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Failure is the opportunity to begin again more intelligently

 Henry Ford, 1922

My dad encouraged us to fail. Growing up, he would ask us what we failed at 
that week. If we didn’t have something he would be disappointed. It changed 
my mindset at an early age that failure is not the outcome, failure is not trying. 
Don’t be afraid to fail.

 Sara Blakely, 2013

Success is stumbling from failure to failure with no loss of enthusiasm

 Winston Churchill, 1953

You might never fail on the scale I did, but some failure in life is inevitable. It 
is impossible to live without failing at something, unless you live so cautiously 
that you might as well not have lived at all – in which case, you fail by default.  

 J.K. Rowling, 2008

Failure is good, as long as it doesn’t become a habit

 Michael Eisner, 1996

Learn from the mistakes of others, you can’t live long enough to make them 
all yourself  

 Eleanor Roosevelt, circa 1940

Failure is terrible but sometimes necessary

 Barack Obama, 2016

R&D people, we’re in the discovery business, and the faster we fail, the faster 
we’ll succeed. 

 Amy Edmondson, 2013
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Introduction  
If you always do what you’ve always done, you’ll always get what you’ve 
always got.                                                               
                                                                                             Jessie Potter, 1981 

This edition of sowing seeds introduces the concept of well managed risk taking and how 
we might start to value failure. 

This Sowing Seeds is not about risk management. Instead it explores what stops us 
taking risks and the fear of failure. This fear is as relevant to our personal lives as it is in 
our work lives and the organisations we work in.

Public services in Wales are now tasked to deliver services in different ways to meet 
the rapidly changing environment. As leaders, we’re challenged with delivering these 
changes, but we’re often operating in an environment that is intolerant of failure. 

Doing different things creates uncertainty and is therefore inherently more risky – but do 
we work in environments that are comfortable taking risks? To continually deliver better 
public services requires us to try new things and deliver services in different ways, 
often outside of the boundaries we are often comfortable with. So, what follows is a 
requirement to take more risks – or put in a different way, be comfortable with being 
uncomfortable and learn to embrace uncertainty.

The consequence of not taking risks is no improvement. In today’s public services ‘no 
improvement’ is not an option. It is important to make sure bad ideas fail fast and good 
ideas are implemented quickly, by small scale testing and learning from failure. To make 
improvements to services, organisations must be open to taking well-managed risks 
without blame.

This Sowing Seeds looks at theories and frameworks to understand how we deal 
with risk and failure and the benefits of being more transparent about failure – 
moving towards a safe to fail culture. 

“ ”
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If we are to embrace uncertainty and take more risks, then we have to accept that testing, 
trialling, learning and failing are all  inevitable parts of the journey to better public services. 

To grow as individuals and organisations we need to operate more in our ‘negative capability’.

Negative capability is ‘a state in which a person is capable of being able to hold 
uncertainties, mysteries and doubts without irritably reaching after fact or reason’ 
(Keats, 1817).

While positive capability is our known, certain and often comfortable place, negative 
capability is the ability to resist going straight to what we know. 

Using both in the right measure allows us to think and act in a way which both explores 
our unknown and then allows us to have a full range of choices which we can then turn 
into reality.
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The public and private faces of risk 
and failure
To grow, improve, develop or get better at what we do, we have to do things differently. 

Social entrepreneurs operate in an environment where there is an expectation of 
innovation, risk and failure. In 2017, UnLtd, an organisation that supports social 
entrepreneurs, published ‘Exploring: Social entrepreneurs and failure’. This looks at some 
of the effects and implications of an environment where there is significant encouragement 
to ‘fail fast and fail forward’. It highlights the personal impact of sharing failure and the 
difference between the public and private faces of failure. 

The public face often focused on a successful end point which can be very different from 
the private face, which reflects the difficult emotions associated with failure. The report 
states that publicity and promotion of ‘great failures’ can be problematic, as the context 
and circumstances of a ‘successful’ failure are unlikely to be repeatable for another set 
of circumstances. 

Generic platitudes and motivational statements about failure can be demoralising, 
‘Edison might have failed a 1000 times in making the successful light bulb, but I’m not 
Edison and I’m not making lightbulbs!’ 

Along with explanations of why failure is so difficult to talk about, the UnLtd work provides 
practical advice about how to move things forward which include ‘the need for critical 
discussion, not just celebration.’

Origins of the phrase: Failure is Not an Option 

‘Failure is not an option’ is a commonly used phrase that feels like it’s been 
part of everyday language for centuries. Something that Shakespeare might 
have introduced as the finale to an epic speech to rouse the troops ahead of 
a daunting task. 

Unfortunately not, it’s actually a product of Hollywood.

The 1995 Apollo 13 film is where ‘failure is not an option’ was popularised and the 
story of origin has been explained by Flight Controller Jerry Bostick:

In preparation for the movie, the script writers, Al Reinart and Bill Broyles, came 
down to Clear Lake to interview me on ‘What are the people in Mission Control 
really like?’ 

One of their questions was ‘Weren’t there times when everybody, or at least a 
few people, just panicked?’ My answer was ‘No, when bad things happened, 
we just calmly laid out all the options, and failure was not one of them. We never 
panicked, and we never gave up on finding a solution.’ 

Only months later did I learn that when they got in their car to leave, they started 
screaming, ‘That’s it! That’s the tag line for the whole movie, Failure is not an 
option... and the rest is history.’
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Culture is everything
The culture of the organisations where we work and the communities we live in is layered 
around our personal beliefs, values and our behaviours. This has a significant effect on our 
attitudes towards failure and the willingness of people to talk about it. 

The diesel engine exhaust emission scandal that enveloped the Volkswagen Group in 
2015 gives a useful insight to the culture of the organisation and its attitude to failure. 

Case study: Volkswagen
Volkswagen has admitted for the first time that the diesel emissions scandal was 
the result of a collection of failures within the company, rather than just the actions 
of rogue engineers. Hans Dieter Pötsch, the VW chairman, said there had been a 
“whole chain” of errors at the German carmaker and there was a mind-set within 
the company that tolerated rule-breaking.

The VW chairman said the scandal was the result of a combination of individual 
misconduct and mistakes in one part of the business but also flaws in company 
processes and a tolerance of rule-breaking. Work began on the defeat device as 
early as 2005 when VW decided to promote its diesel engines in the US.

“We are talking here not about a one-off mistake but a whole chain of errors,”  
he said.

A team led by the law firm Jones Day has already interviewed 87 members of 
staff, seized 1,500 devices belonging to 400 employees and trawled through data 
equivalent to 50m books. “We are relentlessly searching for those responsible for 
what happened and you may rest assured we will bring these persons to account,” 
Pötsch said.

Matthias Müller (the new Chief Executive), pledged to overhaul the culture of 
the company by making it more open, less hierarchical, and removing divisions 
between brands. “We don’t need yes-men, but managers and engineers who 
make good arguments in support of their convictions and projects, who think 
and act like entrepreneurs,” he said. “I am calling for people who are curious, 
independent, and pioneering. People who follow their instincts and are not merely 
guided by the possible consequences of impending failure.”

                                                                            The Guardian, 10 December 2015

The Guardian reported the VW chairman as saying there was a systemic tolerance of 
rule breaking within VW. However, once there had been a serious failure and problems 
exposed there was desire to hold those responsible to account. The final comment from 
the newly installed Chief Executive clearly identifies the willingness to recognise and report 
failure as a behavioural characteristic required of employees. The degree to which people 
will talk about failure where others have recently been ‘held to account’ is something you 
might wish to speculate upon.
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Failure is terrible but sometimes necessary
October 2016 the 44th President of the United States, Barack Obama spoke at 
The White House Frontiers Conference to promote initiatives in science and technology. 
The technology sector has a reputation for innovation, success and some high profile 
failures. This is often a ‘high risks, high rewards’ game, where the winner takes all and the 
losers (those who fail) walk way empty handed. In response to a long standing question 
‘why can’t government be more like business’ President Obama said the following:

“…government will never run the way Silicon Valley runs because… part of government’s 
job is dealing with problems that nobody else wants to deal with. And I say, well, if all I was 
doing was making a widget or producing an app, and I didn’t have to worry about whether 
poor people could afford the widget, or I didn’t have to worry about whether the app had 
some unintended consequences then I think those suggestions are terrific.”

President Obama was pointing out that the role of public services very often is to deal 
with the things that ‘nobody else wants to deal with’. Frequently these are the complex 
situations, involving the most vulnerable members of society. In these situations there is 
no ‘safety net’, consequences are negative and ‘failure is not an option’.

President Obama has said, ‘Failure is terrible, but sometimes necessary’. The ‘necessary’ 
part of that quote can be seen as acknowledgement of the positive aspects of failure. 
For example, the identification of novel approaches, innovation, learning and the building 
of resilience. However, an environment where people and organisations routinely talk 
about public service failure in a positive way is uncommon. The following pages will 
explain some of the approaches to failure and how we could move failure from being 
‘blameworthy’ to ‘praiseworthy’ in public services.

The Museum of Failed Products   
This is a venture that began in the 1960s when Robert McMath, who worked 
in marketing, started collecting examples of consumer products for a personal 
reference library. When it became too large he moved it to a converted granary. 
It now holds over 110,000 individual, health, beauty, food and other products 
collected over 40 years. 

The collection is increasing at around 400 new products a month and is run 
nowadays by GfK Custom Research North America, located at Ann Arbor in 
Michigan. Estimates indicate that approximately eight in ten new products fail and 
the museum acts as a research facility and reference library for organisations who 
may have ‘lost the corporate memory’ of previous initiatives that have been tried 
and failed. 

Some people have suggested that a public services museum of failed products 
could usefully serve a similar purpose.
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Bury the evidence and look for someone to blame…
Professor Keith Grint from Warwick Business School uses this flow chart to illustrate how 
people typically respond to failures in the workplace (adapted from Westrum, 1993).

The overwhelming message here is that failure is bad. It is likely to cause you some harm 
and people will do everything they possibly can to distance themselves from it.

Many people will recognise the behaviours in this flow chart and anecdotally many will 
either ‘confess’ to having behaved like it, or will have seen it happen somewhere.

The big question this poses is why? Why is failure something to be feared, avoided, 
buried or blamed on someone else?

This fear of failure is a feature of human behaviour and is wrapped up in early 
development and the culture and behaviours of the environments we then go on to occupy. 

Early failure in life matters
Much of our response to failure is shaped during childhood. There are a number of 
viewpoints that explore the psychology of childhood development. At one end of the 
scale there is the ‘tough love’, ‘that what doesn’t kill you will only make you stronger’ 
and ‘pull yourself up by the bootstraps’ view of life. This viewpoint promotes the idea 
that failure is just the sort of motivation that people need to ‘pull up their bootstraps’ 
and ultimately succeed. 

You’ve made a mistake

Will it show? Can you hide it? Conceal it before somebody else
finds out

Bury it Can you blame someone
else, special circumstances
or a difficult client?

Could an admission
damage your career
prospects?

Get in first with your
version of events

Sit tight and hope the
problem goes away

YES

NO

YES

YES

Problem
avoided

NO

NO NO

YES
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However, if you experienced failure that resulted in in ‘pain or blame’ there is also a 
chance that you are going to do your best to avoid it in the future.

Trying to succeed isn’t the same thing as trying not to fail. Kurt Lewin in the 1930s 
emphasized the difference between being motivated to approach success and being 
motivated to avoid failure. When you actually do fail, that experience tends to trigger an 
avoidance mentality. Avoiding the ‘pain and the blame’ might outweigh the desire to take 
a risk and succeed for some people.

The second viewpoint focuses much more on providing positive feedback in a nurturing 
environment and the idea of creating a mind-set. This approach also draws criticism based 
on the idea that it stifles the development of personal resilience and the drive to succeed. 

Perhaps there is a ‘habitable zone’ of failure in people’s development. Not too much so 
you are ‘damaged’ and avoid it forever. Not too little so that you are hopelessly optimistic. 
Just enough, to allow you to be aware of the ‘feel’ of failure and develop a degree of 
resilience for the future.

What all this leads to is young people growing up and entering the workplace with an 
attitude to failure that has been shaped by family, school and very significantly nowadays, 
the world of online media and popular culture. 

Anyone with a social media account can almost effortlessly attach animations or images to 
their posts. The result is that several times a day people are likely to encounter everything 
from inspirational quotes and wisdom from acknowledged experts through to bone 
crunching accidents from the ‘Fail Army’.

  An illustration of the abundance of failure on the internet

What this illustrates is that failure is everywhere, and so are people expressing a viewpoint 
about it. Ultimately, this has an influence on how we approach failure. Failure is terrible but 
sometimes necessary.
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How we think about failure matters 
If you ask people to describe their organisational approach to risk many will be able 
to describe a version of the commonly used ‘likelihood of occurrence versus severity 
of impact grid’ (illustrated below). If people don’t know about the approach, after a few 
moments of explanation, they can generally grasp the concept and take a view on 
where their area of activity fits in. A framework for describing how something works is an 
important tool for understanding the world around you and giving a sense of coherence to 
what people do.
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Medium

Low

Impact

Threat Level
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Critical

HighLow

Low Low

Medium

Medium

Frameworks for failure don’t appear to be as common or well understood. 

Try asking a range of people ‘what framework do you use to understand and manage 
failure in your organisation?’ 

There is a high likelihood that you will be met with uncertain looks or be pointed in the 
direction of the incident reporting system.

There are a number of frameworks that can be uses to describe failure and how they might 
be applied in organisations:

• The Swiss Cheese Model.
• The Timeline of Inevitable Failure.
• The Spectrum of Reasons for Failure (including adaptations).
• The Cynefin Framework.

This section outlines each of these frameworks and explores how they can be used 
in practice.
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The Swiss Cheese Model
The Swiss Cheese Model of Accident Causation was developed by Professor James Reason 
at the University of Manchester. The original 1990 paper, The Contribution of Latent Human 
Failures to the Breakdown of Complex Systems clearly identifies that it applies to complex 
human systems, which is an important point. 

Complex human systems:    
A complex system is a system composed of many components which may interact 
with each other. Complex systems are systems whose behavior is intrinsically difficult 
to model due to the dependencies, relationships, or interactions between their parts or 
between a given system and its environment. 

Systems that are “complex” have distinct properties that arise from these relationships, 
such as nonlinearity, emergence, spontaneous order, adaptation, and feedback loops, 
among others.

A Complex Human System is one where the majority of the ‘parts’ are human.

Overview of the model

• Reason (1990) compares human systems to layers of Swiss cheese.
• Each layer is a defence against something going wrong (mistakes and failure).
• There are ‘holes’ in the defence – no human system is perfect (people don’t behave 

like machines).
• Something breaking through a hole in a single layer of defence isn’t a huge problem – 

things go wrong occasionally.
• As humans we have developed to acknowledge and cope with minor failures and mistakes as 

a routine part of life (something small goes wrong, we fix it and move on).
• Within our ‘systems’ there are often several ‘layers of defence’ (more slices of Swiss cheese).
• Things become a major problem when failures follow a path through all of the holes in the 

Swiss cheese. All of the defence layers have been broken because the holes have ‘lined up’.

Who uses it? 
The Swiss Cheese Model has been used extensively in health care, risk management, aviation, 
and engineering. It is useful as a method to explain the concept of cumulative effects, how small 
failures add up and lead to potentially catastrophic failures.

The idea of successive layers of defence being broken down helps us to understand that things 
are linked within the system, and intervention at any stage (particularly early on) could stop a 
disaster unfolding. In activities such as petrochemicals and engineering, it has proven to be 
a helpful visual tool for understanding failure and risk management.
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What does this mean for learning from failure?  

Reason (1990) talks about the Person Approach and the System Approach:

• Person Approach – failure is a result of the ‘aberrant mental processes of the people at 
the sharp end’, such as forgetfulness, tiredness, poor motivation and so on. There must 
be someone ‘responsible’, or someone to ‘blame’ for the failure. Countermeasures are 
targeted at reducing this unwanted human behaviour.

• System Approach – failure is an inevitable result of human systems – we are all fallible. 
Countermeasures are based on the idea that ‘we cannot change the human condition, 
but we can change the conditions under which humans work’. So, failure is seen as a 
system issue, not a person issue.

System approach thinking helpfully allows us to shift the focus away from the ‘person’ to the 
‘system’. In these circumstances, failure can in theory become ‘blameless’ and people are 
more likely to talk about it, and consequently learn from it. The paper goes on to reference 
research in the aviation maintenance industry (well-known for its focus on safety and risk 
management), where 90 per cent of quality lapses were judged as ‘blameless’ system errors 
and opportunities to learn from failure.

Potential drawbacks  

The Swiss Cheese Model does have a few criticisms. These mainly relate to how to use 
the approach to understand everyday ‘live’ situations. In addition, it represents a neatly 
engineered world and is great for looking backwards at ‘what caused the failure’, but is of 
limited use for predicting future failures or spotting them early. 

The Swiss Cheese Model

Reason, J (1990) The Contribution of Latent Human Failures to the 
Breakdown of Complex Systems
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The Timeline of Inevitable Failure
In 2004 Matt Wyatt, an Improvement Advisor at Public Health Wales, developed 
The Timeline of Inevitable Failure. It was created to reflect learning from a series of 
investigations into critical clinical incidents and complaints. 

In a typical healthcare environment there are potentially many different activities, 
each aimed at providing different outcomes for people with different wants and needs. 
The trick is to ensure that staff are able to see and act on any interruptions (failures) to 
what they expect to happen. There are many concepts and methods designed for use in 
human systems aimed at raising anticipatory awareness amongst staff.

Wyatt argues that the majority of healthcare activities need to be resilient rather than 
seeking a state of zero failure, which is probably unattainable. Things going wrong and 
failure is all part of being alive and is inevitable when you are dealing with complex 
human systems. The critical point here is that the people involved need be sensitive to the 
present context, spot inevitable variations early, and make a choice about their response 
each time. When those interventions don’t work, there’s another path to follow to ensure 
damage is limited and lessons are learnt.

The graphic on the next page describes the process of dealing with ‘normal’ process 
failures through to serious failures and post-incident inquiries.

• Normal Process. Interruptions may go unnoticed as they are of little consequence. 

• Interruption. An interruption becomes noticed. There are opportunities to rectify the 
failure through built-in mechanisms within the system or by human interventions. 
The outcome of successful intervention is a return to the normal process. These sort 
of interventions can happen regularly.

• Trigger Point. The interventions above have been unsuccessful and a bigger failure 
is now inevitable. The actions now required are to report the failure (escalation) and 
concentrate on damage limitation.

• Cascade Point. Beyond this point failure is inevitable.

• Failure Point. Once the initial failure has occurred the next steps are to take corrective 
action and extract learning to prevent future failures. 

• Critical Point. The inquiry process to ensure all of the consequences of the failure are 
understood and actions to rectify or compensate have been carried out.

• Closure Point. 

The gap between Trigger (recognising the process interruption) and the Cascade 
(where failure to some degree is inevitable), should be long and full of options, to give 
people the greatest opportunity to take corrective action and avoid a failure. Too often 
the gap is tiny and people only recognise the interruption when it’s almost impossible to 
intervene. Consequently the timeline then becomes elongated as people stay in normal 
process mode and fail to recognise, adapt and change their tactics accordingly to mitigate 
the interruption and bring the failure to a close as quickly as possible.
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The Spectrum of Reasons for Failure
In 2011, Professor Amy Edmondson wrote the Harvard Business Review cover article, 
Strategies for Learning from Failure. Edmondson states that most managers think about 
failure in the wrong way. Firstly that it’s always bad, when it frequently isn’t, and secondly 
that learning the lessons from failure is straightforward when it definitely isn’t. Much of this 
behaviour is driven by the concern that ‘being soft on failure’ will lead to an ‘anything goes’ 
culture where failure and a poor performance are not just tolerated but encouraged.

This case study illustrates the challenges of people sharing 
examples of failure 

Shortly after arriving from Boeing to take the reins at Ford, in September 2006, 
Alan Mulally instituted a new system for detecting failures. He asked managers to 
colour code their reports green for good, yellow for caution, or red for problems – 
a common management technique. 

According to a 2009 story in Fortune, at his first few meetings all the managers 
coded their operations green, to Mulally’s frustration. Reminding them that the 
company had lost several billion dollars the previous year, he asked straight out, 
“Isn’t anything not going well?” After one tentative yellow report was made about 
a serious product defect that would probably delay a launch, Mulally responded 
to the deathly silence that ensued with applause. After that, the weekly staff 
meetings were full of colour.

                                                     (Edmondson, 2011)

Edmondson talks about three types of failure and how managers should be explicit in 
setting out the context and what is expected of people. The type of failure determines 
where it sits on the Spectrum of Reason for Failure. At one end of the spectrum is 
‘blameworthy’ failure and at the other end ‘praiseworthy’ failure. In between an area of 
‘acceptable’ failure is located.

1. Preventable and Predictable
 These are situations where the relationship between actions and outcomes are clearly 

understood. For example, dispensing medicines, running a housing benefit payments IT 
system or booking screening appointments. Failure in this context is very clearly not a 
desirable outcome. Systems should work and people should be trained and competent 
to do the job. Failure here would sit closer to the ‘blameworthy’ end of the spectrum of 
reasons for failure. In some cases ‘deviance’ or deliberately ignoring procedures would 
be a reason why failure happens.

2. Uncertain and Unavoidably Complex Situations
 These are genuinely complicated situations where there is a high degree of uncertainty 

and the situation is unpredictable. Failure here is likely as people try to make the best 
of a difficult situation. Failure here would sit close to the middle of the spectrum of 
reasons for failure. Examples might include problem solving to resolve a process issue 
or negotiation of procurement contracts.
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3. Intelligent Failure at the Frontier
 Edmondson describes this as literally a step into the unknown. Nobody has experienced 

this situation before and other experiences offer no insight into what can be done. 
Failure will be inevitable. The key here is to make intelligent choices about failure. 
Do things quickly and do things at small scale. The purpose is to probe the area and look 
for things that might work. Research and development departments and innovation teams 
typically operate in this environment and this quote from Edmondson applies, ‘we are in 
the discovery business and the faster we fail the faster we’ll succeed’.

The original Spectrum of Reasons for Failure has been adapted by Roxanne Persaud  
(Lead author of the UnLtd report, 2017) for use in conducting practical exercises with 
individuals and organisations who are interested in better understanding their approach 
to failure.

Persaud works with teams to position their approaches to failure on Edmondson’s spectrum,  
in relation to how failure is treated and the frequency of occurrence. This work has led to 
transformational conversations about the realities of developing a ‘just culture’ in a range 
of large and small organisations working in the UK and overseas and is scheduled to be 
published in 2018.

Persaud is a doctoral researcher on failure in organisations with a social purpose. She works 
with leaders and teams to identify and analyse ‘what goes on when things 
go wrong’.

 A spectrum of reasons for failure
PRAISEWORTHY BLAMEWORTHY

TASK CHALLENGE
An individual faces
a task too difficult to 
execute reliably
every time.

UNCERTAINTY
A lack of clarity about future 
events causes people to 
take seemingly reasonable 
actions that produce 
undesired results.

HYPOTHESIS
TESTING
An experiment 
conducted to prove that 
an idea or a design will 
succeed then fails.

EXPLORATORY
TESTING
An experiment conducted 
to expand knowledge and 
investigate a possibility leads 
to an undesired result.

PROCESS
COMPLEXITY
A process composed of
many elements breaks
down when it encounters
novel interactions.

PROCESS
INADEQUACY
A competent individual
adheres to a prescribed
but faulty or incomplete
process.

INATTENTION
An individual 
inadvertently deviates 
from specifications.

LACK OF ABILITY
An individual doesn’t have 
the skills, conditions, or
training to execute a job.

DEVIANCE
An individual 
chooses to violate a 
prescribed process 
or practice.

Common

Rare

Adapted from: Edmondson, A. C. (2011) ‘Strategies for learning from failure’, Harvard Business Review, 89(4), 48.
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The Cynefin Framework 
The Cynefin Framework was developed by Professor Dave Snowden circa 2000 and also 
featured as a Harvard Business Review front cover in 2007. The framework is a decision 
support tool and helps people to understand their context, so that they can take actions 
that are appropriate to the situation. 

Knowing ‘where you are’ is highly relevant to decisions that are made about failure. 
Understanding your context can make the difference between adopting a ‘failure is not 
an option’ approach or something more risky which involves ‘deploy safe to fail pilots’. 

Complicated
Governing constraits

Tightly coupled
sense-analyse-respond

Good Practice

Obvious
Tightly constrained

No degree of freedom
sense-categorise-respond

Best Practice

Complex
Enabling constraits

Loosely coupled
probe-sense-respond
Emergent Practice

Chaotic
Lacking constrait

De-coupled
act-sense-respond

Novel Practice

The Obvious Domain
The link between actions and outcomes is clearly understood and obvious to most people. 
This is similar to the Preventable and Predictable Situations described by Edmondson. 
The situation is ‘obvious’ and potential failures can be predicted and prevented through 
the use of process, rules or guidelines.  

The Complicated Domain
The link between actions and outcomes is less obvious and there may be more than one 
way to achieve the outcome. This is similar to the Uncertain and Unavoidably Complex 
Situations described by Edmondson (2011). Here the situation is complicated, but there 
are ways to solve a problem. It will take a high degree of skill and knowledge, but answers 
can be found. Failure is possible, but skilled operators can usually negotiate it.

Snowden, D J and Boone, M E (2007)  
‘Cynefin A Leader’s Framework for Decision Making’
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The Complex Domain
There are no known links between actions and outcomes. The situation is not predictable 
and failure cannot be predicted. Failure can only be understood once it has happened. 
This is similar to Failure at the Frontier described by Edmondson. The key here is to 
make intelligent choices about failure. Do things quickly and do things at small scale. 
The purpose is to probe the area and look for things that might work, intelligent failure. 

The process of ‘intelligent failure’ is described as Multiple Safe to Fail Pilots by Snowden. 
These are tests or experiments best run in parallel; they are small, cost little, are time 
limited and can be contained if anything goes wrong (they are literally ‘safe to fail’). 
Gathering data about the effectiveness of the pilot is essential as it allows decisions to 
be made about stopping the pilot or moving on to the next stage. 

The Chaotic Domain 
This is a situation where everything is completely unknown and existing knowledge does 
not help understanding. The task here is to identify things that might work and try to 
stabilise the situation. This situation generally reflects a situation that has already failed, 
but it does provide the opportunity to identify completely novel practice. 

Use of the Cynefin Framework in scenarios
In 2008, the Wales Audit Office used the Cynefin Framework and another tool developed 
by Dave Snowden, SenseMaker, to look at failure and risk.  

Approximately 80 people representing public service organisations from across Wales 
were asked to respond to a set of questions, having discussed three separate scenarios, 
in the context of two widely different risk management frameworks:

• Framework 1 – Failure is not an option.
• Framework 2 – Deploy multiple safe to fail pilots.

One of the questions they were asked specifically tested attitudes to failure.
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The results from more than 500 responses to this question indicate a close to 
normal distribution.  

Most people clustered their organisational response to failure around the middle of the 
scale, sitting between the extremes of disciplinary action and warm congratulations.

The mean is at 48% with the median of the data at 49%.

When the data is viewed by risk management framework, there is a clear split between 
Framework 1, failure is not an option and Framework 2, deploy multiple safe to fail pilots.

It is evident that for ‘failure is not an option’, people are more likely to face disciplinary 
action (blameworthy) than compared with the ‘safe to fail pilots’ where there is a shift 
towards receiving warm congratulations (praiseworthy).

The analysis and learning from this work is helping to inform discussions around how 
risk and failure are framed in decision making environments. In line with Edmondson’s 
work, setting the context is critical. Firstly to let people know what is expected of them 
and secondly in terms of how ‘the organisation’ will respond if there is a failure.
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Case study: Bromford Lab 

In 2014, the Bromford Lab was established to support the activities of Bromford, 
a Social Housing Landlord based in the West Midlands with more than 
28,000 properties. The aim of Bromford Lab is to develop innovations that will 
help the business deliver better services for its customers.

One of the defining features of Bromford Lab is how they deal with failure. At its 
inception there was a clear recognition that most of the work of the Lab would 
result in failure. The Bromford Board were asked to sign off a business plan 
and commit resources to an area where most of the activity (approaching 70%) 
would result in failure. This is an approach not commonly seen in public service 
organisations. 

The work of Bromford Lab has resulted in failures, but not as many as they would 
like. They have been very open about this and talk about their ‘failure to produce 
failures’ via their blog and other material they publish.

Many organisations are keenly observing the activities of Bromford Lab and the 
learning they have generated, and freely share. Their approach to failure can be 
closely mapped to the Complex Domain of the Cynefin framework, where safe to 
fail pilots prevail and the ‘intelligent failure’ spoken about by Edmondson.



/ Great leadership through learning22

Can we move from ‘blameworthy’ to 
‘praiseworthy’ failure in public services?
Changing behaviours and attitudes to failure that have been shaped by years of personal 
experiences and linked to values and beliefs is a complex challenge. The influence of 
organisational culture and the responses to failure, recent and historic, also play their part. 

Moving to a position where people recognise that all failure isn’t bad and learning 
from failure isn’t always easy is a starting point. The ideas below might help create an 
environment where it is possible to take well managed risks, identify when failure is both 
intelligent and praiseworthy rather than something to deny, hide or look for someone 
to blame. 

Set the context
Always be clear about what you are looking for. Is this a situation where failure is not 
an option, or is it appropriate to take well managed risk and look for intelligent failure?  
The Cynefin Framework and the Spectrum of Reasons for Failure are useful tools for 
doing this.

Safe to fail pilots
If you are looking for intelligent failure, follow the rules of safe to fail pilots. Run many 
in parallel, keep them small, keep them short (days not months), keep them cheap, 
make sure they are ‘safe to fail’ or be able to contain any problems and collect, data, data. 
Have ways of gathering evidence and knowing if things are working so that you can stop 
‘total failures’ early, and scale up successful things.

Welcome the messenger
When things go wrong treat it as a gift of learning. Always listen if people are willing to 
speak out and say something hasn’t worked. The alternative is far worse. 

Take action on what you’ve learned
This is a statement of the obvious, but worth saying. If you’ve got an opportunity to unpick 
a failure; do it, learn the lessons, and take action to make improvements and prevent it 
happening again. 
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