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Today and rrow

* Child Welfare across the U.S.

¢ MN's Journey away from a Culture of Blame and towards a
Culture of Safety and Accountability

« Collaborative Safety Model
« Scientific Underpinnings of Safety Science

* Implementation of the Model in MN

How Minnesota got here
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Two DFCS employees fired after two child deaths
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Deal Proposes $27M DFCS Funding Boost i

ishre i |[9Toeet]

Oy LUCKELL ELOY

Gov, Nathan Deal says hewants to
expand tha Division of Family and
Children Services.

His plan, which will be introduced in his
upcoming FY2015 budget proposal, calls
for hiring about 500 DFCS cace workers
and supervisors and inereasing tha
division's budgat by nearly $27 million
over the naxt three years,

+1; © Eral 60 Corments @ P
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Florida

Budget Cuts Lead to Loss of Staff at DCF

Gov. Scott Is cutting nearly 500 posttions In the Depariment of Children and Famiies
Toastar Uay 24,2011 | Upcoted 1038 AUEDT

“The Depariment of Children and Famiies is
cutting nearly 500 positions to save the slale
$48 milion a5 Gov. Rick Scolt tries o balance
the stals budget and stash spending by nearly
$4 bilion, the agency said londay.

Secretory David Wiking said criical senices
will ol be affecled. Aboul haf the positions wil
come from Livee siale hospialy Florida State
Haosphal, Northeast Florida State Hospital sad




DCF rolled by another child’s death
; 5 s mrm:&ﬂou

! ! For the fourth time in six weeks, the state

!| Department of Children & Fantles is Investigating
i| the death of a Florida chlid who, onty weeks or
i| months earfer, had drawn the attention of agency
/| administrators.

The latest to die is E2ra Raphael, age 2. Polkce
!| say tney were “summoned” to Ezra's home at
| 15664 NE 101h CL In North Miami Beach, at 11:08
| pm.tast Thursday lo check on a “skk and

X <child.” When amived,
police sald In a slatement, they found Ezra
unconscious on the dining room floor. The loddier
was pronounced dead shorlly after he anrved at
Jackson North Medical Center.
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INNOCENTS LOST

FLORIDA'S UNDERCOUNT OF
CHILD ABUSE DEATHS

The state says abuse and neglect deaths are receding after a spike. But
are they? And, if so, by how much? 4 closer look at the numbers

BY CAROL MARBIN MILLER AND AUDRA D.S. BURCH

YT
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Florida DCF head David Wilkins resigns GEi{&

Y CAROL ARSI KULER AJID LIARY ELLEN KLAS
CMARRIG MALIHERALD COU

David Wiiins, Florida's (6p chiid welfare and
| S0kl servies administrator, resigned Thursday
| amid Bn escatating scanda over the racent
deaths of four small chiidren who had a history of

‘Wilkins s leaving the agency lo “pursue

I the private sector and to provide
more atiention” to & foundation he leads, Gov.
Rick Scolt 43id In a statement.

‘Willins, who Decame Lhe govemor's longest-
serving agency head. served as secrelary of the
Department of Chidren & Famflles since Scotrs
Inauguration In 2011. But in recent months,
‘Wilkins became mired In a simmering ¢ontroversy
aver the dealhs of four youngsters in a sixweek
pariod, all bul one from Miami-Dade and Broward
counbes. A tAh ehid, also from Miami, nearty ded
from & laceraled Iver efter the agency falied fo st
‘when the infant suffered a broken Lhigh bone
months eartier. i
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House, Senate settle on $47 million in new
money for child welfare @@
WY WARY ELLER QAT
B - - HESULDTIAE § AL LAMA S9EE BUREAY

TALLARASSEE - Wilh breakneck speed, House
and Senale budget negolialors met Tuesday and
sgreed to $47.8 mson in nesr money for chid
welfare, tar balow whal ehild advocales had hoped

for y for
than efiher chamber had originaly sought

The proposal aiso gives ihe gavemor enly aboul
$21 milion of the $39 millon he had asked for 1o
‘expand child protection senices.

The agreament may ba only prelminary, sald
Senals Presxient Don Gaelz, R-Nkevile, wha said
‘budgel negofiators may find addilfonal funds for
chid rograms as lney vork to faksh thelr
$75 billon budget this week.

© res Lot,
lackad 4 77 Puxida child deshs by abus s o negiect
Tia occued oves 3 gLrgeat span.
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Tennessee

Tennessee DCS budget cut by $30 million, resulting in the elimination
of 200 staff and caseworker positions.

DCS faces Tennessee lawmakers' own Investigation

Hearings to address chlldren’s deaths, Increased budget

Bar 12 01

“DCS is now operating with its smallest budget and case
manager levels in five years, even as it grapples with far
more children in its care. The number of children in DCS
custody increased by 18 percent between 2010 and 2012.
During the same period, DCS budget cuts eliminated 200
staff and caseworker positions and lopped $30 million
from the agency's total budget.”




Coalition media group files lawsuit against DCS to obtain information
relating to child death cases, garnering national media attention.

Media groups file lawsuit against Tenn. children's agency

Dec 19,2012

e | arin | Blow prom

[B1et @

'NASHVILLE, Tenn. (AP) — A coalition of med: zations is suing the Teanasses Department of Children's Services, allaging
the agency i violating the Law by not providing details about 31 hildren it had investigated and who disd during the firstsix
months of this year.

ThelavuitEled Wednasday fssprarheaded by The T (o fmneas/ZPaBPR) which Jy aked DCS fir
e information. Todate, he agency has only provided biie 4+ of the deaths.

Tha et acke fh 10 orde the agency o expain why th records e <1ed Teakeo acke that the &
immediately give th dstath s0judge can review them and redact any confidential information and for the
recordsto then be opened to the pablie for review.

DCS fires two executive directors on the same day agency officials
appear in court for hearing on media coalition lawsuit
DCS fires ative dir s Debble Miller, Alan Hall

Firfngs conveyed [ittie explanation

dan. 10,2013
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* Debbie Miller, 61, executive dire
avarsaw madical and behovioral
<custody and Indepsndent fving foc

« Alan Hal. 47, sxecitive diraclor of performance snd qualily improvement .
wha oversaw department policies, kcensing ond
accountabiMy, and who Iad tha depatment's
intemal pudit.

Department spokeswoman Maby Buddunth ssd
AiNars pasdion was alminatad as pert of &
restruciudng Hatl wil b raplscad Tha
Tennessoan asked why Hal wna diamissed, and
Suddarth did nst give mn answer

State legislators call for DCS to be investigated in wake of agen
releasing child death records sought in media coalition lavssuit.
Rep. Mike Turner demands [nvestigation into DCS, cites *secrecy’

Is well past time that we have a full accounting of problems,’ hs says
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DCS Commissioner Kate O'Day resigns amidst continuing

controversy over agency’s handling of child death cases.

DCS commissioner O'Day resigns amid scrutiny of deaths

Updaled. Tus 12:32 PM, Fob 05, 2013

Home Headunes List « Artkls

NASHVILLE, Tenn. (WVLT/AP} — The commissloner of [he Tennessee
Department of Chiidren's Services has resigned amid scrutiny of now her
agency was ol afer

abuse and neglecL

“Kale has Informed me that she feXt the time was right 10 step dovn,®
Hastam sald. "Gov. B Haslam announced In a news ressase Tuesday thal
Kale O'Day 1o resign that she had
bacame the jocus of allention rather than Ihe chiiren the agency ks meant
tosarve®

1appreciale Kate's service lo this administrabion and fo our slale. She has
done a lot 0f good work in idenitying fongstanding probles that have
hampered Ihe depariment, and we will buid on those elforls as we move
forwarg.®

Jim Henry named head of Tennessee's Department of Children's Services
Ny 2 203 | by SuffRegart | intocal Regeoalbicws  Reat <1 rin | 7 nﬂ Iﬂﬂ V

HASHYRLE - Gov, Bl Hackam on Tuesday named jm Hesvy

Chidrens: sums'.m‘. ’ il

p yolben o it
Dy, whose department s been enguliedi
hazebeenhandied,
a2 Fond 1 o Facebosk.
; t az Chatacoogs Tanes Frea Press

[y fces 35 wel » g to biing order back

XS operations.

The gowerdr today th

Tennessee Governor Bill Haslam proposes plan to increase DCS budget
by$6.4 million and to hire 89 additional caseworkers.

Gov. Bill Haslam proposes DCS funding increase

H Anﬂlw.ﬂhvnn'.nlﬁnnllllln gs83em ESIF‘:BN"!Y 1‘17, }0!4

For the second year, the [»] of C

Services i getling budget help from Gov. Bill Heslem.

Wiiin | ® | Do
nas | s |

£

For the second year, ihe embatted Departmant of
4 Children's Services is getting budget help from Gov.
V“ B Haslam

The govemor is proposing 8 $6.4 milion siate
funding increase for (he agency charged wim
Invesbgaling child abuse and neglect and nunnng
Ine stale's fosler care system end programs for definguent youth

(Frolo, WB

The proposed budget Increase wouid how e deparument & hire 40 Mo crd
prolective service workers and 40 famiy servic, uy 2,

tablets for caseworkers 10 use i Ine feid, increase payments Lo foster parents and
Investmota In adoption programs.

9/18/2019
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Child Protection Hit Hard with Budget
Cuts

MPRNEWS | sectons~  Munibere s~ Moie~

Child el in flrst of
budget cuts

Tom Schmek - Bt Paul, Mnn. - Fob 8, 2011 Poics

B2 [ tmmms—— B

nihe
Pledged i balance the state budget by curting spending.

» o mae
rewibenitn, Tnst thadr firat bydget DO Fay break that promise.

Ainoing m packogs of $060 milllén tn quts v #15 milllon a year In funding for Child
plosey

$o tolos 11p th this
v Tt A i 'a Frior
[y
“Thic otnie starply s stopplig up 16 fta
respondbility 15 tevms of fanding e
" el De Tushlis
= e Hicamsans tervices mod Fublle flealth
At Pl fer Fempegin Crainry.

Public Outcry Over the Death of Eric Dean

“ StarTribune Awosw | Ratcarnos v |-

Eric Dean: The boy they couldn’t
save

otixs 10k Pope County anthorfilcs that they eurpeaed
[ i dewthn

Tounges Minnesotare.
S S eI e e

A New Fulure
for Cystic Fibrosis.
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Lawmakers: Child-protection
system failed Eric Dean

B0 better ko,
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A Naw Future
for Cystic Fibrosls.
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New Léadership
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lSut:t:names new official to head
child protection

Fames
Fepeated fallures of slare’s child provection sypem.
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A New Future
for Cystic Flbrosis.
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Minnesota countles to get increase In child protection
service funding
Wiltien by Wendy Witde on June 16, 3015

countie ehilg service funding

Hew moneyis being ta cnia n

o Imptemen eform:

he t35% force was recommending that was In my

1on, we have had (o cut the '« portion af child protection services by sbaut 41

y year. For close to len yeors, we have cut th porlion of resources that

16 2uppart ehitd prateclion So. thera’e & huge variatlon of money balng spent
's property taxes that have 1o fill the gap." says State Senator Kathy

N of Mankato, Ihe fays some counlies have Uted Rraperty taxes 10 fund the services

@thers have cul back. The new funding should help 10 Improve chitd protection across

10
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Impact for Minnesota

93 Recommendations

Culture of Blame/Fear

Defensive Practice

Impact for Minnesota

« Address 2015 Legislation that governs the On-Site Child Fatality/Near Fatality
Review Process

* It's a Partnership

« It had to be different-and as stated by one Child Protection Local Agency
Leader- Safety Leadership Institute Attendee

“Minnesota's Child Protection System needs healing.”

* And so began our work with Collaborative Safety

11




Collaborative Safety-Who they are

nBOR
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TRANSFORMING CULTURE |TOGETHER

S4 Feﬂ*
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Tennessee child welfare officials draw on lessons
from aviation, call for "safety culture”

Tweets ty gl

Comnuctal A
Crerdire

Btdecpis JES
Seith deserves soms |

#Tigers

=

Collaborative Safety Model

* Moves away from blame and toward a system of accountability that
focuses on identifying underlying systemic issues to improve Child Welfare
Systems

* Used by other Safety Critical Industries such as Aviation and Healthcare

* Based in Human Factors and Systems Safety {Safety Science)

* Integrates Behavioral Analysis, Forensic Interviewing, and Trauma Informed Science
* Includes a robust, scientific, trauma-informed review process
* Review process is embedded within a larger framework to support and

advance a safety culture.

NS

JUST CULTURE

12



Key Operating Principle

« Staff come to work to do a good job everyday-they care deeply about t
they do.

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

« That environment/system influences our decisions and behaviors.

he work

ur

« In Child Welfare across the Unites States, we know that staff can not follow
every policy, every procedure, and every task on every case-there is just too
muchl|

9/18/2019

Contrasting Reviews

Turkish Air flight TK1951 received erroncous information
from the plane's radio altimeler system. The cievw's.
response resulted in a fatal crash that claimed the lives of 4-
crew members and 5 passengers,

s

Contrasting Reviews

E A2 year-old girl left unaftended by her foste;
i parents, drowns In the family’s swimming po
|,

13




Expert Findings

* The Captain had close to 11,000 hours on the Boeing 737
alone. This combination of training standards and experience
is apparently not enough to protect crews from the subtle
effects of automation failures during automated, human-
monitored flight.

* The documentation and training available for flight crews of
the Boeing 737NG leaves important gaps in the mental model
that a crew may build up about which systems and sensor
inputs are responsible for what during an automatically flown
approach.

{Dekker, 2009)

9/18/2019

Expert Findings

« it is indisputable that OKDHS was well aware of the hazard associated
with the pool.

« The home should never have been approved without a specific and
shared understanding between OKDHS and the foster parents about the
pool.

« The pool should have been removed or a suitably protective fence should
have been placed around it.

« No children should ever have been placed in the home before one of
these things happened.

* By failing to ensure that this hazard was either removed or mitigated,
OKDHS violated CWLA and COA standards and its own policy.

Goad, 2011

Old View New View

*Human as Cause *Human as Solution

* Accountability Up * Responsibility Down

*Learning Ends with  *Learning Begins with Human
Human * Underlying Systemic Issues

*Quick Fixes *Second Story

* First Story

14



7 Transitions to ety Culture

Systemic
Accident
Modals

7.5impleto i
| 1Bameto
[ Accountabitiy

-
4. Applying quick
fixesto
understanding
undertying

. features

3. Fallibte
Humansin
are 3 Prablem Perfect Systems
toControtte  // . toFathdle
Emptoyees are
a Salution to

Harmess .
. First Stoties

to Secand
Stories

Cultivating a
Culture of Learning

In a healthy system, there is no blame.

- Michael . Schmoker -

Transition 1. Blame to Accountability
To understand how to learn and improve as an organizatio

Blame Actually Decreases Accountabilit

« 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

€ BLAME
O souion

9/18/2019
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Dr Brené Brown
on
Blame

Integrating Safety Science into Everyday Work

* Understand from those that experienced the
event/outcome?

* Barriers/challenges/ways to improve
* Individual and system accountability
* Not about shifting blame
* My role-vulnerability

* Use of language

9/18/2019
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Multiple .
Limited \ Tasks Forms
Time &
Resources

Impacts the daily work and decision
making of staff

KOGCO

oK LAHOMA CITY

Integrating Safety Science into Everyday Work

* Pause, gain perspectives, and learn
* Move away from adding more and “try harder” recommendations

* Features of our system that support or don’t support work-
including coordinating activities

» Give attention to the underlying systemic features that make it
difficult for staff in any part of our system achleve success

» Recommendations are not made off of one case
* Critical Incldent or otherwise

+ Move away from Program Improvement Plans

» Move away from adding more checklists, bull
tralning

17




Transition 3. Fallible Humans in Perfect Systems to Fallible
Humans in Imperfect Systems
To learn the role of the system on organizational outcomes.

9/18/2019

Integrating Safety Science into Everyday Work

*Our system is not designed perfectly

* Understand systems role/pressures on staff’s ability
to carry out work

*Need to be systemic versus mechanistic

*Need to understand the connections and complex
interplay between staff and the system

* Most complex social system that exists

* Multiple perspectives i

Competing Contingencies

Budget Cuts  accesible Training

ECONOMIC CONSTRAINTS
United
gesources/Service Array

SAFE WORK
BOUNDARY;

Failure Point \

‘Workas Prescribed

Safety Culture

Maltiple Tasks

WORKLOAD CONSTRAINTS

Understaffed  Paperwark

18



Transition 4. First Stories to Second Stories

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

9/18/2019

'

Rational Choice Theory

Local Rationality-
Understanding
Decision Making in

Context

Local Rationality-Attentional Dynamics

Child Welfare

« Constantly tracking multiple threads of activity i
| THIS WAY? -2

* Actions and assessments are deeply Intertwined

= This informs decision making

* Tangible cues and Intangible cues

Attentional dynamics wants to know:

« How we know where to focus attention/risks or issues most
relevant?

* What pressures and demands influenced the focus of attention?

19
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Attentional

Dynamics

Local Rationality-Knowledge Factors

Possession of knowledge isn’t enough:

« Knowledge factors studies the activation and application of
that knowledge in dynamic situations

* Managing complex and often incomplete information
* Sources of Knowledge-how does this guide the work:
* Laws
* Polices
*Guidance

*Training
¢ Histories

Local Rationality-Strategic Factors

Strategic factors:

* Focus is on goal conflicts

« Goal conflicts are the rule

* Not the exception

Competing Contingencies are always present
« ETTO

20



Local Rationality-Strategic Factors

TO-Do iisy;
> PRIoainze
e

Common trade offs in child welfare
« Remove child or leave with family

* Sacrificing time with family to complete other administrative
tasks

« Allocating time to higher priority cases

« Efficiency of working case and the thoroughness of
assessment/investigation

|
+» Addressing all issues with family or stay strict to referral

9/18/2019

Integrating Safety Science into Everyday Work

* There s always a second story
« Trauma informed approach-what happened?
» First Stories should not exist without the secand story-both are important

* Staff are making trade off decisions everyday to best accomplish the work

3

« Support staff in seeking the second stary from families

* Examples

Local Rationality-Strategic Factors

Trade offs are constant in child welfare systems

*Frontline staff are constantly:
*Shifting between goals
*Choosing one goal over another
*Weighing benefits between goals
*Abandoning some goals
*Embracing other goals

21




Transition 5. Employees are a Problem to Control
to Employees are a Solution to Harness

To make use of the most powerful resource an
organization has, its people.

Integrating Safety Science into Everyday Work

« Typical responses of checklists/procedures can be a means to control staff
* Bumper pads

« [tis our staff that keeps our system afloat

* Listen to staff and defer to frontline expertise

* The solution to us becoming better comes from those that operate it

« They gave us the best ideas on how to Improve

3

9/18/2019

Transition 6. Ac bliity Up to Responsibility Down
Shift from a focus on compliance to support

22



Integrating Safety Science into Leadership

* Typical approach - “good performer” = meets agency
metrics

* Monthly Face to face visits, face to face contact within
timeframes

* Not achieved = remind again
« Safety Science approach

* Responsibility to create an environment around you that
supports success in meeting agency goals/metrics

» Team’s role and the organization's role ; i @

9/18/2019

- Transition 7. Simple to Systemic Accident Models
To use accident models that are compatible with the complex
world we work in.

Minnesota's Systemic Critical Incident Review Process

Cntical lacxdent: Data Collectica:
Chald Fatally o5 Near Cise Notes from Ideatity Leaming
Fatalily dedical Peints
Recards Orbes

Recommendations
made 2namally fom

Systerns Analysis
Teol. > Incite Stz o be
Systemic Thanes Detniced

Debricfon Leaming
Namative Crestian Poists

Valunlary

23
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Legal Protections-Key Difference from Local Reviews

« MN State Statute 256.01 Subd. 12a. {b)

* Moved away from asking “what could someone/an agency/part of the systems
have done to prevent the fatality/near fatality”

+ Learning points are often not assoclated with the fatality/near fatality

~ Learning and improving outcomes for all children and familles within Child Welfare

* Dan’t “serve” people up

Systemic Critical Incident Review Process

& imtagramcem
< #hoto

4 colaborativesalety « FoBiowing - t
Robust & Scientific Process
Built using Safety Science and
designed for
Minnesota's Unique Needs

G Lizd by bioch2010 and 12 othars

collaborativerafety Mimesots DHS Rockstars -
participating In C5's Mapping Skl Sessions] Thank
you to everyone that has foined, you arc o doing
Eantestio weri

o ure
FeatetysciencebalongsnCW
bloch2010 SMNGHSROCKSTARS. ©

Data is Collected

24



Data Collection

» Case Specific Information
* SACWIS system
* Hard Copy Case File
* Medical Records
* Other

» Conducted by CMR Staff and Child Welfare Trained Peer Reviewer

- 9/18/2019

Identification of Learning Points

ceta b

e Gretn

Learning Points

Consists of:
* Improvement opportunities
= Work that goes outside of policy and best practices/expectations
* Other
Factual/non-bias, and relevant
* THE FIRST STORY
* Opportunitles to learn Opportunities
* WYLFWYF
Examples:

« Background checks, Safety planning, Placement decisions/timelines, Face-
to-Face contact, Medical records, etc.

25
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Staff are Invited to be Debriefed

Crirc o Inent=ar

N Creatnn

Review encompasses Human Factors and Systems
Safety

Human Factors Debriefing

Explores Local Rationality

o At ! Dy - Envi { cues “red flags”

Knowledge Factors- Sources of information

.

Strategic Factors-Competing goals

Safety Systems Mapping

+ Analyzes complex system

* Understands systemic influences on child welfare practice

We need to understand together how individuals operate and make
decisions in our system and how our system influences decisions and
those operating our child welfare system.

Human Factors Staff Debriefing

« Includes reviewer and:

* Case specific worker or

* Supervisor or

* Other relevant staff

26



Human Factors Debriefing

9/18/2019

Human Factors Debriefing

« Conducted by Safety Analyst
¢ Characteristics of Debrlefing
* Voluntary
* Supportive
o Safe

* Uses Human Factors Techniques
+ Understands decisions made in context
* Explores Local Rationality
+ Attentioral Dynamics
* Knowledge Factors
* Strategic Factors

» Acts as immediate learning opportunity for involved staff

Systems Mapping

27




Accounts for Complexity

Incorporates Multiple Perspectives

Systems Mapping

* Multidisciplinary

* Based on AcciMap model

* Explores identified learning points and their influences
at different levels of the system

| e e

* Frontline

* Local Agency
* State/DHS

» External

* Government/Legislative

Mapping Process

* Influences on learning point(s) are placed in boxes
* Boxes can connect across multiple levels

* Boxes can connect on the same level

- Supcervisor availability
High Casctoads “ Increased Turnover

9/18/2019
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Remember Mappings are:

* A Window into how our system is functioning

« Adaptive tangled layered network that is operating under
multiple influences across levels of our system

* Not to capture what happened in terms of the outcome of the
case or what could have/would have been done in the case

* An opportunity to understand, learn and improve all outcomes
for children and families within our Child Welfare System,

Narrative Creation

[EHUNENE R

9/18/2019

Narrative Creation

* Created by CMR Staff
* Derived from Mapping process
« Turns Mapplng productInto contextual narratives

« Scored with Systems Analysis Tool

Example Map and Narrative
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Narrative Example

Narrative:

The decision for placement not being provided, per the mother’s request, was
influenced by the agency’s threshold for placement not being met. The
development of this threshold was shaped by local and state policy and
guidance that supports and encourages least restrictive interventions prior to
placement. The agency’s threshold for placement was also affected by the
shortage of residential beds and lack of funding for placement services. In
addition, there has been an increase in parents calling to request placement
opposed to exhausting least restrictive interventions first. Contributing factors
that further supported the agency’s threshold for placement not being met in
this case included the fact that the child was not actively suicidal and a hospital
was not recommending placement at the time of the request. Furthermore, the
agency believed the child’s needs were being met through his engagement with
other service providers.

Systems Analysis Tool

Dok en Lo ay
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Systems Analysis Tool Application

» Communimetric Tool thatis Scored by the CMR Team
« Identifies Underlying Systemic Themes
+ Examples:

* Teamwork/Coordinating Actlvities

* Procedural Drift

* Prescribed Practices/Policies

* Service Availabllity

« Knowledge Gap

« Supervisory Support -

+ Tools/Technology/Equipment

» Targets resources and interventions during annual
recommendations process

9/18/2019

ystem lysis Tool Example
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Systems Analysis Tool Example

9/18/2019
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+ Comprised of:

+ Agencyleadership

* Examples:
* Policy
+ Resource Allocation

.

» Created by Safety Action Group

* Designed for System-Wide change

Recommendation Development

» Based on Systems Analysls Tool

+ Critical Incident Review Team Representative (Safety Analyst)

« Fiscal acquisition processes
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Other Key Concepts

+ Awareness of Bias
* Hindsight Bias-outcome knowledge and not in real time
* 3 Reasons why the decision may have made sense
* Severity Bias-same decisions different outcome
* Use of language and responses
* Proximity Bias-close to the outcome

+ Challenge reactions to proximity

* Importance of Language

9/18/2019

Importance of Language

« Artifact of system
« Organizational beliefs

¢ Human Error
« Causation
* Organizational goals
» Safety
* Outward projection
* Fiscal

« Efficiency
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Importance of Language

* Organizational learning

* Methods used

* Tools and structures in place
* Organizational improvement

* Dedication to quality

* Response to failure

9/18/2019

Importance of Language

* Remove
* Cause
« Error/Mistake
* Failure
* Blame
+ Should/could/would

Importance of Language

+ Cause
 Simplistic
* Incompatible with complexity
* Instead

« Influences
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Importance of Language

* Error/Mistake
« Attributed “after the fact”
* Retrospective attribution
* Focus on negatives
* Instead
« Explain decision making

* Provide explanation and context

9/18/2019

mportance of Language

* Failure
* Retrospective attribution
+ Focus on negative
* Instead
* Provide explanation and context

* Adverse event

Importance of Language

* Blame
+ Retrospectlve judgment
* Simplistic
* Cultural effects
* Instead
¢ Accountability
« Forward Looking
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Importance of Language

* Remove should have/could have/if he or she would
have

* Counterfactual-don’t actually know if they would
have, etc.-Not helpful....

* Inhibits learning
* Instead Use
* Provide explanation and context

“Don’t should on yourself and others!”

9/18/2019

Agency Response Example

Case: Soclal 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.

Agency Response Example

Agency Response:

* Director Statement: “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. | directed that
al! of them be discharged. | 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.”
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Agency Response Example

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

9/18/2019

cy Response Example

Agency Response:

« 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. | 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.”

Safety Culture Practices

» Way of thinking and behaving that supports continued
organizational and systems change-ultimately leading to an
improvement in outcomes for clients served

*The science and framework allows for engagement and change
at every leve! (top to bottom alignment) so more people are
impacted in meaningful ways

* Supportive and safe environment to have conversations

« Mieans we have more conversations not less-we put more
on the table
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DEPARTMENT OF
HUMAN SERVICES

DATA

OUTCOMES OF COLLABORATIVE SAFETY
IMPLEMENTATION IN MINNESOTA

» Qualitative research design of in-depth interviews and thematic analyses of
data

» Enhanced Accountability

* Questions were asked about what the CS model had brought to their organizations, both

m Enhanced Accountability
D ETM HNT O

« Before the CS model, the language in the workplace
emphasized individual accountability and laid blame on
particular individuals when anything went wrong.

* The CS model brought a language that shifted the focus from
the individual to the systemic nature of the processes and -
practices involved in child protective services.

9/18/2019
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Enhanced Accountability

+ The focus with the CS model is how to help workers to see individual acts of
tragedy as problems of a systematic nature, opening the entire work structure
to analysis and improvement.

* Paradoxically this does not cut out or reduce individual accountability. Quite the
opposite.

« “Even though | have now a much broader understanding of all of the
influences, they can at least say, yeah, all this other stuff was going on, and
maybe | did or didn't do this piece and | could do that differently next time,
but | also have a broader sense of how the system impacts and what other
system changes can be explored as a result of whatever. So, for me, ! found
increased buy in from staff in terms of their own accountability.”

9/18/2019

m:m

Improved Media Response

*This shift from language of blame to one that
emphasizes system analysis and institutional
improvement can be seen in the differences in the
media pre and post Collaborative Safety

JUST CULTURE

RTMENT OF
MAN SERVICES

Improved Communication between
County and State

9
'm
£l
»>

« Another positive change the CS model brought to the Minnesota child welfare
system was linkage at the inter-agency (i.e., state and county) level.

* This shift to a shared, neutral,
between different levels of CPS in the state.

improved ation

« This more systemlc way of looking at the world opens the whole organizationa!
work structure for inspection, analysis and potentiallyimprovement.

» Study participants noted the attempt to create "a safety culture™ is still a work In
progress,
* Creating a common understanding of culture
« People talk about having to put on their *collaborative safety hat”

+ The use of blame has not been entirely abandoned

39




Summary of Results

* Clear changes in:

* Improved understanding of individual vs. holistic
accountability

¢ Improved responses to the media and media responses

* Improved communication between county and state

« Still on the journey

Turnover / Retention

» Tennessee DCS Snapshot
* Shelby County (CY 2014 - CY2015) '
* 400% improvement in vacancy rate {turnover)
* Mid Cumberland Region (CY 2014 — 2015}
+ 250% improvement in vacancy rate
* Davidson County (Nashville) (CY 2014 -~ 2015)

* 93% Improvement in vacancy rate

* Heritage Christian Services Snapshot

* 2017: 57% retention

9/18/2019

22019 719% rotontion

‘ Turnover / Retention

* Arizona DCS Snapshot
* 2015: 50-60%
*2018: 20-25%
ot in County DHS (Mi lis) Snapshot
* 2016: 20%
©2018: 7%
* Minnesota DHS
*2016: 18%
*2019: 5%

40



What we have heard:

9/18/2019

« [lluminates the multiple, complex stories behind chlld welfare
work ~“Local Agency Director

* “This is a way of doing things that, if appropriately rolled out and
followed through by the State, could transform how we operate
in MN and make MN children safer” - County Director

“If it weren’t for you and this process, I'd have quit this job.”- Front
line child protection worker that experienced a critical incident.

“We are now part of the solution”.-Child Welfare Supervisor

“This type of partnership is what we have been waiting
Welfare Supervisor

What we have heard:

~In a time when we are having more difficulty recruiting and
keeping child protection social workers, this kind of effort is so
important to respect soclal workers during these extra-traumatizing
events and not further traumatize them through our response
processes.” - Child Protection Manager

“ found this approach to child welfare practice to be something
missing from how local level/front line staff should be treated and
how local level administrators can be more supportive of their staff.
1 think the spread of this approach will transform child welfare in a
very positive way. | wish when | was in direct practice our leaders
could have utllized this approach, | still may be in direct practicel” -
DHS Leader

Where we were

* StarTribune

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

“That's just inexcusably and iImmorally negligent,” he sald.
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Where we are.....

Thousands of parents show support of child protective
services lawsuit against Minnesota
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custody.
(ham. Amenda Vieber &5 the same ting. And 80 did

“County child welfare workers work herd to protect chiidren every day, and strive to.
maet the best Interests of chisdran and their famiies. It[s fruszating when the public
only hears one sids of the story,” sald Minnesota Department of Human Services
Commissioner Emity Piper In a statment.
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Where we are.....

Removing  chiid from homs ks never just one person's dectslon. Saclal workers and
other stalfvork on the front nes, and a Judge makes the uifimate custody decislon,

"I can say with confidenice that county child wedfare workers are dolng thelr best, day In
and day out,” Piper sald in her statement "Its & ditficult suation fo remove children
from thelr parents’ custody and such datisions are not mada lightly. The preference is
fo place children with family members when posshie.”

Systemic Critical Incident Process Results

Mapping Team Feedback from Participants

* “It's an engaging process that obtains feedback from everyone, from the front line staff to
the Director”

* “It was nice to be able to talk about how it felt personally to have a critical Incident occur
on an assigned case and how Collaborative Safety fit Into it all. It was kind of cathartle,
tool”

* "Thank you for Inciuding me in the Region 6 team. | find the process amazing and I'm so
glad DHS is fully invested in this Initiative. I'm privileged to be a part of it {for as long as
you'll have mel).”

* “You guys do an amazing job facilitating the group and opening it up to a safe and
meaningful discussion.”

* "The mapping sesslon was not blame-focused and looked athow we all can improve
systems versus pinning the blame on someone”

* "The mapping session looked at how obstacles can get in the way of our work and
further, it looked at the other systems that we have to work through in a case”
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Systemic Critical Incident Process Results

Mapping Team Feedback

» "I am so proud of the work Minnesota has done involving the safety
collaborative. After our last regional mapping we had in Redwood Falls-
wae had our regional supervisor meeting the week after that and | talked
about the CFSR workgroup and the process for that and [ can't tell you
how excited supervisors are about this change and these new
ideas/frameworks the state is putting in place. | wasn't quite sure what
people thought of the mapping as | know a few supervisors thought the
whole process would be stupid and | kept trying to convince them that
they would like it but they were unsure about that...however, after belng a
part of it they were sold on it. The whole safety collaborative modet is
great, but these types of mappings also allow us as supervisors to leam
things and develop a different view on situations!”
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m‘ DEPARTMENT OF
HUMAN SERVICES

Thank you for your commitment and dedication to
Child Welfare!

We are all in this together!
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Systemic Critical Incident Review

Kittson

Marshall

Pennington

Red Lake

Polk

Norman

Hubbard

WM

=
IS4
2
v
£
Am'
4

Wobles Jackson Martin Mower

Faribyaul{

DHS-CSP-April 2018, R. Hartneck




