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Safety-I & Safety-II Overview                  
The Safety-I view does not stop to consider why human performance practically always goes right. Things 
do not go right because people behave as they are supposed to, but because people can and do adjust 
what they do to match the conditions of work. As systems continue to develop and introduce more 
complexity, these adjustments become increasingly important to maintain acceptable performance.   The 
challenge for safety improvement is therefore to understand these adjustments—in other words, to 
understand how performance usually goes right in spite of the uncertainties, ambiguities, and goal 
conflicts that pervade complex work situations. Despite the obvious importance of things going right, 
traditional safety management has paid little attention to this. 
 
Safety management should therefore move from ensuring that ‘as few things as possible go wrong’ to 
ensuring that ‘as many things as possible go right’. We call this perspective Safety-II; it relates to the 
system’s ability to succeed under varying conditions. A Safety-II approach assumes that everyday 
performance variability provides the adaptations that are needed to respond to varying conditions, and 
hence is the reason why things go right. Humans are consequently seen as a resource necessary for system 
flexibility and resilience. In Safety-II the purpose of investigations changes to become an understanding of 
how things usually go right, since that is the basis for explaining how things occasionally go wrong. 
 
 Safety-I 

 
Safety-II 

Definition of 
safety 

That as few things as possible go 
wrong 

That as many things as possible go 
right. 

Safety 
management 
principle 

Reactive, respond when 
something happens or is 
categorised as an 
unacceptable risk. 

Proactive, continuously trying to 
anticipate developments and events. 
 

View of the 
human factor in 
safety 
management 

Humans are predominantly seen 
as a liability or hazard. They are a 
problem to be fixed. 

Humans are seen as a resource 
necessary for system flexibility and 
resilience. They provide flexible 
solutions to many potential problems. 

Accident 
investigation 
 

Accidents are caused by failures 
and malfunctions. The purpose of 
an investigation is to identify the 
causes. 
 

Things basically happen in the same 
way, regardless of the outcome. The 
purpose of an investigation is to 
understand how things usually go right 
as a basis for explaining how things 
occasionally go wrong. 

Risk assessment Accidents are caused by failures 
and malfunctions. The purpose of 
an investigation is to identify 
causes and contributory factors. 

To understand the conditions where 
performance variability can become 
difficult or impossible to monitor and 
control. 

 
What clinicians do in everyday work situations is usually a combination of Safety-I and Safety-II. 
The specific balance depends on many things, such as the nature of the work, the experience of the 
people, the organisational climate, management and patient pressures, and patients’ disease and 
other characteristics.  .....Everybody knows that prevention is better than cure, but the conditions 
may not always allow prevention to play its proper role. 
Source:  From Safety-I to Safety-II: A White Paper      Erik Hollnagel et al   2015 
 


