Conclusions

A choir stands on the podium, ready to perform Mozart’s Requiem in
front of an expecting audience. The conductor enters the hall and finds
his place in front of the singers. He turns to the audience and acknowledges their applause. Then he gives his full attention to the choir,
and provides them the tone from which they are supposed to start.
Normally, the singers would adopt that tone immediately, and get ready
for the task ahead. This time is different, because most of them immediately sense that the tone the conductor has given them is far too deep.
Instant unease spreads among the members of the choir. If they follow
the instruction and start the performance from that tone, this will end
badly. The conductor himself does not note the hesitancy and confusion
among the singers. He is unaware that he has made a mistake. What
happens in the next second or two will determine whether the performance goes well or not. One or more of the singers need to step forward and intervene in order to stop the chain of events set in motion
by the conductor’s mistake. If none of them does so, they will soon be
in the middle of a painful Mozart performance, unpleasant to their own
ears and to those of the audience. There is no time to think the matter
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through, so either somebody makes an impulsive and discreet intervention, or they follow the conductor’s directions into sour singing of
Mozart.
This critical moment in a concert hall is a miniature example of
how human fallibility can affect the quality of what people are trying
to achieve together. Excellence in this performance depends on the
detection of error, and an initiative to halt the course of events it sets in
motion. Musicologist and conductor Mette Kaaby sees it as a nightmare
situation, one that should not happen but may nevertheless be a reality. “A performance of Mozart’s Requiem is all about collective precision. The choir and their conductor has put down hundreds of hours
of practice together, to get the details exactly right. They are supposed
to breathe, move, and sing together as one entity. The conductor needs
to be sensitive to what happens among the choir members, and should
be able to note signs among them that something is wrong. When that
does not happen, it can create a musical crisis.” (Kaaby, 2016).
The narrative about the conductor and the choir builds on an event
that actually took place in a concert hall. What happened next was that
one singer saved the day by discreetly correcting the tone from the conductor. The other singers started from that new tone instead, and the
performance went well. There was a barrier system in place to stop the
conductor’s initial mistake from developing into a collective breakdown
in the form of bad singing. The narrative also highlights other dimensions of coping with fallibility at work, as will emerge in the concluding
reflections below.
This book has addressed how individuals, groups, and organizations can handle fallibility at work. It has highlighted how mistakes are
not necessarily bad, since they can generate breakthroughs in innovative processes. Kaaby explains how there can be musical contexts where
starting from a mishit tone can generate unexpected new dynamics
among musicians. You open the wrong door, and explore what you find
there, rather than turn around and insist on opening the door you were
planning to open in the first place (Kaaby, 2016). Even in cases where
mistakes lead to a bad outcome, there can be important learnings to

Conclusions   149

draw from them, insights into how it is possible to do things differently
and better the next time.
These closing remarks will identify three main categories of understanding to which the book contributes. Bringing together narratives and theory has provided insights regarding fallibility at work
and (1) self-understanding, (2) process understanding, and (3) ethical
understanding.

Self-Understanding
“Know yourself ” is the Socratic motto introduced at the beginning of
the book, and self-understanding emerges as a crucial component in
preparing individuals for work setting where people make mistakes.
It starts in childhood, where the scope of action boys and girls get to
explore the world crucially affects their ability to cope with risk and
adversity as adults. It matters how tight and wide the safety net is. If it
is everywhere and protects the children from anything that might harm
them, crucial learning opportunities are likely to be lost. Risky play is
a key component in a stoical program to make children autonomous,
resilient, and able to bounce back from failure.
The process of getting to know yourself can take an inward direction,
where the aim is to figure out what really matters in your own life, but
also an outward direction, where you take in the extent to which you
depend upon other people to thrive and do well. The narratives in this
book demonstrate how dependent we are on colleagues to take action
and intervene in critical quality moments. They illustrate that we are
relational beings, to a stronger degree than we perhaps are aware of and
acknowledge. The choir narrative resembles those from aviation, healthcare, and industry about events that are likely to end badly unless there
is an initiative from someone close to the decision-maker. Individuals
who do take such steps tend to see themselves as agents rather than
pawns, as beings with a responsibility and a scope of action to make a
positive difference to the ways things turn out. They do not see themselves as spectators, but rather as participators in the processes that
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affect how things turn out. It also matters whether people consider
themselves to have a growth mindset or one that is fixed and inflexible.
Only the former approach a difficult situation, or even a failure, with
the attitude that they can learn something from it.
Some of the narratives in this book are about ambitious individuals
who want to demonstrate to themselves and their surroundings that
they are independent and can manage difficult tasks on their own. The
chapter on help discussed the reluctance some people—and men to a
higher degree than women—have towards asking for support from others. We have seen that the actual social cost of asking for help tends
to be lower than it is been perceived to be. The normal outcome may
even be a social gain. You are likely to be considered more competent if
you seek support in the process of performing a complex task, not less.
These findings are important to convey to doctor students and others
who enter working life with the assumption that they are supposed to
tackle obstacles and deal with complexity on their own.

Process Understanding
A common feature in the self-understanding of professionals who partake in the narratives in this book is that they grasp the extent to which
they depend on the activities of other people to do well at work. It is
an attitude towards self and others that also give direction to process
understanding, in that it emphasizes teamwork and collaboration rather
than separate individual efforts. We can define it further by appeal to
three components of a team oriented, collaborative process understanding. Dealing constructively with fallibility depends on:

A Barrier System
Reason’s barrier model explains how mistakes can be detected and
stopped from developing into accidents through the use of technological devices, rules and checklists, and human interventions. This book has
highlighted the latter barrier element. People need to speak up when they
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sense that something is wrong, or somebody has made a mistake. The psychological phenomena of the sunk-cost fallacy, the bystander effect, and
confirmation fallacy can make them hesitate, and thus pose a threat to the
robustness of the barrier system. In the choir narrative above, there can be
a bystander effect, in that many singers are present, and each of them may
think that they only have a minor responsibility to intervene, and doubt
their own judgement and assume that maybe it is only they who perceive
the tone to be too deep. A confirmation trap can also be in place, if the
conductor has a good reputation and no previous history of giving misleading instructions. The singers will then tend to expect the next instructions he gives to be correct, and neglect information to the contrary.

Countering Passivity
We have seen that a major process challenge in many work contexts is to
counter passivity among those who are witnesses to mistakes. One obstacle is the well-documented phenomenon of omission bias, or of having a
higher tolerance for bad outcomes of passive mistakes than for bad outcomes of active mistakes. A dominant assumption is that doing something
that you should not have done is a more serious mistake than refraining
from doing something that you should have done, even when the outcomes
are more or less equally bad. When choir members experience that a conductor gives them the wrong tone, they can intervene at the risk of making
an active mistake, or remain silent, at the risk of making a passive mistake.
The most common approach in work settings appears to be the latter.
The chapter on Søbakken nursing home conveyed the need to balance
risk and find a middle ground between moral hazard, where the decisionmaker feels insulated against any negative consequences of his or her
own actions, and moral paralysis, where the decision-maker feels that the
entire burden of the negative consequences will fall on him or her. The
latter phenomenon is under-discussed in research on risk-taking at work,
even though it appears to affect work processes both in childcare and education, and in the treatment of elderly people. In both domains, moral
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paralysis can lead to passivity and unhealthy, professionally imposed
restrictions on the scope of action for young and old people. Moral paralysis can occur in a range of other work settings, when employees choose
passivity because they are afraid of making an active mistake, and thus
end up making a passive mistake instead. One key contribution of this
book—both in theoretical and practical terms—is to draw attention to
the often unacknowledged and problematic tolerance for passive mistakes.
Other sources of passivity are the systems of holding back that make
people into spectators in situations where they could have made a positive difference even by making a microscopic effort. In organizations,
it makes sense to challenge systems of holding back, and be aware that
they are tenacious. One colleague may assume about another that he or
she would never be supportive in a critical situation, and the other may
assume the same in return. The result is that none of them steps forward
to help the other and both lose. It is possible to reveal those assumptions to be false, and move beyond them, but the systems of holding
back are never overcome once and for all, but tend to reappear in new
guises. This means that employees and leaders need to be alert to them,
and take active steps to challenge the passivity they bring. In order to
foster active engagement, we can appreciate, reward, and celebrate personal initiatives in critical quality moments.

Psychological Safety
The two doctors interviewed in chapter five both exemplify how openness
about previous failures and mistakes can be a source of significant professional learning. When colleagues sit down together to analyze events that
have not gone according to plan, with negative consequences, they build
up a richer repertoire of possible responses to future events of the same
kind. A precondition for honest conversations about one’s own mistakes
is psychological safety. The participants need to sense that what they have
to say will not be used against them. There is a shared assumption that
it is safe to be open about one’s own experiences in not getting things
right. The threefold definition of trust is also relevant as a component in
this kind of safety. The person who shares the details of the mistake must
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believe that the recipients have the ability, benevolence, and integrity to
use the information constructively. Narratives about mistakes make the
narrator vulnerable, since it is likely that the information they contain
can be used against him or her. Leaders have a particular responsibility for
creating the psychological safety that makes the sharing of mistakes possible, by offering protection against repercussions. When done constructively, the emphasis is on the causes of why things went wrong and what
can be done better next time, and not on attributions of blame.

Ethical Understanding
The narratives about fallibility at work also provide a source for ethical understanding. Events at Søbakken nursing home serve as an illustration of the extent to which the ethical emphasis in an organization
should be on avoiding harm or on doing good. The leaders Borvik and
Norlin shifted the attention from the former to the latter, thus prioritizing the residents’ wishes for more activity and coming closer to life over
protective measures. Creating awareness about the distinction between
prescriptive and proscriptive ethics is in itself valuable, since it can generate rich discussions about priorities in the workplace.
One outtake from what doctor Westad told me is that it can make
sense to immediately acknowledge a mistake, in order to stop victims
from wrongfully blaming themselves for a terrible outcome. Both doctors
who contributed to the discussion of learning from failure in healthcare
see open talk about past mistakes as a genuinely future-oriented initiative, when it is motivated by a wish to learn and do better next time.
An ethics of fallibility can have a normative component, addressing
how one should respond to mistakes at work, and a descriptive component, focusing on explanations of moral misconduct. Normative input can
come from duty ethics and consequentialism, traditions that differ in their
emphasis on whether moral qualities like respect, honesty, and fairness are
more important than maximizing good outcomes. Descriptive input can
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come from studies in moral psychology that aims to explain why people
engage in moral misbehavior. The two components can come together in a
stance on forgiveness, or on the extent to which people who have morally
misbehaved deserve to get a new chance. We have seen that this can be an
ongoing and concrete issue, as in the turnaround at Norsk Gjenvinning
and in the aftermath of the Icelandic financial crisis. One of the main findings in studies in moral psychology is that situational aspects have more
predictive power than personal aspects, or that circumstances tend to influence behavior more than character. This tendency provides us with a general reason to forgive people for their misdeeds, since it raises doubt about
the sharp distinction between good and bad people. It may be reasonable
to expect some sort of confession or admitting to a moral mistake for forgiveness to take place. The parting idea in the final chapter of the book is
that the process of forgiving (a normative endeavor) can be informed by
insights from research in moral psychology (a descriptive endeavor).
Fallibility is a feature of human endeavors that we must learn to cope
with, and the discussions in this book indicate that we can generate excellent outcomes together by realizing that we are relational, interdependent
beings. Each individual depends upon others for support, encouragement, and help, but also for the constructive opposition in critical quality
moments. When we overcome the systems of holding back, we are capable of producing what Esa Saarinen has called miracles of collaboration.
Then we can shine and glow through the marvelous things we manage to
do together, rather than one by one, as separate entities.
Future studies and reflections on fallibility at work will take place to
the backdrop of automation, where more and more tasks are performed
by intelligent robots that are capable of processing far more information than any human being, at a dramatically higher speed. These
robots may not be infallible, but in many contexts, they are likely to
perform far better than humans, since they do not get tired, exhausted,
distracted, sleepy, angry, or exhilarated, states that can negatively affect
the quality of our decision-making and behavior in critical situations.
Automation opens up for safer traffic, more reliable medical diagnoses,
higher precision in financial analyses. quicker proofreading, and so on.
Robots are likely to outperform human beings in a range of contexts,
thus making many of us superfluous in work settings. Our fallibility is
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part of the problem, but may also be a key to the solution, as we leave
the activities that call for high precision and speed to the mechanical
minds, and instead expand our scope of action in directions where trail
and error are part of the thrill.
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