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From Normaltaktik to Auftragstaktik: 
Lessons for Safety in the Military
by James Nyce, Gwendolyn Bakx and Sidney Dekker

in their initiatives to achieve organizational 
safety goals, managers, but also members of  
safety institutes – such as regulators – often 
seem to follow what in the military might be 
called “normaltaktik” or “order-type tactics”.1 
(Nor is the military immune to this itself). In 
this tactic, clear organizational safety goals are 
set – although these are often unachievable ones 
such as zero accidents. Also the ways to reach 
these goals are prescribed in detail in these ap-
proaches and numerical standards such as acci-
dent rates are regarded important indicators for 
safety. Above all, managers and regulators seem 
to believe that these accident and incident num-
bers can be reduced by the application of  sound 
safety management systems.2 
 Although discussion continues about what 
exactly constitutes a sound safety management 
system, broad consensus seems to exist about 
its contours and the procedures for determin-
ing “error”, “mistake” and “culpability”. Above 
all, it is believed that it is the human actors who 
make the systems they work in unsafe. By man-
aging variability in performance of  actors within 
their systems, it is believed that accident rates 
should go down. Despite all these efforts, how-
ever, accidents and human errors still occur al-
most every day and seem to be embedded into 
normal work routine(s). When challenged about 
these findings, proponents of  classic safety the-
ories – the normaltaktiker – would argue that 
we are just not yet good enough at specifying 
which procedures and rules are necessary for 

preventing accidents and death. Parallels could 
be drawn here to the processes of  scientific de-
bate that have preceded many intellectual para-
digm shifts in history.3 Standardization and reg-
ulation thus remain key words in these attempts 
to direct organizations towards safety. Further, 
in the aftermath of  tragedy, safety investigators 
are sent out to the field to identify root causes 
and contributing factors. Features such as the 
complexity of  system dynamics, hindsight bias, 
and outcome bias all get bypassed in attempts 
to demonstrate that safety can be ensured by 
eliminating these root causes as they have been 
pointed out by the accident investigators. These 
attempts in particular are intended to assure that 
similar events will not happen again. However, 
what is defined in this agenda as “root causes” 
often ignores fundamentals of  the social order 
like power or hierarchy. 
 Although many civilian institutions are be-
ginning to question these kinds of  safety strate-
gies4, it seems as if  the military remains commit-
ted to these classic approaches towards safety. 
clear guidance is still given in military investi-
gation handbooks, for example on how to per-
form an accident investigation5. Subject matter 
experts are normally called in to participate in 
the investigation process especially for the anal-
yses of  the social and the social-technical do-
main. Nevertheless, these issues are supposed to 
be handled well within prescribed formats. One 
such format that is widely used in military or-
ganizations is the Human Factors Analysis and 

Classification System (HFACS), developed by 
the US Navy.6 
 In other words, in the military’s approach to-
wards safety management follows classic safe-
ty beliefs such as that safety can be controlled 
by focusing on organizational elements. It is as 
if  the only thing that has to be done is to ana-
lyze these elements scientifically and rationally 
and then prescribe and implement a “proper” 
mixture of  control measures. The result is that 
reporting systems continue to be valued as re-
liable information sources for organizational 
health in the military while research on man-
datory reporting systems in health care, for in-
stance, show that these systems capture “only a 
tiny fraction of  adverse events – fewer than one 
percent of  the errors associated with patient in-
jury in hospitals”.7 
 Another example of  the military preference 
for normaltaktik when it comes to safety is their 
often institutionalized application of  operation-
al risk management tools even though the ef-
fectiveness of  these tools in complex systems, 
as well as their underlying models of  risk cau-
sation, have been questioned.8 A generally ac-
cepted operational risk management process in-
cludes six steps meant to proceed sequentially 
forward and towards reduced accident and inci-
dent rates: 1) Identify the hazards, 2) Assess the 
risk, 3) Analyze Risk control measures, 4) make 
control Decision, 5) implement Risk controls 
and 6) Supervise and Review. None of  these 
steps, however, provide much of  an opportuni-
ty for critical reflection on the initial assignment 
(or incident). It is like thinking about how to in-
clude resilience in operations after a military op-
eration has already begun. Given this, one could 
ask if  these tools are used in an attempt to im-
prove decisionmaking or if  these merely are uti-
lized to justify (political) decisions already made. 
 Given the political cost that injury and 
mortality rates have in today’s conflicts, it is 
not surprising that these tools are valorized 
and exploited, both by the military, policymak-
ers and politicians. Nevertheless, the strate-

gic focus seems to be on mission goals, which 
means that safety becomes a second-order goal 
at best. In part this is because the military – 
and its credibility – does not seem to “rest on 
safety” as do other sectors of  government and 
the economy like civil aviation and the nuclear 
plant industry. Risks that are out of  control, or 
perceived as such by the public, not only im-
mediately threaten these industries, they could 
put them out of  business. 
 military attitudes towards safety seem to 
resemble and reinforce normaltaktik. This is 
somewhat ironic since the military  has been 
forced more and more in the past decennium 
towards non-conventional warfare – and thus 
away from the application of  normaltaktik. Af-
ter all, when battle grounds become less well 
defined it seems unwise to still regard today’s 
battlefields as a series of  pre-defined processes. 
This gives one’s opponents considerable strate-
gic advantage since “orders would soon become 
outdated, irrelevant, or even counterproduc-
tive”.9 Therefore, in modern non-convention-
al warfare, there is a turn to strategies more in 
line with something called “auftragstaktik” or 
“mission-oriented tactics”.10 “Auftragstaktik 
[emerged] in the 19th century when advances 
in weaponry made it impractical for [armies] to 
march into battle”.11 While there is some con-
troversy over the meaning and history of  the 
term,12

Auftragstaktik is the pre-eminent command 
and control principle in the Army. It is based 
on mutual trust and requires each soldier’s 
unwavering commitment to perform his duty. 
The military leader informs what his inten-
tion is, sets clear achievable objectives, and 
provides the required forces and resources. 
He will only order details regarding execution 
if  measures which serve the same objective 
have to be harmonized, if  political or military 
constraints require it. He gives latitude to sub-
ordinate leaders in the execution of  their mis-
sion.13
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distinguish. In IED attacks, “mistakes” do not 
have to be made and individual human error 
does not have to be responsible for a tragedy to 
occur. The irony is that everybody can perform 
well in these cases while disaster is still  created 
as an outcome. It seems as if  with IED attacks, 
uncertainty is accepted as an inescapable fact of  
the situation. What needs to be acknowledged 
too is that the system itself  is unsafe – not the 
actors within – because certain factors, like en-
emy forces or intentions, are neither fully un-
der one’s control nor perfectly understood. One 
could  therefore ask: What could we learn from 
how IED attacks have been analyzed and re-
sponded to if  applied to safety issues through-
out the military? 
 The notion that in the modern world – with 
today’s technology, complex social-technological 
environments, global self-organizing networks, 
and interdependent institutions – accidents more 
and more occur without any failure present has 
also been pointed out by Nancy Leveson (2008). 
Leveson has looked  specifically at how well-
functioning software could control systems as a 
whole in disasters … sometimes.18 It seems as if  
in such a world a strategy of  auftragstaktik – a 
focus on the whole instead of  on elementary, lin-
ear control – might fit best.  In order to grasp – 
let alone attempt to control – the functioning of  
today’s social-technological systems, a focus on 
separate organizational elements is not sufficient 
because systemfunctioning as a whole depends 
on an interdependency of  its system elements, as 
well as on the self-organizing characteristics of  
complex systems – and thus in any human sys-
tem there can be unexpected interactions. The 
result is that following what could be termed a 
strategy of  normaltaktik – with its mixture of  
prescribed safety tools for providing safety of  the 
whole by improving the reliability of  organiza-
tional elements – could therefore be regarded as 
not much better than windowdressing in systems 
like these. 
 IED’s are only one of  many safety issues for 

One of  the main advantages of  auftragstaktik 
is that “it frees higher-level commanders from 
becoming immersed in tactical details”.14 What 
normaltaktiker commanders fear is “that giv-
ing subordinates the leeway to develop tactics 
based on the mission [could] undermine army 
discipline”.15 What the auftragstaktiker does is 
“address the need for field commanders to ‘act 
independently in the chaos of  battle’.16 cook-
book strategies – or normaltaktik – towards 
safety presume a simplicity of  action and choice 
that may not correspond to daily combat/con-
flict experiences. Although in the aftermath of  
tragedies the media, organizations, and even in-
stitutions would sometimes have made us be-
lieve otherwise, the scientific literature shows 
that safety is a highly complex phenomenon.17 
The safety of  a system emerges from dynamic 
patterns that constitute a system as a whole, not 
from within what might be regarded as a fixed 
system whose properties and elements can be 
controlled with management tools. These tools 
are often based on relatively simple theories of  
control and constraint and on the assumption 
that the simple closing of  feedback or PDcA 
loops is sufficient to make the workplace both 
safe and relatively free of  “mistakes”. 
 There are, however, examples in the military 
of  more nuanced approaches. For example, we 
seldom see investigation reports with simplified 
rootcause analyses after an IED attack. In the 
forensics of  IED attacks, we also seldom find 
notions or accusations of  human error of  the 
kind that preclude a more complete understand-
ing of  “what was going on”. There is little in 
these reports that suggests, for example, that 
these people should have known better where 
to put their feet or where to drive. Neverthe-
less, organizational responses to IED attacks 
still privilege normaltaktik and as such tend to 
disconnect events from the context in which 
they took place. This is a hostile environment 
ruled by uncertainty and one in which the differ-
ence between good and bad decisions is hard to 

ing of  IED attacks themselves. 
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