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The Challenger Accident 
A Study in Poor Decision Making

t’s hard to imagine that January 28, 

1986 is the 30th anniversary of the 

explosion of the space shuttle 

Challenger. The image on national 

television of the exploding rocket 

booster is one that few of us who saw 

it will ever forget and it still seems 

like the tragedy happened just 

yesterday. But even after thirty years, 

the accident can still offer lessons 

that are as pertinent today as at the 

time – lessons in the dangers of poor 

decision making. 

The Accident 
Originally scheduled to be the first 

launch in 1986, the Challenger’s flight 

was delayed partly because of 

problems launching the Columbia, 

with the last delay occurring on 

January 27th as the result of high 

winds at the abort landing site. 

Forecasts for January 28th called for 

temperatures in the low thirties. 

Because the low temperatures were 

close to the lower operating 

specifications of the O-rings that 

sealed the joints of the booster 

rockets, NASA convened two 

conference calls on the afternoon and 

evening of the 27th with engineers 

and managers from Morton Thiokol, 

the manufacturer of the boosters. 

The engineers recommended that the 

launch be delayed. NASA staff 

resisted and eventually the Thiokol 

management team overruled their 

engineers and recommended the 

launch go ahead. The NASA managers 

agreed. 

On the 28th, despite concerns over ice 

on the launch pad and temperatures in 

the high 20’s, the Challenger was 

launched. Seventy-three seconds into 

the flight, an O-ring ruptured, causing 

the structural failure of one of the 

booster rockets. All seven crew 

members were killed. 

The Investigation 
President Ronald Reagan appointed a 

Presidential Commission, known by the 

name of its chair, William Rogers, as 

the Rogers Commission, to review the 

accident. After a 32-month 

investigation, the Commission found 

that the technical cause of the accident 

was the failure of the O-ring owing to a 

faulty design. It also faulted an 

organizational mindset at NASA that 

caused mid-level managers to conceal 

information from administrators and a 

poor decision making process that 

placed a high premium on meeting 

deadlines. Ultimately, the blame was 

placed on the managers who made the 

decision to launch despite what, in 

hindsight, seemed to be overwhelming 

evidence that it was not safe to do so.
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Too Simple a Solution? 
To lay the blame on the mid-level managers at 

NASA may be too simplistic. It assumes that 

these managers made a calculated, amoral 

decision that the risks in launching were 

outweighed by the need to launch on schedule. 

However, the reasons behind the decision to 

launch are much more complex. 

In Visual Explanations: Images and Quantities, 

Evidence and Narratives, Edward Tufte, a Yale 

professor specializing in statistical evidence and 

information design, suggests that the thirteen 

charts, many of which were handwritten, 

submitted by the Thiokol engineers failed to 

convey the true seriousness of the situation. 

Tufte suggests that the information could have 

been portrayed on a single chart with much 

clearer impact. While Tufte’s position has been 

controversial and there are suggestions that the 

Thiokol engineers did not have sufficient data to 

back their concerns, it does point out the need 

for providing decision makers with clear facts. 

Sociologist Diane Vaughn, in her exhaustive 

revisionist history of the accident, The 

Challenger Launch Decision: Risky Technology, 

Culture, and Deviance at NASA, also takes 

exception to blaming the middle managers as 

too simplistic. She suggests that to do so 

removes responsibility from the high level 

decision makers whose actions compromised 

shuttle design and the environment at NASA, 

fails to acknowledge the role of administrators 

in creating the culture at NASA designed to 

maintain their own power, and obscures the 

difficulty of making technical decisions in a 

system that is developmental and not 

operational. 

Vaughn makes a strong case for the 

normalization of deviance. According to Dr. 

Vaughn normalization of deviance occurs when 

people within an organization become so 

accustomed to a deviant behavior that it is no 

longer considered deviant. The O-ring was 

theoretically designed as a part that could not 

fail. However, there is evidence that NASA 

engineers knew about problems with the O-

rings as far back as 1977 and never shared this 

information. Instead, they came to rely on a 

secondary O-ring as a backup to the primary. 

Instead of grounding the shuttles and 

redesigning the O-ring, the potential for failure 

of the O-ring came to be defined as an 

acceptable flight risk because of the belief in 

the redundancy of the secondary O-ring. 

Adding to this normalization of deviance was an 

assumption about the work of previous 

engineers. The temperature specifications for 

launch assigned to the O-ring had been 

developed early in the program by engineers 

other than the ones making the launch decision. 

However, the O-rings had never been tested to 

the lower limit; instead Thiokol, with oversight 

from NASA, had used the specifications of a 

different O-ring. In essence, the people making 

the decision didn’t fully understand the 

problem. 

Lessons 
Understanding the decision to launch the 

Challenger is not easy. It requires an 

understanding of complex processes and of the 

context in which the decision was made. 

However, even a brief study highlights the need 

for providing decision makers with the best 

possible information in an easily understood 

format, the dangers of making assumptions, 

and the need to fully understand the issues. It 

also points out the importance of guarding 

against an organizational culture that tolerates 

the normalization of deviance.  

http://www.amazon.com/gp/product/0961392126?ie=UTF8&creativeASIN=0961392126&tag=luciencacom-20
http://www.amazon.com/gp/product/0961392126?ie=UTF8&creativeASIN=0961392126&tag=luciencacom-20
http://www.amazon.com/gp/product/022634682X?ie=UTF8&creativeASIN=022634682X&linkCode=xm2&tag=luciencacom-20
http://www.amazon.com/gp/product/022634682X?ie=UTF8&creativeASIN=022634682X&linkCode=xm2&tag=luciencacom-20
http://www.amazon.com/gp/product/022634682X?ie=UTF8&creativeASIN=022634682X&linkCode=xm2&tag=luciencacom-20

