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Overview

• DSD launched a pilot to learn systemic influences of critical 
incidents

• DHS Child & Safety Permanency uses the same review model

• Goals: 
• culture change
• reduction in critical incidents
• system improvements
• support direct support staff in a complex system

• Pilot Counties: Blue Earth, Hennepin & St. Louis
• Only incidents occurring in those counties in 245D settings



Human Services Across America
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• Systems are set up 
to not fail

• Humans are the 
cause of most errors

• Systems should 
identify the ‘bad 
apples’ and remove 
them

Old View – Bad Apple Theory



System response 
cycle example: 

Georgia



Child welfare – Georgia

http://www.ajc.com/news/news/local/hit-hard-by-budget-cuts-dfcs-strains-as-workload-j/nQSzD/
http://www.ajc.com/news/news/local/hit-hard-by-budget-cuts-dfcs-strains-as-workload-j/nQSzD/


Georgia II



Georgia III



Georgia IV



Georgia V

http://wabe.org/post/deal-proposes-27m-dfcs-funding-boost
http://wabe.org/post/deal-proposes-27m-dfcs-funding-boost


Critical incidents: 
Old view responses



The 17 employees are charged with first degree falsifying business 
records, first degree endangering the welfare of an incompetent or 
physically disabled person and willful violation of public health laws.

New York – Incident



New York – Agency Response

The facility at Michigan Avenue and High Streets in Buffalo’s 
Medical Corridor, is operated by Kaleida Health and serves 
both adult and pediatric patients. 

Kalieda Health said in a statement Thursday that it “has 
terminated 17 employees for neglectful care of one resident. 
This behavior, and lack of appropriate care, is unacceptable 
and will not be tolerated. When we were made aware of the 
situation, we took action. Kaleida Health, through its office of 
internal Audit and Compliance, has been working 
cooperatively with the Attorney General’s office on this 
investigation.”



At a Springfield home owned 
by Sparc, a caregiver forgot to 
give a man his anti-seizure 
medication before sending him 
to a day program in 2013. The 
man suffered a major seizure, 
turned blue and was treated at 
a hospital.

Illinois – Incident



Sparc's chief operating officer, 
Ryan Dowd, said his company 
fired the caregiver and added 
more surveillance cameras in 
its group homes and switched 
from paper to electronic 
medication records.

Illinois – Agency Response



California – Incident

Case: Social workers charged with child abuse in case 
involving torture and killing of an 8-year-old boy

• Four County social workers have been charged with felony 
child abuse in connection with the 2012 death of the 8-year-
old, who was tortured and killed even though authorities 
had numerous warnings of abuse in his home.  

• County prosecutors allege that county Department of 
Children and Family Services employees allowed a 
vulnerable boy to remain at home and continue to be 
abused.



California – Agency Response

Agency (Director) Response to Media:  

“In our rigorous reconstruction of the events surrounding the 
boys death, we found that four of our social workers had 
failed to perform their jobs. I directed that all of them be 
discharged.  I want to make it unambiguously clear that the 
defendants do not represent the daily work, standards or 
commitment of our dedicated social workers, who, like me, 
will not tolerate conduct that jeopardizes the well-being of 
children.



Minnesota – Budget cuts, Feb. 2011 



Minnesota – Incident in 2014



Minnesota – System Response I (Sept 2014)



Minnesota – System Response II (Nov 2014)



Minnesota – System Response III (June 2015)



Impact for Minnesota
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One case…



Culture of fear & defensive practice



• Based in Human Factors and Systems 
Safety (Safety Science)

• Used by other Safety Critical Systems such 
as Aviation, Healthcare, and Nuclear 
Power

• Integrates Behavioral Analysis, Forensic 
Interviewing, and Trauma Informed 
Science

• Includes a robust, scientific, trauma-
informed review process 

Time for something new: Collaborative 
Safety



Time for something new: Collaborative 
Safety II

•Moves away from blame and toward a system 
of accountability 

•Focuses on identifying underlying systemic 
issues to improve Human Services systems

•Review process is embedded within a larger 
framework to support and advance a safety 
culture.



• That environment/system influences our decisions and 
behaviors.

• In Child Welfare and Disability Services across the US, we know 
that staff can not follow every policy, every procedure, and 
every task on every case-there is just too much!

• In general, staff come to work to do a good 
job everyday.

• We all make decisions that makes sense to us 
at the time based upon our environment and 
the system we are working within.

Key Operating Principles



1. Blame to 
Accountability

2. Applying quick 
fixes to 

understanding 
underlying 

features

3. Fallible 
Humans in 

Perfect Systems 
to Fallible 
Humans in 
Imperfect 
Systems4. First Stories 

to Second 
Stories

5. Employees 
are a Problem 
to Control to 

Employees are 
a Solution to 

Harness

6. Accountability 
up to 

Responsibility 
Down

7.Simple to 
Systemic 
Accident 
Models

7 Transitions to a Safety Culture  



• To understand how to learn and improve as an organization.

• Blame actually decreases accountability

• Hold ourselves and our system less accountable

• Inverse relationship between blame and accountability

• Shuts down the learning process

• Need to hear from those that experience the event

#1: Blame to accountability



Brené Brown on Blame



• To make meaningful change and address the real problems

• Move away from immediate responses such as: 

• More training

• More forms

• More policies

• Recommend that people “try harder”

• Step back and understand that there are features of our system 
support or do not support our work

#2: Applying quick fixes to understanding 
underlying features 

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjTkseO97jVAhWD7IMKHVm3DKAQjRwIBw&url=http://ashbedford.com.au/quick-fixes-versus-long-term-progression/&psig=AFQjCNE2G6Wre_S9AxlzVXVMsBAVozYymA&ust=1501775998598464
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjTkseO97jVAhWD7IMKHVm3DKAQjRwIBw&url=http://ashbedford.com.au/quick-fixes-versus-long-term-progression/&psig=AFQjCNE2G6Wre_S9AxlzVXVMsBAVozYymA&ust=1501775998598464


Hawaii’s false missile alarm

#3: Fallible humans in perfect systems to… 
fallible humans in imperfect systems



• Legal

• Legislative

• Quality of life

• Many more…

• Fiscal

• Policies

• Procedures

• Agency initiatives

• To learn the role of the system on organizational outcomes

• A number of competing contingencies:

Competing Contingencies



To dive beneath surface level 
descriptions of events and understand 
the true sources of failure and success.

#4: First stories to second stories

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwilpfuH-rjVAhWH3oMKHaKyDi4QjRwIBw&url=http://eeolegalsolutions.com/under-the-surface-of-eeoc-enforcement/&psig=AFQjCNGhLqgvDgG3Vdcn7O_MGFIqfJtmLw&ust=1501776988882347
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwilpfuH-rjVAhWH3oMKHaKyDi4QjRwIBw&url=http://eeolegalsolutions.com/under-the-surface-of-eeoc-enforcement/&psig=AFQjCNGhLqgvDgG3Vdcn7O_MGFIqfJtmLw&ust=1501776988882347


• Knowledge
• Attention
• Goals

Understanding Decision 
Making in Context

Rational Choice Theory

Local Rationality

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwi5s4e7-rjVAhXK7IMKHdqLBYcQjRwIBw&url=http://www.anunlikelystory.com/second-story&psig=AFQjCNFzgGsv5M1CBFFOvLwxGslER6icmA&ust=1501777273262323
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwi5s4e7-rjVAhXK7IMKHdqLBYcQjRwIBw&url=http://www.anunlikelystory.com/second-story&psig=AFQjCNFzgGsv5M1CBFFOvLwxGslER6icmA&ust=1501777273262323


• Learning from ‘near misses’

• Withhold quick fixes, step back and try to understand the 
complexity and interplay of systemic features

• Embracing new view that recognizes 
imperfect systems

• Creating an environment where 
communication is encouraged

#5: Employees are a problem to control to… 
employees are a solution to harness



Shift from a focus on compliance to support

#6: Accountability up to responsibility down



To use accident 
models that are 
compatible with 
the complex world 
we work in.

#7: Simple to System Accident Models

https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjbq4DQ_7jVAhXFx4MKHajtDD4QjRwIBw&url=https://www.bctsoftware.com/nl/blog/5-tips-om-het-kwijtraken-van-kritische-informatie-tegen-te-gaan&psig=AFQjCNHyS8trY9iENNSZknd0YaR0FVmWVw&ust=1501778642872432
https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjbq4DQ_7jVAhXFx4MKHajtDD4QjRwIBw&url=https://www.bctsoftware.com/nl/blog/5-tips-om-het-kwijtraken-van-kritische-informatie-tegen-te-gaan&psig=AFQjCNHyS8trY9iENNSZknd0YaR0FVmWVw&ust=1501778642872432


Why use Collaborative Safety?

We need to understand together how 
individuals operate and make decisions 

in our system and how our system 
influences decisions and those operating 

our disability services.



Culture change and expected outcomes from 
the Collaborative Safety Model 

• Improved staff engagement and staff retention 

• Increased accountability and improved systems in place

• Increased public trust

• Improved outcomes for people served 

• A robust and proactive response to critical incidents

• A responsive system dedicated to learning

• Improved outcomes from a system dedicated towards improving 
the reliability and safety of provided services

• Increased trust in the provision of care



Expected Outcomes – Turnover/Retention

• Tennessee DCS Snapshot
• Shelby County

2014-2015 – 400% improvement in vacancy rate (turnover)
• Davidson County (Nashville)

2014-2015 – 93% improvement in vacancy rate

• Arizona DCS Snapshot
2015: 50-60%
2018: 20-25%

• Minnesota, Hennepin County Snapshot
2016: 20%
2018: 7%



Critical incidents: 
New view responses



Tennessee: Use of model, May 2014



Tennessee: Agency Response, April 2016



Tennessee: Federal Court Response, 2016

“The child death review process is well designed, transparent and 
appropriately implemented, a court report said, noting the previous 
system relied on hand counts to custody deaths. Last year, the department 
reviewed 123 child deaths or near death. Now the department is able to 
see patterns and take preventative measures. In one example, the 
department is now making more safe sleep furniture available to families 
after noticing a pattern of infant deaths because families lacked such 
equipment.”

DCS Commissioner Bonnie Hommrich said Monday that, “We are elated at 
what we’ve accomplished.” Hommrich promised the agency would keep 
making improvements even after the legal case ends and said the agency 
has been able to deploy nurses, educational experts and other 
professionals to serve foster children in a way that “focuses on their whole 
life.”



Arizona – Incident, 2016

Case: Three male children — ages 2 months old and 5 and 8 
years old were found in a closet full of miscellaneous items. 

• The youngest boy's body was in a suitcase. 

• The children appeared to have been stabbed to death and 
parts of their bodies dismembered.  

• DCS agency had multiple contacts with the family of the 3 
slain boys



The story stopped that day.

Director Statement: "It is a sad day as we reflect on the gruesome nature 
of what occurred.  We grieve as a community, trying to understand why 
three innocent souls have been taken.  We grieve as an organization, 
suffering the loss of children whom we knew.  When a child is murdered, 
it's common to ask if something could have been done to prevent such a 
tragedy.  At DCS, we ask ourselves those questions because we take the 
responsibility of protecting children very seriously.  But our powers are 
limited; we cannot predict the future; and people, can at times, do awful 
things.  We offer our deepest sympathies to the family and pray for the 
peace of the departed. I ask all of us to respect, support, and commend 
the dedicated men and women of DCS and Law Enforcement who do the 
unimaginable.  Who do, when no one else can or will.  Who comfort the 
afflicted, protect the weak, and wipe the tears; who then go find a private 
place to shed their own."

Arizona – Agency Response 1



We’ve implemented what we call “a 
safety culture.” We’re not going to talk 
about people as failures as much as the 
systemic and process failures that lead to 
outcomes that we would like to be 
different. That’s had a huge impact. Our 
turnover rates are now in the mid-20s. 

Arizona – Agency Response 2



Dayton called Pope County’s handling of Eric’s case a 
“colossal failure,” and said they should have followed 
through with the requirement to notify law 
enforcement of maltreatment reports. 

“That’s just inexcusably and immorally negligent,” he 
said. 

Minnesota: Old view response



"County child welfare workers work hard to protect 
children every day, and strive to meet the best interests 
of children and their families. It is frustrating when the 
public only hears one side of the story." said Minnesota 
Department of Human Services Commissioner Emily 
Piper in a statement. 

Minnesota: New view response



Removing a child from home is never just one person’s decision. 
Social workers and other staff work on the front lines, and a 
judge makes the ultimate custody decision. 

“I can say with confidence that county child welfare workers are 
doing their best, day in and day out,” Piper said in her statement. 
“It’s a difficult situation to remove children from their parents’ 
custody and such decisions are not made lightly. The preference 
is to place children with family members when possible.”

Minnesota: New view response II



Overview of the Collaborative Safety Model 
in Disability Services

• Duplicating approach used by DHS Child & Safety 
Permanency

• Review critical incidents – seek out systemic influences

• Pilot Counties: Blue Earth, Hennepin & St. Louis

• Only incidents occurring in those counties

• Culture change: from blame to accountability

• Support direct support staff in a complex system



Trainings and Pilot Project

Trainings to learn about Safety Science…
• Orientations
• Safety Leadership Institutes

This pilot project will conduct critical incident reviews in…
• Blue Earth, Hennepin, St. Louis counties
• 245D licensed settings



MN’s Collaborative Safety Review Structure

Critical incident types…
• Elopement
• Medication error
• Staff sleeping on duty
• Use of prone restraint
• Wheelchair safety

Data for the case reviews originates from…
• Behavior Intervention Report Form (BIRF)
• DHS Licensing Investigations



Safety Analyst Review Team

• Group of 10 individuals from DHS and pilot counties

• Completed 4-day training

• Responsible for leading the review process for cases

• Will review 5 new cases a month

• Pilot timeline: May 15, 2019 to December 31, 2019



Minnesota’s Collaborative Safety 
Review Process



Human Factors Debriefing

• Voluntary 1:1 debriefing

• Purpose: learning about local rationality

• The “why” behind someone’s decisions or actions

• Not a value judgment about right or wrong

• People make decisions that are locally rational given a 
number of complex variables



Systems Mapping

• Uses technical case data and human factors data

• Create a clear and relevant picture of the event within 
context

• Allows for the exploration of any issues from a systems 
perspective

• Mapping teams will be created to carry out this work. 

• Including staff from provider organizations, lead agencies, 
and DHS (DSD, Licensing, Investigations)



Map Example



Narrative

• Create 1-2 paragraphs of detailed context

• Explains how identified influences played a specific role in 
the critical incident

• The map is used to create the narrative

• Comprehensive story



Systemic Analysis

• Identifies and captures relevant systemic influences such as:

• Prescribed practice

• Knowledge gap

• Demand-resource mismatch

• Production pressure

• Documentation

• Fatigue, etc.

• Aggregated and used to develop recommendations



Systems Analysis Tool Example



Timeline

• Began case reviews May 15, 2019

• Currently offering trainings about safety science and the 
review model

• June 11: Duluth

• June 12: Brooklyn Center

• Review about 30-40 cases in 2019

• Initial pilot project ends December 31, 2019

• Continuation and expansion: TBD



Questions and Discussion 



Thank you!

Charles Young, DHS
Aric Gregg, DHS
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