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ETHOS & SAFETY CULTURE
Closing the Loop
THE CORE ARGUMENT
Safety culture is not a separate initiative from ETHOS. It is what ETHOS produces.
Every major industrial safety disaster of the past 50 years shares one structural feature: the technical knowledge to prevent it existed before it happened. What did not exist was a culture that allowed that knowledge to reach a decision-maker in time.
• Challenger: Roger Boisjoly's O-ring concern existed in writing 6 months before launch. The teleconference the night before launch included engineers recommending no-go. The launch proceeded anyway.
• Deepwater Horizon: Integrity concerns with the Macondo well casing and cement job were raised in the weeks before the blowout. Schedule pressure was acute. Safeguards were bypassed.
• Boeing 737 MAX: Ed Pierson warned Boeing's CEO and the FAA about the 737 MAX production line before the first crash. Curtis Ewbank raised the MCAS risk assessment concerns internally before either crash. 346 people were killed.

In every case: the knowledge was there. The culture was not.
ETHOS — specifically the THAT framework — is the mechanism that keeps knowledge flowing.

THE THAT → SAFETY CULTURE MAP

	THAT Value
	What It Does for Safety Culture
	What Its Absence Looks Like

	T — Transparency
	Safety concerns surface before they become incidents — early, clearly, to the right people
	A technician knows something is wrong and waits to see if it resolves. A manager flags a concern in passing and doesn't follow up. A risk assessment is completed without capturing the full picture.

	H — Honesty
	Risk assessments, status reports, and test results reflect reality — not schedule pressure or optimism bias
	A program review shows Green on an item everyone on the team knows is Yellow. A test result is reported without the anomalies. A schedule is described as achievable when it is not.

	A — Alignment
	Safety priorities hold when they conflict with schedule, cost, or customer pressure
	"We'll address it in the next lot." "The inspection has never caught anything in this product family." "The customer is already watching us." These are the sentences of Alignment failure.

	T — Trust
	Engineers and technicians know their concerns will be received — and bring them early, informally, before they become formal complaints
	A quality engineer mentions something "informally" twice and doesn't file a corrective action because she doesn't want to slow the program down. She has learned that raising concerns has a cost.



THE LEADERSHIP VARIABLE
In every safety failure, the organizational culture was set by what happened the last time someone raised a concern.
If the concern was received well — heard, acted on, and the person who raised it was protected — the next person raises their concern faster and more directly.
If the concern was minimized, deferred, or punished — implicitly or explicitly — the next person waits longer. Or does not raise it at all. Or raises it only when the situation has already become a crisis.
You are the most important variable in your team's safety culture.

Not the policy. Not the reporting infrastructure. Not the safety program.  
You — specifically, how you respond the next time someone brings you a problem you did not want to hear.

THE TWO QUESTIONS EVERY GD-OTS LEADER SHOULD ASK
Question 1: Is my team bringing me concerns early?
If yes — what are you doing that creates that environment? Name it so you can sustain it.
If no — why not? Is it pace? Is it hierarchy? Is it what happened the last time someone brought you bad news? That is the gap THAT is designed to close.
Question 2: When my team brings me a concern, what do they experience next?
The answer to that question is your safety culture. Not your safety policy. Not your incident rate.
What happens to the person who brings you the problem.

GD-OTS STAKES
GD-OTS builds products used in defense systems. The stakes of safety failure are not a recall or a fine. They are mission failure. Lives at risk. National security implications.
GD-OTS Mission: Arm the warfighter with a decisive advantage.
That mission is only possible if what GD-OTS delivers is what it said it would be — in performance, in quality, and in integrity. Safety culture is not a regulatory requirement that runs parallel to the mission. It is the foundation the mission rests on.
The warfighter carries what you build. ETHOS is why it works when it counts.

FROM THE TEAM DISCUSSION
Use this space during the share-out to capture what the cohort surfaced. These notes carry into your individual reflection.
The insight from the discussion that resonated most with my own experience:
 

 
The gap our group named — where stated safety values ≠ operating reality:
 

 
The specific leader behavior named as most needed at GD-OTS:
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