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PREFACE 
 

Professor Andrew Hopkins is considered one of the world’s foremost constructive critics on 
OH&S and world leading expert on major industrial accidents. He has written extensively on 
OH&S issues, including two books Lessons from Longford: The Esso Gas Plant Explosion 
and Safety, Culture and Risk (published by CCH Australia Limited, a Wolters Kluwer 
business), and has conducted lectures for organisations such as BHP, Shell, Conoco Phillips, 
the Offshore Petroleum Safety Conference, Origin Energy, Queensland Alumina, and the 
Australian Defence Forces Academy. He was an expert witness at the Royal Commission 
into the causes of the fire at Esso’s gas plant at Longford in 1998 and in 2001 he was an 
expert member of a Board of Inquiry into the poisoning of F111 maintenance workers at 
Amberley Air Force Base.  
 
FutureMedia in conjunction with Professor Andrew Hopkins has developed this interactive 
training workshop, which is based on his extensive studies and research. The workshop will 
assist you and your organisation in assessing and uncovering potential risks and taking 
appropriate action.  
 
This Facilitators Guide forms part of an overall workshop developed by FutureMedia with 
substantial assistance from Colin Parkin, Coval Risk Management Solutions and Paul 
Pascoe, Professional Safety Solutions. Both of whom possess considerable experience and 
have been endorsed by Professor Hopkins to develop the program. 
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TERMS AND CONDITIONS OF USE 
 

This guide is for informational purposes only and the workshop is not intended as a substitute 
for first hand knowledge of applicable acts/regulations and is for educational purposes only. 
Because of the possibility of human error, the publisher does not guarantee its accuracy, 
adequacy or completeness. FutureMedia is not responsible for any errors, omissions, 
misprinting or ambiguities contained herein or for the results obtained from use of such 
information. FutureMedia makes no representation or warranty as to the compliance of this 
program with any or all applicable laws in the purchasers’ jurisdiction. 
 
FutureMedia’s liability for any damages to the purchaser or to any other party shall not 
exceed the amount paid by the purchaser for the workshop. In no event shall Futuremedia be 
responsible for any indirect or consequential damages or loss of profits, even if Futuremedia 
has been advised of the possibility of such damage. Some territories/states do not allow the 
limitations or exclusion of liability for incidental or consequential damages, so the above 
limitations or exclusions may not apply to the purchaser. 
 
Nothing herein is to be regarded as indicating approval or disapproval of any specific product 
or practice. Users should verify the information through their own qualified professional 
advisers. FutureMedia believes that the advice and information herein is accurate and 
reliable but no warranty of accuracy or reliability is given and no responsibility arising in any 
other way whatsoever for errors or omissions (including responsibility to any person by 
reason of negligence) is accepted by FutureMedia. 
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WORKSHOP CONTENTS 
 
The Creating a Mindful Organisation Workshop consists of: 
 
Video/DVD 
Professor Andrew Hopkins features in the video. From time to time the video directs the 
facilitator to “pause for workshop activities”. The DVD has the same contents as the video but 
gives the facilitator the option of viewing the program in chapters. 
 
Facilitators Guide 
This Facilitators Guide is provided to assist the presenter in conducting an effective program 
and consists of the following items: 

♦ Running Sheet – brief outline of suggested program. 
♦ Lesson Plan – detailed guidance and information for each session. 
♦ Video/DVD Script – actual script of all words spoken on the video/DVD. 
♦ Forms – The following forms are provided to assist in the administration of the 

program: 
 Assessment Questionnaire 
 Assessment Questionnaire Answers 
 Attendance Sheet 
 Workshop Evaluation 
 Certificate of Attendance 

 
Facilitators Reference Material 
The Facilitators Reference Material will enable the facilitator to familiarise themselves in more 
detail with the various topics and issues raised in the program and consists of the following: 

♦ Articles 
♦ References 
♦ Web sites 

 
Participants Notes 
To allow the participants to follow the program and to record their own thoughts, observations 
and conclusions the participants notes are arranged to follow the video and consists of: 

♦ Summary of Key Points for each section 
♦ Activity for each section 
♦ Reference section 

 
PowerPoint Presentation 
Designed for use by the facilitator, the presentation consists of review slides of each element, 
workshop activities and illustrative slides. 
 
Andrew Hopkins’ Book: Safety Culture and Risk 
Published by CCH Australia Limited, a Wolters Kluwer business, this book is useful as 
background reading for this workshop.  
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USING THE WORKSHOP 
 
Video/DVD 
The Video/DVD component of this training workshop is not intended for use as a stand-alone 
training program and to obtain maximum benefit, the video should only be used as part of a 
properly structured training process. 
 
Facilitators Guide 
The video program script is included in this Facilitators Guide to allow the presenter to fully 
research and develop specific examples specific to your own operation. 
 
Recommended time frames are provided however, the actual time taken to conduct the 
program by the Facilitator will be determined by: 
♦ which areas are seen as important to each organisation 
♦ whether other data specific to your own organisation is included in addition to, or 

instead of, the program format. 
 
All information included in this Facilitators Guide may be copied and distributed within your 
organisation. Copyright requirements prohibit distribution outside your organisation. 
 
Facilitators Reference Material 
Facilitators should carefully familiarise themselves with the whole program including the 
Reference Material and prepare their own input accordingly.  
 
Participant Notes/PowerPoint Presentation 
The process consists of the Facilitator playing the Video/DVD, pausing at the indicated 
sections, conducting ‘learning’ sessions utilising the PowerPoint Slides and Participants 
Notes Activities. Participant Notes contain a summary of each Key element and a defined 
Activity exercise to re-enforce the learning. 
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RUNNING SHEET 
 
Timings are based on commencing at 09.00 and completion by 16.45. These are only 
provided as a guide and should be adjusted by the Facilitator as required and will depend 
on the group being presented to, the nature of work conducted and any organisational 
requirements. 
 

 Timing Title 
 1. Opening 
08.30 • Administration 
09.00 • Workshop Opening 
 • Purpose of Workshop 
 • Objectives of Workshop 
 • Workshop Content 
 • Workshop Format 
09.10 2. HRO’s & Collective Mindfulness 
 Session Introduction 
 High Reliability Organisations 
 • Video/DVD 
 • DVD/Video Key Points 
 • ACTIVITY 1. 
 Collective Mindfulness 
 • Video/DVD 
 • DVD/Video Key Points 
 • ACTIVITY 2. 
 Session Summary 
10.15 Break 
10.30 3. Culture of Denial – Beliefs 
 Session Introduction  
 Culture of Denial First Belief: It can’t happen here 
 • Video/DVD 
 • DVD/Video Key Points 
 • ACTIVITY 3. 
 Second Belief: Intermittent signs 
 • Video/DVD 
 • DVD/Video Key Points 
 • ACTIVITY 4. 
 Third Belief: Normalise evidence 
 • Video/DVD 
 • DVD/Video Key Points 
 • ACTIVITY 5. 
 Fourth Belief: Onus of Proof 
 • Video/DVD 
 • DVD/Video Key Points 
 • ACTIVITY 6. 
 Session Summary 
12.00 Break 

 
Timing Title 
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13.00 4. Culture of Denial  - Group Think 
 Session Introduction  
 • Pre Exercise 
 Group Think 
 • Video/DVD 
 • DVD/Video Key Points 
 • Janis Model 
 • 8 Symptoms of Groupthink 
 • ACTIVITY 7a. 
 • ACTIVITY 7b. 
 Session Summary Video/DVD 
14.00 Break 
14.15 5. Reporting System 
 Session Introduction 
 Reporting System 
 • Video/DVD 
 • DVD/Video Key Points 
 • ACTIVITY 8. 
 Response to Warning Signs 
 • Video/DVD 
 • DVD/Video Key Points 
 • ACTIVITY 9. 
 Features of a Reporting System 
 • 9 Features of a Reporting System 
 • ACTIVITY 10. 
 Session Summary 
 15.45 Break 
15.55 6. Summary of Program 
 Introduction 
 Mindful Organisation Summary 
 • Video/DVD 
 Action Plans 
 • ACTIVITY 11. 
 Assessment 
 Final Word 
 • Video/DVD 
16.45 Close 
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LESSON PLAN 
 
1. Opening 
Timing Session Explain/ Reinforce/Activity PPT Slides 
08.30 Administration • Room check - ensure it is set up for group work. 

• Available to meet participants on arrival 
• Attendance sheet 
• Display PPT No1 as background 

 

PPT No. 1 

9.00 Workshop Opening • Formal Welcome 
• Emergency procedures for the venue (Add venue slide here if available) 
• Venue facilities – toilets, tea/coffee, other 
• Mobile phones – off/silent 
• Natural breaks 
• Participants Notes 
• Assessment Questionnaire at conclusion of workshop 

 

PPT No. 2 

9.05 Purpose of 
Workshop 
 

Organisational culture is one of the key factors why companies fail to recognise the warning signs prior to 
workplace incidents.  
 
This interactive seminar Creating a Mindful Organisation, which relates to Professor Hopkins’s new book 
“Safety, Culture and Risk”, has been designed to help management address the shortfalls of traditional 
organisational mindset and make the necessary steps towards being “mindful” by covering the areas of: High 
reliability organisations, collective mindfulness, group think, reporting systems, and due diligence. 
 
 

PPT No. 3 

 Objectives of 
Workshop 
 

This program is designed to give managers the tools to significantly improve management of Occupational 
Health & Safety Risks. 
 
At the conclusion of this program attendees will be able to: 

• describe the elements of a mindful organization; 
• apply the processes of a mindful organization; 
• identify improvement areas for their own organization; 
• draft an action plan. 

 

PPT No. 4 

 Workshop Content 
 

1. HRO’s & Collective Mindfulness   
In this session you will identify the concepts of High Reliability Organisations and Collective Mindfulness. 
As part of the activities you will be able to identify those typical warning signs are likely to lead to an 
incident in your organisation and conduct an assessment of your organisation against the characteristics 

PPT No. 5 
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1. Opening 
Timing Session Explain/ Reinforce/Activity PPT Slides 

of a ‘mindful organisation’. 
 
2. Culture of Denial – Beliefs  
In this session you will identify under a Cultural of Denial the series of four beliefs, which enable people to 
dismiss the significance of warnings.   
As part of the activities you will identify for your organisation: 

• Ambiguous warning signs 
• Intermittent warnings signs 
• Examples of normalisation 
• The onus of proof approach 

 
3. Culture of Denial – Group Think  
In this session you will discover the final aspect of the cultural of denial - the idea of GROUP THINK. 
As part of the activities you will identify strategies to manage the aspect of Group Think and identify 
improvements to your meetings within your organisation based on the Group Think remedies provided. 

 
4. Reporting System  
In this session you will review the design and features a of a Reporting System which ensures warning 
signs are picked up properly and assessed because A ‘mindful organisation’ is one, which has a properly 
functioning reporting system, which will pick up these warning signs. 
As part of the activities you will: 

• Review your incident reporting system and identify the report contents, training and 
perception of employees. 

• Define specific processes in your organisation to assist in identifying warning signs 
• Identify actions required to implement/redevelop your Incident Reporting System 

 
5. Summary of Program 
This session will provide an overall summary of what it means to be a ‘mindful organisation’. You will 
conduct a review of each of the workshop activities and collate your actions into an ACTION PLAN for 
your organisation. You will also be provided with an assessment questionnaire for completion. 
 

 
 Workshop Format 

 
The workshop is structured to provide a learning environment through listening to Professor Andrew 
Hopkins on video clips as he builds the case for a ‘mindful organisation’.  
 
From time to time the video directs the facilitator to “pause for workshop activities” and the facilitator will 
engage you in activities, discussion and debate regarding the issues raised which will then lead to identifying 
actions you need to take in your organisation. 
 
The Participants Notes are formatted around the dialogue of Professors Hopkins from the video and to allow 

PPT No. 6 
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1. Opening 
Timing Session Explain/ Reinforce/Activity PPT Slides 

participants to record response to the workshop activities.  
 
A summary of the key points of the dialogue is provided prior to each activity. 
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2. HRO’s & Collective Mindfulness 
Timing Session Explain/ Reinforce/Activity PPT Slides 
 HRO’s & Collective Mindfulness PPT No. 7 
 Session 

Introduction 
In this session you will identify the concepts of High Reliability Organisations and Collective Mindfulness. As 
part of the activities you will be able to identify those typical warning signs are likely to lead to an incident in 
your organisation and conduct an assessment of your organisation against the characteristics of a ‘mindful 
organisation’. 
High Reliability Organisations 
Collective Mindfulness 
Warning signs 
Characteristics 
 

PPT No. 8 

  Introduce Video/DVD 
 

PPT No. 9 

 High Reliability 
Organisations 
Video/DVD 

Play Video/DVD until “Pause for Workshop Activity”. 
 

 DVD/Video Key 
Points 

• HROs are characterised by collective mindfulness 
• Organisations have procedures, to encourage the mindfulness. 
• Warning signs are attended to by ‘mindful organisations’ 

 

PPT No. 10 

 ACTIVITY 1. 
 

• Turn to Participants Notes ACTIVITY 1 
• Task: “Review the examples of Gretley and Esso Longford provided in the video and briefly detailed 

on the previous page, and in your groups or individually identify typical warning signs which you 
believe are likely to lead to an incident in your organisation. 

• Call for one warning sign from each group and discuss 
• Ask for remainder of signs  

 

PPT No. 11 
 
 

 ACTIVITY 1. – 
Model Answers 
 

Model Answers 
 
Warnings sign maybe certain kinds of leaks. How often do leaks get reported into incident reporting systems? 
An example may include – oil from gearbox of roller conveyor drive. 
  
Certain kinds of alarms that maybe we want people to report. An example may include over temperature – 
hot spots leading to collapse of furnace roof. 
 
If we know that maintenance work is not being done, that should have been done, that is maybe something 
we want to get reported into our incident reporting system as machinery could be in a dangerous 
condition. An example may include -guard missing/not replaced from a head end conveyor 
 
Corrosion, corrosion is such a problem in so many contexts. How often does that get reported into an 
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2. HRO’s & Collective Mindfulness 
Timing Session Explain/ Reinforce/Activity PPT Slides 

incident reporting system? Very seldom. Am example may include -Natural gas line shut off valve spindle 
exposed to sea air, seized and inoperable for emergency or maintenance work 
 
Another warning sign may be inappropriate procedures. How often do workers find that the procedures, 
which they are required to use are not actually appropriate for the job? An example may include – Shift 
cleaning crew for conveyors uses SOP which does not reflect changes to equipment 

 
  Introduce Video/DVD 

 
PPT No. 12 

 Collective 
Mindfulness 
Video/DVD 

Play Video/DVD until “Pause for Workshop Activity”. 
 

 DVD/Video Key 
Points 

Being a high reliability organisation is associated with the concept of mindfulness – collective mindfulness. 
Organisations that are collectively mindful are very successful in avoiding disaster, but ironically: 
• Are wary of success 
• Worry about complacency 
• Are very alert to any kind of warnings of danger 
• Use audits as an opportunity to worry about failure 
 

PPT No. 13 

 ACTIVITY 2. • Turn to Participants Notes ACTIVITY 2 
• Task: For your organisation as a whole score each characteristic presented in the video and listed on 

the previous page. 
• Score each characteristic out of a possible 10. 
• Score 10 for achieving and demonstrating performance against this characteristic 
• Score on scale to 1. not achieving and demonstrating performance against this characteristic 
• Record the possible evidence you would have in your organisation to justify your score. 

 
 
 
 

PPT No. 14 
 
 
 
 
 
 

 ACTIVITY 2. – 
Model Answers 

Model Answers 
• Wary of success – long time between incidents or no incidents at all, low consequence outcomes 
• Complacency – satisfaction, everything is in control 
• Alert to warnings – response to people, reports, inspections, industry alerts 
• Audits – (not inspections) sceptical, process in place to test audit findings 
 
 

PPT No. 15,16 

 Session Summary Summary of HRO’s Collective Mindfulness 
 

PPT No. 17 
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2. HRO’s & Collective Mindfulness 
Timing Session Explain/ Reinforce/Activity PPT Slides 

• High Reliability Organisations -are characterised by collective mindfulness and have procedures to 
encourage the mindfulness and ensure Warning signs are attended to. 

• Collective Mindfulness organisations that are collectively mindful are very successful in avoiding 
disaster, but ironically are wary of success, worry about complacency, are very alert to any kind of 
warnings of danger and use audits as an opportunity to worry about failure 

• Through the activities you were able to identify typical warning signs, which you believe are likely to 
lead to an incident in your organisation and scored your organisation against each of the 
characteristics of Collective Mindfulness. 

 
10.15 Break Commence again in 15 minutes 

 
PPT No. 18 

 



 

© FutureMedia Pty Ltd  Page 15 of 51 

 
3. Culture of Denial - Beliefs 
Timing Session Explain/ Reinforce/Activity PPT Slides 

 Culture of Denial - Beliefs PPT No. 19 
 Session 

Introduction  
In this session you will identify under a Cultural of Denial the series of four beliefs, which enable people to 
dismiss the significance of warnings and will include the Four Beliefs. 
Culture of Denial  

• First Belief: It can’t happen here 
• Second Belief: Intermittent signs 
• Third Belief: Normalise evidence 
• Fourth Belief: Onus of Proof 

 
As part of the activities you will identify for your organisation: 

• Ambiguous warning signs 
• Intermittent warnings signs 
• Normalisation 
• The onus of proof approach 

 

PPT No. 20 
 
 
 
 
 
 
 
 

PPT No. 21 

 Culture of Denial Introduce Video/DVD 
 

PPT No. 22 

10.30 First Belief: It can’t 
happen here 
Video/DVD 

Play Video/DVD until “Pause for Workshop Activity”. 
 

 DVD/Video Key 
Points 

Warning signs are always ambiguous.  
If they weren’t ambiguous, then we’d know how to respond to them.  
It’s their very ambiguity, which enables us to invoke multiple interpretations and to find an interpretation, 
which allows us to dismiss them.  
 

PPT No. 23 

 ACTIVITY 3. 
 

Turn to Participants Notes ACTIVITY 3 
1. Identify a specific hazard to which people are exposed to on a frequent basis in your organisation. 
2. Provide what you believe are the possible ambiguous warning signs. 
3. Describe your reasons why you believe these are Ambiguous warning signs. 

 

PPT No. 24 

 ACTIVITY 3. – 
Model Answers 

Model Answers 
The context of the hazard is the focus i.e. a specific activity and associated hazard controls 
For example: Corrosion of a pipeline noticed during a maintenance procedure, however other routines are 
known to deal with the corrosion. 

 

  Introduce Video/DVD 
 

PPT No. 25 

 Second Belief: 
Intermittent signs 

Play Video/DVD until “Pause for Workshop Activity”. 
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3. Culture of Denial - Beliefs 
Timing Session Explain/ Reinforce/Activity PPT Slides 

Video/DVD 
 DVD/Video Key 

Points 
Summary Key Points of Video/DVD 

• Warning signs are often intermittent 
• Less likely to take seriously signs which are intermittent 
• Out of sight out of mind so they are particularly dangerous 

 

PPT No. 26 

 ACTIVITY 4. Turn to Participants Notes ACTIVITY 4 
Task: 

1. Identify a possible occurrence of intermittent warning sign in your organisation and provide details of 
where it can occur? 

2. How can you identify other such intermittent warnings signs in your organisation? 
 

PPT No. 27 

 ACTIVITY 4. – 
Model Answers 

Model Answers – 1. As per slide 
 
An example may include - Verbal complaints of some neck and shoulder pain from shift maintenance crew 
when working on conveyors. Finding other intermittent signs may include - consultation, workplace 
observation, reviewing shift reports, maintenance records, Engineers knowledge, industry association, 
networking. 

PPT No. 28 

  Introduce Video/DVD 
 

PPT No. 29 

 Third Belief: 
Normalise evidence 
Video/DVD 

Play Video/DVD until “Pause for Workshop Activity”. 
 

 DVD/Video Key 
Points 

Summary Key Points of Video/DVD 
• There is a very strong tendency to look for other ways to interpret warning signs – if they are 

benign this will enable us to ignore the hazard in question.  
• In other words we take advantage of the ambiguity in how we understand those warning signs to 

assume normality. 
• These are subtle judgements that are being made, but they accumulate over time into a totally 

erroneous picture of what is happening.  
• They accumulate into a justification for ignoring those signs.  

PPT No. 30 
 
 
 
 
 
 
 

 ACTIVITY 5. Turn to Participants Notes ACTIVITY 5 
 
Task: Review the information presented in the video and provided on the previous page. 

1. In your groups discuss and identify examples of normalisation. 
2. What warning signs need to be acted upon at your operation? 

Ask the groups for examples of normalisation and if necessary use the list below. 
 

PPT No. 31 
 
 

 ACTIVITY 5. – 
Model Answers 

Model Answers 
Typical examples may include – 
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3. Culture of Denial - Beliefs 
Timing Session Explain/ Reinforce/Activity PPT Slides 

Hand tools injuries – nicks, cuts, grazes 
Welding fumes 
Forklift speed 
 
Note for Facilitator: 
Consider the 5 Senses: Sight, Smell, Sound, Touch and Taste. 
Examples of normalised warning signs: 
Leaks: Oil, Water, Gas, Air, Liquid 
Corrosion, Cracks, Dust, Fumes, Noise 
Alarms 
Operating out of ‘normal’ 
Repeated reports – incident/maintenance 
 

  Introduce Video/DVD 
 

PPT No. 32 

 Fourth Belief: Onus 
of Proof 
Video/DVD 

Play Video/DVD until “Pause for Workshop Activity”. 
 

 DVD/Video Key 
Points 

Summary Key Points of Video/DVD 
• Assume dangerous until proven safe 

PPT No. 33 
 
 

 ACTIVITY 6. Turn to Participants Notes ACTIVITY 6 
 
Task: Review the information presented in the video and provided on the previous page and within your 
organisation – 

• identify 2 activities where you need to apply the onus of proof approach. 
• Detail the Onus of proof for each activity. 

PPT No. 34 
 
 
 

 ACTIVITY 6. – 
Model Answers 

Model Answers 
Examples: 
Confined space: Contaminants 
Onus of proof: Air sample taken, analysed and reported 
Isolation of machinery: 
Onus of proof Equipment de-energised and padlocked 

 

 

 Session Summary 
 

Summary of Culture of Denial - Beliefs
 

• First Belief: It can’t happen here - Warning signs are always ambiguous and it’s their very 
ambiguity, which enables us to invoke multiple interpretations and to find an interpretation, which 
allows us to dismiss them.  

• Second Belief: Intermittent signs - Warning signs are often intermittent and organisations are less 

PPT No. 35 
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3. Culture of Denial - Beliefs 
Timing Session Explain/ Reinforce/Activity PPT Slides 

likely to take seriously signs which are intermittent and many believe - Out of sight out of mind. 
• Third Belief: Normalise evidence - A very strong tendency to look for other ways to interpret 

warning signs and we may take advantage of the ambiguity in how we understand those warning 
signs to assume normality. 

• They can accumulate over time into a totally erroneous picture of what is happening and accumulate 
into a justification for ignoring those signs. 

• Fourth Belief: Onus of Proof - Assume dangerous until proven safe 
• Through the activities you were able to start identifying in your organisation possible ambiguous 

warning signs and the reasons why you believe these are Ambiguous warning signs, intermittent 
warning signs, examples of normalisation and identify activities where you need to apply the onus 
of proof approach. 

 
 

12.00 Break Commence in 1 hour 
 

PPT No. 36 
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4. Culture of Denial – Group Think 
Timing Session Explain/ Reinforce/Activity PPT Slides 
 Culture of Denial - Group Think PPT No. 37 
 Session 

Introduction  
 

In this session you will discover the final aspect of the cultural of denial - the idea of GROUP THINK. 
As part of the activities you will identify strategies to manage the aspect of Group Think and identify 
improvements to your meetings within your organisation based on the Group Think remedies provided. 
Group Think 
Janis Model 
8 Symptoms of Groupthink 
Model Remedies 
Activities 

• Manage the aspect of Group Think 
• Improvements to your meetings 

 

PPT No. 38 

13.00 Pre Exercise 
 

Groups to discuss the question “What are the top three issues facing an organisation in implementing a 
Safety Management System?” 
 
Each Group to present their top 3 and the reasons why. Allow to run for 10 minutes and then get each 
‘Chairperson’ to present for 1 min. 
 
As the Groups discuss make note of: 

• Domination 
• Argument or lack of it 
• Organised/Disorganised 

 
These are aspects of Group Think. 

PPT No. 39 
 
 
 
 
 
 
PPT No. 40 
 
 
 

  Introduce Video/DVD 
 

PPT No. 41 
 

 Group Think 
Video/DVD 

Play Video/DVD until “Pause for Workshop Activity”. 
 

 DVD/Video Key 
Points 

Summary Key Points of Video/DVD 
• Psychological process and its about how decisions are made 
• Small groups there is a presumption of unanimous decisions 
• Social dynamics. We don’t want to rock the boat. We don’t want to generate friction between 

members of what is in some respect a social group.  
 

PPT No. 42 
 

 Janis Model 
 

In large groups, we don’t expect unanimity - we are quite happy to take a vote and for a majority decision to 
prevail. When we have small groups, there is a presumption that decisions will be unanimous.  

• It’s the ‘HOW’ of decision making 
• Small groups are vulnerable 

PPT No. 43 
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4. Culture of Denial – Group Think 
Timing Session Explain/ Reinforce/Activity PPT Slides 

• Social dynamics come into play – power plays/politics/relationships 
• Rocking the boat/ Don’t want to generate friction – team work 
• Enormous social pressure exerted unseen  

 

 
 

 8 Symptoms of 
Groupthink 

How do you know you have Groupthink operating? The 8 Symptoms of Groupthink based on Janis which will 
now be described individually: 
 
1. Illusion of Invulnerability 

• Creates excessive optimism that encourages taking extreme risks 
 
2. Collective Rationalisation 

• Members discount warnings and do not reconsider their assumptions  
 
3. Belief in Inherent Morality 

• Members believe in the rightness of their cause and therefore ignore the ethical or moral 
consequences of their decisions 

 
4. Stereotyped Views of Out-groups 

• Negative views of “enemy” make effective responses to conflict seem unnecessary 
 
5. Direct Pressure on Dissenters 

• Members are under pressure not to express arguments against any of the group’s views 
 
6. Self-censorship 

• Doubts and deviations from the perceived group consensus are not expressed 
 
7. Illusion of Unanimity 

• The majority view and judgments are assumed to be unanimous 
 
8. Self-appointed ‘mind-guards’ 

• Members protect the group and the leader from information that is problematic or 
contradictory to the group’s cohesiveness, view and/or decisions 

PPT No. 44 
 
 
PPT No. 45 
 
 
 
PPT No. 46 
 
 
PPT No. 47 
 
 
 
PPT No. 48 
 
 
PPT No. 49 
 
 
PPT No. 50 
 
 
PPT No. 51 
 
 
PPT No. 52 
 

 ACTIVITY 7a. 
 

Turn to Participants Notes ACTIVITY 7. 
Task: Discuss the 8 Symptoms in your groups and briefly define what actions you believe should be initiated 
to manage the overall symptoms of Groupthink in an organisation. 
 

PPT No. 53 
 

 ACTIVITY 7a. – 
Model Remedies 

Model Remedies 
• The leader should assign the role of critical evaluator to each member  
• The leader should avoid stating preferences and expectations at the outset   
• Each member of the group should routinely discuss the groups' deliberations with a trusted 

PPT No. 54,55 
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4. Culture of Denial – Group Think 
Timing Session Explain/ Reinforce/Activity PPT Slides 

associate and report back to the group on the associate's reactions 
• One or more experts should be invited to each meeting on a staggered basis and encouraged to 

challenge views of the members.         
• At least one member should be given the role of devil's advocate (to question assumptions and 

plans)  
• The leader should make sure that a sizeable block of time is set aside to survey warning signals. 

 
 ACTIVITY 7b. 

 
Turn to Participants Notes ACTIVITY 7. 
Task: Review the group actions in the 7a. and the Remedies presented and list below suggested 
improvements to “Group Think” within your organisation. 
 

PPT No. 56 
 

 Group Think 
Video/DVD 

Play Video/DVD until “Pause for Workshop Activity” PPT No. 57 
 

14.15 Break Commence in 15 minutes 
 

PPT No. 58 
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5. Reporting Systems 
Timing Session Explain/ Reinforce/Activity PPT Slides 

 Reporting Systems PPT No. 59 
 Session 

Introduction 
In this session you will review the design and features a of a Reporting System which ensures warning signs 
are picked up properly and assessed because A ‘mindful organisation’ is one, which has a properly 
functioning reporting system, which will pick up these warning signs. 
Reporting System 
Response to Warning Signs 
Features of a Reporting System 
Activities 

• Review your incident reporting system  
• Define specific processes in your organisation to assist in identifying warning signs 
• Actions to implement/redevelop your Incident Reporting System 

 
 

PPT No. 60 
 

  Introduce Video/DVD 
 

PPT No. 61 
 

14.30 Reporting System 
Video/DVD 

Play Video/DVD until “Pause for Workshop Activity”. 
 

 DVD/Video Key 
Points 

Summary Key Points of Video/DVD 
• Properly functioning reporting system that will pick up warning signs 
• Typically reporting systems focus on lost time injuries - and near misses, which have the capacity 

to generate a lost time injury. 
• Process upsets are not recorded into the incident reporting system 
• Routine end of shift reporting systems but nothing is done with them 
• A ‘mindful organisation’ would ask “What are you trying to communicate”? because it’s concern is 

to pick up exactly that kind of information. 
 

PPT No. 62 
 

 ACTIVITY 8. Turn to Participants Notes ACTIVITY 8 
Task:  

1. Tick below all the types of incidents recorded in your incident management system 
2. What training is provided on your incident management system to all levels in your organisation? 
3. How is this training provided? 
4. In your opinion how are your incident reports perceived by all employees in your organisation? ie. 

Value, layout, ease of completion, corrective actions etc. 
 

PPT No. 63 
 
 
 
 

 ACTIVITY 8. – 
Model Answers 

Model Answers 
 

2. Incident Management System Training Provided: 
Accountabilities/Responsibilities 
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5. Reporting Systems 
Timing Session Explain/ Reinforce/Activity PPT Slides 

Procedures 
Warning sign recognition 
Investigation techniques 
Corrective action & Review 
Auditing 

 
3. How is Training Provided: 
Induction and Refresher training for all employees 
Investigation training and refresher training for all supervisors and Managers 
ALL training to have competency assessment 

 
4. Incident Reports perceived: 
FACILITATOR NOTE: Employees/Supervisors/Managers perception should be sought 
 

  Introduce Video/DVD 
 

PPT No. 64 
 

 Response to 
Warning Signs 
Video/DVD 

Play Video/DVD until “Pause for Workshop Activity”. 
 

 

 DVD/Video Key 
Points 

Summary Key Points of Video/DVD 
• Need to ensure warning signs are picked up properly and assessed. 
• Must respond to concerns and ensure they are not lost 
• Must direct attention to major hazards 
• Systems which will move the information up the hierarchy 
• Focus attention of workforce on what is to be reported. 

 

PPT No. 65 
 

 ACTIVITY 9. Turn to Participants Notes ACTIVITY 9 
Task: Using the following headings list what specific processes DO you use in your organisation to assist in 
identifying the warning signs to be reported by employees.  

1. Consultation/Records 
2. Formally Structured Model Processes 
3. Management System Processes 

PPT No. 66 
 
 
 
 

 ACTIVITY 9. – 
Model Answers 

Model Answers  
Consultation/Records 

Committees 
Tool Box Meetings 
Query your industry group 
Review insurance history/ records 
What emergencies can you experience? 

Formally Structured Model Processes 

 
PPT No. 67 
 
 
 
 
 
PPT No. 68 
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5. Reporting Systems 
Timing Session Explain/ Reinforce/Activity PPT Slides 

Failure Mode Analysis (FMA) 
Safety Case 
Hazard Operability Studies (HAZOP) 
Risk Assessment 
Inspections 

Management System Processes 
Design  
Training 
 Auditing 
 Reporting 
 Investigation 
 Risk management 
 Recruitment 
 Change management 

Explain other sources  of warning signs to consider are the Damaging energy classifications including: 
 Potential 
 Kinetic 
 Electrical 
 Chemical 
 Pressure – pneumatic/hydraulic 

Other additional warning signs 
Certain kinds of leaks 
Alarms 
Inappropriate procedures 
Machinery in a dangerous condition 
Corrosion 
Maintenance work not being done 

 

 
 
 
 
 
 
PPT No. 69 
 
 
 
 
 
 
 
PPT No. 70 
 
 
 
 
 
PPT No. 70 
 
 
 
 
 

 9 Features of a 
Reporting System 

What are the features of a reporting system that will make it work? 
 
Discuss with participants and ensure the following points are covered: 
1. Written feedback – Should come from the people to whom the reports are made, and from the managers 
to whom the reports are made. There must be an opportunity for the reporter to respond to the feedback and 
say for example: “well I don’t think you really understood the significance of the report.” Or “I don’t think your 
response is satisfactory for various reasons.”  
 
That will certainly not occur unless the system is encouraging reporters and management to 
communicate in that way. Reporters need to specify when a response is required by, otherwise it will 
never happen 
 

PPT No. 72 
 
 
PPT No. 73 
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5. Reporting Systems 
Timing Session Explain/ Reinforce/Activity PPT Slides 

2. Systems must escalate- Means that if something is reported to a superior and they do not respond to you 
in a certain time, that report ought to escalate automatically to the next upper level in the hierarchy. If not 
responded to, it will go further up the hierarchy and in the end it will land on the screen of the CEO. So we 
need the commitment of the CEO to make this work. 
 
3. Rigorous auditing- Auditing sceptically. 
Auditing needs to include a process of testing the efficiency of the system – A Self Test. One such method is 
you feed in reports and see what happens. Either, feed in some serious reports and see what happens or at 
least take some random reports and follow them through and see what happens. 
We need to know what kinds of things have been reported and what is the response to those reports. 
 
4. Provide incentives to people who report  
Includes rewards for The most courageous report, the most inventive report, the most helpful report. 
 
5. Quotas on sites  
If none of the above 4 points work, then we may need to apply quotas. Examples may include stating to 
managers that we want at least one report a month out of them, or one or two reports a year out of your site 
If we are not getting any we are going to be asking why not. This method may be useful to kick start the 
system. 
 
 
 
 
 
 
6. Support the reporting system 

• Induction program to include WHAT/HOW of the system 
• Training program - educate all those employed and contractors what are the warning signs. 

 
7. Monitoring system to check system is working 
The implementation process and the use of the system are both monitored. The process is monitored to 
ensure that there are no barriers and obstructions to the process. 
 
8. Review/assess the system  
The final test for a system is its ability to provide what it was designed for. Review/assessment of the system 
requires the knowledge of intent and objective of implementing that system, some means of measuring that 
objective and the ability to determine from the measurement, whether the objective was achieved. 
 
9. Responsibility & Accountability defined and documented 
Develop, document and allocate clearly defined responsibilities and accountabilities, which applies to all 

PPT No. 74 
 
 
 
 
PPT No. 75 
 
 
 
 
 
PPT No. 76 
 
 
 
PPT No. 77 
 
 
 
 
 
 
 
 
 
PPT No. 78 
 
 
 
PPT No. 79 
 
 
 
PPT No. 80 
 
 
 
 
PPT No. 81 
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5. Reporting Systems 
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levels in the organisation. 
 
 
Background 
Employees won’t report unless they get quick action. Because they know if they report something and 
nothing is done about it, (for example an inappropriate procedure) or a response comes back that 
management does not really have the capacity to change that procedure, the reporter will simply work around 
it without reporting it. Therefore we need to have responsive systems for these things to work. 
 
There needs to be a system which will enable the work force to take out from those routine reports, to flag 
from those routine reports the issues they really want to draw to attention to management and introduce those 
issues into the incident reporting system.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 ACTIVITY 10. Turn to Participants Notes ACTIVITY 10 
Task: In your groups or individually list the appropriate actions required in your organisation to implement and 
or redevelop the 9 Incident Reporting System Features detailed below that will make it work? 
 
 
 

PPT No. 82 
 

 Session Summary Summary Report System 
 

• A properly functioning reporting system needs to ensure that the warning signs are picked up. 
Systems need to ensure other incidents are recorded and not just focusing on lost time injuries - and 
near misses, which include for example process upsets and routine end of shift reporting. A ‘mindful 
organisation’ would ask “What are you trying to communicate?” because it’s concern is to pick up 
exactly that kind of information. 

• Organisations need to ensure that warning signs are picked up properly, assessed and respond to 
the concerns to ensure they are not lost.  

• Having encouraged people to report ‘warning signs’ this session provided the 9 Features of a 
Reporting System and you were able to identify the actions your organisation needs to take to make 
it work 

• Through the activities you were able to review your incident reporting system, which included the 
types of incidents recorded, the training provided, how this training is provided, the perception of your 
incident reports by your employees, and the processes in identifying warning signs. 

 
 

PPT No. 83 
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6. Summary of Program 
Timing Session Explain/ Reinforce/Activity PPT Slides 

 Summary of Program PPT No. 84 
 Introduction This session will provide an overall summary of what it means to be a ‘mindful organisation’. You will conduct 

a review of each of the workshop activities and collate your actions into an ACTION PLAN for your 
organisation. You will also be provided with an assessment questionnaire for completion. 
Mindful Organisation Summary 
Action Plans 
Assessment 
Final Word 
 

PPT No. 85 
 

  Introduce Video/DVD 
 

PPT No. 86 
 

15.30 Mindful 
Organisation 
Summary 
Video/DVD 

Play Video/DVD until “Pause for Workshop Activity”. 
 

 Action Plans Having covered the issues of a ‘mindful organisation’ in the workshop it is imperative you develop an ACTION 
PLAN for yourself and your organisation. 
 

 

 ACTIVITY 11. Turn to Participants Notes ACTIVITY 11 
Review each of the ten activities and together with any other key points collate into an ACTION PLAN 
Review results of completed Action Plans and discuss. 
 

PPT No. 87 

 Assessment To complete the workshop and issue a certificate of attendance the participants need to complete an 
assessment questionnaire. 
Handout questionnaire 

PPT No. 88 
 

 Final Word Introduce Video/DVD 
 

PPT No. 89 
 

 Video/DVD Play Video/DVD  
 

 Close Conclusion of workshop 
Request participants complete the Workshop Evaluation Form 
Issue Evaluation Forms 
 

PPT No. 90 
PPT No. 91 
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VIDEO/DVD SCRIPT 
 
The script is provided to assist the facilitator in customising the program to suit their 
environment. Where an ACTIVITY is scheduled for the participants, this is highlighted. 
 
Introduction  
 
Since the start of the Industrial Revolution we have faced the continuing problem of 
accidents in the workplace - accidents that cause deaths, injuries and immense costs to 
companies. A great deal of study has gone into trying to understand the causes of 
accidents. And the conclusions are all very similar, depressingly similar. 
 
High Reliability Organisations 
 
And so a recent line of enquiry takes a different tack by examining organisations with 
excellent safety records to see what we can learn from them. There are indeed large 
organisations operating in high-risk environments without anything going wrong. These 
organisations have been described as high reliability organisations. 
 
One example is U.S. nuclear power stations. However, these weren’t always high reliability 
organisations. The 1979 accident at the Three Mile Island plant in Pennsylvania certainly 
didn’t happen in a high reliability organisation. 
 
But since that accident the nuclear industry in the U.S. realised that another accident of that 
nature would mean the end of the entire industry. So they became acutely focused on the 
need to avoid any kind of significant accident in the nuclear industry. And they really do 
function now with remarkable reliability. 
 
American nuclear powered aircraft carriers provide another example of high reliability 
organisations. One particular aspect of the carrier’s activities, which seems remarkably 
reliable is the way, aircraft take off and land, largely without accident. 
 
There have been one or two accidents but when you think of the number of take offs and 
landings that occur in succession, the record is remarkable. When landing occurs on an 
aircraft carrier, the aircraft come in and they have to be caught by an arrestor wire, if the 
arrestor wire misses then they will go into the sea unless they are very careful. And to avoid 
that possibility they have to be actually accelerating at the moment of touch down, just in 
case the arrestor wire misses them. 
 
That gives you a sense of just how critical all this is and how easy it is for things to go 
wrong. But the fact is things almost never go wrong on the deck of an aircraft carrier. 
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Collective Mindfulness  
 
So a great deal of analysis has gone into the intriguing question “what is it about these 
organisations that seem to make them so reliable” and the explanation lies in the concept of 
collective mindfulness.  
 
Now this is not just about individuals being mindful; it is also about the organisation having 
characteristics, which encourage the mindfulness of everybody. It’s about having 
procedures which encourage mindfulness. These are organisations that worry constantly 
about failure.   
 
The challenge then is how to be a ‘mindful organisation’? I would like to suggest to you that, 
in principal, the answer is quite simple, although in practice it may be another matter.  
 
The basic findings of almost all major accident research, is that prior to the accident there 
are always warning signs which, had they been responded to, would have averted the 
accident. But they weren’t, they were ignored. Mindful organisations are ones, which attend 
to these warning signs. It is this, which enables them to function with such high reliability. 
 
Unfortunately there are many examples where organisations have failed to act on such 
warning signs. I want to give you a few examples of that just to make the point in a dramatic 
way. In 1996 the Gretley Coal Mine in NSW suffered an accident in which four men 
drowned. 
 
They had been mining towards old abandoned flooded workings. And water was seeping 
out of the mine face, which should have been an indication that they may have been 
dangerously close to old flooded workings. They ignored those warnings and continued 
mining and broke through into the old workings and a vast amount of water came in and 
four miners were killed.  
 
Another example concerns the explosion at the Esso Longford plant in Victoria that killed 
two men and cut off gas supplies to the city of Melbourne. The explosion occurred after 
operators had lost control of the process. A high-pressure vessel became dangerously, 
brittle with cold and shattered when operators tried to warm it up. A month before there was 
a similar cold temperature incident, which was a very clear warning that the process was 
out of control.  
 
Fortunately there was no explosion on that occasion, but no further action was taken. Had 
that incident been responded to, had that warning been responded to, the accident a month 
later would not have occurred. 
 
This is unfortunately a very typical story; there are always such warnings, which are missed 
for a variety of reasons. Mindful organisations don’t miss these signs. 
 
 
 
 
 
 
 
 

Pause for Workshop Activity 1. 
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Some organisations operating in high-risk environments do so without anything going 
wrong. These organisations have been described as high reliability organisations. 
 
Being a high reliability organisation is associated with the concept of mindfulness – 
collective mindfulness 
 
Organisations that are collectively mindful are very successful in avoiding disaster, but 
ironically: 
• They are wary of success,  
• They worry about the fact that success may breed complacency. So they worry about 

the possibility of complacency setting in.  
• They are very alert to any kind of warnings of danger. Any kind of warnings that things 

might be going wrong.  
• They use audits as an opportunity to worry about failure rather than as an opportunity to 

celebrate success, which is the way so many corporate audits function. 
 
Gretley and Longford are two striking examples where warning signs were ignored. These 
organisations were not certainly operating mindfully.  
 
Prior to any major accident there are always warning signs which, had they been responded 
to, would have averted the accident. But they weren’t, they were ignored.  
 
 
 
 
 
 
 
 

PAUSE FOR BREAK 

 
 
 

Pause for Workshop Activity 2. 
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Culture of Denial  
 
So we see that some organisations operate as high reliability organisations. Other 
organisations do not- warning signs are ignored. My question is why are warnings ignored? 
And the basic answer is that there is a culture of denial in many organisations - A culture of 
denial, which is functioning to suppress the significance of warnings. 
 
What do we mean by culture? Whenever the word culture is used, it’s important to 
understand just what the word refers to. 
 
And what I am referring to when I speak of culture here is a series of beliefs. It’s a series of 
four beliefs, which enable people to dismiss the significance of warnings.   
 
First Belief: IT CAN’T HAPPEN HERE 
 
The first one is the belief that it can’t happen here.  
 
If we go to the Gretley story again there was a belief that it can’t happen here. They would 
have said “We know about these hazards. We know about the dangers of flooded old 
workings. But we know it not a problem here because we have got it under control”. 
 
How do we know we have this under control? Well we have some maps from New South 
Wales Mining Department and they indicate we are at least 100m away from those old 
workings. So we know that the water, which is seeping through the mine face can not 
possibly be an indication of danger because we know we are not in danger.  
 
And that unfortunately is a very common response, to a warning sign.  
 
Ok. We know about the hazard. But we have a control in place. So we know we can dismiss 
that warning sign.  
 
The point about warning signs is that they are always ambiguous. If they weren’t 
ambiguous, then we’d know how to respond to them. It’s their very ambiguity, which 
enables us to invoke multiple interpretations and to find an interpretation, which allows us to 
dismiss them.  
 
Ok. So that’s the first belief – it can’t happen here. 
 
 
 
 
 Pause for Workshop Activity 3. 
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Second Belief: INTERMITTENT SIGNS  
 
The second belief is about intermittent signs.  
 
Warning signs are often intermittent. It’s a very interesting fact about human psychology 
that we are far less inclined to take seriously signs, which are intermittent. 
 
Let me make the point this way. If you think about the way you respond when your car fails 
to start on a cold morning. You think something’s wrong. You go to work some other way. 
You come home at the end of the day, and you try to start your car. And it starts. And you 
think good, the problem’s gone away. Well of course it hasn’t. As we know it will come back 
to bite you on some other occasion. But because it’s intermittent there is a strong tendency 
to dismiss it. 
 
I think it is important to make that point about the way we all think because the way in which 
the miners at Gretley thought is otherwise so extraordinary as to be outrageous. Their 
response was, well we can only see the water coming out when we are not mining, when 
everything is still, we can see the water trickling out of the mine face. When the mining 
machinery is churning up mine face and at the same time is spraying water to suppress 
dust, we can’t see water trickling out of the mine face. 
 
And so intermittent, out of sight out of mind. Nothing at all rational about that. Absolutely 
nothing. But that’s the way in which people think. So intermittent warning signs are 
particularly dangerous. 
 
Another example of that is the Moura Mine explosion, in Queensland in 1994. In that case, 
spontaneous combustion was occurring underground. Coal was burning somewhere 
underground. This gives off distinctive smells and these smells were being detected from 
time to time. But only intermittently. When the safety officers reported these smells, 
managers would go underground and try and smell the same smell and when they failed to 
detect it they would simply dismiss the report and assume that somehow somebody had 
made a mistake. If they couldn’t smell it, it couldn’t be a problem. Eventually the burning 
coal triggered a methane gas explosion. 
 
So intermittent warning signs are a particularly problematic form of warning. 
 
 
 
 
 
 Pause for Workshop Activity 4. 
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Third Belief: TENDENCY TO NORMALISE EVIDENCE  
 
The third aspect of the cultural denial is the tendency to normalise the evidence. 
 
Now as I said, warnings can be interpreted in a multiple of ways. And we can either 
interpret them as a sign of danger or we can find some other way to interpret them. And 
there is a very strong tendency to look for other ways to interpret these things which are 
benign and which will enable us to ignore the hazard in question.  
 
So at Gretley when the safety officers were underground, on a couple of occasions, they 
observed water coming out of the mine face. One of them was sufficiently concerned about 
this to write it up in his end of shift report. He wrote the coal seam is giving out a 
considerable amount of water. The mine safety officer wasn’t entirely sure of the 
significance of the water. But he knew that it was sufficiently out of the ordinary to warrant 
to being written up in his end of shift report. In so doing he is drawing it to the attention to 
his supervisor, his manager.  
 
What does his manager do? His response is, well this is a naturally wet mine, which it was, 
so we would expect water to be coming out of the mine face, so we can ignore this report. 
He didn’t, by the way, tell the safety officer that was what was going on in his mind, he just 
simply ignored the report. His thought processes are understandable.  
 
He was taking advantage of the ambiguity in how you understand those warning signs to 
assume normality. 
 
But this wasn’t the only occasion on which a safety officer made that report. Another one, 
on another occasion noted that there was a trickle of water coming out of the mine face. 
Again, he wrote this up in his report. Again, this is of sufficient concern to be written up. The 
manager considered this and he said to himself, but not to anybody else, until he said so at 
the enquiry,  he said to himself, it’s not squirting out of the face like a water pistol under 
pressure and therefore I can ignore it. If it had been coming out under pressure perhaps, I 
would take it seriously, but because it isn’t coming out under pressure, I can ignore.  
 
So again, he was normalising the trickle and making use of the ambiguity to assume 
normality, to assume this was what we would expect in these circumstances. So you can 
see the subtlety of what I am talking about. These are subtle judgements that are being 
made, but they accumulate over time into a totally erroneous picture of what is happening. 
And they accumulate into a justification for ignoring those signs, which one would have 
hoped would have been taken more seriously. 
 
 
 
 
 
 

Pause for Workshop Activity 5. 
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Fourth Belief: ONUS OF PROOF  
 
A fourth aspect of the cultural denial is the onus of proof.  
 
When we have an ambiguous warning sign where does the onus of proof lie? Should it be 
with the people who are drawing attention to the warning sign? And should we assume that 
the situation is safe until they have made the case that no it is dangerous? Or should we, 
once the warning sign has been drawn to our attention, should we assume it is dangerous 
until we can prove that it is safe? 
 
Clearly we want the latter, we want to assume dangerous until proven safe. Until we do 
further work to prove safe. Unfortunately, it is usually the other way around. It is assumed 
safe until further evidence comes to the fore to prove that it is dangerous. 
 
In the case of Gretley finally, they got to the point of saying to themselves we better do 
something about this. Let us drill ahead of where we are working, to see if we are closer to 
the old workings than we think we are. But we will start the process of drilling ahead in two 
weeks time. And it was during that two weeks that they broke through.  
 
So up until that point they had been taking the view we will assume safe until something 
else proves to us that it is dangerous.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PAUSE FOR BREAK 
 
 

 

Pause for Workshop Activity 6. 
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Culture of Denial: Group Think 
 
There is final aspect of the cultural of denial, which I haven’t mentioned so far, but which I 
want to now mention, it is the idea of GROUP THINK. This is not strictly speaking a belief. It 
is more of a psychological process. It is about how decisions get made.  
 
When we make decisions in large groups, we don’t expect unanimity we are quite happy to 
take a vote and for a majority decision to prevail. But when we have small groups, and by 
small I mean anything up to five, six, seven, eight there is a presumption that decisions will 
be unanimous.  
 
Now there is nothing logical but it is the way we tend to operate in small groups. I guess it is 
about the social dynamics. We don’t want to rock the boat. We don’t want to generate 
friction between members of what is in some respect a social group.  
 
Now this is very important because a lot of these ambiguous warnings signs I am talking 
about, when they occur, the organisation will assemble a small decision making team to 
make some judgement about the significance of these warning signs. And these small 
decision making teams are very subject to a process called group think, which is the 
process whereby enormous social pressure is brought to bear on anyone whose views 
diverge from the majority or diverge from the dominant person in the group.  
 
So if the dominant person in the group or dominant people in the group are propounding a 
certain way of interpreting the warning signs, then the doubters are absolutely silenced by 
that process of group think that I have been describing. 
 
There is one lovely example where it didn’t happen like this, which I came across in a 
Northern Queensland coal-mine. They had some warning signs, gas readings which were 
ambiguous, they could have meant that there was spontaneous combustion occurring 
underground, or they might have been subject to some other interpretation. 
 
In accordance with the safety management plan the manager assembled an incident control 
team which consisted of the mine manager, one or two other people from the mine and an 
external union safety official, a paid union safety official.  
 
The view amongst the mine team was that these signs could be dismissed but the union 
official’s view it was – no, we need more information, we can not simply assume all is well. 
 
We need to get an expert gas analyst to look at these figures and give us some feedback 
on what is actually going on in this mine.  
 
And so because he refused to cave in to the dominant view, the management accepted his 
view and went and got this additional analysis from the gas expert. And the gas expert said, 
you are sitting on a bomb. This thing is going to explode within twenty four hours unless you 
act straight away and pump inert gas into this mine straight away. They did, so it was a very 
near thing. 
 
The point of this story is that there was one person in this group, the external mine official 
who had a structural basis to stand up against the dominant decision making process in that 
group.  
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In a sense, he was naturally protected against the group think processes which were 
occurring. And I think it is a very interesting example because what it suggests is the need 
to ensure that somebody in the group is empowered to disagree. 
 
One way of doing this is to define someone in the group as the devils advocate. That 
person’s job is to argue against the dominant consensus and not to simply cave in. Their 
job is to argue against the dominant view, which is normally that the situation is safe and if 
the rest of the group wants to dismiss that devils advocate view, they can do so. 
 
But they do so with reason and in a conscientious way. And that way you are much more 
likely to get conscientious decision making and you are likely to overcome that process of 
group think that I have been talking about. 
 
 
 
 
 
 

Pause for Workshop Activity 7. 
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Summary 
 
So in summary why are warnings ignored? 
 
I believe there is a culture of denial that consists of at least four beliefs:  
1. A belief that “it can’t happen here”. 
2. A tendency to dismiss intermittent warning signs 
3. The tendency to normalise the evidence 
4. The assumption that it is safe until it is proved dangerous – that is the onus of proof 

issue.  
 
And the final factor is that of:  
 Group think - the suppression of contrary views.  

 
There are other accidents that I want to use to demonstrate some of these processes of this 
culture of denial. 
 
These are the space shuttle disasters, Challenger and Columbia.  The Challenger accident 
occurred in January 1986 killing seven people.  The safety of Challenger’s booster rockets 
depended upon some O-Ring seals. And it had been known that those O-Ring seals, 
tended to fail when launching at low atmospheric temperatures. 
 
They had partially failed on a number of occasions prior to January 1986. On these 
occasions the first O-ring had failed, but the second, back up ring had come into operation 
and had done the job. This failure had not been expected, but nothing worse followed, so 
the failure had come to be seen as normal – it had been normalised. 
 
But at the launch on January 1986 the atmospheric temperatures were even lower than 
previously; below freezing. But the normalisation which had taken hold in that environment 
persuaded managers that this was likely to be like any other launch, and likely to be safe. 
So the warnings of danger were dismissed. 
 
There was actually an intense debate within one of the decision making groups and the 
onus of proof issue became very relevant. The managers were asking the engineers: can 
you prove that the O-Rings will fail at these low temperatures? And the engineers were 
saying, no we can’t prove that they will fail. We are worried about the possibility of failure. 
But we can’t prove that they will fail 
 
And the managers said: well, unless you can prove to us that they will fail, we will assume 
that they won’t fail, because they have never failed in the past. So Challenger demonstrated 
both of those things I have been talking about.  
 
The normalisation of warning signs and this extraordinary tendency to put the onus of proof 
on the ambiguous warning signs to prove that something is wrong. 
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Then, seven years later in February 2003 the Columbia Space Shuttle disintegrated on re-
entry killing seven astronauts. This tragic accident serves as another example of these 
processes. It is quite extraordinary that NASA seemed to have learnt so very little because 
Columbia failed not in the same way but in an entirely analogous way to the way Challenger 
failed.  Chunks of foam were falling off the booster rockets on every launch. 
 
They were hitting the space shuttle and creating a hazard for the space shuttle. But 
because nothing previously had ever gone wrong it was assumed nothing would on this 
occasion, even though a particularly large chunk of foam had fallen off. And on this 
occasion it proved to be disastrous. The damage to the shuttle was so great that it broke up 
on re-entry. 
 
So this is yet another example where things are going wrong which should have been 
treated as a warning sign that all was not well. Instead, they were normalised because 
NASA got away with it on so many occasions in the past. 
 
So far we have covered some of the problems, some of the beliefs and processes, which 
facilitate the dismissal of warning signs and one or two of the things we might do about it. 
The reason why this culture of denial is so powerful is that if those warning signs are taken 
seriously it usually means production will have to be halted- or interfered with in some way. 
 
This is an unwelcome cost to the company.  
 
This is why there is such a strong tendency of a culture of denial to come into play  
 
 

PAUSE FOR BREAK 
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Reporting System  
 
So how can companies design a system, which will ensure that these warning signs are 
picked up properly and properly assessed? I believe the key to this is the reporting system. 
A ‘mindful organisation’ is one, which has a properly functioning reporting system, which will 
pick up these warning signs. 
 
Now if you think about what’s wrong with some of the incident reporting systems in use 
today, one of the problems is already obvious. Most incident reporting systems focus very 
much on lost time injuries- and near misses, which have the capacity to generate a lost time 
injury. 
 
Other things, which are not seen as having the potential to cause lost time injuries, for 
example process upsets in process plants, are not recorded, and not entered into incident 
reporting systems. So it’s important to design a reporting system, which is going to make 
sure that we are picking up that kind of warning information, which goes beyond lost time 
injury. 
 
The other point is that quite a number of organisations have routine end of shift reporting 
systems which are indeed picking up the warning signs but nothing is being done with them.  
This happened at the Gretley Mine where the end of shift reports by Safety Officers were 
picking up clear warning signs but nothing was being done with them. 
 
A similar thing happened at the ESSO Longford Plant. The operators had completed end of 
shift logs and here are some of the comments from the Longford Reports. “This certain 
piece of equipment is very cold, could not find a reason why or how it warmed up.” 
 
That’s a statement made by one of the operators, basically saying the system is out of 
control; something going wrong here; I don’t understand what is going wrong; and he writes 
a comment about it in his end of shift log. In retrospect that was a very, very significant 
warning, a precursor event to what subsequently happened. There were also much more 
direct kinds of comments in the logs, like “mayhem”. Now when operators are prepared to 
write that in their end of shift logs, when operators make those sorts of comments, they 
mean something. You don’t know what they mean but they mean something, and an 
organisation which is a ‘mindful organisation’ would be concerned to find out what these 
operators are trying to communicate.  
 
A ‘mindful organisation’ would ask: “What are you trying to communicate”, because its 
concern is to pick up exactly that kind of information. Now those were paper end of shift 
reports and the problem with paper reports, especially ones filled out the end of every shift, 
is they are rapidly superseded by the next shift’s report and unless they’re responded to 
straight away they’re lost and gone forever. That’s typically what happens.  It happened at 
Longford and it also happened at Gretley; it’s a very common story.  
 
The warning signs were there but it was not picked up and responded to. 
 
 
 

Response to Warning Signs 
 

Pause for Workshop Activity 8. 
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The essence of this whole program is to ensure warning signs are picked up properly and 
assessed. 
 
The reporting system must respond to concerns and ensure they are not just lost and never 
responded to and the system must direct attention to major hazards in the way that many 
incident reporting systems don’t do. We need systems which will move information up the 
hierarchy 
 
In addition, management must try and focus the attention of its workforce on what it is that 
they want reported in the particular environment. What are the warning signs in this 
context? Because they won’t be the same in some other context. In this context what are 
the warning signs? And having encouraged your people to report those kinds of things what 
are the features of a reporting system that will make it work? 
 
 
 
 
 
 
 
 
 

Pause for Workshop Activity 9. 
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Summary of Program 
 
Some organisations operating in high - risk environments seem to do so without anything 
going wrong. And these organisations have been described as high reliability organisations 
 
High reliability organisations are successful because: 

 they are wary of success, they worry about the fact that success may breed 
complacency. So they worry about the possibility of complacency setting in.  

 they are alert to warnings of danger -  any kind of warnings that things might be 
going wrong.  

 they use audits as an opportunity to worry about failure rather than as an opportunity 
to celebrate success, which is the way so many corporate audits function. 

 
Prior to any major accident there are always warning signs which, had they been responded 
to, would have averted the accident. But they weren’t, they were ignored.  
 
Very often there is a whole culture of denial operating to suppress these warning signs, 
 
It’s really management that must try and focus the attention of its workforce on what it is 
that they want reported in a particular environment. What are the warning signs in this 
context? Because they won’t be the same in some other context.  
 
And having encouraged people to report those kinds of things, and what are the features of 
a reporting system that will make it work? 
 
 
 
 
 
 
 
 

Pause for Workshop Activity 10. 
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Conclusion – What it Means to be a Mindful Organisation 
 
So what is this system that I have outlined all about? In essence it is about generating a 
conversation within the organisation about the significance of ambiguous warning signs. 
Lots of things will be dismissed for good reasons, but some others will need to be taken 
forward. All this requires debate.  
 
What we need is a system, which will focus attention on these things, get them debated in a 
conscientious way and responded to in a conscientious way. And essentially that’s what it 
means to be a ‘mindful organisation’ – to be aware of what might go wrong. It’s also, by the 
way, what it means to be a learning organisation. 
 
Finally, I have a good news story. Managers often say to me, look we try so hard to identify 
the hazards before hand, but we can’t be sure we’ve got them all. And my response is, look 
it doesn’t matter if you miss a few because there will always be warning signs that will 
surface before things go wrong. If you have a system, which is going to pick those up, then 
you will be averting disaster.  
 
So it doesn’t matter if you don’t get it exactly right in the first place because you will pick up 
the warning signs and correct those problems before disaster strikes. 
 
 
 

END OF SCRIPT 
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ASSESSMENT QUESTIONS 
 
Question 1 
 
What is it about organisations that seem to make them so reliable?  
 
The explanation lies in the concept of ………………………………………. 
 
 
Question 2 
 
Place an X against the specific characteristics of organizations regarding collective mindfulness 

 They put investigation teams together after an incident. 

 They worry about the fact that success may breed complacency 

 They organize regular team meetings 

 They use audits as an opportunity to celebrate success; 

 They are very alert to any kind of warnings of danger 

 They use audits as an opportunity to worry about failure; 

 They are wary of success; 
 
 
Question 3 
What are the four beliefs of a Culture of Denial? 
 
 
 
 
 
 
 
Question 4 
What are some of the symptoms of Groupthink? 
 
 
 
 
 
 
 
 
Question 5 
What are the characteristics of a ‘mindful’ reporting system? 
 
 
 
 
 
 
 



 

 

 
ASSESSMENT ANSWERS 
 
Question 1 
 
“What is it about organisations that seem to make them so reliable?” The explanation lies in 
the concept of Collective Mindfulness 
 
Question 2 
 
Place an X against the specific characteristics of organizations regarding collective 
mindfulness 
 

 They put investigation teams together after an incident. 
 They worry about the fact that success may breed complacency 
 They organize regular team meetings  
 They use audits as an opportunity to celebrate success; 
 They are very alert to any kind of warnings of danger 
 They use audits as an opportunity to worry about failure; 
 They are wary of success 

 
Question 3 
 
What are the beliefs of a Culture of Denial? 
 
1. A belief that “it can’t happen here” 
2. A tendency to dismiss intermittent warning signs 
3. The tendency to normalise the evidence 
4. The assumption that it is safe until it is proved dangerous – that is the onus of proof 

issue. 
 
Question 4 
 
What are some of the symptoms of Groupthink? 
 
♦ Having an illusion of invulnerability  
♦ Rationalizing poor decisions  
♦ Believing in the group's morality  
♦ Sharing stereotypes which guide the decision  
♦ Exercising direct pressure on others  
♦ Not expressing your true feelings  
♦ Maintaining an illusion of unanimity  
♦ Using mind-guards to protect the group from negative information 
 
Question 5 
 
What are the characteristics of a ‘mindful’ reporting system? 
 
To make it work the following are required: 

 written feedback 
 reporters specify when a response is required  
 the system must escalate 
 the system needs rigorous auditing 
 incentives must be provided to encourage reporting 
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EVALUATION 
 

Thank you for your participation in, and contribution to, this 
workshop. We would appreciate some feedback, so please 
take five minutes to make some brief comments below. 

 
 
1. How did the workshop meet your expectations? 
 
 
 
 
 
 
 
 
 
 
2. Have you improved your skills through your participation? 
 
 
 
 
 
 
 
 
 
 
 
3. Which aspects of the workshop did you find most helpful? 
 
 
 
 
 
 
 
 
 
4. Would you like to suggest any changes? 
 
 
 
 
 
 
 



 

 

 
 
 

 
 
 
 

 
 

THIS CERTIFICATE IS PRESENTED TO 
 

<Participant’s Name> 
 

On successful completion of the following course: 
 

Creating a Mindful 
Organisation 

 
Conducted on 

 

<Date of Completion> 
 

 
 
 
 
 
 
Facilitator’s Name:               <Facilitator’s Name> 
 

Signature: _______________________ 
 
 
Date of Completion: <Date of Completion> 
 
 



 

 

 
 
 

 
 
 
 
 
 

CREATING A MINDFUL ORGANISATION 
 

 
This is to certify that 

 
 
 

<Participant’s name> 
 
 
 

has successfully completed the 
 
 

Creating a Mindful Organisation Workshop 
 
 

on 
 
 

<Date> 
 
 
 
 
 
 
                     Facilitator’s Name:      <FACILITATOR’S NAME> 
 
                     Signature: ______________________ 
 



 

 

 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

END PAGE 


