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EXPERIENCE GETS INGRAINED—EDUCATION GETS FORGOTTEN

Learning is what’s left when all of these slides have faded from memory



“REDUCE THE VOLUME WHILE KEEPING THE ESSENCE” 
KITCHEN JACK ADAMS



DIFFERENT WORK, SAME CHALLENGES:
IDENTIFY,  MANAGE AND MITIGATE RISK
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 Curiosity and interest should drive us to examine our practices—not 
consequences

 Event evaluation (‘investigation’) and the search for ‘why’ needs to be driven 
and managed by those who own the work to avoid creating a ‘Repair Shop 
Mentality”

 We cannot achieve by avoiding--to achieve something, you have to do 
something 

SOME PRINCIPLES USED TO PROMOTE RISK COMPETENCY



A TALE OF TWO CULTURES

Protective Safety
Tombstone Mindset

Risk Aversion
“Variation is Your Enemy”

Productive Safety
Milestone Mindset

Risk Competency (Drive Safely)

“Variation is Your Reality”



WHAT IS RISK COMPETENCY?

 Application of knowledge and skills relating to:

 Achieving desired end state or expected outcome through the use of a defined, 
proven process (ISM, RADAR, SAFER, IITG, 5S, etc.)



IT ISN’T MAGIC….IT’S A PROCESS
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WHAT IS RISK COMPETENCY?

 Application of knowledge and skills relating to:

 Achieving desired end state or expected outcomes through the use of a defined, 
proven process—Like ‘drive safely’-(ISM, RADAR, SAFER, IITG, 5S, etc.)

 “Reading a Situation” well rather than relying on random acts of guessing 



READING THE SITUATION….

30 seconds to study the statements and participants

When queued: 

 Ask someone you believe can correctly and/or affirmatively 
answer the statement—
 If ‘yes’, they initial the block and place answer in the square

 If ‘no’, move on to someone else

 You cannot ask the same person two different questions 
consecutively—you must ask someone else—does not have 
to be the same question

 Desired outcome: a different initial in every block completes 
the exercise

 Questions?

LJE

LJE



WHAT IS RISK COMPETENCY?

 Application of knowledge and skills relating to:

 Achieving desired end state or expected outcome through the use of a defined, 
proven process (ISM, RADAR, SAFER, IITG, 5S, etc.)

 “Reading a Situation” well rather than relying on random acts of guessing 

 Agility in responding to changing or unexpected conditions while appropriately 
eliminating or reducing the consequences before they are experienced

 Recognizing when an incident has occurred at the lowest level of ‘pain’ possible (weak 
signals, close calls, near misses) and communicating the lessons learned to those who 
can best benefit from them



TWO KINDS OF CULTURE

Protective Safety
Tombstone Mindset

 Risk Averse

 Fix the Now

 Legal Requirements (Prescribed)

 Zero Error Focus

 Results-Only Focus

Productive Safety
Milestone Mindset

 Risk Competent (Drive Safely)

 Fix the Why

 Legitimate controls and defenses (Coinvested)

 Learning Focus (failures and successes)

 Process-Focused



TURNING POINT

“Leaders and safety teams change their world when they stop 
thinking about what they want from the employees and focus 
instead of what they want for the employees” 



BEFORE ACTION AND AFTER ACTION REVIEWS:
(PRE TASK PLANS AND POST JOBS)

 2016: Began audio and video recording Pre Task Plans and 
Before Action Reviews to ensure the Start Work Criteria 
was adequately addressed

 After action reviews on non-routine, high hazard work 
includes debrief using recordings as a learning tool

 Next PTP/Tailboard includes lessons learned or revisions 
based upon reviews

 Recordings can be kept or erased based upon the Crew’s 
discretion 14



START WORK OR STOP WORK CRITERIA? 
(DANIEL PINK, WHEN, 2018) 

440,000 fatal medical errors in US (2015-2016)

93,000:  Anesthesiologists

Focus on Start-Work Indicators



TOOLS TO INCREASE SITUATIONAL THINKING

 SPEAK CLEAR PRE AND POST TASK DIALOGUES
 Summarize Critical Steps?
 Past Performance: What happened last time?
 Error Likely Situations: Tripwires and Triggers
 Anticipate most likely consequence of error
 Know our defenses BEFORE we start
 Changes: What needs changing in the instructions
 Lessons Learned: What went right? Wrong? 
 Errors left uncorrected? Did we leave a problem?
 Adequate Resources:  Need anything different next job?
 Results not expected? What happened unexpectedly?



MEANINGFUL METRICS:  MOVING THE NEEDLE

 Quantatative (Lagging) Metrics are not discussed nor posted 
beyond where they are legally required

 Qualitative examples of leading indicators including worksite 
improvements, learning from failure (After Action Reviews) 
and observations and conversation reports are routinely 
discussed at executive, staff and crew meetings.

 Identifying, Managing and Resolving Issues
 Goal: Avoid the Repair Shop Mentality

 Who reports the issue?

 What are the types of issues?

 Who resolves or fixes the issue?

 How long does it take?

 Was the fix effective?
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