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Hindsight Bias



Overcoming Hindsight Bias

Assume nobody comes to work to do a bad job.

Investigation reports should explain
Why it made sense for people to do what they did 

What changes will reduce likelihood of happening again



Widespread Myths about Safety

Safety requires unacceptable financial and other costs
Requires tradeoffs with other organizational goals and 
unacceptable compromises

Can add safety to an unsafe design

Safe systems cost more

All myths have some elements of truth                                         



Why are our Efforts Often Not 
Cost-Effective?

Efforts superficial, isolated, or misdirected

Safety efforts start too late

Inappropriate techniques for systems built today

Focus efforts only on technical components of system

Systems assumed to be static through lifetime

Success can lead to failure (risk perception)

Limited learning from events 





Where We Are

New accident causality model based on systems theory

On this we can create new analysis, design and decision 
tools

Hazard analysis techniques (STPA)

Design approaches

Accident causality (CAST)

Operations

Management
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CAST

Accident analysis method
Steps to take

Defining hazards and safety control structure
Start with physical structure
Work upward in structure (may involve adding new parts of 
safety control structure)
Define:

Responsibilities
Inadequate control actions
Context
Process model flaws



Coordination and Communication

Dynamics and migration to higher risk

Generating Recommendations
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