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The ABCs of Risk Management 
introducing concepts related to safety and accountability, including a framework 
called Just Culture, which ensures balanced accountability for individuals and 
organizations 

 
Principal concepts corresponding to the purpose and goals of modern risk management are 
scattered throughout biblical narratives, practices, and sayings: 

 
(1) Note: Early in biblical times problems were managed through due process, sound 

inquiry, testimonial evidence, robust deliberation, and discernment. 
(2) Joseph promoted the preventative technique of stockpiling food for Egypt—“so that 

the country may not be ruined by the famine” (Genesis 41:28–36). 
(3) The Lord laid out a spiritual stipulation for Israel’s safety—“Follow my decrees and be 

careful to obey my laws, and you will live safely in the land” (Leviticus 25:18). 
(4) Safety is a sign of great leadership—“During Solomon’s lifetime Judah and Israel, from 

Dan to Beersheba, lived in safety, everyone under their own vine and under their own 
fig tree” (1 Kings 4:25). 

(5) There is wisdom in being vigilant—“The prudent see danger and take refuge, but the 
simple keep going and pay the penalty” (Proverbs 22:3). 

(6) Jesus was concerned for the things that cause harm—“Things that cause people to 
stumble (Gr, skandalon) are bound to come, but woe to anyone through whom they 
come” (Luke 17:1). 

(7) At the end of the Sermon on the Mount Jesus taught that putting his teachings into 
practice prepares his followers for the coming storms (Matthew 7:24–27). 

 
Topics Covered 

Part 1 
(1) Origins of Risk Management 

(2) The Just Culture Model 
Part 2 

(3) Just Culture in the Church 
(4) Embedding Resilience 

(5) The Golden Repair Outlook 
 

Concluding Thoughts 
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Origins of Risk Management 
 
In ancient civilization there were rudimentary concepts of managing risk that involved a mix of 
justice systems, superstitions, and resource planning. An essential feature was how societies 
approached law. 
 

Justice Systems 
The earliest known and most developed systems of justice in the Fertile Crescent belonged to the 
Babylonian and Egyptian civilizations. Courts in the mid–second millennium BCE were not 
necessarily established for the purpose of treating all members of society equally, and those of 
some nations included practices that we would consider superstitious and problematic. For 
instance, in Egypt, an entire family could be banished for one household member’s crime. The 
Babylonians possessed a compilation of laws that dated back to before 1750 BCE, called the Code 
of Hammurabi, which was forward-thinking about property law, but was weak and even spurious 
on just treatment of people. In a troubling example of ancient justice, the court would resolve a 
matter among two disputants by plunging them both into the Euphrates River. Only those who 
returned to shore unharmed by crocodiles were deemed innocent or on the right side of the dispute. 
Five hundred miles away, and several centuries later, a more promising system emerged in the 
northwest corner of modern Saudi Arabia, during the birth of Israel. Two months after making a 
break with Egypt, the young nation’s justice system materialized under the leadership of Moses. 
The records place an emphasis on judges who meet a high standard,1 the accused gaining the right 
to a fair trial,2 and proceedings that place an extraordinary weight on being just and fair.3 
Investigation and rules of due process were identified,4 punishments had to fit the crime rather 
than outcomes alone,5 and merciful policies recognized unintentional acts.6 Strict provisions 
existed for giving the accused safe harbor during mob anger.7 Robust requirements were set for 
testimonies and those testifying,8 and amazingly, Moses made it abundantly clear that justice 
required the equal treatment of foreigners.9 Much later, the founder of the Christian religion, Jesus 
of Nazareth, created an alternative to Moses’ allowance of “eye for eye”10 retaliation and further 
enriched the justice tradition. 
Systems of just assessments of a serious matter have been rooted in Judeo-Christian philosophies, 
but the notions of anticipating outcomes, reducing risk, and neutralizing threats were primarily 
limited to economic and agricultural planning and war. Over time, resource planning, wartime 
strategies, and eventually gaming led to probability theories and forecasting, but risk management 
as we know it began in the twentieth century. 

 
1 Deut 1:15–17 
2 Num 35:11–12 
3 Lev 19:15; Deut 16:18–20 
4 Num 35:6–32 
5 Deut 25:1–2 
6 Deut 19:1–3; Num 35:6–32 
7 Num 35:6–32 
8 Ex 23:1–2; Deut. 17:6–7 
9 Lev 19:33–35 
10 Lk 6:27–36; Mt 5:38–42 
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Modern Era 
A century ago, the field of safety and risk management was in a woefully inadequate state. For 
instance, following the 1915 capsizing of the SS Eastland in the Chicago River, resulting in 845 
deaths, the inquiry was more a game of blame and regulatory debates that failed to conclude with 
a convincing verdict, because it was manipulated by the potentially liable parties. Much has been 
written about this disaster, and it has been reverse engineered by historians, providing a cautionary 
tale against lack of regulation, the self-interests of owners, and rigged inquiries. 
In 1924 Britain ruled 400 million people—about one quarter of the world’s population. In 
protection of their interests and for capitalizing on their advantage, they embraced what was called 
the “Imperial Airship Scheme.” They hoped that they could establish commercial and recreational 
air service from England to India, Canada, Australia, and beyond. The government chose a contest 
in which one airship, the R-101, would be designed and built by the Air Ministry, and another, the 
R-100, by a private company. Both airships would be over 700 feet in length. The builders of the 
better craft would win the contract for more airships. However, in 1930 the R-101 crashed on its 
maiden voyage onto a countryside in France, killing 48 of the 54 persons aboard. The R-100 
operated for 20,000 miles before being decommissioned. 
The very public inquiry was the first of its kind. It resulted in killing the airship program but may 
be the earliest example of an inquiry that looks at how organizational culture, professional ethics, 
power dynamics, and politics can play a role in safety. I wrote at length about it in The Art of 
Breakthrough, and I believe the lessons translate to many kinds of organizations caught up in being 
the fastest, largest, best, or most impressive to the extent that they are tempted to compromise their 
standards. 
After the Second World War the field of risk management began to be formally studied and 
developed as it related to transportation safety, war, and market insurance. However, getting 
people to self-report their errors that led to adverse consequences was a universal difficulty. A 
disaster in Chicago and its aftermath and analysis foreshadowed a change. 
On the afternoon of May 25, 1979, while driving in the western suburbs of Chicago, I observed a 
large black plume of smoke coming from the distant east. I turned on the radio and learned that 
shortly after 3 pm, American Airlines Flight 191 had crashed after taking off from Chicago’s 
O’Hare airport. An engine fell off during takeoff, causing the Douglas DC-10 containing 80,000 
pounds of fuel to roll horribly and slam into a nearby field, exploding into an inferno. All 
258 passengers, 13 crew members, and two employees at a nearby repair garage were killed. 
I followed that story for years because I was curious about the tragedy’s impact on the victims’ 
families and the lives of those who missed the flight, the litigation case between the airline and 
Douglas, and the lessons learned. Sadly, on March 26, 1981, Earl Russell Marshall, a crew chief 
at American Airlines, took his life the same day he was to give a deposition on the crash. The 
airline said Marshall was not involved with the incident, but his wife said that her husband felt 
guilty about the accident, which became a risk-management case study for the entire industry. The 
root cause was determined to be a flawed maintenance procedural alteration on the aircraft that 
had occurred dozens of flights earlier. 
The challenge of finding out what really went wrong with Flight 191, as with all high-casualty 
disasters, is getting to the truth and imploring people to be honest. That’s where the Just Culture 
model comes in.  
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The Just Culture Model 
 
A particularly dark period in the world between 1979 and 1989 provided an incentive to rethink 
the concepts of accidents in relation to the role that humans played: nuclear power plant disasters 
in the US and Soviet Union, the previously mentioned jetliner crash near the Chicago O'Hare 
International Airport, an underground fire at a train station in London, numerous oil spills, and the 
first space shuttle tragedy. Out of the ashes of well-known misfortunes came new ways to look at 
accountability, human nature, error reporting, and the law. 
During the early nineties James T. Reason, a professor and aviation psychologist at the University 
of Manchester, and David Marx, an aviation engineer for Boeing, discovered that their shared 
interest in human behaviors surrounding some of the previous accidents lined up. Both men 
believed that even the most competent individuals will make mistakes, that individuals’ errors 
should not be dealt with based on outcomes, and that healthy self-reporting enables the air travel 
industry and other high-risk industries to improve themselves. 
The more senior of the two, James Reason, began developing his perspectives about human error 
in the 1970s. His progression of thinking can be found in two books, Human Error (1990) and A 
Life in Error (2016). Reason’s first significant contribution was making an idea popular that he 
and Dante Orlandella codeveloped—the Swiss Cheese model. Slices of cheese are used to 
demonstrate layers of protection in a 
system to stop errors; the seen and 
unseen holes in each slice are 
weaknesses in each defensive measure. 
The theory implies, using a little 
imagination, that errors are looking for 
an occasion when holes line up, so that 
they can move all the way through. 
Each time an error makes its way past 
a layer and is detected, the system can 
be improved to deter a recurrence. 
David Marx’s initial contribution arose out of the freedom he was provided at Boeing to conduct 
research. His contemplation and efforts resulted in protocols that encouraged self-reporting and 
systems learning that reached beyond Boeing to the entire aviation industry. Marx also went back 
to school to study law, largely because he saw the need to address flawed tenets of America’s 
judicial system. In 2001 he released a paper in response to a report of the 1999 Institute of 
Medicine, which revealed a healthcare crisis concerning the number of deaths caused by medical 
errors within hospitals. Patient Safety and the "Just Culture": A Primer for Health Care Executives 
prompted the healthcare industry to take note. 
In the early 2000s hospitals began to embrace the philosophy of Just Culture and train their staff 
in its use. Marx’s training program has since expanded to many high-consequence arenas where 
safety is a factor, including restaurants. He emphasizes that a strong organizational culture depends 
on accountability, self-reporting, and just measures. It’s important to grasp the philosophy because 
accountability without the appropriate philosophy will not encourage the level of openness 
required to understand the nature of something that went wrong caused by individuals. 
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Philosophy 
The Just Culture model begins with the following ideas: 

1. Goals. The goal of a just culture is to improve individual safety and organizational 
wholeness through accurate assessment of events, increased self-reporting, proportional 
responses, and the use of information to strengthen the system against future failures. 

2. Two outcome-focused flaws inhibit honest reporting and accountability. 
a. Flaw #1. It is not “just” to punish people for making mistakes. Similarly, individuals 

should not be held accountable for system failures over which they have no control. 
b. Flaw #2. A “no harm, no foul” attitude that pervades Western culture and its court 

systems means that seriously problematic behaviors might not be called into question, 
merely because no one was hurt. 
As things stand today, someone who is innocent of the charge of wrongdoing can be 
punished because of a bad outcome, while someone who has knowingly done 
something reckless might escape consequence because no one was harmed. 

3. Good people need accountability but not the micromanaging type. Instead, the “trust but 
verify” form conveys respect and helps ensure safety. Competent professionals can make 
mistakes, developing unhealthy norms (shortcuts, workarounds) or, occasionally, 
becoming involved in irresponsible behavior. Each of these scenarios, according to the 
model, is to be treated distinctly, regardless of outcome. 

4. Promise #1. The promise of a just culture is that if organizational (and community) systems 
are consistently reviewed, events are addressed properly, and the systems are modified 
accordingly, the overall system will be more resilient. 

5. Promise #2. When observers trust the justness of the culture, it is possible to diminish the 
someone-must-pay social forces that often accompany tragedies. 

 
Categories of Responsibility 

The principal demarcations of responsibility are Human Error—inadvertently doing other than 
what should have been done: a slip, lapse, or mistake; At-Risk Behavior—behavioral choice that 
increases risk where risk is ignored or is mistakenly believed to be justified; and Reckless 
Behavior—behavioral choice to knowingly disregard a significant and unjustifiable risk. 

1. Human Error—inadvertent slip, lapse, mistake, or moment of forgetting 
2. At-Risk Behavior—thrill-seeking behaviors, corner cutting, or turning a blind eye in hopes 

of an optimal experience 
3. Reckless Behavior—threats to the health, safety, or wellbeing of another: indecency, theft, 

fraud, assault, sexual harassment, malicious damage (slander, sabotage), corruption, being 
unfit for duty (drugs, alcohol), and serious breaches that put others at risk 

The kinds of behaviors that put individuals and organizations at risk vary from sector to sector. 
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Understanding of Duties 
The titles of the duties are self-explanatory: 

(1) The Duty to Avoid Causing Unjustifiable Risk or Harm 
(2) The Duty to Produce an Outcome 
(3) The Duty to Follow a Procedural Rule 

There is, however, a tricky aspect of the duties. On rare occasions the exercise of one duty might 
compromise another. For instance, if someone is trying to avoid a risk that was previously not 
anticipated, they might have to break a rule. Questions are used to decide in such a situation. 
Analysis Questions. A set of questions is called an algorithm. The initial questions include: What 
happened? What usually happens? What does the procedure require (if applicable)? Why did it 
happen? How was the organization managing the risk? 
Event Investigation Teams. Official event investigation teams look for root causes. Their goal is 
to discover if, when, and why there was a violation and not merely to support the first report, one 
competent individual’s impression, or a convenient conclusion, which might unnecessarily punish 
an offender and/or not prevent a recurrence. Teams should be trained in order that one person’s 
tunnel vision does not drive the analysis. 
To illustrate the nature of a breach, consider the act of driving a vehicle. 

• You inadvertently drive at 15 mph over the speed limit—HUMAN ERROR 
• You choose to drive at 15 mph over the speed limit—AT-RISK BEHAVIOR 
• You choose to drive at 50 mph over the speed limit—RECKLESS BEHAVIOR 

 

 
 
Consoling the person whose human error threatens or causes harm. Even the most moral and 
ethical person can, as perceived by Just Culture, make a human error. This is an action or inaction 



The LAICC Resiliency System  Module 10 Notes 

 

7 

that needs understanding, training, encouragement, and possibly implementing some processes or 
environmental improvements. In this way, a person who makes a mistake will be more willing to 
disclose their lapse, because it can lead to learning. 
Coaching the person who chooses at-risk behavior that poses a threat or causes harm. Even the 
most moral and ethical people, if only on rare occasions, will break a law such as a traffic 
regulation or speed limit. A conscientious person will catch themself in the transgression and 
remedy the situation. In an organization that embraces Just Culture, the person will be willing to 
self-report when their behavior has led to threats or actual harm. One incentive is the belief that 
they will not be punished or have their employment terminated, but rather, they will be personally 
coached and instructed as it pertains to their role. They might be warned, from a safety standpoint, 
but there is not a punitive outcome. If there is a reason that the person is deemed unfit because of 
limited skills or a physical, emotional, or psychological wellness condition, they might be 
transferred or retrained for reassignment for another role—but not fired. 
Sanctioning (as in the appropriate penalty for violations) the person whose reckless behavior 
poses a threat or causes harm. Most moral and ethical people do not act recklessly. Offenders are 
to be disciplined, though discipline does not always mean termination of employment. It can be 
demotion, having to make reparation, and/or open reprimand. 
It should be noted that not all lapses of the duty to follow a procedural rule, which might otherwise 
be perceived as at-risk behavior, are unjustified. This topic usually comes up when an accident 
occurs. In such cases, scrutiny by an event investigation team will be able to discern whether the 
choice was justified or not. 
A classic case of an event investigation 
team operating according to the Just 
Culture model involves a famed 
incident with Captain Chesley Burnett 
"Sully" Sullenberger III. Sully was the 
captain of US Airways Flight 1549, an 
Airbus that on January 15, 2009 had just 
taken off from LaGuardia Airport when 
it encountered a large flock of Canada 
geese. Following the loss of power in 
both engines, Sully made a judgment 
call that resulted in the craft landing in 
the Hudson River, saving all 155 people aboard. An inquiry was made by qualified analysts to 
determine whether he could have saved lives and the jetliner by returning to the airport, as called 
for by established protocols. It turned out, following an investigation, that the variables the cockpit 
crew were dealing with justified breaking procedure in order to fulfill their chief duty—saving 
lives. 
An interesting side note: Captain Sully left behind a book on the Airbus during the river rescue 
and later asked that it be returned. It was a book on Just Culture. More recently, in 2015, Captain 
Sully made a profound statement: 

We need to make sure we have a just system, a just culture and not a punitive one, 
which might only drive problems underground where they can never be solved … 
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We need to have a clear pathway so that when pilots need help they can get it. And 
when they are fit to fly come back to work and not face scrutiny that results in 
financial ruin or loss of career, unnecessarily.11 

 
The move of the Just Culture model into arenas where risks of harm are not as grave as crashing a 
commercial jet filled with passengers but are more likely to be psychological, financial, 
reputational, or sexual will require additional thought about language and definitions of harm. It 
will also require tailoring the model to the sector or organization. 
Training will often be required before people will feel safe to self-report (admit their mistakes and 
confess their wrongs). The more that people and organizations believe in a just culture, which 
means that “improved safety trumps punishment,” the better off all of us will be. 
 

 
 

 
  

 
11 http://www.sullysullenberger.com/aviation-culture-needs-to-allow-pilots-to-get-help/ 
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Just Culture in the Church 
 
Consider the similarities between aviation, medical procedures in hospitals, and congregational 
shepherding. In all three realms, there is both a “here” and “there,” and safety is a concern. 
Aviation is concerned with safe transportation to a destination, usually achieved in the same day. 
Hospitals are concerned with safe and successful treatment, and a patient may be released in the 
same day but usually within a week. And a congregation is concerned with an experience that 
helps the individual’s development for as long as they are members, even until their departure from 
this world, and provides protective recourse from within in the event of occasional wrongdoing or 
disorder. 
Theoretically, each entity has provisions and protocols. And just as aviation and healthcare have 
paid much greater attention to risks in the last twenty-five years, congregations must do the same. 
Otherwise, we are ignoring the lessons from Boston's Catholic child-abuse scandal, which was 
featured in the 2015 movie Spotlight, as well as the failures of leaders, boards, and elders at Willow 
Creek, Harvest Bible Chapel, Mars Hill, Acts 29, Hillsong, and in our own affiliation’s history. 
Each of these dramatic stories revealed systemic issues in the organization, beyond the story where 
the problem first appeared. From the mid-1990s through 2010 I sensed the need for more 
preparedness that was not provided in my own ministry training. 
During the five years that I was an elder, between April 2000 and April 2005, I dealt with a sexual 
predator who spent time in prison for over thirty offenses involving children, then was baptized 
but acted shadily; a coach and charlatan who received tens of thousands of dollars from members 
and was eventually arrested for rape, child molestation, and aggravated battery; ministers who 
abused the position to bully their critics; a marriage counselor who was committing adultery with 
one of the people they were counseling; and other serious matters. As I look back, I don’t regret 
how I handled each of those individuals. However, I wish I knew then what I’ve learned from Just 
Culture training, because it could have made the congregation more prepared if I had used the 
situations to sufficiently review processes and provide reports. 
I am hoping that this primer on risk management will help you be more alert. Leaders and boards 
of churches must pay increased attention to their systems and policies, and the risks associated 
with employees, members, children, and guests. It is encouraging that, as far as behaviors are 
concerned, the Just Culture paradigm has some overlap with Scripture. 
Two main differences between aviation, healthcare, and other high-risk high-consequence sectors 
in comparison with congregations are: 

• Being a Christian is not a job or career, yet we never punch out for the obligations we have 
to our churches. 

• Questionable acts and behaviors in the spiritual realm are more nuanced than human error, 
at-risk behaviors, and reckless behaviors, though those distinctions have a reasonable 
degree of footing in Scripture. 

I suggest that at the very least we commit to three things observed from the Just Culture model. 
First, recognize the value of categorizing unsafe acts and behaviors so that we can be prepared to 
console, coach, or sanction with appropriate severity. Second, tackle adverse events through 
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designated response teams (what the JCM calls event investigation teams). And third, pay attention 
to our congregation’s governing response systems. 

 
Recognize the Value of Categorizing Unsafe Acts and Behaviors 

 
The search for a connection within human activity between biblical literature and the school of 
Just Culture is not a pursuit that lends itself to precise counterpart terms, because word meanings 
are fluid to allow for context. To avoid false equivalencies, we are merely searching for the most 
frequently used concepts and practices to see if there is a scale of human behavior related to Just 
Culture from Part 1 of this module. Consider the following terms and definitions. 
Inadvertent Errors. “The priest is to make atonement before the Lord for the one who erred by 
sinning unintentionally (shagah), and when atonement has been made, that person will be 
forgiven” (Numbers 15:28). Accordingly, inadvertent errors are not considered the same as a 
blameful act; there is an acknowledgment that something is amiss and that the consequence of the 
oversight or action can be righted through recognition and prescribed rituals. Among other things, 
the atonement ritual makes sure that the matter is not ignored. 
Some of the inadvertent errors included eating food exclusively designated for sacred purposes. 
There were provisions for inadvertent errors associated with the whole community, with leaders, 
and with regular citizens. 
 

• “If the whole Israelite community sins unintentionally and…” (Leviticus 4:13). 

• “When a leader sins unintentionally and…” (Leviticus 4:22). 

• “If any member of the community sins unintentionally and…” (Leviticus 4:27). 

• “Anyone who eats a sacred offering by mistake… (Leviticus 22:14). 

• “They will be forgiven, for it was not intentional” (Numbers 15:25). 

• “No harm was intended” (Numbers 35:23). 

• “…for anyone who sins unintentionally or through ignorance” (Ezekiel 45:20). 

 
Let’s look at two other categories in Scripture that correspond with unsafe acts and behaviors of 
the Just Culture model. 
Stray Conduct. The famous prophet Isaiah warned, “My people, your guides lead you astray 
(ta‘ah); they turn you from the path” (Isaiah 3:12). Similarly, Solomon said, “Whoever heeds 
discipline shows the way to life, but whoever ignores correction leads others astray (ta‘ah)” 
(Proverbs 10:17). The word ta‘ah describes the poor behavior of misguiding others and/or ignoring 
instruction, pointing to an unreliable character that risks steering others to go astray. The concept 
of unreliable behavior, or a lack of responsibility, is related to poor judgment, not the intent to 
cause harm. This distinction was factored into the justice system: 
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If anyone’s bull injures someone else’s bull and it dies, the two parties are to sell 
the live one and divide both the money and the dead animal equally. However, if it 
was known that the bull had the habit of goring, yet the owner did not keep it penned 
up, the owner must pay, animal for animal, and take the dead animal in exchange. 
(Exodus 21:35–36) 

 
For the first incident 
described, the innocent 
owner of an injurious bull 
and the victim are treated as 
equals. In other words, this 
could have happened to 
anyone. But if the owner of 
a bull is careless in 
managing a known issue, the 
matter is viewed as an 
avoidable risk. Yet instead 
of the irresponsible owner 
being punished, they receive 
a consequence of reasonable 
proportion in connection 
with their choices, but no 
punishment. 
The term chata’ah fits the 
category of irresponsible 
behavior. Referring to 
habitual sins associated with 
human frailty and commonly committed, chata’ah means “miss the way,” and “go wrong.” The 
misdemeanor is usually recoverable and is not treated as a capital offense. The foolish behaviors 
associated with youth and wandering fall into this category. (Emphasis is added in the following 
scriptures.) 

• “Do not remember the sins of my youth.” (Psalm 25:7) 

• “The schemes of folly are sin.” (Proverbs 24:9) 

• “…then turn away from their sin and do what is just and right…” (Ezekiel 33:14) 

 
Willful Deviance. In one of the earliest wisdom texts, a suffering Job used two words that describe 
willful error when he asked of God, “Why do you not pardon my offenses (pesha‘) and forgive 
my sins (‘awon)?” (Job 7:21). The word ‘awon refers to capital offenses such as murder or idolatry 
and represents more than an action; it encompasses the character of the action. It denotes an 
unquestionable and elevated level of guilt and is usually translated as iniquity, depravity, or 
mischief. And pesha‘ was even more flagrant, representing a revolt or breaking away from 



The LAICC Resiliency System  Module 10 Notes 

 

12 

authority. It is often associated with punishment or grounds for punishment. The psalmist David 
also described “willful” (zed) offenses (Psalm 19:13). The term zed represents presumptuous, 
insolent behaviors. 
The Just Culture categories strongly resemble the ancient moral, spiritual, and legal distinctions of 
inadvertent errors, stray conduct, and willful deviance. While it is debatable whether all sources 
of human failure can be firmly fixed into three precise progressions, categories have been and will 
always be necessary for determining an institutional response. Whether we are concerned with 
acceptable societal norms, evaluating workplace performance, or monitoring safety in high-risk 
systems, the absence of categories creates ambiguity. 
The similarities between Judeo-Christian concepts and Just Culture should not be a surprise. Most 
people believe that we should be treated differently if our faults are rooted in being imperfect and 
prone to mistakes, versus taking a risk knowingly or willfully and capriciously disregarding the 
safety of others. People of many backgrounds and faiths believe similarly about the distinctions. 
It’s been previously stated that human behaviors are too complex to easily discern into three 
categories in every circumstance, especially because of our capacity to deceive ourselves and 
misremember things in our favor, and because in some cases humans possess undiagnosed or 
undisclosed wellness conditions. However, using similar categories provides useful metrics to 
keep investigators away from the slippery slope of focusing solely on outcomes. 

 
Institutional Duties 

 
The commandments of Scripture contain correlations to the duties in high-risk industries. 
The duty to not make others stumble and treat others as you would have them treat you. “So in 
everything, do to others what you would have them do to you, for this sums up the Law and the 
Prophets” (Matthew 7:12). Going further, it means not making others stumble: “Woe to the world 
because of the things that cause people to stumble!” (Matthew 18:7). Taken together, these duties 
are a close approximation of Just Culture’s “Duty to Avoid Causing Unjustifiable Risk or Harm.” 
The duty to fulfill role-related responsibilities. Faith communities have always consigned 
responsibilities to the community, dispute-solving officials, those holding ecclesiastical roles, and 
individuals performing special short assignments. The obligations are many and clear, and 
fulfillment implies care, courage, integrity, and impartiality while maintaining the wholeness of 
the community. The duty to fulfill responsibilities is a close approximation of Just Culture’s “Duty 
to Produce an Outcome.” 
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The duty to follow established processes. There are 
approximately five processes for managing difficulty 
that are recognized by faith institutions, and although 
they are not spelled out in clear and universal language 
in Scripture, examples of each are found there. They 
include: judiciary practices for dealing with a 
significant offense, a delegation for solving problems, 
a competent and trustworthy third party to manage a 
dispute, the expectation of individuals to seek help for 
relationship issues, and moderation procedures to 
review an important matter. 
There are a few principles and practices utilized in the management of processes that are 
emphasized and modeled throughout both testaments of Scripture. Three of the most apparent 
process rules are the following: 

1. Officials overseeing processes are to be wise, capable, impartial, and trustworthy (Exodus 
18:21; Deuteronomy 1:15–18). 

2. Accusations must be supported by two or more witnesses (Deuteronomy 19:15; Matthew 
18:15–17; 2 Corinthians 13:1). 

3. Partiality is to be avoided and justice is to be prioritized (Deuteronomy 16:18–20). 
 
The duty approximates Just Culture’s “Duty to Follow a Procedural Rule.” 

 
Tackle Adverse Events through Designated Response Teams 

 
When we work on matters where our findings can lead to significant consequences, it is best to 
work as teams. Each of us possesses blind spots, has biases, and can have something to gain by 
working on a team even when we are not aware of a conflict of interest. Each of us also brings an 
arsenal of skills, experience, and hard-earned wisdom. When we have multiple people working on 
a team, usually between three to nine members, we benefit from their collective gifts. And a team 
helps us see our own limitations. And while one member of the team may be the first to spot the 
root cause, the matter may be multifactorial, and other team members will spot the role that the 
existing systems and processes played in a matter. 
Key scriptures indicate the practice of identifying a pool of individuals who are proven to be 
competent in handling difficult matters. The principles were promoted by Jethro, Moses, and 
Jehoshaphat (Exodus 18:17–23; Deuteronomy 1:8–19; 2 Chronicles 19:4–11). 

It is suggested that the following factors be considered in selecting team members: 

• Wisdom 
• Experience 
• Reputation 

• Courage 
• Capability of acting impartially 
• Expertise or specializations 
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Pay Attention to Our Governing Response Systems 
 
The most straightforward proactive way to address risks, both spiritual and legal, is through 
minding our governing systems. The behaviors that harm individuals or organizations are not 
defined or handled the same way in every US state, but harms are generally recognized as: 

• Financial—exploitation, entrapment, manipulation, intimidation, or reputational damage 
where the victim loses income or is vulnerable to the loss of income 

• Sexual—nonconsensual abuse, harassment, fondling, assault, rape, and linking silence 
about the matter to career advancement 

• Psychological (bullying)—the use of force, coercion, hurtful teasing, threat, abuse, 
aggressive domination, or intimidation 

• Physical—injury or other physiological impairment, regardless of its gravity or duration, 
that might also include mental pain (anguish, trauma, or fear of injury) 

 
Some of these harms are less frequent in congregations. 

 

 
 
These topics are covered in greater detail in the LAICC Resiliency System—Design. 
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Embedding Resilience 
 

Out of perfection nothing can be made. Every process involves breaking something 
up. The earth must be broken to bring forth life. If the seed does not die there is no 
plant. Bread results from the death of wheat. Life lives on lives. Our own life lives 
on the acts of other people. If you are lifeworthy, you can take it. 

— Joseph Campbell 
 
Even the most painful situations in the cycle of lives can have purpose. Disorders and chaos are 
necessary for progress and embedding lessons for future benefit. In this section we will look at 
how good things can come from struggles in nature and institutions. In addition, we will also look 
at an incident in aviation and how it converted into institutionally embedded wisdom, aka 
embedding resilience. Then we will discuss the same concept of embedding resilience in the realm 
of congregations. 
Embedding resilience, in the sense that is being defined herein, is when the right insight from 
successful implementation is passed on and applied where appropriate, in the right strength, and 
in a way that generates evidence of operation and continuation. Sometimes a meaningful 
implementation comes from a completely different realm than the one we are concerned with, and 
sometimes that implementation comes from a closely parallel situation. 
A Resilience Story from Nature. When it is time for a caterpillar’s metamorphosis, its cells engage 
with previously dormant single-cell organisms called imaginal cells. The immune system begins 
attacking them, but the imaginal cells prevail, even communicating and coordinating, according to 
a code deep in their DNA. The caterpillar is compelled to find a twig where its skin is hardened 
and becomes a chrysalis, where the old becomes fuel for the new. Cells in the larva are digested 
and become spare parts for the soon-to-be butterfly, each cell programmed to self-destruct through 
the activation of enzymes that tear through the cell’s proteins, liquifying parts of the caterpillar but 
leaving a few structures intact that are vital for the emerging butterfly. By the eighth day the 
digestive system of the butterfly is nearly complete. Fully developed by day sixteen, the wings, 
legs, eyes, and mouth are all present and the new creature is ready to emerge.12 
Amazingly, the imaginal cells carry information through the tumultuous stages and on to the next 
generation of monarch butterflies traveling four generations between the northern US or Canada 
to Mexico or the southernmost US and back again—sometimes to the original habitat where the 
first migration south began. The monarch is the iconic definition of transformation, and its memory 
through trauma and transition is one of nature’s best demonstrations of resiliency. 
A Resilience Story from Aviation. Here’s a story where fiction preceded reality. One of the earliest 
disasters in airline history was foreshadowed in a 1948 novel, No Highway, which featured a 
defectively designed airplane, the Reindeer. Early on, a Reindeer crashed. The cause was metal 
fatigue in the fuselage between the cockpit and the wing section, which was identified by an 
engineer, the story’s protagonist, who had an uphill battle with his superiors. 

 
12 https://www.zmescience.com/ecology/animals-ecology/how-caterpillar-turn-butterfly-0534534/ 
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The real-life story involved the Comet, the world’s first jetliner, which entered service in 1952 but 
began mysteriously dropping out of the sky in 1954. Risk management in aviation was still in its 
infancy. Due to the British builder’s initial blind spots, the first crash was blamed on pilot error. 
But lead investigator Sir Arnold Hall, aeronautical engineer and scientist, developed a variety of 
ways to test the impact of stress on the aircraft, which ultimately detected a cause resembling the 
case of the fictional Reindeer—metal fatigue. Designers at de Havilland Aircraft Company hadn’t 
factored in the role of constant pressurizing. 
As a result of fresh eyes of earnest engineers, the mystery was solved, but the intense testing and 
sensationalized hearings gave the competition a chance to leapfrog de Haviland, and every jet 
manufacturer benefitted from the release and unrestricted use of the assessment. The redeveloped 
Comet successfully served in the military until 2010, but American aircraft builders took the lead 
in making flight safe for millions of passengers, thanks to data gleaned from the flagship of jetliner 
history. 
Transparent reporting and diligent retooling saved lives. The safety of every large jet is indebted 
to the lessons of de Havilland’s Comet. Notice that the industry never stopped making planes 
because of an early industry failure related to weak design. Companies learned to improve plane 
designs, reporting their findings, which resulted in all jetliners becoming more resilient. And to 
this day, flying is safer than driving. In fact, in 2017, no one died from a jetliner crash anywhere 
in the world. The Comet story is often credited with enhancing understanding of engineering and 
safety in all aspects of aerospace. 
A Resiliency Story in Congregational Leadership. In September 2018 I was asked to join a task 
force to consult with them over a situation in the Metro LA (hereafter, MLA) ministry of the Los 
Angeles International Church of Christ. Two years earlier a minister had resigned after many issues 
came to the surface including significant anomalies in reporting membership (stated = ~900, real 
= ~550), and a variety of other issues that had gone on over the years. MLA, a distinct satellite 
congregation within the greater LA church, was experiencing a disconnect from the other 
ministries. By 2018 there was no clear lead full-time minister, an ad hoc temporary leadership 
structure was in place, and there were significant tensions. Following 110 interviews and 140 
surveys we discovered: 
 

1. a distrust among members toward the LAICC leadership 
2. strong polarities in MLA between a subgroup group and the larger group around 

personalities and a peculiar or outlier philosophical approach, which many felt was either 
complex, burdened with so many acronyms that it was hard to remember the methodologies 
they stood for, or even elitist 

3. the belief among insiders and outsiders that the situation with the former leader should 
have been addressed sooner and with greater transparency 

4. three outstanding conflicts among the main MLA leaders 
5. debates around decision-making, usually around finances and staffing 
6. a strong difference of thought in who should lead the ministry and how it should be led 
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Prior to my arrival, the engagement of the outside task force was making significant progress with 
the issue of distrust. After I joined, our findings through interviews, surveys, and group discussions 
brought greater clarity on most issues. Three mediations that our team conducted and a report of 
those mediations on a congregational Day of Atonement brought resolution to the relational 
conflicts. In mid-November we had two remaining issues: questions about how MLA would be 
led and whether the group with the outlier philosophy would go along with it. In addition, we 
needed to ensure that the future leader of MLA was aligned with the overall LA church leadership. 
Through a survey we found that over eighty percent of the ministry felt that one or more of the 
following things were a priority: (1) defining primary unifying principles, (2) determining the 
leadership model, (3) the criteria for the lead minister, and (4) selecting the leader for the next era. 
We decided to try an approach that was not precedented by any of our experiences—the proposal 
for integrated conclusions of three representation teams, which we called Representation Teams 
A, B, and C. Team C was nominated through a survey process among the MLA members. Team 
B was composed of current full-time and part-time staff and a few others who were considered 
staff. Representation Team A was the original task force of the wider congregation of the LAICC, 
most concerned with health and unity across the LA ministries. Team A (the 5 members of the 
original task force) said they would look over the proposals from the other two groups but probably 
not attempt to shape the proposals of Team B (16 members) and Team C (17 members). They only 
requested that priority be given to candidates known to the LAICC church family. 
In November 2018, it seemed very much like “this proposal pleased the whole group” (Acts 6:5), 
though later we discovered dissent. It should be said that not everyone likes process based on 
representation. As Andy Fleming, a former LA evangelist, has stated, “If you believe in 
representation, then you believe you do not need to be the representative. But those who do not 
really agree with representation will overly use the word representation until they become the 
dominant representative.” 
Teams B and C would each work on unifying principles of the MLA ministry, the nature of the 
leadership model for the future, and criteria for the leader. I facilitated Team C discussions, and 
we made major headway in ten meetings between late November and early January. For the last 
three meetings we invited thirteen observers from the congregation to examine our progress and 
question how we got there. We sent our proposal to Team B, who appreciated what we were 
developing. Instead of proposing an alternative, they recommended over a dozen changes that were 
incorporated into the Team C proposal. In February 2019 we were able to present to MLA the 
findings of Teams A, B, and C with descriptions for the first three goals. Representatives from 
these same teams were able to interview a few ministry couples. After about five months they hired 
their current leaders. 
Just as Joseph Campbell said, “Every process involves breaking something up.” Something 
emerges; something must be left behind. We know that the demand for circumcision of Gentiles 
perished at a council in Jerusalem, and what emerged was a clearer gospel of grace. In Metro LA 
the complex polarizing practices of a minority were set aside for greater congregational wholeness, 
and a leader resigned, taking some members with him. And the ministry began to experience a 
unity and shalom it hadn’t known for many years. Much of that progress was due to Team C’s 
bottom-up influence. And that story is embedded into the story of the Los Angeles International 
Church of Christ. 
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The Golden Repair Outlook 
 
The Japanese word kintsugi literally means “golden joinery” and “golden repair.” Kintsugi is the 
art of repairing broken pottery and ceramics with lacquer mixed with powdered gold or other 
precious metals. It comes from the belief that breakage and repair belong in an object's history. 
What is damaged, disfigured, and vulnerable is something to celebrate rather than conceal. With 
kintsugi repairs, you can see the broken line; the line is very clear to everyone who beholds the 
object. In his book, Undisruptable, Aiden McCullen states, 

I call the mindset of reframing flaws and setbacks Kintsugi Thinking. It is a valuable 
lens through which to see the world. In our increasingly VUCA (Volatile, 
Uncertain, Complex, Ambiguous) world, we will need to experiment as we explore 
the future, and to do that successfully we must learn to embrace mistakes.13 

Hiding errors, mistakes, or flawed behaviors and moving on too quickly, even possibly masking 
these imperfections, prevents us from seeing how these defects could be used in a transformative 
manner. The same can be true of more grievous failures, the ones that are more than “mistakes,” 
but I would add that we would do best by focusing on the lessons instead of on the offender. 
No truer words could be found than the statement, “We all stumble in many ways” (James 3:2). 
Each of us are like objects that are occasionally in need of repair. I know I am. Theodore Roosevelt, 
a man of enormous strengths and rich adventures, had significant blind spots and errors in his 
journey before, during, and after his presidency. He left a legacy of not being afraid to face failure, 
criticism, and self-reflection. 

It is not the critic who counts; not the man who points out how the strong man 
stumbles, or where the doer of deeds could have done them better. The credit 
belongs to the man who is actually in the arena, whose face is marred by dust and 
sweat and blood; who strives valiantly; who errs, who comes short again and again, 
because there is no effort without error and shortcoming; but who does actually 
strive to do the deeds; who knows great enthusiasms, the great devotions; who 
spends himself in a worthy cause; who at the best knows in the end the triumph of 
high achievement, and who at the worst, if he fails, at least fails while daring 
greatly, so that his place shall never be with those cold and timid souls who neither 
know victory nor defeat. 

As we near the end of these modules, I propose that we can make the world and the church better 
by “sunshining” our own inadvertent errors and less-genuine choices and actions by talking about 
them. Parents, educators, politicians, CEOs, and especially ministers will demonstrate their 
competence and trustworthiness when they widely expose their own mistakes and what they 
learned. The community benefits from pointing to things we would do differently to make children, 
citizens, employees, and church members safer, and our organizations more resilient. 

 
13 Aiden McCullen, Undisruptable (Hoboken, New Jersey: Wiley), Kindle Edition, 12. 
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Organizationally, we are the best ones to tell our collective story—to celebrate the lessons. In this 
way, a congregation can disclose brokenness and consequences, and then become a demonstration 
of an authentic comeback. 
 

Concluding Thoughts 
 
When things are going well, it is a good time to plan for the inevitable and unimaginable. The 
leadership, board, and other representatives of congregations should never slack in being 
responsible and being responsive to unpleasant realities. Managing risk is a big part of being 
resilient. Consider the age-old wisdom of this ancient warrior mantra: “The more you sweat in 
times of peace, the less you bleed in war.” John F. Kennedy expressed a similar idea: “The time to 
repair the roof is when the sun is shining.” 
I witnessed an organization that focused on the rare events every day because they believed that 
vigilance pays off. A few years ago, I was asked to join a friend of mine in a consulting project 
with BNSF Railway. Our focus was on problem-solving and assessing communications between 
the main Hub, Operations, the Mechanical Car Division, and Human Resources for this massive 
trainyard that handled three million carloads annually. Even though we were not there for risk 
management, we learned some things about this field from them. 
For each of the four full days we engaged with these clients, they started the day with a ritual, as 
normal as a prayer and opening song for churches. The ritual was a two-minute speech from 
someone in the group to point out the risks in the group: a jagged metal desk corner, a potential 
paper cut, where the windows were located if an exit door was locked during an emergency, what 
to do if there was an active shooter, and where the fire extinguishers and first aid kits were located. 
My mind went to the “what if?” scenarios that could happen in a church. Then I wondered what if 
we occasionally took a few minutes in training for church boards, elders, staff members, and 
church members to discuss anything that could happen so that we would not miss the great ideas 
and the unexpected opportunities that are right in front of us, as well as the manageable concerns. 
Whatever the future holds, it includes the importance of conflict competency, our ability to engage 
whole groups in managing change, and collaborating and building consensus among 
representatives—often across cultures. Every situation will require communications suited to the 
need. Some of the building blocks for difficult matters that we’ve covered include systems 
thinking, lenses for addressing organizational dysfunction, and the basics of mediation. In the end, 
resiliency largely depends on memorializing lessons learned and justly managing events. 


