

      Some Key terms:

      
        
          	
        High-Reliability Organisations (HROs): Organisations that operate in hazardous environments but maintain very high safety records. Examples include air traffic control, nuclear power plants, and aircraft carriers.
      

      	
        Competency: A specific skill, knowledge, or behaviour that contributes to successful performance in a particular role.
      

      	
        Taxonomy: A structured classification system used to organise and categorize information, in this case, managerial competencies.
      

      	
        Grounded Theory: A research method that uses data (like interviews or observations) to develop theories.
      

      	
        Habitus: Deeply ingrained habits, skills, and dispositions that we possess due to our life experiences. These shape our perceptions and actions within the social world.
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        * * *

      

      Here is one of the best handbooks of accident prevention on the market for thousands of management readers and front-line operators who are regularly placed in almost impossible positions where their moment-to-moment decisions can either prevent or cause fatal accidents.

      This book gives readers many practical tools needed to help save lives. It shares a common essential language all organisational cultures can understand, and it reveals approaches to safety that front-line workers can master to defend their decisions to act responsibly. It is an invitation for readers to read more widely and to do their own research and in-house investigations.

      For senior executives in high-reliability corporations, it shows that the corporate veil is nothing more than legal vapour and can easily be blown away to reveal those hiding behind it. It clearly shows that justice is now firmly on the side of the victim, not the narcissists and psychopaths who run corporations that purport to protect their victims from avoidable harm but fail to.

      For those involved in Commissions of Enquiry, it provides clear, step-by-step arguments and references based on prior cases that identified failures of specific managerial competencies. The failure of a particular competency is now set down in context so that each incidence of failure can be easily identified and appropriately named and described as part of a comprehensive set of essential competencies. Naming the problems this way is the first step to eliminating them.

      

      Dr Maher’s analysis focuses on ten core managerial competencies identified as crucial for maintaining safety in high-reliability organisations (HROs).

      

      Central Argument: Dr Maher argues that despite operating in high-risk environments, certain organisations fail to cultivate a "high-reliability habitus" – a culture that prioritises safety and learns from past mistakes. He attributes this failure to managerial incompetence, particularly in relation to the ten core competencies.

      

      Methodology: Dr Maher adopted a modified grounded theory approach to the foundational research, drawing upon diverse sources, including formal accident reports, legal proceedings, psychological literature, and philosophical concepts. This multidisciplinary approach enabled a comprehensive analysis of factors influencing HRO safety.

      

      Key Themes and Concepts:

      1. Ten Core Competencies:

      The book identifies ten core managerial competencies essential for high-reliability management, which can be categorised as follows:

      

      Underpinning Capacities:

      •Ethics: Aligning individual and organisational values with ethical decision-making in safety matters.

      •Foresight: Adopting a proactive stance and anticipating potential hazards through scenario planning and risk assessment.

      •Vigilance: Maintaining a heightened awareness of risk, actively seeking out potential hazards, and effectively interpreting warning signals.

      •Judgement: Carefully weighing trade-offs, considering diverse factors, and making well-informed decisions, particularly in ambiguous situations.

      •Balance: Cultivating a psychologically balanced approach to decision-making, avoiding neurotic or psychopathic tendencies.

      

      Capacities to Perform:

      •Salience and Context: Understanding the unique characteristics of each situation and tailoring safety measures to the specific context.

      •Performance in a Particular Situation: Effectively applying skills and knowledge in real-time, adapting to changing circumstances, and utilising intuition when necessary.

      •Multidisciplinary Performance: Drawing upon expertise from diverse fields and collaborating effectively with specialists to address complex challenges.

      •Error Modelling: Accurately identifying and analysing potential errors, understanding their root causes, and implementing preventative measures.

      •Compliance: Ensuring strict adherence to regulatory regimes and proactively engaging with relevant authorities.

      

      2. The High-Reliability Habitus:

      Inspired by Bourdieu's concept of "habitus," Dr Maher emphasises the importance of cultivating a safety-oriented culture within HROs. This involves instilling values, practices, and systems that prioritise safety and facilitate continuous learning from past incidents.

      Quote: "Habitus informs this book as a principle of sociation and individuation: sociation because our categories of judgment and action, coming from society, are shared by all those who were subjected to similar social conditions and conditionings (thus one can speak of a high-reliability habitus)."

      

      3. The Role of Psychopathy:

      Dr Maher expresses concern regarding the presence of individuals with psychopathic tendencies in management positions within HROs. He argues that their manipulative, remorseless, and self-serving behaviours can undermine safety efforts and create hazardous conditions.

      Quote: "Perhaps most frightening, [psychopaths] often seem completely normal to unsuspecting targets. Babiak and Hare (2000) argue that the corporate psychopath's cold-blooded ability to manipulate others without remorse, coupled with a veneer of charm and high energy, can make them successful in many walks of life."

      

      4. The Importance of Salience:

      Dr Maher stresses the need for managers to understand the specific context of each situation and tailor their actions accordingly. He criticises the generic, "off-the-shelf" approach often adopted in risk management, arguing that it fails to account for the unique nuances of each situation.

      Quote: "Salience is a psychological way of seeing a 'particular' situation and the events that pertain to it. It is necessary, therefore, for managers cultivate the skill to manage the 'salient' psychological space. This leads to a requirement for a capacity to manage the 'particular' background and the 'salient' physical factors."

      

      5. Systemic Failures and Compliance:

      Dr Maher argues that systemic failures often contribute to accidents in HROs. He highlights the importance of robust compliance regimes, holding both individuals and organisations accountable for safety breaches.

      Quote: "The Westralia incident was another example of how several factors can work together to subvert vigilance. What should have been a vigilance - foresight building opportunity was contaminated by Navy ethos issues."

      

      6. Practical Implications:

      Dr Maher's work offers practical guidance for enhancing safety in HROs. He recommends:

      •Implementing competency-based training programs for managers, focusing on the ten core competencies.

      •Establishing clear ethical guidelines and fostering a culture of accountability.

      •Developing robust risk assessment and scenario planning processes.

      •Encouraging multidisciplinary collaboration and knowledge sharing.

      •Implementing rigorous compliance and auditing systems.

      •Screening potential employees for psychopathic tendencies.

      

      [image: fountain pen] *NOTE: The British ‘Enquiry’ and the American ‘Inquiry’ have been used as close as possible to the way they are used in the source literature and case reports.

    

  


  
    
      
        
          
          

          
            WHY THIS BOOK WAS WRITTEN

          

        

      

    

    
      A Nutshell look inside the Book

      

      Dr Maher's research provides valuable insights into the complexities of high-reliability management. His emphasis on managerial competencies, the cultivation of a "high-reliability habitus," and the need for robust compliance regimes offers a practical framework for improving safety in organisations operating in high-risk environments.
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        * * *

      

      This is a compelling and readable book about managing risks in organisational systems.

      High-reliability organisations must comply with safety guidelines and specifications.

      All organisations are governed by laws that demand that staff safety and health policies protect workers.

      When fatalities or serious injuries occur due to otherwise preventable accidents, the senior managers governing these entities are exonerated from any responsibility by claiming that the organisation has experienced ‘systemic management problems’. These dysfunctional senior managing coalitions can hide behind the corporate veil and only suffer a minor inconvenience. They paper over their failures with fatuous, meaningless, silly comments such as, ‘We value our customers,’ or ‘We put safety first,’ following a fatal, preventable accident.

      If fines or censure are imposed, the organisation meets the impost. This means that shareholders pay the fines, and the perpetrators go about their business as if nothing had happened and remain incompetent until the next disaster. The cycle is repeated over and over.

      The book examines cases of such incompetence and suggests ways to break this cycle and bring about competent management through insight, training, and strong compliance regimes.

      Clear and understandable core management competencies are needed to prevent ‘preventable’ accidents. These competencies can be identified and mastered if a strong regulatory and compliance regime mandates them.

      Other than ‘Acts of God’ (a dubious theological expediency used by insurance companies to avoid paying out on policies, such as acts of blowing up, sinking, crashing into, etc.), most accidents that result in fatalities and serious injury occur in organisations where prior knowledge of a potential accident existed. This knowledge was trivialised, ignored, or rejected as inconvenient.

      Most accidents in high-reliability organisations can be prevented if the cascade of events leading to the accidents can be interrupted. The essential competencies needed to intervene in preventable accidents could and should be taught in orthodox management studies programs in higher education institutions. When these core managerial competencies are lacking, preventable fatal accidents occur.

      An organisational accident triggers a cascade of subsequent orthodox management problems, such as production delays and losses, costly litigation, increasing indemnity insurance and erosion of an organisation’s credibility in the marketplace.

      The central concern of this book sprang from the unnecessary and preventable death of the author’s brother-in-law. He was a father to a little girl and a new baby boy. They grew up not knowing their father. Further injustice was metered out when the compensation case saw the mining company influence the magistrate and persuade him that their mother would marry again. It led to the magistrate deciding on reduced compensation. The magistrate focused on that rather than on the harm caused by the mining company. Therefore, the mining company learned nothing useful about its negligence or the cascade of system failures that caused the fatality. The apparent class of system errors the company was prone to were again hidden behind a veil of corporate greed and smugness at their win in court, and there were similar fatalities both before and after the accident.

      The mother never married again, and those children now have their own children. They spent their entire lives under a financial cloud and were left struggling and denying their necessities. They were robbed of a father and many of the simple, normal joys of life.

      Remediation was a fatuous recommendation that the company ‘hold an enquiry’.

      The author would direct readers to go to this site.

      https://en.wikipedia.org/wiki/Fatality_statistics_in_the_Western_Australian_mining_industry

      With some irony, the author’s grandfather was killed in a gold mine smelting accident when the author’s father was eleven years old.

      Both accidents were preventable. Both accidents resulted from poor systems management.

      These post-hoc inquiries are inclined to drift away in the billowing smoke of industry as it grinds on regardless of a trail of preventable fatalities and accidents.
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        * * *

      

      The work for this book rests on the exemplary research of the late Dr Barry Turner of Exeter University. Dr Turner established that a lack of foresight, together with misinformation, was high on the list of key factors leading to preventable fatal accidents. Dr Turner’s work suggests that accidents occur in organisations where prior organisational knowledge of an unfolding accident exists—as it did with the author’s brother-in-law. This book takes up the idea of management ignoring signals and prior knowledge of unfolding conditions for an accident to occur.

      While Dr Turner’s work was central to the research behind this book, it also stands on the shoulders of other respected scholars in the field and honours their work: Nick Pidgeon, Charles Perrow, James Reason, Neil Gunningham & Richard Johnstone, Ian Mitroff, Andrew Hopkins, and Dan Petersen.

      The work finds a natural alignment with several organisational psychology and management disciplines, including management studies in organisational development and management psychology, occupational health and safety, organisational leadership and change, innovation and growth, technology policy, regulation of safety at the government and policy level, and managing.

      When senior management values and nurtures the ten competencies, it enables applying well-developed 'multidisciplinary organisational and managerial expertise' in unforeseen, perilous, and tumultuous circumstances. The work may also be relevant in hospital, medical, military and security settings.

      With diligence by senior management, the ten competencies can be embedded in an organisation's operational heuristics and managerial thinking patterns so that when extraordinary circumstances arise, the skills are available as a natural part of an organisation’s responses. If the ten competencies are valued and fostered by senior management, then well-developed ‘multidisciplinary organisational and managerial expertise’ can be brought to bear in unexpected situations to eliminate or mitigate dangerous and chaotic situations.

      The ten core competencies could also supplement (not replace) orthodox managerial training in universities, technical and Further Education programs, and Training and Development options for organisational consultants and management psychologists working in the Management of High-Reliability Organisations.

      The project goes several layers deeper than most accident reports and shows how responsibility for preventable accidents rests with key managerial figures, such as the Board of Directors and Senior Management, rather than frontline personnel.
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            PART 1. HIGH-RELIABILITY MANAGEMENT: FUNDAMENTAL COMPETENCIES

          

        

      

    

    
    

  


  
    
      
        
          1 CHAPTER 1. INTRODUCTION TO HIGH RELIABILITY SYSTEMS

        

      

    

    
      This chapter introduces the concept of high-reliability organisations (HROs) and their importance in managing hazardous environments. It sets the stage for exploring the key competencies required for effective leadership in these organisations, emphasising the need for a deeper understanding of human factors and organisational dynamics in accident prevention.

      

      And Eeyore whispered back: ‘I’m not saying there won’t be an accident now, mind you. They’re funny things, accidents. You never have them till you’re having them.’

      A. A. Milne, The House at Pooh Corner.

      Introduction

      For those interested in understanding how the research for this book was done, this chapter examines the ‘preventable accident’ argument and introduces the research method that was adopted. This insight might prove useful to others thinking about doing academic or in-house research along the same lines.

      The research began with the premise that accidents and disasters are all unintended. They are all events that surprise and violate expectations, and they result from failures of foresight and judgement for the individuals or organisations involved in them. The research investigated the idea that accidents occur because incompetent, responsible management ignores available safety-critical information, even though the organisations concerned may espouse compliance with current safety regulations and standards.
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        * * *

      

      The author first examined the literature to determine if it ‘confirms’, or ‘dis-confirms’, or refutes the ‘prior knowledge’ proposition. The literature review and analysis were deep and extensive, but the detail is inappropriate for a working handbook of skills such as this. A decision had to be made to address only the most significant research.

      For example, when reports from Commissions of Enquiry were examined, some fundamental directional questions arose. Why do dominant management coalitions with access to information about unfolding conditions for an accident and the power to intervene in its development don’t?

      Reports of accidents reveal that the information needed to prevent them was available and known to organisational personnel and others before the accident. Most of these people sustained an official mental model of safety management and claimed to have a good understanding of the responsibilities they said they practiced.

      The official understanding that suggests that individuals at the workface (front line) cause accidents while appealing to intuition is often prone to significant error and can lead to organisations creating and maintaining pathological assumptions that shape decision-making concerning safety, making matters worse. This suggests that managers in these organisations do not exercise essential pro-active management competencies.

      The management competencies of concern are vigilance, foresight, judgment and balance, sufficient to plan for and avoid predictable accidents and other devastating events, such as corporate fraud. It also throws into relief values distorted by double standards and a broken ethical compass to guide the organisation. It illustrates what happens when there is a failure to comply with compliance guidelines and specific corporate and safety regulations and often occurs in organisations lacking an appropriate ethos of safety.

      There has been a significant shift in accident analysis over the last few decades. The trend has been away from blaming individual front-line workers for accidents, toward identifying system failures and defeating them using the tools of systems analysis.

      The literature pointing to ‘prior knowledge’ found during the incubation period of an impending accident, show that both erroneous assumptions and the minimisation of emergent danger by those involved are characteristic of ‘man-made’ accidents. For example, persistent alarms and other signals warning of a systems failure are often ignored and dismissed with comments such as, “Ignore that alarm. It's been going for ages.” Or, “She’ll be right, mate.”

      One overweening conclusion can be drawn: Individuals are less to blame for accidents than the systems that allow them to occur. Instead, we see in a close analysis of cases determined efforts by dominant coalitions, such as Corporate Directors and Managers, to shift the blame away from themselves to others. We often see in cases of failure of fiduciary responsibility that the blame for financial disaster is attributed to low-level staff. In each case, the power to make changes and respond with authority to signals was not in the responsibility of frontline staff who are blamed for accidents but resided with managing coalitions.

      The relationship between accidents and failures of competencies and compliance is still under-researched.

      It is also well established that regulation and compliance requirements in high-reliability organisations are backward-looking and develop from the lessons learned from previous incidents. This means they are ‘system-based’ and ‘evolutionary’.

      The cases examined in this book confirmed that compliance issues are often backward focused and did not account for emerging theories or the dramatic development of technologies and complex systems. Dunphy (1981, 1992, 1998) also confirmed these technology-related concerns in Australia.

      Looking back to previous accidents may predict future accidents because the phenomena that trigger accidents are particular to that accident and industry. However, management needs to learn that there is little point in trying to prevent the last incident when it is at the expense of habituating to and failing to sensitise the organisation to the next incident.

      This book examined several cases heard by Commissions of Enquiry or published Coronial Inquests. It distils ten critical managerial competencies and accountability procedures from these disasters that can act as system enablers to help build an ethos of safety in high-reliability organisations.

      Stable management systems that are management-proofed from interference are needed to respond to an accident or systems failure with rapid and targeted interventions. These interventions help high-reliability organisations reach a level of safety beyond fundamental compliance, but ten critical competencies are needed to sustain such an organisation and its systems.

    

  


  
    
      
        
          2 EXAMINING INCIDENTS OF FAILURE: THE RESEARCH QUESTION

        

      

    

    
      This chapter delves into the central research question: "What are the key managerial competencies required to ensure safety in high-reliability organisations?". It discusses the importance of identifying and developing these competencies to minimise the risk of accidents and foster a culture of safety.

      

      “Any fact facing us is not as important as our attitude toward it, for that determines our success or failure. The way you think about a fact may defeat you before you ever do anything about it.”

      Norman Vincent Peale

      Examining the questions arising from narratives of reported incidents of failure

      Good managerial judgement is developed through a thorough theoretical and practical education in management. This knowledge should then be synthesised and brought to bear on individual experiences. These experiences can be narratively constructed and deconstructed (Denzin, 2000). The discourse revealing failure of managerial judgement is also revealed in similar narratives of preventable accidents that have been attributed to managerial failure.

      This book is bounded by an interpretive approach to narratives and analyses of actual case reports (texts) of core competencies failing that resulted in fatal accidents. Turner and Pidgeon (1997: xvii) suggest this is a useful approach to examining a little-explored area and using the examination to build up a vocabulary, a set of concepts, and a theory of the phenomena of interest.
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        * * *

      

      Sit down for the next paragraph!

      The methodology (literature review, data gathering, research method and analysis) adopted in this book is grounded in the data. It relies on a modified (elaborated, grounded theory) hermeneutic cycle suggested by William Dilthey (1972) as a way of understanding texts.

      The research method adapted Dilthey’s principle of reasoning from the part to the whole to the part again through coding and interpretation of overt and covert managerial competencies and compliance issues that failed in five actual incidents and which, if they had been prevented from failing, might have prevented the incidents displayed in the book. The incident texts exist as Coronial Inquests and Commission of Enquiry reports any researchers may also investigate.

      There! That was too easy.
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        * * *

      

      Easy version: the author researched five accidents which were all very different. They all pointed to some simple but lifesaving conclusions:

      The research showed that prior knowledge of conditions that could cause a serious accident existed within organisations, and management ignored the signals. That connection between potential accidents and managerial competencies does not appear to have been made before.

      If these recommendations sound like ‘aspirational motherhood statements,’ then look again in detail at the statistics for mining alone.

      https://en.wikipedia.org/wiki/Fatality_statistics_in_the_Western_Australian_mining_industry

      This book suggests that managers (the dominant coalition - supervisors, managers, directors) who purport to be responsible should be held responsible for the adequacy of safety systems in place in their organisations and for the consequences of ignoring information available prior to accidents happening.

      While the research focused on pathologies revealed in Coronial Inquests and Royal Commission Enquiry reports, its aim was diagnostic and prognostic. It seeks to discover ways of avoiding these pathologies, in effect, going beyond systemic causes to return with a new perspective to Turner’s theory. The chapters, taken together, argue the case that there are critical competencies that can be identified and acquired and imposed and mandated by regulation.

      A vision of perfect safety.

      Factors such as the culture of the organisation, the personality and psychological stability of managers, the effects of power, greed, and self-protection, and the effectiveness of regulations and compliance all appear in the case reports. From a management training perspective these factors form part of the complex but identifiable background to most accidents.

      Therefore, the approach must be cross-disciplinary (using information from education, ethics, philosophy, law and management and behavioural psychology). The research attempted to do this while taking as few risky inferential leaps as possible, but one that an examination of this nature requires. For example, Ackoff (1981), Emery and Trist (1981), Ozbekham (1973-74) and Hamel and Prahalad (1994) have all emphasised the importance of taking the future as a starting point for analysing iterations towards an idealised state (in high-reliability organisations an idealised future state would be zero accidents).

      These authors all agree that while scenario building and forecasting start with what is and then project forward to what might happen. The quest for foresight should begin with scenario after scenario to what could be and then work back to what triggers might hide in the organisation that will lead to that future. This activity has also been referred to as “vision building”.

      A clear, specified and well-communicated desired future will impact organisational focus, motivation, cohesion and performance if it is well articulated and managed.

      The need for a vision of perfect safety will always be set against competing forces such as expediency, greed, profit motive, poor ethics, power-seeking and shareholder returns, so trade-offs will occur. The research suggests that an organisation’s long-term ‘perfect’ safety vision can only come into reality if vigilant safety systems support it.

      Vigilant safety systems must be constructed by competent managers exercising ethical behaviour. The organisation needs to have a clear safety ethos deliberately constructed out of a concern for others, along with accountability, which is ensured by stringent compliance requirements.

      
        
          
            [image: ]
          

        

        * * *

      

      Recognising both evidence and context in accidents.

      The research for this book seeks to interpret, understand and reveal competencies at senior levels of corporate management that were not triggered, which led to failing to intervene in the chain of signals and precursors that resulted in each accident.

      One of the principal reasons for examining actual cases is that Commissions of Enquiry reveal this chain of ignored signals by showing ‘hard’ evidence of failures at the level of the dominant coalitions of organisations – evidence that Senior Management adopted unsafe management priorities and agendas.

      Some examples of the contextual questions Commissions of Enquiry demand answers to in actual cases include:

      How did the accident occur?

      Who was involved?

      What technology was involved?

      What were the decision antecedents to the incident?

      Who made the decisions?

      Was the person responsible a competent operator?

      What competencies were absent?

      Did any responsible person act unethically?

      Were systems in place to ensure incidents did not occur?

      What were the components of the systems that failed?

      Why did the systems fail?

      What priorities influenced the systems that failed?

      Was there a review or checking process in place to update decision-making as new information became available or capacity was diminished?

      Did the failed systems have vigilance indicators in place to respond to conditions leading up to the incident?

      What conditions existed at the moment of the incident?

      Senior management could have and should have asked these simple questions. Failure by the individuals even after fatal accidents to ask such systemic questions shows how incompetent these management coalitions were in the lead up to the accident. However, their focus tends to be on managing public relations.

      Questions such as these suggest a thread of reasoning that might be available to help management to learn from its mistakes. Such questions may help to prevent accidents in the future.

      The book is grounded in primary Coroners Inquests and Commissions of Enquiry and asks such questions. This form of conjecture is characteristic of the methodology known as ‘grounded theory’ and is relevant to examining the behaviours of individuals and groups, such as managers and dominant coalitions, in situations where it is impossible to apply quantitative methods.

      These cases illustrate an important shift in approach to the way accidents are reported. Rather than blaming front line operators, they point to the failure of managerial responsibility. They also show that dominant coalitions can reign powerful forces against enquiries into accidents and that senior management often acts in its own interests with hubris and contempt for safety.

      An integrating theory of safety system management would hold as its central principle that safety system management must be a prime investment function of the dominant coalition in high-reliability organisations, rather than the low priority given to safety (as an expense) by relegating it to the Human Resources department, demonstrated in these examples. A grounded theorist might ask if there could be relationships among organisational strategies, structures, and managers’ personalities, as Marcus Aurelius seems to suggest?

      Remember, it is the secret force hidden deep within us that manipulates our strings; there lies the voice of persuasion, there is the very life. There, we might even say, is the man himself. - Marcus Aurelius, Meditations

      Kets de Vries (1984) makes the case that decision-making, leadership, strategy formation, structuring, and organisational change are influenced in both subtle and complex ways by ‘invisible' long-standing psychological forces of which the individual is unaware. These covert forces can act to produce organisational outcomes that appear irrational and dysfunctional. These forces can also be both pernicious and destructive at the same time in high-reliability organisations.

      The cases chosen for analysis show that these self-interested forces are at work in many accidents and near miss incidents. Based on the evidence, one can make a case that high-reliability organisations that isolate themselves from their social milieu (a phenomenon known as autopoiesis) are most likely to experience fatal accidents. This may be a fruitful line of further academic or postdoctoral research.

    

  


  
    
      
        
          3 IMPERFECT SAFETY SYSTEM MANAGEMENT: HIGH-RELIABILITY ORGANISATIONS: A REVIEW

        

      

    

    
      This chapter provides a comprehensive overview of existing research on high-reliability organisations, examining their defining characteristics, operating principles, and successful practices. It explores various frameworks and theories relevant to understanding how HROs achieve and maintain high levels of safety and performance.

      

      “The use of silly and meaningless safety language matters, it creates a distraction and delusion that safety and risk are being addressed. We may feel good about speaking such words but they dumb down culture and distract people from taking safety seriously.”

      Dr Rob Long

      

      Imperfect Safety System Management

      High-reliability organisations are seen as part of a larger social system. Like all social systems, they can be deconstructed and reconstructed in response to criticism, ethical issues, negative consequences, ineffectiveness or failure, as well as the results of research, new knowledge and insights from other disciplines. Hence, safety system management in such organisations can never be perfect or ‘finished’. There seems little doubt that safety system management must be organisation and issue specific.

      Each organisation must establish its own considered safety system management goals and not rely on ‘off -the-shelf’ or even ‘tried-and-true’ safety system management solutions that may have worked for other organisations or even for different sites in the same organisation (Hopkins, 1999).

      While the literature shows that effective safety system management arises from specific safety system management goals appropriate to a particular environment or cultural context, stable and predictable safety system management may be an idealised goal not possible to achieve—but it is worth aspiring to and pursuing because a few core competencies can make a material difference. It is the difference between life and death.

      The work should interest managers, organisation development consultants, and management training specialists. Academics teaching and studying policy, organisational behaviour, management and other social/behavioural sciences should also find it relevant. Its prime interest should be to members of the dominant coalition of HROs and their principal stakeholders.

      

      Core Assumption:

      Accidents occur because incompetent, responsible personnel governing organisations ignore available ‘safety-critical’ information even though the organisations concerned espouse compliance with current safety regulations and standards.

      This book examines factors named as specific and distinctive issues of concern by commissions of Inquiry and coronial inquest reports on actual accidents that have not been treated or are only just emerging as matters of concern in the literature over the last thirty to forty years. These factors describe the dominant coalitions of directors and managers in organisations in relation to their Competencies for Safety-Conscious Practice.

      These competencies are identified in accident and incident reports as direct contributors to the causes of accidents, confirming the core assumption. Two critical questions concerning competencies and the need for regulatory compliance in the absence of competencies arose from the research.

      

      Principal Competency Question

      What significant underpinning capacities, organisational factors, and performance capacities are revealed in accident reports, and what competencies flow from these to enable dominant coalitions in high-reliability organisations to engage in accident prevention effectively?

      

      Subsidiary Compliance Question

      What significant factors are revealed in accident reports and key literature as being required by dominant coalitions in high-reliability organisations to enable compliance with accident prevention regulations and intervention strategies in unfolding accident scenarios?

      This book aims to identify and determine the role of these factors and the specific forms of each that contribute to enabling safety in high-reliability organisations and to present them as competencies that can be taught and mastered.

      Conclusion

      This chapter claims that the paradox of an organisation aspiring to an ‘ideal of perfect safety’ is not unrealistic, even if perfect safety itself is not achievable. It makes a case that accident prevention competencies can be identified by dominant coalitions and introduced into the culture of organisations. Then purporting high levels of safety in post-accident Public Relations releases might have a ring of truth to such claims.

      We all know the wording of the standard PR release: “The company takes its safety responsibilities seriously.” When these managers and directors later face formal inquiries, that is the first claim to be demolished because the assertion is fatuous and unsupported by evidence from the organisational culture.

      The work also asserts that if preventable accidents occur, then punitive measures should be taken against the individuals most responsible - the senior management decision makers. Dominant coalitions should not be able to hide behind the ‘corporate veil’ masked by empty, unsupported PR releases.

      This argument is developed in the next few chapters by examining the body of literature salient to the competency and compliance questions, followed by a brief examination of several accident cases which make it clear that competency and compliance failures were responsible for the each accident cascade .

    

  


  
    
      
        
          4 RELEVANT TAXONOMIES & DATA ANALYSIS

        

      

    

    
      This chapter outlines the methodology employed in the research, specifically focusing on the application of grounded theory to analyse qualitative data from accident reports, inquiries, and relevant literature. It details the process of coding, categorizing, and interpreting data to develop a robust framework of managerial competencies.

      

      ‘If I have seen far, it is because I have stood on the shoulders of giants.’

      Sir Isaac Newton

      

      Relevant Taxonomies

      This chapter introduces relevant taxonomies or terms and ideas by identifying ten core managerial competencies, and it argues a role for a compliance regime so that in the event of a system failure, error is attributed where the error rests. Such compliance protocols can and must be done with almost scientific indifference and precision and without fear or favour. The research shows that inadequate or timid compliance compromises competencies and organisations learn nothing from what is often catastrophic failure.

      Supporting theories such as ‘memes’, ‘habitus’, and ‘psychopathic behaviour’ are explained so that they make sense when used in the chapters that follow. The case evidence also claims that the dominant coalition handles safety, and the literature in this chapter supports that finding.

      A brief description of the research method used to develop the ideas for this book points to the four critical areas of competence: underpinning capacities, organisational factors, the capacity to perform in high-reliability decisional roles, and regulatory and compliance capabilities and constraints.

      Five important theoretical perspectives are examined to show how the literature views orthodox management theory, stakeholder theory, decision-making theory, organisational theory, and sociotechnical issues in relation to preventable high-reliability accidents. Several key sources, such as Perrow’s (1999) Normal Accident theory and Hopkin’s (1999) review of lessons learned from a preventable mining accident, are examined in some depth to further illuminate critical findings in the specific competency chapters that follow.

      Critical theoretical perspectives are then identified to establish direct sources for the data. These sources tie management coalitions to prevention of accidents in high-reliability organisations. Prior knowledge and misinformation are now considered to be critical factors in the prevention of accidents, are examined in the text and linked to concepts such as ‘habitus’, ‘autopoiesis’, ‘memes’, ‘psychological fitness’ and ‘reflective practice’ are established as essential to govern high-reliability organisations.

      

      High-reliability Organisations (HROs)

      High-reliability Organisations (La Porte, 1996; La Porte and Consolini, 1991; Perrow, 1984, 1999; Rasmussen, 2000; (Roberts, 1990a, 1990b); Rochlin, 1987; (Weik, 1987, 1993; 1999)) are characterised as being reliable over time, while maintaining high levels of hazard accompanied by low risk.

      The work makes it clear that effective management of such organisations results in low failure and accident rates. The effect is called the ‘five-nines’ principle: 99.999% accident free. This book examines cases in which these high-reliability capabilities were purported, or required under governing acts, to be maintained but were not. The organisations concerned could not keep a record of safety over a long period. Roberts (1999a:160) offers the clearest view of this core capability:

      One can identify this subset by answering the question, ‘how many times could this organisation have failed resulting in catastrophic consequences that it did not?’ If the answer is in the order of tens of thousands of times, the Organisation is ‘high’ reliability.’

      

      Key Sources

      Several sources of information were used:

      1. Commissions of Enquiry, Coronial Reports, and OH&S (Occupational Health and Safety) legal cases along with traditional ‘orthodox’ management sources.

      

      2. Qualitative analysis using modified grounded theory techniques was employed to discover which core managerial competencies were necessary to enable greater safety in high-reliability organisations. HyperRESEARCH1 computer data collection and analysis identified 260 behaviours and phenomena at saturation of data from the items in item 1 (Commissions of Enquiry, Coronial Reports, and OH&S legal cases along with traditional ‘orthodox’ management sources). These sources also informed the compression of this data to ten core behaviours or competencies.

      

      3. Several non-orthodox theoretical sources informed and appear to be more relevant to safety in high-reliability organisations and to the concerns of the commissions of Enquiry than traditional orthodox management theory.

      

      4. Safety in high-reliability organisations suggests that if managers and directors are not competent to run HROs2 (High-reliability Organisations) they must be held accountable. Relevant documents such as Acts regulating industry safety and theoretical legal texts related to regulating workplace safety were also examined.

      

      Further, more detailed literature sources are provided in the appropriate sections of the data analysis.

      

      Other sources:

      Newspapers, coronial enquiries, commissions and boards of Enquiry and archival records were also consulted, such as:

      Australian Transport Safety Bureau

      Court of Marine Enquiry (ATSB - Australia

      Civil Aviation Safety Authority - Australia

      Marine Incident Investigation Unit - Australia

      Transportation Safety Board - Canada

      Marine Accident Investigation Branch - United Kingdom

      HM Railway Inspectorate - United Kingdom

      National Transportation Safety Board - United States

      International Transportation Safety Association

      Transport Accident Investigation Commission - NZ

      The Safety Network (NSCA) - Australia

      National Safety Council of Australia – NSCA

      

      Relevant aviation-specific sources consulted.

      Air Navigation Orders, as amended, Australian Commonwealth Department of Aviation, Canberra.

      Air Navigation Act 1920-1960 as amended, Commonwealth of Australia, AGP.

      Annual Report of the Department of Civil Aviation, Australia 1945/46, AGP.

      Manual of Aircraft Accident Investigation, International Civil Aviation Organisation, Montreal, 4th Edition (1970).

      Medical Officers Incident/Accident Check List, Royal Australian Air Force, Canberra (1981).

      Air Accident Investigation Branch - United Kingdom

      Bureau of Air Safety Investigation - Australia

      

      Key Terms

      1. HyperRESEARCH is a computer application that allows the researcher to identify tracts of text (and other data) and to code the selections.

      2. HROs are high-reliability organisations that require reliable, safe systems to operate over time. They can be thought of as airlines, mines, shipping, and other organisations such as hospitals, where failure can cause serious accidents or fatalities.

      

      For those who pick over the bones of other people’s disasters, it often seems incredible that (these) warnings and human failures, seemingly so obvious in retrospect, should have gone unnoticed at the time. Being blessed with both uninvolvement and hindsight, it is a great temptation for retrospective observers to slip into a censorious frame of mind and to wonder at how these people could have been so blind, stupid, arrogant, ignorant or reckless . . .

      First, most of the people involved in serious accidents are neither stupid nor reckless, though they may well be blind to the consequences of their actions. Second, we must beware of falling prey to the fundamental attribution error (i.e. blaming people and ignoring the situational factors).

      Reason J (1991) Human Error

      

      This quote from James Reason reveals much of the task and direction of this book and establishes its essential framework. It alludes to failures of managerial competencies such as vigilance, foresight and judgement in the first sentence (…these warnings and human shortcomings, so obvious in retrospect, should not have gone unnoticed at the time), and then to failures of compliance and other competencies, such as salience, and particular and multidisciplinary performance (…people involved in serious accidents are neither stupid nor reckless… blind to the consequences of their actions… blaming people and ignoring the situational factors) inferring that the system itself is at fault and its responsible actors may have prevented such accidents if they had established the necessary systemic protocols or had intervened in the ‘failure’ process early enough. Insights such as these guide the analysis of the cases and framed the scope of the relevant literature.

    

  


  
    
      
        
          5 CRITICAL PERSPECTIVES: COMPETENCIES

        

      

    

    
      This chapter introduces the concept of "competency" and its significance in the context of high-reliability management. It examines different definitions and models of competency, exploring their relevance to understanding the skills, knowledge, and attributes necessary for effective leadership in hazardous environments.

      
      “A good decision is based on knowledge and not on numbers.”

      Plato

      Decision Making

      Orthodox Management Perspective

      ‘Relationships between individual managerial decision making and the relative effectiveness of organisations has been of particular interest, not only for executives and scientists, but for society itself.’ (Streufert & Swezey, 1986). The author assumes that the reader does not require detailed explication of the literature in general management or postmodernist decision theory (Cooke & Slack, 1984; Cooper, 1989; De Michaelis, 1996; Heller, 1988; McCall & Kaplan, 1990, Mitroff & Emshoff, 1979; Parker, 1992; Burrell, 1988). These and others contain little to suggest that current theories of management and the decisions made by managers and boards of directors concern themselves with preventing accidents in organisations or accidents caused by organisations.

      
      The broad sweep of organisational and management theories (Shafritz & Ott, 2001; Robbins & Barnwell, 1998; Hatch, 1997) focuses on how individuals, groups and entire organisational entities are structured (morphology), how they interact (dynamics), how they are lead and managed, and an interest in their spheres of influence (stakeholders) and their cultures along with the dynamics of power and politics observed within them. While these provide perspective to the issues raised, they are not central to this book and therefore can be taken as fundamental givens.

      
      Stakeholder Perspective

      Other investigators, however, point to concerns which are relevant and do not arise from traditional management preoccupations, such as the need to pay dividends to ‘stockholders’, but which go the heart of much wider organisational and ‘stakeholder’ concerns in high-reliability organisations. For example, Kirkeby (2000) posits six core virtues that convey an important perspective on the issues of ‘ethical’ responsibility and safety related managerial competencies. Kirkeby’s notions informed the three core competencies, ethics (the first of the ten core competencies referred to above), balance and judgement.

      
      1. Euboulia, "the ability to deliberate on practical matters, both relating to one's own private life and to public life. Placing public interests before one’s own…a secular piety." (185–187).

      
      2. Enthusiasm (or euphoria), "a commitment that reduces the significance of one's own person, of one's own personality" since the leader (e.g. Martin Luther King or Nelson Mandela) is absorbed into the cause itself. (187)

      
      3. Hypomone, the leader's ability to be patient and exhibit courage, stamina, and endurance – the core of self-management. (190).

      
      4. Prolepsis, "the ability to enrich common knowledge with the powers of personal experience" (192).

      
      5. Epibole, acts of gestalt intuition rather than discursive insights in acquiring knowledge that goes beyond simple rule following (as in Peirce's abduction as opposed to simple deduction and induction). (193)

      
      6. Maieutic, the art of the real leader, a form of midwifery, or the Socratic competence of stimulating another person to seek the truth and find his own moral character. (196).

      
      Kirkeby observes the critical relationship between power and leadership (this book adopts the term ‘dominant coalition’ to include all organisational personnel who purport responsibility for an organisation’s decisions). He points to critical theory critiques of economics such as surplus, exchange and use-value and management’s longstanding war with labour. The ‘leader’, according to Kirkeby (2000:xi) is suspended between human, social, and capitalist rationalities, opposed stakeholders, and in the end ‘between the realms of God and the emperor’. The implication of this view of leadership is seen, for example, in its consideration of the stakeholder model from the perspective of a radical-normative philosophy to show that in post-modern capitalism, dominant coalitions must deal not only with shareholders, vendors, employees, unions, and government but also a myriad of grass-roots groups concerned with ecology, labour rights, health effects of production and societies obsessed with consumption.

      For example, it illustrates managerial blind spots when safety-critical organisations, such as hospitals, ask for FEEDBACK and send you a COMPLAINT form to fill in. This kind of ‘feedback’ is often presented to staff as a ‘complaint’, and it always lands like a lead brick on hospital staff, who gave their all to look after the patient. It does nothing to communicate to the patient that feedback is helpful to hospital administrations as ‘user systems analysis’, not a complaint – a paradox and the easiest of systemic processes to address rather than going blind to the problem and then repeating the whole thing over again.

      As Kirkeby sees it, the leader is not only a negotiator among claimants but is often caught up amid corporate public relations campaigns that seem to ‘spin’ issues. Kirkeby challenged the ‘Transaction-Cost-Model’ of Williamson (1975) as ‘idyllic ideology’ and a ‘naïve defence of the capitalist system’ since it ignores both the Marxist consumption and the post-modern culture critique of subcontract networking. Kirkeby sees ‘stakeholders’ as a legitimate part of a political economy, networking in acts of distribution, production, and consumption, while narrating a phenomenology of commodities that conspires to cause ethical dilemmas. For example, he suggests that the dominant coalition should communicate to stakeholders how the firm deals with environmental catastrophes that threaten natural resources and threatened species (64-65).

      The dominant coalition must prove to stakeholders that production and distribution are not adding to the problems of the third world, violating the spirit of applicable legislation, and meets the aesthetic image of their brand images. This view can also embrace responsibilities for the safety of people who can be affected by other hazards created by the organisation.

      Kirkeby also asserts that Yukl (1994) is too cautious in refusing to set out the competencies of the ‘good leader’ (65).

      
      These problems of ethical stakeholder relationships and managerial competencies have proven to be a core challenge to the research for this book, prompting its two primary research questions:

      
      1. What significant underpinning capacities, organisational factors, and performance capacities are revealed in accident reports, and what competencies flow from these to enable dominant coalitions in high-reliability organisations to engage in accident prevention?

      
      2. What significant factors are revealed in accident reports and key literature as being required by dominant coalitions in high-reliability organisations to enable compliance with accident prevention regulations and appropriate intervention strategies in unfolding accident scenarios?

      
      Kirkeby’s philosophical position is not far removed from Katz (1955) who also alludes to the role of competencies in managing organisations. He claimed that real skill in working with others must become a natural, continuous activity in decision making and day-to-day behaviour. He reasoned that this is because everything a leader (the dominant coalition) says and does (or leaves unsaid or undone) affects his associates, his true self, which will, in time, show through. This competence should be demonstrated in every action and every decision.

      
      Decision Making Perspective

      One may even consider these to be assumptions which construct an assumed orthodoxy of management when, in fact, management orthodoxy is failing to prevent preventable accidents. Decision-making theory offers views on how decisions are made and provides some insights of relevance to preventing accidents (Browne, 1993; Cooke and Slack, 1984; De Michaelis, 1996; Gilligan, 1983). For example, systems analysis was meant to address situations where urgent and large-scale problems were beyond the capability of individual decision-makers (DeMichaelis, 1996; Leavitt, 1973).

      Critics argue that systems analysis is concerned more with technological information processing rather than with social structures and information processing amongst individuals (Rogers 1976).

      In high-reliability organisations, it is clear that some critical problems may be beyond the capacity of individual decision-makers for a range of reasons - such as information complexity and response requirements of the situation or organisation - and in any case, even if decisions are bounded by the assumption that people know what they want
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