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I ntroduction

This proposal changes one clearly defined SMS element: safety performance monitoring and
measurement. In ICAO's SMS framework, this element belongs to Safety Assurance, where
organisations use safety performance indicators (SPIs), targets, audits, investigations, and corrective
actions to judge whether risk controls and the SMS remain effective (International Civil Aviation
Organization [ICAQ], 2018). CASA's SMS guidance reflects the same four-part logic of safety
policy, risk management, safety assurance, and safety promotion (Civil Aviation Safety Authority
[CASA], n.d.). The concern is that a monthly report dominated by lost-time injuries, report counts,
audit scores, and closed actions can make the organisation appear safe while weak signals in
everyday work go unnoticed. This essay first analyses the limitations of KPI-centred safety
assurance, then proposes replacing the monthly KPI pack with a Learning Review and Resilience
Performance Dashboard. The aim is not to remove measurement, but to make measurement lighter,
more useful, and more aligned with Safety-11, Safety Differently, Resilience Engineering, and High
Reliability Organisation (HRO) principles.

Safety Practice Related to the Requirement/s and its Limitations

Traditional safety performance monitoring grew out of Safety-I thinking: safety isinferred from
the absence of accidents, injuries, and noncompliances. Through the 1990s and 2000s, audit-based
management systems, ISO-style assurance, and executive dashboards made this approach
increasingly administrative. In practice, the Safety Advisor prepares a monthly dashboard built from
lagging outcome indicators, hazard-report volumes, audit findings, corrective-action closure rates,
risk-register movements, and red-amber-green trend graphs. These are compared with targets such
as zero lost-time injuries or 95% closure of corrective actions by due date.

The first limitation is that these numbers are proxies, not direct evidence of safety. A low injury
rate does not reveal whether staff are quietly absorbing equipment defects, time pressure, fatigue,
poor procedures, or competing goals. Hopkins (2009) warns that indicators should measure control
effectiveness, not merely count outcomes. Hollnagel (2014) argues that Safety-l over-learns from
failure and under-learns from normal successful work. This explains why an organisation can
display green KPIs for months and still be surprised by a leave-causing injury: the dashboard
measures residues after work, not the changing conditions that shape work.

The second limitation is behavioural. Targets influence what people protect. If leaders praise
low report counts or punish overdue actions, workers may learn that reporting hazards creates
paperwork, blame, or managerial attention. Corrective-action closure can also become a



bureaucratic finish line, where an item is marked complete even though the underlying constraint
remains. Rae et a. (2018) call this safety clutter: safety work that consumes organisational attention
without necessarily improving operational safety. In this SMS element, clutter appears as duplicate
forms, low-value metrics, repeated close-out requests, and dashboards that reward administrative
activity more than risk reduction.

The third limitation is distance from work-as-done. KPI reports are usually produced away from
operations after frontline experience has been filtered into categories. Dekker (2014) argues that
complex systems require humility about the gap between work-as-imagined and work-as-done. A
dashboard may show that a risk assessment was completed, but rarely explains how people adapted
when staffing was short, the weather changed, tools were unavailable, or production conflicted with
the written procedure. From an HRO perspective, this weakens collective mindfulness because
management becomes less sensitive to operations and less attentive to weak signals (Weick et al.,
1999).

New Proposed Practice

The proposed replacement is a Learning Review and Resilience Performance Dashboard.
Mandatory SPIs would be retained, but monthly safety assurance would shift from proving that
numbers are green to learning how work succeeds, struggles, drifts, and recovers. The design is
based on three New View principles. Safety-11 defines safety as the capacity for things to go right
under varying conditions (Hollnagel, 2014). Safety Differently treats people as adaptive experts
rather than problemsto control (Dekker, 2014). Resilience Engineering focuses on the organisation's
capacity to anticipate, monitor, respond, and learn as conditions change (Woods, 2015).

The new practice has four components. First, each month one normal successful job, one
difficult recovery, and one unwanted event or weak signal would be selected for a short learning
review. The facilitator would ask: What made the task harder than expected? What trade-offs were
managed? Which controls helped? Which controls created friction? What would make the next shift
easier and safer? Second, the dashboard would include concrete resilience indicators: repeated
operational pressures identified, actions that remove constraints rather than add reminders, time
from weak signal to tested improvement, frontline suggestions actioned within 14 days, and
controls/forms removed or simplified. Third, a declutter rule would require every new safety form,
checklist, or metric to replace or simplify one low-value item, directly addressing the safety-clutter
mechanism described by Rae et a. (2018). Fourth, a brief "you said/we did/we learned" feedback
loop would show workers that speaking up changes the system.

This change still satisfies safety assurance because it monitors performance, evaluates whether
controls work, and drives continuous improvement. However, it changes the assurance question
from "Are our indicators green?" to "Do we understand how safety is being created or weakened in
real work?' Provan et al. (2020) argue that Safety-11 professionals should create foresight about the



changing shape of risk and support guided adaptability. The proposed dashboard does that by
turning everyday adaptations into Board-visible learning, not by waiting for injury data to
deteriorate.

The proposal has limitations. Qualitative learning may initialy appear less defensible than
numerical KPIs, and poorly facilitated reviews could become disguised investigations. To control
this risk, the organisation should keep a small set of regulatory SPIs, train facilitators in
non-blaming questioning, protect review notes from disciplinary use unless wilful misconduct is
evident, and judge the pilot by learning quality and implemented improvements rather than by
immediate injury reduction.

Conclusion

A KPI-heavy safety assurance process can technically meet the visible requirements of an
aviation SMS while missing the adaptations, trade-offs, and pressures that actually determine
operational safety. A Learning Review and Resilience Performance Dashboard would make the
SMS lighter, more relevant, and more scientifically aligned with Safety-11, Safety Differently,
Resilience Engineering, and HRO principles.

Implementation should begin with a 12-week pilot in one operationa area. Required resources
are approximately 0.2 full-time equivalent of the Safety Advisor, two half-day facilitator
workshops, one hour per review, supervisor release time, and AUD 3,000-5,000 for training
materials, dashboard redesign, and communication templates. Conditions for success include CEO
and Board sponsorship, a written non-disciplinary purpose statement, visible action on frontline
suggestions, trust that reviews are for learning rather than blame, and agreement that mandatory
ICAO/CASA safety assurance measures will continue during the pilot.
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