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Praise for Know What You Don’t Know

“Michael Roberto has a unique knack of looking at fascinating, complex
events and drawing relevant parallels in all aspects of business management.
His latest book is no exception.”

—Jonathan Saxe, Chief Information Officer—International,
Morgan Stanley 

“With the speed at which business can change, the ability to see around cor-
ners is paramount for business leaders. This book offers wisdom and practi-
cal ideas about how to identify (and bring to light) the most critical issues
facing an organization. Leaders cannot afford to ignore his insight and
advice!”

—Paul Dominski, former Vice President,
Organizational Effectiveness,

Target Corporation 

“Discovering problems when they are still minor is a vital skill in today’s fast-
moving business environment. It is not an exaggeration to say that it is the
only thing I intend to do at work every single day. This book guides you to
become an ‘effective problem-finder.’”

—Shin Odake, Chief Operating Officer,
UNIQLO USA, Inc

“[This is an] insightful, useful, and richly illustrated book about the prover-
bial ounce of prevention—integrating stimulating case studies and a range of
psychological research, Roberto’s thought-provoking book shows you how to
forestall crises by finding problems you didn’t know existed.”

—Amar Bhide, Lawrence D. Glaubinger Professor of Business
at Columbia University, and author of

The Venturesome Economy: How Innovation
Sustains Prosperity in a More Connected World

“Michael Roberto’s latest book provides an innovative and fresh approach to
problem solving by focusing on problem finding. Know What You Don’t
Know offers real-world advice on becoming an effective problem hunter—
on detecting the minuscule cracks before they turn into irreparable cre-
vasses. A must-read for anyone interested in the long-term success of their
project, team, or organization.” 

—Scott Posner, Executive Vice President,
The Bank of New York Mellon 
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“Loaded with engaging examples, but also grounded in rigorous research
findings, Roberto’s book is a rare treat. If you want to avoid getting blind-
sided as a leader, you should read Know What You Don’t Know.”

—Donald C. Hambrick, Smeal Chaired Professor of Management,
The Pennsylvania State University

“Michael Roberto has hit a home run with this book. The ability to anticipate
is an essential trait to possess for any great leader of today and tomorrow. I
strongly recommend this book for leaders moving from good to great.”

—Joseph F. Raccuia, President and CEO,
SCA Tissue North America

“Hospitals are complex organizations where patients’ lives are in our hands.
Know What You Don’t Know gave me many practical and proactive ideas to
try with my leadership team to identify problems before they become catas-
trophes, when they can be used as opportunities for improvement.”

—Constance A. Howes, President and CEO,
Women & Infants Hospital of Rhode Island

“The secret to succeeding in business is to understand that the human side
of the business equation is the driver. What Michael Roberto has developed
is the critical foundation to make it the reality. This is a must read!”

—John D. Callahan, former President,
Allstate Insurance

“Have you ever asked: ‘How did this issue get so far?’ or ‘Why did we not see
the early warning signs?’ Wouldn’t it be rewarding to know you could pre-
vent problems, rather than just instituting corrective actions? Michael
Roberto’s fresh perspective provides practical approaches to developing
problem discovery skills and capabilities. A must read!”

—Gerardine Ferlins, President and CEO,
Cirtronics Corporation

“This book describes useful techniques by which a leader can spot a problem
early. It is written in an easily understandable manner, with a number of dra-
matic and specific examples. Professor Roberto demonstrates the global
applicability of field-oriented approaches practiced by many distinguished
Japanese managers.”

—Shozo Hashimoto, Chairman of the Board,
Nomura School of Advanced Management
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Watch the Game Film

“Look in the mirror, and don’t be tempted to equate transient
domination with either intrinsic superiority or prospects for
extended survival.”

—Stephen Jay Gould

The Pro Football Hall of Fame inducted Raymond Berry on July
28, 1973. That moment capped a remarkable career in which he had
caught a record six hundred thirty-one passes. He teamed with quar-
terback Johnny Unitas to form one of the great quarterback-receiver
tandems in football history. Together, they led the Baltimore Colts to
two National Football League (NFL) championships.1

Berry’s story is remarkable because of the rather unexceptional
start to his career.2 In high school, he played for a team coached by
his father, yet he did not become a starter until his senior year. He
was a skinny kid who lacked dazzling speed. He suffered from near-
sightedness and a bad back. Berry wore special shoes because one of
his legs was longer than the other. At Southern Methodist University,
he caught a total of thirty-three passes in his entire career. The Balti-
more Colts chose him in the twentieth round of the 1954 NFL draft;
no other team expressed interest.

In Berry’s first pro season, he caught only thirteen passes. The
team did not fare much better, finishing in fourth place in its division.
The offense ranked next to last in the league. Berry worked relent-
lessly, though, to improve his game. He watched countless hours of

8
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film, dissecting how the best receivers in the game excelled at their
craft. He studied the Colts’ opponents in great detail, trying to detect
their tendencies and vulnerabilities on film. Today, all NFL coaches
and players study film endlessly, but at the time, Berry was an excep-
tion. Teammates found his methods rather bizarre. Berry developed a
wide array of maneuvers for getting open against defenses despite his
limited speed—eighty-eight different moves by his estimation. Then,
he practiced these moves relentlessly. He would simulate an entire
game by himself during the off-season, trying to run each pattern
“within inches of how they were diagrammed.”3

Johnny Unitas joined the Baltimore Colts at the start of Berry’s
second season, having been cut by the Pittsburgh Steelers the previ-
ous year. Unitas hoped to catch on as a backup quarterback. Soon,
Unitas and Berry formed a bond—two eager young players desperate
to improve, make the team, and contribute in a meaningful way. In
the evenings, Berry asked Unitas to study film with him in his apart-
ment. The two men stayed on the field after regular team practice for
hours, working on each pass pattern repeatedly. Berry named each
type of catch. He wanted to run perfect patterns, and he practiced
making the most challenging catches repeatedly. Berry once
described the importance of these practices to one of his teammates:
“He (Unitas) has to know that after three and two-tenths seconds, this
is where you are going to be. You’ve got to time it up with him. It’s
like music. The same beat has to be playing in all of our heads.”4

The two players soon became starters for the Colts. In 1958, Uni-
tas led the league in passing touchdowns, and Berry topped the NFL
in receptions.5 In that same year, Unitas and Berry led the Colts to
the NFL championship against the New York Giants. On December
28, 1958 in Yankee Stadium, the Giants led the Colts 17–14 with two
minutes and twenty seconds remaining in the contest. The Colts
offense had the ball at their own fourteen-yard line, far from where
they needed to be to attempt a game-tying field goal. After more than
a minute of trying to attack the Giants’ defense, the Colts had made
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little progress. With just seventy-five seconds remaining, they stood
at the twenty-five yard line. Time was running out.

Unitas hoped to throw to Berry along the sidelines on the next
play, according to Mark Bowden, who wrote a wonderful book about
this historic championship contest.6 However, Giants defensive coach
Tom Landry anticipated the play. Just before Unitas took the snap, a
Giants linebacker shifted out to line up near Berry, as instructed by
Landry. Now, Berry faced two defenders, typically meaning that a
pass play to him would not succeed. Berry had not seen such a defen-
sive maneuver by the Giants when he studied film of their previous
games. However, in that moment, he recalled a film session with Uni-
tas several years earlier, in which the two men had noticed this defen-
sive strategy employed by a different opponent. Berry and Unitas had
detected a problem with this defensive scheme, and they concocted a
way to capitalize on this weakness.

Now the two men had an opportunity to employ their counter-
strategy, but they could not speak with one another. They stood many
yards apart, with the play about to begin. Berry simply gazed in Uni-
tas’s direction, hoping that they were on the same page. As the ball
was snapped, Berry did not run the pattern that Unitas had called for
in the huddle. Instead, he ran a different pattern, the one they had
devised several years earlier in his apartment. As Berry made his
move, Unitas anticipated precisely what his receiver would do in that
situation. Unitas connected with Berry on a pass play that covered
twenty-five yards. It was like music, the same beat playing in both
men’s minds. Several plays later, the Colts had tied the game. Ulti-
mately, they prevailed in overtime in a game many still consider the
greatest ever played. Berry finished the contest with a then-record
twelve catches for one hundred seventy-eight yards and a touchdown.
The skinny kid who barely made the team a few years earlier had
become a record-breaking champion.7

Athletes not only study film on the competition; they watch
themselves perform too. They study film of their own performances
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to identify problems and flaws. Baseball player Tony Gwynn became
a pioneer in the use of video in his sport. When Gwynn joined the San
Diego Padres in 1982, all football teams had adopted Berry’s film-
study methods, but baseball players had not. In his second season,
Gwynn fell into a miserable slump, partly due to a wrist injury suf-
fered during the winter. Gwynn purchased a video cassette recorder
for $500, and his wife Alicia began videotaping each of his at-bats. He
reviewed the tapes and identified the flaws in his hitting approach.
Gwynn said, “I came back from a trip and looked at the tapes and I
knew immediately what was wrong. From that point on, I hit like .350
and had a 25-game hitting streak.”8 He never finished a season in his
long and storied career with a batting average lower than the one he
compiled in that season (which was still a very good .309).9

Gwynn became a fanatic about using video to study his swing, as
well as the pitchers whom he opposed. He carried videos with him
wherever he traveled. Teammates nicknamed him “Captain Video.”
At first, they viewed his near-obsession with video as rather odd,
much like Berry’s teammates had. Over time, his peers became
believers. After reviewing the video, Gwynn practiced with intensity.
Baseball coach Dave Engle once said, “You could take the next five
guys who put the most time in, and added together, they would not
put as much time in as Tony.”10 He did not just try to hit the ball dur-
ing batting practice; he imagined a particular situation and practiced
the precise swing he would use in that circumstance. Alternatively,
Gwynn might focus on correcting a mechanical flaw that he noticed
on video; he would practice that particular refinement over and over.
During practice, he focused as much, if not more, on the process of
hitting as on the outcome of each swing.

In 1984, Gwynn’s first full season using video, he won the batting
title (for highest batting average in the National League). By the end
of his career, he had earned that honor eight times, tying the National
League record.11 He entered the Hall of Fame on July 29, 2007 as
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one of the greatest pure hitters in the history of baseball.12 His peers
recognized him as one of the most astute students of hitting that the
game had ever seen.

The story of these two athletes demonstrates two important les-
sons regarding how effective problem-finding can lead to superior
performance. First, we see the value of “watching the game film.”
Like Berry and Gwynn, companies should study their past perform-
ance, as well as their rivals’ performance. They should search for
problems and vulnerabilities that can be exploited. Of course, many
companies do engage in benchmarking and competitor intelligence.
They also conduct “after-action reviews” to identify problems experi-
enced during a major project or initiative. However, the promise of
these learning activities often remains unrealized. Firms encounter a
series of common pitfalls that make these activities far less productive
than they can be. In this chapter, we will take a look at these pitfalls
and identify ways in which leaders can avoid them.

Second, we learn from these two athletes’ stories that elite per-
formers do not excel simply due to innate talent. They hone their skills
through a great deal of practice. In fact, research shows that individu-
als in many different fields achieve greatness through hard work, not
simply raw talent. However, research shows that it takes a particular
type of preparation to truly excel; scholars have described it as “delib-
erate practice.” Berry and Gwynn adopted this approach to prepara-
tion and skill refinement. Through their practice regimens, Berry and
Gwynn discovered the small problems and flaws that prevented them
from achieving their potential. Some individuals work very hard, but
they adopt the wrong practice techniques. Research demonstrates
that elite performers engage in an immense amount of highly effective
“deliberate practice” over their careers. This chapter explains deliber-
ate practice and describes how it facilitates effective problem-finding.
Moreover, we will explain why many firms do not provide employees
with sufficient opportunities for deliberate practice, or why they
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encourage the wrong types of training and preparation. We also will
take a look at how some companies have provided effective practice
opportunities for their employees.

After-Action Reviews: Promise and Peril

Many companies have tried to conduct lessons-learned exercises
after the completion of major projects. Outside of sports, the U.S.
Army became one of the first large organizations to develop a system-
atic approach to postmortem analysis. The Army developed its after-
action review (AAR) procedure in the 1970s, although widespread
adoption did not take place for a number of years. Each reflection-
and-review process focuses on four fundamental questions:

• What did we set out to do?
• What actually happened?
• Why did it happen?
• What will we do next time?13

Harvard Professor David Garvin has conducted extensive
research on the Army’s use of AARs. He reports that the Army now
conducts these lessons-learned exercises routinely. The Army has
learned that these reviews must become “a state of mind where
everybody is continuously assessing themselves, their units, and their
organizations and asking how they can improve.”14 AARs must be
conducted immediately after a mission has been completed so that
the key events can be recalled easily and accurately by all partici-
pants. Garvin points out that the process requires skilled facilitators
and a willingness on the part of military leaders not to dominate the
discussions, even to admit their own mistakes. Finally, the Army
works very hard to create a climate of openness and candor, and facil-
itators actively discourage finger-pointing and the assignment of
blame during these reviews.15

Other organizations have adopted the Army’s techniques. For
instance, many hospitals try to conduct lessons-learned exercises after

From the Library of Garrick Lee



ptg

CHAPTER 8 • WATCH THE GAME FILM 167

medical accidents. The Joint Commission on Accreditation of Health-
care Organizations (JCAHO) now requires hospitals to conduct thor-
ough reviews following serious medical accidents, which health care
professionals describe as sentinel events. Many hospitals also have
expanded the use of such reviews to less serious incidents, going well
beyond the mandate of the accreditation body. For instance, at Chil-
dren’s Hospital in Minneapolis, the Patient Safety Steering Commit-
tee chose to conduct “focused event studies” after a wide range of less
serious incidents, as well as “near misses”—instances in which an
accident was narrowly averted and no harm came to a patient.16 Dr.
Chris Robison, Associate Director of Medical Affairs, serves as one of
the facilitators of this review process. Like the Army, Children’s
focuses on establishing clear ground rules for how these reviews
should be conducted, and it follows a structured procedure for ana-
lyzing each incident. Here’s how Robison kicked off the review of a
morphine overdose incident that took place at the hospital:

“We have several objectives today: to understand what hap-
pened, to identify opportunities for improvement, and to
support the caregivers, patient, and family that were
involved. Today, we will focus primarily on documenting the
process flow of yesterday’s events. We have three ground
rules for this discussion. First, it is a blameless environment;
we are not here to find a scapegoat but to identify failures in
our operating system. We want to reveal all of the issues and
problems in an open discussion. Second, this process is confi-
dential. Please do not reveal the name of the patient or the
identity of the caregivers. Third, we ask you to think cre-
atively about how to improve our systems and processes. Try
to envision the patient as your own child and to identify sys-
tems that you would like to have in place to ensure your
child’s safety.”17

During the session, Robison asked questions in order to identify,
understand, and diagram the sequence of events that led to the mor-
phine overdose. As people spoke, Robison recorded the details care-
fully on a whiteboard. He found that creating a visual aid, such as a
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process flow diagram documenting the sequence of events, helped
facilitate a constructive, fact-based discussion. Robison tried to
ensure that the physicians did not dominate. He frequently asked,
“Have we documented the process accurately? Are we missing some-
thing?” Ultimately, the group agreed on the detailed sequence of
events that had taken place, and from there, it identified a number of
opportunities for improvement.18

While some organizations have employed AARs quite effectively,
most firms struggle to capture the true value of such lessons-learned
exercises. Attempts to review projects become blame games in some
companies. In others, the procedure becomes slow, cumbersome, and
bureaucratic. The review process drags out far too long; in some cases,
it does not even begin until well after the project has been completed.
At that point, memories of key events have become foggy, and hind-
sight biases cloud people’s perspectives. Individuals write lengthy
reports on the lessons learned from a project, and the binders collect
dust on someone’s bookshelf. Little follow-up occurs to ensure that
improvement ideas are implemented. As noted organizational learning
expert Peter Senge has said, “The Army’s After Action Review is
arguably one of the most successful organizational learning methods
yet devised. Yet, most every corporate effort to graft this truly innova-
tive practice into their culture has failed because, again and again, peo-
ple reduce the living practice of AARs to a sterile technique.”19

Why do many AAR processes fail? Many firms stumble for the
reasons just cited: the inability to create a climate of candor, a lack of
skilled facilitators, and a poor follow-up process for ensuring that
improvement ideas are implemented efficiently. The problems
extend beyond those usual suspects, though. First, many organiza-
tions study past projects in a compartmentalized fashion. A small
group of people come together, but they do not necessarily under-
stand the entire picture. For instance, at one firm in my research, a
group of marketing managers came together to study a failed product
launch. However, they did not involve key individuals from other
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organizational units, including operations, logistics, and procure-
ment. This small group did not understand the entire system of activ-
ities involved in the product launch. The individuals involved in the
postmortem analysis did not understand the interconnections among
the activities of people in multiple functions. They missed the fact
that some problems occurred during the handoffs that took place
from one unit to another. Individuals found themselves jumping to
conclusions about the mistakes that had occurred without under-
standing all the facts.

Dr. Robison has learned that assembling the right group of peo-
ple, from diverse units of the organization, is essential to the success
of an after-action review. People need to develop a systemic perspec-
tive about failures. Moreover, you need to come to a clear under-
standing of the facts before trying to ascertain cause-and-effect
relationships. He explains:

“I don’t think we could have gotten as thorough an under-
standing of what happened to Matthew if I had talked with
people individually. There was so much point and counter-
point during the meeting. We saw the event from the nurse’s
perspective and then from the respiratory therapist’s perspec-
tive and then the doctor’s. It is not that people only perceive
things consistent with their viewpoint, but that they have
actually only touched one part of the elephant. I have found
that most people think that they know where the failure was
and what failed. However, when they come into one of these
meetings, they realize that there were ten possible defenses
in the system. They come to understand its complexity. They
recognize that there were aspects of the situation they didn’t
even know existed. These focused event analyses develop dis-
ciples that then go out into the organization understanding
the complexity of medical accidents.”20

After-action reviews also fail because people do not have an accu-
rate recollection of what happened, and they haven’t kept a complete
record of the key events that took place during a particular project or
initiative. When possible, the Army compiles extensive audio and
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videotapes during its training exercises, as well as during some actual
missions, so as to have an objective record of activities to examine
during the review process. The Army obtains data from instrumenta-
tion technology, and it employs observers who record key events.21 In
essence, it compiles a “game film” much like a coach or athlete does
in sports. In so doing, the Army does not rely only on individuals’ rec-
ollections, which may be incomplete or biased. The videotape never
lies, as many coaches say.

Hospitals have the patients’ medical charts that they can review, as
well as the results of various tests and procedures. These archival doc-
uments provide objective evidence that helps individuals compile an
accurate picture of what occurred. During the Columbia space shut-
tle’s final mission, NASA taped key Mission Management Team meet-
ings, and it stored emails and other key documents. That record of
events enabled the Columbia Accident Investigation Board to piece
together precisely what had transpired during the mission as it tried to
determine the causes of the tragedy.22 Airlines, of course, have flight
data and voice recorders on every plane. Most companies cannot
videotape activities and events, but they can consider what evidence
will be needed to conduct an effective after-action review as they
launch a major project. In so doing, firms can plot their data-collection
strategy. Managers can encourage employees to store key documents,
record minutes after crucial meetings, and track key metrics and mile-
stones as a project is planned and executed. Everyone involved in a
project should be asking: What evidence should I be collecting that
will enable us to perform a useful after-action review in the future?23

Many firms only conduct postmortems—they study failures, but
not successes. However, many small problems and mistakes occur
even during the most successful projects. If these issues are not
addressed, they may escalate and contribute to a major failure in the
future. Moreover, many companies examine projects in isolation.
They fail to compare and contrast a particular initiative with other
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projects either inside or outside the organization. Comparison helps
protect against spurious conclusions. When we study a single project,
it becomes rather easy to jump to conclusions about what factors con-
tributed to that outcome. However, we may not have identified the
correct cause-and-effect relationship; we attribute the outcome to the
wrong factors. Examining how the same behaviors and activities
played out in multiple situations, perhaps some more successful than
others, enables us to refine our attributions and conclusions. We
develop much richer models of cause and effect.

Research supports this contention that after-action reviews should
invoke comparisons among multiple projects, and that enterprises
should not only study failures. Tel Aviv University scholars Schmuel
Ellis and Inbar Davidi examined after-event reviews conducted by
Israeli military forces. They compared soldiers who conducted post-
event reflection exercises after successful and unsuccessful navigation
exercises with soldiers who reviewed only failures. Ellis and Davidi
discovered that “contemplation of successful events stimulated the
learners to generate more hypotheses about their performance.”24 The
soldiers who systematically analyzed both successes and failures devel-
oped richer mental models of cause and effect. Perhaps most impor-
tantly, these soldiers performed better on subsequent missions.25

After-action reviews fail to achieve promised results for one final
reason. Organizations often do not identify near-miss incidents and
review them systematically. Near misses occur in all sorts of enter-
prises, and they represent powerful opportunities for learning and
reflection. However, many individuals simply breathe a sigh of relief
when a near miss occurs. They do not surface the issue for discussion
and evaluation. The results can be disastrous. In April 1994, two U.S.
fighter jets mistakenly shot down two American Black Hawk helicop-
ters on a humanitarian mission in Northern Iraq’s no-fly zone. As
it turned out, a near miss had occurred a short time before this
tragic incident. The near miss never surfaced at higher levels of the
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organization; officers did not have an opportunity to analyze it closely.
If they had, a tragedy may have been averted.26

Scholars James March, Lee Sproull, and Michael Tamuz have
argued for the value of studying near-misses quite closely. They
pointed out that, “Organizations learn from experience, but learning
seems problematic when history offers only meager samples of experi-
ence.”27 For instance, an airline rarely experiences a fatal aviation acci-
dent. It becomes difficult to learn from experience if the sample size
proves so limited. Moreover, we have a tendency to “overgeneralize”
the lessons from a single, yet quite memorable, episode in an organiza-
tion’s history. Near-misses protect us against this type of flawed learn-
ing; they provide an opportunity to increase the sample size from
which we can derive lessons. With respect to the field of aviation,
these scholars explained that, “Information on near-accidents aug-
ments the relatively sparse history of real accidents and has been used
to redesign aircraft, air traffic control systems, airports, cockpit rou-
tines, and pilot training procedures.”28

At Children’s Hospital, nurses initiated “good-catch logs” to doc-
ument near misses and trigger further analysis. Good-catch logs are
located in locked medication rooms on each floor of the hospital. If
nurses “catch” a problem that could have resulted in an accident, they
describe the situation in the log. Nurses felt comfortable with this
process because they could record events anonymously. As one staff
member noted, “Here, nurses can report accidents waiting to hap-
pen.”29 Good-catch logs are a perfect example of proactive problem-
finding. Teams in each unit periodically reviewed the logs and then
initiated process improvements based on an analysis of these near-
miss incidents. As nurses realized that their entries often led to con-
crete changes, they became more comfortable with writing in the
logs. One nurse explained, “Now we feel like someone is listening and
doing things about our concerns.”30 Every organization should strive
to create its own version of this hospital’s good-catch log if it wants to
discover problems proactively and improve its learning processes.
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Competitor Intelligence: Promise and Peril

Like the star athletes Raymond Berry and Tony Gwynn, compa-
nies need to study the competition as well. They have to compile a
game film that can be dissected and analyzed. Such evaluation
enables us to spot our own problems as well as the weaknesses and
vulnerabilities of our rivals. Many firms engage in competitor intelli-
gence and benchmarking. However, these activities do not always
prove as useful as leaders expect. Competitive-intelligence expert
Leonard Fuld explains:

“Sometimes, people just get in the way of valid intelligence
because their minds block out reality. There is a great psycho-
logical component to analyzing and convincing others of
critical intelligence. For too many managers, denial, rational-
ization, groupthink, or not-invented-here attitudes are among
the reasons why a competitive revelation never bubbles to the
surface.”31

Let’s take a closer look at how and why many attempts to analyze
our competitors do not bear fruit. First, many firms engage in highly
generic analysis. They conduct SWOT analysis (strengths, weaknesses,
opportunities, and threats), but that exercise leaves them with a laundry
list rather than a clear understanding of what issues matter most.32

They also define capabilities and vulnerabilities too broadly. For
instance, a firm might categorize a rival as having a stronger supply
chain management capability. However, it does not dig deeper to
understand whether its competitor’s advantage lies in procurement,
inbound logistics, outbound logistics, inventory management, and so
on. To be more precise, companies ought to consider compiling a pre-
cise record of how a rival conducts a particular project or initiative. For
instance, an effective competitor analysis might track a competitor’s
new product launch in great detail and then compare and contrast that
effort with the firm’s own recent launch. Such efforts give the analysis
more precision and depth, and they provide opportunities for valuable
direct comparisons.
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Many firms involve a narrow set of employees in the competitive-
intelligence process. They have an individual or small unit, often
within the corporate strategic planning organization, responsible for
gathering data about rivals. They do not take advantage of the fact
that many frontline employees are learning about the competition on
a daily basis. Effective firms tap into and synthesize that fragmented
local knowledge. They involve frontline employees not only as data
gatherers, but also as analysts who can help senior leaders derive con-
clusions from this data. The frontline employees often do not have
the same blinders that may distort the judgments and conclusions of
senior executives. Since senior executives have set the current strat-
egy, they may not be as willing to admit where rivals have outmaneu-
vered them.

Benchmarking efforts frequently entail the creation of a mountain
of quantitative data. The numbers compare and contrast organizations
using a multitude of metrics. However, firms may become lost in the
numbers and ignore crucial qualitative information about the competi-
tion. The numbers also may deceive us, since it proves difficult to make
perfect apples-to-apples comparisons among firms’ financial results.
Leonard Fuld argues that overemphasizing the numbers creates a
“one-dimensional blindness” in competitor intelligence. He advocates
careful attention to “soft, qualitative information.”33 For instance, many
airlines have tried to understand the secrets of Southwest Airlines’ suc-
cess. Without question, Southwest has made a number of strategic
trade-offs that have enabled it to build a unique business model that
cannot be easily imitated. However, the company’s success hinges as
much on its culture as on its hard assets and investments. As company
founder Herb Kelleher has said, “What keeps me awake at night are the
intangibles. It’s the intangibles that are the hardest thing for a competi-
tor to imitate, so my biggest fear is that we lose the esprit de corps, the
culture, the spirit. If we ever do lose that, we’ll have lost our most
important competitive asset.”34

Perhaps most importantly, we must remember to assess the
leaders of our rival firms, rather than treating the organization as a
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monolithic black box. Who is making the decisions at the top, and
what is their mindset? Do we understand their historical pattern of
behavior vis-à-vis key rivals? Is the firm publicly held, or is it a pri-
vately held, family-owned enterprise? Such qualitative factors must
be considered as we assess the competition. Think of a typical football
coach. He does not simply assess the statistics of his opponents. He
also wants to know how that rival behaved in a wide range of situa-
tions, including any prominent tendencies that the opposing coaches
have exhibited throughout their careers. He uses the game film to
look far beyond the numbers.

Finally, competitive-intelligence efforts falter because organiza-
tions adopt a narrow perspective. They focus too intently on their
direct rivals. Companies often pay insufficient attention to potential
new entrants, firms that offer substitute products, and suppliers or
buyers who might forward- or backward-integrate. As an example,
consider how Polaroid might have performed a competitor analysis in
the early 1990s. In terms of instant cameras, Polaroid had a dominant
position. After years of having a virtual monopoly in the U.S., Polaroid
had watched Kodak enter the instant-camera market in the mid-
1970s, but then exit in 1986. However, in terms of substitutes,
Polaroid should have had many other firms on its radar screen. One-
hour photo processing was becoming more widespread. Kodak had
introduced one-time-use disposable cameras in 1987, and other firms
had followed. Sales had become substantial by the early 1990s. Digi-
tal camera technology was emerging. With the emergence of digital
technology, new electronics and computing firms, not previously in
the camera business, stood poised to enter the market. In short, an
effective competitor analysis would have entailed a wide-ranging look
at potential rivals.35

The best firms do not stop there. They try to learn from firms well
beyond their industry. They compare themselves against firms that
will never become competitors, but that have a process or approach
worth exploring. Consider how many product-design firms operate.
When developing a new product, they do not simply study how other
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companies have designed that item. For instance, Pentagram, a
California-based design firm, took an interesting approach to develop-
ing the high-end Fuego barbeque grill: They visited a luxury car dealer
that sold Lamborghinis and Bentleys. They came up with ideas for
how to fashion the grill’s temperature gauge as well as how to add the
look and feel of luxury to the grill. That out-of-the-box comparison
enabled the designers to spot problems with more-traditional bar-
beque grills that detracted from their appearance and functionality.36

Deliberate Practice

Tony Gwynn and Raymond Berry not only watched a great deal
of film on their opponents; they also spent an enormous amount of
time practicing their craft. Sometimes, they began by working to
resolve a problem they had already identified. On other occasions,
focused repetitions helped them discover a problem that hindered
their performance. Through practice, they developed a more refined
mental model of the cause-and-effect relationships that drove their
performance; they could spot the problems that led to failure much
more easily.

K. Anders Ericsson and his colleagues have studied star perform-
ers in many fields, such as athletics, chess, and music.37 He chose
those fields because one can measure performance over time quite
precisely. His research demonstrates that “important characteristics
of experts’ superior performance are acquired through experience
and that the effect of practice on performance is larger than earlier
believed possible.”38 Put another way, “experts are always made, not
born.”39

Ericsson documents how elite performers practice for an incred-
ible amount of time during their lifetimes. For instance, one study
examined three groups of violinists of differing abilities at the Music
Academy of West Berlin. The best young violinists, as evaluated by
the school instructors, accumulated an average of 7,410 hours of
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practice by age eighteen. That exceeded the next-best group by more
than 2,000 hours and the least-talented set by 4,000 hours.40

The hours alone do not determine success, though. Elite per-
formers do not simply exhibit extraordinary diligence and determina-
tion. They engage in what Ericsson calls “deliberate practice.”
Fortune magazine writer Geoffrey Colvin explains how a golfer such
as Tiger Woods approaches practice far differently from those who hit
the links a few weekends each summer:

“Simply hitting a bucket of balls is not deliberate practice,
which is why most golfers don’t get better. Hitting an eight-
iron three hundred times with a goal of leaving the ball
within twenty feet of the pin eighty percent of the time, con-
tinually observing results and making appropriate adjust-
ments, and doing that for hours each day—that’s deliberate
practice.”41

When elite performers engage in deliberate practice, they set a
specific performance improvement goal, and they engage in a task
that provides immediate feedback. Moreover, deliberate practice
involves focusing on the things that elite performers don’t do well.
Many of us tend to practice that at which we already excel in our
leisure sport activities. Ericsson and his colleagues point out that
“Research across domains shows that it is only by working at what you
can’t do that you turn into the expert you want to become.”42 Consider
the example of basketball legend Larry Bird. When he entered the
National Basketball Association, he did not have a strong left-handed
shot. He worked on it relentlessly over the years. As it turned out, he
made several of the most clutch shots of his career with his left hand
in critical playoff games. In 1981, the Boston Celtics faced the
Philadelphia 76ers in the final game of the Eastern Conference
Championship Series. With the game tied and less than a minute left,
Bird drained a difficult left-handed bank shot to give the Celtics a lead
that they would not relinquish. The practice paid off handsomely.43
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Deliberate practice consists of extensive repetition of the very
same activity, so as to hone a particular skill. It emphasizes focus over
variety in the building of skills—working on one thing at a time. As
famous tennis instructor Vic Braden said, “Losers have tons of variety.
Champions just take pride in learning to hit the same old boring win-
ning shots.” Finally, deliberate practice means paying close attention
to your technique, not simply the results you achieve. As Braden
argues, “You have to be process-oriented.”44

Can business leaders engage in deliberate practice to improve
their performance? Colvin concludes that “Many elements of busi-
ness, in fact, are directly practicable. Presenting, negotiating, deliver-
ing evaluations, deciphering financial statements—you can practice
them all.”45 Ericsson concurs. He points out that even the most
accomplished leaders can practice skills such as persuasive communi-
cation. He notes, “Bear in mind that even Winston Churchill, one of
the most charismatic figures of the twentieth century, practiced his
oratory style in front of a mirror.”46

Many companies fail to capitalize on opportunities to build delib-
erate practice into their employee-development programs. Far too
many corporate universities continue to incorporate a substantial
dose of passive learning into their programs. Passive learning consists
of instruction in which the participant sits waiting for the teacher to
impart wisdom. We certainly do not develop expertise in key manage-
rial skills by listening to someone lecture us on a particular topic. We
have to get our hands dirty and work on our skills to improve.

Some firms have embraced active-learning methods, such as sim-
ulations and experiential exercises. These employee-development
techniques provide real opportunities for deliberate practice. Partici-
pants participate in a realistic scenario, attempt certain methods and
techniques, and receive rapid constructive feedback. For years, air-
line pilots honed their skills through the use of complex, realistic
simulations. Today, these simulation methodologies have begun to
spread to a wide variety of industries and firms.
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Video game technology has fueled growth in the development
and use of realistic simulations that provide opportunities for deliber-
ate practice. Consider the case of Hilton Garden Inn. In January 2008
the company launched Ultimate Team Play, an interactive training
simulation for its hotel employees. The game puts staff members in a
virtual hotel. Employees take on roles such as front desk, housekeep-
ing, food and beverage, and maintenance personnel. They perform
tasks such as answering the phone, checking guests in and out of their
rooms, and the like. They encounter various scenarios and must
respond to guest requests. The game produces a SALT (Satisfaction
and Loyalty Tracking) score for the virtual hotel, based on how effec-
tively the staff members perform during the simulation. The SALT
metric represents the actual tool used to evaluate Hilton Garden Inn
locations. Adrian Kurre, senior vice president at the company,
explains the value of the SALT metric: “Including SALT was key
because it really emphasizes to the entire team that no matter what
role they have or what job they do, each person ultimately affects the
guest’s overall hotel experience.”47 By using this simulation, employ-
ees can work on key skills while receiving immediate feedback. They
can repeat similar scenarios many times. Most importantly, they do
not have to practice on actual customers; the virtual hotel provides a
way for inexperienced personnel to improve without sacrificing the
actual experience of Hilton Garden Inn guests.

UPS has adopted an even more far-reaching approach to creating
opportunities for deliberate practice.48 UPS encountered a problem
several years ago, when young workers seemed to be taking longer to
achieve proficiency in key skills. Many of them quit in their first few
months at the company. These Generation Y employees did not seem
to enjoy UPS’s standard training methods. For years, UPS taught
hundreds of rules and policies to its new drivers in a lengthy series of
lectures. The company has since transformed its training practices to
address the unique ways in which Generation Y workers tend to
gather information, communicate, and learn. UPS shifted to an
approach that emphasizes hands-on learning.
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UPS opened its new $34 million 11,500-square-foot Integrad
training center in Landover, Maryland in 2007. The facility consists of
a series of hands-on learning tools. For instance, at one station, the
company has placed a transparent UPS truck filled with packages.
Instructors explain and then demonstrate how to load and unload a
truck safely and efficiently. They show employees the company’s
incredibly precise rules and policies in action, rather than simply lec-
turing about them. Employees then have multiple opportunities to
practice these tasks. Individuals identify problems that hinder their
performance, and they try to correct these issues. At another station,
UPS has created a slip-and-fall simulator. This rather fun exercise
helps employees learn how to adjust their bodies as they begin to fall,
so as to prevent serious injury. By reducing accident rates, UPS saves
a great deal of money. Finally, the outdoor parking lot at this facility
simulates a community, and trainees have an opportunity to drive a
truck and serve customers. The town has model homes and stores,
several street signs, and a UPS drop box. Employees drive through
the town, and they practice conducting various tasks. Others play the
role of customers in the town. As the employees practice, the instruc-
tors provide them rapid feedback on their performance. Over time,
the instructors ratchet up the difficulty of the tasks. Although UPS
adopted this approach with Generation Y employees in mind, the
principles apply to people of all ages. We all benefit from hands-on
learning opportunities. Active learning beats passive learning; delib-
erate practice enables people of all generations to improve and refine
their skills.

Looking in the Mirror

Bill Parcells has achieved remarkable success as a professional
football coach. He won two Super Bowls with the New York Giants,
and he turned around several other losing franchises. With the New
England Patriots, he inherited a team that won only two games and
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lost fourteen in the previous season. Several years later, Parcells took
the team to the Super Bowl. With the New York Jets, he took over a
team that had won only one contest the previous season. In two sea-
sons, Parcells had the Jets competing in the conference champi-
onship game. Even with the Dallas Cowboys, where he enjoyed less
success, he managed to take the team to the playoffs twice in four
years. The franchise had won only five games in each of the three sea-
sons prior to his arrival.49

Many people have noted that Parcells rarely seems happy about
his team’s performance regardless of whether they have won or lost.
In fact, he often appears especially dour after a victory. His protégé,
Bill Belichick, adopts a similar approach now as head coach of the
New England Patriots—a team he has led to three Super Bowl cham-
pionships. On many occasions, Belichick is critical of his team even
when they win. He focuses on the team’s mistakes as he dissects the
game film. He drives them hard in practice, not letting them become
complacent after a win. The two men both seem to find it hard to
enjoy victory.

Parcells and Belichick offer a lesson for all leaders. We certainly
do not propose that leaders should become miserable after their suc-
cesses. However, they can take a hard look in the mirror after both
success and failure. Leaders can watch the film, searching for the
problems and mistakes, even when the outcome was highly successful.
They can refine all the organization’s critical learning and review
processes. When many of us look in the mirror, particularly after a suc-
cessful venture, we see a very positive image. Belichick and Parcells
stare into the mirror, always looking for the warts. They search for
problems consistently and relentlessly. All leaders need to help their
organizations look in the mirror without being blinded by success. As
noted evolutionary biologist Stephen Jay Gould once said, “Look in
the mirror, and don’t be tempted to equate transient domination with
either intrinsic superiority or prospects for extended survival.”
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The Mindset of a Problem-Finder

“In the beginner’s mind there are many possibilities, but in
the expert’s there are few.”

—Shunryu Suzuki, Japanese Zen priest

On July 17, 1981, roughly two thousand people attended a dance
party at Kansas City’s Hyatt Regency Hotel. Shortly after seven
o’clock that evening, two overhead walkways collapsed onto the
packed atrium below, killing one hundred fourteen people and injur-
ing many others. The higher walkway gave way first, causing it to
crash onto the lower walkway. Both structures then crashed onto the
crowded atrium lobby below. Panic ensued throughout the hotel. A
joyful dance party turned into a horrifying tragedy in a matter of
seconds.1

An investigation revealed that a design modification had been
made in the winter of 1979 during construction of the hotel. The
change occurred to facilitate the construction process. However, the
alteration in the design doubled the load on the hanger rod connec-
tions that were instrumental in supporting the walkways. The design
no longer met the requirements of the Kansas City Building Code,
yet the construction incorporated this flawed modification. After the
collapse, many engineers lost their licenses due to complaints of negli-
gence and misconduct filed by the Missouri Board of Architects, Pro-
fessional Engineers, and Land Surveyors. Victims and their families
received more than $100 million from legal settlements and judgments.

9
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As it turned out, some problems had emerged during the con-
struction of the hotel, but they were not investigated thoroughly. Peo-
ple did not recognize the potential warning signs. For instance, in
October 1979, a large section of the atrium roof collapsed because of
a problem with the roof connections. People examined the roof
design and construction at that time, but they did not revisit the walk-
way design. Another signal of possible trouble emerged as workers
transported materials and supplies across the walkways during the
final stages of the project. Some employees complained that the walk-
ways swayed and vibrated at times, particularly when full, heavy
wheelbarrows were moved across them. Construction managers dis-
missed the workers’ concerns; they did not examine whether a prob-
lem existed with the supporting structures. Instead, managers told
the employees to take another route with the loaded wheelbarrows,
thereby bypassing the walkways that traversed the atrium.

Now, consider a very different case in the field of structural engi-
neering. William LeMessurier recounted this famous story to me in
an interview conducted just a short time before his death in July
2007.2 LeMessurier, a highly respected structural engineer, worked
on the design of the Citicorp building at 53rd Street and Lexington
Avenue in Manhattan. When completed in 1977, the skyscraper
became the seventh-tallest building in the world. Then, in June 1978
a New Jersey engineering student placed a call to LeMessurier.
Assigned by his professor to write a paper about the Citicorp build-
ing, the student quizzed LeMessurier about the four columns that
supported the skyscraper. The young man’s professor thought that the
structural engineer had made a mistake. Why had he placed the
columns in the middle of each side of the building, rather than at the
corners? LeMessurier explained that the professor was incorrect and
described why circumstances required the columns to be placed in
the middle of each side. Moreover, he told the student about the
unusual system of wind braces that he had invented for this building.
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LeMessurier explained how the braces protected against the force of
both perpendicular and quartering winds.3

After the conversation, LeMessurier thought about lecturing his
own students at Harvard’s Graduate School of Design on the topic of
his unusual system of wind braces. When he designed the columns, he
had calculated whether the building could resist perpendicular winds,
as required by the New York City Building Code. The code did not
require any calculations pertaining to quartering winds (that is, those
approaching the building diagonally), and the engineering literature
generally did not concern itself with the impact of quartering winds
on rectangular buildings. However, this engineering student had
sparked LeMessurier’s curiosity. He decided to run a series of calcula-
tions pertaining to quartering winds. The results showed more strain
on the braces than he expected. The finding proved rather unsettling.

LeMessurier then recalled a discovery he had made just a few
weeks earlier. During a meeting to analyze plans for two buildings in
Pittsburgh, a contractor asked a question about the welded joints
called for in the design of wind braces similar to those used on the
Citicorp building. LeMessurier called his New York office to ask
about the construction of the welded joints. His office explained that
contractors actually had used bolted joints on the Citicorp building;
Bethlehem Steel had objected to the welded joints. In that firm’s
opinion, the building did not require the extra strength required by
the welded joints, and bolts saved a substantial amount of money.
LeMessurier’s New York office had agreed to the change, and they
had informed him. The office’s decision seemed to make sense at the
time, because the engineers considered only the perpendicular
winds, as required by the New York City Building Code.

With his new calculations, LeMessurier wondered whether the
bolted joints could withstand the stress of high quartering winds. In
our interview, LeMessurier told me that his instincts suggested that a
serious problem might exist. He felt compelled to investigate further.
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He began to worry about a powerful storm triggering a catastrophic
collapse of the building. He flew to Canada to speak with experts at
the University of Western Ontario. He demanded a brutally honest
assessment. They gave him one: the stress from quartering winds
might exceed LeMessurier’s latest calculations. He knew that he had
a serious problem.

To his credit, LeMessurier took personal responsibility for the
mistakes. He informed the building’s architect and then flew to New
York for a meeting with John Reed, then executive vice president of
Citicorp (and later its Chairman and CEO). LeMessurier outlined
the problem and then explained his strategy for repairing the building
without alarming the public. Later, he met with Walter Wriston, Citi-
corp’s Chairman. Repairs commenced soon after these meetings.
LeMessurier recalled that both men treated him remarkably well
throughout the process, and they did not try to punish him harshly for
the errors. Over time, LeMessurier became an exalted figure in the
field of structural engineering. People commended him for his will-
ingness to be so forthcoming when he detected a potential flaw in his
design.4

These two stories provide a stark contrast in the handling of
information suggesting that a potential problem exists. The man-
agers in the Kansas City hotel case dismissed the concerns of others
and reaffirmed their belief in prior judgments by experts. Who
were these construction workers to suggest that engineering experts
might have made an error? William LeMessurier approached his
situation with far more intellectual curiosity. Intrigued by the ques-
tions posed by a young engineering student far less knowledgeable
than he, LeMessurier chose to perform additional analysis. In time,
he began to question his earlier assumptions and judgments. He
chose to pursue his concerns and obtain the perspective of unbi-
ased experts. LeMessurier represents the quintessential problem-
finder. He did not simply assume that his expert judgments were
correct. When he detected trouble, he dug deeper. He wanted to
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understand the nature of the potential problem. He did not seek to
assign blame to others, nor did he let the possibility of a disturbing
answer suppress his investigation. LeMessurier clearly approached
his situation with a very different mindset than the people involved
in the Kansas City hotel tragedy.

Three Dimensions of a New Mindset

This book has argued that leaders at all levels must develop their
problem-finding skills. We have provided an in-depth description of
the seven critical skills and capabilities required to ensure that prob-
lems do not remain hidden in your organization. These processes and
techniques will help you discover the bad news that typically does not
surface until far too late. Becoming an effective problem-finder
requires a different mindset, though, not simply a set of new behav-
iors and competencies. That mindset begins with a certain level of
intellectual curiosity. You must be willing to ask questions, seeking
always to learn more about both the familiar and the unfamiliar.

Intellectual Curiosity

Problem-finding requires a certain amount of intellectual curios-
ity. You must have a restless mind, one that is never satisfied with its
understanding of a topic—no matter how much expertise and experi-
ence you have accumulated on the subject. You must have the instinct
to explore puzzling questions that may challenge the conventional wis-
dom. You have to resist deferring to the experts who may feel that a
particular matter is closed, that the knowledge base on that subject is
complete and certain. Perhaps most importantly, you must be willing
to question your own prior judgments and conclusions. That last point
may be particularly troublesome for most of us. In her seminal study
of how the U.S. government discounted warning signs prior to the
Pearl Harbor attacks, Roberta Wohlstetter argued that human beings
tend to exhibit a “stubborn attachment to existing beliefs.”5 Over the
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years, cognitive psychologists have provided ample evidence to sup-
port her contention. Effective problem-finders fight constantly against
this urge to remain attached to prior beliefs. They exhibit a curiosity
that causes them to question what others see as “set in stone.”

The intellectually curious seek constantly to learn new things.
They thrive on novelty. They seek out new situations and new ideas.
Often, they find that these new experiences provide them a new
perspective on the very familiar territory in which they work on a
day-to-day basis. New research actually suggests that novelty stimu-
lates the brain and enhances learning. For instance, in 2006,
researchers at the University College of London conducted a study
in which they showed subjects images of various scenes and faces
while analyzing their brain activity using sophisticated scan technol-
ogy. They discovered that new images stimulated the brain more
than familiar ones, even if the familiar images were emotionally
negative (such as an automobile accident or a face that appeared
angry). In another set of experiments, the researchers tested the
memory of subjects with regard to a set of novel images as well as
more familiar ones. They discovered that subjects remembered
more when new facts were mixed with more familiar data, as
opposed to when individuals tried to memorize only common, rec-
ognizable information.6

Emory University professors Roderick Gilkey and Clint Kilts have
argued that seeking novel experiences helps keep the brain sharp. They
explain: “The more things you learn, the better you become at learning.
Actively engaging in novel, challenging activities capitalizes on your
capacity for neuroplasticity—the ability of your brain to reorganize
itself adaptively and enhance its performance.”7 Problem-finding
requires an ability to cope with ambiguity and to sort through seem-
ingly contradictory signals at times. It requires a capacity to make sense
of messy situations and a willingness to look at familiar situations from
a different perspective. Novel learning experiences often provide us
new conceptual models of how to think about a familiar situation as
well as new frames of reference. Novel experience can shake our
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entrenched assumptions. A curious mind that enjoys learning new
things may be a problem-finder’s most valuable asset.8

Systemic Thinking

Successful problem-finders not only exhibit a curious mindset,
but they also embrace systemic thinking. They recognize that small
problems often do not occur due to the negligence or misconduct of
an individual. Instead, small errors frequently serve as indicators of
broader systemic issues in the organization. Effective problem-
finders do not rush to find fault and assign blame when they spot a
mistake being made. They step back and question why that error
occurred. They ask whether more fundamental organizational prob-
lems have created the conditions that make that small error more
likely to occur. Effective problem-finders recognize that you might
fire the person who made an error on the front lines, but if you do not
address the underlying systemic issues, the same errors will occur
again and again. Firing someone who made a mistake without identi-
fying the systemic problem does not constitute effective problem-
finding; it simply means that you have found a convenient scapegoat.

Retired Brigadier General Duane Deal has an interesting per-
spective on the need for more systemic thinking among leaders. Gen-
eral Deal has studied a number of catastrophic failures. He has been a
member of more than ten aircraft and space launch accident investiga-
tions, and he served on the Columbia Accident Investigation Board
after the 2003 space shuttle accident.9 General Deal recognizes that
most complex failures do not have a single cause. Many small errors
and mistakes often converge to create a catastrophe. Extensive schol-
arly research supports his contention. General Deal argues that we
must resist the temptation to stop when we have spotted the most vis-
ible problem that may be causing trouble for the organization. To be
an effective problem-finder, we have to dig deeper. What’s behind that
obvious problem? If it’s a technical issue, we should ask: Why did this
technical error occur? What organizational conditions and leadership
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failings may have contributed to the emergence and persistence of this
technical problem? Deal argues that we must go “beyond the widget”
when searching for the causes of major failures in our organizations:

“Rarely is there a mishap caused by a single event or a broken
widget. Therefore, after major mishaps—such as aviation and
naval accidents—senior leaders must use that opportunity to
look at the ‘whole’ organization. Even if the apparent cause of
a flight accident is a broken part or an obvious pilot error,
there are usually several other contributing factors.”10

Healthy Paranoia

Andy Grove, former Chairman and CEO of Intel, once wrote a
book titled Only the Paranoid Survive. In the preface, he described
himself as quite a worrier. He said that he worried about everything
from manufacturing problems to competitive threats to the failure to
attract and retain the best talent. Many concerns kept him up at
night. Grove argued that he believed fervently in the “value of para-
noia.”11 He felt that leaders must never allow themselves to get com-
fortable, no matter how successful they had become. They had to
devise ways of staying in touch with those in the organization who
were willing to challenge the conventional wisdom, and who might
alert them to bad news.

During my research for this book, I interviewed Kevin Walsh, the
Chief Financial Officer of Hill Holliday, one of the nation’s most suc-
cessful advertising agencies.12 Walsh had worked in a range of indus-
tries prior to arriving at the firm. Most recently, he had helped
recharge growth and profitability at Zildjian, the historic cymbal com-
pany. Walsh has seen many companies go through deep troughs dur-
ing his career, and he knows that many executives do not spot trouble
until substantial damage has been done. At that point, the problems
have become unwieldy, and the solutions have proven to be rather
painful. By the time of problem recognition, perhaps the firm has
entered a downward spiral that cannot be reversed. When Walsh
came on board at Hill Holliday, he received words of advice from
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agency founder Jack Connors: “In our business, you have to remem-
ber that everything’s rented, including us. You need to always be
watching the front door because something is invariably slipping out
the back door.” Walsh always remembers those words. All leaders
should adopt the mindset exemplified by this simple statement.

Effective problem-finders acknowledge that every organization, no
matter how successful, has plenty of problems. They often lie beneath
the surface, hidden from view. Effective problem-finders acknowledge
their personal fallibility, rather than cultivating an aura of invincibility.
They exhibit a healthy dose of paranoia, much like Andy Grove and Jack
Connors. As noted psychiatrist Theodore Rubin once said, “The prob-
lem is not that there are problems. The problem is expecting otherwise
and thinking that having problems is a problem.”

Successful leaders demonstrate intellectual curiosity, adopt sys-
temic thinking, and exhibit a healthy dose of paranoia. They do not
wait for problems to come to them. They behave much more proac-
tively. They seek out problems. They embrace them. You do not dis-
cover problems by sitting in your office waiting for the bad news to
arrive at your door. The very best leaders know that speed is critical.
The earlier you discover a problem, the more likely you can contain
the damage, and the more likely you can solve it readily. Most impor-
tantly of all, successful leaders do not see problems as threats. They
see every problem as an opportunity to learn and improve.

Endnotes
1 This account of the Kansas City Hyatt walkways collapse draws on several sources:
http://ethics.tamu.edu/ethics/hyatt/hyatt1.htm; Petroski, H. (1982). To Engineer Is
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Hoboken, NJ: John Wiley & Sons; http://antoine.frostburg.edu/phys/invention/
case_studies/disasters/kansas_city_walkway.html.

2 I am grateful to Bill Lovallo, a principal at LeMessurier Consultants, who put me in
touch with William LeMessurier and vouched for me when I requested an interview.
Mr. LeMessurier was kind enough to spend more than an hour with me on the phone
from his home in Maine.
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account in his book. Klein, G. (2004). The Power of Intuition: How to Use Your Gut
Feelings to Make Better Decisions at Work. New York: Doubleday.

4 When Mr. LeMessurier died in June 2007, his obituaries in the New York Times and
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5 Wohlstetter, R. (1962). Pearl Harbor: Warning and Decision. Stanford, CA: Stan-
ford University Press. p. 393.

6 Fenker, D., J. Frey, H. Schuetze, D. Heipertz, H-J Heinze, and E. Duzel. (2008).
“Novel scenes improve recollection and recall of words.” Journal of Cognitive Neuro-
science. 20(7): 1250–1265.

7 Gilkey, R. and C. Kilts. (2007). “Cognitive fitness.” Harvard Business Review.
November: 53–66.

8 Gary Hamel also often advocates that executives should seek out novelty as a means
of stimulating creativity and innovation in their organizations. See Hamel, G. and L.
Välikangas. (2003). “The quest for resilience.” Harvard Business Review. Septem-
ber: 52–63.

9 I came to know Retired General Duane Deal when I was studying the Columbia
space shuttle accident. He graciously agreed to come to my class to speak to my stu-
dents when I taught the multimedia case to MBAs for the first time. General Deal
gave a magnificent talk to the students, and I was able to speak with him at length
about his perspective on the causes of catastrophic failures. I met up with General
Deal again when I was presenting my research at the Johns Hopkins Applied Physics
Laboratory, where he went to work after retiring from the U.S. Air Force.

10 Deal, D. W. (2004). “Beyond the widget: Columbia accident lessons affirmed.” Air
and Space Power Journal. Summer: 31–50.

11 Grove, A. (1999). Only the Paranoid Survive. New York: Currency/Doubleday. p. 3.

12 Interview with Kevin Walsh in his office at Hill Holliday in Boston, Massachu-
setts. Mr. Walsh agreed initially to a one-hour interview, but he ended up spending
almost an entire morning with me. I am very grateful to him for being so generous
with his time.
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