
        
            
                
            
        

    
THE SAFETY ANARCHIST

Work has never been as safe as it seems today. Safety has also never been as bureaucratized as it is today. Over the past two decades, the number of safety rules and statutes has exploded, and organizations themselves are creating ever more internal compliance requirements. Bureaucracy and compliance now seem less about managing the safety of workers, and more about managing the liability of the people they work for. At the same time, progress on safety has slowed. Many incident- and injury rates have flatlined. Worse, excellent safety performance on low-consequence events tends to increase the risk of fatalities and disasters. We make workers do a lot that does nothing to improve their success locally. And paradoxically, the tightening of safety bureaucracy robs us of exactly the source of human insight, creativity and resilience that can tell us how success is actually created, and where the next accident may well come from.

It is time for Safety Anarchists: people who trust people more than process, who rely on horizontally coordinating experiences and innovations, who push back against petty rules and coercive compliance, and who help recover the dignity and expertise of human work.


Sidney Dekker (PhD, The Ohio State University, 1996) is currently Professor at Griffith University in Brisbane, where he runs the Safety Science Innovation Lab. More at sidneydekker.com





‘Having been a safety professional for 28 years I am absolutely appalled at this man’s attitude towards the safety profession. My work colleagues and I could not believe it when he referred to health and safety professionals as ‘Safety Nazi’s’ and HR as ‘Human Remains.’ Does this man honestly believe that 250 years after the industrial revolution safety professionals have made little or no difference to reducing the risk of injury in workplaces . . . what a disgrace!! And then he goes on to say that if a worker gets killed at work he must have been a good worker, is he serious? I was absolutely gobsmacked at his comment. What a waste of money. Let’s hope he never returns to our State.’

‘Best work on health and safety I have ever seen. Thoroughly researched, real-life examples and common sense. Dekker avoids all the usual garbage and bureaucratese that is so counterproductive to safety, and which completely bedevils the safety profession and regulators.’

— Audience responses to Safety Anarchist lecture, 2016
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Safety is an endless guerilla war.

—James Reason, The Human Contribution

War helps preserve the special mental atmosphere that a hierarchical society needs.

—George Orwell, 1984
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Preface

I grew up in the 1970s. On many free days, my brother, sister and I left the house in the morning and would circle back to it only when necessary – often not before nightfall. We roamed the neighborhood, spontaneously meeting up with kids like us, being wowed by the older kids’ mopeds, getting into and out of trouble, playing ball, encountering and creating and solving problems ‘in the field’ as we went along. We hardly ever told our parents where exactly we went, or how far we would wander. There was no way to contact them other than running a long way back home. My parents had a cowbell on a handle (an incongruous gift from an uncle, but it came in handy). They used to dangle out of a house window, ringing it loudly when it was dinner time, as we kids were typically nowhere within voice range. That was on days off. On other days, we rode bikes to school and to sports and to piano lessons by ourselves, crossing busy roads, probably busting the rules as we went. And we weren’t alone. The average pre-teen free-range radius around the house was more than 2 kilometers during that time. And even movements outside that range were not yet constantly accompanied, ‘helicoptered,’ monitored, chauffeured or cell-phone chaperoned. Today, the range of unaccompanied children is less than 200 meters from the house. And in many cases, it may be 20 meters, or even less: the confines of a teenage bedroom.

Later, I became an academic, writing a bunch of books that dealt with risk: books about human error, safety-critical worlds, system failure. I practiced what I preached, learning to fly the Boeing 737, flying part-time for an airline out of Copenhagen. Then I moved to flying unlimited aerobatics on sailplanes. I learned the value of procedures and rules, of policies and compliance and regulations. But often I wondered about them, too. I wondered about having to hold a handrail when going up or down stairs (or being fired if you didn’t), or ensuring that coffee was carried in a cup with a lid on it (or get written up if it wasn’t). These rules seemed petty, nanny-ish, patronizing, infantilizing. Yet these were the rules that – like at many other worksites – were in place on Deepwater Horizon on the eve of the worst oil disaster ever: the Macondo Well blowout, resulting in 11 deaths, numerous injuries and the biggest oil spill in the history of humanity.

Never in history has work seemed so safe. Never in history has safety also been so bureaucratized. Over the past 20 years, many countries have seen a doubling, or even tripling, of the amount of safety bureaucracy and compliance requirements. And yet their safety outcomes haven’t improved much at all, particularly not their serious injury or fatality rates, or their proportion of process safety disasters. If we do more of the same – ever more minute compliance demands, more counting and tabulating of low-consequence incidents and injuries, more checklists, procedures and creation of paper trails – we will probably just get more of the same. In fact, it seems that more bureaucracy and compliance are less about managing the safety of the people we once felt responsible for, than they are about managing the liability of the people they work for. Today, we make people do a lot of work that solves someone else’s problems, but that does nothing to improve how work is done locally. In fact, it might well get in the way of doing work locally – and in the way of doing it efficiently or safely. These sorts of interventions are not going to get anybody much safer.

For sure, bureaucratic initiatives from the last century – regulation, standardization, centralized control – can take credit for a lot of the progress on safety we’ve made. Interventions by the state, and by individual organizations, have taken us away from the shocking conditions of the early industrial age. We had to organize, to standardize, to come together and push back on unnecessary and unacceptable risk. We had to solve problems collectively; we had to turn to the possibility of coercion by a state or other stakeholders to make it happen. Today, a steady rate of accidents, fatalities and disasters in many industries show that we still have a lot further to go. Bureaucracy and compliance may well have taken us as far as they can in a number of those industries. In the meantime, we have produced a situation where a sizable chunk of national income is eaten up by bureaucratic clutter and compliance activities – surveillance, risk assessing, reporting, auditing, rule-writing, policing, inspecting and much more. It exacts a heavy price on our economies, with ever-shrinking marginal returns.

And in the meantime, we are hollowing out something fundamental about the humanity of work: the joys of local ownership, of initiative and innovation; the dignity and triumph of collaborative problem-solving; the possibility for disruptive insights that break through a constraint everyone took as given. There is value in celebrating and protecting these things for their own sake, for sure – because they make work deeply meaningful. But there is more. These, paradoxically, are precisely the sources of resilience that we need to tap into to make the next push into greater safety. Standardized, compliant ways of working, after all, are good at dealing with the risks we already know. But they are virtually incapable of pointing us to the risks we don’t yet know about – the gradual drift into catastrophic failure that occurs underneath a shiny surface of green audits and low incident rates. We can get glimpses of that, however, if we learn how success is actually created under goal conflicts, organizational obstacles and resource limitations at the sharp end. If we learn how work is actually done, rather than how a bureaucracy imagines it to be done, we might catch the outlines of the next accident, and where it might possibly happen, and – most importantly – what experts at the sharp end are already doing every day to prevent it from happening. Stifling these sources of insight by imposing ever-greater compliance pressure, ever more suffocating liability management, means shooting ourselves in the foot.


Why anarchism?

Bureaucratic interventions are not well-equipped to deal with novelty, diversity and complexity. They want to measure things in simplified or condensed ways, develop standardized responses and centralize the authority to control and coordinate them. This book argues that we need to push back on the triumph of compliance and bureaucracy to recover some of the humanity, dignity, common sense, creativity and innovation of frontline work. To do this, it lends inspiration from the ideas of anarchism. Anarchism is a set of ideals and ideas, not a state of leaderless chaos and disorder (that would be anarchy). Anarchism values horizontal coordination rather than hierarchical top-down authority; the power of diversity and local expertise; the freedom from petty coercive compliance; the possibility of disruption of standardized protocol and innovation beyond stale routines. Even in heavily bureaucratized and compliance-pervaded systems, work gets done and gets done safely in large part because of the experience and expertise of those at the sharp end. The anarchists’ view of the world is surprisingly close to that of complexity science. Complex systems have no central authority, for example, but are grown through reciprocal self-organization. Because of their diverse contributions and openness to the world, they can give rise to novel insights and solutions that are out of reach for an authoritarian bureaucracy. And complex systems produce positive and negative feedback loops, just like anarchistic communities, which help select effective solutions and suppress and self-correct what doesn’t work. By taking this inspiration, this book wants:


	to flag the size of the problem faced by safety today. Progress on safety has been good but has now slowed to a crawl and is going backwards in some industries. Applying more of the same (i.e., more bureaucracy and compliance) leads to more of the same (no progress and a stifling of innovation and adaptive capacity).

	to explain where the reliance on bureaucracy and compliance has come from historically by taking you back to authoritarian high modernism and showing how that plays out in the governance and management of safety today.

	to show you how this has given rise to safety bureaucracies that have grown on the back of increased regulation, then deregulation, an increase in contracting, liability management, technological capabilities for surveillance, reporting and data storage, and in many cases even grown on themselves through what is known as bureaucratic entrepreneurism.

	to sensitize you to some of the corrosive consequences of this arrangement, including the infantilization of workers and the manipulation of targets (which were once measurements) to supply the accountable bureaucracy with its ‘looking-good index’ (or LGI).

	to lay out how, in a complex world, other responses to this problem are necessary, ones that can take a cue from anarchism as a school of thought about how to govern complex problems in a horizontal, diverse, reciprocal fashion.

	to point to possible ways out of the dilemma we have created for ourselves.



So this book offers inspiration from the brighter sides of anarchism. It gets you to reappraise human autonomy and self-determination, appreciate the pride of workmanship and imagine a workplace free from coercion to comply with something inane that people themselves didn’t make up. What does that mean, in practical terms, for you and your organization? Among other things, you’ll be inspired to


	clear out the clutter of bureaucracy and compliance, remove duplicate procedures, cut unnecessary paperwork.

	promote safety not as a bureaucratic accountability imposed from above but as a horizontally shared guiding principle.

	offer self-determination that allows people to optimize how work is done locally;

	bolster capabilities for self-organizing and mutual coordination, so teams can discover novel, better ways of working.

	facilitate interaction and build connections among experts who would not otherwise find each other across bureaucratic silos, or who would not meet people with dissenting opinions (or could easily choose to ignore them).

	create the conditions for internal motivation by offering workers autonomy over how tasks are executed, the possibility of gaining mastery in doing those tasks, and the sense of pursuing a purpose larger than themselves or their paycheck.

	become honest about whom we have actually been trying to protect with more bureaucracy and compliance (the worker, or those they work for?) and become more realistic about the limits of liability management through demonstrations of compliance with petty rules that have little to do with how work is actually done.

	conduct micro-experiments across your own workplace. These are small-scale safe-to-fail projects (preferably set up in a comparative way between units or departments) to discover better ways of working with fewer rules.






How the book goes about this


Chapter 1 introduces an example (or strawman) of a residential camp at a mine site to illustrate the totalizing, stifling effects of safety compliance and bureaucratization. Meant to entertain as well as inform, this example is a pastiche of three different (real) workplaces. After laying out the aims of the book right after the example, the chapter then dives into the actual data that underpin its argument: the costs of safety bureaucracy and compliance are higher than ever before, yet we haven’t become much safer in the past two decades; reductions in injuries and incidents are associated with more accidents and fatalities; and rules and compliance have a natural limit beyond which they stop reducing risk and may even create new risks.


Chapter 2 asks, most fundamentally, ‘who has the right to rule?’ Who can tell whom what to do in order to work safely, and where does that right come from? The chapter runs through harm prevention as a main ethic but also discusses the obligation as an employee or contractor to follow the rules of the organization. It picks up on representation, too – that is, are those who do the work adequately represented in defining how it is to be done? It then dips into a brief political history of the ‘state’ as becoming involved in creating ‘the perfect society,’ and it shows how corporations take inspiration from this from the late nineteenth century onward with their own totalizing interventions in workers’ lives.


Chapter 3 discusses the ideology on which the initiatives detailed in Chapter 2 are based: authoritarian high modernism. This is the strong belief in scientific, technical and managerial expertise to help society progress, particularly through stronger and more stringent administrative ordering. The chapter unpacks three tenets of authoritarian high modernism – standardization, centralized control and synoptic legibility – because these three form the administrative basis for much of safety bureaucracy today. It discusses bureaucratic superstructures and the need for a bureaucracy to summarize (read: oversimplify) those aspects of a complex world of work so that it can actually supply itself with the data it needs to function.


Chapter 4 explains why making things difficult is easy, by delving straight into the phenomenon of safety bureaucracy. It introduces some examples (checklists for desk work, risk assessments for tea bags) and then explores the drivers of safety bureaucratization: increasing regulation, deregulation, compensation concerns, contracting, technological capabilities for surveillance and recording, and bureaucracy as a source of more of itself. It finishes with a consideration of safety as a bureaucratic accountability to people up the hierarchy, instead of safety as an ethical responsibility for people down the hierarchy.


Chapter 5 shows how measurements that are turned into a target cease to be a measurement. It uses the sinister example of the original ‘Hearts and Minds’ campaign to turn public opinion in favor of the Vietnam War and then the various kinds of ‘window tax’ used in the UK and Europe with the number of windows as a proxy for property size. Gaming and manipulation of such measures to achieve pre-ordained targets seems obvious in hindsight, yet safety measurement today is driven by the same dynamics. The chapter discusses the history and use of LTI (lost-time injuries) as an example of managing the measure, not measuring to manage. It shows that the sorts of things we typically measure in safety are of no predictive value when it comes to preventing accidents and fatalities.


Chapter 6 takes the infantilization of increasing safety compliance and bureaucratization to task. It uses examples that are both extreme and extremely common to make the case that infantilization is a byproduct of taking autonomy away from workers. It uses the example of behavioral safety to show how that is done in workplaces. It then discusses reasons for infantilization, including liability concerns, the social science of submission and the expanding surveillance of behavior. Then it turns to examples of safety subordination to show that subaltern, daily disobedience is both common and necessary to get work done at all. Using that as a backdrop, it finishes with a consideration of the role of the safety professional.


Chapter 7 reflects that as church attendance, religious affiliation and the relevance of divine rules have declined precipitously in the West, the number of safety-related statutes and spending on government-sponsored accident investigations have increased dramatically. It suggests that these represent a secular answer to the continued human need to explain, and feel some mastery over, misfortune. Human social religiosity keeps showing up, because social relations (like those in workplaces) keep driving beliefs, forms of institutionalization and organization, faith principles, myths and rituals. These include a commitment to a zero vision (i.e., the abolishment of suffering), prayer-resembling rituals such as ‘safety shares’ and ‘take five checklists,’ as well as a vastly expanded ‘priesthood’ of safety professionals who patrol entry into the profession through certification and other kinds of vetting.


Chapter 8 takes on the problem of bureaucratizing aspects of work – like safety and the management of risk – in complex environments. It shows how assumptions about linearity, stability and predictability, decomposability and controllability get imported with authoritarian high-modernist workplace interventions, and it explains why those interventions don’t work (or work counterproductively). It then introduces adaptability and diversity as a vital features of work, and of working safely (or resiliently); shows the difference between work as imagined versus work-as-done; and offers examples of ‘malicious compliance’ and vernacular safety: the kind of experience, competency and common sense that a system based on standardization, centralized control and synoptic legibility cannot muster. It concludes with the requirements for governing safety in a non-deterministic world.


Chapter 9 lays out the difference between anarchy and anarchism. The former is a disordered state of affairs, which paradoxically often grows out of (or responds violently to) repressive schemes of centralized authority. The latter is a set of ideals and ideas that represent a belief in limiting centralized control and in abandoning coercive means of compliance. It involves the organization of communities of people on a voluntary, cooperative, horizontal basis. The chapter runs through the most important anarchist thinkers, including Proudhon and Kropotkin, to show that the ideas are driven not by a dystopian, misanthropic view of the world that sees people as a problem to control but by a harmonious, empowering view of humanity.


Chapter 10 presents the ways out of the dilemma created by ever more safety compliance and bureaucracy. It suggests we should tell stories, not numb each other with numbers; investigate successes rather than failures alone; and declutter and cleanse our bureaucracies – and it talks about ways to do that. The chapter introduces the idea of ‘shared space’ in traffic and the ‘Woolworths Experiment’ inspired by it. This involved the removal of all company-produced, top-down safety processes, paperwork, signs, procedures, checklists, compliance requirements and bureaucracy in a controlled field experiment, with rather amazing results. It is used to encourage other organizations to embrace such ‘micro experiments’ as a way to safely establish an empirical and policy basis for change.


This is not a political book

Now a couple of things this book isn’t about. It isn’t a historical or political-philosophical exposition of anarchism. It isn’t a sociological treatise on the links between anarchism and post-structuralism or postmodernism. It isn’t a comparative analysis of the anarchism of Kropotkin, Bakunin or Proudhon.

This isn’t a book against the intervention of a state per se either. I’ve lived and worked many happy years in Sweden – a country where the state is literally everywhere. It intervenes in lives from cradle to grave. Free healthcare, free education from kindergarten to university, free school lunches. Yet this omnipresence of the state hasn’t resulted in a repressed, restive populace. Perhaps because the country is small (by population size), relatively homogeneous, well-organized and deeply democratic, the Swedes see themselves as the state, assuming responsibility and self-governing and self-policing their own through a dense web of social mores and unwritten rules. Visible police presence is very limited; workplace rules are nowhere near as nanny-ish as in some Anglo countries. Yet it is a safe country. By comparison, roads are safe. Workplaces are safe. Streets are clean and safe. Crime and incarceration rates are low. And the Swedes essentially haven’t fought a war in two centuries. The omnipresent state there is not authoritarian, totalitarian or oppressive. I experienced it as a country of far-reaching equality, of peaceful happiness and freedom, of practical common sense, and deeply embedded decency. There is very little of the lawsuit-readiness or squeamish, petty lets-write-a-rule-for-everything liability management I have experienced in other countries. Again paradoxically, precisely because the state is everywhere, people probably feel free to do what makes sense to them – in the assurance that they will be taken care of when things don’t work out.

This book also doesn’t promote deregulation per se. Deregulation can have inhumane and self-defeating consequences. Disasters such as Elk River and Upper Big Branch, which took many lives and were environmentally devastating, can easily be attributed in part to deregulation. It was the absence of the state, or its being coopted by oligarchic interests, that caused more pain than its presence would have caused. But what’s more, government deregulation has typically led to an adaptive or compensatory response inside of regulated organizations. This response has produced more workplace rules, increases in petty organizational bureaucracy and a rise of internal compliance demands. The majority of rules (including health and safety) that workers now have to follow are imposed by their employing or contracting organization, not by the government. When governments retreat from active inspection and regulation, internal systems of rulemaking, auditing, checking, safety management, risk assessment and compliance policing take over – in part because the assumption is that this is what a retreating government regulator will want to see. And often, that government regulator doesn’t know what else to ask or look for, either.

This book also doesn’t promote free-market neoliberalism per se. Laissez-faire economic liberalism underpins the capitalist governance that has helped give rise to the kind of worker camps you will encounter in Chapter 1. These are cost-effective ways to put workers where the work is, avoiding investments in local towns or communities. They are also lonely, austere, isolated and dehumanizing places where a worker body can be kept, monitored and carefully controlled until it’s time for the next work shift. Neoliberalism has also been accompanied, ominously, by what is known as ‘responsibilization,’ a liability-shielding rise in blaming workers for things that go wrong.

The book doesn’t promote communism or extreme socialism either. Redistributing property and the means of production to the people who do the work has been shown to offer no guarantee of autonomy, liberty or happiness. Lenin, for one, was a huge fan of Taylorism, the dehumanizing, machine-like worker exploitation he’d once mocked as the ‘capitalist extortion of sweat.’ And this book doesn’t promote libertarianism. In its extremes, libertarianism tolerates or even encourages vast disparities in the distribution of wealth, opportunity and resources. That makes a mockery of autonomy, with monstrous instances of the less well-off having to make intolerable sacrifices about their health, their lives, their safety.

In fact, this is not intended as a political book at all. For sure, there will be people who will want to use its arguments for their cause. But this book is not an endorsement of any political position. The reason for that is that anarchism as an ideology doesn’t run on dogmas of any kind – other than that humans should be free from coercive rule. The whole point of anarchism is that it should be free to define what it is, free to determine where and when it applies, and free to collaboratively develop what is necessary. Otherwise it wouldn’t be anarchism. This means that anarchism is politically promiscuous. It is agnostic about left versus right or anything in between. The ideas and ideals of anarchism are as easily adopted or coopted by any side – really wherever people are fed up with authoritarianism and top-down rule. Then again, they are probably just as easily rejected or opposed by any side, precisely because they might be seen as a threat to vested interests. What this book does promote is a return to common sense. It calls on us to take a serious look at workers’ expertise and experience. It encourages us to develop viable alternatives to asinine compliance, and to separate out the few genuine reasons for being afraid about our liability from our increasingly ample hiding places behind mountains of mindless paperwork. It calls on us to find ways to curtail bureaucratic expansion for its own sake, and for us to become more open-minded about what we consider evidence of excellent performance beyond what a bureaucracy can trace, track and record for us. And most of all, it calls on us to be humans, to be fellow humans, to see the power of our colleagues and ourselves to coordinate and execute work in ways that are risk competent, not risk averse.

And yet, it isn’t realistic for a book to call for the total overthrow of one regime in favor of another (or no regime at all). There will always be a push-pull between the appeal of standardized, centrally organized solutions to known problems, and that of autonomy, emergence and innovation. Should we rely on order and obeisance, thereby generating equity and predictability but potentially closing off better ways of doing things? Or should we promote self-determination and independence, thereby opening up for innovation and empowerment, but potentially inviting uncontrollable outcomes? Which appeal is the strongest depends as much on the nature of the problem to be solved as it does on your position and risk appetite. The contrast, to be sure, isn’t as sharp as it may seem. Regimes of horizontal collaboration and self-determination almost inevitably segregate into those with more say and those with less power. Innovations can morph into new standards, which are policed and sustained by newly empowered experts. Expertise can become stale, yet held to, because of social pressure and hysteresis, not because there are no better ways of solving the problem. On the other hand, centrally controlled ways of organizing work leave niches of innovation and non-compliance – officially unacknowledged but almost always necessary to actually get work done. Standardized, bureaucratic systems of safety governance and risk management have also systematically contributed to some of the biggest uncontrolled and unwanted outcomes in history.


Apollo and Dionysus

This, no doubt, is the simultaneous tragedy and cheer of the human condition. However we organize ourselves to solve our problems, no way is immune against alterations that stem from our own natures. If we centralize and standardize, we tend to favor some voices over others, exclude difference and quash new methods. If we set ourselves entirely free, we will move to favor some voices over others and will eventually exclude difference and quash challenges to horizontally agreed ways of working. That said, we should never accept a form of governance simply because it’s there. Nor have we: anarchism is typically a response to authoritarianism and top-down rule, just like a hunkering for authoritarianism and strong central control is often driven by fears of anarchy, inequity and free-for-all openness. None has the final word – only the existence of these two opposing drives is a constant.

In The Birth of Tragedy from 1872, Nietzsche used the terms ‘Apollonian’ and ‘Dionysian’ for these two diametrical impulses in Western culture, locating their origin in Greek mythology. Apollo and Dionysus were both sons of Zeus, the king of gods. Though both figures evolved in ancient literature as complex and conflicted, Nietzsche typecast the two as representing polar aspirations of human nature. These two images are with us to this day. Apollo represents order, planning, logical thinking, clarity, form, care, reason and rationality. Dionysius stands for pleasure, enthusiasm, will, disruption, disorder and freedom – for the unforeseeable and unexpected. Many Western writers have since invoked the dichotomy to insert a dynamic – a drive in their plays, their literature, their works. Einstein commented on the contrast: the rational mind is a faithful servant, he said, and the intuitive mind a sacred gift. He believed we have created a society that honors the servant and that has forgotten the gift. Given where I believe we are in safety today, I’ll leave you to draw your own conclusion from what is my first name. It is derived from St. Denis (French patron saint: pronounce that in French, and you pretty much hear my first name). He was also known as St. Dionysius.
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1 A case for change

Welcome to paradise

Let me take you to Paradise Camp. It is located in the vast, hot, flat countryside not far from the Paradise open pit mine. The open pit is so far away from anything resembling human society that it has had to set up its own little version of it next door. That is what Paradise is for. At the Paradise accommodation and services camp, things are safe. They are very safe. Over the last year, they have not suffered a single lost-time injury or an incident that required medical treatment. Paradise Camp is actually run not by the mining company itself but by Captive Crowds: a corporation that also operates prisons on behalf of the government. They’ve got lots of experience with rough-hewn guys whose access to opportunities to fight and get in trouble needs to be carefully controlled. Paradise looks like a prison, too. It consists of eight straight rows of trailers, connected by concrete walkways, ringed by a fence (to keep animals out, they say) and light masts.

In order to win and keep the contract to operate the camp for the mining company, Captive Crowds has had to adopt some rules and make sure everybody complies with them. As the bus carrying miners from the pit arrives near the gates of Paradise, it first backs into its parking space before opening its door. Parking rear-in is a requirement set by the mining company, as backing out of a parking space has been shown to be risky. The bus backs into its space, and the screech of its intermittent warning horn can be heard by all wildlife up to a mile away. This is to comply with both mining company rules and state traffic regulations. Safely backed into its space, on the vast, entirely flat gravel plain with no other vehicle in sight, the bus door opens with a hiss, and the driver emerges into the waning light. Before setting foot on the gravel, the driver dons a hard hat and yellow high-visibility vest. The gravel plain in front of the gates of Paradise, after all, is owned and operated (what there is to operate, nobody knows) by the mining company. When ‘on site,’ all workers, visitors, contractors, managers and inspectors are required to wear personal protective equipment, which includes a hard hat and high-visibility vest. Visiting managers are easiest to spot, because their hard hats are unscratched and their high-visibility vests are immaculate. On the gravel plain, the mining company’s requirement for wearing hearing protection is waived, as the bus has actually shut off its engine before the driver and miners disembark.

Appropriately protected, the driver then takes the final step down onto the gravel. In her hand is a set of chocks, not unlike the ones seen at airports to stop docked jets from rolling away. The bus is parked, with handbrake engaged, on a perfectly flat piece of ground. If it wanted to defy gravity and roll in any case, it could only roll onto more of the same perfectly flat ground. The mining company, however, requires parked vehicles over a gross weight of 2.5 metric tons to be chocked when their use involves the boarding or disembarkation of personnel, or the loading and unloading of materiel. The driver chocks one of the wheels of the bus, walks back to the door and signals to the foreman that the miners are now safe to disembark. Before they set out across the gravel plain to the gates of Paradise, a distance of about 100 yards, they too are each handed a yellow vest and asked to put on their hard hats. The miners are already wearing high-visibility clothing, of course, because that is a requirement for working in the pit. But the requirement outside the pit specifically demands a yellow vest to be worn over clothing. As the line of double-reflective miners tiredly trudges toward the gates of Paradise, the only thing they could bump into is each other. The requirement for a hard hat is universal for Paradise mine property. Looking around the gravel parking plain, one would see nothing that could actually fall on anybody’s head – except perhaps the sky itself. But that is an old Norse myth that never made it to the country in which Paradise is located. The hard hat may come off once inside the gates of paradise, as miners are then protected against the falling sky by covered walkways.

Next to the gate, welcoming anybody to Paradise, is a sign with exchangeable numbers, like those used at gas stations to show the price of fuel. At Paradise, these numbers show how many days the camp has been blessed without an injury or incident. The number now is 297. Because 298 days ago, a miner who was wearing thongs (or flip-flops) to the shower, dropped a heavy shampoo bottle on his big toe. His injury was a subungual hematoma, which is a collection of blood under the nail. He was out of action for a day as the throbbing pressure of the blood pocket under his toenail built up and walking became painful. The pressure was finally released by a method called trephination, which involved making a small hole in the nail with a sharp, heated instrument (a pin in his case). The result was a little fountain of blood, followed by relief. Trephination was not administered by a doctor. This was a good thing because that would have counted as a medical treatment injury (of which Paradise Camp has not had a single one – ever, thank you very much; the sign next to the entrance tells you that as well). A pharmacist assistant, at the camp by herself to dispense the occasional paracetamol to the needy, had to be approved to administer trephination first by Captive Crowds headquarters through a number of phone linkups with a capital city many hundreds of miles away, and then by the mining company.

Not that the pharmacist assistant gets involved a whole lot in these sorts of things. Because there are no injuries to get involved in. Or at least not that she, or anybody else, knows of. Or wants to know of. Also next to the gates of Paradise is a big sign that claims “Nobody gets hurt today!” It has the form of a traffic warning sign. Miners are unclear about the status of that claim. It might be a warning, or an established fact (well, at least for the last 297 days), a Captive Crowds corporate aspiration. Or is it perhaps simply an expressed hope, a printed prayer? They can’t tell. Perhaps it is a bit of all of that. Because nobody gets hurt, obviously nobody gets hurt. The solution that most miners have is to wear a little hip pack (or have their breast pockets bulging instead). In the hip pack, or breast pocket, is a little homemade first aid kit. It meets the requirements of the injuries that they might typically suffer on their particular jobs: cuts, abrasions, lacerations. They learn about this nifty solution on their first rotation to Paradise. Veteran miners show them how to pack it and also where to fix themselves up when they get injured so that the safety intendents or supervisors are none the wiser. This tends to be the men’s toilet facilities, which is of course a highly sterile environment where miners can safely tend to open wounds.

To guard against injuries of the shampoo-bottle kind, miners are now required to wear steel-capped boots in the Paradise accommodation and services camp at all times. This includes their trips to the shower block. The intervention is a great success, as no toe injuries have been recorded for 297 days. Many miners now have onychomycosis, or tinea unguium. It is commonly known as toe nail fungus. This is a condition (importantly: not an injury!) that tends to thrive in moist, warm environments. The front of enclosed steel-capped boots, into which miners have to wedge their drying feet after showering, is an ideal environment. Most miners have only one pair of boots. Miners who are spotted not wearing their boots, or with laces that are untied to allow in a bit of air, are invited to have a conversation with a safety professional the first time (which is recorded). They are officially warned by the safety manager if they are caught a second time (which is recorded). And they are sent off site the third time. This also happens if workers in the camp break the mobile phone rule three times: they are not supposed to use a phone while walking around the camp – neither for texting, watching it or talking into it. “When we’re mobile, we don’t do mobile!” posters scream out from every wall along the footpaths and above the urinals in the men’s toilet (which, incidentally, is not a location where you want to be ‘mobile’). Being sent off site is called ‘being given a window seat.’ Because Paradise is so far from known human society, airplanes are used to ferry miners back and forth. Those who are fired are typically given a window seat – out of spite or perhaps as an act of noble charity: miners have their own thoughts on that. As the plane ascends, they can look out one final time over what they so recklessly gambled away and lost.

But there is much to enjoy in Paradise. Each miner is allowed a maximum of four cans of light beer a day (of one particular kind, on account of a subcontract that Captive Crowds negotiated at favorable rates with a particular brewer). There is no other alcohol, so choices of drink are easy and ordering is straightforward. The beers are served, and carefully counted, by a Captive Crowds employee in one of the trailers that doubles as a ‘bar.’ They can be enjoyed only in the bar trailer or its patio. The bar’s patio is of course fully fenced in for the safety of the revelers. The small patio is accessible by three steps up from the pavement. It is bordered by handrails, which are to be held at all times when ascending or descending the steps. A sign hanging over the entrance tells visitors to have “Four points of contact!” while using the steps. To this day, confusion about that is rife. Miners have tried to show each other how to climb the steps with four points of contact, but they get stuck immediately. As they lift one foot up to the next step, after all, they lose one point of contact. One lanky miner, who has very long arms, was able to simultaneously reach the handrails on either side of the steps with his fingertips. Even he got stuck until someone suggested that the fourth point of contact could be eye contact. Eye contact – with the steps! Everybody thought that was very clever. A younger miner, a precocious chap from up over the hills in the north, stubbornly believed that the four points of contact referred to his quota of four beers. But he hasn’t figured out a way of establishing contact with all four cans at the same time unless he squashes them when they’re empty.

For those who are more inclined to relax with fitness activities after their 12-hour shift in the open pit mine, there is a little gym in one of the trailers. Naturally, miners are required to wear their steel-capped boots in the gym, as the heavy weights could inflict even more injury on toes than a shampoo bottle. Weights are to be stacked or shelved not higher than the waist, so that temporary occupants of the gym trailer could be exempted from the requirement to wear a hard hat. A swimming pool was ruled out, even though the climate is appropriate for it, when Captive Crowds learned through an extensive risk assessment that drowning accidents can occur in water of 30 cm (about a foot) deep. Water shallower than that would preclude any meaningful exercise. But there is a tennis court, the height of luxury in Paradise. It is even fitted with an umpire’s chair, so that games can be appropriately and fairly adjudicated. Captive Crowds has adopted almost all of the mining company’s safety rules, which includes its stipulations regarding working at height. In a unique triumph of safety managerialism, it has discovered that the seating surface of the umpire chair measures in at 8 feet and 2 inches from the ground. This puts it just over the regulated height at which fall protection must be worn. Umpires – that is, volunteer miners who watch their buddies play a game and do the convoluted quasi-French counting demanded by the rules of the game – thus fit themselves with a fall-protection harness, carefully ascend the stairs of the umpire chair (somehow ensuring four points of contact) and click themselves into security once breaching the 8-foot limit. This doesn’t happen much nowadays. Nobody plays tennis in Paradise anymore, because it’s too hard to run after a little bouncy ball in steel-capped boots. And there’s not a lot of time in any case. At 9 pm, a curfew descends on the camp. Noise is banned; movement is frowned upon. Only the crickets have the freedom to party.

Total institution or straw man?

To some the story of Paradise might seem exaggeratedly dystopian. To some it amounts to nothing but a strawman: a sham opponent deliberately set up to be defeated in what follows. Some might even consider it absurd (these tend not to be the people who have actually worked in places like Paradise). Indeed, to others, it is very real; it is their lived, everyday reality. I cannot make you believe any of these. I cannot make up your mind about the validity of the examples offered. You’ll have to do that for yourself. But for the record, none of the rules or signs in the example of Paradise are made up, nor are the typical responses of workers to them. They are all, in fact, empirical: drawn from experiences across just three different workplaces. The strawman, such as it is, simply emerges from putting available evidence together.

Paradise Camp has all the trappings of what has become known as a ‘total institution’: a place of work and residence where a great number of similarly situated people, cut off from the wider community for a considerable time, together lead an enclosed, formally administered life. What typically happens in a total institution is that a paternalistic kind of authority seeps into every aspect of lives lived inside of it. Nothing that happens inside its boundaries is not somehow touched, constrained or controlled by people who are in charge of the thing. Those people, however, are not likely to all be living in the camp themselves. Studying these institutional living arrangements in the 1960s, Goffman saw similarities between asylums, prisons and, indeed, work camps. This doesn’t make it surprising that companies responsible for running and catering to prisons are also prominent in the running of work and residential camps like Paradise:


First, all aspects of life are conducted in the same place and under the same central authority. Second, each phase of the member’s daily activity is carried on in the immediate company of a large batch of others, all of whom are treated alike and required to do the same thing together. Third, all phases of the day’s activities are tightly scheduled, with one activity leading at a prearranged time into the next, the whole sequence of activities being imposed from above by a system of explicit formal rulings and a body of officials. Finally, the various enforced activities are brought together into a single plan purportedly designed to fulfill the official aims of the institution.

(Goffman, 1961, pp. 5–6)




Fewer injuries, more accidents and fatalities

But, you might protest, work has never been safer! This stuff, all these rules and safety precautions, they’ve actually had great results! They have. Or they might have. We should be proud of such an accomplishment. But behind this result hides not only a dystopian, Orwellian world of total surveillance and control. Behind it also lie complexity and contradiction:


	The thing is, work has not been safer for over 20 years now. In many developed countries, work was generally as safe in the late 1980s as it is now. Yet the amount of safety bureaucracy has doubled over the same period, without any noticeable increase in safety (Saines et al., 2014).

	Trying to lower an incident and injury count may look good, but it leaves the risk of process safety disasters entirely unfazed. The number of such accidents globally and the number of lives they claim have remained relatively stable over the past decades (Amalberti, 2013; National-Safety-Council, 2004). And what we know about injuries and incidents doesn’t help us prevent fatalities or accidents (Salminen, Saari, Saarela, & Rasanen, 1992).

	And succeeding in lowering a non-serious injury incident rate definitely puts an organization at greater risk of accidents and fatalities. In shipping, for example, injury counts were halved over a recent decade, but the number of shipping accidents tripled (Storkersen, Antonsen, & Kongsvik, 2016). In construction, most workers lost their lives precisely in the years with the lowest injury counts (Saloniemi & Oksanen, 1998). And in aviation, airlines with the fewest incidents have the highest passenger mortality risk (Barnett & Wang, 2000).



Regulating the worker does not prevent catastrophes

What lies behind the production of these accidents and these fatalities? Is it really because some people don’t wear their personal protective equipment – that some don’t wear gloves when rules say they should? Is it because a worker mounts Paradise Camp’s umpire’s chair without fall protection or because a worker doesn’t have four points of contact when staggering down the steps with a light beer in her or his system? Hardly. You probably know this notorious example:


For years BP had touted its safety record, pointing to a steep decline in the number of slips, falls, and vehicle accidents that generate days away from work, a statistic that is closely followed by both the industry and its regulators. BP had established a dizzying array of rules that burnished this record, including prohibitions on driving while speaking on a cellphone, walking down a staircase without holding a handrail, and carrying a cup of coffee around without a lid. Bonuses for BP executives included a component tied to these personal-injury metrics. BP cut its injury rate dramatically after the Amoco merger [the previous owner of the Texas City refinery]. But BP’s personal-safety achievements masked failures in assuring process safety. In the energy business, process safety generally comes down to a single issue: keeping hydrocarbons contained inside a steel pipe or tank. Disasters don’t happen because someone drops a pipe on his foot or bumps his head. They result from flawed ways of doing business that permit risks to accumulate.

(Elkind, Whitford, & Burke, 2011, p. 7)



They are, of course, not alone. Take the more than 7,500 gallons (close to 30,000 liters, or a medium-sized backyard pool) of toxic coal ash that was dumped into the Elk River in Charleston, West Virginia, in 2014. This was the third chemical spill to be inflicted on the Kanawha River Valley (also known as ‘Chemical Valley’), leaving 300,000 people without water for days. A year later, the West Virginia Senate approved Bill 357, officially named the Creating Coal Jobs and Safety Act. Perhaps the naming was cynical, because there were no safety provisions in it at all. Instead, the law prevented coal companies from being sued for Clean Water Act violations, if the standards that were violated were not specifically written into individual state permits issued by the Department of Environmental Protection. The bill also ruled out the application of these standards to future permits, and it relaxed the amount of aluminum legally allowed in the state’s drinking water. It doesn’t take a lot of imagination to predict that tighter regulation might help prevention and mitigation in such cases. But that is difficult to enact. Most corporate players in the coal industry are actually not based in West Virginia, and they are generous donors to US Senate political campaigns. “The energy industry in the US spends $300 million a year lobbying Congress, deploying an army of three lobbyists for each member” (Lipton, 2017, p. 6).

The 2010 collapse at the Upper Big Branch mine, also in West Virginia, which killed 29 miners, emerged from the deeply interwoven connections between out-of-state corporate interests, political money, unsentimental mine bosses, lax enforcement and deregulation (Madar, 2016). Learning from those disasters in a way that tightens things up seems almost impossible. In early 2017, US Congress actually scrapped regulations that were intended to limit the damage that coal mines cause to local rivers and streams (Lipton, 2017). It is likely that as long as such a political-industrial complex stays alive and well, and keeps favoring certain interests over others while declaring any negative consequences in some Appalachian state ‘external’ to its value proposition, it will keep drifting into system disasters like Elk River and Upper Big Branch (Dekker, 2011).

When regulation can drive innovation

This is where regulation can have a positive impact. But it is not the kind of regulation that manages the details of worker behavior. It is, instead, the kind of regulation that forces large-scale technological innovation. When a state decides to prohibit the use of a particular pesticide, for example, or put a limit on vehicle emissions, then – at least within that state – the effect is spread equally among all competitors. They all have to adapt. They all have to think differently about the problem that they need to solve; they all have to find new solutions. In other words, they all have to innovate. This brings scale to the innovation, meaning that it can become cost-effective to develop, test and roll out a new technology. Those who innovate early and effectively will likely be winners. In the (slightly) longer run, the cost of regulation and compliance can be offset by the gains brought by innovation, competitiveness and market advantage. This is known as the Porter hypothesis, which contradicts the view that regulation necessarily impacts economic growth and restricts innovation (Porter & van der Linde, 1995). The Porter hypothesis, which focuses particularly on environmental regulation, suggests that properly designed regulation may spur innovation and that such innovation often more than offsets the additional regulatory costs, leading to an increase in competitiveness.

Does the Porter hypothesis apply to regulating worker behavior? Put differently, does more regulation of the worker lead to innovation of how work is done and to innovation in the management and understanding of risk that make organizations more effective in creating safety? Porter and colleagues found three conditions under which their hypothesis seems to be confirmed. One condition referred to the certainty of the regulatory process at all its stages. Instability and unpredictability in regulatory regimes, whatever their target, can hamper innovation and investment. But what about the other two conditions: do they apply to regulating worker behavior?


	Regulations must create the maximum opportunity for innovation – leaving the approach to innovation to industry and not the standard-setting agency. This is the case with performance-based or outcome-based (rather than compliance-based) regulation. But this hardly ever happens in the regulation of worker behavior. Even though governments might leave industries quite free to determine how to exactly manage the safety of their people, these industries in turn tend to regulate the minutiae: the tiny, petty details of worker life and behavior, from which boxes to check on a task sheet before lifting something, to removing wedding rings when on site, down to how to tie boot laces. The standard-setting agency is in this case not the regulator but the organization’s safety or human resources department. Innovation is not possible within the constraints imposed by safety hyper-management, and any competitive advantage is destroyed. The Porter hypothesis does not apply under those conditions.

	Regulations should foster continuous improvement rather than lock in any particular technology. This part of the Porter hypothesis may not apply either. I have seen instances where the mere accomplishment of compliance was enough to lock in a particular technology seemingly forever. A large hand wrench, for example, has been used on drill rigs for ages. It is heavy and presents all the usual risks of manual handling. In one upstream oil organization I worked with, most of their injuries in fact stemmed from manual handling of the wrench and other tools like it. But because the wrench was approved and because it complied, there was no adaptive pressure to seek innovative technological solutions. Innovation stopped because compliance had been achieved.



When the object to be regulated is worker safety, it is easier to add regulations, rules and procedures than it is to change them or take them away. The putative legal implications of removing anything – even dumb duplications of paperwork – can be paralyzing. Leaders might realistically be more fearful of being found non-compliant than of hurting or killing someone. But this has consequences. As the BP example above shows, the detailed regulation of worker behavior, creating “too many risk processes” that had become “too complicated and cumbersome to effectively manage”(Elkind et al., 2011, p. 9), can take an organization’s eye off the ball. Managing the minutiae of people’s assessments and actions, and surveilling and recording all that they do, does not help an organization’s awareness of the graver risks its operations pose to those on both the inside and the outside. More will be said about this in Chapter 10. In the meantime, it is safe to say that the Porter hypothesis does not apply here, either.


The triumph of safety bureaucracy

Large-scale disasters, fatalities and serious, life-changing injuries have remained stubbornly constant in many industries for the last 20 years or more – even if these numbers are low by historical comparison, and even if we have been able to reduce or repress lower-impact injury figures. Data from the United States Bureau of Labor Statistics, for example, show that fatalities as a proportion of all recorded injuries and illnesses have climbed steadily since the 1990s. In 1992, fatalities were only 0.0006% of all recorded injuries and illnesses. Two decades later, this figure was 0.012%. One explanation is that work kills more people, but that does not seem to be the case globally, even though the fatality rate has flatlined in many industries. Another explanation is that we have steadily been recording fewer and fewer injuries and illnesses, because (like in Paradise Camp) smart ‘case management’ means that we can call those injuries and incidents something else.

Perhaps it is naïve to ever have thought serious incidents and fatalities would budge under interventions that try to repress the number of recorded injuries and illnesses. Interventions that are focused on workers and their behaviors don’t prevent most fatalities, and they certainly don’t prevent system accidents and disasters. The data is pretty clear on this: more people-centered rules do not create more safety for systems or processes, and sometimes not even for people (Amalberti, 2013). Safety interventions intended to reduce unsafe acts, unwanted worker behaviors and higher-frequency/lower-consequence incidents and minor injuries have not had an influence on fatalities or major incidents, other than sometimes increasing the prevalence of the latter:


	Workers were warned of sanction if they didn’t don their yellow vests on site. But then 29 of them died in a mine collapse.1

	Workers had to strictly follow driving and walking regulations on a Texas chemical plant site, but then four of them died in a toxic gas release in a building on that same site – two of them brothers (Hlavaty, Hassan, & Norris, 2014).

	And workers for a copper mine in Indonesia were taking part in a compulsory behavioral safety course in an underground training facility. Then the roof of the tunnel in which they were gathered collapsed. It killed 28 miners and injured ten (Santhebennur, 2013).



The triumph of compliance and bureaucracy not only drives the kind of dystopian world of Paradise Camp. It seems itself driven by a misanthropic and dystopian vision of the world. According to this vision, humankind cannot be trusted: people are inclined to laze around and screw up. Not only will that cost money; the places in which we deploy humans (like Paradise mine) are unpleasant and bad: full of risk and bereft of pity. In this vision, we cannot relax the reigns of stringent supervision and surveillance; we must not throw out the expectation of full compliance and zero harm. This vision leaves little room for autonomy, no place for trust, no space for innovation. Everything has to be written down, nailed fast, locked away, closed off. Granted, the industrial revolution – which saw a job as a straightforward exchange of labor for money – cannot always be credited with elevating people’s sense of self-worth, purpose or identity in their work. But if, some two centuries later, we infantilize people with petty rules and irrelevant training programs, if we make them tick off checklists that manage not their own safety but rather the liability of those who employ them, we are not exactly helping either. Bureaucracy and compliance may well be hollowing out something fundamental – something about the humanity, experience, collegiality, creativity, innovation, intuition, initiative, expertise and common sense – from how work gets done. Ironically, all these things form precisely the basis of resilience. Without them, people cannot forge an ability to recognize, absorb and adapt to conditions outside of what we predicted or what the system was designed or trained to handle. Yet this is precisely what we need to tap into if we want to understand how success is created and from where the next accident might actually come. By throwing ever more bureaucracy and compliance demands at a problem that just doesn’t seem to want to go away, we are probably stifling the only real source of innovative solutions.

Safety has never been more bureaucratized

Still, the enthusiasm to regulate the worker has kept up. Ever more detailed and extensive workplace safety rules have permeated into the existence of practitioners, operators, workers and others (Mendelhoff, 1981). Take Australia as an example. It is an island nation (or continent, really), with a strong export-based economy that did not suffer a recession in the wake of the 2008 global financial crisis. According to the Reserve Bank of Australia, the nation’s GDP (gross domestic product: equal to the total expenditures for all final goods and services produced within the country over a year) has hovered around 1.5 trillion US dollars. That’s an economic output of some US$1,500 billion per year, or $1,500,000,000,000. It does this with a population of 24 million people, of whom 12 million work. Its 2014 unemployment rate was 5.7%. Mining accounts for about 7% of the economy, as does manufacturing. Construction sits around 9%. Services contribute to 58% of the GDP.

Now look at some other interesting facts and figures (Adams, 2009; Saines et al., 2014):


	Not even the Australian federal government knows how many rules its 24 million people are meant to obey. Even its High Court observed that “particular concerns have been voiced about the complexity, unintelligibility and inefficiency of Australia’s national regulation” (Adams, 2009, p. 94). The United States, incidentally, has kept count – of sorts: its business are supposed to comply with 165,000 pages of regulations covering all areas (not just safety). It knows this because the Reagan administration created a dedicated government bureaucracy to keep track of the output of government bureaucracy: the Office of Information and Regulatory Affairs.

	The Australian government doesn’t actually know how many government bodies currently have the authority to set rules, and it doesn’t know how many rules those bodies have implemented in total.

	Attempts to reform and simplify rules typically come to grief, as noted by an Australian Supreme Court justice: “Every significant amendment … has added substantially to complexity and, it has to be said, has created obfuscation” (Adams, 2009, p. 94).

	The cost of compliance with these government rules can only be estimated. But for one year in the mid-2010s, it was rated at $94 billion (that’s over 6% of GDP). Note that this is just the cost of compliance with government rules. Businesses add their own compliance costs, which have been estimated at upwards of $150 billion. This amounts to a yearly total national compliance bill of some $250 billion. And organizations are responsible for imposing 60% of it on themselves.



It is not surprising that this sort of data invites scathing critiques, and not just in one country. “Businesses are in the stranglehold of health and safety red tape,” said David Cameron, then UK Prime Minister, in a meeting with business owners. “We are waging war against this excessive health and safety culture that has become an albatross around the neck of businesses” (Anon, 2012). In 1981, more than three decades before David Cameron’s remark, Mendelhoff noted how the Reagan administration in the United States believed that health and safety regulation had gone too far. Terms and standards had been set so strictly that costs easily out-weighed benefits (Mendelhoff, 1981). Yet ten years on, Zimmerman observed in the Journal of Energy Engineering that “institutions … have continued to be created and refined and new bureaucracies and a professional workforce to deal with these problems have continued to be formed as well” (1991, p. 97). He noted a 13% increase in projected funding for safety regulation from 1990 to 1993, which has since accelerated. Between 1974 and 2008, Townsend (2013) showed a ‘mere’ doubling of the number of applicable statutes but a hundred-fold increase in regulations interpreting and applying them, with a concomitant proliferation of “service industries” for safety auditing, researching, pre-qualification, enforcement, publishing, recruitment, training, accreditation and consultancy (p. 51).

For some, it is all a huge success story. In 1996, ‘only’ 5.9% of the Australian workforce were compliance workers. In 2014, that was 9.6%. One in 11 Australians now works in the compliance sector. One in 11 working Australians, in other words, is watching what the other ten are doing. In some industries, the ratio is denser still. Imagine any sector of the economy employing almost one-tenth of the nation’s workforce. That is huge. More Australians work in compliance than work in education, construction, mining or manufacturing. About a third of those in the compliance workforce are employed in health and safety. You’d think they have a lot to contribute (and a lot to lose).


The limits of compliance

What they contribute with is more rules. Jeffrey Braithwaite, a researcher at Macquarie University, once asked how many rules apply to the work of a typical hospital ward nurse (Debono et al., 2012). He and his colleagues found some 600 rules under which a nurse can be held accountable. Rules penetrate into every little crevasse of their work: from hand hygiene to protocols for patient identification to medication preparation to avoiding sexual harassment to not blocking fire doors to stacking cups and dishes in the break room. But how many of these rules did the nurses actually know? The answer was surprising even to the researchers themselves. On average, nurses were able to recite fewer than three of the 600 rules that apply to their work. The rest was simply not relevant to their day-to-day existence. Or it was already embedded in their practices in ways that made the rules invisible or redundant. Patients mattered to the nurses, not rules. Getting work done mattered to them, because there was always the next patient, always the next request or task. If you missed it the first time, then look at it again – Braithwaite’s finding was this:


	More than 600 rules apply to the work of a ward nurse.

	A ward nurse can recite, on average, fewer than three of those rules. That’s less than half a percent.

	Yet work gets done, and the majority of patients actually don’t get hurt when receiving care.



Every hospital and healthcare system has to maintain a significant bureaucracy (which, ironically, tends to contain a lot of nurses who no longer work on the wards) that imports or writes the rules, prints the posters, sends the reminders, monitors compliance and keeps itself busy by adopting additional guidelines or developing more rules. Surgeons, too, have complained of “checklist fatigue” and a lack of buy-in. They have remarked that if any more checklists would be instituted, they “would need a checklist for all the checklists” (Stock & Sundt, 2015, p. 841). Checklists might serve a purpose in preventing a memory lapse or managing interruptions, though even that can be disputed (Degani & Wiener, 1990; Raman et al., 2016), and they probably only work reliably when applied to linear, closed, repetitive tasks. As with any intervention that targets the worker, surgical checklists have not affected the creation of larger catastrophes, such as complications during an arterial switch operation (Stock & Sundt, 2015).

Then consider anesthesia. Checklists are only a small part of the regulation, standardization and bureaucratization of anesthetist behavior. The American Society of Anesthesiologists alone has 91 standards, guidelines, practice guidelines, practice advisories, statements, positions and definitions. Documents stating them tend to run over 20 pages, even though the demonstrated benefit and scientific basis for many of the practices and recommendations are acknowledged to be uncertain. If this would be much (or folly) to follow for a practicing anesthetist, lawyers don’t look at it that way. Malpractice suits or employment conflicts don’t even restrict themselves to standards issued by professional bodies: they might rely on any standards of practice. The problem is that there are over 4 million references to ‘Operating Room standards of practice’ (Johnstone, 2017). These come from a variety of accreditors, regulators, institutions, bodies, reformers or educators; some are in response to conflicting guidelines and standards issued by other professional bodies (such as the Association of Perioperative Nurses); and many are the accompaniment of new equipment, technologies, techniques and drugs that get introduced to the OR. The result is such a plethora of practice guidance – for which an anesthetist may be held accountable – that a zealous practitioner (studying 40 hours a week) would have to spend about 2,000 years to read it all.

Rule inflation

It would seem, Bourrier and Bieder (2013) observed, that the only way to be seen to create greater safety – if not by changing or adding a new piece of technology – is to write more rules, to create more procedures, to demand more compliance. There would seem to be no limits of compliance or no limits to compliance as a putative solution. “As soon as safety is involved, there seems to be an irresistible push towards a wider scope of norms, procedures and processes, whatever the context,” Bourrier and Bieder remark (p. 2). The phenomenon, they say, is rule inflation: a singular, privileged status of standardization and control as the only pathway we have left to deal with perceived problems of governance and insecurity. This inflation is visible in the last 30 years particularly, with an ever wider, exclusive and intensive application of rules and procedures:


We moved from certification … of technical systems, to socio-technical systems, and are now in the process of certifying whole organizations including their cultures and management… . In the early days, as far as first-line operators were concerned, procedures mainly described step-by-step what they were supposed to do (sometimes not even mentioning the goal to be pursued) through sequences of elementary actions. At the level of departments or divisions, safety proceduralization is now mainly encapsulated into processes – describing ‘the’ way to get organized to carry through mandates of the organization, especially when safety is a major concern… . Many industries and actors now impose new types of regulations to companies through, for example, safety management system regulations.

(pp. 3–4)



There has indeed been a remarkable evolution in the sweep of objects that are the target of rulemaking and proceduralization. Recently, we have seen the regulation and regimentation of social norms of behavior on a flight deck for example. This is conducted through the examination of crew resource management performance as part of two-crew licensing. We have also seen the assessment, auditing and regulation of ‘safety culture’ itself (Haugen, Softeland, & Eide, 2013). For Bieder and Bourrier, this is evidence of some kind of madness in how we govern safety. Perhaps, they acerbically conclude, this is a last-ditch effort to try to squeeze something useful out of ‘safety culture’: a concept so squishy as to have delivered nothing meaningful or manageable to date. It goes to show that the march toward proceduralization and compliance is motivated by forces other than safety concerns. There are operational, social, economic, political and legal forces at work as well. This makes it difficult to understand what increasing compliance pressure is actually meant to achieve. What is fascinating is that Corinne Bieder works for a large aircraft manufacturer. This is the kind of organization, in the kind of safety-critical industry, that is at the top of the food chain of regulation, proceduralization and rule-based safety management. Yet it is she who announces that it is time to reassess how far rule inflation can still go and to what benefit. In fact, they conclude, it may well be a threat to further progress on safety. Bieder and her co-author voice the “suspicion that the path taken might in fact lead to a dead end, unless systematic consideration of the conditions under which procedures are developed is provided” (Bourrier and Bieder, 2013, p. 2). And so, I give a try in this book.

Recall Braithwaite’s nurses’ example – with their 600 rules of which fewer than three can be recited – or the 2,000 years of having to read all OR rules and guidelines. That the relationship between rules and work is loose is not a new insight. But what is the evidence on the relationship between rules and working safely? Some would believe that complying with rules and procedures is critical for safe work. This belief helps explain the infatuation with ‘safety culture’ too. It is, among other things, supposed to instill knowledge of and regard for rules (Silbey, 2009). This modifies the behavior of workers, which, taken together, amounts to safer work:


Safety cultures are established through modification in employee safety perspective and work behavior… . [I]ndividual employee behaviors cumulatively provide the primary antecedent for organizational safety and quality outcomes.

(Palmieri, Peterson, Pesta, Flit, & Saettone, 2010, pp. 97–98)



The message is that safe worker behavior is compliant behavior, and vice versa. At least that is what a huge complex of safety service industries – behavioral safety and safety culture consultancies, as well as some regulators – are telling a number of industries. The actual research into this link between compliance with rules and procedures, on the one hand, and safety, on the other, is equivocal:


Procedures play a seemingly paradoxical role in organizing for safety. On the one hand they embody the knowledge base of an organization with respect to the safe operation of its technical systems. On the other, they rigidify behavior and promote mindless routine, both of which can undermine effective responses to unexpected conditions. Procedures can lead to confidence in task performance for the risk-averse, promoting a narrow focus on processes and not on outcomes. Procedures are legally assumed to be an extension of the formal authority of an organization, but they are often ignored and discounted by informal norms in that same organization. Procedures can be important in the promotion of safety, yet … rule-based errors, though fewer in number typically, can produce wider and deeper consequences than simple slips or lapses in execution.

(Schulman, 2013, p. 243)



It puts safety, to speak with Amalberti, in a severe crisis, surrounded by a lack of theoretical understanding:


Business leaders, under pressure from the media and a focus on the short term, are often too optimistic about their results, convinced that simply pursuing a policy of tighter controls and stiffer penalties for front-line operators will provide the ultimate solution to their problems. Meanwhile evidence continues to accumulate that it is precisely this policy that is generating the crises feared by those same politicians and business leaders.

(2013, p. vii)



Research appears to back this up. More rules sometimes not only create no more safety; they can also create more risk (Dekker, 2001; Hale & Borys, 2013b). Let’s turn to that now.

Where compliance has no relationship to safety

For one, following rules and procedures can have little or no effect on safety whatsoever. With colleagues in Boston and Chicago, we analyzed 30 adverse events in 380 consecutive cardiac surgery procedures (Raman et al., 2016). Despite 100% compliance with a preoperative surgical checklist, 30 adverse events occurred that were specific to the nuances of cardiac surgery and the complexities associated with the procedure, patient physiology and anatomy. Perhaps other adversities were prevented by completely compliant checklist behavior, even in these 30 cases. But we will never know. Checklists, rules and procedures were not a panacea: at the very least, they might be customized and modified if they are to be effective in a safety-critical activity such as cardiac surgery.

As another example, despite the beliefs and claims made, research shows that measures of safety culture, which typically include rule monitoring and compliance, don’t correlate well with safety outcomes. To be sure, this conclusion comes from fewer than a handful of studies: more haven’t been conducted. But that is data in itself. Do we simply trust safety culture measurements and behavioral interventions to have the effects they promise? Or don’t we actually want to know? Some might not, because there could be too much to lose. One study, conducted in oil production, traced a safety culture survey that had inquired whether operations involving risk were carried out in compliance with rules and regulations (Antonsen, 2009b). The survey had also asked whether deliberate breaches of rules and regulations were consistently met with sanctions. The answer to both questions had been a resounding ‘yes.’ Safety on the rig equaled compliance. Such was the reported experience of those working at an oil rig called Snorre Alpha. Ironically, that was a year before that same rig suffered a significant, high-potential incident. Perceptions of compliance may have been great, but a subsequent investigation showed the rig’s technical, operational and organizational planning to be a mess, the governing documentation to be out of control, and rules to have been breached in opening a sub-sea well.

Research in healthcare also shows a disconnect between rule compliance as evidenced in surveys and how well a hospital is actually doing in keeping its patients safe (Meddings et al., 2016). Hospitals that had signed on to a national patient safety project were given technical help – tools, training, new procedures and other support – to reduce two kinds of infections that patients can get during their hospital stay:


	central line associated blood stream infection (CLABSI) from devices used to deliver medicine into the bloodstream;

	catheter-associated urinary tract infection (CAUTI) from devices used to collect urine.



Using data from hundreds of hospitals, researchers showed that hospital units’ compliance scores did not correlate with how well the units did on preventing these two infections. As with Snorre Alpha, the expectation had been that units with higher scores would do better on infection prevention. They didn’t. In fact, some hospitals where scores worsened showed improvements on infection rates. There appeared to be no association between compliance measurements and infection rates either way.

Where compliance increases risk

Compliance with existing rules and regulations cannot deal well with novelty, complexity and uncertainty. That much is obvious. What is less obvious is that effective non-compliance is actually hard. Adaptation is hard. Adapting procedures to fit circumstances better is a substantive cognitive activity. It takes work, and it takes expertise to do it well. Yet it doesn’t look hard. Expert practitioners typically adapt their work so smoothly, so unremarkably, that the existence (let alone value) of these adaptations isn’t clear to those who have only a distant or superficial view of the work: particularly if their mandate is to monitor compliance – the inspector, the safety intendent, the behavioral consultant. All they might see is deviation. They don’t see the resilience, the elegant beauty of expertise at work, the subtle coupling of people’s minds to cues and insights deeply embedded in their dynamic environment. We’ll revisit this in Chapter 8, when talking about vernacular safety.

Pressures to increase compliance can create greater risks. Take for instance the crash of a large passenger aircraft near Halifax, Nova Scotia, in 1998. After an uneventful departure, a burning smell was detected, and, not much later, smoke was reported inside the cockpit. Whether empirically correct or not (we will never know: they did not survive), Carley (1999) characterized the two pilots as respective embodiments of two divergent models of compliance and safety: the co-pilot preferred a rapid descent and suggested dumping fuel early so that the aircraft would not be too heavy to land. But the captain told the co-pilot, who was flying the plane, not to descend too fast, and insisted they comply with applicable procedures (checklists) for dealing with smoke and fire. The captain delayed a decision on dumping fuel. With the fire developing, the aircraft became uncontrollable and crashed into the sea, taking all 229 lives onboard with it. If we accept that the relationship between compliance and safety is more complex, or more context-dependent, then we also have to accept a fundamental double bind for those who encounter surprise and have to apply procedures in practice (Woods & Shattuck, 2000):


	If rote rule following persists in the face of cues that suggests procedures should be adapted, this may lead to unsafe outcomes. People can get blamed for their inflexibility – their application of rules without sensitivity to context.

	If adaptations to unanticipated conditions are attempted without complete knowledge of circumstance or certainty of outcome, unsafe results may occur too. In this case, people get blamed for their deviations – their non-adherence.



In other words, people can fail to adapt or can attempt adaptations that may fail. And they can get blamed either way. In the Halifax crash, checklist following became a de-synchronized and increasingly irrelevant activity – de-coupled from how events and breakdowns were really unfolding and multiplying throughout the aircraft. But there was uncertainty about the very need for adaptations (how badly ailing was the aircraft, really?) as well as uncertainty about the effect and safety of adapting: how much time would the crew have to change their plans? Could they skip fuel dumping and still attempt a landing? Potential adaptations, and the ability to project their potential for success, were not necessarily supported by specific training or overall professional indoctrination.

Demanding compliance with all applicable rules and procedures can create more risks than it avoids, even in non-emergency situations. After executing a go-around on a large passenger jet nicknamed November Oscar, the pilot was dragged into court because the jet had come too close to hitting obstacles in bad weather at London’s Heathrow airport. As usual, non-compliance with rules, regulations and procedures was at the heart of the case against him. At one point, the pilot


created a transcription of every oral call-out, checklist response, and radio transmission that company and civil aviation authority regulations required during the approach. By simply reading the script aloud nonstop, he showed that the entire routine took seven minutes. The approach itself had consumed only four, thus demonstrating that the letter of the law was impossible to follow. It was an interesting point, but nobody cared.

(Wilkinson, 1994, p. 87)



For November Oscar, somebody actually made the effort to calculate the impossibility of following all the rules and getting the job done. In many cases, people don’t bother. They just make more rules. And then they are surprised that workers get in trouble, that they don’t follow all the rules. In hindsight, it is easy to point to deviation from rules and checklists as the cause of that trouble. But the relationship is subtler than that, if not the inverse. Sometimes the very existence of rules, and pressure to comply with them, is the cause of trouble. On 16 February 2013, during berthing at the harbor of Holyhead in Wales, UK, a roll-on/roll-off passenger ferry called Finnarrow made contact with the jetty, which damaged the hull and led the ship to take on water. A ferry like this has stabilizers sticking out of its hull into the water, to make sure the ride is as comfortable and stable as it can be. But before berthing, they need to be retracted; otherwise, they can hit parts on the shore structure. There was a checklist that contained retraction of the stabilizers as one of the items. It was, however, only one of very many items.

Approaching the port around 5 am on a dark, cold morning, the duty officer was caught between leaving the stabilizers deployed until the last moment – ensuring passenger comfort and stability of the roll-on cargo – or stowing them. The duty officer had just been joined by a half-awake master who was taking over the bridge controls and had to run down for harbor stations and communicate with port control in a foreign language. There was no pilot on this harbor approach: the Finnarrow was exempted. As the ship approached, the checks on the list included reporting to port control as marked on the chart, informing the master, removing anchor lashings, placing engines on standby mode, ensuring all steering gears were on, notifying the rest of the crew, ensuring a helmsman on the wheel, turning on the bow thrusters, deploying bridge wings monitors, getting windows washed, unlocking cargo doors, isolating some fire alarms. Somewhere, among all of this, was ‘housing stabilizers.’ They were never housed. Developing a checklist like this and demanding compliance was one of the products of the company’s safety management system. Cynics might point out that such compliance and record-keeping was not to help the workers who needed to do the actual jobs but for those elsewhere in the organization who had liabilities to manage, who needed to demonstrate safety assurance and compliance to get a better insurance premium or clearance to operate on the route, and who would be able to rely on an incomplete record of compliance (a checklist not completely ticked) to point the finger of blame to the guys on the ship if things did go wrong.

The sweet spot

The more general, if nuanced, problem is that more rules do not necessarily make more safety. At least, they don’t any longer – not if a particular level of safety has already been achieved. Safety-critical activities have what we could call a sweet spot. In the literature on procedures, this notion has been played with frequently. We know that the imposition of standardization from afar undermines the ability (or ignores the necessity of the ability) of frontline people to deal with local surprises (Dekker, 2003; Woods & Shattuck, 2000). In the sweet spot, the limitations that rules impose on the autonomy of individual workers are in balance with the dynamics of risk in their workplace. Amalberti (2013) refers to this as the balance between controlled safety and managed safety:


	Controlled safety is imposed by regulations, rules and procedures. It follows the desire for standardization of technologies, behaviors and cultures. It comes at the cost of increased rigidity and workers who are less capable of adapting to surprises.

	Managed safety is based on the experience and expertise of the workers, which not only allows them to adapt any kind of guidance to local circumstances but also has developed in them a nuanced understanding of when to adapt, improvise and innovate their routines, and when not.



I have been flying the Boeing 737 for a while as a co-pilot. I learned very quickly that it makes no sense to vary the sequence of actions to start up the jet. Varying the order or timing or even substance of some of the actions would confuse the other pilot tremendously; it could result in a hung start, an overheated engine, a fire, or any other risky problem. So you learn the rules, you apply the rules, you don’t deviate. The sweet spot is full compliance: the rules and procedures have saturated the activity. And rightly so: sequences are invariant; the work is always the same. The risks are known, as are the ways to avoid them. Even deviations (e.g., starting engines when it is very cold outside, or without ground power available) are prescribed and rely on their own recipes that require full compliance. But when approaching a Mediterranean or North African airport in that same jet, without electronic navigation aids or meaningful air traffic control, it doesn’t work that way. The subtleties and variations in conditions are too great and unpredictable for there to be a detailed playbook. At one airport, you read the wind off the waves before making landfall; at another, you count three rocky outcroppings in the sea out from the runway to know how to line up for final approach. There are certain broad rules (fly the plane, keep the speed for how much wing flap you have selected), but otherwise the sweet spot is somewhere between controlled and managed safety. Safety on such an approach is controlled to some extent and then managed to an even greater one.

In 2001, Rene Amalberti grouped safety-critical activities into three broad categories (Amalberti, 2001). There were unsafe activities, he found, and safe ones, and ultra-safe ones. Working in an unsafe system, or participating in an unsafe activity, was associated with a one in a 1,000 chance of life-changing or fatal injury, or 10–3. A safe activity reduced that to one in 100,000 or 10–5. Ultra-safe activities exposed their participants to an infinitesimal one in 1,000,000 to 10,000,000 chance of death or life-changing injury, or 10–6 to 10–7. There are also activities that are even riskier than unsafe ones. That includes some forms of surgery (Amalberti, 2006). His examples and explanations were as follows:


	10–3 activities include mountain climbing, parachute jumping and some forms of private flying. There are some rules in these activities, or even a serious amount of regulation (like in private flying), but standardization of practices and equipment is typically lacking, and using safety precautions and following rules is still almost entirely up to the activity’s participant. These activities haven’t reached their sweet spot yet. They can increase safety by more rules, more compliance, more standardization, and a recording and broadcasting of lessons learnt.

	10–5 activities include charter flights in some parts of the world and certain forms of shipping. There are more rules and greater standardization of equipment and procedures. Incident reporting systems are typically set up and useful in identifying potential pathways to failure. The relationship between rules and risk in these activities is pretty much in a sweet spot. More of the same (more rules, more compliance, more standardization) might make parts of the system even safer, but not by much.

	10–6 activities include ageing and heavily regulated industries such as railways in Europe or scheduled airline operations in the developed world. These systems are way beyond their sweet spot. Beyond the sweet spot, more rules and more compulsion to comply no longer deliver additional safety. The European Aviation authorities, for example, still issue hundreds of new rules every year. But there is no noticeable increase in safety anymore.



Bureaucratic clutter

As Amalberti pointed out, rulemaking in ultra-safe systems (and perhaps in others too) is merely additive:


The rate of production of new guidance materials and rules in the European Joint Aviation Regulations is significantly increasing while the global aviation safety remains for years on a plateau at 10–6 (over 200 new policies/guidance/rules per year). Since nobody knows really what rules/materials are really linked to the final safety level, the system is purely additive, and old rules and guidance material are never cleaned up. No surprise, regulations become inapplicable sometimes, and aviation field players exhibit more and more violations in reaction to this increasing legal pressure.

(2001, p. 111)



New rules are added, but old ones are seldom taken out. There are no incentives to take anything out. In fact, there are probably bureaucratic incentives to keep the rules there and provide the apparatus for administering and monitoring them. And nobody wants to be the person who took out a rule that later turned out to be critical (or can somehow, in hindsight, be argued to have been critical). Thus, the bureaucracy of safety has become self-sustaining. The whole system of oversight in some safe activities may have become so complex and opaque that nobody can say exactly which rule accounts for which safety outcome any longer. Even though many would quickly claim that a good portion of the rules that govern their work and workplaces help create no safety whatsoever – they are merely there as a byproduct of bureaucracy itself, or there to manage someone’s liability.

Achieving unmanageable, impenetrable bureaucratic safety clutter was never the intention. But it has emerged the way it has, and most of us have to live with it every day. One way to try to improve the situation is by attacking clutter itself. Cleansing a rulemaking system, decluttering what it has produced and throwing out what is no longer needed are laudable and highly necessary initiatives. We will revisit them in the final chapter of the book and consider their many implications. But behind these rulemaking systems and their overwhelming products, there is something else altogether. Something much bigger. There are implicit assumptions we have made about governance, about who has the authority to tell whom what to do, about who enjoys coercive power and invites cynicism, grudging compliance in return. These, ultimately, are social and political questions. We have to turn to social and political concepts – of authority, modernism, anarchism – to make sense of where we are now, and how we can plot a way out of it. If we don’t take that deep dive and simply try to weed out bureaucratic clutter as if it is both cause and effect, then more bureaucratic clutter will spring forth as rapidly as before from a soil that has remained just as fertile.



Note



1
In the Upper Big Branch mine disaster in West Virginia in 2010, 29 miners died. And 29 miners also died in the Pike River mine disaster in New Zealand in 2010. The consistent number of fatalities despite behavioral interventions is clearly agnostic about geography.




2 We know what’s best for you

A few years ago, a station staff member in my current hometown noticed a smoldering cigarette butt on a railway sleeper next to the platform. She briefly blocked the track (for which she followed an existing procedure) and put the smolder out with a bucket of water. Trains were running again within a few minutes. Then she was stood down for failing to follow written safety instructions. Like many organizations around that time, the rail operator had adopted a ‘Take Five’ (or five-point) safety plan. When a worker faces a potentially risky task, the five points to be followed are these:


	1 Stop, look, walk around the task.

	2 Think about the task; have a clear plan.

	3 Identify and assess hazards that exist or that may be created by the task, and rate their risk levels.

	4 Control the risks and communicate.

	5 Do the task if risk is low, and keep a look-out for any changes.



In some organizations, these points need to be checked off on a little list, which workers keep in their pockets. The station staff member did not follow the steps or tick anything off on a list. She stopped a train from coming in, doused the smolder and got on with the business of running a station. Had she followed all the rules, she would have had to evacuate the entire station and call the fire brigade. Now she was at home, suspended for three weeks, as the events were investigated (Withey, 2009). A signal engineer said later that he was so disgusted by things like this that he was ready to resign. “This creates so much unnecessary extra risk,” he said. “Imagine all the sitting ducks [the non-moving trains] near the entrance to this station; and others are coming in from all over the network. You hope they respond to the signals. Delays rack up, tempers fray. There is much less risk in us going in for a short spell, fix the problem. What used to take five minutes is now taking up to 1.5 hours. It’s crazy.”


Who has the right to rule?

It all starts with the idea that somebody else knows better – that somebody else knows what is best for you and can expect you to act accordingly. This is formally known as ‘the right to rule’ and is never without controversy. Because who has the right to rule over whom, and how did they attain that right? Is it because they are smarter, richer, higher up in the organization, or because some authority (divine or secular) supposedly handed that right to them? When you are on the receiving end of someone else’s right to rule, then that someone else has created a standard and has amassed the means to (try to) impose and enforce it. This applies even if you actually do the work, and not that someone else. You are the one to put yourself at risk when you do that work. You see risk up close every day. You very likely know most of the pitfalls and error traps. Yet there’s someone out there who doesn’t do your job, but whose book says how you should do it: someone who has the power, the authority, to tell you that you’re doing your job wrong.

The arguments from political and legal philosophy around this are many, and they are complex and too huge for the purposes of this book. But let’s highlight a few things:


	When it comes to safety, the first argument is that of harm prevention. Harm prevention is, supposedly, the stated driver behind a checklist for putting out a smoldering cigarette butt and almost everything else in health and safety. Whoever has declared or appropriated the best way to prevent harm, gets to say.

	The second is the idea that you have an obligation as an employee or contractor to follow the rules of the organization for which you work. But does that apply even to rules that are evidently stupid or even unsafe?

	The third is the idea of representation – that is, are those who do the work adequately represented in defining how it is to be done? In top-down, bureaucratic organizations, those on the frontline, those who do the work, are not necessarily those who write the rules. Sure, they may be consulted, but that is often a ‘fig leaf’ rather than real ownership or representation.



These three aspects don’t cover it all, of course. But they might be a good way to break down the sometimes frustrating experience of someone coming in and telling you that you’re not doing your job right. Let’s start with harm prevention. English philosopher John Stuart Mill (1806–1873) contributed a lot to our thinking on liberty and liberalism, including an exploration of where the limits on liberty, if any, should be. Most people would agree with Mill that a state (or other authority) should be allowed to coerce you to behave in a certain way if that prevents you from harming others. The intentions, at some point, may have been good – as in: let’s rationally order your work, stop operations when there is obvious risk (like a cigarette butt), make a little checklist that you can follow. That way, we can make sure you take no unnecessary risks, nor create risks for those around you. In a workplace where customers or consumers mix with employees (like a station platform, as opposed to, say, a construction site), it probably makes sense to constrain your actions that might put unwitting customers and colleagues at greater risk. This can even make sense if the rules (like dealing with that cigarette butt) come not from the state but from the rail company.

But what about the risk of you harming yourself? To what extent should others have authority over protecting you from that? Can they tell you to wear a hard hat when walking from the bus to the gates of Paradise Camp? This can get tricky for any authority, particularly a state. Perhaps it is less tricky for the organization that employs or contracts you. After all, if you harm yourself while at work, you can turn around and blame the organization for not adequately protecting you. Even if you don’t do that, they might still lose you (temporarily) as a productive entity, and they might still have to pay you. That in turn gives the organization the right to coerce you to take certain measures that ensure such protection, like following that little checklist for dealing with a cigarette butt. The organization has that right because you have signed a contract with them, which specifies the conditions under which they employ (or contract) you and under which you work for them. If you don’t like those conditions, you should have brought it up earlier (as if that would help, by the way), or you should walk away from the job. You, supposedly, have that freedom.

But what if following the rule actually causes more harm? If the station staff member had followed all the company’s rules, a lot of harm would have been caused both to the rail company and to its customers – train delays, economic harm, inconveniences, missed meetings and school pickups, and lots more. There are, in other words, smarter ways not only to achieve the desired result (like taking that bucket and dousing the butt) but to significantly limit the harm that would be caused by following that one original harm-limiting rule. This is where things get really tricky for an organization and its employees. The harm-reducing rules that employees are coerced to follow must indeed not create more harm (even though most employers will say publicly that economic harm is a lower priority than safety … ). An important question is whether employees themselves were involved in writing and adopting the rule they are now being asked to follow. Work as it is imagined in the rules is almost never the work as it is actually done. So if workers weren’t involved in shaping the rule, then it is more likely that the rule can be unnecessary, silly, exaggerated, wrong or unfair. Should it still be followed then? And if employees have found better ways to prevent harm – whether to themselves, colleagues or customers – it becomes hard for an organization to legitimately use its authority to enforce a single way to prevent harm (‘use the checklist!’).

So who has the right to rule? A reasonable compromise is worded nicely by Joseph Raz. He talks about the need to be ruled (in this case to prevent harm) but also about the limits of the authority to rule – the duty to obey it is lessened when the rule no longer serves the needs and interests of the community it was intended for:


The right to rule is the result of a need to be ruled, a need arising from the needs of the community and its members, and from the community’s interest in developing common facilities and services and in improving the life of its members. Authority is only justified to the extent that it serves these needs and interests. We are duty bound to obey a legitimate authority because doing so is meant to serve best the needs and interests which authorities are there to serve.

(Raz, 1990, p. 5)



If these things make sense so far, then how is it that the original intentions diverge so radically from how stuff actually gets done – even how stuff gets done safely and effectively? How could things have become so ‘crazy’? For a considered answer, we need to turn to the history of bureaucracy, to the growing role of the state and to an ideology known as authoritarian high modernism. That sounds like a lot. Many would rather dismiss the craziness in the example above as ivory-tower incompetence, or corporate liability management, or indeed the irrational, ugly underbelly of bureaucracy itself. But we need to look at this in more detail to understand the basis for a reasonable alternative, for a way out. In other words, before we can understand how (and why) an anarchist would look at this problem, we need to understand how a state or corporation looks at it.


The state intervenes

For a long time, the ‘state’ – such as it was – didn’t care at all. The state, in fact, was largely absent. Or non-existent. You could maim or kill yourself at work without so much as a whimper of protest, compensation or rulemaking coming your way, or your employer’s or your family’s way. Until the eighteenth century, a state had neither the ambition nor the means to intervene in any meaningful way. It wasn’t interested in developing or imposing standards on how you behaved at work. A state had been largely a haphazardly deployed machine for extraction: extracting from its citizens things like labor, taxes, grain, military conscripts. The role of the state was to contribute to the wealth and power of its sovereign. Coercive power existed, for sure. But it wasn’t consistent or consistently applied. Nor was it directed at citizens for their own putative benefit. There was no finely mazed administrative grid to percolate into the details of the populace and their daily lives. With a few exceptions (e.g., the 1086 Doomsday Book),1 there were no systematic forms of corporate memory to store the information gathered from and about citizens, their lives, their work, their possessions. The state was looking out for its own best, not yours. In fact, everybody was looking out for their own best interest. It was, to quote a particularly dystopian take on the whole thing, a situation:


where every man is enemy to every man, without other security than what their own strength and their own invention shall furnish them withal. In such condition there is no place for industry, because the fruit thereof is uncertain: and consequently no culture of the earth; no navigation, nor use of the commodities that may be imported by sea; no commodious building; no instruments of moving and removing such things as require much force; no knowledge of the face of the earth; no account of time; no arts; no letters; no society; and which is worst of all, continual fear, and danger of violent death; and the life of man, solitary, poor, nasty, brutish, and short.

(Hobbes, 1651, p. 78)



The English philosopher Thomas Hobbes (1588–1679) is credited with foundational (and often quoted) political-philosophical insights in this area. He wondered what was necessary for humans to live together in a situation that is not one of perpetual uncertainty and unrest. Some sort of sovereign body, Hobbes believed, was necessary to make a better state. It could apply the laws and enforce the rules for the benefit of all. Hobbes knew both ancient and more recent history of states and sovereigns, so he understood the options. He also knew the pitfalls of sovereign control. He would not have foreseen the modern state, with its vast bureaucracies, even though many of his principles apply to it. The modern state owes its existence, broadly speaking, to the Enlightenment. In the late seventeenth and eighteenth centuries, a series of intellectual transformations swept Europe, inspired by thinkers and writers and scientists such as Descartes, Locke, Newton, Kant, Goethe, Voltaire, Rousseau and Adam Smith. Instead of relying on handed-down authority from Church or Crown, the Enlightenment emphasized individual reason as the way to find out about the world. With this new understanding of the value and capacities of the individual came a new realization of the role of the state. Louis XIV, king of France from 1643 to 1715, had once proclaimed that l’état, c’est moi (the state, that’s me). For Enlightenment thinkers, the state was not just the sovereign’s. It was a collective production. It was made by, and of, the people. As such, the state also had collective responsibilities for people. Naturally, it should develop the capabilities to live up to those responsibilities. Rationality, standardization and the application of state power led to a greater uniformity of laws, language and units of measurement. It led to public education, universal suffrage and many other innovations that we have come to associate with a modern state. With Enlightenment, the state started to care:


The idea that one of the central purposes of the state was the improvement of all the members of society – their health, skills and education, longevity, productivity, morals and family life – was quite novel. There was, of course, a direct connection between the old conception of the state and this new one. A state that improved its population’s skills, vigor, civic morals, and work habits would increase its tax base and field better armies; it was a policy that any enlightened sovereign must pursue. And yet, in the nineteenth century, the welfare of the population came increasingly to be seen, not merely as a means to national strength, but as an end in itself.

(Scott, 1998, p. 91)



The Enlightenment would eventually lead to the infiltration of the state into our lives, a thing we now tend to see as common sense, a thing we typically take for granted.

The perfect society

It is easy to argue that the state is actually a good thing. As said in the previous chapter, work has never been as safe as it has been over the past two decades. In general, life expectancy in developed countries has never been better (despite some recent variations with economic tides in certain demographics). Much, if not most of this, is due to the intervention of the state in how we live, how we work and more. For a state to increase its citizens’ welfare, it had to know about them. In a sense, Enlightenment led to the discovery of ‘society’ itself: society as an object that could be observed, investigated, studied, mapped, quantified and then transformed scientifically. In 1782, French Enlightenment thinker Marquis de Condorcet celebrated the idea he called “so sweet”: the improvement of people, through the discovery and mapping and perfection of society itself, all with the help of “those sciences, the object of which is man himself, the direct goal of which is the happiness of man” (Hacking, 1990, p. 38).


The scope of intervention was potentially endless. Society became an object that the state might manage and transform with a view toward perfecting it. A progressive nation-state would set about engineering its society according to the most advanced technical standards of the new moral sciences. The existing social order, which had been more or less taken by earlier states as a given, reproducing itself under the watchful eye of the state, was for the first time the subject of active management. It was possible to conceive of an artificial, engineered society designed, not by custom and historical accident, but according to conscious, rational, scientific criteria. Every nook and cranny of the social order might be improved upon: personal hygiene, diet, child rearing, housing, posture, recreation, family structure.

(Scott, 1998, p. 92)



And so, states and their institutions have done immeasurable good. Virtually all initiatives toward stronger governance and central control were motivated by desires to improve the lot of citizens, to offer assistance to those seeking protection or a chance at work or dignity. Much of it was always a counterforce against the darker side of human nature. Think of guaranteeing the rights of the weaker members of society, of safeguarding the institutions, processes and workings of a democracy and rule of law, or of the provision of essential services that the private sector could not be bothered with, or of which it would make a mercantilist, inequitable hash. Rational, equitable forms of social organization – whether sponsored by a state or other bureaucratic superstructures – promised emancipation and liberation from the arbitrariness of power and favoritism, and a level of protection from calamity. Rational modes of thinking, meanwhile, offered relief from the traps of myth, religion and superstition. From the Enlightenment onwards, the state began to play an important emancipatory and equalizing role, enabling human freedom rather than curtailing it. Contrast this with one particular strand of anarchism, extreme libertarianism, which tolerates or even encourages vast disparities in the distribution of wealth, opportunity and resources. This makes a mockery of freedom. It leads to monstrous examples of the less well-off having to make intolerable sacrifices about their health, their lives or that of their family and children.

The pursuit of perfection and its derailment

State intervention pursued the explicit goal of retooling the social and moral order of society. Trying to make things ‘perfect,’ however, raises the question of what perfect means, and to whom. In some cases, state interventions to create a perfect society have derailed into monstrous forms of oppression, discrimination and outright slaughter. The United States of the 1920s offers two powerful examples. In June 1927, 43-year-old businessman Wilson B. Hickox poured himself a drink in the Roosevelt Hotel in New York after a night on the town. Not much later, he was dying – slowly, wretchedly and probably frightened and bewildered, all while convulsing on the floor of his hotel room. He never made it out alive (Bryson, 2013). Hickox’s death was one of the most radical outcomes of Prohibition: the banning by law of the manufacture and sale of alcohol in the United States between 1920 and 1933. A moral, and moralizing, impetus had been behind it from the very start. It was led by a certain Wayne Wheeler—a man of evangelical zeal. Born in 1869, he grew up on a farm in Ohio, where one day he was carelessly speared in the leg with a pitchfork by an inebriated farm hand. He became superintendent of the Ohio Anti-Saloon League (or ASL) and was able to drive the governor (who was not a prohibitionist) from office. Drinking, he argued, was responsible for all ills in society: from unwanted pregnancy to poverty, broken marriages, disease, lost earnings and more. Wheeler proceeded to replicate his Ohio success with other politicians – using blackmail, private investigators and massive propaganda – and before long, politicians across America learned to either embrace Wheeler and the ASL, or lose office. The conditions for this had been in the making for a while. The temperance movement in the United States got a big boost from the Great War: Germans were overwhelmingly active in the brewing trade, and outlawing their products was seen as a patriotic thing to do. Not long after the Great War, many states were already completely ‘dry.’ It was possible to plot a route from east to west across the country and not have legal access to alcohol anywhere – you just had to avoid the cities.

Prohibition shut down the fifth-largest industry in the United States, took some $2 billion from legitimate interests and handed it to criminal enterprises, seduced many into corruption, made criminals of honest people, and actually led to an increase in alcohol consumption. The year that Hickox died, New York had some 32,000 drinking establishments (often under more innocent guises or names such as ‘Speakeasies’), double the city’s pre-Prohibition total. The federal government lost some $500 million in tax revenue each year, nearly a tenth of national income. But the farthest-reaching state intervention under Prohibition must have been the large-scale poisoning of alcohol. The problem of Prohibition was that alcohol is not only used for drinking. It has an immense array of industrial and medical applications (from manufacturing paint thinners to antiseptics, lotions, etc.). In the 1920s, an estimated 200 million liters of industrial alcohol got diverted into bootlegged drinks each year. The 1919 Volstead Act (probably written mostly by Wheeler, but named after the man who happened to be the chair of the House Judiciary Committee) was aimed at this problem, designed to “prohibit intoxicating beverages, and to regulate the manufacture, production, use, and sale of high-proof spirits for other than beverage purposes, and to insure an ample supply of alcohol and promote its use in scientific research and in the development of fuel, dye and other lawful industries” (p. 188). To make the ban as total as possible, ‘high-proof’ was designated as anything that had an alcoholic content of more than 0.5%. This even outlawed Sauerkraut. To make industrial alcohol unattractive for drinking, or plainly scary, the government decided to ‘denature’ it by adding mercury or strychnine. Strychnine is a bitter and highly poisonous compound that comes from a plant. It is an alkaloid like morphine or quinine, and has pronounced physiological effects on people. Strychnine is used as a pesticide, particularly for killing small vertebrates like rats. This is what Hickox drank in his hotel room. Well-to-do businessmen like Hickox were usually able to quality-assure their supply (hence Al Capone’s loyal customer base), but not this time. And he wasn’t alone. By one account, 11,700 Americans were killed by their own government by drinking poisoned alcohol in 1927 alone (Root & De Rochemont, 1981).

If drinkers, degenerates and law-breakers could be contained this way at the back-end of their lives, then it was also possible even before life began. The 1920s saw an acceleration of governments’ ability to take a measure of the human condition. One of the important measures was, supposedly, intelligence. Hereditary ‘feeble-mindedness’ was seen as a serious problem and as a moral and economic threat to the country. The intelligence test developed by Binet and Simon soon became deployed in ways that its originators had warned against. Binet believed that intelligence was very complex, influenced by many factors that were not inherent in the person or not under their control. Intelligence should never be collapsed into one entity, he had argued, and only part of it could be explained on the basis of hereditary factors. For sure, Binet said, genetics might impose some upper limits on intelligence. But there was usually plenty of room for improvement and development with the right kind of education and exposure. Binet had observed that even children who were years behind their age level could catch up and prove smarter than most later on in life. He feared that a test and its numeric output could bias the environment (particularly teachers) into adapting the approach and prematurely giving up on certain children or people, making the judgment of low achievement self-fulfilling. Many ignored Binet’s warnings. In 1911, William Stern developed the intelligence quotient (IQ), which would later by used by US psychologists for the development of IQ tests. (Stern himself had to flee Nazi persecution and ended up teaching at Duke in the United States until his death in 1938.) Charles Spearman (1863–1945), an English psychologist who was a pioneer of factor analysis and the creator of the Spearman correlation coefficient, believed that general intelligence was real, unitary and inherited – quite to the contrary of Binet.

In the United States, Henry Goddard (1866–1957) went much further. A prominent psychologist and eugenicist, Goddard translated the Binet and Simon test into English in 1908 and proposed a system for classifying people with mental retardation. He introduced terms that remained common in the field for many years afterward:


	Idiot – IQ between 0 and 25

	Imbecile – IQ between 26 and 50

	Moron – IQ between 51 and 70



Even relatively gifted morons, Goddard decided, were unfit for society. The next step in his thinking – and in the state intervention it inspired – was as logical as sinister. These people, Goddard argued, should be removed through either institutionalization, sterilization or both. One of his famous studies into ‘feeble-mindedness’ concerned a New Jersey family, the Kallikaks, which had descended from a single Revolutionary War soldier. A dalliance with a feeble-minded barmaid on the way back from battle, Goddard found out, had led to an entire family branch of poor, insane, delinquent and mentally retarded offspring. Goddard’s 1912 book about it was a tremendous success and went through multiple print runs. In 1913, Goddard established an intelligence testing program on Ellis Island, with the purpose of screening immigrants for feeble-mindedness. Goddard’s tests were applied only to those who were traveling steerage, and not those who came by first or second class. His testers found up to 40% or 50% of immigrants to be feeble-minded. They were often immediately deported. Some countries or groups were thought to bring more feeble-minded applicants to US shores, including Jews, Hungarians, Italians and Russians (Goddard, 1914). Of course the tests were in English. Not to mention that those traveling steerage had just endured a grueling journey, followed by the miserable bureaucracy of processing at Ellis Island.

Goddard, together with US scientists Francis Galton and Lewis Terman, thought there was a close connection between feeble-mindedness and criminality. Intervening in the presence of feeble-minded people in society, or their ability to procreate, was seen as a good next step. Galton coined the term ‘eugenics,’ the policy of intentionally breeding human beings according to some standard(s). States were recommended to institute programs of sterilization to manage the problem. Many did. In 1927, the Supreme Court weighed in, deciding that compulsory sterilization of the unfit was consistent with the US Constitution. Writing for the majority, Oliver Wendell Holmes endorsed eugenics:


It is better for all the world, if instead of waiting to execute degenerate offspring for crime, or to let them starve for their imbecility, society can prevent those who are manifestly unfit from continuing their kind. The principle that sustains compulsory vaccination is broad enough to cover cutting the Fallopian tubes. Three generations of imbeciles are enough.

(Supreme Court Buck v. Bell, 274 US 200, 1927)



Thirty-three states adopted statutes for compulsory sterilization, and some 65,000 American citizens were affected. Such was the mindset in the first decades of the twentieth century. Some people were deemed ‘fit’ or deserving to be in society (or in a workplace). Others were not. Whether persons were ‘fit’ was increasingly measurable through a variety of tests that determined their suitability, and through statistical data that determined their history of performance in a workplace or elsewhere. The characteristics that determined whether someone was ‘fit’ or not were generally believed to be hereditary and fixed (though recall that Binet, among others, had voiced a different opinion). Interestingly, to this day, the US Supreme Court has not yet reversed its 1927 decision.

By intervening in society as if it were an object to be transformed and bettered, the state was not just aiming to drive social, economic and moral progress. It was also trying to design and shape social life so as to minimize the friction created by progress. Intoxicants like alcohol had to be removed, as had the feeble-minded elements that would pollute the societal gene pool or create a criminal or complacent drag on otherwise productive citizens. Prohibition and eugenics aimed to do just that (as would beneficent investments in public hygiene, education and population health). These state interventions also supplied a more regular, healthy and capable working population for a rapidly industrializing nation. The knock-on effects for standardization, measurement and bureaucratization were immense. Improved hygiene required cleaner, more controllable and standardized living quarters. This, in turn, would be facilitated if family size was itself standardized – which, again in turn, made public education feasible because class sizes became manageable. It all interlocked, amounting to a utopian vision of a perfectly designable society.


The corporation intervenes, too

It wasn’t just the state that intervened. In both Prohibition and eugenics, powerful private and civic interest groups were intertwined with the shaping of government regulations and interventions. Sometimes corporations themselves did most of it. Ford’s notorious ‘sociological department’ counts as a strong and well-documented example. It aimed to supply to Ford a more regular, healthy and capable working population. Standardization was an important aspect of this. At times, two-thirds of Ford’s employees were recent immigrants: not being able to speak English could be injurious or even fatal on the factory floor. The pursuit of standardization, both real and symbolic, went very far, though. The graduation ceremony of Ford’s much celebrated English school program was not just a handing out of certificates: it was a fully fledged baptism as a standardized American (though it wasn’t officially a citizenship ceremony, even if Ford’s school certificate helped in qualifying for it). The Ford museum recounts how graduates from Ford’s school would first appear in dress reminiscent of their native lands and then step into a massive stage-prop melting pot (which it even read on the side: American Melting Pot). After a quick change out of sight of the audience, the graduates would emerge wearing ‘American’ suits and hats, waving American flags. The impurities of foreignness had been burnt off in the cauldron; the spiritual smelting process had turned them into 100% standardized Americans.

Ford’s sociological department took its remit more seriously than any state had so far. It went after any behavior deemed ‘derogatory to good physical manhood or moral character.’ Beginning with some 50 ‘investigators,’ it swelled to 200 inspectors who were tasked with examining Ford employees’ private lives. This included their diet, their hygiene, their religion, their personal finances, their recreational habits, their morals. People could be ordered to tidy their yards, to do their laundry more often, to change their sex lives, to clean their houses, to switch to other foods, to increase their savings – in short, to abandon or adopt any practice that a Ford inspector deemed important. It went without saying that continued employment depended on demonstrable compliance. If you didn’t live up to the inspector’s standards, then you’d be blacklisted and your prospects for promotion or advancement would vanish. Your pay would be cut back by more than half, and, if that still didn’t get through, then you’d be fired inside of six months. At one time, even those who wanted to buy a Ford needed to show, or tell, the salesman that they were married and had a proper family. What is perhaps most remarkable about all of this is how unremarkable it was at the time. Ford’s totalizing intrusion into the lives of his workers was mostly experienced as necessary, self-evident, beneficent, legal and just. This can be true for the sinister or silly rules of any time, of course (including ours): they tend to ‘normalize.’ Until new insights gain ground. They did, even in Ford himself, later in the 1920s. By then he had concluded that having all those lawyers and investigators and doctors checking on his workforce to ensure maximum standardization and productivity actually hurt his overall productivity, as these staff members were themselves not productive (and pretty expensive to begin with). Paternalism has no place in industry, Ford concluded in 1922: welfare work that consists in prying into employees’ private concerns was out of date.

But it doesn’t mean that paternalism is dead. Industry today is full of its own versions of it. Naim (2013) traces this back to the very structure of a corporation and the way responsibilities and accountabilities are distributed inside of it:


Corporations are not democratic institutions. In an environment where decisions about resources, prices, procurement, and personnel are made every minute and show up in the bottom line, there needs to be a place where ultimate accountability, credit and blame rest. The title chief executive officer suggests orders, discipline, and leadership.

(p. 163)



Such orders and discipline are still not untypical of corporations today, in part for this reason. If Ford’s paternalistic intervention in the social and moral lives of his employees now seems unreasonably meddlesome, then we have perhaps not looked critically at the requirements for Paradise Camp workers to wear steel-capped boots to the shower, to clip on a fall-arresting harness when clambering into the tennis umpire chair, to stop making noise at 9 pm and to drink no more than four light beers. None of those social and moral regulations come from a state. They are all created and enforced by the company itself. Ford may have gone a tad farther, for sure. But in spirit, he would have found himself right at home among the paternalistic rules of Paradise Camp.



Note



1
The Doomsday Book was the result of a ‘Great Survey’ conducted on behalf of King William the Conqueror in 1086. Assessors were sent out into shires all over England to learn how much each landholder had in land and in livestock, and how much it was worth. Its main purpose was to determine what taxes were owed to the king. The nickname Doomsday Book was given to the record of the survey in an allusion to the Lord’s final judgment, because conclusions drawn and noted down by assessors were typically strict and could not be appealed. It would take until 1873, well past the Enlightenment, for Britain to attempt another such survey of landed property.




3 Authoritarian high modernism

Now of course, the goal of all the interventions in the previous chapter – whatever their provenance – may arguably be edifying, virtuous, decent, wholesome. But they represent a vision with a decidedly dystopian undertone. Social engineering by a state, or a corporation, is inherently authoritarian. And it inherently discounts or disdains anything that falls outside the frame it has constructed for what is right or good. Instead of a multitude of sources and inspirations for change and innovation, there is one: a central planning authority (or ‘sociological department’). Instead of a colorful and rich multitude of norms and values, there is one, imposed by the state or the corporation. The ideology that has driven state (and corporate) intervention to help us perfect our lives has a name – authoritarian high modernism:


	Modernism encompasses the widespread and far-reaching transformations in Western society in the late nineteenth and twentieth centuries. Industrialization and urbanization gave rise to a new confidence in the power of rationality, planning, measurement and science. It brought with it a slew of socio-cultural norms for how and where to live, whom to listen to, what to learn, how to work, what to expect from life.

	What makes modernism high is the esteem it holds for its own principles, ethics and aesthetics, and its strong belief in scientific and technical progress. What makes it authoritarian is its unrelenting commitment to the administrative, bureaucratic, top-down ordering of society.



Authoritarian high modernism believes that every aspect of our lives and work can be improved with rational planning, with better techniques and more science. Authoritarian high modernism has a sweeping vision for how standardization and control are keys to the success of modernism. If we are to apply the benefits of technical and scientific insight, then we need standardization and control. This in turn requires careful measurement, ordering, mapping, surveillance and tracking. The authoritarian high-modernist vision truly believes in its own ethic and its own good. It considers itself the superior model for getting things done. As Naim (2013) defends it (and argues against anything resembling anarchism):


A world where players have enough power to block everyone else’s initiatives but no one has the power to impose its preferred course of action is a world where decisions are not taken, taken too late, or watered down to the point of ineffectiveness. Without the predictability and stability that come with generally accepted rules and authorities, even the most free-spirited creators will lack the ability to lead fulfilling lives.

(p. 18)



He goes on to lament the erosion of strong centers of power and control, which comes from more distributed, horizontal, participative models of decision making:


Decades of knowledge and experience accumulated by [bureaucracies] face the threat of dissipation. And the more slippery power becomes, the more our lives become governed by short-term incentives and fears, and the less we can chart our actions and plan for the future.

(Ibid.)



You can perhaps recognize the self-confidence of authoritarian high modernists as they express such beliefs. Turn away from remarks, and you can also see confident modernism in its strong visual aesthetic. Bureaucratic head offices typically take on an imposing posture and seek out prominent places in prominent cities if they can at all help it. Sometimes they name the street they are located on after the company itself and then put head office on number 1. And think of the square features of modernist architecture, or the uniformity and symmetry of large-scale agriculture. Think of the straight lines of modernist cities (e.g., Brasilia) or buildings, or the vision of a modern hospital ward: there is to be none of the messiness of beds along corridor walls, medicine cabinets with doors hanging open or bed covers of a different kind or color. The notion of an idealized, predictable design is part of the authoritarian high-modernist impulse to create a ‘clean slate’ approach to the problems it encounters. Nothing has been there before (or at least nothing that is worth preserving), so everything needs to be constructed from the ground up. This is literally true for a city like Brasilia, but also for town centers in Europe that got their modernist make-over in the 1960s.

The authoritarian high modernism vision gets applied to the management of risk as well. It shows up, for example, in checklists and procedures associated with safety. You can see the aesthetic in the linear format of a checklist or flow-charted clinical guidelines or a take-five time-out. The assumption is that nothing preceded these modernist workplace interventions. The assumption is that people didn’t have reliable ways of checking or risk assessing a task, and so the authoritarian centrally governed intervention was both necessary and original. Authoritarian high modernism drives organizations to control worker safety and wellbeing like nineteenth-century states once tried to better entire societies. Standardization, measurement and compliance are key to this.


Standardization, central control and synoptic legibility

For an authoritarian high-modernist intervention in society, or in the lives of workers, to work at all, it requires three things:1


	A standard. A standard is a norm, an expectation to which everybody (to whom it is applicable) should conform. Historically, as authoritarian high modernism became dominant, there had to be an ideal ‘number’ of any characteristic a society should achieve. How large a proportion of its children should be literate, for example, and by which age? And when could they start participating in the workforce? A standard both needed and enabled measurement of these properties of the social order.

	Central control. The ability to achieve these measurable standards depended on central control over the levers that made it so. Authority was needed to compel people to start behaving toward a standard, to ‘measure up.’ Compulsory school education was an example. After all, these were not just wishes or preferences for a perfect society. They were set goals for social engineering: directed and enforced from the center.

	Synoptic legibility. To make monitoring of standard achievement possible, society, in all its colorful complexity, needed to become legible. This required a synoptic view – a view that afforded the state, or any authority, a standardized summary of a particular characteristic. Standardized testing in its public education system, for example, allowed it to measure the achievement of literacy goals (Scott, 1998).



Here is a brief example of how the interplay between these three creates the perfect modernist model of society. The French public education system of the nineteenth century was an achieved embodiment of all three (at least if you were male). It had acquired standards, was organized around central control, and imposed synoptic legibility onto the whole education system. The “minister of education could pride himself, just by looking at his watch, which page of Virgil all schoolboys of the Empire were annotating at that exact moment” (Scott, 1998, p. 219). Education had become organized around a standard (e.g., the reading of Virgil, and exact instructions for how and when to read what), which was controlled centrally (by the Ministry of Education in Paris, the capital) and synoptically legible (all the minister needed to do was look at his watch on a particular day and he knew what was going on in every classroom). Formalization and the imposition of punctuality and discipline: these were the unmistakable boot prints of state intervention – achieved and enforced through standardization, central control and synoptic legibility. Today, whether you work in a commercial organization or any other organization – your work is tracked, designed, driven and presumably kept safe by these three pillars. Let’s look at its historical impulses in more detail and see what kind of trouble the ideas can run into.

Die Vermessung der Welt

Where did the idea of a standard, of a single normative view of society, come from? It came not just from a state’s ideology or desire imposed from the top-down. Instead, it often arose apolitically, bottom-up, from the disinterested measurement of society itself. Measurement, particularly on a large scale, had been a byproduct of the scientific and industrial revolutions. The ability to produce statistical knowledge, and make sense of data, resulted from its mathematical advances. For example, at the tender age of 18, Carl Friedrich Gauss (1777–1855) had figured out the basis for modern mathematical statistics, including the ‘normal’ or Gaussian distribution. A contemporary of his, Alexander von Humboldt (1769–1859), was a natural scientist and adventurer who established geography as an empirical science. This involved global exploration and, more importantly, a lot of measurement. He mostly did this himself, on many journeys to Europe, South America and Russia. Nothing quantifiable escaped measurement by him. His field research extended into physics, chemistry, geology, climatology, astronomy and botany. Humboldt is said to be one of the first who really set out to ‘measure the world’ (Kehlmann, 2005). A slightly later English counterpart was Francis Galton (1822–1911), a first cousin of Charles Darwin. Able to read at the mere age of 2, Galton went to medical school in Oxford at 16. Like Humboldt, he had a penchant for measuring everything. He even measured the behinds of women he encountered in his travels in Africa. Abiding by the Victorian norms of the time, he of course had to do this from a distance, by means of triangulation. His interest in measurement led to his invention of the weather map, which included highs, lows and fronts – all terms he introduced.

Through these efforts, society gradually became an object of interest and control itself. It too had become the object of mapping and measuring. This could always be done better, in greater detail, and extended to new areas. Age profile, occupation, fertility, family size, gender, literacy, property ownership, criminality and deviance – the social order of people and their lives could be mapped and measured in a multitude of ways. And gathering the data was not just the goal. It was the means to achieving other outcomes, better outcomes for society itself. Figures gathered on society’s many characteristics became a basis for state intervention. For an objective, scientifically informed and increasingly secular state to know what was best for its population, it couldn’t just impose an ideological point of view of what was good or bad. Rather, it was necessary for the state to know what society’s characteristic was on average, what was normal. That which had first been a statistical ‘average’ taken from measurements morphed into the Gaussian ‘normal.’ And from ‘normal,’ it was a small step to define the ‘normative,’ to be achieved by social engineering (Hacking, 1990). A city, for example, could be given a particular ‘budget’ of infant deaths that should be not be exceeded, or children’s literacy rates that should be achieved. It was a norm, originally produced by its own or some other society’s average, to which it could then be held.


Workers are dumb; managers and bureaucrats are smart

The growth of standardization, surveillance and central control can also be seen in the private sector. One major, early embrace – and perhaps the best known – is ‘scientific management,’ also known as Taylorism. Frederick Winslow Taylor (1856–1915) and his contemporary Frank Gilbreth’s innovation was to study work processes ‘scientifically’ (by, e.g., time-and-motion studies). How was work performed, and how could its efficiency be improved? What was the standard to which workers could be expected to perform? Although there were substantial philosophical differences between the two men, both had backgrounds in engineering (mechanical and industrial). Both Taylor and Gilbreth realized that just making people work as hard as they could was not as efficient as optimizing the way the work was done. Careful scientific study could not only identify the minimum chunks of labor that any task could be reduced to but also help specify the required skill levels and expected or possible workloads at each station or on each line. Early experiments with bricklaying and loading pig iron (oblong blocks of crude iron obtained from a smelting furnace) showed initial success: by analyzing, reducing and then redistributing micro-tasks, efficiencies in laying the bricks and loading the iron went up dramatically. By calculating the time needed for the component elements of a task, Taylor could develop the ‘best’ way to complete that task. This ‘one best’ standard allowed him, in proto-behaviorist fashion, to promote the idea of ‘a fair day’s pay for a fair day’s work.’ This in itself might have aided the efficiency increases: if a worker didn’t achieve enough in a day, he didn’t deserve to be paid as much as another worker who was more productive. Scientific management made those productivity differences between workers more visible and thus a better target for monetary incentives.

What were the principles of scientific management? Taylor actually did not consistently apply a fixed number or order. It might not have fit his argument or writing style, and his thinking would have evolved over time as well. But here are some of the most important principles (Hales, 2013):


	All work can and should be systematically observed, measured, tabulated and analyzed. The aim is to identify the optimum sequence and pace and to eliminate all the unnecessary elements and movements. Work can be reduced to its absolute minimum required components and movements.

	There needs to be a clear functional division between managers who manage and workers who carry out the work. Job design and job execution need to be separated. Managers and planners were to use their knowledge to plan, coordinate and control how work was done. Workers just needed to do the work.

	For each task, there is one best method that is derived with the scientific method by managers and planners. Consistent and uniform compliance of workers with this one best method will lead to predictable and efficient results.

	Scientifically analyzed and composed work needs to be done by scientifically selected workers, so that their strengths match up to an optimum allocation of work. In fact, Taylor so believed in individual worker differences that he encouraged managers to first get their hands on ‘first-class men’ capable of sustained effort and a willingness to carry out instructions in detail and only then link pay rates to performance.



Taylor is generally regarded as a great believer in his own ideas and in the moral superiority of those ideas. Greater organizational performance and cost efficiency were key. Yet for him, these ideas stood to benefit not just managers or factory owners or corporations or the nation but also individual workers. Through doing a simple and tightly defined task, and doing it well, a worker could become what Taylor advertised in 1911 as ‘a high class man.’ This sounded seductively like climbing the societal ladder, but it simply meant that this worker could earn more than his peers (C. Evans & Holmes, 2013). It also meant that power shifted from the craftsman and practitioner to the planner, manager and bureaucrat:


… involved several fundamental changes in work. Skilled craft work was decomposed into smaller, simpler jobs (production work) that could be done by less capable workers (who were coincidentally less likely to be members of a powerful guild). Workers moved one step back from work, in that instead of producing an artefact or service directly, they controlled machines that produced it. (Later, another step back would be taken with the introduction of automation, where workers now monitor computers that control machines that do the work). The planning and organization of work was separated from its execution, leading to the rise of a bureaucratic, managerial class. Workers noted that income and status were increasingly associated with management rather than production, however skilled, and so intelligence and experience migrated from the front lines to the offices.

(Wears & Hunte, 2014, p. 51)



Taylorism embodied the modernist idea of humans as machines, as “locomotives capable of working” (Billings, 1997, p. 58), governed by those who make professional management their careers – who probably never did the work themselves, nor would really understand it if they did. This ‘managerialism’ is both needed and enabled by a standardized world, because standardized processes need designing, monitoring, following up. Authority is vested in experts who plan (rather than execute) work, and workers are essentially not given the option to resist the imposition of rules and behavioral expectations (wearing of hard hats on a flat, open field with no structures above, or undergoing safety accreditation before going out in one’s own boat to rescue others in a flood). And it is not just an American phenomenon:


This productivism had at least two distinct lineages, one of them North American, and the other European… . The European tradition of ‘energetics’ which focused on questions of motion, fatigue, measured rest, rational hygiene, and nutrition, also treated the worker notionally as a machine, albeit a machine that must be well fed and kept in good working order. In place of workers, there was an abstract, standardized worker with uniform physical capacities and needs. Seen initially as a way of increasing wartime efficiency at the front and in industry, the Kaiser Wilhelm Institut für Arbeitsphysiologie, like Taylorism, was based on a scheme to rationalize the body.

(Scott, 1998, pp. 98–99)



And the embrace of standardization and measurement was not just a Western phenomenon either. Authoritarian high modernism and its accompanying bureaucracy was, in the words of Scott, politically promiscuous. States both on the left and on the right of the political spectrum felt strongly attracted to the positive inducements of massive state intervention and a centralized ordering of society. Lenin, for example, was deeply impressed with the achievements of German industrial mobilization. Even before the October 1917 revolution, he had come to see it as the ultimate in large-scale techniques, planning and organization (Scott, 1998). Lenin was determined to use this as the blueprint for the new Soviet Union. He and his economic advisors drew directly from German planning of production – including agricultural production. It was to be applied to the whole Soviet economy. Ironically, Lenin had also turned to Taylorism, which not long before he had condemned as the scientific extortion of sweat and as the subtle brutality of bourgeois exploitation. By 1917, however, he had become an ardent promoter of the systematic control of production it offered his socialism. Lenin praised Taylorism’s


great scientific achievements in the fields of analyzing mechanical motions during work, the elimination of superfluous and awkward motions, the working out of correct methods of work, the introduction of the best system of accounting and control, … the principle of discipline, organization, and harmonious cooperation based upon the most modern, mechanized industry… . The Soviet Republic must at all costs adopt all that is valuable in the achievements of science and technology in this field. We must organize in Russia the study and teaching of the Taylor system and systematically try it out and adapt it to our purposes.

(Ibid., pp. 100–101)



From the turn of the twentieth century, human work became seen as a mechanical system. This system could be pulled apart by specialist planners and put together again in ways that optimized energy transfers (by motion and the physics of manual work) so as to maximize output and production. Labor was decomposed, or isolated, into smaller problems to be solved mechanically. It was a conceptualization of the human that invited engineering and science to come in and solve those problems. Work was not a question of somebody’s aspirations, of self-actualization, of fulfillment. Rather, it was a matter of practical mechanics. Seen through the eyes of Taylor, Lenin and European energetics, physiology and technology had become coincident. Both could be improved with the same technocratic, engineering and scientific means. Psychology was irrelevant, as far as it wasn’t concerned with optimizing behaviorist input-output relations and rewards and sanctions that accelerated production even more. During the twentieth century, the managerial, measurement-driven infiltration of work spread into sectors that were not industrial or production-oriented, giving pre-eminence to managers and planners and their way of thinking and speaking – over those who do the actual work on the sharp end and speak its vernacular:


It is the rise to dominance of professional managers who are the new unassailable masters of every kind of institution. Middle-class professionals in, say, public health, environment planning, schools and universities, and the social services have found themselves subjected to the same kind of managerial Newspeak that used to outrage working-class trade unionists. Mastery of its grotesque jargon has become the prerequisite for appointment and promotion throughout the job market, except in the submerged economy of hard repetitive work.

(Ward, 2004, p. 30)



To be sure, the commodification of labor wasn’t Taylor’s invention, nor was it necessarily a modern or industrial innovation. Sea-faring nations in the eighteenth century – particularly England, the Netherlands, France – whose trade in colonial goods and slaves was driven by merchant capitalists, realized that maximizing profits hinged on creating, organizing and disciplining their ‘labor force.’ They had to ensure a steady supply and maintenance of maritime labor, against a background of often challenging demographic and political conditions, occupational hazards and disease. “Gradually the seaman’s labor became a ‘thing,’ a commodity, to be calculated into an equation with other things: capital, land, markets, other commodities” (Rediker, 1987, p. 75). One of the aspects was an early separation of workers into ‘thinkers/planners’ and ‘doers’: a separation of mental and manual labor that systematically predated Taylor by almost two centuries. Masters and mates specialized in navigation and planning the journeys, and they would often specialize in particular trade routes, cargoes and regionally specific business methods. Manual labor was left to a couple of dozen men under the command of others. High mortality rates onboard, however, nuanced the clear separation, as the perils of life at sea made it inadvisable for knowledge of navigation to be locked up in only a few perishable people on the ship. And in more menial jobs and chores, too, people needed to be able to pick up the work of others. Work onboard was varied and collaborative and often coordinated horizontally despite the strict, graded hierarchy that could contain as many as six different ranks in a crew of 12 (Rediker, 1987).

Taylor or his European counterparts may not have anticipated the consequences of how far they took these insights, although they were always quite strident about the rectitude of their ideas. In fact, Taylor was reputedly genuinely surprised at the resistance that his ideas generated. He had not foreseen (or had perhaps no way to see or interpret) how his work dehumanized labor, how the eradication of worker initiative, of local expertise and craftsmanship, not only brought efficiency but also hollowed out the meaning of work. The immense personnel turnover in major factories like Ford’s bewildered him. Did he not bring those people a crisper, cleaner, more standardized and predictable world? Henry Ford had to go to great lengths to ‘bribe’ his workers to stay, making the radical move of offering a $5 a day wage. This had the added benefit that his workers could now afford to buy the cars they produced, thus increasing the size of Ford’s market.

Centralized control

In 1745, a French aristocrat and commercial administrator by the name of Vincent de Gournay is said to have coined the term ‘bureaucracy.’ The phenomenon, of course, had been around for a long time already. Germs of modern bureaucracy are easily traced to ancient systems of government in China, Egypt, Rome and medieval Florence. Rome is the historical epitome of a strong center, from which a huge empire was governed. Bureaucratic control, through the professionalization of a state workforce, and standardization and measurement, was one of the main instruments. Similarly, Napoleon saw centralization and professionalization of governance as a good thing, as did the slightly later rulers of Meiji-era Japan. Their ministry of industry in the 1870s was meant to re-engineer society and catch up with the West. Colonies were also largely controlled by bureaucracy: the Indian Civil Service being one huge example. After independence, it would continue its life as the Indian Administrative Service, a much-coveted employer.

Standardization and bureaucratization through scale enlargement happened in commercial and economic life too. In the mere decade between 1895 and 1904, no fewer than 1,800 small firms disappeared in the United States in a wave of mergers, acquisitions and consolidation. By the end of that decade, 28 firms controlled more than four-fifths of the production in their chosen industry. Bureaucracy both enabled and flourished on the back of this scaling-up. It gave birth not just to management as a profession in itself but to unrelenting managerialism: the belief that we can best rely on centralized supervisors or other authority figures to plan and administer any activity. Hierarchical, multi-unit, administratively run firms with centralized top-down control as a species had not existed before 1840. From the end of the nineteenth century, they dominated the way work was organized and executed. Standardization and centralized control was key, readily recognizable in Taylor’s scientific management of the production line.

World War I was the great catalyst for the supremacy of bureaucracy. The mass recruitment and mobilization of millions of human beings, and millions of tons of materiel, required managerial innovations that unto then had not seen a battlefield. The thing that could make the difference in a largely stalled trench front was the superiority of artillery and other firepower. The supply of ammunition and men to shoot it (as well as men to shoot it at, depending on what side you were on) hinged critically on bureaucratic organization. Narrow-gage railroads were built in quick-time to reach the front lines, feeding ever more soldiers into the grind and unwittingly but actively contributing to unprecedented industrial-scale slaughter. The French production of 75-millimeter artillery shells was another example. Prewar planners had set a production goal of 12,000 shells per day, but demand soon outstripped their plans. Production eventually reached 200,000 shells per day. By 1918, French munitions plants alone employed 1.7 million men, women and youths (including prisoners of war, disabled veterans and conscripted foreigners).


The bureaucratic superstructure

Bureaucratic superstructures were necessary to administer it all. These bureaucracies of bureaucracy emerged as dominant forces in every combatant nation. Troops would not have been available, in position or equipped to sustain the killing for so long without the nested and increasingly intertwined bureaucracies that produced their ordinance; that built railways, bulwarks and trenches; that recruited, trained and fed soldiers; that installed machine gun nests, telegraph lines and landmines. Without modernist bureaucratic superstructures to govern and keep feeding it, the super-sized carnage of the Great War would have been automatically limited. Combatant nations would have exhausted their supply and industrial base a lot earlier. And bureaucracy did something else as well – rendering this war a most faceless one. Success and failure was measured and tracked bureaucratically, through numbers of casualties incurred on that day or the yards in territory gained on the other party. Consider British General Douglas Haig’s failed push against the Germans on the Somme in August 2014. When that battle ended, 600,000 allied soldiers were lost, for the gain of 10 miles of terrain. The local human face of all the carnage, as well as the ability of local officers to adapt to opportunities as they opened up before them in the field, was lost in the synoptic, centrally controlled apparatus governed from the center by Haig.

Though the French were able to mass produce at a scale that sustained their war effort, German economic mobilization was the true technocratic triumph of the war. Even after pundits had predicted the collapse of the Kaiser’s army, the bureaucratic planning of Walter Rathenau, chief of the Kriegrohstoffabteilung (Office of War Raw Materials), kept it alive. His efforts and influence went way beyond sustaining the war effort through reliable supplies. In a sense, the Germans, with Rathenau, invented the planned economy step by step. Rationing raw materials, controlling prices, organizing transport and traffic flows, and industrially producing munitions and armaments “fostered the notion of creating administered mass organizations that would encompass the entire society” (Scott, 1998, p. 98). The influence of the scientific revolution and modernism was never far off. To Rathenau (like it was to Taylor in the United States), labor was like any other property of the physical universe: a source of production to be exploited, measured, manipulated. Engineers and planners formed part of a new elite. The scope of organized planning and centralized, specialized control was unprecedented. Private industry made way for a kind of state-organized production, having little to do with ideological influences and more with economic necessities under which their enterprises now operated. New technological possibilities, such as a pervasive electrical power grid, were necessarily organized and standardized by the state. In Germany’s industrial wartime achievements, Rathenau saw the outlines of a perfectable peacetime society. If technical and economic progress (or survival) were possible through such rational organization under conditions of duress and attack, imagine what it could do in a progressive, peaceful time. Rathenau’s ‘machine order’ of society was to become a new norm.


Weber on bureaucracy

Bureaucratization means the administrative governing, by not necessarily representative organization members, of the relationship between the means an organization dedicates to safety and the ends it hopes to achieve with them. For sociologist Max Weber (1864–1920) this involved not only centralization but also hierarchy, specialization and division of labor, as well as formalized rules:


	Hierarchy increases organization members’ decision authority and span of control, the closer they sit near the administrative apex. Organization members are accountable for their actions to those ‘above’ them.

	The specialization and division of labor increases efficiencies and production possibilities. Of course it affects safety work too. Not only has safety work become more of a specialization separate from operational labor, it also has further differentiations and divisions within (e.g., from occupational hygienists, biohazard managers, emergency response planners to process safety specialists).

	Formalized rules refer to standardized responses to known problems and fixed procedures that govern the collection, analysis and dissemination of information as well as the processes by which decisions are arrived and how both authority and responsibility for decisions are distributed, upheld and accounted for.



Today, we might be tempted to refer to bureaucracy “as a composite term for the defects of large organizations … a synonym for waste, inertia, excessive red tape and other dysfunctions” (Du Gray, 2000, p. 106). It wasn’t always so. In Weber’s time, bureaucracy was not a negative or tainted word. Instead, it represented a belief in the validity of legal statute independent of who was on the receiving end of whatever the bureaucracy was to deliver. Bureaucracy could rid society of the arbitrariness and capriciousness of aristocratic, ecclesiastical or royal rulers. It represented a belief in functional competence and in rationally created rules. Bureaucracy – though in its character or form not an Enlightenment invention – certainly represented an Enlightenment ideal. In the eyes of a bureaucracy, status or birth (or belonging to royalty or clergy) was not what determines access to resources, products or services. Bureaucratic or rational authority is, in principle, blind to the person: it supposedly delivers (or refuses to deliver) without regard to who is asking for it or deserving of it. This (again in principle) removes the capricious and preferential biases and entrenched inequalities that had typified earlier forms of governance. Bureaucracy was rational and fundamentally fair. It was the most advanced form of human organization that Weber had yet seen. It contained specific functions with detailed rights, obligations, responsibilities and a scope of authority. It was run by a clear system of supervision, subordination and unity of command. He was struck, for example, at how this worked really well in a slaughterhouse he visited:


From the moment when the unsuspecting bovine enters the slaughtering area, is hit by a hammer and collapses, whereupon it is immediately gripped by an iron clamp, is hoisted up, and starts on its journey, it is in constant motion – past every-new workers who eviscerate and skin it, etc., but are always (in the rhythm of work) tied to the machine that pulls the animal past… . There one can follow the pig from the sty to the sausage and the can.

(Weber, 1922, p. 45)



Above all, a bureaucracy relied on consistent and comprehensive rules for everyone – supposedly regardless of socio-economic status, connections or family background. Bureaucracies also invested in training and skill development. And they created as well as needed written communication and documentation to function, leaving detailed paper trails of accountability for all that the bureaucracy did.

Weber would become a leading scholar on questions of power and authority in the twentieth century. His ideas on bureaucracy have shaped our understanding of it ever since. He came of age when Otto von Bismarck was nudging a slew of regional principalities to unify into one Germany, coaxing them into one modern industrial nation. A 1904 trip to the United States, on invitation by a Harvard professor of German descent, proved pivotal to his work and influence. His Protestant Ethic and the Spirit of Capitalism would soon be published. As he toured the country, he was awed at the energy that capitalism, seemingly unlimited resources, hard work and opportunity brought. But he was also appalled at shocking labor conditions, a lack of workplace safety, endemic corruption by officials, and the limited ability of civil servants to keep control over the whole stewing mess. More bureaucratic organization could be the answer, he thought – because for Weber, modern capitalist enterprises were, or should be, unequalled models of strict bureaucratic organization. They could, he argued, focus on control, precision, speed, unambiguity. A centralized authority could use knowledge contained in rules, files and procedures, and could reduce organizational friction and costs for material and personnel (Weber, 1922).

Synoptic legibility

Between 1853 and 1869, Baron Georges-Eugene Haussmann, a French civil engineer, was tasked by Louis Napoleon to undertake a huge re-engineering of Paris. Haussmann devised and implemented a vast scheme that uprooted tens of thousands of people and created the street grid that we know as Paris today. His is an informative effort, because the lack of legibility was one of the key inspirations for the grandiose project. Simplification, legibility, straight lines, rationalization, central management and a synoptic grasp of the whole – these were the goals he set out to achieve with his transformation. Louis Napoleon had his reasons for these goals, and they weren’t just traffic control, the widening of some streets or the creation of boulevards to celebrate the Second Empire’s glory. The order envisioned by Haussmann was “a main precondition for general security.” Louis Napoleon had seen revolutions in 1830 and 1848, and simmering resentment against his rule was palpable since then. Paris, in Scott’s beautiful words, contained within it a “geography of insurrection” (1998, p. 61). Resistance was concentrated in densely packed and messily administered working-class quartiers, with complex, random, ever-evolving and illegible alleys, dead ends and tortuous public ways. These resisted effective surveillance and kept growing out of control. Haussmann’s Paris was designed explicitly to map and gain control over this ceinture sauvage (literally ‘wild ring’). The raising, displacement and redesign of these neighborhoods made them more legible, but Haussmann did more to guarantee Louis Napoleon’s control. He ensured that his street and railway plans allowed a quick movement between soldiers’ barracks and these revolutionary foyers.

Like all modernist schemes, it wasn’t all cynical: public health improved tremendously by replacing and rationalizing the sewer system (imagine the daily excrement of 37,000 horses, in addition to that of all Paris’ human inhabitants). Broader boulevards that afforded rapid, massive troop movements also allowed in more sunlight and fresh air. They also improved the circulation of goods and labor, aiding economic growth. To be sure, this was beneficial for those who actually stayed in Paris. Because a lot of people didn’t: they were displaced, evicted, exiled. Urban poor were dislodged to the periphery, which increasingly formed communities of disinherited outcasts. Ironically, these became the suburban equivalent of the insurrectionary foyer. Tragically, and perhaps comically, this is as true for the Paris of today. Les banlieues, the ring of post-war modernist public-housing apartment blocks, form a new kind of ceinture sauvage. Inhabited largely, and in some quarters exclusively, by immigrants, they are as illegible to the bureaucracy as ever: a poor, random, ghettoized, putatively criminalized and alienated fabric of human existence, which George Packer of the New Yorker recently called ‘The Other France’ (Packer, 2015). The creation of order, as Foucault observed, necessarily creates disorder at its margins. Or perhaps order doesn’t even perceptibly exist if there isn’t also disorder. There has to be something else outside of it; there has to be an ‘other.’


Making a map of work

Centralized intervention, for example in worker wellbeing and safety, requires the fabric of people’s work to be legible. Otherwise a center – removed in space and time from that work – cannot exert control over it. How do you make work legible to someone who doesn’t do that work? You make work synoptically legible by simplifying it, by linearizing it, by breaking it down into steps and putting them back together in the rational order of a checklist, an audit sheet, a procedure. Work is made legible for a purpose: that purpose can be control, efficiency and perhaps even safety. Scott likens this to the character of a map, which is


designed to summarize precisely those aspects of a complex world that are of immediate interest to the map-maker and to ignore the rest. To complain that a map lacks nuance and detail makes no sense unless it omits information necessary to its function… . A map is an instrument designed for a purpose. We may judge that purpose noble or morally offensive, but the map itself either serves or fails to serve its intended use.

(Scott, 1998, p. 87)



The kind of abstraction offered by a map offers a synoptic grasp of work, a view that sweeps things together, abstracting and collating them and presenting them in one scene. From one perspective, someone can see it all. They don’t have to be ‘on the ground’ as it were, to see it for real. A map also makes it possible to ‘read’ and control all different kinds of work. A map ‘flattens’ work and turns it into a monolingual representation. It is the flat, programmatic language of work that is taught to inspectors, auditors and occupational health and safety employees, who can honestly claim: “I don’t know how to do your work, but my book says you’re doing it wrong.” The nuances, messy details and actual substance of work no longer matter, as they wouldn’t with a map. If all those details were to be represented on a map, it would no longer be an abstraction, or a map: it would be the work itself. But this gives rise to two nested questions. Who gets to say what is relevant to put on the map, and what is not? This of course depends on the purpose of the map. If the purpose of a map of work – say, the ‘take five’ – is to make work safer, does it actually achieve that purpose? Many would say it doesn’t. Safety is created not just by following rules (see the previous chapter). It is created in practice, by practitioners who draw on all kinds of different resources. Procedures and rules may be among those resources. Knowledge, coordination with colleagues, intuition, tools, experience, insight and non-verbal communication are other resources. They can all be as important as the rules, if not more so. But for a bureaucracy, they can be really hard to map.

This, for a bureaucracy, is a huge problem. If something can’t be mapped, it isn’t legible. And if it isn’t legible, it cannot be measured or controlled. So if the purpose is to control work more tightly, to be able to manage the liabilities that may arise from someone employed to do safety-critical work, then a simplified map of work, legible to a bureaucracy, may meet its purpose brilliantly. Suppose the ‘take-five’ checklist is appropriately ticked off before the task and something were to go wrong anyway, then an employer can claim that all reasonable precautions were taken and used and that the event is due to circumstances beyond anyone’s control. If something goes wrong and the checklist was not completely filled out, then of course it becomes possible to blame the worker and avoid employer liabilities arising from incident or injury. As Scott (1998) observed, it turns out that ‘maps’ (and I am using that word loosely by now) not only summarize or represent the work. Maps also have the power to transform the work they portray. This power resides not in the map (rule, procedure, checklist) itself but in the power possessed by those who deploy the perspective of that particular map and who use it to achieve goals important to them. Safe work (even if that might cynically mean that an employer is safe from being sued) means compliant work: work that literally ‘maps’ onto the rule, the procedure. But, as it was with Paris, ordered work necessarily leaves or creates disorder at its margins. This turns out to be an inevitable side-effect of rationalization and the achievement of order. Wherever we do so, we not only create new and sometimes surprising borderlands between what is ordered and what isn’t. The very creation of order by hyper-rational means – as pursued by bureaucracy – can produce harmful, irrational side-effects that run directly counter to the original intentions of such rationalization.


Synoptic legibility, performance management and injustice

This became very clear to me at a meeting once of the so-called Academic Committee at a university I worked at. This Academic Committee assessed whether faculty members’ performance satisfied expectations, for example to inform tenure decisions. Livelihoods and people’s futures were at stake during these meetings, so the committee took its work seriously. The department I was chairing at the time had an indigenous studies major – many departments in the humanities or social sciences in the various New World countries have such programs. The case of one of the faculty members in it, let me call him Mick, was before the committee. Mick was a beloved indigenous teacher: a sweet, kind-hearted, grey-bearded fellow. Students loved him. He was enthusiastic, engaged, knowledgeable. The problem was that for three years in a row, Mick had not submitted the complete, required paperwork for his annual performance review. The committee had access to a few incomplete records, which attested to some of his teaching, research and service to the university and wider community, but nothing consistent to go on.

As I pleaded Mick’s case before the other professors and chairs on the committee, I suggested that we might consider the profoundly different modes of existence of people in the indigenous community, whose ontology is deeply inspiring to many outside of it. It encourages close human interactions and develops deference, respect, and sustainable and supportive relationships to each other and the environment in ways that have always attracted Westerners. As Europeans settled the Americas in the 1700s, for example, many colonials were taken prisoner and held within Indian tribes. After a while, they had chances to escape and return to their own kind, and, yet, they didn’t. Sometimes Indians tried to forcibly return the colonials in a prisoner swap, and they would still refuse to go (Junger, 2016). “In one case, the Shawanese Indians were compelled to tie up some European women in order to ship them back. After they were returned, the women escaped the colonial towns and ran back to the Indians,” David Brooks (2016) observed.

Mick, too, was communal in the ways that attracted early Western settlers. He practiced close, one-on-one teaching, and he would have done almost anything to help his students connect and understand. Teaching, in the tradition of Mick’s elders, never meant “talking to.” It meant “sitting with.” It meant going along on the journey of growing discovery and insight, again and again, with every student. Much of this occurred outside of the measurable, scheduled teaching times. And none of it was recorded or traced through the university’s bureaucratized, standardized measurement of teaching quality and course experience. To me, it was no wonder that Mick was not reporting his work in the steely cold designated square boxes of the form he was ordered to fill in by the university’s department of human resources. How could he have? How could any of the experience that he was, and which he took his students on, ever be authentically, fairly captured by that? To me, there was something profoundly neo-colonial about the whole imposition of Westernized modes of measuring and grading. I failed to see how it could do justice to something as communal and winsome as Mick’s teaching. If we as a university want an authentic indigenous studies program, I argued to my colleagues, perhaps we should let that program play by their rules.

The professors and chairs of the committee, all of them from European descent, were shocked and appalled. One of them, a human rights lawyer, could barely find words to express his indignation. Universal human rights, an Enlightenment ideal, are universal for a reason: they apply to everyone. But that also goes for the contractual obligations we impose on people once they join a university. Those are not negotiable, and, if you want to join a university, you have to play by the same rules as everyone else. Anything departing from that is discriminatory, perhaps demeaning, and likely illegal, he argued. It became clear to me that the university’s bureaucracy – as enacted by my colleagues around the table – was incapable of giving up the demand for synoptic legibility of staff performance. All performance, of all staff, needed to be readable in exactly the same way. It all had to fit in the same boxes that had been pre-determined by the human resources form. And it all had to be hung onto the same rankings (commended, satisfactory, unsatisfactory, unacceptable).

Here too, the ‘clean-slate’ infatuation of authoritarian high modernism was inescapable. Staff performance was discussed in a language and in categories determined by the measurement tool, as if there never had been any discussions about staff performance before. The supposed ‘clean slate’ of the staff performance forms gave the illusion that this was the first time, ever, that this area of the university’s social community had been colonized – which is, of course, nonsense. Vernacular ways of assessing and improving performance have been part and parcel of academia since its inception – through collegiality, peer review, reading groups, editorial work, mentoring, coaching of graduate students and much, much more. But the performance form could proudly take center stage on the table of academic committee: it could, ignorantly and arrogantly, claim that it was there first, that it had planted the flag on assessing colleagues’ performance. As one result, there was no box for ranking someone’s teaching as ‘surprising,’ or ‘innovative,’ or ‘super-attentive to the needs and proclivities of the student cohort.’ Academic freedom was all right, as long as it was legible from a central, synoptic view, as long as it stayed meekly within the boundaries set by a central university bureaucracy. In the resulting majority vote, the committee ruled that Mick’s performance was not only unsatisfactory but unacceptable. It would have consequences for his rank, his pay and even his continued employment.

I was unsettled for days afterward. What a terrible triumph of authoritarian high modernism this was! Bureaucracy had trumped humanity, and I had been powerless to stop it. A hyper-rational, standardized and hyper-fair bureaucratic system of performance appraisal was pressed onto someone whose vernacular knowledge, contribution and values fell outside the Western categories of the bureaucracy that employed him. And this was someone, mind you, who was teaching in the very program that aimed to sensitize students to alternative modes of being and thinking. Instead, within the cold, heartless bureaucratic application of rules, imaginative thinking was left to die, even in a committee of really smart people. Their dogged pursuit of fairness for all callously sacrificed fairness for one. Bureaucracy, the rational system that was reputed to remove the arbitrary imposition of power, facilitated and enabled the arbitrary imposition of power – in this case compelling someone to bow to an ultimately arbitrary worldview and mode of organization that was profoundly foreign to the very teaching he was asked to do, in return for the privilege of a job. Those who easily win in a system like this are not the vulnerable outsiders. They are the ones who are driven by short-term calculations that upregulate their measurements and that make them look good on the forms. Mick didn’t do that. He saw his life in the university as a calling, as a vocation. Driven by a larger ideal, an animating vision, he always kept his eyes on the long view. It just wouldn’t fit inside the box of a bureaucratic form. And so it was deemed unacceptable.

This, then, is the dark legacy of the Enlightenment. Where it promised universal rights, it naturally had to deny deviation and discrimination. Where it heralded an exclusive reliance on rationality, it naturally had to eschew intuitions, passions, emotions. Where it introduced liberty, it came with a new totalizing impulse: everybody had to stick to the same rules – no exceptions. Where it set out to emancipate, it inevitably came with new forms of oppression. Authoritarian high modernism, and its intervention in how work is done and accounted for, is fundamental to the many problems that safety is in today. The imposition of universal standards, the execution of centralized control, and the demand for synoptic legibility may well have contributed to a denial of pre-existing risk competence among workers, to an erosion of localized expertise, and to the irrelevance of many of the measures that are counted simply because they can.



Note



1
Scott’s discussions of authoritarian high modernism include a fourth element: that of a ‘prostrate civil society’ that submits to the authoritarian regime and no longer has the resources to rebel meaningfully. I will treat this separately in Chapter 6, where I suggest how authoritarian high modernism applied to safety can lead to submission, resignation and cynicism, as well as small acts of daily rebellion and non-compliance.





4 The safety bureaucracy

I was working at a downstream oil site once, when I came across a document related to risk management. This, I thought, was nothing strange: after all, these oil people can blow up their plant or burn things that weren’t supposed to burn. They can kill themselves and a whole bunch of people in the neighborhoods surrounding the site. Not to mention create spills and contaminations. So sure, they have risk management going on all the time, and there are probably good, formalized, standardized ways in which that is done. The document I came across was only a couple of pages long, which was unusual. Normally, they were much longer than that. Intrigued, I turned over the first page to discover what the risk assessment was about. Of all the risks facing the site, this must have been the darkest and scariest of all. The risk assessment, in all seriousness, evaluated the merits and demerits of supplying individually wrapped teabags in the office break room versus putting a box of unwrapped teabags on the counter. In an industry that is used to thinking in terms of barriers and layers of defense, I wasn’t surprising to find out – on the last page – that individually wrapped teabags were deemed more hygienic and thus appropriate for the office staff. An individually wrapped teabag, after all, has an extra layer of defense against the grubby hands that are fishing for one in the breakroom. What this risk assessment did not mention was that Louis Pasteur (1822–1895) solved the hazard a long time ago. To be of any use at all, tea bags get dunked in (almost) boiling water, which deals nicely with any of the imagined biohazards. And fascinatingly, though unsurprisingly, the resources industry regulator could not give a toss about risk assessing tea bags. The whole initiative was driven by the organization’s bureaucracy itself. What the risk assessment also didn’t mention was that the demountable trailer that contained the break room and its quaintly risk-assessed teabags could be wiped off the face of the earth in the kind of Texas City explosion that, during the very same year, wrecked a similar site half a world away, killing 15 people and injuring more than 180 others.


Making things difficult is easy

Risk assessing teabags is of course one of those “health and safety lunacies” (Townsend, 2013, p. 59). And it’s not alone. A company that uses ‘grey’ (or rain) water to flush its toilets, for instance, had its safety professionals commission, organize and install signs that read “Non-potable water – don’t drink” above its toilet bowls. Another had its traveling managers fill out detailed eight-page risk assessments for travel to all parts of the world before they were allowed to book any trip – whether it was to Timbuktu or the next suburb over. Nobody ever really read the risk assessments (unless something bad happened on the way), and signing them was a matter of the boss pencil-whipping the last page without looking at any of the rest. But, as insiders said, the bureaucratic beast needed to be fed – with paper. Another company had its engineers await approval for small taxi fares from the weekly executive team meeting.

These are examples of what has been called a culture of stifled innovation, of discouraged productivity, of risk aversion, of intrusive rules and petty bureaucracy (Hale, Borys, & Adams, 2013). Many have begun, in the words of Amalberti (2013, p. 114), “to realize the irony of the tremendous efforts that are being devoted to safety.” One of the ironies lies in the false sense of security. As Amalberti has shown, there comes a point at which more rules no longer create more safety. And more rules can mean more liability, not less. Writing more internal rules can actually increase a company’s liability (and the liability of its directors) when something goes wrong. After all, the more rules a company has said it should comply with, the bigger the chances are that it hasn’t complied with at least some of them (Adams, 2009; Hale et al., 2013; Long, Smith, & Ashhurst, 2016). The growth in and of safety bureaucracy, and of the many service offshoots orbiting around it, shows no sign of slowing. The Office of the Chief Economist reported that Australia had 30,400 occupational and environmental health professionals in 2014, a 106% increase over five years, and a four-fold increase since the 1990s. Worldwide, the number of occupational-health-and-safety-certified companies in 116 countries where they were measured more than doubled from 26,222 in 2006 to 56,251 in 2009 (Hasle & Zwetsloot, 2011). As a manager in a professional association of mariners summed up:


It’s amazing [how] many are working in safety. How many lectures we’ve been to and listened to about how the world isn’t able to survive if we don’t have all these safety companies. It surely has become an industry.




“Bullshit jobs”

Something bigger seems to be going on in the background. Anthropologists have reflected on this in a broader context of workplace and economic changes in the West:


In the year 1930, John Maynard Keynes predicted that technology would have advanced sufficiently by century’s end that countries like Great Britain or the United States would achieve a 15-hour work week. There’s every reason to believe he was right. In technological terms, we are quite capable of this. And yet it didn’t happen. Instead, technology has been marshaled, if anything, to figure out ways to make us all work more. In order to achieve this, jobs have had to be created that are, effectively, pointless. Huge swathes of people, in Europe and North America in particular, spend their entire working lives performing tasks they secretly believe do not really need to be performed. The moral and spiritual damage that comes from this situation is profound. It is a scar across our collective soul. Yet virtually no one talks about it… . These are what I propose to call ‘bullshit jobs.’

(Graeber, 2013, p. 10)



We can let that sink in. Just think of the person who did the teabag risk assessment. And when you’re done with that one, here is another example. A construction company recently had its health and safety department develop a “working-at-a-desk checklist” to ensure compliance with ergonomic and health and safety requirements it had mostly drawn up itself. Workers had to check YES or NO to the following questions (the original working-at-a-desk checklist runs for four pages):

Chair


	1 Is the chair easily adjusted from a sitting position?

	2 Is the backrest angle adjusted so that you are sitting upright while keying, and is it exerting a comfortable support on the back?

	3 Does the lumbar support of the backrest sit in the small of your back (to find the small of your back, place your hands on your waist and slide your hands around to your spine. The maximum curve of the backrest should contract this area)?

	4 Are your thighs well-supported by the chair except for a 3–4 finger space (approx.) behind the knee (you may need to adjust the backrest of your chair to achieve this)?

	5 Is there adequate padding on the chair (you should be able to feel the supporting surface underneath the foam padding when sitting on the chair)?

	6 If you have a chair mat, is it in good condition?



Desk


	1 Is your chair high enough so that your elbows are just above the height of the desk (note: to determine elbow height relax your shoulders and bend your elbows to about 90 degrees)?

	2 Are your elbows by your sides and shoulders relaxed?

	3 Are your knees at about hip level, i.e., thighs parallel to the floor (may be slightly higher or lower depending on comfort)?

	4 Is there adequate leg room beneath your desk? Do you require a foot rest?



Screen


	1 When sitting and looking straight ahead, are you looking at the top one third of your screen?

	2 Is your screen at a comfortable reading distance (i.e., approximately an arm’s length away from your seated position)?

	3 Can you easily adjust and position your screen?

	4 Are all the characters on the display legible and the image stable (i.e., not flickering)?

	5 Do light reflections on your screen cause you discomfort (you may need to adjust the angle of your screen)?

	6 Do you wear bifocal glasses during computer work?

	7 Do you have dual monitors at your workstation?



Keyboard


	1 Is your keyboard positioned close to the front edge of your desk (approximately 60–70mm from the edge)?

	2 Is the keyboard sitting directly in front of your body when in use?

	3 Does it sit slightly raised up?

	4 If the keyboard is tilted, are your wrists straight, not angled, when typing?

	5 Are the keys clean and easy to read?



Mouse/laptop


	1 Are your mouse and mouse pad directly beside the end of the keyboard, on your preferred side?

	2 Do you use a laptop computer for extended periods of time at a desk?

	3 Is the screen raised so that the top of the screen is at eye level?

	4 Do you use an external keyboard and mouse?



Desk layout


	1 Are all the items that you are likely to use often within easy reach?

	2 Is there sufficient space for documents and drawings?

	3 If most of your work requires typing from source documents, do you require a document holder?

	4 If you use a document holder, is it properly located close to your monitor and adjustable?

	5 Is your workstation set out to prevent undue twisting of your neck and back?



After completing these questions, the form had to be handed in to a Safety Professional (capitalized on the original checklist), who then determined whether action was required or not. It had to be signed by both the Safety Professional and the Safety Manager (also capitalized) and then stored in the employee’s personnel file (presumably for possible liability management down the line). In one company, this checklist was introduced, and then the company introduced ‘hot desking,’ meaning people no longer had their own desks (Saines et al., 2014). This meant that they were filling out this questionnaire (which took some 20 minutes) every day, and every time they moved during a work day. What is painful about an example like this is that the construction industry is responsible for almost one in five of all fatal workplace accidents. Yet almost nobody dies behind a desk. The International Labor Organization tells us that about 60,000 people are killed every year on construction sites. That is about one death every 10 minutes. It is pretty much the same number that have been killed annually in armed conflict globally over the past decade. Depending on how many days per year a construction worker actually works, between 165 and 300 colleagues are not going to make it home alive every day. A construction company that introduces a desk checklist and builds an administrative apparatus around it will not make a dent in that number. And it is wasting human resources on a problem that doesn’t kill anyone.


A bureaucratic infrastructure

A bureaucracy probably doesn’t set out to make things difficult or to give people ‘bullshit jobs,’ even though that is what it almost always does – and seemingly effortlessly so. What are the characteristics of a bureaucracy that lead to this? With the bureaucratization of safety, I mean this:


	An organization’s safety-related activities are, to the extent possible, standardized through fixed procedures, checklists and universally applicable rules and practices (e.g., doing a safety share, taking a safety moment, conducting a toolbox talk).

	These activities are mostly developed, driven and controlled from the center (e.g., by a safety group within a human resources department), often by people who don’t do (nor have done) the safety-critical work themselves.

	To make safety-related activities synoptically legible (both for the organization internally and for external stakeholders such as regulators), the bureaucratization of safety involves standardized reporting, counting and tabulation of numbers (e.g., number of incidents reported, number of safety observations completed in the month or number of lost-time injuries).



This requires the kind of bureaucratic infrastructure that Rathenau would probably recognize: one that upholds administrative rationality through planning, standardized processes, fixed rules, record-keeping and auditing. Much of this bureaucratic work is done at a distance from where operational work takes place. But effective bureaucratization requires probes for measuring and levers for controlling activities: these have to penetrate effectively and deeply into the capillaries of everyday life on the work floor. Surveillance of work is one way to do this (e.g., through frontline supervision, intelligent vehicle monitoring systems, drones). Applying the standardized risk assessment method to any perceived hazard – from a boiler exploding to a contaminated teabag – is another.

Drivers of safety bureaucratization

Of course we can blame authoritarian high modernism for the lunacies of safety bureaucracy. But a number of specific factors and developments have all contributed to the bureaucratization of safety, and they have probably reinforced one another in certain ways. Let’s look at these in more detail here:


	Increasing regulation

	Then deregulation

	Liability, compensation and responsibilization

	Contracting and subcontracting

	Technological capabilities for synoptic compliance monitoring

	Bureaucracy which begets more bureaucracy.




Increasing regulation

A most obvious reason for the bureaucratization of safety is its regulation. This is a trend that predates the Second World War but that has generally accelerated since the 1970s. As told in Chapter 1, many industries have seen an increase in the amount and complexity of regulatory compliance, despite Reagan’s and others’ warnings more than three decades ago. There is a sense that some are, in fact, over-regulated. More regulation, of course, means more to account for – bureaucratically. The increase in compliance demands and complexities has coincided with a gradual “responsibilization” back to organizations themselves (Gray, 2009). This might seem paradoxical, but responsibilization does not necessarily mean reduced regulation or reduced bureaucratization. Rather, as you might recall from Chapter 1, it involves increasing self-regulation. Rather than regulators relying on a large force of inspectors (which can be difficult and expensive to maintain) who know intimately the work or technology, they might have turned to making the customer do the work. Organizations themselves need to keep track, analyze, distill and appropriately parcel up the data demanded by their (often multifarious) regulators. This in turn typically requires an internal safety bureaucracy. The rapid adoption of occupational health and safety management systems is one example. Having an OHSM is increasingly becoming a business-to-business requirement: bureaucratic accountability expectations are baked into self-regulated commercial relationships rather than demanded by government. This is typical of the hard-to-resist effects of authoritarian high modernism and the consensus authority it exacts: everybody is doing it because everybody is doing it.

To be sure, industrialized nations have followed different trajectories in the bureaucratization of safety. A contrast study between Sweden and the United States, for example, showed how that divergence became particularly visible from the 1970s onward. The Swedish response was to give safety stewards (who had been around since 1942) more education and a role in monitoring work-floor rule compliance, as well as a focus on employer provision of safe workplaces. Government inspectors were expected to give advice and follow up on it. In contrast, the United States concluded that “consequences of violations of the Worker Protection Act are not severe enough” (Fischer, Sirianni, & Geppert, 1994, p. 402) and chose to increase its punitive responses. Surveys showed trust about compliance in Sweden and a reliance on small groups to rationally reach agreement. In contrast, they revealed widespread mistrust of employer intentions in the United States and a belief that they deliberately ignored safety standards. US inspectors were prohibited from giving advice, because, if it did not succeed in correcting the problem, citation for violations could be thrown out in court. “American[s],” the study concluded, “not only start off with more pessimistic assumptions about predispositions to compliance but also … use the legal system to regulate human interactions” (p. 388). Bureaucracy, however, is heavily implicated in both these models: the involvement of more rules and compliance, and more people who have local decision power but are not directly involved in frontline work. Yet many experiences of bureaucratic expansion of safety are common across nations and activities – e.g., increases in rules, paperwork, costs, time drain, safety people involved and compliance expectations that are insensitive to the demands of frontline activities.

Regulation, of course, offers advantages to follower and imposer alike. They save time and effort, prevent reinvention of the wheel, offer clarity about tasks and responsibilities and create more predictability. The disadvantages, however, include supervisory demands on compliance monitoring and a blindness to, or unpreparedness for, new situations that do not fit the rules. They can also be experienced as a loss of freedom and a constraint on initiative. This can hamper improvisation, innovation and even safety: “Compliance with detailed, prescriptive regulations may build a reactive compliance, which stifles innovation in developing new products, processes, and risk control measures” (Hale & Borys, 2013b, p. 208).


Deregulation and self-regulation can lead to more bureaucracy

If increasing regulation leads to more bureaucracy, then it would make sense if deregulation leads to less bureaucracy. That would have been nice, but it is not the way things have gone. Deregulation, in part through a shift to self-regulation, has actually created more bureaucracy. Self-regulation is a regulatory regime in which the organization itself is responsible for interpreting (if not setting) standards and policing them and telling the government how it goes about doing that. It is sometimes referred to as ‘government-at-a-distance.’ It means that organizations are allowed to interpret broad directives from a government authority (e.g., ‘you shall have an auditable system in place to assure safe operation of …’) in ways that work for them. What they need to demonstrate back to the authority is not so much the actual safe operation but that the system that they have in place to assure such safe operation is working as intended. How has that played out?

Let’s revisit the rules that impose a $94 billion burden on the Australian economy from Chapter 1. These are only the rules that come from the public sector or from the state (or to be precise for Australia: the states and territories, councils and federal government). As deregulation has accelerated, organizations themselves have introduced their own rules and demands for compliance. In fact, recall that in Australia the private sector now imposes even more rules and compliance costs on itself than the government does: 60% of all the rules are made and enforced by the private sector itself. This is the counterintuitive result of a trend toward self-regulation, or performance-based regulation, or even of deregulation. In all of those regimes of regulation, more freedom is given to (or, depending on how you look at it, burden is placed on) the organization to assure the integrity and safety of its own processes. So what do organizations do with that freedom? Well, some run from that freedom, right into the arms of new strictures. Managers may feel that they need to demonstrate to the regulator – which now regulates less – that they can be left alone, that they can be trusted to regulate themselves. That is a nice aspiration. The way they demonstrate it, though, is to embrace an internal regulatory zeal that trumps anything the government might ever have imposed:


	The costs for the Australian private sector administering and complying with its own, self-imposed rules, is around $155 billion a year. That makes the total cost of compliance in Australia (public sector plus private sector) almost $250 billion per year (Saines et al., 2014).

	This translates to middle managers and executives working 8.9 hours a week to cover the costs of compliance, with other staff spending 6.4 hours a week. And that may be a low estimate. In 2005, the Australian Chamber of Commerce reported that 25% of senior managers’ time was spent on compliance work (Hale et al., 2013).

	Each Australian has to work for eight weeks per year just to pay for the administration and compliance costs of the rules they have set for themselves.



Under deregulation, we assume that a government regulator is no longer equipped, or willing or mandated, to follow up on everybody’s exact compliance with a suite of externally imposed rules and regulations. Instead, a regulator has to get a sense of the organization’s own reliability and resilience: how well the organization will be able to discover, absorb and manage threats to its safety. Inside the organization, though, the belief seems to persist that the most convincing way to demonstrate that risk is under control is by writing rules and procedures and by demanding internal reporting and compliance that can be shown when regulators or lawyers ask for it. This can typically lead to more, rather than fewer, rules – internal rules, that is. So even if this type of regulation can (but seldom really does) lead to cost reductions for a government regulator, the bureaucratic burden for companies themselves tends to remain high. After all, an internal apparatus is now needed to develop, implement, change and update rules, and to notify, keep records and report. The cost of this sort of regulation and compliance falls disproportionally on small to medium enterprises. As Almklov and colleagues explained the dynamic, this can move an organization to


spelling out institutional procedures and decision rules that would otherwise be implicit, and establishing paper audit trails or their electronic equivalents. Those developments allow auditors and inspectors of various kinds – the exploding world of ‘waste-watchers, quality police and sleaze-busters’ – to verify that the written rules, procedures and protocols have been followed.

(2014, p. 26)



This is where safety management systems (SMS) come in. Safety management systems represent a systematic approach to managing safety, including the necessary organizational structures, roles, responsibilities and accountabilities, policies and procedures and documentation (lots of documentation). Safety management systems are also an authoritarian high modernist’s dream. For they have it all: standardization, centralized control and synoptic legibility. Almklov and colleagues (2014) explain:


Safety management has become subsumed by the more generalized accountability-based mechanisms of governance that dominate today. An example is the trend towards increased reliance on internal control and self-regulation, where companies are expected to have transparent standardized systems for control. For external auditors and authorities, it is primarily the systems that are subject to control and regulation… . [S]afety standards should be seen not only as attempts to ensure safety and interoperability but also as a means of making safety work transparent across contexts. If workers perform tasks as the standards prescribe, they are compliant, at least from an accountability perspective, and this compliance is transparent to regulators and others without having to further investigate details of the local setting… . [Yet] the rules, which are made to be applicable in several different settings, are more complex, more abstract, and less locally relevant than what is optimal for each setting… . Standards are a means of making information mobile across contexts. Decisions and activities enter the systems of accountability by being performed and described according to standards. The bureaucratic methods of accountability depend upon activities and situations of each local context being translated into slots on the accountants’ sheets.

(pp. 26–27)



Safety now becomes synoptically legible: slots on accountants’ sheets, with no need to further investigate any details, with information that is mobile across settings, and a (supposedly simplified) system that is now itself the subject of regulation and control, rather than the complex, expert activities that go on underneath:


Safety management refers to the activities of a safety-related character concerning organization, responsibility, processes, and resources that are required to direct and manage railway operations. Safety management is an organizational process that encompasses many steps, from strategic goals to evaluation of results. Safety management includes both the daily work, with checking that everything functions as it should, as well as a comprehensive assessment of risk and changes. These two forms are of different character. The daily work is of a practical nature and characterized by the need for somebody to be present all the time for safety to be adequate. The comprehensive assessment or the risk analysis is abstract and characterized by a comprehensive view and assessment of changes.

(p. 28–29)



Safety management systems and the shift in bureaucratic control under deregulation suggest that there is a kind of ‘rule homeostasis.’ The total number of rules remains high, even if the administrator of those rules has changed from the government to the organization itself. This makes deregulation or self-regulation a very limited answer to bureaucratic clutter and lunacies – because they tend to displace the burden rather than remove it. What changes is merely who is responsible for writing and policing the rules. Deregulation, in a sense, ‘makes the customer do the work.’ This tends to make customers receptive to receiving any help they can get. And when it comes to safety management systems, there is plenty. As commented by a cargo ship captain in Almklov’s study:


Consultant companies have never earned as well… . I know many competent people in [this consultant company], but everything is going on paper to be documentable. I have written deviations and commented the formulations on the deviations, and they are sent back and forward. It’s silly.

(p. 27)



And it can set up a dilemma for all stakeholders:


Safety specialists are often agents in relationships characterized by principal-agent dilemmas: The agents hired to help a company with the safety systems do not necessarily have the exact same interests as their principal. We have suggested that at least in some cases, it can be in the interest of the hired safety specialists (the agent) to work with more standardized systems and systems that require less local adaptation.

(p. 33)



As Weber warned, the creation of such additional internal bureaucracy – with a slew of external stakeholders orbiting around to supply services that help feed and grow the bureaucracy – has secondary effects that run counter to the organization’s objectives and probably counter to the whole idea of deregulation. As Hasle and Zwetsloot were forced to conclude a few years ago:


[C]ritics have used harsh words to describe management systems, such as ‘scam,’ ‘fraud,’ ‘bureaucracy’ and ‘paper tigers’ and pointed out that workers lose influence. Other issues are their usefulness and cost for small and medium enterprises, and their relevance in the ‘changing world of work,’ where production is increasingly outsourced, and risk can be easily shifted to partners in the supply chain, or to contingency workers. The certification regimes associated with [safety management] systems have also been criticized, e.g. for increasing the cost to businesses and for becoming an aim in themselves.

(2011, p. 961)



Hasle and Zwetsloot point to a number of ‘ills’. Not only is there the rise of safety consultancy mercantilism that helps convert safety management into a purpose in itself, or the expansion of internal bureaucratic clutter that is of little use to small and medium-sized companies (if to large ones). There is also the problem that safety management systems might not have the nimbleness to respond to changing work arrangements – e.g., that rely on increasingly contingent workers. Nor can they offer assurance, as Beck (1992) flagged decades ago, that risk doesn’t get transferred to other parts of the world or moved along the production chain to where there is less resistance and greater economic benefit to the organization. And then, as Hasle and Zwetsloot observe, ‘workers lose influence.’ This perhaps counterintuitive conclusion has been backed up by research elsewhere, which shows that the change to government deregulation, which yields more internal bureaucracy, has taken influence away from workers. Sociologists, following Weber, would not be surprised by this. They saw it happen before: a society dominated by bureaucratic organizations – with governments abetting them and small and medium enterprises supporting them – can erode the autonomy and power of many on the inside:


Tracing that historic transformation, Coleman affirmed Weberian pessimism. He observed that this change altered social relations: Individuals not only interacted with individuals as before, they also interacted with organizations, and organizations interacted with other organizations. Coleman’s primary insight was that this structural transformation produced both perceived and real loss of power for individuals.

(Vaughan, 1999, pp. 271–272)



Let’s look at that in more detail now.


Liability, compensation and ‘responsibilization’ of workers

An important driver for bureaucratizing safety can be found in changing systems of liability and accountability (financial, civil, criminal, even moral) for incidents and accidents since the 1970s (Green, 1997). Though different in kind and degree, these shifts involve a greater willingness to seek human and sometimes corporate actors behind what is seen as culpable mismanagement of risk. This has coincided with (or perhaps helped produce) legislative changes (some gradual, some more abrupt) in insurance arrangements and workers’ compensation practices in a number of Western countries (Ogus, 2004). Like the shift to self-regulation and internal safety management systems, changes in worker’s compensation laws and practices, as well as ageing workforces in many industrialized countries, have spurred organizations and their leaders to show that they have put into place all reasonably practicable measures to protect people from harm (Jacobs, 2007). It has sometimes also motivated the suppression of injury and incident data, as well as an inappropriate (if not unethical) use of modified duties or return-to-work programs (Frederick & Lessin, 2000; GAO, 2012).

Partly in reaction to these trends, researchers have noted an increasing ‘responsibilization’ of workers. Workers are assigned ever more responsibility for their own safety at work: deregulation (or self-regulation, or performance-based regulation at the company level) has pushed down more of the self-regulatory work to those on the work floor. One study showed that over two-thirds of citations handed out by workplace safety inspectors are now directed at workers or immediate supervisors rather than employers (Gray, 2009). Even the Government Accounting Office in the United States recently expressed concern about that trend (GAO, 2012). Assigning individual responsibility to workers who are “instructed to become prudent subjects who must ‘practice legal responsibility’ ” (Gray, 2009, p. 327) requires enticements to them to pay attention, wear protective equipment, ensure machine guarding, use a lifting device, ask questions, speak up. It also demands a managerial and bureaucratic infrastructure to provide such enticements and assure and track compliance, and bureaucratically account for it to other stakeholders in the organization, insurance provider or regulator. This is sometimes done under the banner of ‘safety culture,’ where states delegate safety responsibility to organizations, and organizations in turn delegate it to their workers. Moves toward better worker protection and insurance may thus, unintentionally and paradoxically, have led to a transfer of liability for the cost of harm onto the workers (Henriqson, Schuler, Winsen, & Dekker, 2014; Silbey, 2009). And sometimes the cost gets transferred to others still. The Health and Safety Executive in the UK recently found it necessary to publish a clarification to manage


misunderstandings about the application of health and safety law [that] may, in some cases, discourage schools and teachers from organising such trips. These … may include frustrations about paperwork, fears of prosecution if the trip goes wrong, [or] that a teacher will be sued if a child is injured.

(HSE, 2011, p. 1)



HSE acknowledged the problem, perhaps implicitly tut-tutting such fears and frustrations as exaggerated, misguided and unnecessary. But it did nothing in this same document to offer any relief from what makes people fearful or frustrated.


Contracting

Contracting work out (including safety – sensitive or safety – critical work) is another trend that has become widespread. Contracting and subcontracting is increasingly institutionalized in almost all industries and many governments (from local to federal). Contracts specify the relationships that enable and govern the exchange. They require follow-up and bureaucratic accountability through oversight and administrative structures and procedures. Managing, monitoring and controlling operations across an organizational network of contractors and subcontractors demands the kind of central control and synoptic legibility that bureaucracy offers. A bureaucracy can institute measures to compare, reward and decide on contracts. Injury frequency rates, for example, are an important currency in the bureaucratic relationships between client and contractor and in the choices companies make about whom to contract with (Collins, 2013). Bureaucracies can also create the procedures and processes that allow procurement, selection, accounting and auditing of contractors. The work that this creates (and disproportionately affects small- to medium-sized companies) is often considerable and could discourage innovation and diversity – if not erode an organization’s willingness or ability to participate in tendering and procurement. An example comes from small- to medium-sized industry in the UK,


whose contracting by government or other larger organizations now requires completed pre-tender/supplier health and safety questionnaires … of varying or increasing complexity and all requiring different information, [and the increased use of a] third party to assess a supplier’s suitability to be included on the approved list [involving] an assessment fee and annual membership fee.

(Simmons, 2012, p. 20)



It is enough to put off the best small- to medium-sized enterprises, causing them to walk away from delivery and subcontracting opportunities. And there can be other consequences. When an organization with high technical prowess starts contracting out its core work, professional and technical accountability can get supplanted by bureaucratic accountability, governed by an increasingly non-technical staff. With the appointment of Sean O’Keefe (Deputy Director of the White House Office of Management and Budget) to lead NASA in the early 2000s, for example, the Bush administration signaled that the organization’s focus should be on management and finances to control vast and growing webs of contractors and subcontractors (CAIB, 2003). Contracting out work (including safety-critical design work) continued a trend that had been set years before. As a result, hierarchical reporting relationships and quantitative measures gradually replaced direct coordination and expert judgment – even about acute safety-critical design and operational issues. Just prior to the Space Shuttle Challenger launch decision in 1986, for example, “bureaucratic accountability undermined the professional accountability of the original technical culture, creating missing signals” (Vaughan, 1996, p. 363).


Technological capabilities

Not long ago, I was with managers and planners for a construction company who were watching one of their sites – remotely. The device they were using was a flying drone, equipped with a movable camera. As they sat there flying the drone over the site, they started counting hard hats, seeking out those who were not wearing one. If ever there was an image of over-parenting, or ‘helicopter parenting’ worker health and safety, then this must have been it. But drones are not alone. Technological capabilities for panoptic surveillance and behavior monitoring in workplaces have expanded over the past decades. From cockpit voice recorders that have long been around, there are now video recorders in some hospital operating theatres, intelligent vehicle monitoring systems in company cars and vast capabilities of data storage and monitoring with any computer use. All this is driven by, and requires, bureaucratic accountability and an infrastructure to furnish it. It may reflect what Foucault referred to as governmentality: a complex form of power that links individual conduct and administrative practices, in this case extending responsibility for safety from the state to organizations, and from organizations to individuals, expecting self-responsibilization and self-discipline. Through subtle and less subtle bureaucratic processes and technologies (including workers’ self-control), organizations exercise control. This ‘machinery’ for the surveillance and monitoring of human behavior is largely accepted and hard to resist from below (Harrison & Dowswell, 2002; O’Loughlin, 1990).

The bureaucratization of safety has both necessitated and been enabled by surveillance and measurement of incident and injury data, which in turn both requires and generates bureaucratic processes for its capture, reporting, tabulation, storage and analysis. It may also contribute to the further institutionalization and legitimation of bureaucratic accountability – particularly the counting and tabulating and reporting up of negative outcomes (incidents, harm events, injuries, lost time) and the implicit and explicit incentives (including bonuses, announcements in various reports or requirements to notify government regulators) for the reduction of those numbers.


Bureaucracy begets more bureaucracy

Bureaucracies tend to grow on themselves: they can be ‘acquisitive’ in their own ways. From the outside, it can sometimes look as if a bureaucracy deliberately sets out to colonize previously unpatrolled areas of practice – such as those seven-page risk assessments that need to be approved three levels up (with each level having to add a signature) where a few years back all you had to do was book the trip. In this way, bureaucracies can sustain demand for themselves – creating more work that is to be met with more bureaucratic means. This has sometimes been referred to as ‘bureaucratic entrepreneurism’ (Dekker, 2014a). Members and leaders in a bureaucracy might defend their responsibilities and influence, or may seek to expand them. Indeed, those working inside bureaucracies can claim that it is legitimate to expand because of some moral imperative (e.g., to protect vulnerable workers or to counter liability concerns). Bureaucratic entrepreneurism makes simplifying or reforming rules – let alone reducing their number and spread – difficult. Here is an example:


In one case a company became concerned about slips, lapses and mistakes of their staff carrying out routine office operations. The ideal solution in such a situation would be to hire more people or allow sufficient time for people to carry out their jobs but neither of these two options were considered cost effective. Rather, a solution was found in establishing detailed monitoring of safety and quality indicators. But here is the dilemma. With tighter controls and increased surveillance, the staff felt stressed and uneasy. The next thing for the company was to monitor the stress levels of workers, replace old office furniture with ergonomic equipment and offer free counselling on health and wellbeing to their staff. Being conscious of their brand reputation, the management also felt the need to monitor the activities of their employees on social media. Indicators were set up to ensure the workers were using their holiday allowances and that no amount of annual leave was accrued at the end of every year. A dedicated department was set up and kept extremely busy in balancing the competing goals of business and safety. Soon more people were recruited in this department but elsewhere in the organisation the sentiments were down. A happy workplace soon turned ugly. Productivity dropped further and the organisation was crippled under its own competing goals and metrics. The example is a one-off but the underlying message is not. In many organisations meaningless metrics and indicators have become the elephant in the room – a flawed approach to management and an obvious waste of resources.

(Anand, 2016, pp. 21–22)



There is often no natural brake on bureaucratic entrepreneurism. For a bureaucracy, acquisitiveness is easy. The same organization, after all, is often involved in cultivating the rules it then gets to implement and administer. Just think of the ‘working-at-a-desk checklist’ earlier in this chapter. The monopolistic explanation is that bureaucracies do not need to be parsimonious with their resources, or show clear results, because they face no competition. A perceived moral obligation, legal fear or particular interpretation of a regulatory demand can justify even inefficient and ineffective bureaucratic means dedicated to it. This is as true for a state bureaucracy as of one inside of a company in the private sector (e.g., a human resources department, finance arm or safety group).

Some would argue that the increasing ‘realization’ of a mental health problem in workplaces represents the next step in such entrepreneurism. Of course, many places around the globe have seen significant changes in how work is organized. This has not been without social or psychological consequences. The organized, temporary migration of labor to where resources are to be mined, for example, or stadiums to be built has led to the segregation of mostly male workforces. These groups are taken away from any meaningful social network, from the stabilizing and relativizing influences of family and friends, from their known environments. Some mining companies even refuse to employ local people: instead, they employ only people who live within a commuting distance from a large airport hundreds and sometimes thousands of miles away. They proudly announce that their workforce is 100% FIFO (Fly-in, Fly-out). No longer are there communities or actual towns that support a connected, dignified human existence. Instead, workers end up in camps like Paradise (see Chapter 1), where they live a regimented, lonely, institutionalized existence of steely emptiness. In some resource-rich countries, FIFO labor has been a social experiment on a massive scale that was bound to have consequences. Last year, worker suicides in the mining industry in one such country claimed as many people as did fatal workplace accidents (Tozer & Hargraeves, 2016).

But does this require a medicalization of the problem and a professionalization of the response to it? Sociologist Emile Durkheim (1858–1917) characterized suicide as both a psychological and individual problem, but only in part. The other part, he argued, is social. Each society, organized in a particular way, is predisposed to contribute a specific ‘quota’ of suicides. Durkheim could have predicted that FIFO is an organization of (a part of) society that is bound to contribute its significant share. He advocated studying and addressing suicide as a sociological problem, requiring a social, political response – not just as an individual psychological one. In fact, if we prioritize and emphasize the psychological, that might in fact legitimate and more deeply embed the industrial and societal arrangements that have helped give rise to the problem in the first place. Yet it seems a seductively grateful area for further safety entrepreneurism. Having largely conquered the worker’s body (and regulating what enters or impacts that body – from fumes to flying debris to fatigue), mental health and safety are the next frontier. More health and safety conferences are now promoting sessions on mental health, for example. And conferences dedicated solely to mental health in workplaces have recently started to emerge. Gergen (2013) has described this as a ‘cycle of progressive infirmity’:


	The first step in this cycle is deficit translation. That is, the ‘deficits’ that workers might feel (loneliness out in a work camp like Paradise from Chapter 1, or anguish at what’s happening at home during a rotation on a drill rig) have gradually become translated from vernacular (‘I feel blue, or strained’) into a professional, semi-clinical language (e.g., ‘depression,’ ‘trauma,’ ‘attention deficit,’ ‘obsession,’ ‘anxiety’). Bullying, stress, ambition, grief, fatigue – there is, in principle, no limit to the professional colonization of mood or conduct. All supposedly problematic states of mind or behavior become a candidate for reconstruction as mental health problems that need to be attended to by experts.

	This legitimates the second step of cultural dissemination. Once mental health is an accepted reality, recognized by both those who suffer and those who can offer help, it becomes a professional responsibility for which leaders in bureaucracies can be held accountable. Workers and other stakeholders need to be informed of the problem and its growing size and importance at every available opportunity. The use of clinical terms to capture what might underpin a suicide problem in remote worker communities, for instance, removes the problem from the common sphere and places it into professional hands. Dissemination offers people the things by which to label what they feel or see. These become cultural commonplaces – so much so that people can almost learn how to be mentally unhealthy. The labels they adopt, though, have consequences. A diagnosis of ADHD (Attention Deficit Hyperactivity Disorder), for instance, can disqualify people from becoming crew members on commercial shipping fleets or joining the military, even though the hierarchical, tightly regimented, tough-love approach taken to managing such work once allowed many to previously thrive. Now they may not make it into a workforce at all (Venhuizen, 2017).

	The growing demand for mental health services (including medication), actively pushed in a variety of workplace health and safety outlets, both responds to and feeds the increasing definition of people’s problems in mental health terms. Governments, industries, institutions and professional groups get involved; reports get commissioned. Inevitably, they find more mental health problems than before. For example, a 2001 study of Australian workplaces found that 36% of respondents experienced moderate to high levels of psychological distress. In 1997, only four years earlier, that was 26% (Miller, Kyaw-Myint, Hmeidan, & Burbidge, 2006). It leads to an almost voluntary, or unwitting, expansion. People increasingly construct their problems as mental health-related or let others do so for them. Professionals respond and define new forms of disorder as they do so. Over the five editions of the Diagnostic and Statistical Manual of mental disorders, the number of ways to be declared mentally unhealthy grew 300% (Gergen, 2013).



Despite its good intentions – from a checklist for working at a desk to getting organizations to offer mental health services – bureaucratic entrepreneurism seems to guarantee that there is never a shortage of workplace infirmity to be discovered and corrected. As Gergen calls it, we are moving toward infinite infirming, at a cost to our economies and to the self-sufficiency, dignity and autonomy of people in them.

Safety as bureaucratic accountability

A recent Delphi analysis of safety interventions in the construction industry showed that the interventions most associated with bureaucracy are deemed the least worthwhile (Hallowell & Gambatese, 2009). This includes the writing of safety plans and policies, record-keeping and incident analysis, and emergency response planning. These are judged by experts and practitioners in the study to not improve safety, and thus may drain organizational resources for no gain. Safety plans and policies, for example, are supposed to serve as the foundation for any effective safety program. They have difficulty capturing contextual sensitivities, however, and may miss the nuances of changes and developments in tools, insights and experiences gained in practice. The assumptions that go into the writing of plans and policies can be quite Tayloristic – implying that planners are smart and workers are dumb, suppressing diversity and working by heuristics – which are not always suited to the complexity and dynamics of organizations. It might assume, for instance, that there is one best method by which to achieve a particular goal safely and that departures from, or innovations on, such methods cannot just emanate from the work floor but need to be quality-checked and approved through bureaucratic process and protocol. This pretty much guarantees, of course, that a gap between policy and practice is left open.

What you might have already deduced is that safety (like so much else in a complex organization) can become more a bureaucratic accountability to people, rather than an ethical responsibility for people. Safety as bureaucratic accountability means following rules and conforming procedurally to enable decision making and information relay up the hierarchy. It involves


agreed-upon procedures for inquiry, categories into which observations are fitted, and a technology including beliefs about cause-effect relationships and standards of practice in relation to it.

(Vaughan, 1996, p. 348)



Procedures for inquiry can range from audits to safe work observations, inspections, data surveillance and monitoring, and investigation. Different industries have different ways of categorizing the data gathered (and ordering it in cause-effect relationships) in, for example, safety management systems or loss prevention systems. Their fixed requirements for categorizing and labeling can of course limit rather than empower the actionable intelligence gleaned from such activities. Data representing negative events or their precursors (lost-time injuries, medical treatment injuries) have become both a standard in such systems across industries and increasingly doubted for their genuine reflection of safety (Collins, 2013). Bureaucratic accountability not only implicitly and explicitly specifies the kind of data that counts as evidence (and may disincentivize the reporting or classification of other data); it also determines who owns it up to where and from where on. For instance, once a safety staff member presents a management board or similar with a safety assessment, incident report or injury figures, their bureaucratic safety accountability might be seen as complete. People have relayed the information up, and others then decide what to do with it. ‘Structural secrecy’ (to use Diane Vaughan’s phrase) is one consequence of bureaucratizing safety where critical information may not cross organizational boundaries and where mechanisms for constructive interplay are lacking. Structural secrecy is a byproduct of the cultural, organizational, physical and psychological separation between operations, safety regulators and bureaucracies. Bureaucratic distribution of decision making across different units in an organization (or among contractors and subcontractors) can exacerbate it.

What this chapter has shown is that the bureaucratization of safety – which many sources indicate has accelerated since the 1970s – revolves around hierarchy, specialization and division of labor, and formalized rules. Bureaucratization of safety has brought the kinds of benefits envisaged by modernism, including not only a reduction of harm, but also standardization, transparency, control, predictability and a reduction in favoritism. Bureaucratization has been driven by a complex of factors, including legislation and regulation, deregulation, changes in liability and insurance arrangements, a wholesale move to outsourcing and contracting, and increased technological capabilities for surveillance, monitoring, storage and analysis of data. Bureaucratization generates secondary effects that run counter to its original goals. The bureaucratization of safety can be shown to have led to a reduced marginal yield of bureaucratic safety initiatives, bureaucratic entrepreneurism and pettiness, an inability to predict unexpected events, structural secrecy and a focus on bureaucratic accountability, quantification and ‘numbers games.’ Bureaucracy has hampered innovation and created its own new safety problems. It has imposed both real and perceived constraints on organization members’ personal expertise for how to do work. As an example, a contractor conducting environmental impact studies for the resources industry reported:


I am obliged to wear a hard-hat (even in treeless paddocks); high-visibility clothing; long-sleeved shirts with the sleeves buttoned at the wrist; long trousers; steel-capped boots; and safety glasses. I may have to carry a Global Positioning System, an Emergency Position Indicator Radio Beacon, Ultra-High Frequency radio, first aid kit, five liters of water, sun-screen, insect repellent and, albeit rarely, a defibrillator. Recently, I was one of four field workers accompanied by up to 12 other people, most of whom didn’t leave the immediate vicinity of their vehicles and four of whom were occupational health and safety (OH&S) staff.

(Reis, 2014, p. 1)



This presents a fairly obvious example of bureaucratic overreach, pettiness and operational ignorance. By enforcing various layers of protective clothing and equipment, including a hard hat and long sleeves, the wearer may suffer dehydration and heat stroke more quickly in the climate where s/he typically works. Those tasked with compliance monitoring (who do not leave the immediate vicinity of their vehicles and do not do the work themselves) might have little sense of the reality of the experience of the wearer. Such secondary consequences, which run counter to the original aims of hyper-rationalization, are common to any type of bureaucracy. In the face of disorder, arbitrary use of power and heartlessness, Weber once saw the advantages of bureaucratization. But he wasn’t bedazzled. Long before the effects of faceless bureaucracy would become apparent – at their most extreme in the horrors of the twentieth century’s world wars – Weber warned that attempts to rationalize all human activity would inevitably produce its own irrationality. If you are familiar with safety bureaucracy, then you will probably not be surprised about the sorts of things it comes with. The next few chapters will visit the more problematic byproducts of safety as bureaucratic accountability. These include:


	the manipulation of measurements to meet certain targets;

	the infantilization of workers through petty rules and context-insensitive procedures;

	the repression of vernacular safety (i.e., safety created through experience and expertise, not formalized rules and bureaucracy);

	the almost religious embrace of a zero vision (i.e., an abolishment of suffering);

	the unsuitability of bureaucratic organization and accountability in a non-deterministic system.



Indeed, one of those effects is how numbers get used and manipulated to demonstrate performance or compliance. Bureaucracy can give rise to an idolatry of measurements, which can have a number of dehumanizing and fraudulent effects. The next chapter is dedicated to this.


5 What gets measured, gets manipulated

In 1960, shortly after his election, President Kennedy asked Robert McNamara to become secretary of defense in his new cabinet. McNamara, known as a star and a whiz-kid, had been president of the Ford Motor Company for all of five weeks, so it took a bit of cajoling. But he eventually joined the administration in 1961, taking with him the high modernism of Ford’s production lines – with traces of Taylor’s measurement and scientific management still starkly present. A few years into his tenure, with Vietnam taking up ever more resources and political space, he wanted to know from his top generals how to measure progress in the war. He told General Westmoreland that he wanted to see a graph that would tell the defense secretary whether they were winning or losing (McMaster, 1997). Westmoreland did as he was asked, although he produced two graphs:


	One graph showed the enemy body count. Under pressure to show progress (and knowing that political fortunes of their masters, promotions for themselves and their comrades, decorations, rest and recreation decisions and resourcing all depended on it), those who did the accounting made sure that not a single dead enemy body was missed. Soon, the lines between soldiers and civilians had blurred completely: all dead bodies became enemy personnel. Implausibly, the total number of enemy dead soon exceeded the known strength of the Viet Cong and the North Vietnamese Army combined. Civilian casualties mounted, the frustrations and incentives even leading to some massacres. In the field, of course, the ‘enemy’ was nowhere near all dead, and certainly not defeated.

	The other graph showed a measure of civilian sympathies for the United States and against communism. It tracked the effects of the so-called Winning Hearts and Minds campaign (or WHAM), which had divvied up Vietnam into 12,000 hamlets, each of which was categorized into ‘pacified,’ ‘contested’ or ‘hostile.’ Pressure to show McNamara progress here was relentless too. Militias on the side of the Americans were invented on paper. Incidents of insurgent activity or hostile takeovers of hamlets were ignored. In an ambiguous, messy and protracted war, it wasn’t difficult to skew numbers in favor of making the graph look good. It soon seemed that the entire countryside had become pacified.



The progress charts demanded by McNamara produced a monstrous auditing system (Scott, 2012). It was an example of the synoptic legibility of authoritarian high modernism, callously erasing all meaningful difference and distinction: a dead body was a dead body. It could be counted, and that was all that counted. And a pacified hamlet was a pacified hamlet – with all the cross-currents, fluidities and complexities of a shredded social order collapsed into a single number on a chart. McNamara’s system may well have played its own small part in contributing to the continuation of war and the stifling of meaningful, rational discourse about its merits and demerits. The political back tapestry, for instance as painted by McMaster in Dereliction of Duty (1997), was one of civilian leaders who were obsessed with domestic reputation and who had leaned further into military operational matters than turned out to be healthy. It took authority from those who would have had the knowledge and experience to adapt to local circumstances, instead sending them on missions to supply a desirable number up the chain – whatever it took.

The parallels with safety management in a modern corporation are eerie. A colleague in the downstream oil business once told me that he believed there is only one number that matters, and that is the LGI. “It’s the ‘Looking-Good Index,’ ” he said. McNamara wanted his LGI from Westmoreland because of concern with his domestic standing, the perception of his war, his reputation and that of the administration of which he was part. Civilian leaders in corporations have their own stakeholders to placate when it comes to safety: they need to ‘look good.’ They get preoccupied with low numbers of incidents and injuries (e.g., lost-time injuries or LTIs), because government regulators look at it, boards and lawyers and insurers want to know, the success of contract renewals and future bids depends on it, their peers inside and outside their own industry will judge them by it, and their own job security may well rise and fall with it. As with Winning Hearts and Minds in Vietnam, it becomes seductive for a corporation’s strategic leaders to lean far into operational matters, much farther than the strategic reach of their goals justifies, and farther than their knowledge actually supports. They set operational targets for numbers that are important to them. These get translated into directives and incentives for operational leaders. These, in turn, have little choice in a hierarchical system but to supply up the line what they have been told it wants: low numbers of injuries and incidents – or, in other words, a really good ‘LGI.’


Once a measure becomes a target, it is no longer a measure

What gets measured, gets manipulated. This is because the thing that gets measured gets measured for a reason. People, or bureaucracies, care about that particular number. It means something for them; it has implications beyond the number itself. The setting of a target number makes this even more acute. Because once a measure becomes a target, it stops being a measure. It just becomes a target, and people start adjusting their behavior to meet the target. Here is a nice historical example:


Officials of the French absolutist kings sought to tax their subjects’ houses according to size. They seized on the brilliant device of counting the windows and doors of a dwelling. At the beginning of the exercise, the number of windows and doors was a nearly perfect proxy for the size of a house. Over the next two centuries, however, the ‘window and doors tax,’ as it was called, impelled people to reconstruct and rebuild houses so as to minimize the number of apertures and thereby reduce the tax. One imagines generations of French choking in their poorly ventilated ‘tax shelters.’ What started out as a valid measure became an invalid one.

(Scott, 2012, p. 115)



The French weren’t alone in this.1 A so-called window tax had been first imposed in England in 1696. The government of King William III needed money from somewhere, because their great recoinage efforts in that same year had led to significant losses. The silver coins that had been in use for the last three decades had all become clipped around the edges and had thus lost their weight and value. The 1696 recoinage was a valiant attempt to redress this, though not successful – it wasn’t until 1816 that the English coinage mess got sorted. But William III’s attempt was expensive. And so his government introduced a new banded tax, which evolved with times and inflation. In 1747, for example:


	For a house with ten to 14 windows, the tax was six pennies per window (about half a dollar in today’s money);

	For a house with 15 to 19 windows, it was nine pennies;

	For a house with 20 or more windows, it was one shilling (or 12 pennies) per window.



The English, too, restricted windows so as to reduce their tax liabilities. And so, a valid measure became an invalid one, says Scott. But perhaps it is more accurate to say that the measure of taxable property stopped being a measure. It started driving a target or even becoming a target. People minimized their windows and doors, so as to minimize their tax burden. They adjusted their behavior to meet the target. Two effects are remarkable in this, and perhaps typical:


	First, whatever the measure was, it stopped being a meaningful measure. Precisely because it had been a proxy for the size of the property, a deliberately reduced number of windows and doors no longer represented the size of the taxable asset. Continued application of the measure automatically kept reducing its validity.

	Second, the behavior driven by the measure/target not only undermined the validity of the measure itself but triggered secondary consequences contrary to any emerging nation’s goals: an onslaught on the health of its people.



Both of these effects led to the repeal of such measures in the nineteenth century, not only in France, but also in Scotland and England. Campaigners argued that it was really a tax on light and air, and thereby a tax on population health. It was, to boot, an inequitable tax, because it imposed the greatest health burden on middle and lower classes. It got repealed in 1851 (Anon, 1851).

Pursuit of the target defeats the measure

But turning a measure into a target, and thereby incentivizing behavior that harms the health and wellbeing of vulnerable groups, is almost inevitable in bureaucratic governance. This has become visible in old-age care: in nursing homes, hospitals and assisted living facilities. As Atul Gawande (2014) observes:


[W]e have no good metrics for a place’s success in assisting people to live. By contrast, we have very precise ratings for health and safety. So you can guess what gets the attention from the people who run places for the elderly: whether Dad loses weight, skips his medications, or has a fall – not whether he’s lonely.

(p. 104)



Loneliness, dignity, humanity – how indeed can you measure, and managerially incentivize, the things that really matter? Instead, institutions are forced to adopt faceless, non-negotiable routines, restrict opportunities for autonomy or initiative, and allow little possibility for self-determination. Activities tend to be carefully choreographed and monitored for compliance with various protocols, in order to avoid Dad from showing up as an undesirable hip-fracture or medication-skipping statistic on the facility’s books. The three plagues, as they are known, of aged care existence are boredom, loneliness and helplessness. They form the quality-depleting end-of-life backdrop that is only thinly hidden behind the pleasant optics of a nice-looking lobby, potted plants, soothing elevator music, state-of-the-art exercise facilities and a friendly professional staff. The latter, though, are often caught up as deeply in the tyranny of metrics as their patients or residents are. Gawande again:


Our elderly are left with a controlled and supervised institutional existence, a medically designed answer to unfixable problems, a life designed to be safe but empty of anything they care about.

(p. 109)



Self-harm and suicide by prison inmates is another example. Western countries have reported this to be a growing problem. In the 15 years from 1972 to 1987, the United Kingdom saw a sharp increase in prison suicides. In Finland, almost half of all deaths in prison are the result of suicide. Hanging is a method often used. The problem for prison administrators is not just a humane one. It is a liability problem. If it can be demonstrated – in hindsight, of course – that prison officials were indifferent to the fate of a prisoner with suicidal tendencies (and those with a history of mental health problems are more likely to end up in that category), then they can be held liable for withholding medical care. Such deaths are also a public relations problem for politicians and tough-on-crime governments. As a result, one Western country fines its prisons $100,000 for each suicide that occurs within their walls.

This is where suicide watch comes in. Suicide watch is there to ensure the safety of the inmate and to protect the prison and its officials against liability (or indeed against hefty fines from their own government). Inmates under suicide watch are placed in an environment where it is difficult to hurt themselves. Any objects that could potentially be used in self-harm are removed. This includes furniture, fittings, hooks, door closing brackets, bed sheets, hard walls. It also involves stripping the inmate from anything that might be used for self-harm, such as belts, laces, neckties, shoes, socks, suspenders, tampons. In many cases, nothing but a padded cell is left, with a nude inmate in it. The light is left on for 24 hours every day, so that prison officials can monitor the prisoner, either remotely or live. In even more extreme cases, inmates can be physically (or, to use the euphemism, ‘therapeutically’) restrained. This involves placing the inmate on the back, on a mattress, with arms and legs tied down and a belt placed across the chest. Sometimes the head is also restrained. Chemical restraint (through the use of sedative drugs) is a last option.

It is no wonder that controversy surrounds suicide watch. A growing problem has been called to a halt by putting financial disincentives in place to physically or chemically avert its occurrence. But with it, all humanity, social interaction, cognitive stimulation and human dignity are taken out as well. Self-harm is prevented by imposing the deep human harm of imposing a steely, empty, constrained, purposeless subsistence. To prevent suicides, prisoners are configured in profoundly dehumanizing and degrading situations. If what gets measured in prisons is the number of suicides, and a price is put on each one, then officials are pretty much forced to create circumstances that make that number as low as possible. A measure (number of suicides) has become a target (we want zero suicides). Any desire on part of the incarcerated to commit suicide may well be exacerbated by official efforts to avert it. But if and when the time for suicide comes, it is probably no longer the prison’s responsibility, and thus it goes onto someone else’s – if anyone’s – account.


Managing the measure, not measuring to manage

The history of lost-time injuries (LTIs) mimics that of taxable windows in houses or of suicides in prison. It actually never started out as a safety measure. Then it was turned into one. Then it became a target. And as the measure started to get manipulated to meet the target, it lost any connection to safety and in fact started sacrificing the health and wellbeing of vulnerable groups.

The story of ‘Mary’

Here is the story of Mary. That, of course, is not her real name. But the events are all too real and probably all too recognizable. Mary was working in a refinery and got sprayed with hydrocarbon product one day. Immediately she felt the effects: dizziness, irritation on her skin, difficulty and discomfort while breathing. She was, in other words, not doing too well and reported to her supervisor. A problem was that this refinery was proud of its injury record. For 597 days, it had had no LTIs whatsoever and had proudly announced this achievement next to its entrance. Now that would have to be set to zero. But first, Mary had to go see a doctor. There was nothing that could be done on site. Mary’s condition was worrying and beyond the reach of first aid. This would add another blotch to the refinery’s record, as a visit to the doctor would have to be counted as a medical treatment injury (or MTI). But there was really nothing that could be done about that. A colleague joined Mary to the doctor, who recommended that she should thoroughly clean up, go home, breathe fresh air and rest for a few days. Then, while still in the doctor’s office, Mary got a call from the school where her daughter went. Her daughter had gotten sick and needed to be picked up from school. The colleague accompanied Mary to the school, collected the daughter and dropped both off at Mary’s home. Early the next day, the refinery’s safety manager and personnel manager were discussing the implications of the incident. What should be done about the injury numbers? The personnel manager, who by now had heard that Mary’s daughter had been collected from school later on the same day, came with a brilliant solution: what if they granted Mary compassionate leave to care for a sick relative, both retroactively to cover the day before and for the few days to come? Mary’s daughter’s illness was a gift they couldn’t resist. The safety manager was elated and readily agreed. That day, the number of days without LTI announced next to the entrance proudly read 598. There are many other examples of this:


For instance, establishing indicators for monitoring rest hours and the unwillingness to supply additional manpower when rest hours are not being met, setting up unrealistic goals such as zero accidents and expecting openness from the crew in reporting accidents, assigning ambitious timeline to accident reports and turning to an under-resourced safety department to close reports in time, and setting up uncompromising deadlines for the maintenance of safety-critical equipment with minimum spare parts and time allocated for maintenance. What follows is a deliberate manipulation of metrics, such as falsification of rest hours, a culture of fear and underreporting of incidents, questionable quality of accident investigations, and a deferral of maintenance based on risk assessments and waivers to meet individual and departmental key performance indicators. Managing the measure takes precedence over measuring to manage.

(Anand, 2016, p. 21)



Like suicide watch, the very measurement of a negative (such as the number of injuries, suicides) incentivizes efforts to produce a low or zero measurement. Pressures to carefully ‘case manage’ injuries (for instance, taping a wound rather than suturing it, which would require a different level of reporting) have been widely noted. Care providers who do not play along can quickly see their contracts ended (Tozer & Hargraeves, 2016). This in turn can create inhumane conditions that leave the pain unacknowledged and that may well produce more suffering. In Mary’s case, the reality of her suffering – inflicted on her while she was on her employer’s time, at her employer’s site – was never seriously recognized. Nor did she have an ‘incident.’ At a refinery, the events surrounding Mary’s injury would likely have to count as a process safety incident as well, as there was an unintended discharge of product from a pipe or vessel. But nothing of the sort was recorded or investigated. After all, the only thing that happened was that an employee had gone home early on generously granted carer’s leave to look after a sick child. The refinery and its mother organization were the dumber for it. No incident was recorded; no lessons were learned.

Fingerprints (or boot prints) of authoritarian high modernism

The fingerprints of authoritarian high modernism are all over this, of course. Workplace safety is boiled down to a measurable standard – the LTI (and sometimes the MTI) – which becomes comparable across managers, sites, industries. This standardization allows safety to be managed from the center (by a human resources department, for instance), because it has created synoptic means to ‘know’ what is going on (monthly LTI figures per site, branch, country). But the measurement quickly becomes a target, and then it gets manipulated. Though that’s not what we call it. We call it case management. And the human imagination to manipulate LTI figures in order to meet targets – through case management – truly has no limit. A leg fracture wasn’t counted as lost-time injury because the worker who suffered it was able to doodle on an iPad (which was called ‘work,’ or ‘light duties’). Waiting to be seen in the hospital emergency room after incurring an injury during aircraft loading was officially filed as ‘suitable duties’ so the hours in the waiting room didn’t go onto the manager’s account as unproductive time. This is not manipulation, and it’s not fraud. It’s case management. It is fascinating that bureaucracy itself both demands the figures and then readily offers and enables the processes by which they become a ‘case’ that can be ‘managed.’ Without synoptic, standardized forms on which to file a case for time off work, there would be no way to officially count an emergency room visit as ‘suitable duties,’ for example.

Sometimes these practices come to the surface and turn out to exceed anything that we, as society, are still willing to accept. This can become particularly riling when low LTIs (or supposedly good safety performance) attracts bonuses for the responsible managers. A Louisiana man is currently spending time in prison for lying about worker injuries at a local power utility, which allowed his company to collect $2.5 million in safety bonuses. A federal court news release says that the 55-year-old was sentenced to serve 6.5 years in prison followed by two years of supervised release. He was the safety manager for a construction contractor, convicted of not reporting injuries at two different plants in Tennessee and Alabama between 2004 and 2006. At his federal trial, jurors heard evidence of more than 80 injuries that were not promptly recorded, including broken bones, torn ligaments, hernias, lacerations and injuries to shoulders, backs and knees. The construction contractor paid back double the bonuses (Anon, 2013).

The window tax and suicide watch pattern is repeated in all of this. First, the measurement stopped being a measurement, because it became a target. Because it became a target, it no longer measured what it was meant to because people started to manipulate (‘case manage’) their numbers to meet the target. Second, it triggered secondary consequences that actually harmed employees. This harm was inflicted not only directly, for example by bullying employees into wearing the yellow vest or by denying the reality of their suffering by renaming and not counting their incident. Harm, or potential harm, was also imposed indirectly and more widely – by not investigating the sorts of sentinel events that could give rise to disasters down the road. The resulting cultures of risk secrecy – of obfuscating, renaming and euphemizing harm – work directly counter to an organization’s and industry’s own safety goals. Some governments are waking up to the problem. Responding to concerns that internal safety management systems were in some cases likely to suppress injury data, worker dissent and other bad news, the US Government Accountability Office sent a report to Congress demanding better occupational health and safety guidance on safety incentive programs and the kinds of counterproductive measurements they promote (GAO, 2012).

Record-keeping and counting injuries may be useless or even misleading

Record-keeping and incident analysis is a bureaucratic initiative that involves documenting and reporting the specifics of incidents and injuries, including information such as time, location, worksite conditions and probable causes. This would actually be among the best cases: many organizations require only ‘meta-data’ to be reported up the chain (otherwise the detail would be overwhelming). Meta-data means numbers (e.g., of needle sticks or medication misadministrations in an emergency department) that are removed from the context that brought them forth. Meta-data pushes information up the hierarchy that is devoid of much meaning or actionable content. Those on the front line typically have an acute sense of the uselessness of such health and safety indicators. They say nothing about an organization’s or department’s safety-critical processes. When given the chance, they appeal to the need to get on the floor to understand how work is actually done even under challenging conditions – to ‘get out on the decks’ to understand what is actually going on:


[A]pproximately eight months before the Macondo blowout, Transocean President Steven Newman forwarded his observations about Transocean’s use of leading indicators to several senior Transocean managers: ‘I am not convinced at all that we have the right leading indicators. The leading indicators we report today are all just different incident metrics – they have nothing to do with actually preventing accidents… . [T]he only way [we] could really meaningfully answer the questions would be to get out on the decks.’

(CSB, 2016a, p. 148)



It has long been known that the counting, analysis and tabulation of lower-consequence events hardly yields the insight necessary to prevent big events. In industries that show near-zero safety performance (i.e., a tiny residue of fatalities or serious injuries), the predictive value of incidents (for those fatalities or larger-consequence accidents) seems to have declined. Both the Texas City refinery and the Macondo Well had been celebrating low numbers of injuries and incidents right before a fatal process catastrophe. As observed by Amalberti (2001):


All this additional information does not necessarily improve the prediction of future disasters. The logic behind the accumulation of data first relied on the strong predictability quasi-accidents had on accidents; extending the scope of safety analysis to quasi-accidents seemed natural. The same logic then applied by linear extrapolation to incidents, then to quasi-incidents, and eventually in turn to precursors of quasi-incidents. The result is a bloated and costly reporting system with not necessarily better predictability, but where everything can be found; this system is chronically diverted from its true calling (safety) to serve literary or technical causes.

(p. 113)



At least two things are worth reflecting on in CSB’s findings and Amalberti’s observations above. The first is his sense of bureaucratic entrepreneurism or ‘mission creep’ in reporting and documenting incidents, which now extends to precursors of precursors. This echoes doubts about zero vision commitments (see Chapter 7). These suggest, after all, that everything is preventable. If everything is preventable, then everything (even papercuts and rolled ankles) needs to be documented and investigated. This drains and perhaps misdirects investigative resources onto what Turner (1978) called ‘decoy phenomena.’ The incident or near-accident is represented in this model as the breach of some, but not all, layers of defense. The whole notion of precursors relies necessarily on a linearity and similarity of pathways to incident and accident, or a common etiology between them. As has been shown, and will be developed in more detail below, this does not apply to complex, dynamic systems, if at all (Salminen et al., 1992; L. Wright & van der Schaaf, 2004).

Failures in such systems seem to be preceded not by – what are seen as – incidents or breaches of defenses but by normal work (Dekker, 2011; Vaughan, 1999). Such normal work may contain daily frustrations and workarounds, as well as workers having to ‘finish the design’ with various improvisations. But these do not typically rise to the level of report-worthy incident, if anything because they occur too often and successful ways of dealing with them have been developed. These are, however, precisely the kinds of things that do show up in fatalities and big accidents. This ranges from ambiguous results on a negative pressure test, to applying a mixture of base chemicals with a brush to make scratches and gouges ‘disappear’ from the foam covering the Space Shuttle’s external fuel tank (CAIB, 2003), to an unclear procedure for how or how often to lubricate a jack screw on MD-80 airliners (NTSB, 2002), to the existence of vast networks of informal work and unofficial guidance materials to get the job done in aircraft line maintenance (McDonald, Corrigan, & Ward, 2002).

More data, less information

Trying to manage uncertainty and complexity, and trying to predict unexpected events, is very difficult for anyone. It is especially so for a bureaucracy that sees a complex world in synoptic, simple terms so that it can feed the processes on which it runs. It gets even more difficult if that bureaucracy spawns ever more processes, which together reduce the transparency and actually hamper the legibility of what is going on. Recall from Chapter 1 that in 2008, two years before the Macondo Well blowout, BP warned that it had “too many risk processes” that had become “too complicated and cumbersome to effectively manage” (Elkind et al., 2011, p. 9). The haze and incomprehension inflicted by multiple layers of administrative processes have been flagged in many post-mortems of big disasters (Perrow, 1984; Vaughan, 1996). Structural secrecy, in which parts of a complex organization unwittingly keep important information from each other, was already noted in the previous chapter. In addition, interactive complexity and coupling between many different processes and accountabilities can create situations where a seemingly recoverable scenario can escalate and become closed to effective human intervention. And it not only makes preventing disaster more difficult: it can actually help create one. Human-made disaster theory also describes how the very processes and structures set up by an organization to contain risk are paradoxically those that can efficiently germinate and propagate failure (Pidgeon & O’Leary, 2000). Bureaucratic organization offers opportunistic pathways for the incubation and escalation of disaster, because


unintended consequences of errors are not propagated in purely random fashion, but may emerge as anti-tasks which make non-random use of large-scale organized systems of production. For example, consider the recent serious outbreaks of E-coli food poisoning in Scotland: here the consequences of the original contamination of cooked meat in one location were greatly amplified as the products were then distributed, unknowingly contaminated, to many people via the normal food distribution system.

(p. 18)



Weber was right even before safety bureaucracy existed. The single-minded pursuit of rationality – data, measurements, centralized control, standardization, hierarchical decision making – gives rise to its own forms of profound irrationality.


LTI and the economics of labor

How did all this start in safety, and where did that all-important count of the lost-time injury, or LTI, come from? The industrial revolution had fundamentally been changing the economics of labor. In pre-industrial labor relations, people with capital generally purchased a worker’s actual labor. This could, for instance, be measured in the output of that labor. Think of harvesting: laborers might be paid per bushel or some other measure of their productivity. People also bought products of labor directly at an agreed price (a painting, a printing press). In an industrialized society, it no longer worked that way. Capital purchased a worker’s labor time, or potential labor, as opposed to products or actual work. It became natural, in such an arrangement, to pursue strategies that regulated the laborer’s productive processes. The point was to derive as much work, and thus value, as possible from a given amount of purchased labor time (Newlan, 1990). Meeting the needs and problems of the twentieth century was a new type of management: ‘Scientific Management.’ Its best-known proponent was of course Frederick Taylor. In testimony before a Special House Committee of the US Congress in 1912, Taylor expressed that


true Scientific Management requires a mental revolution on the parts both of management and of workers: … the interest of both and of society in the long run call for ever greater output of want-satisfying commodities. Output requires expenditure of human and material energies; therefore both workers and management should join in the search for discovery of the laws of least waste.

(F. W. Taylor, 1912, p. xiii)



In an industrialized economy full of potential labor, pursuing ‘least waste’ made good sense. It was, in a way, getting the greatest ‘bang for the buck.’ Injuries that led to lost time meant that potential labor was wasted. Like everything in scientific management, this waste needed to be quantified and managed. An important question for managers and factory owners was what accounted for lost time. How could it be explained, and minimized or even avoided? What caused the injuries that led to this lost time, this loss of potential labor? In 1931, a man named Herbert William Heinrich (1886–1962) was working as Assistant Superintendent of the Engineering and Inspection Division of the Travelers Insurance Company. His company covered much more than just travel. Knowing the concerns of his company’s clients (factory owners and operators who were the premium payers), he conducted an analysis of industrial insurance claims he’d gathered for the company in the late 1920s. Heinrich, working in a corporation that insured industrial plants and factories against various risks, was probably a practical man. He needed to find things that could work, that the insurers’ clients could use in their daily practice, and that could ultimately save his company money. Nonetheless, like Taylor, Heinrich announced his approach to be ‘scientific,’ though a description of his method wouldn’t pass scientific peer review today. In 1931, Heinrich told his readers:


Twelve thousand cases were taken at random from closed-claim-file insurance records. They covered a wide spread of territory and a great variety of industrial classifications. Sixty-three thousand other cases were taken from the records of plant owners.

(p. 44)



One could argue that this lack of methodological specification might not matter, as Heinrich was a corporate employee. And the point of his study was surely to help his insurance company save money in the long run. Yet the subtitle of his book was A Scientific Approach. That would supposedly require him to at least divulge the basis for his selections or the statistical power behind his sample size. You could even think that his company would be interested to know, given that they might base future actuarial, policy and premium decisions on his study. But he didn’t provide these things, at least not in his published writings. All we know is that as his source material, Heinrich used closed insurance claims files and records of industrial plant and factory owners and operators.2 A big problem, though, is that claim files and records did not provide for the insertion of causal data and thus rarely contained them. In other words, there was no space in these claim forms where supervisors, managers or factory owners could specifically note down the causes of incidents or injuries that resulted in insurance claims. And, indeed, the reports were completed by supervisors or superiors, not workers. Like those managers who made their warehouse employees wear the yellow vest like a dunce cap, these superiors might have felt an incentive to ascribe the injuries to actions of the workers themselves, rather than blame systemic issues in their workplaces or factories. In fact, the latter might even disqualify them from getting an insurance payout.

It should come as no surprise, then, that Heinrich claimed that worker unsafe acts were responsible for 88% of industrial accidents, while 2% of incidents were deemed to be unpreventable and a remaining 10% were judged to be the result of unsafe mechanical or physical conditions, for which a factory owner, manager or supervisor might be held liable. Heinrich actually didn’t call the 88% category ‘human error’ but rather called it ‘man failure.’ He did not define what he meant by ‘man failure’ but concluded:


In the occurrence of accidental injury, it is apparent that man failure is the heart of the problem; equally apparent is the conclusion that methods of control must be directed toward man failure.

(1980, p. 4)



And so, indeed, have methods of control and compliance increasingly been directed at ‘man failure,’ at human error, at worker behavior. From his analysis, another powerful reason seemed to emerge that made worker compliance the best way to promote safety. There is a fixed ratio, Heinrich found, between occurrences, minor injuries and major injuries. For all 300 occurrences, there were 29 minor injuries, and one major injury. Eliminating occurrences rather than injuries, then, should help eliminate safety risks, even the risks of more grievous harm or fatality. Occurrences were best eliminated by focusing on the worker and his or her behavior. It has sometimes become known as ‘Heinrich’s law.’ Or Heinrich’s triangle. Or the iceberg model. This is what Heinrich derived from his analysis, even though we cannot trace precisely how:


	0.03% of all accidents produce major injuries;

	08.8% of all accidents produce minor injuries;

	90.9% of all accidents produce no injuries.



In the words of Heinrich, the ratios (1–29–300) show that in a unit group of 330 similar accidents, 300 will produce no injury whatever, 29 will result only in minor injuries and one will result in a serious one. The major injury may result from the very first accident or from any other accident in the group. Moral: prevent the occurrences by focusing on worker unsafe acts, and the injuries and incidents will take care of themselves. Over time (i.e., over the editions his book went through), Heinrich changed the wording of his ‘triangle idea’ somewhat, though it is not possible to determine why, or on the basis of what (Manuele, 2011). Presumably, no additional or revised data entered his analysis. It had no consequences for the popularity, translation or application of the idea.

An intriguing mystery, seldom mentioned, is how Heinrich obtained knowledge of the occurrences that did not have any consequences. These occurrences, after all, did not lead to an insurance claim, as there would be nothing to claim, so they wouldn’t have shown up in his samples of reports and claim files. So how did he find this out? How did he determine that number? We don’t know. He might have asked supervisors. He might have used his intuition, imagination or experience. It took until the 1959 edition of his book, three years before his death, for this to be somewhat clarified by a reference to “over 5,000 cases” (p. 31):


The determination of this no-injury accident frequency followed a study of over 5,000 cases. The difficulties can be readily imagined. There were few existing data on minor injuries – to say nothing of no-injury accidents.



Indeed, “the difficulties can be readily imagined.” How could Heinrich have had any confidence in the number or rate of incidents with no notable outcome (no damage, no injuries, no insurance claims)? Without knowing this base rate (or without us knowing how Heinrich could know it), it becomes very difficult to make a case for the triangle idea of safety.

The horse out of the barn

It didn’t matter, and it hasn’t mattered. The horse was out of the barn. The combination of Heinrich’s ideas – that human error is responsible for most accidents and that errors or at-risk behaviors represent the base of an iceberg or triangle that eventually produces failure on a grand scale – is the foundation for the idea that safety can be improved by targeting people’s behaviors. Today, the compliance-driven approaches based on this are known by many labels, but most have something of ‘behavior-based safety’ in them. Behavior-based safety programs target the worker and seek greater compliance in his or her behavior:


The popularity of this approach stems in part from the widely held view that ‘human factors’ are the cause of the great majority of accidents… . As the general manager of Dupont Australia once said, ‘In our experience, 95 per cent of accidents occur because of the acts of people. They do something they’re not supposed to do and are trained not to do, but they do it anyway.’

(Hopkins, 2006, p. 585)



In 1969 more data did show up in support of the triangle. Frank E. Bird, Jr., another insurance man (he was Director of Engineering Services for the Insurance Company of North America, to be precise), was interested in the occurrence ratios that Heinrich had come up with in 1931. He wanted to find out what the actual reporting relationship of various occurrences was in an entire population of workers. He analyzed 1,753,498 accidents reported by 297 participating companies. They represented 21 different kinds of industries, employing a total of 1,750,000 people who worked over 3 billion hours during the period he studied. Bird also tried to be more secure in determining the base rate. He oversaw some 4,000 hours of confidential interviews by trained supervisors on the occurrence of incidents that – under slightly different circumstances – could have resulted in injury or property damage. What he found from these was that there were approximately 600 incidents for every reported major injury, 30 property damage accidents, 10 minor injuries and one major injury or fatality. These were Bird’s conclusions (Bird & Germain, 1985). The Heinrich triangle now became the Bird triangle, as some call it. Bird’s sample size was impressive, and the methodological trace left by him was more detailed than Heinrich’s. Bird suggested that removing enough from the base of the triangle (by focusing on worker behaviors, control and compliance) could ensure that nothing would rise to the level of severe incidents, injuries or worse. By starting at the bottom, and slicing off something from the side of the triangle, all levels of injury and incident risk could get reduced. Focus on the small stuff, get rid of it, and you can even prevent the big stuff. Focus on worker control and compliance. As Bellamy (2015) put it:


Taking care of the smaller accidents or accident components, like unsafe acts – will reduce the chance of bigger less frequent accident. The idea is that to prevent the severest accidents, use can be made of the knowledge that could be gained from the more numerous smaller accidents and near misses which occur at the base of a triangle of accidents.

(p. 94)



And how do companies know they are doing a good job with such control and compliance? They count their LTIs and MTIs. Today, LTI and MTI, as essentially cost and productivity figures, are used as stand-ins for a lot of other things: workplace safety, injury frequency, injury severity, workplace culture, national safety culture, workplace health and safety cost and individual worker performance (O’Neill, McDonald, & Deegan, 2015):


Rather than offering a measure of that subset of injuries indicative of lost workplace productivity, corporate reporters are increasingly presenting LTI numbers as measures of (total) injury performance, and even of occupational health and safety itself. Critics suggest injury data routinely forms the cornerstone of occupational health and safety performance reports with an almost exclusive status quo-reliance on recordable and lost time injury rates as safety performance measures.

(p. 185)



Heinrich showed that occurrences that could potentially turn into lost-time incidents or even medical treatment injuries (1) were mostly caused by non-compliant human behavior3 and (2) needed to be avoided as much as possible, because they had a fixed, proportional relationship to real and worse productive loss. In industrialized societies, the pressure to achieve a speedy return to work and reduce the number of LTIs and MTIs is typically felt by both governments and corporations. In many countries, the burden to pay for lost time and to compensate work-related disabilities, illnesses or injuries is shared between employers, insurers and governments/taxpayers. Think about the fact that ‘safe work’ and ‘return to work’ (after an incident or injury) are often mentioned in the same breath and are managed by the same company department or government regulator. You can easily deduce that ‘safety’ measures foremost have to fit the quantified treatment of the production process and the control of labor that stems from an earlier industrial age.4


The triangle doesn’t apply

The problem is, it doesn’t seem to work that way. The triangle doesn’t apply. As soon as it gets studied by people who aren’t linked to the insurance industry, worker compliance doesn’t have the relationship with injuries and fatalities that Heinrich or Bird suggested. In his comments on a 1998 gas explosion at an Esso plant in Victoria, which killed two people and injured eight, Hopkins (2001) wrote:


Ironically Esso’s safety performance at the time, as measured by its Lost Time injury Frequency Rate, was enviable. The previous year, 1997, had passed without a single lost time injury and Esso Australia had won an industry award for this performance. It had completed five million work hours without a lost time injury to either an employee or contractor. LTI data are thus a measure of how well a company is managing the minor hazards which result in routine injuries; they tell us nothing about how well major hazards are being managed. Moreover, firms normally attend to what is being measured, at the expense of what is not. Thus a focus on LTIs can lead companies to become complacent about their management of major hazards. This is exactly what seems to have happened at Esso.

(p. 4)



Other petrochemical accidents elicited the same soul-searching. For example, the Chemical Safety Board found that the “BP Texas City explosions was an example of a low-frequency, high-consequence catastrophic accident. Total recordable incident rates and lost time incident rates do not effectively predict a facility’s risk for a catastrophic event” (CSB, 2007, p. 202). On the basis of its investigation, the CSB advised that inspections should not rely on traditional injury data. But what did BP celebrate on the eve of the worst oil spill in the history of humanity a few years later? They celebrated six years of injury-free and incident-free performance on Deepwater Horizon in the Gulf of Mexico, as already mentioned in the first chapter (BP, 2010; Graham et al., 2011). The next day, a well blowout occurred, which killed 11 people. That means 11 deaths at the top of the triangle and nothing noteworthy below it – nothing. There was no triangle. Only a wide top with nothing underneath. If Heinrich or Bird had been right, then six years of not having anything reportable happen in the lower parts of the triangle should have assured thousands of years of fatality-free performance – enough to outlast known oil reserves in the Gulf many times over.

For the triangle idea to be sustainable (independent of any particular ratio), unwanted events at any level of the triangle need to have the same causes. If you believe, after all, that you can prevent the ultimate high-consequence outcome, a fatality (at the top of the triangle), by preventing low-consequence, higher-frequency incidents or injuries lower down the triangle (which in turn means stopping certain behaviors at the bottom of the triangle), then bad outcomes – no matter their consequences – all have the same or similar causal pattern. This has become known as the common-cause hypothesis. Wright and van der Schaaf examined evidence from the UK railways. Incidents were analyzed using the confidential incident reporting and its causal taxonomy, which contains 21 causes. The results they produced provided qualified support for the common-cause hypothesis with only three out of the 21 types of causes. Only these three had significantly different proportions for the three consequence levels that were investigated: injury and fatality; damage; and near miss. In other words, for the data in this study, Heinrich would have been right only one in seven times (L. Wright & van der Schaaf, 2004).

A study published in 1998 shows the relationship between fatal accidents in the workplace and the frequency of non-fatal accidents in Finland during the period from 1977 to 1991 (Saloniemi & Oksanen, 1998). The study focused on the construction industry, because the real numbers were the largest as compared to other industries. At the end of the 1980s, about 8% of all employees worked in building and construction; the industry accounted for 23% of the country’s fatal accidents. To show the relationship proposed by Heinrich, and then Bird, linear regression was used. For comparison, look at the first figure here. It shows a linear relationship (with a ratio of 1 to 10) between injuries/incidents (the x-axis) and fatalities (the y-axis). As one goes up, the other goes up too – linearly and proportionally so.

To test the proportion of incidents to fatalities with actual data, the study examined Finnish construction industries during the period from 1977 to 1991. Checking that appropriate experimental controls were in place, the authors made sure that there were no important changes in injury compensation practices during this period or in the way that incident or accident data were collected.5The regression analysis is shown in figure 5.2. The findings for the two variables, the authors say in an understatement, were “somewhat unexpected” (p. 61). The correlation between lesser incidents and fatalities was there, and it was very strong. But it was negative: -.82 (p<0.001). In other words, the fewer incidents there were in a given year, the more fatalities there were. And the more incidents, the fewer fatalities. The relationship showed an inverted iceberg. For fewer incidents (a narrow base of the triangle) there were more fatalities.


[image: Figure 5.1]
Figure 5.1 The hypothetical relationship between incidents and fatalities, as predicted by the Bird triangle
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Figure 5.2 The actual relationship between incidents and fatalities in the construction industry 1977–1991



The findings for the two variables, the authors say in an understatement, were “somewhat unexpected” (p. 61). The correlation between lesser incidents and fatalities was there, and it was very strong. But it was negative: -.82 (p<0.001). In other words, the fewer incidents there were in a given year, the more fatalities there were. And the more incidents, the fewer fatalities. The relationship showed an inverted iceberg. For fewer incidents (a narrow base of the triangle) there were more fatalities:


The present material does not corroborate the hypothesis of the iceberg-like constitution of safety problems. The results are consistent with earlier findings which emphasize the specific nature of fatal accidents, their own distinctive logic and their own causes.

(p. 63)




Get a great “looking-good index,” then drift into disaster

The least we should conclude is that prescriptions inspired by Heinrich (and behavioral safety is inspired by little else) are counterproductive. Measuring incidents and injuries, and then engaging in various ways to keep those measurements low, can literally invite disaster. Focus on behavior, make people comply, and control their every move, and you might actually make people less adaptive and responsive to unexpected events, thereby increasing the risk of major injury and fatality. Deal with the injuries and incidents, by calling them something else, by making them go away, and you actually increase the risk of fatalities. Careful case management, and creatively manipulating LTIs and MTIs in order to achieve targets, can, as said, produce cultures of risk secrecy and risk incompetence. They may give people the impression that risk is under control, that safety is managed well, that things are taken care of – until things blow up, that is. Rene Amalberti has called this a


severe crisis surrounded by a lack of theoretical understanding, like an object blazing in the midst of an empty ocean. Business leaders, under pressure from the media to maintain a focus on the short term, are often too optimistic about their results, convinced that simply pursuing a policy of tighter controls and stiffer penalties for front-line operators will provide the ultimate solution to their problem. Meanwhile, evidence continues to accumulate that it is precisely this policy that is generating the crises feared by those same politicians and business leaders.

(2013, p. vii)



The proud promotion of low numbers of quarterly incidents and injuries not only doesn’t shield organizations from disaster. The data shown above suggest that it makes big disasters more likely. And indeed, as presaged in the first chapter, recent disasters have occurred precisely in ostensibly ‘high-performing’ organizations with a strong focus on low numbers of negatives (Dekker & Pitzer, 2016). Managerial bonus schemes for safety performance actually increase this risk (Hopkins, 2015). Outcomes related to them include explosions at a refinery and a deep-water drill rig, causing 15 and 11 deaths, respectively. It includes a fire and explosion at a fertilizer company in 2013 with 15 deaths and hundreds of injuries, and a runaway train whose rail cars derailed, set fire to a Quebec town and killed 47. All these companies reported high levels of safety performance (as measured by the absence of injuries and incidents), and many people in them would seem to have had confidence in their safety systems prior to these events (Baker, 2007; CSB, 2016b; Elkind et al., 2011; Graham et al., 2011; TSB, 2014). Amalberti takes no prisoners when he predicts:


Tomorrow’s accident, which will be rare but no doubt even more disastrous, will be an accident where the regulations were in place to prevent the problem, or perhaps where no-one actually made an identifiable error and no system truly broke down but all the components had been weakened by erosion: the degree of variation within the operating conditions will one day prove enough to exceed the tolerable linkage thresholds.

(Ibid.)



This has long been the kind of observation that goes into warnings against ‘drifting into failure’ (Dekker, 2011; Woods, 2003). Quantified safety data on low-consequence events may suggest to important stakeholders inside and outside the organization that risk is under control. Low incident reporting rates might suggest workplaces where superiors are not as open to hearing bad news of any kind, which might explain why those that have fewer incidents are also more likely to suffer fatal accidents – even if these are caused by different factors. Bureaucratic measurements that track and announce the number of hours or days without a lost-time or recordable injury can sometimes encourage such suppression. Putting ‘bad’ results into a system of bureaucratic or even professional accountability, after all, can feel not only like a moral failing but bad for one’s career. As a result, decision makers might be led to believe they have a great safety culture, because they have the numbers to show it. As Janis (1982) warned with his identification of ‘group think,’ this can encourage a collective sense of invulnerability, where, as Perrow said, a “warning of an incomprehensible and unimaginable event cannot be seen, because it cannot be believed” (1984, p. 23).


Weak signals are in your mind

In hindsight, it can be easy to dig out the things that turned out critical for an eventual drift into a spectacular failure. What is much harder is that none of them ever were reported as incidents, and the measures a bureaucracy takes of its operations (like LTIs) have no relationship to drift other than perhaps an inverse one (Dekker, 2011). Bureaucratic mechanisms for incident analysis and reporting have great difficulty picking up the subtle signs of drift:


Weak signals are an attractive concept but one that often turns out to be illusory from a management perspective. This is because analysing weak signals means nothing other than analysing those parts of the current matrix that it has been decided not to analyse. What appears to be simple when expressed in this way actually turns out to be very complicated, for a number of reasons.

(Amalberti, 2013, p. 70)



The reasons Amalberti gives include the vast cost of extending bureaucratic monitoring to be able to pick up ‘weak signals,’ the absence of accident models that can meaningfully account for ‘weak signals’ as sentinels of worse to come, and of course the inherent selection that goes on when people decide what counts as a ‘weak signal.’ A signal is constructed as weak (and, for that matter, as a signal) by the people who label them that way. And, for that matter, signal detection theory (which formally models this sort of problem) makes no inherent distinction between ‘weak’ or ‘strong’ signals, but only between (amounts of) signal and noise. Perhaps there is one source, Amalberti suggests, that can generate the sorts of signals that might be missed by bureaucratic data collection and reporting, and that is from whistle-blowers. These, after all, tend to pick up and make visible what is left unexamined by the safety bureaucracy (what it, in other words, would miss, ignore or dismiss as ‘noise’).

But whistle-blowers need protecting, encouraging and empowering. Systems of bureaucratic accountability, after all, can (unwittingly) undervalue technical expertise and operational experience. NASA, for instance, had greatly reduced its in-house safety-related technical expertise in the 1990s. NASA’s Apollo-era research and development culture once prized deference to the technical expertise of its working engineers. Many engineers had been shifted to supervisory oversight of contractors’ work rather than doing hands-on engineering work. The organization became dominated by bureaucratic accountability – with an allegiance to hierarchy, procedure and following the chain of command (Vaughan, 1996). People in such positions may no longer feel as able or empowered to think critically for themselves about technical questions (including those related to safety). This can stifle innovation and initiative, and erode problem ownership. Innovation that is non-compliant with protocol can be driven underground and be unlikely to see widespread adoption, thus hampering possible sources of future efficiency, competitiveness or resilience. Also, time and opportunity for richer communication with operational staff by supervisors and managers can get compromised by the daily demands of bureaucratic accountability. Managers might report limited opportunities for interaction with the workforce because of meetings, paperwork demands and email. Of particular concern in such research has been the limited voice afforded to expert and experienced workers. This does not capture the value of discretion and tacit knowledge, as well as professional pride and responsibility, that together form how people adapt rules as they are tried and applied in context and where experience with them accumulates.



Notes



1
In an interesting historical contrast, it appears that in the neighboring Low Countries (later the Netherlands), a synthesis of social and religious incentives operated to enlarge windows. After the Reformation in the sixteenth century, Calvinistic concerns about sinful behavior (drinking, gambling) compelled neighbors to keep their shutters and curtains open, so as to allow a full view from the street into their homes and avoid gossip about what happened behind their closed shutters and doors. With newly acquired and more broadly shared wealth in the seventeenth (or ‘Golden’) century, an additional incentive drove the construction of large windows. Not only was the ample insertion of glass into a structure itself a sign of wealth (as glass was labor-intensive and expensive), but it allowed neighbors to inspect, and gawk at, the wealth of the furniture, furnishings and paintings inside. Curtains were used (and expensive ones at that), but almost exclusively to be strung inside along the sides of the windows, suggesting to onlookers that home owners actively chose to tolerate curious looks inside their properties. Foreigners visiting the Netherlands today are often still amazed at the ample size of living-room windows and open curtains.



2
Heinrich’s raw data has been lost to history. It is not offered in any editions of Heinrich’s book. There is no evidence of other analysts poring over the same data and coming up with either similar or contrasting conclusions. This lack of raw data echoes through the subsequent editions. Even the co-authors of the 1980 edition of Heinrich’s book never saw the files or records.



3
Even though Heinrich had come to the conclusion that 88% of all workplace accidents are due to ‘human error,’ he did not argue that human behavior should be the only target for intervention. This might have been one reason for him to combine unsafe acts and unsafe conditions onto a single tile. Lifting out a domino tile with unsafe acts alone would not have been so promising: “No matter how strongly the statistical records emphasize personal faults or how imperatively the need for educational activity is shown,” he wrote in 1931, “no safety procedure is complete or satisfactory that does not provide for the correction or elimination of physical hazards.” For a factory owner or manager, the removal of unsafe conditions was perhaps the most promising accident prevention strategy. Putting his effort where his mouth was, he devoted some 100 pages of his writing to the topic of machine guarding. Telling the workers to not stick their hands or other body parts in certain places was not very useful if it wasn’t combined with making such actions impossible or difficult with engineering controls.



4
There is an irony here. Behavior-based safety is ultimately intended to identify and reduce drag that injuries and incidents have on worker productivity. This is why MTIs and LTIs have such an important currency among contractors, clients and other stakeholders. But if you recall from the Preface, productivity overall has been hurting. In some countries, compliance professionals (which include safety people) now make up almost 10% of the workforce. They are not productive themselves, and they can sometimes be accused of stopping other people from being productive as well (through much petty bureaucracy that other workers have started to identify with occupational health and safety). It is a matter of misaligned incentives. A low number of MTIs and LTIs can make an employer look good on the one hand, as that is what you are rewarded. But then the drag on productivity created by the very apparatus that helps administer the sorts of initiatives (including behavioral ones) to produce those numbers is itself a huge drag on productivity for the company, the industry and perhaps even the country more broadly. This, however, does not get measured or reported in bidding for contracts. Incentives are misaligned.



5
The classifications of occupations and accidents remained unchanged too. The data covered only accidents that occurred in the workplace: occupational illnesses and accidents that happened on the way to or from work were excluded. Accidents were operationalized using the conventional indicators of accident frequency (accidents per million working hours) and fatality rate (fatal accidents per 100,000 persons employed). Whenever occupational accident statistics are used, the authors stated, it is necessary to address the question of how ‘actual accidents’ and accident statistics are related to each other. The numbers used for the analysis here were compiled on the basis of sick leave and compensations granted. This lent the problem of what counts as a ‘less severe incident’ a bit of objectivity. One can assume that the practices of granting such leave and compensation inside of a small, centrally governed, culturally homogeneous country, did not change much from year to year or site to site, and thus would not be responsible for producing much, if any, variance in the results. Even if case management and other ways to negotiate the granting of leave or compensation might have played a role, then this could be deemed to be sufficiently constant across the study period.




6 The infantilization of us

Here is how to celebrate Christmas – a time of cheer. In a communication to their staff recently, one organization showed how to create the right atmosphere and make everyone look forward to the party:


Please remember that this is a work function and an appropriate standard of conduct is expected. With this in mind it is timely that we remind everyone of a few points:

1. Behavior at the Party

As a work function the Company’s Code of Conduct, Workplace Harassment Bullying and Discrimination Policy, Health and Safety Policy, and Social Media Guidelines apply fully at this event. Copies of these policies can be accessed via the Company’s Policy Library. Please familiarize yourself with these policies and be mindful of your obligations with respect to each of them. Excessive alcohol consumption is no excuse for harassment, bullying or misconduct: it is not an acceptable defense and will not be tolerated. Note that any ‘after party’ events that may follow on after the designated finishing time are undertaken by the employees’ in their own time and are not Company endorsed. Note that the finish time for the work function is 4 pm, any festivities that occur after this time are in your personal time.

2. Alcohol and Drugs

Food and drinks will be provided at the Christmas party (including alcoholic beverages). If you choose to drink alcohol, ensure that you drink responsibly, be respectful to others and, for your own wellbeing, have plenty to eat. Non-alcoholic beverages will be available.

We remind you that the use of illegal drugs and/or excessive consumption of alcohol is prohibited at all times during the Christmas Party. The Company reserves the right to require the venue to refuse service of alcohol to any member of staff who is, in the Company’s view, behaving inappropriately.

Alcohol service will cease at 3:45 pm and the function will cease at 4 pm and we would expect the function room to be vacated by this time.

3. Transport

Our secretaries have arranged transport to ensure people get safely home from the Christmas Party. If you wish to be transported home after the party, please register with one of them if you have not done so already. Naturally we want everyone to enjoy themselves; we also want everyone to arrive home safely.

So if you are thinking about having a drink or two, we ask that you plan your transport home by catching public transport, sharing a ride with friends, riding with a driver who hasn’t been drinking, or arranging for a friend or relative to give you a lift.

4. Contacts

If you have any concerns about the above mentioned points, become intoxicated, unwell or your transport arrangements fall through unexpectedly, please don’t hesitate to ask for help by contacting one of us. You will be gladly assisted, including arrangement of safe transport home if necessary. Likewise, if you are concerned about the well-being, safety or behavior of a colleague let one of us know so that appropriate assistance can be provided.

We trust everyone will accept this communication in the right spirit by appreciating that the Company is committed to meet its moral and legal obligations of ensuring your safety and wellbeing, not only in the workplace, but at work-related functions also. None of the above should prevent us from having a great celebration and we look forward to everyone having a great time!

Kind regards and Merry Christmas, the Organization’s Vice-President





Infants and nannies

Infantilization means treating people as if they are children. It is condescending and underestimates people’s common sense, experience, knowledge and potential, and it leaves little or no room for self-determination or initiative. Infantilizing is often related to patronizing. This means treating people with apparent care, but in a way that betrays a sense of superiority and lack of trust in their judgment. Many health and safety rules and regulations can be experienced as patronizing. Some feel they are infantilizing us on a large scale. Take Finland as an example. It is Europe’s worst country to eat, drink or smoke. The state is the sole (legal) seller of alcohol. Bars don’t have happy hours. Smoking anywhere freely is pretty much out of the question. Ice cream and chocolate are more highly taxed than other food. How did it get this ranking? In 2016, the European Policy Information Center, an independent think tank based in Brussels, published its first Nanny State Index. Finland was at the top. Sweden followed closely on its heels, with the UK, Ireland and Hungary in the third, fourth and fifth place. The index was drawn up to quantify nanny-ishness by using a range of figures, from ‘sin taxes,’ happiness indicators, public health regulation, gambling and the size of the black market. Nanny states are regarded as meddling and overprotective – funnily, often more so by those who don’t live within its borders.

Overprotection, or overregulation, is of course a normative term: it implies a standard or norm beyond which something is ‘over.’ But the consensus, according to the Policy think tank, is that overregulation occurs when adults are restricted from doing something from which they derive pleasure or some other advantage, and with which they can only hurt themselves. Of course, there can be knock-on effects that present costs to society (e.g., healthcare costs associated with smoking), which in a sense privatizes the pleasure but collectivizes the pain. What is the remedy preferred by the European Policy Information Center? It is cold-blooded, if not libertarian. If people live shorter lives, then society is better (i.e., cheaper) off. So please let them base jump from a construction crane in the night. Let them smoke four packs a day, drink Scotch for breakfast. Let them please cut their lives short, because it’ll be cheaper for everyone. Don’t take personal responsibility away from these people, the Policy think tanks says, so stop pre-emptively taxing or forbidding such activities. What are the examples the center believes we should turn to? In other words, which countries in Europe are the least nanny-ish? The Czech Republic is, according to the index, the freest of all. Surprisingly, runner-up for freedom from fussiness is Germany. Luxembourg and the Netherlands also sit toward the bottom of the index. The organization that sent out the Christmas message above, it is safe to say, was not in one of the countries at the bottom of the Nanny State Index. Here’s another example – from one of the countries near the top:


Not long ago, a five-year old got stuck up a tree in the playground of a primary school in Wiltshire. Instead of helping the child down, teachers gathered up all the other children and fled inside, citing health and safety rules. A passer-by saw the child in the tree on the abandoned playground, entered the school grounds and helped it down. Instead of thanking the passer-by, the school principal reported her to the police, who subsequently booked her for trespassing.

(Routledge, 2010)




Infantilization and behavioral modification

How has the safety profession justified infantilizing workers? The idea that workers, or people, are the problem, and that their behavior should be the target for intervention, has deep roots. As you saw in the previous chapter, Heinrich’s 1931 claim that 88% of occurrences are caused by ‘man failure’ or human error or worker behaviors has inspired many to believe that they need to reduce worker errors. One way to try this is through a sinister-sounding program of ‘behavior modification’:


Behaviour modification programs are now widely advocated as a means of enhancing safety at work. A variety of proprietary programs are on the market, for example, DuPont’s STOP, and Chevron Texaco’s POWER, all aimed at encouraging workers to behave more safely. These programs are highly controversial, with unions arguing that they amount to a return to the strategy of blaming workers for the accidents that befall them, especially when they are associated with programs that punish workers who have accidents. On the other hand, companies are hoping such programs will prove the key to driving accident rates lower, and they criticise the union viewpoint as being merely obstructionist. The popularity of this approach stems in part from the widely held view that ‘human factors’ are the cause of the great majority of accidents… . As the general manager of DuPont Australia once said, ‘In our experience, 95 per cent of accidents occur because of the acts of people. They do something they’re not supposed to do and are trained not to do, but they do it anyway.’

(Hopkins, 2006, pp. 584–585)



Behavior modification, with the belief that human error is at the root of all evil and disaster, fits an ideology that has enchanted the best and brightest. The US Department of Energy – which manages safety-critical facilities such as the Los Alamos National Laboratory, the Strategic Petroleum Reserve and the Lawrence Berkley National Laboratory (all staffed by many really smart and highly educated people) – explained the motivation for its embrace of behavior-based safety as follows:


Heinrich reported that about 90% of all accidents were caused by ‘unsafe behavior’ by workers. Subsequent studies by DuPont confirmed Heinrich’s contention. Traditional engineering and management approaches to counter this, such as automation, procedure compliance, administrative controls and OSHA type standards and rules were successful in reducing the number of accidents significantly. There was however, a persistence of incidents and accidents that kept rates at a level that was still disturbing to customers, managers, and workers. Developed in the late 1970s, behavior-based safety has had an impressive record. Research has shown that as safe behaviors increase, safety incidents decrease.

(DOE, 2002, p. 7)



Behavior-based safety interventions typically center around observation of behaviors and feedback to those performing them. The fingerprints of authoritarian high modernism – standardization, measurement, centralized control and bureaucratization – are all over it. Here are four typical steps of a typical behavior-based program:


	define the correct behaviors that eliminate unsafe acts and injuries;

	train all personnel in these behaviors;

	measure that personnel are indeed behaving correctly;

	reward worker compliance with these correct behaviors.



Safety culture is a poster on your wall

This can involve surveillance of worker behavior, either directly by people or mediated by technology (e.g., cameras but also computerized monitoring systems installed on equipment, like vehicles). “Its emphasis is undeniably on behavior modification and that is how it is understood by many of its advocates as well as its critics” (Hopkins, 2006, p. 585). And does it work? Those heavily invested in consulting on this approach unsurprisingly say that it does (DePasquale & Geller, 1999; Krause & Seymour, 1999). But on last examination, the safety-scientific literature still offered no convincing empirical study or data to prove the efficacy of behavior modification.

Whose behavior actually needs to be modified in favor of safety? A common way to try to induce behavior change is to put up posters in workplaces that remind workers of the safety commitments their company has made and to appeal to people to behave consistent with them. Safety culture can get reduced to exhortations on a poster on the wall. Interestingly, the target of such posters is not often the manager whose job it is to institute a safety program or have it audited, or the line manager whose responsibility it is to provide the right tools, resources, training and skills for people doing the safety-critical work. Instead, it speaks directly to the worker. Behavior-based safety pushes that expectation, or demand, down to the work floor:


A behavior-based approach blames workers themselves for job injuries and illnesses, and drives both injury reporting and hazard reporting underground. If injuries aren’t reported, the hazards contributing to those injuries go unidentified and unaddressed. Injured workers may not get the care they need, and medical costs get shifted from workers compensation (paid for by employers) to workers’ health insurance (where workers can get saddled with increased costs). In addition, if a worker is trained to observe and identify fellow workers’ ‘unsafe acts,’ he or she will report ‘you’re not lifting properly’ rather than ‘the job needs to be redesigned.’

(Frederick & Lessin, 2000, p. 5)



It represents the kind of Orwellian managerial control that was once advocated by Taylor and Heinrich: setting strict standards and instituting a program to measure and manage any deviation or slippage from those standards. And, suggest Frederick and Lessin, it gets the organization and its leadership entirely off the hook. Problems, injuries and incidents are traced back to individual worker behaviors, not to what the organization and its management have or haven’t done or provided. If safe worker behaviors are necessary for good outcomes, then unsafe behaviors get easily blamed for bad outcomes (consistent with the Protestant Ethic). This principle can get incentivized in various ways. Particularly if workers themselves are to cover costs associated with an incident (like in the quote about insurance above) or face what they might see as stigmatization and harassment with, e.g., mandatory drug or alcohol testing, then their willingness to report probably goes down (GAO, 2012, p. 2).

In certain cases, behavior-based safety literally infantilizes by treating workers as if they were naughty children. Here is the example of a food warehouse, where 150 workers load and unload trucks, lift boxes, drive fork trucks and move pallets. Each month that no one reports an injury, all workers receive prizes, such as $50 gift certificates. If someone reports an injury, no prizes are given that month. Management then added a new element to this ‘safety incentive’ program: if a worker reported an injury, not only would co-workers forgo monthly prizes but the injured worker had to wear a fluorescent orange vest for a week. The vest identified the worker as a safety problem and alerted co-workers: he/she lost you your prizes (Frederick & Lessin, 2000). This is infantilization akin to making a worker wear a ‘dunce cap’: the idiotic headdress once put on the heads of unusually ‘thick’ school students until the beginning of the twentieth century.


Reasons for infantilization

What exactly accounts for such infantilization? The dynamics are complex, but we can look at the following reasons:


	liability concerns

	the social science of submission

	surveillance of behavior.



After that, we’ll look at some examples of insubordination (or, in the eyes of some, of ‘violations’ of rules and regulations in the workplace) and their role in our understanding of the non-deterministic world of work. That is an entire topic in itself, and a later chapter is dedicated to it.

Liability concerns

Let’s revisit one of the drivers of safety bureaucratization. Over the last few decades, liability concerns have begun to permeate virtually every profession. From bankers to company directors to midwives to radiologists to nurses and pre-school teachers, from engineers to lawyers to general practitioners to agritourism operators to forest owners: all have had to contend with liability concerns – real or imagined. Depending on the presence of a state and the safety nets it provides to its citizens, many countries have seen an increase in the instances of transfer of wealth from organizations to individuals who have somehow been wronged (Tullberg, 2006). This is not necessarily bad, of course. Scottish philosopher David Hume (1711–1776) suggested that orderly transfers of possessions are a cornerstone of a functioning, harmonious society. That also implied conditions for, and limits on, the kinds of redistributions that still make sense. Getting a multi-million dollar payout for having voluntarily smoked or eaten fast food all one’s life probably doesn’t make sense in that view any longer. Nor does suing a school for letting one toddler tumble on top of another. What organizations are responsible for (and where the responsibility of the individual ends or simple bad luck begins), however, seems to be infinitely elastic and can get gratefully stretched by no-win no-fee legal practices. Tullberg explains the interplay of various factors that are behind the liability trend:


The first factor that is likely to influence the present trend of increasing payments is sympathy, in combination with the “tyranny of small steps.” When considering a special case, it can easily be considered more deserving than the average case, because a person in flesh and blood is present and his or her suffering has been highlighted. The court may dismiss the case because it is overstated or there is a lack of proof, but if the case is considered to deserve compensation it is tempting to set an amount that is above, rather than below, average. A tyranny of small steps pushes the average upwards. Influence by the “no-win, no-fee” rule for lawyers is a second factor. The practice of not paying the lawyer if the case is lost stimulates gray-zone cases. If the plaintiff has a strong personal conviction that his claim is right, he may pursue litigation even if the forecast of the verdict is uncertain, but without a financial risk such a moral conviction is less important. An amoral view of an opportunity that is worth exploring is sufficient. The opportunity is created by the system and, since most people seem to take it, why should an individual pass up the chance? The practice is not contained to the jurisdiction of the United States. Britain has taken several steps toward the American system of accepting lawyers who work on a commission. A further factor is the transition of cases to high-fining courts. Plaintiffs have a choice both between countries and within countries, a phenomenon sometimes named “jurisdiction shopping.” Cases belonging to European courts by common-sense standards might be brought to American courts. The geographical extension of US courts is in full development.

(2006, pp. 71–72)



Insuring against this liability by paying premiums is also a double-edged sword. Insurance companies and underwriters can lose during a period when payments are rising and premiums have not yet kept pace. But subsequent increased liability payments can actually mean larger revenues. Also, larger liability payouts can promote a bigger market of insurance buyers: organizations that are weary of the potential financial risks they might face. And there’s another dynamic, depending on how liability payments are awarded. If those making award decisions are aware that an insurance company will (largely) pick up the tab, they might not be inclined to hold back, since the direct economic consequences suffered by the organization will be limited. This can create a series of viciously interlocking incentives – all tending to higher payouts for which everyone in the community ends up paying (Tullberg, 2006). So what else can an organization do? It can try to insure against liability by claiming that it has told its people exactly how to behave: what to do and what not to do (as in the Christmas party example, or the toddler stuck up the tree, or in behavior modification programs). If people don’t behave according to those rules, then any resulting problem might well be traced back to them. The organization is off the hook. Or so they think. As explained earlier, there is an irony in this. The more rules and behavior-modification programs an organization puts in place, the more it can be shown to be non-compliant with. And the more liability problems it can create for itself (Long et al., 2016).

Of course, corporate interests would push back on this. Recall the Canadian study about how the notion of ‘safety offender’ has been successfully pushed back to the worker (Gray, 2009). The study examined 81 tickets issued under the Occupational Health and Safety Act over a year. Workers were the target of 30 of the 81 tickets (or 37 %). Employers were the target of only 20 tickets (24.7%). Supervisors got the rest. The role of supervisor, however, was ambiguous, as in most cases these were low-level workers with limited authority and not seen as management. In other words, three out of four citations ended up on the work floor; only one in four ended up with management. On the work floor, PPE violations and machine guarding violations constituted the largest citation categories. In management, tickets were issued for the ‘failure to provide’ safe equipment (e.g., safe portable ladder or a safe saw). “Overall,” the study concludes, “health and safety ticketing falls more heavily upon frontline workers than high-risk employers.” This tended to shift the burden for safety onto those who have the least power to change anything about the pace and technologies of their work and who really need the support and resources of those upstream:


While employers are still the primary target of regulatory enforcement in health and safety, workers are also increasingly being regulated through individual responsibility and neo-liberal discourses of self-regulation… . Workers are assigned ever greater responsibility for their own safety at work and are held accountable, judged, and sanctioned through this lens.

(p. 326)



This, the authors note, is a kind of neoliberalism. One consequence of this is that workers have been made more individually responsible for their own safety (and in some cases, for that of their colleagues) at work. They are told by their own organizations what to do, what to wear and how to behave and are instructed to challenge unsafe work. This is governed through various social and organizational control mechanisms (posters, safe observation programs, behavior-based safety interventions, incentives to report non-compliance). And it is given teeth by safety inspections and sanctions that, in this study, seemed to target individual workers rather than employers. Workers are enticed (by winning their ‘hearts and minds’) to do the right thing: pay attention, wear protective equipment, ensure machine guarding, use a lifting device, ask questions, speak up. And if they don’t, “the failure to practise individual responsibility in the face of workplace dangers is often used to explain why workers who perform unsafe jobs become injured” (p. 330). It fits a long-standing Western position, consistent with Weber’s Protestant Ethic. A failure to comply constitutes not only a citable legal offense but a moral failing, a lack of heart. As Leape put it, we have “come to view an error as a failure of character – you weren’t careful enough, you didn’t try hard enough. This kind of thinking lies behind a common reaction … : how can there be an error without negligence?” (1994, p. 1851).

The social science of submission

Why do people submit to these kinds of regimes? How is it possible that no daycare staff member stays outside to pluck the kid from the tree? Or that the station worker who doused a cigarette butt with a bucket of water gets berated for not following safety rules – and others let that happen? Hannah Arendt (1967) described the potent mix of submission and cynicism that typifies behavior under totalizing regimes that not only tell you precisely what to do but are there watching you do it. It creates a strange, detached psychological state where people believe that they are better off following the rules they don’t believe in. People find that complying, though onerous, is still easier than dealing with the consequences of not complying – unless they can get away with it. So people submit, more through a calculated trade-off than out of committed conviction. This actually adds resignation to submission and cynicism, particularly with respect to petty safety rules:


	Submission: we yield to the authority imposed on us; we do as we’re told (so we actually do fill out that take-five checklist before executing a simple task). We submit because the alternative (disobedience, non-compliance) only creates more trouble for ourselves.

	Resignation: we accept the existence of these rules as undesirable but inevitable. We resign because whatever we try to do about them, we know that it won’t have any effect anyway.

	Cynicism: we no longer believe (if we ever did) that such rules help anything at all, or that they actually do what they’re advertised to do. We might, in fact, recognize that rather than managing our own safety, the rules are in place to make us protect the liability of people higher up in the hierarchy.



An organization, meanwhile, might make strenuous efforts to make people believe in the virtue of rules, even though it can regularly be stymied by evidence against it. There was one study, for instance, that found that injury prevention professionals are 70% more likely to suffer injuries that require medical attention than the general population (Ezzat, Brussoni, Schneeberg, & Jones, 2013). What this does to the credibility of injury prevention professionals is not hard to guess, and cynicism in the face of their advice is only to be expected. But as Hannah Arendt (1967) observed, organizations, and in this case the injury prevention profession, have the resources to deploy propaganda, fearmongering and coercion (‘follow our advice or you might really hurt yourself …’ or ‘make sure you are compliant, otherwise you are exposed to liability’). This clearly advantages any organization over the insights and voices of individuals. Wears and Hunte cite a recent implementation of standardization in emergency medicine, which is redolent of this coercion:


The ultimate goal of this process is to obtain complete compliance with standardized care, exceptional circumstances notwithstanding… . Failure to achieve complete care standardization is considered a means of identifying practice patterns that must be addressed with further educational intervention.

(Wears & Hunte, 2014, p. 54)



There is something totalizing about this ‘ultimate goal.’ Everything needs to submit to standardization; complete compliance is the only option. And if there isn’t complete compliance, then the same model needs to be applied even more forcefully (by re-educating staff, for example). Foot-dragging and recalcitrance is not acceptable. If management is confronted by evidence of non-compliance, then it isn’t because the standards are inapplicable or unworkable. It is the result of unreliable, uncooperative people at the working end of the system, for “the possibility that the plan itself is flawed is not admissible” (ibid., p. 54). Here is how Arendt saw submission in cases like this, also pointing to people’s gullibility. Gullibility means that people are easily persuaded to believe something, often because they don’t know any better:


A mixture of gullibility and cynicism had been an outstanding characteristic … [people] had reached the point where they would, at the same time, believe everything and nothing, think that everything was possible and that nothing was true… . [The] audience was ready at all times to believe the worst, no matter how absurd, and did not particularly object to being deceived because it held every statement to be a lie anyhow: they would take refuge in cynicism.

(p. 382)



In the limit, authoritarian high modernism succeeds when resistance is cast as a personal moral failure, as a character defect on the part of individuals who won’t get with the program, who don’t lift their game like everyone is expected to. The example of Wears and Hunte above is pregnant with this implicit accusation. Resistance has nothing to do with the plan or the totalizing program, for it has been immaculately conceived. It’s individual people who are the problem. That means that the solution to the problem is ‘educational intervention’ or that more sinister (if honest) label of ‘behavior modification.’

Surveillance

Another instrument to enforce submission is widespread surveillance of behavior. Wears and Hunte would probably see that coming in their example as well. Recent changes in the regulations for general practitioners (GPs or family doctors) in the UK has increased


external surveillance of medical work, [which] implies a clear reduction in autonomy over the content of medical work on the part of rank-and-file GPs, who may regret this situation but offer little resistance to it.

(Harrison & Dowswell, 2002, p. 208)



As explained in the previous chapter, the technological capabilities for such surveillance have exploded over the past two decades. A large low-cost airline has recently taken to pervasive surveillance of the aircraft handling of its captains, citing how their “investment in flight operations information technology has led to the development of a new personal operation statistics program.” This development in data management allows the airline to collect and provide feedback on operational data and statistics of individual pilots. The aims that the airline has for providing a personalized, periodic review of operational pilot performance are not difficult to guess when you see what they collect and share on the information dashboard:


	1 Cost Index Compliance: this relates to setting the flight computers to fuel-efficient mode.

	2 Gear-up after a particular distance from the landing runway; extending the landing gear early leads to extra fuel burn and can be evidence of a badly planned approach.

	3 One engine taxi, which obviously saves fuel.

	4 Actual versus planned fuel burn.

	5 Arrival on-time performance, important for overall operational efficiency.

	6 Average APU run time. The APU is an auxiliary power unit (a little jet engine in the tail of the plane that generates electricity when it’s parked for short periods). Using the APU drains maintenance money and fuel.



Of course, there is a supposedly inviolable commander authority to do whatever is necessary to safeguard the aircraft and its human occupants. But this dashboard constitutes a list of indicators about saving money, nothing else. And it insidiously capitalizes on a competitive, goal-directed spirit that many pilots might feel:


Each panel on your dashboard will show your data, the airline told its captains, the data from that base, and the network data. At a glance you can compare your stats for the prior month, prior year and year to date. The ranking under each panel indicates whether you are in the top twenty or bottom twenty percent of all captains. If the ranking is blank you are in the middle sixty percent group. The ranking system allows you to see how you compare with your colleagues and gives you the opportunity to identify areas of your operation where you might wish to focus.1



“Areas of your operation where you might wish to focus” is no doubt an example of that “grotesque jargon” of authoritarian high modernist managerialism that Ward (2004) identified. Because the inducement has little to do with a captain’s wish. And ‘might’ is a misnomer for the kind of expectation, if not requirement, implied in this communication. What can you do other than submit to this expansion of surveillance, control and compliance – if you want to work in this airline? Indeed, the difficulty to overtly resist these impositions is a common feature of authoritarian high modernism. French philosopher Michel Foucault (1926–1984) described this sort of submission as a form of self-regulation encouraged by institutions. It permeates modern societies, and perhaps ever more so on the back of the information revolution (the bulk of which post-dates Foucault). A regime like that of a pilot performance dashboard, or GP surveillance, uses a range of mechanisms and techniques to make compliance something that happens over and over, almost as a matter of course.

Control and compliance is, in a way, internalized by each individual, driven in part by concern with one’s own reputation as a professional as measured by the synoptic means of a computer dashboard or medical dispensing record. These are “the effects of disciplinary pressure and at the same time they are all actions which produce the individual as subjected to a set of procedures which come from outside of themselves but whose aim is the disciplining of the self by the self” (Mills, 2003, p. 43). No longer then are many of these disciplinary pressures experienced as originating directly from some institution. They have become so thoroughly internalized, so innate and natural, that they become part of the individual-as-professional. ‘Real’ professionals have nothing to hide from the surveillance of a medical authority, for instance, just as ‘real’ professional pilots are concerned with safety, but also with fuel burn, with not wasting time in the air, with passenger throughput and economic outcomes. ‘Real’ professionals readily submit to an infantilizing ‘safety share’ at the beginning of a board meeting, not because an external authority is demanding they do it right there and then, but because it is a disciplinary process that has become a part of who they are expected to be.

These are ways, as Foucault might have explained, of submission even when surveillance is not actively going on at the time, or when non-compliance wouldn’t immediately have consequences. Such is the power of surveillance, Foucault found, that it directs behavior through the mere possibility – rather than established fact – of being watched. Surveillance entails a particular form of power relation and behavior restriction (Mills, 2003). The individual under surveillance is supposed to internalize the disciplinary gaze, so that


he who is subjected to a field of visibility and who knows it, assumes responsibility for the constraints of power; he makes them play spontaneously upon himself, he inscribes in himself the power relation in which he simultaneously plays both roles; he becomes the principle of his own subjection.

(Foucault, 1977, pp. 202–203)



I remember duly filling out all kinds of fuel use and route progress figures on the flight plans that we took on every flight on the Boeing 737. These sheets had to be printed out before the flight, taken into the cockpit, filled out regularly and then filed in a letterbox in the crew room at the end of the flight or rotation. Even when a captain scoffingly pointed out to me that ‘nobody ever looks at the damned things,’ I kept filling them out. For sure, it could perhaps prove useful in an unusual situation, and it gave me something to do while biding time in cruise. But I am convinced that part of me kept doing it – cynically and incredulously, according to Hannah Arendt – because of the mere possibility that surveillance of my behavior and records might happen at some point. I fulfilled both roles highlighted by Foucault: I was both the subject and the enforcer of this disciplinary regime, even if I knew it to be mostly empty and useless (but I couldn’t be entirely sure!). This is where totalizing regimes are at their most powerful, Arendt also found. On the one hand, there need to be sufficient hints or reminders of surveillance, so that people know it’s there: they know they’re being watched. The mere repetitive act of filling in and then filing those sheets, for example, would be enough. But on the other hand, there needs to be a level of secrecy surrounding surveillance and around the possible consequences of what is found through it. If you keep people guessing, compliance becomes more likely: people bet more safely. Real power begins where secrecy begins, Arendt concluded:


The only rule of which everybody in a totalitarian system may be sure is that the more visible [surveillance] agencies are, the less power they carry, and the less is known of the existence of an institution, the more powerful it will ultimately turn out to be.

(1967, p. 403)



This is one of the premises of totalizing safety governance that goes against openness and transparency. It can make the adoption of a ‘just culture’ of trust, openness, sharing and learning really difficult. I have been involved in the aftermath of a host of incidents and accidents (e.g., Dekker, 2013). In many of these, colleagues didn’t know what happened to the ‘second victim,’ the worker involved in the event. They were often not privy to investigative processes and findings and would seldom find out the exact grounds for dismissal if that is what ended up happening to the worker. From one day onward, the worker simply no longer showed up: that is all they knew. It is that kind of secrecy that offers real coercive power, and that can give surveillance real ‘bite.’


Work-as-done and safety insubordination

Still, there are limits to the infiltration of authoritarian high modernism, and its resulting oppression and infantilization. Most people retain a belief in a private sphere of activity in which the state, or an organization, may not interfere. This is their ‘discretionary space’ into which no rulemaking or standardization can make any meaningful inroads (Dekker, 2016). That is where they get to use their judgment, where they can decide what is the right thing to do. The reasons for guarding this discretionary space include a desire to protect privacy and a conviction that non-interfered work within it will likely lead to better and safer outcomes. Retaining decision authority inside that space renders work deeply meaningful, deeply human, even or especially after years of practice and growing routinization. This is a final space in which a state or a bureaucracy really does leave people freedom of choice (to launch or not, to go to open surgery or not, to fire or not, to continue an approach or not). It is a space filled with ambiguity, uncertainty and moral choices. Central control cannot substitute the responsibility borne by individuals within that space. Individuals who work in those systems would not even want their responsibility to be taken away by the system entirely. The freedom (and the concomitant responsibility) that is left for them is what makes them and their work human, meaningful, a source of pride. For sure, these reasons are important drivers for people wanting to tightly seal the borders of their discretionary space.

Foucault spent a good portion of his career on tracing the limits of synoptic, bureaucratic power, be it incursions into health, sexuality, mental illness, vagrancy or sanitation. Time and again, he found that there are fundamental, absolute limits to the knowability of the totality of other people’s work and lives: nuances and subtleties that escape perceptibility or description. These form too complex a reality to be known, mapped and documented by a hierarchical administration. The kind of surveillance that relies on synoptic legibility is incapable of capturing the inevitable subtleties and nuances and variations of lives-as-lived, or of actual work-as-done, no matter how alluring and unlimited the possibilities of information technologies may seem.

Foucault was acutely concerned with the relationship between social structures and institutions, and the individual. He documented the subtle but powerful insurgencies that occur when states and corporations infiltrate the capillaries of people’s existence. People not only retain a private sphere, impenetrable by institutional power. They also develop new strategies, some of which can make power work quite in reverse. Foucault saw power not as a possession but as an interactive process. Power is not something institutions or individuals have, and have more or less of. It is something they do. That means that there is not necessarily more power at the top and that this possession of power is used for repression and coercion. Power works from the bottom up as well, and it affects and shapes relationships between individuals and institutions in all kinds of complex ways. Resistance, Foucault noted, works as part of power. So even when they are at their most constraining, the oppressive measures of institutions are in fact productive, or creative. They give rise to new kinds of behavior, rather than simply curtailing freedom and shutting down or censoring certain forms of behavior (Foucault, 1980). And these can be new expressions of power. This can be seen, for instance, in a hospital that has adopted a safety reporting system, in which a lowly nurse threatens a physician with “I’ll report you if you do/don’t …” in order to coerce the other into doing (or not doing) something. These are the ‘weapons of the (putative) weak.’ Many historical examples exist:


Quiet, anonymous, and often complicitous lawbreaking and disobedience may well be the historically preferred mode of political action for peasant and subaltern classes, for whom open defiance is too dangerous. For the two centuries from roughly 1650 to 1850, poaching (of wood, game, fish, kindling, fodder) from Crown or private lands was the most popular crime in England. By ‘popular’ I mean both the most frequent and the most heartily approved of by commoners… . They violated those property rights en masse repeatedly, enough to make the elite claim to property rights in many areas a dead letter. And yet, this vast conflict over property rights was conducted surreptitiously from below with virtually no public declaration of war. It is as if villagers had managed, de facto, defiantly to exercise their presumed right to such lands without ever making a formal claim. It was often remarked that the local complicity was such that gamekeepers could rarely find any villager who would serve as state’s witness.

(Scott, 2012, p. 11)



Safety non-compliance at work

Features of such non-compliance are visible in workplace health and safety ‘violations’ as well. They can be quiet, anonymous and complicitous. Workers typically make no formal claims about how they should work instead. Rather, they just get on with the work. Sometimes, there is informal instruction or guidance (“here, let me show you how it’s done”), but there is typically no organization or institution that develops these alternative modes of practice. These acts are anonymous. They don’t, as Scott says, shout their name. They don’t declare themselves by flag or creed or policy number. Work needs to get done, and supervisors and managers might well know that the way to get it done is to not follow all the rules. This can be particularly the case when, just like elite claims on land, the rules are handed down from above by those who don’t have to live by them:


If those who will use the rules are not involved in deciding on, approving, and monitoring the rules and their use, it is likely that they will consider those rules ‘not invented here’ and not adhere to them. If rules are seen as impracticable, both operators and immediate supervisors will collude in bending or even breaking rules and a company culture of non-compliance will develop. Studies show that managers are just as likely to breach rules as operators.

(Hale et al., 2013, p. 117)



It represents a subspecies of collective action, even though it doesn’t get recognized this way – neither by those who engage in it, nor by those who run the organizations in which it happens:


[B]ecause it usually flies below the archival radar, waves no banners, has no office holders, writes no manifestos, and has no permanent organization, [it] escapes notice. And that’s just what the practitioners of these forms of subaltern politics have in mind: to escape notice. You could say that, historically, the goal of peasants and subaltern classes has been to stay out of the archives. When they do make an appearance, you can be pretty sure that something has gone horribly wrong.

(Scott, 2012, pp. 12–13)



This must be familiar to anyone who’s ever worked, particularly in safety-critical practice. I recall working with a healthcare system in which one in 13 care encounters went awry somehow. Not all of those became a serious adverse event with fatal or life-changing consequences, but something went wrong (not always, in the words of Scott, horribly wrong). When these events were investigated, hospital administrators identified issues that were all too typical: miscommunications, dose miscalculations, errors in operating a piece of medical technology, workarounds. It was very easy to then point to these as evidence of non-compliance – the bane of standardized, safe healthcare that needed to be stamped out. We then went a step further and started investigating the other 12. Because nobody could actually say why those went right. It turned out that in the 12 cases that went right, there were also miscommunications, dose miscalculations, errors in operating medical technology, and workarounds. In other words, non-compliance with a clean, standardized vision of work wasn’t what told the good outcome from the adverse one. Scott’s quiet, below-the-radar, unassuming, quotidian insubordination was going on the whole time, independent of whether the outcome was desirable or not. Vaughan (1996) found the same thing on a much larger scale: her investigation of an organization that had suffered a massive accident versus one that hadn’t didn’t turn on non-compliance. She found the same ‘messy interior’ in both. Our work on the history of human error showed this too: the sources of things that go right and that go wrong are often the same (Woods, Dekker, Cook, Johannesen, & Sarter, 2010). What mattered, rather, was not the absence of ‘violations’ but the presence of resilience, for example:


	the extent to which organization members felt they could say ‘no’ to acute production pressures in the face of chronic safety concerns;

	whether the organization or team was actively engaging dissenting views and inviting alternative viewpoints on a problem;

	whether the boss of the team or organization was able to hear ‘bad news,’ not taking past success as a guarantee of future safety, and thus remaining sensitive to the possibility of failure (Hollnagel, Nemeth, & Dekker, 2008).



If this is what helps things go right, then it reveals an important irony of surveillance and measurement. As Almklov and colleagues observed:


The weight put on transparency and paper trails may lead to focus on avoiding error and ‘managing to audit,’ which may hamper typical resilience-generating creativity. If one’s every action must be by the book, one may face strong incentives to manipulate information flows to avoid blame. One can experience that compliance is only on paper, decoupled from practice.

(Almklov, Rosenesss, & Størkersen, 2014, p. 33)




The role of the safety professional

So if that is how the work floor looks – impregnated with rules and regulations, on the one hand, yet full of necessary local adaptations, interpretations and practices, on the other – what is a safety advisor to do? Some time ago, Andrew Hale asked precisely that question (Hale, 1995). What should be the relationship between those who do the work, those who manage the work, and those who advise on how to do that work safely? Back then, he came up with three types of roles for safety professionals, each with its own promises and problems:


	Expertise. If safety professionals have narrow expertise in a particular area, which the managers and workers lack (e.g., in industrial hygiene), then they are probably happy to delegate aspects of their work. This can go sour, however, when there are disagreements about who gets to define a concern that needs looking into. Do workers flag concerns and call in the safety professional, or does the manager? That, however, presumes they know a concern when they see (or smell, or feel) it. Or does the safety professional get to pick? As predicted by the literature on bureaucratic entrepreneurism (see Chapter 1), the safety professional can begin to look like a solution looking for problems to attach itself to.

	Advice. Safety professionals can also take on a coordinating role, particularly if they have more time than the manager. In this case, management often retains control over defining what the concerns are and which safety tasks need to be coordinated. But the broad policy advice they then receive can become seen as patronizing or meddling. It can blur the lines between who advises and who manages. It can also lead to safety professionals who never leave the office to visit the actual site or work floor where people are in direct contact with safety-critical tasks.

	Control. Safety professionals can also take on supervision tasks themselves or closely monitor the execution of safety-critical work themselves. This can become very controlling, and it can degenerate into what is experienced on the work floor as hectoring or preaching. Hale reminds us that there are plenty of workplaces where this has led to workplace cat-and-mouse games such as ‘gotcha’ or ‘catch-me-if-you-can’ (p. 238). None of those are very useful in creating a climate of learning and safety.



In the decades since Hale’s research into this, the conditions for safety work have of course undergone a transformation. The complexity and interconnectedness of workplaces have expanded, possibilities for electronic surveillance and record-keeping have grown dramatically, and the spread of safety management systems has transformed the way knowledge about frontline work is gathered, understood and used. Organizations have also increasingly sought to align their safety goals and measures with how they track and try to improve other aspects of their performance, which has inspired quantification of safety outcomes and the setting of safety targets. All of this has had significant consequences for the role of the safety professional.

Even so, the social dynamics (and their difficulties) probably haven’t changed that much. A primary role of a safety professional, after all, is perhaps not so much to check whether frontline work is done the way it supposedly should but to challenge the assumptions, priorities and actions of line management. The safety literature is quite clear on the importance of diverse voices and the role of dissent. Safety professionals should have the capability and responsibility to ‘speak up’ in ways that others might not be equipped for (Woods, 2006). The problem is that hierarchical, bureaucratic organizations are not very good at tolerating – let alone encouraging – dissent: well-documented accidents such as the Challenger Shuttle launch in 1986 are ample evidence of that (Vaughan, 1996). 
Apart from a growth in income inequality, many societies across the world have socially become ‘flatter,’ less formal and more horizontal in the last few decades.

This should, in principle, make it easier to cut and communicate across levels in an organization. Yet the increasing bureaucratization of safety has pushed in the opposite direction. Dissenting voices can more easily be silenced or discouraged by referring to hierarchy and process – subtly or directly; by threat or by appeal to solidarity and collegiality; or by demanding conformity by calling on the moral imperatives of equity and fairness (as in: everybody has to do it this way, why not you?). The more bureaucracy there is that embodies hierarchy and process, the more formal opportunities for silencing dissent and deviation there are. Retaliation against dissenters has been quite pronounced in some cases. Managers, supervisors, workers and safety professionals alike can feel pressure to break rules to achieve organizational objectives or to meet bureaucratic accountability expectations (Rebbit, 2013). Safety professionals without backup and formal authority to express their dissent might speak up at their own peril. This, of course, is where whistleblower protections come in, though that might be as much an admission of a breakdown of organizational communication as a solution to it.



Note



1
The example here is kept anonymous to protect its source. The airline, however, exists and is large and dominant in its market. The information came from a short memo written to all the airline’s captains by the chief pilot and director of flight standards.





7 A new religion

Humans, says research, have an unlimited capacity for creating belief systems by which to live. Humans might also have a never-quenched need for such belief systems (C. Taylor, 2007). This is because belief systems answer fundamental, existential human needs. They help us understand why we suffer; they offer us solace and assurance, a sense of security. They give us meaning, direction, an order to hold onto (Ehrman, 2008). And they give us rules. This doesn’t mean that they are static. As our societies develop and evolve, so do our belief systems (R. Wright, 2009). What we believe in, and which rules we choose to make and follow, is never disconnected from the concrete problems of human existence, religious scholar Karen Armstrong (1993) concludes. Belief systems are an ongoing answer to them. When belief systems are no longer useful, when they fail to deal with the practical concerns of everyday life, they eventually get changed. “God is dead,” Nietzsche proclaimed boldly in 1882, but then he added, “but the way people are, there may still for millennia be caves in which his shadow will be shown.”1 This realization is behind skepticism about secularization as a mere loss of beliefs. Shadows of those beliefs, or more, are everywhere. In an increasingly secular age, it isn’t that we stop believing and following rules. Rather, we change what we believe in, and which rules we make and follow.

After proclaiming that God was dead, Nietzsche asked, “how should we comfort ourselves?” He recognized that the need for comfort was still there but that we gradually had to change what supplied it. Where religious beliefs no longer prove useful in supplying answers to problems of safety and security, for instance, we start turning to something else. And that transition has been going on for a while:


The industrialization and resulting bureaucratization of American culture, organizational historians have described, eroded the authority of churches. In the 1890s railroads killed six to seven thousand persons each year. Worshippers recognized that they faced wrongdoers beyond their control. Churches could hardly admonish corporations effectively.

(Stearns, 1990, p. 536)



As Barry Turner concluded in the 1970s, disasters were not acts of god but “man-made” (1978). So we really needed to start looking somewhere else to explain them and to divine and predict and prevent them. The most visible changes have indeed occurred over the last 40 years. It is not difficult to time the manifold and accelerating increase in the number of safety rules, statutes and regulations since the 1970s (Saines et al., 2014; Townsend, 2013) and see it coincide with the decline of religious beliefs and church attendance in the West. This time frame also matches the growth of public spending on accident investigations (Stoop & Dekker, 2012). We seem to have increasingly turned to secular rules to keep us safe and secure and to scientific explanations for why things go wrong. Science and secular institutions have picked up what religion could no longer credibly muster: the explanation of, and presumed mastery over, human misfortune. It suggests a hypothetical figure (see Figure 7.1).

This suggested figure would fit social anthropologist Mary Douglas’ thinking about modernism and secularization. Modernism doesn’t necessarily lead to secularization. While church attendance and stated religious affiliation might indeed decline, it isn’t as if that leaves a vacuum – because other belief systems, other rules, other authorities take up the newly vacated places. Like Emile Durkheim before her, Douglas believed that social relations drive the creation and congealing of ‘religious’ kinds of beliefs, principles, myths, rules and rituals. That happens in modern, secular institutions (such as compliance-driven bureaucratic organizations) too. Expressions of beliefs, principles, myths, rules and rituals change, but they don’t disappear with modernization (Douglas, 1992). They can be seen in health and safety today (Besnard & Hollnagel, 2014). What makes them ‘religious’ in kind, or at least a good secular stand-in, is for example:


	Ideas and beliefs in safety are sometimes taken on faith and authority rather than empirical evidence. This might include the idea that a boss or supervisor who doesn’t follow the rules is devastating for a ‘safety culture’ (Marsh, 2013).

	Social cohesion carried by ritual, myth and professed values. You can see this in so-called ‘safety share’ moments before executive meetings that resemble a kind of religious reflection, a mini-sermon on moral teachings, or a communal prayer. You can also see this on posters with ‘safety is our number one priority’ all over a worksite.

	Moral instruction and surveillance of behavior. You can recognize this in an organization’s insistence on having a ‘safety conversation’ with a colleague who didn’t do a take-five checklist before a simple task.




[image: Figure 7.1]


Figure 7.1 A hypothesis about how we may have traded one kind of faith for another



Such examples show that secularization is not a wholesale disengagement from beliefs, social rituals, myths and moral authority but a re-casting and reorientation of them to both fit and shape the industrial, bureaucratic and capitalist relations of our era. As Nietzsche predicted in the 1880s, religiosity continues to act in corporate and social life (Wood, 2015). In these ways, and others, “the structures of modern industrial society, despite great modifications in different areas and national cultures, produce remarkably similar situations for religious traditions and the institutions that embody these” (Berger, 1967, p. 113).


Belief systems give us authorities, priesthoods and rules

Berger’s traditions and institutions – and Douglas’ rituals, myths and moral authority – can all be recognized in workplace health and safety. Belief systems, independent of their origin or the human concerns they are organized around, give rise to institutions, to priesthoods, to authorities and to rules. As Gergen (2013) illustrated, once a particular human concern (say occupational safety, or mental health) starts congealing into a broader societal anxiety, it encourages a professionalization of the response to it.

The rise of credentialism and moral authority

The phenomenon has been called credentialism or occupational closure. It means that an occupation, or a set of activities and responsibilities, becomes closed to entry from outsiders, amateurs and otherwise unqualified people. The professionalization process itself tends to define what ‘qualification’ means and how it might be obtained (and how much the profession is willing to grant such qualifications to people still on the outside). Professionalization establishes norms, exclusive rights to sources of knowledge, hiring practices, codes of ‘professional’ conduct, and certification of people, programs, education, subcontractors, sites and more. It can stratify itself from the inside: demarcating several layers of professionals based on experience, seniority, length of service within the profession, or qualifications. Professional bodies take it on themselves to police members’ conduct and adherence to the procedures and norms it has established, and to rigorously patrolling the borders of their profession. Professionalization typically confers prestige on those who belong to the professional class, and it tends to devalue or delegitimize the expertise of those who are not part of the class. Members of the professional class are encouraged (or sometimes even expected) to have a lifetime commitment to their field of work. Professionalization is obviously linked to price increases for the occupational services offered.

Credentialism is, of necessity, exclusivist. That’s why it’s called occupational closure: professionalization is a way of keeping people out of a particular occupation and letting only a few select people in. Sociologists have documented how professionalization has been accompanied by a systematic exclusion of women from particular occupations, either as an unwitting result or even as a subliminal intention (Witz, 1990). The origins of occupational closure can be found deep in history. Medieval guilds were a prime example, of course. As associations of artisans or merchants, they controlled the practice of their craft in a particular jurisdiction (typically a town). They controlled the volume of work to be done, kept control over the manufacture and ownership of tools, and regulated the supply of materials. Guilds controlled access to their craft and strictly policed the exercise of that craft outside of their purview. Fascinatingly, guilds have been associated with an ossification of practices. Almost nothing new got done inside of them, as they weren’t set up to allow that to happen. They were basically closed systems and only accessible to those who submitted to their way of doing things. Quality, skills and innovation all suffered under medieval guilds – not to mention competition and entrepreneurism. In contrast, these things tended to blossom and flourish when and where guilds were abandoned (Ogilvie, 2011).

Safety takes professionalization and credentialism beyond what medieval guilds once did. The interesting thing is, when it comes to safety, we are willing to imbue its professional class with a moral authority to tell us what is right and wrong. That is where professionalism and credentialism transcend into a kind of priesthood. Not only does it retain the frills of professionalization, such as a hierarchical divide between the professionals and a deferential working class, or a specialized language meant to facilitate, distinguish and exclude. It adds the kind of moral authority that has become unmoored from written laws (or that was never driven by such laws in the first place). Instead, it is an authority to say what is right and wrong that is premised on principles (nobody gets hurt today!), myths (if a supervisor doesn’t follow the rules, that destroys a safety culture) or fears (do the checklist or you’ll get reported). Safety professionals can tell workers to wear a hard hat on the flat fields surrounding Paradise Camp, for example, even though there is no exact written, conventionally established regulation in existence that says precisely that. Wearing the hard hat is right; not wearing it is wrong. Moral authority is the capacity – derived from occupational exclusivity, trust, respect, trepidation – to convince others how the world should be. Or it serves to convince others how they should behave, so that the world might become how it should be.

Ten golden rules

This is the kind of moral authority that produces ‘ten golden rules.’ Many industries have golden rules. Many have ten. Religions tended to have them, too (and in fact, ten was a not unusual number). Golden rules are derived from a moral authority that does not lend its legitimacy directly from conventionally established laws or regulations. They are introduced, followed and policed because they have become institutionalized as the right thing to do. Judaism was, from what we know, the earliest ‘religion of rules.’ It had more rules than any other competing belief system at the time (and more than many since). And Hebrews actually took the trouble to write them all down over the course of, say, a millennium (Kugel, 2007). The brilliance of this arrangement was that it makes the belief system virtually totalitarian. Wherever you turn, whatever you do, whichever activity you are involved in right there and then (from entering a house to washing your clothes to preparing a meal), the belief system is there with you. It is literally totalizing, enveloping everything you do and penetrating deeply into the smallest capillaries of your daily existence. The aspiration of golden rules in various industries is similar. They are context-independent (i.e., applicable always and everywhere) and minute. They are to be remembered and applied whatever you do and wherever you go. Ten golden rules (printed on little credit-sized cards) are often worn suspended on lanyards around workers’ necks. Carrying golden rules with you is like the practice surrounding tefillin (or shel rosh), attaching a small leather box containing Torah verses to the forehead or upper arm by observant Jews. Ten golden rules are posted near entrances of sites and buildings, like the Mezuzah inscribed with specified Hebrew texts on the doorpost of Jewish homes. An interesting comparison is suggested in Table 7.1.

Belief systems surrounding workplace safety, with its professional class and myths and rules and practices, seem to confirm that secularization is probably never complete. Or that it is at least a complex process of trading and swapping and substituting and borrowing and renewing and rewriting and reinventing. We end up displacing one system and replacing it with another, intended in part to govern the same kinds of experiences, fears and concerns. Because in the end, we might not be able to do without such a system. We might not want to:


Modern science, which displaced and replaced God … created a vacancy: the office of the supreme legislator-cum-manager, of the designer and administrator of the world order, was now horrifyingly empty. It had to be filled or else… . The emptiness of the throne was throughout the modern era a standing and tempting invitation… . The dream of an all-embracing order and harmony remained as vivid as ever. It was now up to mortal earthlings to bring it about and to secure its ascendancy.

(Zygmunt Bauman, quoted in Scott, 1998, p. 87)




Table 7.1 Ten Commandments and ten golden rules


	
You shall have no other gods than me


	
You shall have no other priority than safety





	
You shall not make idols


	
You shall not pursue other goals unless you can do it safely





	
You shall not take the name of your god in vain


	
You shall check and follow all safety procedures





	
Remember the Sabbath day, to keep it holy


	
Remember to be on site only when qualified and allowed





	
Respect your father and your mother


	
Respect all safety signs, warnings and emergency signals





	
You shall not murder


	
You shall keep yourself and colleagues away from areas under suspended loads





	
You shall not commit adultery


	
You shall keep your workplace clean, tidy and safe





	
You shall not steal


	
You shall only use tools and equipment you have checked out yourself





	
You shall not bear false witness against your neighbor


	
You shall immediately report witnessing unsafe situations





	
You shall not covet


	
You shall wear your own Personal Protective Equipment








Vision zero and deliverance from suffering

Yet the ‘throne’ that Bauman speaks of above needs ornamentation. Earthlings and their ideas about a new all-embracing order may have ascended that throne since the Enlightenment. But they cannot just rely on the soulless, empty machinations of a faceless bureaucracy to convincingly occupy the throne or to exude any moral authority from that throne. How can a bureaucratic process ever rally people behind itself? How can paperwork or compliance itself ever inspire people to trust and respect the moral authority it intends to impose? None of this can flourish if only the mundane mechanics are on display. People need a poetic cause to be stirred into caring and acting. They need something to ride on, to hide behind, to be beckoned by – some romance, ornamentation; a narrative, a goal, a destiny. That is where vision zero comes in. For many organizations, it is a rallying cry, a banner, a slogan that points to a tangible aim, a phrase that can be used to justify the required investments. The real work, however, goes on underneath. The banner might just get in the way, or suggest the wrong things, or give the wrong impression, or become so misleading and distracting that safety leaders don’t see how Rome is burning under their feet even though they have zero recordable injuries for the past year, or seven years.

Enlightenment and zero vision

Vision zero is, in a sense, a product both of Enlightenment thinking and of a continuation of religious practices and assumptions. Recall how the Enlightenment promoted not only the superiority of rationality, science and measurement but a ‘utopian’ vision (as expressed in Thomas Moore’s Utopia from 1516, for example). We weren’t condemned to live in a Hobbesian nightmare; society could be made perfect. A truly ‘perfect’ society was one where interventions by the state and other authorities could bring harm and suffering down to zero. Both the utopian aspiration and the focus on measurement of the Enlightenment show up in zero vision. This is particularly the case where the zero vision has become a target – or, to be more nuanced, where the broad vision is reduced to a single lagging indicator, such as LTI (lost-time injury figures) posted next to site entrances or advertised in annual reports. Confusion and cynicism among the workforce can be the result. Says Sheratt on the basis of a series of ethnographic studies into the application of zero vision in the UK construction industry:


The emergence of Zero Target safety programmes arguably reflects a wider societal desire to quantify and measure human life… . The corporate voice of Zero Target speaks of an achievable tangible goal, positioned as future reality, which can be counted and measured through a plethora of targets. Yet this is challenged and derided by the workforce who position zero as an unachievable target, preferring instead an iconoclastic vision of zero… . It is the desire for measurement that brings zero into an ugly reality, blueprint utopian thinking does not seek to challenge and change current practice; rather it aims to operate within the same hostile environment, seeking engagement of the workforce without addressing problems of practice. Furthermore, associations with measurement have arguably encouraged a focus on the numbers and continuous improvement, rather than the practices and the people behind them.

(2014, p. 747)



This is probably why studies of zero vision are of necessity confounded with a host of other interventions. Just adopting a ‘zero vision’ and doing absolutely nothing else (so as not to introduce any confounds), as Sheratt surmised, is likely to generate cynicism and disengagement and not do much good for safety outcomes. It will likely lead to efforts to manage and push a number as low as possible, as some zero vision adoptions have devolved into (Long, 2012), which then becomes the empty ‘art of managing nothing’ (Lofquist, 2010). The deleterious and dehumanizing effects of numbers games, of hiding and manipulating injury figures, have been well-documented. Zero vision is capable of producing more suffering rather than less. And the problematic and often inverse relationship between low numbers of injuries and an increased potential for catastrophic accidents also shows that a zero vision for things we can easily count and tabulate means nothing for the potential of a catastrophic accident or disaster. In some cases, the lower to zero an organization has got its incident and injury numbers, the more likely it will suffer fatalities and catastrophe – as you have seen in Chapter 5.

The studies into zero vision so far seem to suggest that for zero vision to be successful, it can’t go it alone. It needs to be accompanied, as Zwetsloot and colleagues amply demonstrate, by lots of other things: automation and other technology changes, transformational leadership, adoption of better investigative techniques, change management, introduction of a just culture reporting system, and more. These same accoutrements needed for the success of zero vision, however, eradicate the empirical evidence of its efficacy – and even its necessity. Zwetsloot et al. (2017) invoke the example of a global steel company that demonstrably improved its safety record by safety systems and processes, employee ownership and safety leadership (Koivupalo, Sulasalmi, Rodrigo, & Väyrinen, 2015). There is no mention of a zero vision: one wonders whether it would have made any difference either way. Focus on operations, defer to expertise, become a transformational leader, learn from successes and failures alike, reduce unnecessary complexity and couplings, rethink accountability relationships, empower the worker – these things all have broad support in the safety literature without as much as a wink at some concept of zero.

Secularization and zero vision

If zero vision is in part a descendant of the Enlightenment (and thus of modernization and measurement), it may also be a continuation of certain aspects of religiosity, as Dekker, Long and Wybo argued recently (2016). Mary Douglas, social anthropologist, was an early critic of the idea that modernization necessarily leads to secularization (Furseth & Repstad, 2006). Rather, secularization is a process of messy and ever incomplete replacement, substitution, borrowing, renewal (C. Taylor, 2007). Accelerating secularization, particularly over the past decades, has co-varied with an explosive growth in safety regulations (Townsend, 2013) and with vast increases in spending on formal, government-sponsored accident investigations (Dekker, 2014c; Roed-Larsen, Stoop, & Funnemark, 2005). Science and secular institutions picked up what religion could no longer credibly muster: the explanation of, and mastery over, human misfortune. We now take for granted how incidents, accidents and disasters in traffic, at work and elsewhere are not ‘acts of god’ but human-made (Turner, 1978); they are failures of risk management, resulting from the vicissitudes and vagaries of human intention and action (Green, 1997). They need a secular answer (Loimer & Guarnieri, 1996). This trend – of swapping sources of ontological security away from religious institutions to secular ones – was noticed early on (Clark, 2012):


The industrialization and resulting bureaucratization of American culture, organizational historians have described, eroded the authority of communities and their churches. In the 1890s railroads killed six to seven thousand persons each year. Worshippers recognized that they faced wrongdoers beyond their control. Churches could hardly admonish corporations effectively.

(Stearns, 1990, p. 536)



Bureaucracies, says Stearns, may have replaced churches. But modern, secular institutions contain the same sorts of social relations that drive the creation and congealing of ‘religious’ beliefs, principles, myths and rituals. Expressions change, but they don’t disappear with modernization (Douglas, 1992). Such beliefs, principles, moral instructions, myths and rituals have been noted in health and safety (see Besnard & Hollnagel, 2014, for an empirical demonstration). As Nietzsche predicted in 1882, religiosity continues to act in corporate and social life (Wood, 2015). In these ways, and others, “the structures of modern industrial society, despite great modifications in different areas and national cultures, produce remarkably similar situations for religious traditions and the institutions that embody these” (Berger, 1967, p. 113). Zero vision can take pride of place in this. The alleviation and redemption of suffering has always been central to religiosity, as Max Weber argued. In fact, the whole point of religion – psychologically, socially – was that it supplied rationally constructed systems that help humanity deal with suffering; suffering is the driving force behind all religious evolution (Weber, 1905/1950). Alleviating suffering is at the same time an expressed hope and a call to action, as done in charity and social justice movements, for example. Redemption of suffering is concerned with making suffering somehow meaningful, which religious traditions have done in many different ways – suffering as a test of faith and strength, as sanction for rule infractions, as a demonstration in humility, as a tutorial for embracing the important things in life, and a lot more (Dekker, 2007b; Ehrman, 2008). But zero vision is bolder in its aspiration still: it embraces the idea of an ultimate deliverance from suffering. It holds up that ‘zero’ harm is possible, or at least an ideal that workers and management alike can be made to strive for. Many religious traditions have similarly held that a world entirely without suffering (even if beyond the current life) is ultimately achievable and that venturing for it is morally right (Dekker, 2017; Dekker et al., 2016). Nietzsche didn’t believe a word of it. He was among staunch critics of the idea that a world without suffering is achievable. “What –, ” he asked incredulously in Beyond Good and Evil, “you want if possible – and there is no madder ‘if possible’ – to abolish suffering?” (Nietzsche, 1886, par 225, emphasis in original).

Alleviating suffering after all

If a world without suffering is not achievable, if suffering is both inevitable and universal, then what is left for a zero vision? It doesn’t necessarily mean that a commitment to do something about suffering in your organization is bad, or wrong. Even secular institutions can explicitly commit to an alleviation of suffering as morally acceptable and practically doable. Alleviating suffering can be a good substitute for its total eradication. Secular institutions and organizations have embraced traditionally religious rituals to alleviate the suffering that remains even after all best efforts to prevent it (Berlinger, 2005). What was once known as confession, repentance and forgiveness can now be recognized under the secular labels of reporting, disclosure and restoration, for instance. Rituals that encourage social rapprochement and that move participants from hurting to healing, even in secularized terms, make sense here (e.g., alternative dispute resolution or restorative justice). Secularized forms can promote the alleviation of suffering by acknowledging its reality and by sharing the load – in other words, by offering compassion (or literally ‘suffering with’). Calls to compassion thus open up a different or complementary avenue for zero vision implementation (Dekker et al., 2016). Programs for critical incident and stress management, for example, try to do exactly that by offering repertoires of psychological first aid, debriefings and follow-ups (Leonhardt & Vogt, 2006). Policies and protocols for this are well-tested and developed (e.g., Eurocontrol, 2008). A zero vision, as a commitment to reducing and alleviating suffering, may find its expression in embracing an inevitable residue of harm and suffering beyond our best intentions and abilities to prevent it. And then we can turn to compassion, humanity and social justice to soothe its remaining effects.



Note



1
This is a widely quoted statement by German philosopher Friedrich Nietzsche, which first appeared in his 1882 collection Die frohliche Wissenschaft (The joyful science), Section 125, but is even more popularly associated with his classic Also sprach Zarathustra (Thus spoke Zarathustra).




8 A non-deterministic world

Authoritarian high modernism may work well (at least by some measures) in worlds that are fairly linear, predictable and not complex. It may even attempt to turn worlds that are non-linear, complex and non-deterministic into ones that are not. But how does that work for safety? Let’s first look at an example of making a non-deterministic world into a deterministic one and see what happens if we do. Then we’ll turn to safety.


Making the world deterministic

You could argue that agriculture was one of the earliest ways in which people took a non-deterministic world and wrestled it into a predictable, reliable, safe template. The complexity and risks of the natural world – where stuff grows, when and whether it gets water, how much nutrition it receives, what quality it turns out – got locked down, domesticated, fenced in, pulled into straight lines, forced into a schedule. We have been doing that, with more or less success, for millennia. But there is agriculture, and then there is authoritarian high modernist agriculture. Agriculture itself got subjected to its machinations during the collectivization of arable land in the Soviet Union in the twentieth century, but that wasn’t the first time. From 1765 to 1800, the Prussians and the Saxons in Germany turned forestry into an authoritarian high-modernist enterprise on a huge scale and with unprecedented ambition. It became the basis for forest management in England, the United States and developing countries. The results were less than impressive and, in good part, unexpected. The example is instructive for all kinds of human endeavors, even safety. It shows what happens when the assumptions about a linear, predictable world are impressed upon a world that is neither linear nor predictable.

Scientific forestry has all the hallmarks of authoritarian high modernism. Its management of trees (or to use the instrumental, fiscal term ‘timber’ or ‘natural resources’) is centrally controlled, standardized and made synoptically legible. What drove the scientific conversion of forest (by forest scientists, or Forstwissenschaftler) was a looming shortage of wood by the end of the eighteenth century. More economical woodstoves and building techniques could not stay ahead of growing populations and their demand for wood. Johann Gottlieb Beckmann was born in 1700 and worked as a forester for Graf von Schonburg zu Lichtenstein, Graf von Einsiedel and Freiherr von Hohental in various parts of what would become Germany. Aiming to assess the timber value of a piece of land, he and his assistants walked among the trees in an assigned area. Each held a fixed number of specifically colored nails. The assistants, trained to recognize trees of a particular size, then drove their nails into those trees. As they emerged from the other end, remaining nails were counted, and the subtracted result could be converted into the harvestable value of the timber. It was the beginning of the development of elaborate tables and calculations (backed up, and where necessary corrected, by empirical data from the actual harvests) that could begin to predict maturation rates under certain growth conditions and future timber yields.

Calculation, standardization and measurement soon dominated the world of the Forstwissenschaftler, driving the commercial exploitation of what used to be a piece of nature. What was needed to push up the yield was more standardization, more predictability. What was needed to make it manageable was to make it synoptically legible. Gradually, the real forest didn’t even need to be seen – all that needed to be consulted were the tables, the plans, the maps: these offered synoptic legibility from a distance. All this, in turn, required uniformity – of kind, of size, of age, of growth rates, of planting geometry and straightforward harvestability. Trees simply had to conform; nature just had to comply. Faith in the supremacy of science and technology was unlimited, as it is in any authoritarian high-modernist venture:


These management practices produced the monocultural, even-age forests that eventually transformed the Normalbaum from abstraction to reality. The German forest became the archetype for imposing on disorderly nature the neatly arranged constructs of science. Practical goals had encouraged mathematical utilitarianism, which seemed, in turn, to promote geometric perfection as the outward sign of the well-managed forest; in turn the rationally ordered arrangements of trees offered new possibilities for controlling nature.

(Lowood, 1990, p. 341)



The German model soon became hegemonic. The first British forester to be sent to India to control the vast timber resources there, for example, was actually German. The second chief forester of the young United States was trained at the French forestry school in Nancy, which strictly adhered to a German curriculum. The success of this radical standardization, synopticism and central control of a critical natural resource was complete. Complexity could be tamed. Complexity could be forced to deliver. Complexity could be coerced to behave as if it wasn’t complex at all. Until, of course, it did fail to deliver. Or, rather, until it delivered a whole bunch of things that people hadn’t bargained for. For the world was actually still complex.

A deterministic world that is actually still complex

It started, quite obviously, with the indelible actual topography of the landscape. Then came the vagaries of storms, wildfires, climatic changes, insect populations and disease. Same-age, monocultural forests were uniquely vulnerable to massive storm felling, to disease attacks, to invasive pests. There was also a local context surrounding the forest. People living nearby kept grazing their animals among the straight-jacketed trees. The more monocultural the forests, the more difficult some of these things became, of course, yet they poached timber for firewood, gathered kindling from the forest floor, hunted for game amid the rows of trees, searched for mushrooms and medicinal herbs, turned wood into charcoal for their own use. All of this muddled the distant, synoptic calculations and predictions. The real bite-back from a complex world, however, came with the second generation of trees planted in scientific order. Where the first generation had grown very well, using the nutrients that had been deposited by a complex, dense mix of diverse previous forest, the second generation didn’t do quite as well. In fact, its growth rate was stunningly poor, compared to the first generation. The whole nutrient cycle had got out of order and then simply stopped (Lowood, 1990). Trees refused to grow. Many just gave up and died. The hugely complex network of ecological interactions and symbiotic relationships (not entirely understood to this day) between soil building, fungi, insects, mammals, flora, weather, sunlight and moisture was disrupted. From one generation to the next, excitement about the success of Forstwissenschaft turned into anxiety about Waldsterben, or ‘death of the woods.’ Interestingly, yet perhaps not so surprisingly, the German antidote to overmanaging a complex world was to overmanage it even more, with even more science. This time, however, in response to the natural needs and fluctuations of the non-deterministic world,


[t]he Germans invented the science of what they called ‘forest hygiene.’ In place of hollow trees that had been home to woodpeckers, owls, and other tree-nesting birds, the foresters provided specially designed boxes [or bird houses]. Ant colonies were artificially raised and implanted in the forest, their nests tended by local schoolchildren. Several species of spiders, which had disappeared from the mono-cropped forest, were reintroduced. What is striking about these endeavors is that they are attempts to work around an impoverished habitat still planted with a single species of conifers for production purposes. In this case, ‘restoration forestry’ attempted with mixed results to create a virtual ecology, while denying its chief sustaining condition: diversity.

(Scott, 1998, p. 21)




Safety in a non-deterministic world

The story of authoritarian high modernism applied to forestry is instructive. Like attempts to standardize and bureaucratize safety in complex environments, it “illustrates the dangers of dismembering an exceptionally complex and poorly understood set of relations and processes in order to isolate a single element of instrumental value” (Scott, 1998, p. 21). The diverse ecology of relationships between informal experts and novices, of local knowledge about the real meaning of a signature under a tick-and-flick safety checklist, the tricks of the trade and intimate know-how about getting an obstreperous technology to work – this is all pushed out of view or considered irrelevant or illegitimate by high-modernist schemes of standardizing and managing safety from the top down. Yet,


for many purposes, vernacular rules may prove more accurate than apparently more exact systems. A case in point is the advice given by Squanto1 to white settlers in New England about when to plant a crop new to them, maize. He reportedly told them to ‘plant corn when the oak leaves were the size of a squirrel’s ear.’ An eighteenth-century farmer’s almanac, by contrast, would typically advise planting, say, ‘after the first full moon in May,’ or else would specify a particular date … advice [that] is rigid: What about farms near the coast as opposed to those inland? What about fields on the north side of a hill that got less sun, or farms at higher elevations? The almanac’s one-size-fits-all prescription travels rather badly. Squanto’s formula, on the other hand, travels well. Wherever there are squirrels and oak trees and they are observed locally, it works. The vernacular observation, it turns out, is closely correlated with ground temperature, which governs oak leafing. It is based on a close observation of the sequence of spring events … whereas the almanac relies on a universal calendar.

(Scott, 2012, pp. 33–34)



Vernacular measurement is accurate not because it is universal or exactly standardized. It is accurate because it works. And it works because it emerged from work itself. This is where we got a ‘foot’ or a ‘thumb’ as measurements, or ‘a stone’s throw’ or ‘a pinch,’ or ‘a dollop.’ The agricultural and forestry experiences that tried to make the world fit a deterministic scheme are similar to the dangers that arise when authoritarian high-modernist schemes are introduced in safety-critical workplaces.

Hospital beds

One example is the tracking of tools and resources. Hospitals are a great case study for this. Safety in hospitals is just not some static property that can be engineered in from the get-go and then synoptically measured and centrally governed. It is in large part a highly dynamic and localized property: maintained, broken and patched up on short timescales, under the pressure of limited resources and multiple goal conflicts, and almost always by those at the sharp end of the system. Beds are a critical resource in this local choreography, particularly to meet short-term surges in demand. This can happen after the completion of certain surgical lists, for example, or upon the occurrence of a sizable casualty event. Keeping some of those critical resources behind – really ‘hiding’ them from the eyes of the bureaucratic system by designating them as non-existent, for instance, or as unusable due to temporary cleaning – is critical to staying locally nimble and resilient. It offers a buffer that reduces the coupling between parts of the system. Yet it can look to the modernist, managerial mind as a befuddling and unnecessarily complex mess of activities that produce a lot of resource waste.

The bureaucratic response, then, is to invest in more synoptic surveillance and monitoring and tracking of tools and resources (including beds). Various vendors offer ‘asset management tools’ that can track bed and patient flows. To be sure, there is nothing wrong with an organization wanting to use its resources optimally: if some people start hoarding resources, then managers can be afraid of a vicious cycle, with hoarding offering reasons for even more hoarding by others. A vice president of a new university hospital, expressing his confidence in the need for central control and synoptic surveillance, said: “ ‘We were building this million-square-foot replacement facility where the biggest challenge is knowing where equipment and people are.’ Now, any caregiver can go to any computer and identify where a piece of equipment is, which eliminated hoarding, and allowed the hospital to right-size its inventory” (Betbeze, 2013, p. 2). But if a planning mentality becomes hegemonic and imperialist, then it is likely to ignore the critical role of local knowledge and know-how that is necessary to make things run in the first place. And so it goes with beds. Cook and Rasmussen described one side-effect of the loss of buffers that previously accommodated demand surges. Situations now occur in which activities in one area of the hospital become critically dependent on apparently insignificant or even unknown events in seemingly distant areas. They gave this tight coupling end-state the name of ‘going solid.’ Patient flows seize up, creating the conditions for new kinds of adverse events and accidents (Cook & Rasmussen, 2005).

We saw this play out on a smaller scale, too. Hospital pharmacists, concerned that nurses dispensing medications got interrupted often and thereby made errors that could end up injuring or killing patients, advocated for a barrier-type intervention. In some cases, nurses on a medication round got to wear a red vest with text warning others not to interrupt; in others a little ‘safe space’ was built (like a phone booth) into which medication-dispensing nurses could retreat. Neither worked as expected. Nurses with vests still got interrupted by others, and for longer times. It appeared that those interrupting them did take a cue from the vest, which was ‘don’t interrupt too often.’ That meant that when they did interrupt the medication-dispensing nurse, they took more time to ensure that all their (potential) questions and issues might be resolved in one go. And the nurses in the phone booth were probably like an advertisement saying ‘the nurse is in.’ Others could now see where they were; for a change, they were not moving around and they were apparently available. A high-modernist scheme for efficient use of resources – like the use of timber in Germany, or a red vest for a nurse – thus creates new kinds of messiness and risks: effects that run exactly counter to the original managerial intention. This happens because the world in which the scheme is implemented is still not deterministic; it is still complex.


The world is complex

What does it mean to say, though, that the world is complex? And what are the consequences for how we should understand and govern people’s work? Much scholarship is available on this topic, and there is some that has been applied specifically to safety (Dekker, 2011). It is clear that an authoritarian high-modernist mindset misses and misinterprets much of the variance that makes the world complex. As a brief introduction, let’s contrast a complex understanding of the world against how an authoritarian high modernist would see it (Table 8.1).

Safety and risk in a complex system are not a matter of controlling, governing, standardizing and understanding individual components. So-called system accidents (Perrow, 1984), while rare, are caused by the interactive complexity of the system itself (hence the name ‘system accidents’). System accidents cannot be predicted or prevented on the basis of the behavior of individual constituent parts, because they are “one emergent feature of constituent components doing their (normal) work” (Dekker, 2011, p. 942). System accidents result from the relationships between components, not from the workings or dysfunction of any component part. Complexity is a double-edged sword. As Reiman and colleagues explain:


Adaptation is a vital feature of complex safety-critical systems, but it can also be the cause of system failure. Many safety scientists have questioned simplified accident models such as the Swiss Cheese model, and argued for models taking into account the interactive complexity and emergent properties of the system as reasons for accidents. For example, there is some evidence that migration and drift cannot be controlled merely by reinforcing the existing rules, but rather by striving to increase positive variance (perceptions of current and potential hazards, endorsing different views and opinions) and offering personnel the tools with which to make sense of risks and the safety limits instead of merely prescribing how to deal with the identified risks. Emergent system properties are both the source of risks as well as the source of safety. Normalization of deviance and drift are both driven by the need to adapt locally to various pressures and by structural issues affecting the flow of information. They are inherent features of organizational complexity, not faults that can be removed from the system.

(2015, p. 84)



Unlike the bureaucratic image of an organization as a machine, networks of people and activities don’t have clearly observable boundaries. The boundaries of a complex system, as Cilliers (2002) puts it, are ‘folded in’ or into it, all over the place. All people have their own boundaries to the world outside their role and organization, for example. What happens at those boundaries influences what these people know, who they know and what they value and what they are inspired by. Technologies within the organization (these will likely be complicated, not complex) also have boundaries, of course (like a flight envelope, outside of which an aircraft shouldn’t or cannot be flown). An organization has the prerogative to help clarify these boundaries – everything from what can be said to whom on the outside (for example, in dealings with the media) to which standardized procedures to use for the operation of complicated technologies inside.


Table 8.1 The world as an authoritarian high-modernist sees it, and the view from complexity    


	
Authoritarian high-modernist thinking


	
Complexity thinking







	
A central controller manages the system from a center at the top.


	
There is no center or top. Through relationships and interactions, parts of the complex system self-organize, horizontally. This can give rise to new behaviors.





	
Everything can be controlled.


	
Almost nothing can be controlled in a complex system. But because they reverberate through webs of relationships, actions somewhere in the system can influence almost everything anywhere else.





	
A central controller can synoptically understand and direct the whole system.


	
Nobody or nothing can understand a whole complex system, because then that part would have to be as complex as the system (which means the system wouldn’t be complex). Each part in the system only has localized knowledge afforded by its particular perspective.





	
The more standardized a system and its components are, and the more standardized their functioning, the better it works.


	
The more diversity there is in a complex system, the more resilient it is: able to withstand and absorb unforeseen disruptions and challenges, and create new behaviors in response.





	
The behavior of the system is a direct, linear and proportional result of how its components are controlled.


	
The behavior of the whole system emerges from an ever-evolving complex web of interactions and relationships.





	
To understand something, the controller needs to go down-and-in, take things apart and look at individual components.


	
To understand something, we need to go up-and-out and look at interactions and relationships.





	
If the system doesn’t work, the controller can trace it back to a broken, non-compliant or deficient component (which in turn can point to inadequate control).


	
It is not easy to say whether a system works or not (it’s not binary in complexity), but its functioning emerges from interactions, not from individual parts.





	
The cause and effect of something are proportional to one another.


	
Small changes can lead to enormous effects. And enormous disruptions can be dampened to almost nothing.







Being plugged into the complex conversation is necessary to know if a network of people and activities is still moving toward a particular aim – and whether it is still smart to be moving there in the first place. This doesn’t, or shouldn’t, have to involve surveillance and monitoring to identify transgressions and violations, because those are not so relevant in a complex, adaptive system. Instead, an openness to a variety of ideas and different voices will ensure that local accounts of how safety is made and broken aren’t missed. These differing and sometimes competing premises and practices reflect particular models of risk – some highly up to date, others stale; some globally relevant, others only very local. These models of risk are interesting because of their differential abilities to shed light on parts of a complex system and because of what they say about the creators or proponents of the models. It is not merely the monitoring of safety that should be pursued but the monitoring of that monitoring (Dekker, 2007a; Woods, 2003). To manage safety in a complex system, one important step is to engage in such meta-monitoring, constantly investing in an awareness (and critique) of the models of risk embodied in a system’s many approaches to safety.


Work as imagined versus work-as-done

An inevitable messiness occurs when we press an authoritarian high-modernist scheme (remember: a standard, central control and synoptic legibility) onto a non-deterministic world. Some things are simply unmanageable through centralized control. There are things that are not helped or improved by standardizing them. And even more things remain invisible through means of synoptic legibility. When I was a schoolboy in Western Europe the 1980s, my parents took my brother and sister and me to East Berlin. I was amazed at the quiet streets and unsettled at the spartan shops, the empty shelves, the dreary décor, the bomb damage from World War II still visible in the skeletal roofs of some apartment blocks. I remember a barber shop: dusty, bleak and austere. On the shelves surrounding the mirror were two pieces of soap: that was all the barber could offer, other than haircuts. It was not until much later that I learned that it could have been somewhat of a miracle that anything showed up on his shelves. An East German factory might have had two important employees who were not actually on the official organizational chart. One was a ‘jack-of-all-trades.’ This unofficial employee was very smart at fixing stuff and at rigging and improvising solutions to keep machines running, to put together replacement parts and to correct problems in production. The second really important but unofficial employee was one who used factory money to buy and hoard stuff that could be used later (like the bars of soap in that barber shop). When push would come to shove, and the factory absolutely needed some spare part, or fuel, or other resource, then it could go out and trade these things (indeed, those bars of soap) against what it needed. Economists have estimated that if it weren’t for these informal arrangements, and for the human ingenuity, resourcefulness, relationships and social networks, then a planned economy would not have worked at all. Nothing much might have been produced.

The example may be stark, but it’s actually something that happens all over the world – wherever people work. It is not limited to one system of governance or economic organization. The issue is that the world in which we work is non-deterministic: it is complex, unpredictable. It creates all kinds of side-effects and novelties that we might not have anticipated. We can try to nail that world down, to reduce it and lock it in a box, but it won’t ever be successful. The easiest way to make sense of this is to separate ‘work-as-done’ from ‘work as imagined.’ Sure, we can imagine work in a particular way. We can believe that people will use the technologies we provide them in the way they were intended. Or that they will apply the procedure every time it is applicable. Or that the checklist will be used. These assumptions (hopes, dreams, imaginings) are of course at quite a distance from how that work actually gets done on the front line, at the sharp end. Actual work process in any air traffic control center, or tower, or office, on construction site, or factory (whether once in East Germany or anywhere else) cannot be explained by the rules that govern it – however many of those rules we write. Work gets done because of people’s effective informal understandings, their interpretations, their innovations and improvisations outside those rules.

For some, if there is a gap between how work is imagined and how it is actually done, then this is merely a shortcoming in how we manage and supervise and sanction people. We simply need to try harder to press that complex world into that box, to make it fit. Remember how, early on in the twentieth century, Taylor’s ‘scientific management’ attacked work in exactly this way. It decomposed tasks into the smallest bits. It emptied them of meaning or interpretation, until there was nothing left to imagine. All there was, was work to be done. The ambition of ‘scientific management’ was to perfectly complete the world of work: no gaps, no stuff left unmanaged, no stuff unseen, nothing misunderstood – everything prespecified, proceduralized, checklisted, nailed down and choreographed in advance. The way work was imagined by the managers and planners was the way it was done – or to be done, precisely – by the workers. Layers of supervisors would see to that: it was primarily their job to close the gap. This is how authoritarian high modernism sees the world of work – as a machine:


	Outcomes are a direct, proportional result of how parts and components work together.

	These components, and their linear interactions, can be mapped. They can be made more efficient.

	Parts can be swapped or exchanged.

	What happens to the whole system can be reduced to (or explained by) the functioning or non-functioning of individual parts and components.

	A central controller can therefore steer or govern the whole thing.

	The performance of all the components simply needs to remain synoptically legible (visible and interpretable through a single, standardized means).

	And all the parts and components, as well as their work, need to comply with pre-defined standards. Then all can and will be known. And all will be well.



When these ideas were gaining traction during the industrial revolution, work environments were likely less complex than they are now. Things in many workplaces were less tightly coupled and less complexly interactive. Such work, and workplaces, still exist, of course, but less so:


Indeed, the rate of change has increased, and looks to continue to do so. We now acknowledge that work takes place in complex socio-technical systems, and that our models and methods necessarily must reflect that. Since work systems have changed, the descriptions we use must also be extended.

(Hollnagel, 2012, p. 21)



If we keep seeing work as a controllable machine, though, then it leads to a particular conception of how and why things go wrong (Cook & Woods, 1994). A system breaks down because individual parts and components fail to comply with the standards expected of them (this can be called a violation, or failure, or error). Or components do things that are not synoptically legible (like inserting vernacular safety knowledge, finishing or improving an obstreperous piece of machinery, hoarding resources and keeping them off the books, embarking on shortcuts or workarounds). These all mean that the central controller is no longer in charge as was hoped and as authoritarian high modernism deems necessary. The best, and perhaps most common, way to deal with this slippage at the margins of a supposedly perfectly tuned machine is for the central controller to have, or feign, official ignorance. The hoarder and the jack-of-all-trades in East German factories, after all, were not on the books. They didn’t officially exist. Yet without them, the work of the factory would have been impossible.

Tâche versus activité

The Francophone tradition has long acknowledged the difference between tâche and activité (De Keyser, Decortis, & Van Daele, 1988). Roughly translated, this is the difference between (prescribed) task, or what is to be done, and (actual) activity, or what is done. The gap is not only implicitly acknowledged in the two separate terms; this tradition of studying work acknowledges that the gap can be large and that it takes mutuality of understanding to make it smaller (if that is indeed the goal). If ever there is doubt about the existence of at least these two worlds of work – the official, rule-driven one and the vernacular – then one place to look is so-called work-to-rule strikes. These exploit the gap, of course. Air traffic control is not alone and not the first workplace in which this has ever been done. Taxi drivers of Paris, instead of striking, have long resorted to what is known as a greve de zele. Drivers would all, by agreement and on cue, suddenly begin to follow all the regulations in the code routier. As it was meant to, this would bring traffic in Paris to a grinding halt. Paris traffic only works when not everybody follows the rules (or pretty much nobody does). Because there is always a gap between how work is imagined (or written down or proceduralized) and how it is actually done, this kind of thing can be applied in any workplace:


In an extended work-to-rule action against the Caterpillar Corporation, workers reverted to following the inefficient procedures specified by engineers, knowing that it would cost the company valuable time and quality, rather than continuing the more expeditious practices they had long ago devised on the job. The actual work process in any office, on any construction site, or on any factory floor cannot be adequately explained by the rules, however elaborate, governing it; the work gets done only because of the effective informal understandings and improvisations outside those rules.

(Scott, 2012, p. 46)



A Spanish train driver recently showed how strict application of standardized rules can literally bring a system to a standstill. Driving a train between Santander and Madrid in 2016, he decided to get out during a stopover in Osorno in the province of Palencia. Leaving 109 befuddled passengers behind in the stranded train, he simply walked away. What was his reasoning? He had long exceeded his duty time limits, violating not only his employment contract and transport regulations but also health and safety rules. So he stopped working, in strict compliance with all the rules. The response of RENFE, the train company, was that this was a truly exceptional case. Most train drivers wouldn’t do this because they have ‘a healthy common sense,’ they said in a statement. This implies that most train drivers routinely violate all those rules, with assent and appreciation from their employer – in the name of production and throughput. Sounds familiar? RENFE did find a replacement driver to get the 109 passengers to their destination and also refunded their tickets in full (Stoffer, 2016).

Malicious compliance

Yet perhaps it takes Scandinavians to turn this realization around on itself. If workers can apply strict rule following as a form of protest, then this has driven the authority in one country there to call it ‘malicious compliance.’ This is fascinating, of course. Workers could argue that they are (for once) fully obedient, that all they exhibit is complete rule-following behavior. It is compliance to the letter, and it leads to worker behavior exactly as it should supposedly be. Yet it is deemed malicious, or evil. It is, after all, intended not to finally make the system work but to bring it to its knees. The Scandinavians wouldn’t be fooled, evidently.

It’s not the work as imagined that tells us interesting things about the system; it’s the work as actually done – however hard it may be to get a good sense of what exactly that is. If it occasionally takes ‘malicious compliance’ to show how far the two are actually apart, then that is maybe for the better. It should make all of us realize how much humanity, how much innovation, how much dignity of daily improvisation and problem-solving goes into making even the most technologically sophisticated systems actually work. Only people can keep together the patchwork of imperfect technologies, production pressures, goal conflicts and resource constraints. Rules and procedures never can, and never will. Nor will tighter supervision or management of our work.

Leaders need to learn about these things, because they tend to be the conditions that might ultimately show up in how their organization could drift into failure. We can’t obviously learn about these conditions if we threaten with sanctions when not all the rules are followed precisely. That will shut people up for as long as we are there: they’ll temporarily halt the workarounds and little innovations and improvisations that normally get stuff done. To learn how work is actually done – as opposed to how we think it is done – our leaders need to take their time. They need to use their ears more than their mouths. They need to ask us what we need, not tell us what to do. Ultimately, to understand how work actually gets done, they need an open mind and a big heart.


Vernacular safety

As I have intimated before, there is another, vitally important, point to this. Understanding how daily success is created – how work is actually done – can help reveal where the next potential adverse outcome might come from. And it can do that much better than investigating the highly infrequent failure. The reason for that seems to be this. An organization that has already achieved a pretty good safety record evidently has got its known sources of risk under acceptable control. But the accidents that might still happen in these organizations are no longer preceded by the sorts of incidents that get formally flagged or reported. Instead, accidents are preceded by normal, daily, successful work. This will likely include the so-called ‘workarounds’ and daily frustrations, the improvisations and adaptations, the shortcuts, as well as the sometimes unworkable or unfindable tools, user-unfriendly technologies, computers that lock up, and the occasionally unreliable results or readings from various instruments and measurements. These things are typically not reported: they are just all part of getting daily work done despite an imperfect, non-deterministic world. It’s all in the game. People have learned to live with it, work around it and get things done. In almost all cases of workarounds, of people finishing the design, of shortcuts, of informal proceduralization and instruction, things work because of these bottom-up interventions and innovations, not despite them. In a large pan-European project on aviation maintenance, Nick McDonald and colleagues observed:


One of the starkest conclusions from this research is that in fundamentally important respects the systems for ensuring safety and reliability in aircraft maintenance do not work as they are supposed to do. In so far as they do work as effective systems, this appears to be because of unofficial and informal mechanisms which are neither recognized nor valued in the way in which the systems are commonly understood by those responsible for them. In many ways these informal mechanisms run directly counter to the expressed goals and values of such systems. To summarize some of this evidence very briefly: Violations of the formal procedures of work are admitted to occur in a large proportion (one third) of maintenance tasks. While it is possible to show that violations of procedures are involved in many safety events, many violations of procedures are not, and indeed some violations (strictly interpreted) appear to represent more effective ways of working. Illegal, unofficial documentation is possessed and used by virtually all operational staff. Official documentation is not made available in a way which facilitates and optimizes use by operational staff. The planning and organizing of operations lacks the flexibility to address the fluctuating pressures and requirements of production. Although initiatives to address the problems of co-ordination of production are common, their success is often only partial.

(McDonald et al., 2002, p. 2)



In other words, safety is, to an extent, created in vernacular ways. It has to be; in a non-deterministic world, it cannot all be controlled from above – if at all. This creation of safety falls outside the bureaucratically endorsed system. It deploys terms, methods, knowledge and ideas that are particular to a certain localized or global group of professionals who have learned from doing the actual work under varying circumstances. It links to Amalberti’s (2013) difference between controlled safety and managed safety (see Chapter 1). Managed safety runs on the experience and expertise of workers. It allows them to adapt rules and procedures to local circumstances. It also has developed in them a nuanced understanding of when to adapt, improvise and innovate their routines, and when not.

You may recall the description of the highly stratified hierarchy onboard eighteenth-century merchant ships in Chapter 3. Although labor was clearly divided between thinkers and doers, between mental and manual, the confined space of even a hundred-ton vessel made all work visible to everybody else. This included the master’s navigation of the route and avoidance and handling of adverse weather. The social visibility of work onboard these ships had a peculiar side-effect, and that was the almost automatic and instant accountability both up and down the hierarchy. Social visibility of everybody’s labor had a leveling effect, making anybody (potentially) accountable to anybody else, irrespective of rank. The assurance of the ship’s and crew’s safety was not a private affair, decided in and governed from the captain’s quarters. Everybody had a voice. And given the stakes they had in the execution of the whole voyage, they were mostly not afraid to use it:


Crews were extremely sophisticated in judging the quality of each man’s contribution to the sailing of the ship. Everyone knew how to perform the basic tasks, and most men had been on other ships and had seen every chore, from the captain’s duties down, executed by others. Consequently, even the lowest ordinary seaman considered himself a judge of his officers. Work was closely scrutinized since the collective well-being depended on it. There was considerable pressure to demonstrate one’s skills, and when a man could do a job better than his superior, it was rarely a secret. When a captain was unskillful in his station, a crew might follow his incorrect orders with precision just to expose his ignorance… . Seamen were usually able to counteract danger through their own knowledge of the labor process.

(Rediker, 1987, p. 95)



High-reliability theorists rediscovered these arrangements on naval ships in the 1970s, where the lowest-ranking seaman was officially legitimated to stop activities, even against orders from above. Greater deference to this kind of vernacular expertise has gone on to prove one of the great contributors to the safety of such operations and has since been applied widely – though with varying success (think of the ‘stop-work-authority’ card) – in other fields. Deference to expertise means engaging those who are practiced at recognizing risks and anomalies in operational processes, where workers are in direct contact with safety-critical processes. This is known as the “core set”: the people most closely associated with complex technical systems, who are aware of the ambiguity inherent in their unruly technology (Vaughan, 1996, p. 228). In the wake of the Columbia accident, NASA was told it needed “to restore deference to technical experts, empower engineers to get resources they need, and allow safety concerns to be freely aired” (CAIB, 2003, p. 203). This has become a well-established prescription in the literature on high-reliability organizations and resilience. Interestingly, the emergence of this appeal has coincided with unprecedented growth in generic management (MBA) programs and a simultaneous rise in organizations (both public and private) retaining external subject-matter expert consultants to assist their bureaucracies (Mintzberg, 2004).

Get in the way of vernacular safety with a controlled authoritarian high-modernist scheme, and safety will suffer. So-called ‘black books,’ for example, those little unauthorized notebooks carried in the pocket by maintenance technicians full of personalized notes, hints and tips about how to perform particular tasks, are a bane of authoritarian high modernism. They violate its three pillars all at the same time. They are not standardized, not centrally controlled and not synoptically legible. So they should be banned; their use should be sanctioned or punished. But ban them, and local knowledge doesn’t transfer or collect as easily. Informal instruction suffers. A portable memory-in-the-world of the actual doable activity (as opposed to the unfindable formal procedure) is taken away from people. Interestingly, this not only affects safety of the work done. Performance will suffer, too. People will have to walk much further and search longer to find the right paperwork and tool, for example. So vernacular safety, as shown in McDonald’s example, doesn’t just create safety. It actually allows a system to perform at all. Let’s take a closer look at this vernacular safety – the kind needed to allow both safety and performance in a non-deterministic world.

Plucky Queenslanders

Take the major flooding that hit the Australian state of Queensland in late 2010 and early 2011. La Nina, the phenomenon that generates higher sea surface temperatures in the Western Pacific, had brought a thoroughly wet spring and tropical cyclones to the east coast of what is otherwise one of the driest places on earth. Rivers rose and often broke their banks. Reservoirs had swollen, many to breaking point. Then, on 23 December, a monsoon crossed the coast from the Coral Sea, bringing torrential rain all along the thousands of miles of Queensland coastline. It peaked on 27 December, administering a coup de grâce and unleashing the worst flooding since 1974. Some 40 people lost their lives; 300 roads were closed. There were billions of dollars in property damage. Snakes and crocodiles got pushed out of their habitats and into urban areas. Three-quarters of the state became affected by flooding, inundating areas as large as France and Germany. When it was all done, the global sea level had dropped by 7mm, as all the water had got dumped in Queensland.

And then there was Glen Taylor. Australians, particularly rural Australians, are known as a hardy bunch – laconic and resilient. This part of the British Empire was often regarded as “one of the most remarkable instances of British enterprise, [of] pluck and self-reliance, in the world” (R. Evans, 2007, p. 113). Unfathomable distances bred independence and self-sufficiency.2 Bushfires, droughts and floods, sunstroke and fatal snakebites – all these ways of getting hurt or killed have always been part of daily life ‘in the bush.’ Having to deal with these inconveniences autonomously is part of daily life too, particularly in rural Australia. Government, or really much of any outside help, was too far away: a mere rumor, a whisper from far beyond the flat horizon. It was, at least, until health and safety rules showed up in the government response to the floods:


Glen Taylor echoed the frustrations of thousands of rural Queenslanders [about] petty regulation which threatens to strangle old-fashioned bush initiative. Locals with practical skills were sidelined in rescue and recovery because they hadn’t done safety accreditation courses and serviceable boats were ordered out of the water to be replaced with approved inflatable vessels. ‘Someone shut down a bridge because it had a hole in it – that hole has been there since 1983,’ a clearly frustrated Mr. Taylor, who helped rescue scores of people, told the inquiry. He said that for generations locals had competently managed their own disasters. ‘This time we were just over-regulated,’ he said. ‘We used to handle it ourselves.’ Mr. Taylor said training was fine, but it should be combined with a recognition of skills and abilities which already exist. ‘Competency and common sense, that’s what we want,’ he said.

(Madigan, 2011, p. 5)



It is the kind of competency and common sense that a system based on standardization, central control and synoptic legibility can’t muster. It’s not that bureaucracies are necessarily incompetent. But there is no possibility for that competence to fit local circumstances in a commonsensical way. Bureaucracies don’t have the knowledge, the insights and experience or the approved, legible categories into which to put such knowledge and experience. Local skills and knowledge aren’t synoptically legible, and they’re not standardized. Never mind that the hole in the bridge has been there for ages (a remnant of disrepair that was probably the responsibility of another bureaucracy) or that all locals know exactly how to simply drive around the hole. If a bridge has a hole in it, it can’t be used. The synoptic, standardized rule, after all, says that bridge plus hole equals unserviceable. And if a local farmer’s boat isn’t approved, it can’t be used to rescue people off a rooftop. Boat minus approval means no rescue. These people will have to wait for an approved, inflatable rubber dinghy. If all of this seems excessively officious, then the Queensland government was in good company. Its position against people like Glen Taylor fits with authoritarian high modernism. Anything not based on strictly rational, synoptic knowledge and standards cannot be used, or even be useful.

Authoritarian high modernism and hand-me-down expertise

Authoritarian high modernism is distrustful of the kind of local, hand-me-down pluckiness that has characterized Glen Taylor and his people for generations. Whatever Glen Taylor and his predecessors did and solved, it doesn’t count. An unsafe bridge or an unsafe boat – determined to be so through scientific, centrally controlled, synoptic and standardized means – is an unsafe bridge or boat:


All human habits and practices that were inherited and hence not based on scientific reasoning would have to be examined and redesigned. The structures of the past were typically [seen as] the products of myth, superstition, and religious prejudice. It followed that scientifically designed schemes for production and social life would be superior to received tradition. The sources of this view are deeply authoritarian. If a planned social order is better than the accidental, irrational deposit of historical practice, two conclusions follow. Only those who have the scientific knowledge to discern and create this superior social order are fit to rule in the new age. Further, those who through retrograde ignorance refuse to yield to the scientific plan need to be educated to its benefits or else swept aside… . The past is an impediment, a history that must be transcended; the present is the platform for launching plans for a better future.

(Scott, 1998, p. 94)



So much remains invisible, so much is lost, when this is the way we think about work. Take the informal teaching of me as a co-pilot about how to line up a screw in the windshield in front of me with certain markers on the ground in order to fly an approach path nicely and smoothly to a particular runway. Or the train driver at a tunneling operation in a dusty part of the world, whose train was supposed to automatically stop exactly at the point where the tunnel’s excavated contents needed to be dumped. The train was stopped at the right place by optical means, but the little eye kept dusting over, so it didn’t work. The driver resorted to putting a cheap plastic wire tie around the fence next to the track, so that he knew exactly to stop when that wire tie brushed against a particular part of his side window frame. With authoritarian high modernism, there is no way for such knowledge to emerge, for best practices to congeal around experiences of working real problems in the world. The only legitimate knowledge for how to do something is that which is derived scientifically, by experts who probably don’t do, and never will do, the work themselves. Authoritarian high modernism


naturally privileges the future. In its most extreme form, authoritarian high modernism wants to wipe the slate clean and begin entirely anew. No traces of the past are to remain. The past is an impediment, a history that must be transcended; the present is the platform for launching plans for a better future.

(Scott, 1998, p. 95)



But what if the past, and practice in it, actually are the source for a better, safer future? A number of town councils and similar authorities no longer plan the exact course of footpaths when a new piece of land is developed (or land use is reimagined or redeveloped). Rather, they leave it to pedestrians themselves to first create the ruts that will become footpaths. This way, there is no need to synoptically, bureaucratically plan or project where people might or should walk, nor the volumes of traffic that will cross a particular part of the new area. And it mimics the way towns grew from smaller settlements. The crooked lanes of old town centers in Europe are the collective footprints of those who went their way to get water, who walked to church, who carted their goods to a field that became a market square. Leaving the design of footpaths up to its future users is an example of accepting and accommodating, if not celebrating or coopting, work-as-done. It relies on horizontal, tacit coordination of action, and it lets the patterns emerge from there. Constraints and rules (in the form of paved footpaths and the expectation that people stay on them) follow practice; they don’t predetermine practice.

Rules that follow practice

Some organizations have not only understood this; they also explicitly acknowledge it. They harness the insight in the development of procedures – for example, on how to operate equipment. Gene Rochlin and colleagues, researching the introduction of ever-heavier and capable fighter aircraft onto naval aircraft carriers, noted that “there were no books on the integration of this new hardware into existing routines and no other place to practice it but at sea… . Moreover, little of the process was written down, so that the ship in operation is the only reliable manual.” Work is “neither standardized across ships nor, in fact, written down systematically and formally anywhere” (Rochlin, LaPorte, & Roberts, 1987, p. 79). Yet naval aircraft carriers, with inherently high-risk operations, have a remarkable safety record. There is an almost taken-for-granted understanding that documentation cannot present any close relationship to situated action because of the unlimited uncertainty and ambiguity involved in the activity. Rules emerge from practice and experience rather than preceding it. Rules and standards, in other words, end up following work instead of specifying action beforehand. Safety and performance is created that way. Other organizations are left to figure out the distance between work-as-done, and work as imagined, in instable and imperfect ways. The lure or push of authoritarian high modernism and the belief in centrally controlled safety remains strong, but evidence of the need for adaptation and managing safety vernacularly, locally, is unavoidable. Let’s go back to aviation maintenance as an example:


The deficiencies of the organisational systems which deliver the basic elements of the maintenance production system are well perceived by those most closely involved in maintenance operations. Thus in a typical company front line managers and skilled technicians are routinely less than satisfied with the provision of adequate personnel, tools, parts, technology, work environment, and time to do the job safely and well. There is evidence for a professional culture in maintenance which includes a strong sense of responsibility for the overall safety of the system, going beyond simply performing a technical task to a set standard. There is a belief in professional judgement – that it is the role of the technician to use his or her own judgement, based on experience, knowledge and skill in carrying out the work, rather than blindly following a set of procedures. There is a fundamental ambivalence about the role of procedures amongst the aircraft maintenance community. Everyone agrees that safety and airworthiness must be ensured and that the job must be done, but what this means in terms of procedural compliance is the subject of completely divergent views. Some, but not all, of this disagreement reflects differences between occupational roles. Thus, there is very little difference between technicians and line management concerning the importance of avoiding delays rather than following the procedure in every respect – though these groups differ from engineering and quality personnel. Many more technicians than engineering and quality personnel believe that the primary role of documentation is simply for signing-off completed work, rather than a guide to task performance.

(McDonald et al., 2002, p. 4)



It is a shame if a conversation about this never matures into a workable and accepted compromise. It is a shame if knowledge about how to do things better and more safely hides away from official scrutiny, remains under cover, subject to a “fundamental ambivalence” and “completely divergent views,” resulting in cat-and-mouse games between those actually doing the activité and those writing, prescribing, auditing or regulating the tâche. Vernacular knowledge doesn’t get the chance to rise to the status of knowledge worthy of consideration, or for possible learning, broadcasting or eventual standardization. Vernacular knowledge is not used as a starting point for making things work better, more efficiently, more safely. As McDonald concludes, “[M]uch is hidden from official scrutiny or superficial observation… . [T]he everyday pattern of normal action retreats from formal scrutiny. It is very difficult to conceptualise how this normal pattern of activity might be effectively influenced” (p. 7). So what middle ground can be reached? How can controlled and managed safety get along, so that an organization centrally controls what it realistically can but lets people themselves manage what it can’t? Amalberti again:


This new idea of resilience must be understood in these terms: the increase in controlled safety which is imposed by regulations necessarily takes place at the cost of increased rigidity, a desire for tremendous standardization of both technologies and human beings, ultimately resulting in operators who are less able to adapt to surprises. This has a negative impact on managed safety, which is based on the expertise of operators and can be linked to the idea of resilience.

(2013, p. vii)



He is right, of course. The notion of a trade-off might suggest that our current problem is one of imbalance between regulation and bureaucracy on the one hand and individual skills, diversity, craftsmanship and expertise on the other. Similarly, ‘overregulation’ may not be the best way of constructing the problem. It suggests after all that a suitable ‘norm’ (which determines what is ‘under’ and ‘over’ when it comes to regulation) can be, or has been found, and that our current problem is merely quantitative (simply too much regulation). This probably misconstrues the challenge and offers potentially counterproductive directions forward (i.e., leave it all up to the craftspeople). Research, after all, has identified limits on the extent to which inside experts have privileged knowledge of safety-critical processes and their margins (Dörner, 1989). Continued operational success, for instance, can get taken as evidence by experts that risk-free pathways have been developed, and exceptional expert competence is associated with greater risk or operating closer to the margins without transgressing them. Such research suggests a reversion to mere craftsmanship is inadvisable, as it would erode many of the advantages and improvements that systematization and standardization have brought. This has included limits on the discretion and autonomy of workers for certain decisions, a transition from a craftsmanship mindset to that of equivalent actors, and system-level (senior leadership) arbitration to optimize safety strategies (Amalberti, Auroy, Berwick, & Barach, 2005). So, instead, the challenge might be a qualitative one – are we regulating the right, or smart, way when it comes to many different kinds of safety? This can offer nuance to the debate – for example, with questions about the appropriateness of action rules versus rules at the level of goals, outcomes and risk management, and a differentiation of what works for safety in certain application areas (Grote, 2012) or at existing levels of safety, or between process safety, system safety and personal safety.


Does safety science push vernacular safety aside?

In 2014, Norwegian researchers asked whether safety science contributes to the marginalization of practical knowledge – the kind of local, system-specific safety expertise embedded in operational practices (Almklov et al., 2014). The stated, or implied, aim of applied science (to which safety science belongs) is to produce systematic, empirical information. This then offers ideas that can enhance the knowledge base used by practitioners. Applied science empowers practitioners to grow their repertoire, making them wiser and more informed than they were before. That is the aim. It assumes that more knowledge produced by science translates to more empowered practitioners. How has that actually worked out over the past few decades? The researchers found at least three ways in which safety science actually disempowers practitioners and delegitimates their knowledge and experience:


	Knowledge derived from safety science and governed by system and bureaucracy can marginalize vernacular knowledge as irrelevant, uninformed, narrow, risky or even meaningless. Local, system-specific and often tacit knowledge shared by a limited community of practice slides out of view. Sharing or teaching such knowledge (as in: “Here, let me show you how it’s done …”) can become illegitimate.

	Safety professionals, even or especially those in the organization, can gain a model monopoly: they have all the words, the rhetoric, the concepts, arguments and the rules behind them. “Standards are attempts to convey good safety knowledge in a fair and transparent manner,” they might say (Almklov et al., 2014, p. 31). This erodes equality between different perspectives on safety. One is informed by science and clear standards; the other, by something as vague as intuition or experience. This undermines mutual learning and respect and can drive local, intuitive practice underground.

	The adoption of safety management systems – which aim to make safety synoptically legible – affect reporting lines and regulatory demands and can distort accountability relationships. Organizations set up and maintain these as transparent, generic systems for control of their processes. Regulators like this because it gives them at-a-glance (indeed synoptic) access to how an organization is governing its safety. But the system is imposed across areas of practice. So context-specific activities and knowledge can become invisible. And supplying the system with synoptically legible information becomes a matter of simply ticking the boxes or satisfying the fields on an electronic form for their own sake.



One problem faced by practitioners in interaction with safety professionals, these researchers found, is that the safety professionals have access to a rich repertoire of relevant concepts and ideas, handed to them by – among other sources – safety science. This gives them what are called ‘symbolic resources’: clearly articulated models and words to argue from. Practitioners’ expertise has accumulated through practice and experience, and it is therefore largely tacit or embedded in how they do actual work. So they don’t have such symbolic resources. Safety professionals also typically have the standards, procedures, rules or regulations to back up what they are arguing for, which practitioners don’t. This creates a power imbalance, the Norwegians found, which quickly tends to silence those who really know what they’re talking about but who can’t really talk about it. A practitioner quoted in a study of culture and safety on offshore supply vessels sums up the loss of vernacular knowledge and practitioners’ frustration with it:


You know, good seamanship, it is tragic, it is about to disappear completely. That expression, ‘good seamanship,’ it doesn’t exist anymore, because everything that is to be done, has to be written on a list. You are not supposed to use good seamanship and common sense, you are supposed to use checklists, procedures and maintenance lists. That’s what it’s all about. And I know this is a source of great annoyance to the guys on the deck.

(Antonsen, 2009a, p. 1123)



To be relevant and effective, the Norwegian researchers argue, any safety effort or system needs to be anchored in local practice and be relevant for it. Their research showed how practitioners are systematically disempowered to convey their own concerns and observations – not only about safety itself, but about the systems that are supposed to help the organization govern it. It is a situation that seems a long way off, perhaps further away than ever before:


The consultants and safety professionals, we have argued, possess not only knowledge of the systems through which work is governed, but also model power. In our data, there are repeated stories of how practitioners experienced disempowerment when confronted with standardized safety management systems and their representatives. Their arguments and concerns were marginalized in the new, generic safety discourse. In some cases, they lost formal authority or access to senior management. In discussions about safety, they often became the weak part in a situation characterized by a model monopoly. Moreover, they were not in a position to break out of the model monopoly by redefining the domain of discourse, because the models were introduced in the form of mandatory regulations or standards.

(Almklov et al., 2014, p. 33)



If safety is created and organized, in part, by the locally informed, bottom-up work of those involved in safety-critical activities – in interaction with the technologies, goals and resources of the organization – then that has significant consequences for both safety science and safety management. Safety is traditionally defined as a condition where nothing goes wrong, where there are no injuries, accidents, incidents or perhaps even near misses. Less ambitiously, it could be defined as a condition in which as little as possible goes wrong, where the chance of things going wrong is acceptably small (Hollnagel, 2014a). This suggests that adverse outcomes happen when something goes wrong and that these adverse outcomes have causes that we must identify and eliminate. But as Hollnagel points out, this defines safety indirectly – by what it isn’t. Safety, as Weick has said, is a non-event (Weick & Sutcliffe, 2001). The intriguing question, then, is how this non-event is dynamically, continually produced. Safety as a dynamic, emergent property (or indeed a continual non-event) makes different demands on what we study and how we manage it. And it has consequences for what we should even expect to be able to manage (I will revisit this at greater length in the last chapter). Approaching the management of safety as if it were a mere creation of stability through synoptically and bureaucratically enforced conformity won’t cut it. Let us turn to anarchism as a set of ideas and ideals that may inspire us to think rather differently about how to create and organize for safety.



Notes



1
Squanto (ca. 1585–1622) was one of the Patuxet, a tribe of Native Americans who were subordinated to the Wampanoag. He had learned English and assisted settlers in New England in the planting of native vegetables.



2
Australia is about the same size as the lower 48 United States. But it has only 24 million people, or about 7.5% the number of people in the United States. Imagine how empty it is and how large the distances are between people. At a recent conference in Alice Springs (a town pretty much in the center of the continent), a hospital administrator referred in all seriousness to her ‘neighboring’ hospital in Darwin. Darwin really is sort of the next town over. Yet it is more than 930 miles (almost 1,500 km) between the two. To drive from one hospital to the other takes about 17 hours.




9 Anarchy versus anarchism

So what is a safety anarchist? And doesn’t safety anarchism sound dangerous, or risky? Doesn’t it necessarily lead to safety anarchy, which sounds like a really bad idea? To examine those questions, let us look briefly at the history of anarchism, and how it is very different from anarchy. Let us start here: anarchism is not the same as anarchy.1


	Anarchy is a state of affairs. It is a state of societal disorder that results from the absence or non-recognition of authority or agreements. Anarchy can even be a state of total chaos, when law and order have collapsed and people’s impulses run riot, nihilistically, with no moral values.

	Anarchism is an idea, or a set of ideas and ideals. These represent the belief in limiting centralized control and in abandoning coercive means and institutions to get people to comply with imposed standards. It involves the organization of communities of people on a voluntary, cooperative, horizontal basis.



Anarchism doesn’t typically produce anarchy. This is perhaps counterintuitive, but the history of political movements and reformation consistently shows the inverse. Anarchy is not the result of anarchism. Anarchy, instead, is an eventual reaction to excessive hierarchy, to authoritarianism, to top-down oppression, to a curtailing of freedoms and a denial of humanity and human dignity. In post-war Australia, for example, fraught and discriminatory relationships between the relatively recent white population and Aboriginal peoples continued almost as if decolonization wasn’t happening elsewhere in the world and as if slavery hadn’t been abolished a century earlier. Here is a report from one of the states:


By 1960 there were 18,300 Aboriginal people under discriminatory controls that imposed tight surveillance, circumscription and denial of most fundamental human rights. Half this number was confined upon three government reserves and a dozen missions, run by Presbyterians, Anglicans, Lutherans, Catholics and Seventh Day Adventists. Aboriginal ‘inmates’ were almost evenly divided between secular and religious arms. Others lived in smaller, police-supervised rural reserves on the outskirts of white townships. All locations provided a reservoir from which the pastoral, pearling, domestic service, sugar and other agricultural industries drew off cheaply paid workers, employed under almost universally inhumane conditions. Departmental files on the cattle industry, where most were engaged in stock-work at under-award wages abound with reports of appalling abuses. Workers who walked off bad jobs were pursued by police and forcibly returned. The various settlements, particularly Palm Island, acted as vital tools in the strategy of controlling an unfree labor force through threat, coercion, intimidation and the incarceration of scape goats. ‘They only had to mention Palm Island and we were quiet,’ an Aboriginal woman recalls, ‘in the face of even the most intolerable workplace conditions.’ Aborigines, already confined upon other reserves, lived in terror of imprisonment there. Those taken ‘pleaded to be rescued – they hated Palm Island… .

Palm was run by an obsessional ex-policeman, Superintendent Bartlam, known to inmates as the Red Emperor due to his florid complexion and heart of stone. On 10 June [1957] a rolling strike commenced among 1400 Palm Islanders over the attempted deportation of a community leader. It was joined by even the settlement’s native police, robbing the superintendent of his authority. Strikers took symbolic control of a street formerly off-limits to Aboriginals, and women threw their inedible meat rations onto his verandah.

(R. Evans, 2007, pp. 211–213)



What causes anarchy as a state of affairs is not the ideas of self-governance, self-determination, human freedom and autonomy for which anarchism stands. Instead, what has typically caused anarchy is authoritarianism and a denial of freedom. Examples in the next chapter will similarly show that the ideas and ideals of anarchism produce not an absence of order but self-regulation and mutual coordination. They open the way for collaborative, innovative groups to solve their problems together, using local insights and knowledge. What does produce safety anarchy, then? Just as elsewhere, coercive, repressive, centralized authority typically triggers anarchy. Safety anarchy often takes the form of daily, small acts of non-compliance and local innovation like the ones you can see in any workplace – if you look closely and long enough. The previous chapter offers a number of examples of that: people stick with vernacular safety knowledge, applying and finding ways to not only do their work better and safer but also ‘get away with it.’

Nonetheless, the conflation of anarchy and anarchism has given the latter a bad press. Anarchism is feared as a threat to established orders. Anarchists are seen as terrorists or inflexible extremists, on the one hand, or as naïve dreamers, on the other. The critique is not new. English philosopher and reformer Jeremy Bentham, dismayed at developments across the channel, wrote in his Anarchical Fallacies of 1791 that the French Declaration of Rights would simply replace the old tyranny of a single ruler by a new tyranny of collective anarchy. Bentham was right in the sense that the authority of a master could transmogrify into the authority of a committee, and he accurately foreshadowed the kind of corruption of revolutionary change depicted in Orwell’s Animal Farm a century and a half later.

But most of this mischaracterizes the history of anarchism as ideology, as a system of ideas and ideals. And, in a sense, it prevents us from engaging with its ideas and ideals in a productive way today. Thinkers such as William Godwin (father of Frankenstein’s author Mary Shelley), Pierre Proudhon, Pjotr Kropotkin, Leo Tolstoy (author of War and Peace and Anna Karenina), Bertrand Russell or Noam Chomsky were, and are, not terroristic or nihilistic. They did not call for violent destruction of an old order in order to erect a new one. Nor were they naïve or embracing of anarchism’s tenets without any reservations. What they represented was a countermove, a critique, a response. It is only intuitive that the growth of the nation-state since the Enlightenment and its pursuit of standardization, central control and synoptic legibility would invite such a response from people concerned about the far-reaching implications. This response, for the most part, was intellectual:


What attracts me about anarchism personally are the tendencies that try to come to grips with the problems of dealing with complex organized industrial societies within a framework of free institutions and structures.

(Chomsky, 1967, p. 23)



For anarchists, anarchy as a state of affairs was indeed one of a decentralized, self-regulating society, consisting of a federation of voluntary associations of free and equal individuals, which allowed people to reach their full potential (Chomsky, 2013). These were not bomb-throwers. What made these thinkers anarchistic was their bold and independent reasoning and their defense of the self-determination, dignity and value of each individual. They identified the state and its coercive apparatus of laws, courts, prisons and armies (and even universities) not as a remedy for social disorder and inequality but as its principal cause. What they imagined was not bomb-throwing horror but a condition of peaceful and productive living, of people in cooperative, reasoned co-existence without a sovereign or central superior among them. How, ultimately, did that go in practice, though? The two greatest social experiments with anarchism were the Russian revolution of 1917 and the Spanish Civil War in the 1930s. Both, of course, ended in tears. They created a state of affairs as far from anarchism’s ideals as can possibly be imagined (Stalin’s communist totalitarianism and Franco’s fascist mirror image). The Second World War all but shattered anarchism as a movement, but this saw a revival in the sixties. The themes of questioning authority, paternalistic structures and monolithic government institutions, as well as calls for decentralization, greater worker control and participatory democracy – these all touched on central anarchist concerns (Marshall, 2008). The era triggered a loosening of social strictures and a resistance against moral coercion that continues to this day. Questioning the role and rights of authority has now been coopted across the political spectrum.


A brief history of anarchism

The word ‘anarchism,’ of course, derives from the Greek ‘without a ruler.’ But it predates even the Greeks. Taoists of ancient China showed anarchist sensibilities, for example. Their example was nature: it flourishes best if left to itself, so why wouldn’t that apply to the human condition? Interfering and domineering rulers upset the natural order, they tend to upend harmony and disturb the balance of things. Greek Stoics shared this idea: nature is not a static, fixed thing: it is dynamic, indeed like human society. So to control it through fixed rules and procedures is silly and self-defeating. If it was a kind of cosmic optimism that animated such proto-anarchism, it was the emergence of the powerful nation-state in the eighteenth and nineteenth centuries that helped it congeal into a coherent ideology. Monarchs and clerics who had claimed a divine right to rule over others were gradually (or revolutionary) replaced by more faceless states, but these did not necessarily allay the concerns of those who saw overreach, intrusion and suppression of autonomy and self-determination. J. Varlet, a member of the Enrages (together with Jacques Roux) and who opposed the new eighteenth-century rulers of France, declared:


Despotism has passed from the palace of kings to the circle of a committee. It is neither the royal robes, nor the scepter, nor the crown, that makes kings hated, but ambition and tyranny. In my country, there has been only a change of dress.

(in Ward, 2004, p. 15)



Despite revolutions and declarations of independence, authoritarianism always seemed to make a comeback (after a change of dress). Thomas Paine, an English-American writer who had called for American independence, complained in his Common Sense pamphlet in 1776 about the government in his new country that wasn’t supposed to have one (since it was ‘governed by the people’). English philosopher and writer William Godwin (1756–1836) was the first to offer a clear statement of anarchist principles. He stressed that anarchism was not romantic or nostalgic: anarchists don’t cheerlead some bygone era of putative harmony and simplicity. Instead, they look forward – some cautiously, some revolutionary and radically. He looked eagerly forward to the dissolution of “that brute engine of political government”:


All anarchists believe that without the artificial restrictions of the State and government, without the coercion of imposed authority, a harmony of interests amongst human beings emerges. Even the most ardent of individualists are confident that if people follow their own interests in a clear-sighted way they would be able to form unions to minimize conflict. Anarchists, whatever their persuasion, believe in spontaneous order. Given common needs, they are confident that human beings can organize themselves and create a social order which will prove far more effective and beneficial than any imposed by authority.

(Marshall, 2008, p. 17)



Proudhon

Frenchman Pierre Proudhon (1809–1865) wasn’t afraid that self-government would lead to Hobbesian disorder and terror. There were universal natural laws, he argued, that provide for an immanent sense of justice and moral code deep within all humans and perfected through mutual social relations. Proudhon is known for turning anarchism into an identifiable social movement. There was a rich tapestry for him to work off, for sure, as the French themselves had woven much of it a few decades before. The French Revolution at the close of the eighteenth century spawned many of the ideas and disputes that would come to characterize anarchism as a movement: mutuality, classlessness, federalism, horizontal association. Proudhon, and others, argued that the state was a recent development in human social and political organization. For most of history, people organized themselves without government and were doing just fine: able to lead productive and, often, peaceful lives. The state, or government, got in the way of this. As an irrational and unnatural central aggregation of standards and power, it made it difficult for people to live their lives in ways they themselves would have seen as orderly, creative, cooperative. “Just as man seeks justice in equality, society seeks order in anarchy,” Proudhon argued, in a paradox with profound meaning: only a society without artificial government could restore natural order and social harmony (Marshall, 2008, p. 434). Here Proudhon pictured the state at its totalitarian worst, penetrating every aspect of human lives with its standardization, central control and synoptic legibility – by creatures who were never granted the right or wisdom to do so:


To be governed is to be watched over, inspected, spied on, directed, legislated, regimented, closed in, indoctrinated, preached at, controlled, assessed, evaluated, censored, commanded; all by creatures that have neither the right, nor wisdom, nor virtue… . [E]very move, operation, or transaction one is noted, registered, entered in a census, taxed, stamped, priced, assessed, patented, licensed, authorized, recommended, admonished, prevented, reformed, set right, corrected.

(Pierre Proudhon, quoted in Marshall, 2008, p. 1)



Proudhon’s critique anticipated Weber’s observation that governing through bureaucracy is fundamentally non-representative. A bureaucracy is run by people who are neither chosen by those they govern nor themselves involved or experienced in the work of those they control with their bureaucracy. This could ring familiar today to people on worksites whose vehicles are instrumented to record every acceleration and deceleration, whose hard-hat compliance is inspected by drones flying overhead, who are electronically registered with every door they open or close, whose following of checklists and procedures is documented on paperwork to be submitted and filed after each shift, who are authorized in inductions, toolbox talks and safety moments, and who are set right and corrected by safety conversations and other managerial interventions. And Proudhon’s critique breathes the larger anarchist theme: centralized power that is not justified by the will of the governed, and that is uninterested in, or ignorant about, the way the governed actually (would like to) accomplish things, should be revamped or even dismantled.

Kropotkin

Kropotkin grew up in Tsarist Russia. The Tsarist state had not reached deeply into the far reaches of its empire, other than through the occasional soldier, tax collector or policeman. But this changed in the nineteenth century. In his youth, spent as an Army officer on geological expeditions in the Far Eastern provinces, he began to notice more and more state presence. And none of it impressed him. Many Russians lived in obshchina, or autonomous communities, which had their own forms of mutual dispute resolution, common land use and arrangements and transactions through custom and conscience. The state, attempting to stretch centralized control and administration over huge distances, was so ignorant of local conditions and so incompetent and corrupt that its initiatives and funding destroyed any possibility at local improvement. The administrative machinery ran roughshod over ancient communal relationships and institutions, making the rich even richer while disenfranchising the rest more than before. In 1872, Kropotkin visited Western Europe for the first time and settled for a while among watchmakers in the Jura mountains of northwestern Switzerland. Switzerland, of course, has always had a decentralized governance structure, but the contrast with the centrally controlled attempts of the Tsarist Empire was particularly poignant when he saw these watchmakers at work, as noted by his biographer:


Kropotkin’s meetings and talks with the workers on their jobs revealed the kind of spontaneous freedom without authority or direction from above that he had dreamed about. Isolated and self-sufficient, the Jura watchmakers impressed Kropotkin as an example that could transform society if such a community were allowed to develop on a large scale. There was no doubt in his mind that this community would work because it was not a matter of imposing an artificial ‘system’ as had been attempted in Siberia, but of permitting the natural activity of the workers to function according to their own interests.

(Ward, 2004, p. 86)



Kropotkin’s experience with the watchmakers was a turning point. He devoted much of his subsequent life to gathering more evidence for the kind of bottom-up, devolved, locally controlled work he had encountered in the Jura. Two large-scale examples emerged during his time and are still around today. Both represent the kind of locally driven, non-coercive organization and association envisaged by anarchists (Ward, 2004). One is the global workings of mail: post offices, locally and nationally, manage to get a letter from pretty much anywhere in the world to anywhere else – at least most of the time. Any occasional delivery hiccups would not be remedied by a centralized global postal bureaucracy. Even prices for stamps are horizontally cross-coordinated in ways that leave every participant adequately remunerated, again without the involvement of a central arbiter. The same principles apply to international rail travel (which was available to Kropotkin in Europe). No central governor existed, nor exists today, to coordinate how trains cross all those borders, yet Kropotkin was able to buy a ticket in Russia to get himself to Bern in Switzerland, and that is still possible today. Local groups and associations combine in ways that don’t require a centralized authority that coordinates or compels them into doing things. They locally interface and adjust where necessary.

During the late nineteenth century, many anarchist experiments were tried in small communities, from Siberia, to Europe, to the United States. The capacity to horizontally coordinate and self-organize would seem to have hard numeric limits. Some even believe that self-organization can never match the massed intellectual power and knowledge accumulation of bureaucratic, hierarchical organizations:


The decentralization of knowledge is one of the most exciting trends in the dispersion of power. But the ability of these new sources of knowledge to match internal R&D or preserve institutional memory is inconsistent at best.

(Naim, 2013, p. 229)



Naim offers no examples or evidence for his claim. To Kropotkin, anarchism and grass-roots organization could be unleashed on much larger problems. A suppressed capacity for self-organization, innovation and problem-solving could be found anywhere people were put together, he found. And bureaucracies would only get in the way. We shouldn’t underestimate the size of the problems that a self-organizing people can actually tackle, he asserted. Commenting on how feudalism and capitalism had failed to solve (and probably helped to sustain) big problems of poverty and scarcity even in times of growing abundance and expanding technological capability, he reflected:


Give the people a free hand, and in ten days, the food service will be conducted with admirable regularity. Only those who have never seen the people hard at work … can doubt it. Speak of the organizing genius of the ‘Great Misunderstood,’ the people, to those who have seen it in Paris in the days of the barricades, or in London during the great dockers’ strike, when half a million of starving folk had to be fed, and they will tell you how superior it is to the official ineptness of Bumbledom.

(Kropotkin, 1892, p. 79)



The tendencies for this kind of organization already exist, Kropotkin argued. They come naturally. This doesn’t mean that just everybody can jump in and take any role when such tendencies are given free reign. Proudhon, too, believed that people with experience in local organization, and people in possession of certain skills and knowledge, were critical to making anarchism work. Even a self-organizing people need criteria and ability for making clear judgments about what works and what doesn’t. Expertise is key to this; in fact, different kinds of expertise – and their complex, spontaneous interactions – are key to this. The parallels with complexity science are many and indeed suggest that there is no natural limit on what self-organizing systems can tackle and solve:


In such an organized collective, individual agents or agent communities will typically specialize in a particular activity (e.g. processing a particular type of resource) that complements the activities of the other agents. As such, agents or communities can be seen to fulfil a certain function or role within the global system, acting like functional subsystems. Thus, complex adaptive systems may come to resemble the supersystems studied by systems theory. Such a supersystem can be seen as an agent at a higher level, and the interaction of several such superagents may recursively produce systems at an ever higher hierarchical level.

(Heylighen, Cilliers, & Gershenson, 2007, p. 13)



It was Kropotkin who observed that throughout history, there has been a push-pull between two major modes of human organization: between centralization and decentralization, between the Roman and the Popular traditions, the imperial and the federalist, the authoritarian and the libertarian. Anarchism is part of the latter tradition (Marshall, 2008). It is a tradition that sees self-governing aspirations of communities as people’s most natural impulse and as the morally right and practically sensible thing to do. It recognizes that the drive for freedom is a deeply felt and often-celebrated human need, a need that will survive all rulers, all states, all systems of domination, regulation and control. Anarchism takes shape, to some extent or other, wherever people want to rule themselves in the face of a center that absorbs power and authority, that decides what is right and wrong, and that imposes its will through coercive means.2 Many ideas and values in the anarchist tradition are relevant to the issues we face in safety today. They help us identify, analyze and critique the practices and institutions that have grown up around work since the industrial revolution. Anarchism, for the purposes of this book, is far from utopian. It helps us grapple directly and concretely with the problems faced and created by industrialized societies in their desire to guard and control the health and safety of their workers. You will find a to-do list for this at the end of this chapter.


Autonomy and intrinsic motivation

For authoritarian high modernism (and people like Ford and Taylor), workers are like cogs in a machine. The work of a bureaucratically organized system can be chopped up in minute tasks, which can then be parceled out to teams and to individual workers. There is one best method for any task (which Taylor’s ‘scientific method’ could help you uncover). Once that one best method is in place, all you need for a smoothly functioning machine is for that method to be followed reliably and consistently. People need to do the right work the right way, and, as long as they do that, the organization ticks along just fine. In order to motivate people to do the right things the right way, you incentivize the behavior you want to have (by rewards, bonuses, numeric targets) and disincentivize the behavior you don’t want to have (by sanctioning non-compliance with the one best method, punishing violations and deviations from standard procedure). The assumption has always been that people respond rationally to such drivers. They sort of make up a profit-and-loss or risk-and-reward balance in their heads and then decide to do what offers them the most ‘carrot’ and the least ‘stick.’

The problem is that this generates all kinds of undesirable side-effects. As Weber would have warned, these run counter to the very intentions that this bureaucratic system of motivation started out with. As Dan Pink (2009) explained, its carrot-and-stick extrinsic motivation (meaning it comes from outside the person):


	Can extinguish intrinsic motivation. A review of 128 motivation experiments showed that tangible rewards consistently have a substantially negative effect on intrinsic motivation (Deci, Ryan, & Koestner, 1999). Even when people decide to partake in something because they want to, themselves, this intrinsic motivation erodes very quickly when they start to get bonuses for the very same thing. Rewarding desirable behavior in the short term can do long-term damage to people’s motivation.

	Can diminish performance. A London School of Economics analysis of more than 50 studies of corporate pay-for-performance plans found that financial incentives can result in a negative impact on overall performance (LSE, 2009, April 24). This has been shown to be the case with safety bonuses as well (Hopkins, 2015; Wowak, Mannor, & Wowak, 2015).

	Can crush creativity. A common experience, and one that has been experimentally confirmed, is that commissioned works are significantly less creative than non-commissioned works, even if technical quality can be the same. When someone else tells you to do something in some form, it obviously has an effect on the creativity you unleash on it.

	Can crowd out good behavior. In charity, it is well known that introducing monetary incentives crowds out the spontaneous, charitable work. If people are doing inherently interesting, creative, rewarding, even noble work, rewarding them extrinsically for it might well take their motivation away.

	Can encourage cheating, shortcuts and unethical behavior. We have seen this in various places in this book. Externally motivating people (through bonuses or other kinds of ‘positive’ attention) to achieve low numbers of incidents and injuries can easily lead to manipulation, fraud and hiding of evidence. This is self-defeating both for those involved and for the organization.

	Can become addictive. I witnessed a case of addictive bonus-inflation in the resources industry once, where an injury-free month was first rewarded with a couple of six-packs for the winning team. Then a cooler had to be added to keep it interesting and competitive. By the time I was done with my assignment, the organization had promised an aluminum boat for the team that went a year without injury or incident (the beers went into the cooler; the cooler would go into the boat). With extrinsic motivation, you have to keep upping the dose to get the same effect.

	Can foster short-term thinking. Investing in long-term research, development and innovation obviously suffers when short-term results are the main thing by which people get held accountable. If all that matters is that you show you didn’t get hurt today, then there is little incentive to think beyond today. And tomorrow the same will apply.



Based on the work of psychologists and motivation researchers, Pink developed a popular account of the sources of motivation that apply to work in complex systems. What he collated from the research folds pretty neatly into the perspective of anarchism. The sort of things that (we believe) motivate people in bureaucracies is very different from what motivates people to contribute to the work of flatter, decentralized, horizontally coordinated, looser structures. They are:


	Autonomy: independence and freedom from external control or influence. Page saw this in ROWEs, or Results-Only-Work-Environments, where workers can determine for themselves how and when to do things, as long as they get results.

	Mastery: comprehensive knowledge and skill in a particular job or task, something that can be aspired to and worked toward. Doing something because it’s challenging, with a possibility of improving your skills at it, creates the kind of engagement that is lacking when people are just told to do something by someone else.

	Purpose: the sense you are doing something that achieves goals larger than your own and that may well be shared by other people around you. Following safety policies because you have to, but that have no purpose other than leaving a paper trail of bureaucratic accountability (which might get other people off the liability hook when things go wrong), is destructive to this sense of shared purpose, independent of sloganeering (‘safety starts with you,’ or ‘safety, we’re in this together’).



Workplaces that offer their people autonomy, mastery and purpose are those where intrinsic motivation gets space to develop and grow. Interestingly, Pink noted, some well-known innovations (Gmail, Wikipedia) were developed outside employees’ paid or supervised worktimes and in many cases by unpaid volunteers. It would seem that in situations of anarchism (i.e., no leader, no hierarchy, no authority figure, no directions from above to do anything in particular), there is no shortage of intrinsic motivation to do interesting things, to try things out, to innovate. The ideas, the work, the accomplishments and the human relationships seem to be enough reward.

There is actually ample historical basis for these sorts of insights. Remember the mentioning of Weber’s Protestant Ethic in Chapter 3 and elsewhere. This referred to the view that a person’s duty is to achieve success through individual hard work, commitment, diligence, engagement and thrift. Modern capitalism, with bureaucratic organizations at its center, emerged from this ethic. This might suggest that authoritarian high modernism and industrial capitalism supplied ideal conditions for entrepreneurism and innovation. That is historically inaccurate or at least incomplete. The industrial revolution, which heralded the triumph of bureaucracy, standardization and compliance, is actually known as a time of slow and unspectacular progress (Mokyr, 1992). In contrast, the medieval period saw an unprecedented openness to new ideas and bristled with inventions – from the heavy plough to the hourglass, the mechanical clock, the printing press, the spinning wheel, reading glasses, the blast furnace, to the distillation of liquor and the concept of quarantine. Double-ledger bookkeeping (an innovation critical for any capitalist venture) was reportedly a Genoan invention from 1340, with even earlier versions known to have been used in Korea and in the Muslim world. The Middle Ages gave rise to the original voyages of discovery around the globe and to centers of international finance (Florence, Lucca, Siena; then Bruges, Antwerp). Venice passed the first patent law in Europe ever, and it featured the first significant example of assembly-line production in its medieval Arsenale dockyard. Weaving woolen cloth happened on a large scale in French towns long before it became corporatized in English factories. Concentrations of innovation and sustained bursts of entrepreneurism migrated around Europe for centuries – they weren’t inspired by a ‘Protestant Ethic’ (as all of the towns where it happened were Catholic) or driven by the rigors of centralized control, standardization and synoptic legibility. It was largely the absence of those authoritarian high-modernist impulses that allowed creativity, innovation and entrepreneurism to blossom (Clark, 2012).

What kind of autonomy?

The autonomy that anarchism promotes is not the kind of self-centered immediate-gratification freedom-from-any-responsibility autonomy that gets celebrated (and taken for granted) among certain generations. Here is why:


There are different concepts of autonomy. One is autonomy as free action – living independently, free of coercion and limitation. This kind of freedom is a common battle cry… . Having more freedom seems better than having less. But to what end? The amount of freedom you have in your life is not the measure of the worth of your life. Just as safety is an empty and even self-defeating goal to live for, so ultimately is autonomy.

(Gawande, 2014, p. 140)



At the heart of this understanding of autonomy is agency: the decision-making capacity of an individual, and the ability to plan, to control, to act. This has its roots in the thinking of John Stuart Mill. It is the kind of autonomy that requires protection from unacceptable authority and paternalism. Yet autonomy is valuable not in and of itself, but for what it both offers and requires – freedom and distinctiveness, but also responsibility:


The value of autonomy lies in the scheme of responsibility it creates: autonomy makes each of us responsible for shaping his own life according to some coherent or incoherent – but in any case distinctive – sense of character, conviction, and interest. It allows us to lead our own lives rather than to be led along them, so that each of us can be, to the extent such a scheme of rights can make this possible, what we have made of ourselves.

(Dworkin, 1994, p. 224)



And it is not just Mill’s thinking. Kant is recognizable in this too: people are metaphysically free, Kant argued, which means that they are capable of choosing how to act. Being able to choose how to act makes them responsible, but merely choosing is not the same as actually taking responsibility for the chosen action. To take responsibility, people have to determine what is the right thing to do. This means they have to gain knowledge, reflect on their motives and ethical principles, try to predict outcomes, and more. In crude fashion, this is what pre-task checklists might claim to do: getting workers to stop and think before they act. Workers are forced to explicitly take responsibility for their actions in a Kantian sense. One difference is that a document makes them legally accountable for the choice, the action and its consequences, since completing a checklist typically feeds a paperwork trail up the hierarchy for anybody to trace back down if something were to go wrong. Perhaps an even more important difference is that the document, handed down into the frontline, takes the practical and ethical initiative and ownership away from the people who have to apply it. This might suggest that they would not take responsibility without having to complete the checklist. The problem had to be recognized and solved, in a standardized way, by people who don’t actually do the work themselves. It seems to be an expression of a lack of trust in practitioners and allows no reliance on their intrinsic motivation.


The power of diversity

Anarchism tends to promote diversity. Authoritarian high modernism tends to encourage homogeneity: it standardizes how work is done, develops a best method and synoptically takes simple measures of one kind. Bureaucratic organization is prone to producing more of the same solutions it has already tried before (even without success). As Scott Page (2007) explains:


We fall into particular ways of seeing problems. We encode our problem the wrong way – we use the wrong perspective. In an organization common perspectives facilitate communication and the development of more advanced heuristics, but they also create common local optima. If one of us gets stuck and if we all think the same way, then we’re all stuck.

(p. 341)



Like-minded experts, such as safety professionals, can get stuck where a diverse group of experienced operators might not. Following rules and complying with procedures and bureaucratic protocol can actually harm safety in certain circumstances – a result of insensitivity of rules and compliance pressure to context: “Major accidents such as Mann Gulch and Piper Alpha have shown that it can be those who violate rules who survive such emergencies, whilst those who obey die” (Hale & Borys, 2013a, p. 214). Of course, there are bureaucratic disincentives for encouraging diversity, ones that become locked into organizational routines through processes of repetition, recruitment and the pursuit of conservative reliability. Page again:


We should look at difference as something that can improve performance, not as something that we have to be concerned about so that we don’t get sued. We should encourage people to think differently.

(p. xxix)



To be sure, we often allow our differences to impede progress and halt conversation. So we may first have to create the conditions for diversity to actually work: “Diversity means differences in how people see, categorize, understand and go about improving the world” (Ibid., p. xiv). One way is to turn disjunctive tasks, in which only one person needs to succeed or prevail for the task to succeed, into conjunctive tasks. In conjunctive tasks, everyone’s contribution is critical. Page showed how this is particularly powerful in prediction. In the case of safety, this could involve the task of predicting where the next fatality or life-changing injury is going to happen. If an organization tries to solve that prediction task disjunctively, it could likely rely on its injury figures and incident reports, and a singular analysis of what is in them. As a result, as we’ve seen earlier in this book, the organization will most surely get the prediction wrong, widely wrong even. Distributed (conjunctive) co-creation of scenarios that might lead to death or serious injury could be both richer and ultimately more accurate. The aggregation of information that precedes the prediction and the solving of identified problems that follow in its wake both benefit from diversity. There is particular value, Page found, in consulting dissenters – those who evidently don’t think about the problem the same way you do. Page (2007), weary of using anecdotes and metaphors to illustrate the supremacy of diversity, resorted to formal modeling to ‘prove’ that:


	diverse perspectives and heuristics (or rules of thumb) improve problem solving;

	diverse interpretations and predictive models lead to more accurate predictions;

	crowds are not wise but crowds of models are;

	experimentation with different methods can lead to better collective performance.



Of course, as Page points out, diversity has to be relevant to the problem to be solved. If you recall the example I used of starting the jet engines of a Boeing 737, then diversity is quite useless. The problem, after all, is of a particular kind. It is not complex but merely complicated. It is linear (one thing needs to happen before the next), and it takes place in a closed, stable, engineered system that doesn’t change much. A jet engine doesn’t give rise to emergent behavior. Everything can be explained by reducing it to the behavior of its individual components and their interactions. It doesn’t grow something novel while the jet is parked overnight or during a turnaround. Sure, variations in temperature, ambient air pressure and humidity surrounding the system are possible, but these can easily be accommodated in the standard recipe. Once the best method has been found, it makes sense to stick with it in a system like this. But workplaces are not like jet engines. They are complex; they can give rise to novel behaviors and phenomena that cannot be understood by reducing them to the behavior of individual people inside of it. They are not linear or closed. This means that performance in a workplace, including safety performance, can benefit greatly from the power of diversity. Even if we think we have developed the best method for tackling a particular problem, or predicting certain events, our knowledge is limited and may go stale. A constant investment in our understanding, and in updating that understanding, is necessary to stay alive in a complex system.

Bureaucracy and diversity don’t mix well

Bureaucratic demands of standardization and synopticism don’t make life easy for diversity, though. Safety assessments, policies and structures that are developed or enforced bureaucratically by those at a distance from operations might not represent current or serious risks well at all. And they may be rather miscalibrated about how to manage or govern it in practice. The Macondo (or Deepwater Horizon) blowout shows that while measurable safety successes were celebrated, the organization’s coherent understanding of engineering risk across a complex network of contractors had apparently eroded (Graham et al., 2011). Emergency response planning, which creates synoptically visible standard procedures that a bureaucracy can audit and approve, has also been critiqued in this regard (Hallowell & Gambatese, 2009), particularly for its ‘fantasy documents’ that bear little relation to actual requirements in cases of emergency. Such documents are tested against reality only rarely and draw from an unrealistic or idealistic view of the organization or the environment in which it operates (Clarke & Perrow, 1996). Downer (2013) reflected on the Fukushima nuclear disaster in 2011 (the largest since Chernobyl in 1986):


The bureaucratic infrastructure beyond the plant evinced shortcomings. Official announcements were often ill-considered and characterized by denial, secrecy… . The pervasive idealization of formal risk assessments, which so many narratives of Fukushima reaffirm … perverts the processes through which it is governed.

(pp. 2–3)



This confirms the risk of structural secrecy once again. The proceduralization or bureaucratization of safety assessments may hamper the kind of relational thinking that is necessary to see possible correlations that become relevant or critical in a crisis (Bieder & Bourrier, 2013).


Anarchism and complexity

Complex systems tend to be more resilient in dynamic environments than centrally governed ones. There is a good reason for that: a complex system can generate solutions to unexpected perturbations more effectively than a centrally controlled system. The latter, after all, often has only one mode of responding. A complex system, on the other hand, can find ways to absorb and adapt to the disturbances. Kropotkin’s examples of postal services and cross-border rail travel are, of course, examples of complexity in practice. There is indeed much overlap between anarchism and findings from complexity science (Cilliers, 1998; Heylighen et al., 2007).


	Complex systems do not have a central authority. They couldn’t have, because the central authority that is truly in control would need to have a stable model of the whole complex system internalized. That would make the authority as complex as the system itself, which would mean that the system could actually not be complex. Anarchism, literally, is governance or coordination without a central authority. That very ideal is embodied in how complex systems grow and how their behavior emerges from the interaction of parts.

	Anarchism creates a more open system than bureaucracy can. Anarchistic organization constantly and often deliberately interacts with its environment, taking in newcomers and different ideas. Bureaucracies are more closed: if you are not a member, then you don’t typically get to help decide what goes on inside. You probably don’t even speak the right ‘language.’

	Vernacular safety doesn’t lead to anarchy and disorder. Like typical interactions in a complex system, it leads to other kinds of order and new ways of working. Vernacular safety tends to produce horizontal, reciprocal self-organization, and it relies on intrinsic motivation and pride of workmanship to get things done.

	Negative feedback loops are an emergent aspect of vernacular complex systems. It is not as if the constituent sub-systems of a complex system (such as various nations’ postal services) are entirely free to do what they want. In fact, because of their coupling and reciprocity, they are really quite constrained by each other. No single service can suddenly jack up the price of international mail delivery, for instance, without pushback from the others. A type of cyclical dependence and coupling between sub-systems can give rise to that kind of negative feedback loop in which deviations and perturbations are suppressed. This self-correction or self-organization is characteristic of complex systems, just as it is an anarchist ideal.



Complex-adaptive, multi-agent systems that have no central controller, which allow freedom of interaction between the people who make up that system, can produce truly new insights (Cilliers, 1998; Prigogine, 2003). Bureaucracies have a much harder time with this. Emergent organization and innovative solutions can evolve from complex systems: they are capable of evolving and producing new things. The origin of their order, their organization, their behavior and their apparent intelligence is not structure and process imposed from the top down. It co-evolves in the interaction of many different agents, who come with diverse insights and ideas.


Governing safety as an anarchist

So how would an anarchist govern safety in a complex system? Reiman and colleagues (2015) have gleaned the following insights from the diverse literature on this, building an action list for managing safety in a non-deterministic world. We can extend that list by using the earlier insights from thinkers such as Deming (2000), Rasmussen (1997) and Hollnagel (2014b). Here are 11 things you can already do, and more options will follow in the next and final chapter:


	1 Change the job title of your zero harm manager. You probably want to ditch job titles like ‘zero harm manager,’ because they show that you may be manipulating the objective itself rather than setting up conditions for success to get there. If you manage zero harm, you are managing (supposedly) an outcome, a dependent variable (and if you’re successful, you are managing nothing). In science, managing the dependent variable is known as fraud. In management, it’s just silly. Give people a title that says what they do to get to the objective, not a title that is the objective. Of course, being explicit and frank about your objectives communicates to others what you are doing and why, and it will also make clear what you are not prioritizing at that moment. That, in turn, can inspire others to make you aware of things not in your focus. And instead of defining your objectives in negative terms (‘nobody gets hurt,’ or ‘zero harm’), think of positive objectives instead (like ‘happy, healthy, empowered partners’).

	2 Promote safety as a shared, guiding principle. Authoritarian, top-down control of all the people and activities in a complex system is impossible. After all, people locally cross-coordinate and self-organize a lot of what they do and can be largely ignorant of what people elsewhere in the system are doing. But that doesn’t mean that everybody can, or should, or even wants to, pursue their own goals. It also doesn’t mean that everybody is equal or that everybody’s decisions and actions speak equally loudly. Safety can be promoted as a guiding principle in the decisions and actions taken, particularly by the various layers of leadership. Accrued patterns of leadership responses to organizational challenges can reflect or congeal into values and commitments that begin speaking for themselves. Insincere proclamations about ‘zero’ or ‘safety as the number one priority’ can’t be the stand-in: they can do more harm than good.

	3 Optimize local efficiency but be willing to make sacrifices. Optimizing local work involves the cleaning-out of heavy procedural deposits, the removal of infantilizing rules and reminders, as well as the introduction, discussion and (conditional) acceptance of vernacular ways of working. Sacrifices may still need to be made. In some settings, margins to high-consequence failure may be so thin that compromise, adaptation and anarchism are not a good idea. The requirement to get a jetliner de-iced again after a certain ‘holdover time’ (the time the fluid is still effective between application and takeoff), for example, is not something many pilots would want to negotiate even in the face of production, cost and schedule pressures. Sacrificing local efficiency in a case like this (and broadcasting organizational support for that) is an investment in global safety.

	4 Facilitate interaction and build connections. A complex system consists of, and runs on, local connections. Adaptation, learning and self-organization all depend on these local connections. For a good part, such building of connections is a spontaneous activity: it happens anyway, whether you govern or try to manage it or not. People will learn whom to call about what, who is expert in which kind of problems, and where to go if some important thing (like coffee) runs out. But what an organization can do is facilitate this – operationally, architecturally, socially. Give people the means and time and opportunities to communicate. Breaking down institutional barriers is one of Deming’s recommendations, too. Problems are created not inside of silos but in interaction between many areas of an organization – personnel, research, engineering, operations, sales, administration, design. These need to talk with one another to recognize those problems and sort them out. So make it easy for people to find out who is who. Encourage cross-silo and cross-departmental communications to prevent unwitting structural secrecy from building up. This can also help prevent practical drift: the problem of autonomous units drifting into their own ways of doing things, which can create huge problems when they suddenly come together to attack a common problem (Snook, 2000). Make managers and other leaders understand that there may be limits to their own networks of connections and communications and that this may hamper their sensitivity to other voices and openness to dissenting opinions.

	5 Create capabilities for self-organizing. Self-organizing, by definition, cannot be driven synoptically, from the top. It is a mutually coordinated activity. But things can be done to make it less or more difficult. Self-organization obviously requires interactions and connections (see above). But it can be encouraged even more when there is flexibility to cross and redefine roles. Or an acceptance that work-as-done is not work as imagined and that self-organizing around another way of working is possible. Self-organizing benefits from an organizational flexibility about the applicability of certain standards or rules, as they may simply not apply to novel situations. Rather than demanding that workers follow rules, they can be supported in developing the judgment necessary to know when to adapt (Dekker, 2003).

	6 Eliminate exhortations in the form of posters, slogans. As Deming recommends: stop telling people to do better, stop demanding zero injuries and incidents, stop asking for new levels of productivity without offering your people the means and methods to do so. And this may well mean giving them more autonomy, more possibilities to determine for themselves what is the right thing to do in the task assigned to them. Ask them what they need. Concentrate on what you can change, and stop asking whom you should change. The bulk of problems that trickle down onto the sharp end is created at the blunt end. The causes of trouble, says Deming, belong to the system, not the workers.

	7 Eliminate targets and managerial bonuses for safety performance. As shown in Chapter 5, measures that become targets stop being meaningful measures. And targets, as Deming pointed out, incentivize the wrong behavior. If a target is unrealistic, it will not be attained. This results in anything from hiding real figures, to cutting corners, lowering standards, to ignoring other requirements – all accompanied by cynicism and demoralization. If they are set too loosely, a company will be derided for not taking safety seriously. Targets and safety bonuses, in any case, demonstrably lead to perverse relationships and dire consequences, including defective products, serious accidents and catastrophes (Hopkins, 2015; Wowak et al., 2015). Safe outcomes are a byproduct of excellent performance, which should be its own reward for managers and workers alike.

	8 Eliminate safety observations, particularly those that are directed from above and that have numeric targets attached to them. Safety observation programs encourage, in principle, peer-to-peer coaching of task execution, to make sure (so-called) unsafe acts or conditions are corrected before they can lead to greater trouble. They rely on employees themselves. In principle, such devolution makes sense and could fit an anarchist’s vision of how to govern safety. But in almost all cases, safety observation programs are connected to bureaucratic accountabilities: teams need to conduct a particular number of them, following an exact task card to compare actual practice with, and managers are held accountable by those above them for what is found and done (even if nothing interesting is observed or found). As soon as a peer-to-peer process is coopted to fit a centrally controlled, synoptically legible, standardized scheme, it generates negative consequences that undermine its entire purpose. Underreporting, ‘ratting’ on unpopular colleagues, just doing the observations but not doing anything with them, making up observed events or lying about observations – it has all happened (CSB, 2016a). And most misleadingly, the supposed ‘safety’ that gets observed is what is easy to observe (a missing piece of protective equipment; a choreographic misstep in task execution). But it has no predictive value at all for hard-to-observe safety challenges: the gradual drift into failure and process disaster.

	9 Permit pride of workmanship. This involves taking down the barriers that rob people of this pride. Bureaucratic accountability requirements – telling or checking off to others up the hierarchy in detail how you have prepared for a task and managed the risks involved with it, for instance – are a great way to have people disown both the quality and the safety of their work. If it wasn’t on the checklist, it must not have been important, after all. Workmanship is a human attribute that relates to the (often tacit) knowledge and developed skills at performing a task. Compliance and bureaucracy implicitly downgrades its importance, as the known problems and questions associated with the task are already (supposedly) dealt with. Recall the seaman quoted earlier: “good seamanship, it is tragic, it is about to disappear completely. That expression, ‘good seamanship’, it doesn’t exist anymore, because everything has to be written on a list. You are not supposed to use good seamanship and common sense, but checklists, procedures and maintenance lists” (Antonsen, 2009a, p. 1123). Insisting on bureaucratic compliance can sterilize people’s pride and joy of workmanship.

	10 Facilitate novelty and diversity. What makes a complex system adaptive and resilient is its ability to find novel ways to do things. That requires diversity – of opinion, background, expertise and more. Diversity increases the variance of a system (requisite variety was recognized long ago by cybernetics as critical to the effective functioning of a complex system). Reflecting on and learning from successes as well as failures is an important ingredient. Some organizations have taken to deliberately disrupting their operations (e.g., software developers, service providers and operators tend to do this, calling the unruly code ‘chaos monkeys’). It is a way not only of testing response times but also to probe for weak spots. It helps them find out where more diversity and variance is necessary to sustain operations across the network.

	11 Create the conditions for intrinsic motivation to blossom. Intrinsic motivation to do something, and to do it well, stems from the worker’s autonomy, mastery and purpose in doing it. As Deming suggested, you have to drive out fear as a motivating principle, as it mostly encourages the wrong sorts of behaviors (e.g., hiding evidence of the things you’ve said you don’t want to see). Enhancing intrinsic motivation should also reduce your organization’s reliance on inspections to ensure that people are doing the right thing.





Notes



1
A better or other way to characterize what an anarchist position or impulse may actually devolve into is heterarchy. A heterarchy is a form of organization without hierarchical rank, but where the prospect of ranking is always present, depending on social dynamics, conditions and their interpretations. It contains multiple, diverse, potential centers of authority. These might shift and change, something that can happen spontaneously as people interconnect and recognize interdependencies among what they do and need to accomplish. As was foreshadowed in the Foreword of this book, horizontal collaboration and self-determination inevitably tend to segregate into those with more say, and those with less. Anarchist inspiration almost never sustains anarchism itself for a long time, but it can call into question and loosen up existing governance arrangements and eventually reshape centers of authority.



2
What is the difference between libertarianism and anarchism? Anarchism resists, in principle, a strict definition precisely because it is inherently anti-dogmatic. But it represents the idea and ideal of abolishing all forms of government, in favor of organizing society on a voluntary, cooperative basis without any form of coercion by some institution. Anarchism is, as Scott put it, politically promiscuous, in that its ideas and ideals pop up both on the left and the right of the spectrum. Libertarianism advocates minimal intervention of the state in the lives of citizens, maximizing individual liberty and judgment, autonomy and freedom of choice. It is generally associated with the political right. As Marshall (2008, p. xiii) summarized: “[A]n anarchist is one who rejects all forms of external government and the State and believes that society and individuals would function well without them. A libertarian on the other hand is one who takes liberty to be a supreme value and would like to limit the powers of government to a minimum compatible with security. The line between anarchist and libertarian is thin, and in the past the terms have often been used interchangeably. But while all anarchists are libertarians, not all libertarians are anarchists. Even so, they are members of the same clan, share the same ancestors and bear resemblances. They also sometimes form creative unions.”




10 Ways out

Drachten is a small town in the north of the Netherlands. The crossroads of the Noordkade, Zuidkade, Torenstraat and Drift functions as a four-way intersecting entrance to the town’s center. By the early 2000s, traffic loads had increased so much that the square was often gridlocked. Worse, it suffered some eight to nine accidents a year, often with injuries. Hans Monderman, a traffic engineer and road design innovator born just after the Second World War, came up with a radical plan to improve both the throughput and the safety of crossroads like this one. Monderman had previously been behind the creation of what the Dutch call woonerf, which can translate to ‘living street’ (in the same sense of ‘living room’). Living streets were the first experiments in ‘shared space,’ the (re)design of a street and surrounding space to encourage each person to negotiate their movement directly with others. More of the same no longer led to anything different. More lights, more signs, more restrictions, more surveillance and punitive responses to non-compliance – nothing helped. Gridlock seemed there to stay, and the annual harvest of accidents was simply something the community had to learn to live with. But Monderman didn’t give in. How could 20,000 cars per day be accommodated better, not to mention the countless pedestrians and abundance of bike riders? Monderman’s plan for a crossing like this one was radical indeed.


Take everything out

Let’s take everything out, he suggested. All the traffic lights, the signs, the road markings, the lines, the sidewalks, the zebra crossings, the pedestrian safety zones, the speed limit indications. It was indeed a radical idea, but Monderman was able to convince his colleagues and district politicians to take out everything to do with traffic management. It all went. In its stead, Monderman designed a square of uniform orange brick, lined with trees – and nothing else.1 The square became what is now known as ‘shared space’: a design that deliberately minimizes the segregation of vehicles, bikes and pedestrians. Shared space reduces the dominance of faster and heavier vehicles, instead creating a space literally shared by everyone. Community elders had been concerned and intrigued by what the results of shared space would be. In 2006, they commissioned an evaluation study and found that (Kuipers, 2006, 21 April):


	The number of accidents had plummeted: from eight or nine per year to one or two per year.

	The annual number of injuries sustained on the square was halved from before the redesign.

	Participants tended to adopt the same speed as the slowest participant who is in the square at that moment. Cars will not go faster than bicycles.

	Pedestrians reported that they don’t feel less safe in the new square.

	Delays for entering the square were reduced. No more gridlock occurs; traffic is constantly moving and no longer comes to a standstill.

	Council buses gained 50% on their previous schedules as they could now transit the square far more efficiently than before.

	Pedestrians and bicyclists hardly have to stop before entering the crossroads: cars almost always give them right of way.

	Bicyclists (and 60% of all traffic movement in Drachten is done by bicycle, which is not untypical for the Netherlands) actually report that they experience the new situation as less safe than the one in which all traffic movement was governed by lights, signs and lines. More responsibility now falls on them. This probably relates to the next finding.

	Bicyclists have become much more disciplined in showing which way they intend to go by sticking out their hands.

	There is more eye contact, with people nodding to each other, acknowledging their existence and understanding of their intentions. The use of car horns has dropped.



The funny thing is, nobody is telling people to behave in these ways (though rules for indicating direction on the bicycle do exist nationally). As they enter the square, car drivers aren’t told to slow down to the speed of a bicycle or pram-pushing pedestrian. They aren’t instructed to give pedestrians right of way or use their horns less. They simply do. The square hands ownership of the coordination problem back to participants themselves. Shared space is (literally) a living example of anarchism. Unlike a traditional square, there is no central control and little standardization. There is no authority directing people what to do from above. There is no preselection of people to decide which categories they belong to and where they can participate by rules set up by a distant bureaucracy. In a traditional square, it would say: pedestrians go here, cars go here, bicycles go here, and you’re in violation if you don’t comply with your allotment of those pre-ordained places. Not here. There is no such thing, and no markers or reminders for it in the environment. There’s only one overriding rule and that is don’t hit anyone. And even that rule is implicit. It isn’t announced as you enter the square: there are no signs or billboards telling you not to hit anyone. Most people have a strong intrinsic motivation not to hit anyone – or to be hit by anyone, for that matter.

And fascinatingly, though consistent with the previous chapter, the anarchism of the crossroads doesn’t lead to anarchy. To the contrary. The experience of Drachten is one of emergent order, of self-organization, of an order that emerges from the interactions between the participants themselves. The crossroads is also a living example of a complex, adaptive system. Participants predict and respond to others’ movements by changing their own inputs and outputs. Together, their behavior gives rise to a level of flow, stability and order that cannot be reduced to the knowledge or skill or oversight of any one participant. No single participant has the capacity to keep the evolving total traffic flows of the entire square in their head as they negotiate it. Nor do they need to. Order is created out of local interactions – not out of global, centralized, top-down control. Safety management by participants here improves not by increasing the stability, predictability and security of the world around them. Instead, it improves by increasing uncertainty (Grote, 2015). It makes participants active stakeholders. You cannot enter this crossroads and not be engaged in your own safety. People tend to look around more than they did in the previous top-down governed square.

A version of this phenomenon has been known since the 1970s as risk compensation (Peltzman, 1975): as more protections get added (whether to cars or walkways or crossroads), people will feel safer. There is more margin to something bad happening, after all. People may also stop engaging as much with their own safety since someone else (an engineer, a traffic authority) has now basically solved the problem for them. As a result, they start taking greater risks. More protection, greater risks. This is the idea of homeostasis: a balance. Even if we offer more of one (protection), then the other one (risk taking) goes up too. So we pretty much end up in the same place as before (or, in the Drachten crossroads, a worse place). And it works in reverse as well. A riskier environment makes people behave more safely. As Gudela Grote mused: “In order to improve risk management and safety more generally, deliberate increases in uncertainty may be beneficial” (2015, p. 71). And Wildavsky concluded it long ago: riskier is actually safer. Risk taking makes our lives safer (Wildavsky, 1988). Drachten seems to have proven both of them right. As Corrie Pitzer would say (Dekker & Pitzer, 2016): instead of risk averse, participants have become (or have to become) risk competent.

Limits of the anarchist model?

Are there limits to this model? Drachten showed that autonomy and self-sufficiency can generate great results when you have 20,000 cars trying to get through (or around in) a small town every day, plus many thousands of pedestrians and bicycles. When does it come to a standstill, then? What traffic volume represents the ceiling? Recall from the previous chapter how Kropotkin, among other anarchist thinkers, answered such questions stridently, or optimistically. For him there were no hard numeric limits on the capacity of anarchist self-organization to solve hard problems. His inspiration, however, seems to have come mostly from “the great Bumbledom’s” ineptness at solving societal problems from the top down rather than from evidence that anarchism was a solution that could tackle any problem from the bottom up, however voluminous. Kropotkin may have seen good examples of massive food distribution by self-governing citizens, and that would have been inspiration enough. And for Drachten the size of the problem seems to fit the solution well, and vice versa. The limits of the model evidently weren’t reached, or demonstrated. So we probably don’t know where they go until we experiment and innovate more.

Limits of the model are still visible, though. There are zebra crossings at some of the edges of the crossroads, and one of the streets that lead into the square still has bicycle lanes marked in a different color and separated from motorized traffic by a white line. And what about caring for the weak? How can a model like this offer social justice to those who don’t drive, or who don’t have all the sensory and physical capabilities of a healthy, young participant? Fortunately, justice, too, emerges to some extent from the interactions of people in the square (remember: cars tend to slow down to the speed of the slowest participant at the time). This is also where literal, concrete limits to the model come into play. We might need to hold onto those limits until we develop more innovations. The zebra crossings at the edges provide a modicum of safe zones for those participants who are visually impaired, for example. New Zealand has trialed vehicle- and obstruction-free corridors (which it calls ‘accessible zones’) along building lines of its shared spaces to offer a safe route for traffic participants with mobility challenges.

Back to Drachten. As they wander or ride or drive out onto the unmarked expanse of the square, participants enjoy (to invoke Dan Pink) autonomy, a chance to gain mastery, and a sense of purpose. And as Kuipers describes it, they also enjoy something else: a sense of humanity. All of a sudden, they are no longer road ‘users.’ Their previously merely instrumental relationship with their world, their environment and their fellow human beings (what can I get out of it, when can I drive, how fast can I get to the other side) is converted into, or at least enriched by, something else. The crossroads – by sheer design – turns people into collaborative social beings. They have to look at each other. They often look each other in the eye. They have to acknowledge each other. The community elders are now persuaded. They have applied similar designs to other crossroads, roundabouts and squares in their towns. The shared space concept has spread to other areas of the country, even to cities as large and busy as Amsterdam, and from there it has spread across the world, changing the way traffic moves and interacts in places as diverse as small-town England, urban Pennsylvania and the Australian coastal city of Port Macquarie.


The Woolworths Experiment

So does this work for safety in an organization? At a Learning Lab for company executives, I took up the Drachten shared space example. I showed a picture of the crossroads, explained the results, and wanted to move on.

“Hang on a minute,” said a Woolworths executive. “What if we were to do that?”

I had a sense of what he might mean, but said, “Do what?”

He replied: “Take everything out. All the safety stuff we have put in our stores. All the top-down rules, the signs, the checklists, the procedures.”

I listened.

“As an experiment,” he continued. “See what happens. See how people create safety when they’re left alone.”

He had certainly aroused my interest. An experiment, with several conditions, testing how safety anarchism could actually work in real-life workplaces under controlled circumstances? That would be so cool.

Fast-forward 18 months. That is how long it took to convince not only some of his fellow executives but also the various regulators who oversee different aspects of their operations. And of course we had to design the experiment, do a pilot trial, get unions on board and explore a way to randomly assign conditions to groups of comparable stores. And we had to get ethical clearance from my university, because this was a true experiment, with us meddling with people who did work that could potentially hurt them. One of the features I suggested was to make the experiment ‘safe-to-fail.’ We were able to pull the plug on the whole thing at any time and quickly revert to the old system of top-down safety controls. If ever we got the slightest hunch that risk was going up because of the experiment or, worse, that someone had got hurt in one of the experimental conditions, we’d call it quits immediately.

It wasn’t as if nobody was getting hurt under the old system. People were. In fact, incident and injury rates had flatlined for a while and were now on the rise. Woolworths, a huge supermarket chain and one of the largest private employers in the country, was becoming concerned that doing ever more of the same was not going to lead them to something different. An almost 100-year-old company, it was organized in a classical hierarchical way, with very little decision power lower down. Store managers could not even decide to put a particular product on a shelf other than what they had been told from above. You can imagine what their safety regime looked like. Safety packs were sent down from head office every month, specifying topics of concern, new legislative requirements, and containing new checklists or procedures (e.g., team talks) that had to be implemented. “Our current safety pack is a long task,” the complaints went, “and the team loses interest in it. We need something that is not as time-consuming, and that is not just one point with which to keep people interested in, and proactive about, safety.” And as a store manager put it: “[F]illing out the safety pack does not improve our safety results” (Oberg, 2016, p. 6).

Safety meetings needed to be held by a particular group at specific times. A notice board was to hang in a certain place, and a required menu of things related to safety was to be displayed there. There was no evidence that anybody ever looked at what was on it. Tools for people’s work, from mops to knives to machine guards on meat-slicing machines, were all sourced by the head office. Everything was centrally controlled (the head office told stores what to do and supplied them with the tools to do it), synoptically legible (everybody filled in the same checklists and collections of paperwork) and standardized (no difference was allowed between big and small stores, or between stores in vastly different areas of a city or the country). Assignation to a store’s safety committee was not based on merit or skills or knowledge. It was sometimes seen as punishment or as a welcome (though in content entirely useless) reprieve from standing behind, say, the deli counter. People felt no intrinsic motivation, because they enjoyed no autonomy (since the head office told everyone what to do), no possibility of mastery (since the head office had it all figured out) and no purpose larger than sitting through the tedium and going through the motions of applying the next edict from on high. Confirming that the authoritarian high-modernist triumph of cog-like workers in a machine-like organization was complete, one worker told us: “I don’t think about safety. I just follow the rules and do as I’m told” (Ibid., p. 7).

A micro-experiment

Yet changing everything overnight, in all stores (and into what exactly?) was seen as too bold, or stupid, or dangerous. And where was the evidence that another approach might work better? We developed the idea of a micro-experiment. A micro-experiment is a safe-to-fail, small-scale project, using the company’s own workplaces and workforce. The aim is to explore and test doing safety differently – for example, by taking out a procedure or removing duplicate paperwork. In Woolworths’ case, it involved taking out pretty much everything related to safety. The intention was to do this at a small group of stores, under controlled conditions, compared to other, similar stores, where we either did something different or changed nothing at all. The only things we could not take out were fire exit signs, as they are federally mandated. And there were a few more items like them. The idea of a micro-experiment is that it generates the kind of credible, internally validated data that an organization can use to build some confidence that a different approach to safety might actually work for them.

In the Woolworths Experiment, we devised three conditions:2


	1 Take everything out. This condition, which we formally called the ‘local ownership condition,’ was the one in which we removed all the safety processes, procedures, checklists and rules that were not specifically required by state or federal law. In this condition, we wanted to create the completely open conditions for grass-roots safety to germinate and grow. We took everything out, made no suggestions about what to do instead, and left the stores with only one rule: ‘Don’t hurt anyone.’

	2 Take everything out and retrain according to Safety Differently. This condition, which we formally called the ‘ownership and engagement condition,’ was driven by deliberate change management, which included training sessions for store workers and managers. These were modeled on the ideas of Safety II (Hollnagel, 2014c) and Safety Differently (Dekker, 2015): see people as a resource to harness, not as a problem to control. Don’t tell people what to do, but ask what they need to be successful, and stop counting negatives as a measure of your progress. Instead, identify and support the positive capacities in your people and teams that make things go right. We wanted this condition in there to see whether there were any radical differences between how people organized safety for themselves when left entirely to their own devices, and how they did so when actively instructed or inspired along new lines. In this condition, too, store workers and managers were empowered to take out what they didn’t think was useful.

	3 Control condition. This condition was literally our control. It involved a group of stores that were comparable to the stores in the other two conditions, but we changed nothing in them. They kept doing what they had been doing. Head office stayed in control of safety. It kept sending down its safety packs and expecting compliance in return. Store managers or workers were not given any more leeway.



We found ten stores to assign to each condition, for a total of 30 stores. This was of course a bit tricky. We needed to avoid ‘picking the winners’ for the first two conditions (which I’ll collectively call the ‘ownership’ conditions). That would have been easy. In conversations with Woolworths managers, we quickly learned that some store managers were known to be willing to try new things, to be naturally more open to new ideas, interested in their employees and accessible for them. It would have been easy to seek those out and assign them to the ownership conditions, as that would surely lead to success. But it would mess up the experiment, because how could we fairly compare across the conditions if we put the presumed winners in the conditions we wanted to win and the left the more hopeless stores and store managers to the control condition? So we started with a relatively contained geographic area in which we found 30 stores. Even across this area, there were socio-economic variations and stores that had had an internal furnishing upgrade versus those that hadn’t yet. There were stores with great managers and stores with so-so managers. There were large stores and smaller stores. There were male and female managers. And a whole bunch of other factors. We sat down with Woolworths managers and devised three groups of ten stores each, which had – to the extent we could control this – as much or as little of all of these factors as the next group. We needed to be sure that there were no a priori biases toward success or failure in any of the three groups. They had to start from the same place. And so they pretty much did. Then we randomly assigned the three groups of ten stores to the three conditions. The experiment started the day we took everything out of the stores in the first condition and started training people from the second condition. It finished a year later. There was no loss of data during the year of the experiment, as all stores stayed with us throughout.

Of course there were some concerns beyond the sheer design of the experiment. If there is collective representation, for instance, then what do unions say when you start ‘experimenting’ with worker safety? Interestingly, our experiences show that the responses are quite diverse or even ambivalent. On the one hand, unions are rightly concerned when you announce you are going to take away the reasonable employer-provided protections that seem to keep their workers safe. And what about the organization’s lawyers: how do they look at this? Again, our experience was that there is no substitute for sitting down with stakeholders, including lawyers, and being open-minded about their concerns. We rationally went through all the pros and cons of changing these things about work. With reasonable safeguards in place, and a limited scope that specifically aims to improve how an organization does its business and protects its workers, there really are few obstacles. This went for regulators as well. Organizations such as Woolworths have a number of regulators watching over their operations. We found that the ones who were most closely concerned about workplace health and safety had also begun to understand that doing more of the same was not going to generate different results at Woolworths. They, too, were keen to hear new ideas and explore different ways to improve safety results.

Results

When given the opportunity, people gladly throw off the yoke of bureaucracy and compliance; 19 out of 20 stores (a full 95%) from the two ownership conditions immediately ceased compliance activities mandated by the monthly safety pack. They all agreed that these things added no value and didn’t impact safety outcomes. A store manager commented: “I think that removing the administrative tasks has inspired the team to be driven to look at safety in a different light. Instead of a chore, it is now more enjoyable: they look, observe and engage in what really matters, day to day” (Oberg, 2016, p. 6). And indeed the store manager’s role changed as well. They no longer performed the role of overseer and auditor. Instead of chasing workers for dates and signatures on meaningless paperwork, they found that they were spending more time with people – listening to what mattered to them, discovering the daily obstacles and challenges that stood in the way of creating success. Workers, in turn, found managers to be much more responsive to their concerns. Local ownership really meant something. When we surveyed workers on their perceptions of leadership, those in our two ownership conditions rated their store managers higher on the ability to empower individuals and enhance skills and self-sufficiency than anywhere else in Woolworths.

Interestingly, stores and store managers in the ownership conditions also became more assertive in requesting help from the head office. Now that they had more ownership for safety, and more engagement locally, they didn’t hesitate to make their needs and demands known to those who were tasked with supporting or supplying them. Some were bemused that it took an experiment run by a university to restore or invigorate their internal organizational links and relationships. And stores in the ownership conditions saw more initiative across the board. In one instance, box cutters supplied by head office had long been considered a hazard, so store workers now sourced better cutters on their accord. These are not complex interventions, of course, but the results can be amazing. In the second ownership condition, there was a significant reduction in the number of lost-time injuries (if we still wanted to see that as a relevant measure: many people did). It was interesting for us to see that the number and diversity of initiatives (like bringing in or adopting new tools to perform backstore tasks) was greater in the second ownership condition. Apparently, only setting people free was not enough: people need some inspiration of what can be done, of what they can potentially achieve; they need some knowledge and active empowerment through examples of what others have achieved in similar circumstances.

Throwing out the compliance and bureaucracy that gets in the way or doesn’t work is a good start. But the second ownership condition showed that engaging people actively in a different way of doing safety, and giving them the freedom and autonomy to pick and choose and develop what they want, is an even more powerful combination. The trap, of course, is that any guidance on how to do safety differently can become yet another kind of authority, another kind of top-down intervention, another way of telling people what to do. We avoided this as much as we could, by leaving the actual development of safety work and other interventions inside stores to people themselves. The jewel in the crown of the experiment came toward the end. One of the stores in the first ownership take everything out condition was awarded Woolworths’ annual safety prize. The committee awarding the prize wasn’t aware of the experiment but must have liked what they saw and the results it produced. We can’t say for sure that the store won the prize because it was in the take everything out condition. But we can say for sure that being in that condition didn’t hurt their chances of winning it. That should be reassuring to anyone wanting to try a similar micro-experiment.

But wasn’t this all caused by the Hawthorne effect? The Hawthorne effect refers to organizational research originally conducted during the 1920s and 1930s at the Hawthorne Works, an electric factory in Illinois. In those experiments, researchers wanted to know whether worker productivity changed with variations in lighting, break times and working hours. It changed, for sure, but not with any clear correlation to the variations in whatever the researchers were manipulating in the workplace. Productivity went up across the board. In fact, when the researchers packed up and left, productivity slumped again. Researchers concluded that worker productivity goes up simply because you’re paying attention to workers and because you show interest in their situation. Clearly, a little humanity goes a long way. But it does create a potential confound in studies such as the Woolworths Experiment. The way we dealt with that was to be scrupulous about how much attention we gave to, and how much time we spent with, workers and store managers across all conditions. So even the stores in the condition in which nothing was changed, where the old regime was still in place, got as many visits and conversations from us as the other two. In this way, we kept the amount of attention given to workers constant across all three conditions, thereby spreading any Hawthorne effect out over all conditions equally and thus leaving them comparable. This gave us confidence that the change in leadership perceptions and safety results in the two ownership conditions really were related to our safety anarchism changes and not just because we were there.

So what do you need so that you can conduct your own micro-experiment?


	Find two or more groups (sites, teams, locations) that are comparable because they do similar work and have a similar make-up. To the extent that you can control it, make sure that these groups will remain relatively stable for the duration of the experiment (e.g., no management shakeups, no radical changes of leadership). If there are such changes along the way, you may have a harder time attributing any results to what you did, as opposed to what was done to the group by those other factors.

	Study what you can change or take out. Is there unnecessary bureaucratic clutter? Is there overlap? A typical case of overlap would be procedures that a contractor uses, which do almost the same as those the lead organization uses, but people working for the contractor (which is working for the lead organization) have to do both. Are there rules that nobody believes in? You can find this out by asking what people consider to be the stupidest thing they have to do every day in order to be allowed to work on a particular site or project. It’s a great question to ask, and you’ll surely get enlightening answers.

	Do a small pilot. This might involve just talking to people, or testing your idea through a thought experiment, or actually testing it live with a group of people. You can learn a lot from these small pilots (e.g., you might learn that the thing you wanted to take out is not at all what frustrates people the most).

	Reserve the time to let the change(s) take effect. Don’t think you can do a micro-experiment inside of a few weeks, though you might see some immediate effects (as we did in Woolworths: the previously mandatory safety packs were abandoned as soon as they were no longer required in the ownership conditions). Other effects will take more time to become visible.

	Measure the changes. You can do that by using safety indicators and measures you are already using, but you might also want to think about additional measures to take that are more positive than that (e.g., leadership perception, empowerment and locus of control, happiness at work).

	Collate the findings, celebrate the successes and communicate them to others in the organization, so they are inspired to take your experiences on board. Remember, a micro-experiment is powerful in part because it involves data generated by people’s own organization. It’s not just an idea or a belief: it is evidence that another way of working is both possible and possibly better.



In many organizations, it may not be smart to call a micro-experiment an ‘experiment,’ as it invokes fears and uncertainties about ‘experimenting,’ about trying out new ideas, methods or activities that play fast and loose with people’s safety. It is less problematic to call it a ‘project.’ Organizations always have projects going on. They can then even designate someone to be the ‘project manager.’ This should not, however, detract from the rigorous scientific design of the experiment that runs under the label of ‘project.’ It is this design, after all, and the strict comparability across conditions, that allows leadership to draw valid and reliable conclusions about doing safety differently in its own organization.


Tell stories, don’t numb with numbers

Recently, I asked a hospital emergency department nurse what the stupidest thing is that she needs to do every day. She didn’t hesitate for a second: reporting metadata up the hierarchy, she said. Meta-data literally means data about data, which in her case means numbers. She needs to report the number of inadvertent staff needle sticks, for example, or the number of medication misadministrations. Often, those numbers are zero. But if they are greater than zero, then all she still reports up the chain is a number. That is all that is required of her, as that is what leaders elsewhere in the organization see on some managerial patient safety ‘dashboard.’ The number, not the event, is what they get held accountable for (and with nonzero numbers, they probably take the emergency department head to task). Apart from the fact that this whole arrangement is bound to encourage underreporting, it locks in obsolete ideas about safety. Safety, as alluded to at the end of Chapter 8, is seen here as the absence of negatives. It suggests that there is nothing to understand, to learn or to pursue if things are going right (i.e., if the number is zero). This exasperated the nurse on multiple counts. The first was that there is no appreciation for all the hard work that goes into making things go well. Leaders give the impression that they don’t care: as long as there’s no bad news coming their way, the department won’t hear from them. From multiple places in this book, understanding why things go right is at least as important, if not more important. This is the thrust of Safety Differently, or Safety II. Understanding why things go right can identify where gaps show up, where people have to make adjustments, adaptations and non-compliant innovations in order to get stuff done. It can identify what people need in order to ensure that even more goes better. All that is missed if only numbers of negatives go up the hierarchy. I will pick up on this below (under ‘investigate success’). The second reason why it vexed the nurse was that numbers don’t tell stories. They are denuded of context. They are not their own explanation; they can’t be. That means that any response to them is likely misguided or at least underinformed.

The diary of Anne Frank, written while the young teenager hid for two years from Nazis in Amsterdam, has sold over 30 million copies. It has been translated into 65 languages. Her writings have gained an appeal, an allure: Anne Frank’s story has become an icon of senseless hatred and suffering – a representative symbol of something much larger. That Anne Frank became a number, a statistic (one of the 6 million Jews killed), may not always speak to our imagination as powerfully as her narrative, as her iconic status. The symbol of insecurity, oppression, persecution and genocide speaks more clearly to us than the numbers. It is the icon, the story, that typically gets us to do things that may help prevent such things from happening again. This is because statistics fail to spark emotions or feelings and thus fail to motivate action, Paul Slovic explains. Slovic is a cognitive psychologist at the University of Oregon, specializing in human judgment and decision making. He points to a fundamental mechanism that involves the capacity to experience affect: the positive and negative feelings that combine with reasoned analysis to guide our judgments, decisions and actions (Slovic, 2007). That fundamental mechanism remains untouched by numbers. Our moral intuition fails to mobilize. We can afford to stay disengaged and not ‘wrap our minds’ around the reality of an event if all we see is its statistical value. No matter how significant the numbers are according to their own logic, statistics fail to convey the true, lived meaning of the suffering they contain and can thus leave us numbly indifferent.

So why exactly are numbers abstract and remote? Numbers do not activate what has been referred to as system 1 (Kahneman, 2011). System 1 thinking is a distinct mode of judgment and decision making. It is automatic, intuitive, fast and often unconscious. It requires little energy or attention, but that of course also makes it prone to biases and systematic errors. System 2 thinking is seen as the slow and laborious ‘check and balance’ on system 1: it is effortful, deliberative, rational, controlled and conscious. If this is basic to the psychology of human judgment and decision making, and if the activation of system 1 is so linked to our willingness to take action, then we have to wonder how we communicate about safety. Many organizations send ‘numbers’ up the corporate ladder, or up the managerial hierarchy. LTIs and MTIs are tallied up and reported on a monthly basis, for example. Or the TRIFR (Total Recordable Incident Frequency Rate) is presented on a month-to-month basis. This all condenses stories of safety, or actually the lack of safety, into numbers or statistics. Not only does the statistic itself fail to galvanize people into action; there is also no leverage for action in the statistic itself – because where do you begin if all you see is a number that has increased or decreased since last month? This is where storytelling comes in as the obvious alternative (Rae, 2016). Rather than supplying a slide with statistics on them (or in addition to those statistics), a leadership group could be told about the ‘incident of the month’ or something to that effect. Stories about incidents solve the problems that statistics create:


	First, stories appeal to people’s moral intuition or system 1’s ‘fast’ thinking. Stories can inspire action. As in: “Wow, that’s bad (or really good). I had no idea. We have to do something about this!” A leadership group that is told an incident story will more likely want to do something about it.

	Second, statistics can be mentioned, but stories are told and re-told. This can obviously change them (for better or for worse), but our memories have evolved to favor narratives and storylines. This can help keep a discussion about a particular safety issue alive in an organization in a way that a number cannot.

	Third, stories offer the leverage points for such action; statistics don’t. Also, a story has a substance and richness that offers mooring points. You can connect to things in the story: a procedure that didn’t seem to apply well, a piece of technology that didn’t work the way it was supposed to, indications about process that were unclear or went unnoticed. Stories also contain the assessments and actions of people that are in turn connected to these things. These are all starting points for doing something, for changing something.

	Fourth, think about the message you send when you discuss a particular case, when you discuss an incident that happened in your organization and that affected real people. What you tell the rest of the organization is that you value people, that you care about the persons you employ. You are not simply worried about a statistic, about how it makes you look good or bad. You have stopped worshipping a particular target or number.



Of course, the advantages of stories also contain risks. System 1 responses typically latch onto the obvious, the sensational and remarkable: they favor simple and immediate actions that may miss the complexities and nuances behind an incident (Slovic, 2007; Woods et al., 2010). Rather than inspiring people to understand the assessments and actions of people in them, stories can trigger swift judgments of those actions. Judging, rather than understanding, removes the potential to learn anything of value from the incident (Dekker, 2014b). This places a high premium on the way the story is told and re-told. Every incident story is a reconstruction of the narrative, of course. For it to inspire the sorts of actions that address systemic, underlying issues, it benefits from being told from multiple perspectives (Rae, 2016). The retelling also needs to control for biases of outcome and hindsight, so that the outcome isn’t ‘obvious’ to listeners when it wasn’t at all obvious to people at the time it happened. This is also one more reason why we shouldn’t limit storytelling to negative events.


Investigate success

The growth in compliance and bureaucracy over the past decades has a lot to do with how we see safety. The starting point for safety concerns has always been the occurrence of accidents (actual adverse outcomes) or recognized risks (potential adverse outcomes) (Hollnagel, 2014b). If safety is the absence of accidents, then it makes sense to develop systems and processes that seek out, control and contain the risks of potential adverse outcomes. We have come to believe that compliance and bureaucracy are the best means of risk management and control. This idea of safety is still quite popular. The International Civil Aviation Organization (ICAO), for example, defines safety as follows:


The state in which the possibility of harm to persons or of property damage is reduced to, and maintained at or below, an acceptable level through a continuing process of hazard identification and safety risk management.

(Eurocontrol, 2013, p. 6)



Avoiding things that go wrong is a laudable goal. This involves learning from things that go wrong – for example, by investigating incidents and accidents. The problem is that a lot more goes right in the workplace than goes wrong. Take an industry that has, roughly speaking, a 10–5 safety record. That means that for every one adverse event, there are 9,999 events that go well. Not looking into that is a huge waste of data. The whole idea of doing safety differently is to learn from the things that go well, to understand why things go well, to explore what it takes in terms of human adaptation, innovation and insight for things to go well. Of course, telling stories about things that went well doesn’t prevent people from jumping onto the spectacular, the heroic or the unusual. But it can disarm psychological defense mechanisms and accountability concerns. People tend to be more open and willing to share their insights when their successes are being discussed, as opposed to their failures.

And even when a lot goes wrong, or a lot is wrong, things often go right. Just think about the so-called minimum equipment list for an airliner. That list contains all the things that can be wrong or broken on an aircraft – and for how long – for it to still legally and safely fly. A lot of operational knowledge, experience and regulator input goes into making these lists, of course. But on some older aircraft, they can be quite long. In other words, airplanes fly around successfully even though a bunch of stuff inside of them is not working. And recall the example from Chapter 5, of the healthcare system in which one in 13 care encounters somehow went awry. That still left 12 that went well. It also showed that in those 12, success depended on people’s unremarkable, daily mastery of organizational obstacles, of them juggling resource limitations, solving goal conflicts and overcoming work-related frustrations (with colleagues, technologies, equipment, management and more). What mattered, as you might recall, was not the absence of adversity but the presence of personal and team characteristics that made situations resilient against failure: the willingness to say ‘no,’ the openness to dissent and bad news, a sustained sensitivity to the possibility of failure even in the face of continued success. Trying to reduce negatives (errors, deviations) through more compliance and bureaucracy is not going to lead you or your organization to success. Understanding how people are already creating success despite your organization is much more likely to do that.

Paradoxically, investigating and understanding daily success can also help reveal where the next serious adverse outcomes potentially come from. And it can do that much better than investigating the highly infrequent failure. Here is why. An organization that has already achieved a pretty good safety record evidently has got its known sources of risk under acceptable control. But the types of accidents that might still happen in these organizations, as Amalberti argued in 2001, are no longer preceded by the sorts of incidents that get formally flagged or reported. Instead, accidents are preceded by normal, daily, successful work. As in the healthcare system’s 12 cases that go right, this will likely include the workarounds and daily frustrations, the improvisations and adaptations, the shortcuts, as well as the sometimes unworkable or unfindable tools, user-unfriendly technologies and the occasionally unreliable results or readings from various measurements and instruments. These things are typically not reported: they are just all part of the quotidian creation of safety in an imperfect, non-deterministic world. It’s all in the game. People have learned to live with it, work around it and get things done. They are, however, often precisely the things that show up as crucial in the fatalities and accidents that still do happen. The way workers ‘finished the design’ of the external fuel tank of the space shuttle and managed to meet production targets by covering up scratches in the foam insulation is an example (CAIB, 2003). As is the problem with unreliable endplay measurements and underspecified lubrication procedures in the tail assemblage of an MD-80 aircraft flown by Alaska Airlines (NTSB, 2002). Neither problem could be found as a formally reported incident. Nobody saw these problems as holes in defensive layers at the time. Yet, eventually, fatal accidents were a direct result.

The story of Abraham Wald is a good illustration (Dekker, 2014b). Wald, known today as the father of Operations Research, applied his ample statistical skills to the problem of Allied bomber losses due to enemy fire in the European theater of the Second World War. Bombers got hit both by ground-based anti-aircraft flak as well as by bullets from attacking fighter aircraft. An earlier study had been made of the patterns of damage that aircraft returned with, and it was proposed that armor should be added to those places that showed the most bullet damage. Armor, of course, increases the weight of an airplane and cuts into its payload or range. So you have to be judicious about where you put it and how much you put on. Wald, after doing his own extensive statistical analyses of returning bomber aircraft, came to a paradoxical insight. The airplanes that made it back with holes in them, he concluded, were the ones who had taken hits in areas where they could survive and return. Adding armor to those places would not do anything to help them. Instead, he said, we should add armor to those places that did not show holes. Because those were the airplanes that didn’t come back. His statistical analysis identified the weak spots in non-returning airplanes. These were the weak spots that led to the loss of the bomber when hit. Those areas had to be reinforced, he argued, not the areas with holes in them. In a sense, the areas with holes in them on planes that returned were evidence of the survivable incident – a marker of resilience. These were not markers of fatal risk that needed to be further controlled. That risk, instead, was in the areas that did not have bullet holes on the returning bombers. The parallel is hopefully obvious. As long as we see safety as an absence of negatives, and only investigate failures, or only look into the problems that show up in incident reports or safety management systems, we are just finding and fixing the holes we know about. Wald suggests that we need to look for fatality risk in the places where there are no holes, where people do not see holes, where they do not see things that are worthy of reporting. In other words, we should study and understand normal, successful work.

Investigating success can be a bit trickier than investigating failure, because the triggering event is not always clear. But that is probably due mostly to a lack of imagination on the part of those looking for it, and a lack of knowledge of the nuances and messy details of daily work. Heroic recoveries are obvious triggers, and these can become part of an organization’s or team’s celebrated folklore (Reason, 2008). But outside of those, even the people doing the work may disregard their daily success as unremarkable. Yet asking and talking about it can reveal the places where people actually do extraordinary work to be successful despite the organization, its rules and limited resources. One way to start such a conversation is to ask the question I asked the emergency department nurse. It is the question: “What is the most idiotic thing we ask you to do in order for you to work here?” That can quickly help identify the sorts of pressure points, obstacles, unnecessary bureaucracy, petty compliance or goal conflicts that are pushed down to the work floor and that people need to overcome to get work done.

Of course, there is a risk that an organization’s investigation of success is simply the next thing it might be tempted to systematize, bureaucratize, record and set targets for. A safety anarchist would obviously want to avoid all that, yet still glean valuable lessons from actual daily operations. How can that be done? Here are some ideas:


	Suppose a system for formally reporting incidents up the organizational hierarchy is already in place. What you could suggest then is that each incident report should be accompanied by one on an operational success as well. These don’t need to be related, but at least it counterbalances the provision of only bad news and can inspire discussions around what it takes to be successful on a daily basis.

	And if such a system is in place, then it is not a big step to encourage workers to report their successes using the same system (with perhaps some small adjustments). Connecting awards or rewards to such reports may seem attractive, but that of course requires some type of (bureaucratic) system to select and administer. Talking about success, and sharing it, can actually be its own reward.

	Supervisors and local managers can also be encouraged to look out for successes. They can have conversations with their people so that they can get an even better insight into what it takes and what the daily frustrations and obstacles are that people have to overcome.

	Toolbox talks or other pre-work briefings can also, on occasion if not regularly, be redirected to focus on operational successes. Rather than focusing on risk assessments (with their implied aversion to risk), asking questions about how workers think they can be successful with a task can reveal both pinch points and sources of resilience that are worth sharing.

	Site visits, if they are done by directors or managers, can also be oriented around learning how success is created. Particularly for them, it might be quite engaging and self-effacing to ask what are the stupidest things that people need to do in order to work for them. They may not always get an honest answer, but asking the question itself might generate trust and confidence for future conversations. This way of inquiring, after all, demonstrates that people are seen not as liabilities or problems to control but rather as sources of adaptation and resilience necessary to make it all work in the end.



The idea to investigate success has sometimes been put under the banner of ‘appreciative inquiry,’ or appreciative investigation. What exactly is that? Appreciative inquiry is a technique developed by Cooperrider and Srivastva at Case Western University in 1987. Its purpose is to support autonomous, self-determined organizational change. The only thing that limits how we organize work, Cooperrider and colleagues argued, is our own imagination (Cooperrider & Whitney, 2005). Appreciative inquiry seeks the best in people, and it takes care to cast its questions about how work is done in positive terms. What it wants to do is discover people’s and teams’ positive capacities, not search for the shortcomings in a quest to fix them. Appreciative inquiry has a comprehensive view of its ‘inquiry’ part: the very act of asking questions already changes the world in which those questions get asked. They get people to think about, and verbalize, what they might otherwise not have. This in itself creates imagined futures that can inspire action toward a different way of organizing. Appreciative inquiry ultimately wants to help build organizations around what works already, rather than trying to fix what isn’t working.


Devolve and declutter

Let’s finish with some straightforward advice. Setting up micro-experiments, telling stories and investigating success are all good advice, for sure. But they take time and organizational commitment and resources. They also take courage. Of course, if you really care about safety, and you believe in the humanity, innovative capacity, creativity and resilience of your people, then those are all great avenues to pursue. (In the experiences I have related in this chapter, they actually were. And they might be for you as well, independent of whether you believe in those things or not; pursuing them may well turn you into a believer if you weren’t already.) But what can you do today? What can you do differently when you show up for work tomorrow? Let’s go back to the features of authoritarian high modernism – central control, standardization and synoptic legibility – and find places for you to turn those around in your organization. There should be plenty. Here is what you can do:


	Devolve. Devolution, also known as the subsidiarity or auxiliarity principle in governance, means pushing power down and out. That means down from the top, and out and away from the center. Start looking for activities, approvals, processes and decisions that don’t need to be near the top or in the center and that are probably actually better located closer to the action. ‘Power to the projects’ was the rallying cry for this move to devolve safety in one construction company. Other organizations have realized that safety should not remain under the centralized purview of an HR or quality department. Instead, safety should be farmed out (with support where necessary) to where it is broken and created on a daily basis: to actual operations and the line organization responsible for them.

	Encourage variation. This would be the opposite of the impulse to standardize. Innovation, per definition, is non-compliant; otherwise it wouldn’t be innovative. People usually have very good reasons for not wanting to follow a particular procedure or checklist, in sharp contrast the bureaucracy they work for (which often has very poor reasons for demanding such compliance). What it takes is a humility and openness to the reasons people might offer and an openness to other ways of working. You might actually learn some really valuable things about how work is done, about what is necessary on a daily basis for people to create success.

	Be open to other readings of safety and success. The way to push back on synoptic legibility – that is, the requirement for everything to be recorded and communicated in standard, pre-ordained ways – is to become much more open about what you consider to be evidence of success and resilience in your organization. A great example was a take-five task sheet that quarry blast crews took into the field with them. When we studied how they did their explosives work, we found that they duly printed out the take-five sheet and stuck it somewhere in their truck. The front of the page never got much attention, if any at all (it had the task steps and take-five checklist on it). But the back did. On the back of the sheet, crews made little drawings to plot the choreography of laying their explosives that day. With that, they could solve local problems, communicate to others what their intentions were and what their task progress was, and create a memory-in-the-world for all crewmembers to see. These sorts of investments in safety are utterly illegible for a rigid bureaucracy. All it will see is non-compliance (because the front is not filled in, or not filled in correctly). But it completely fails to understand the deep nuance in the creation of resilience in ways that work for people who actually conduct the safety-critical tasks.



When you start doing the three above, you are probably finding stuff that you don’t need at all. Your organization is (mindlessly, or unwittingly) following processes because it did so yesterday, or because people vaguely remember someone telling them to do it, or because their colleagues are doing it. This is where devolution changes into decluttering, the next step in pushing back on bureaucracy and compliance. Let’s go back to the report you saw mentioned in the first chapter (Saines et al., 2014). It recommends as follows (with additions from places all throughout this book):


	Cleanse: slash the stupidity of unnecessary compliance and petty bureaucracy. Ask your people: ‘What is the stupidest thing you need to do to work here?’

	Challenge: as recommended by Safety II (see above and also Chapter 8), don’t ask what could go wrong, but ask what must go right. Then supply workers with what they need to make things go right and dump what gets in the way of making things go right.

	Create: shift from compliance to performance (remember Scott Page’s ROWE or Results Only Work Environment) from Chapter 9. Be hesitant to put in new sorts of measurements (for performance) because meaninglessness and manipulation is right around the corner as soon as you do. Involve workers themselves in defining what counts as performance.

	Change: find out how your organization is setting rules today, who is involved, and what you can do to influence and curtail that. Match any (new) rules to your organization’s strategy and risk appetite, or the risk appetite of that particular department or group.

	Capitalize: make the most of these changes and of what your people have to offer you. Start believing in the power of self-organization and autonomy. Use micro-experiments (see above) to develop ways and evidence that work for your organization. People are not your problem, as Safety Differently says. They are your problem solvers.



What’s the stupidest thing you need to do to work here?

So start with that question. Go around your own organization and ask it. Not only is it a great ice-breaker; it is also a confirmation that you believe in the power of grass-roots insights. That you believe in what people themselves perceive and experience. You don’t have to tell them what is stupid. They will tell you. When you start collating the dumbest things people in your organization do, you will find that these are activities that carry a high compliance cost, yet don’t add any value to the organization or its mission. Among the truly sad and silly examples, you will probably start seeing a pattern. Rule creep and bureaucratic entrepreneurism, for example (recall the cycle of progressive infirmity from Chapter 4) or the sitting-at-a-desk checklist. You will find redundant rules and overlap and inconsistencies and excessive reporting requirements. You will find rules that are irrelevant, that are the result of ignorance or poor consultation, that represent an overreaction to a single low-probability event. You will find utterly pedestrian and petty things that have to get bumped up the hierarchy for sign-off, leading to micro-management, disengagement or cynicism (or all of those). What you might also find is that there simply are too many cooks in the rulemaking kitchen (or too many kitchens, even). Your organization might have risk management silos that don’t talk to each other, and that don’t coordinate their outputs – let alone try to control their own outflows of rules and constraints and compliance requirements.

We can push back on compliance and bureaucracy. It is possible. One resources company, working mostly upstream in pretty unforgiving parts of the world, was able to slash the paperwork associated with its own safety management system by 90%. Ninety percent! There was so much rule creep, and detritus from previous times, and overspecification, and stuff that had nothing to do with safety management but everything with training or insurance requirements or technical specifications, and sometimes even nanny-ish nonsense, that nine out of every ten pages of the safety management system could be dumped or rewritten to fit on the remaining one. And the regulator loved the result. All it takes is courage, commitment, communication with stakeholders and a bit of time. Your organization and its people will gain so much in return. Cleansing and decluttering is possible, and it’s really good for your organization’s productivity (Saines et al., 2014). And there is much more you can do. Remember the points from the previous chapter (and revisit them if you don’t). This is how an anarchist might recommend you to govern safety in your organization:


	1 Change the job title of your zero harm manager.

	2 Promote safety as a shared, guiding principle.

	3 Optimize local efficiency but be willing to make sacrifices.

	4 Facilitate interaction and build connections between people across your organization.

	5 Create capabilities for self-organizing.

	6 Eliminate exhortations in the form of posters, slogans.

	7 Eliminate targets and managerial bonuses for safety performance.

	8 Eliminate safety observations, particularly those with numeric targets.

	9 Permit pride of workmanship.

	10 Facilitate novelty and diversity.

	11 Create the conditions for intrinsic motivation to blossom.



None of this turns you into a full-blown safety anarchist, nor does it make your organization into an example of anarchism. But it gets you to look at your organization with, as Scott would say, ‘an anarchist squint.’ You are looking at it through the eyes of someone who has started to understand that there must be better ways to do these things, to solve these problems. And those better ways, those more effective solutions, are to be found among the very people who concretely confront the problems in their workplaces every day. That is where engagement and ownership and innovation can be found, because – as Kropotkin would remind us – the capacity for it is already there.


But … what about the lawyers?

Of course, there may be people who will tell you that you need to have all these bureaucratic rules and compliance requirements – even if they’re stupid – since you’ll get into legal trouble if you don’t. They will tell you that safety anarchism is dangerous and possibly very costly. What we can do, is engage legal stakeholders in conversation about this. Because research shows there are better ways to manage liability than through a knee-jerk of writing more rules, creating more paperwork and demanding more compliance. It is actually the opposite. The more an organization has created for itself to comply with, the more it can be held to, and be held accountable for – in a court hearing, an audit, an inspection, a law suit (Long et al., 2016). Just remember the example from Chapter 1 of the proliferation of guidelines for best practice in a hospital operating room (reading them all would take two thousand years). All these rules, all these guidelines and requirements, can give lawyers (and have given lawyers) a field day (Johnstone, 2017).

More rules are not a good way to manage liability. And however much your organization has put in place to show that it has taken all reasonable precautions, clever lawyers can always find places where you didn’t (Tooma, 2017). The more you specify, the easier it in fact becomes to find exactly those places where you didn’t specify something. So more rules, more bureaucracy and more compliance do not immediately translate into better liability management. They may well mean the opposite. And what they certainly mean is less productivity, less happiness among your people, less innovation, less creativity, less engagement and ownership, less resilience and less humanity. More rules, bureaucracy and compliance – as recent big disasters show – also mean that you are more likely to invite precisely the accident you’ve been trying to avoid. Historical examples of eschewing compliance and bureaucracy are often wildly successful – from medieval times through to our own age. As Thomas Edison, inventor and founder of General Electric said, “Hell, there are no rules here … we’re trying to accomplish something.”



Notes



1
Should you want to take a (virtual) look yourself, the coordinates of the square are 53o06’24.68”N, 6o06’03.62”E.



2
Much credit for the actual study design and execution goes to Michelle Oberg, a PhD student in the Safety Science Innovation Lab at the time of the Woolworths Experiment.
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