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Our plan…

1. Describe ways a better engineered system can support 
safe, effect, reliable care safe, effective, reliable care.

2. Discuss specific team-based strategies to support a 
safety culture and improve reliability and effectiveness.

3. Highlight LA County’s efforts to advance a safety 
culture

4. Describe how a system can use the SSIT to learn and 
improve





SYSTEM change vs.
CULTURE change
“Changing the system, will change what 
people do. Changing what people do, will 
NOT change the system.”

Peter Scholtes
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Culture

“A pattern of  shared basic assumptions that 
was learned by a group as it solved its problems of  
external adaptation and internal integration, that has 
worked well enough to be considered valid and, therefore, 
to be taught to new members as the correct way 
you perceive, think, and feel in relation to those 
problems“

Edgar Schein
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Safety Culture in Child Welfare
Leaders in a safety culture:

• Strive to balance systems and individual accountability; and
• Value open communication, transparency, and continuous 

learning and improvement. 

Teams in a safety culture
• Monitor themselves, their colleagues, and their system for stress 
• Anticipate and respond to unexpected events as a unit                    





Oops!



Cognitive Bias
o Fundamental 

attribution error

o Confirmation bias

o Selective attention

o Hindsight Bias

o Severity Bias



Three Levels of  Stress Response
Positive

Brief  increases in heart rate.
Mild elevations in stress hormone levels

Tolerable
Serious, temporary stress responses,

Buffered by supportive relationships.

Toxic
Prolonged activation of  stress response systems

In the absence of  protective relationships.

Harvard Center of  the Developing Child





Interplay of  Stress 
and Fatigue
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Walker et. al.,  Current Biology, October 2014

"The emotional centers of  the 
brain were over 60 percent more 
reactive under conditions of  
sleep deprivation than in subjects 
who had obtained a normal night 
of  sleep,"









Resilience as a property of 
the system…
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Establishing a Safety Culture

1. Elevate and Establish the 
Context

2. Highlight Errors and 
Mobilize Resources

3. Prioritize Organizational 
Learning

19

Vogus, Weick & Sutcliffe, 2011

Enacting

Elaborating

Enabling



Three Interrelated Strategies

1. Systems-focused Improvement
2. Organizational Assessment
3. Tools for Teams

Cull, Rzepnicki, O’Day, & Epstein (2013)
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Adapted from Frankel et. al. (2017)

Strategy #1



Measuring Our Safety 
Culture

Strategy #2
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Strategy #3



Do I feel accepted, respected, part of  a team, and 
free to speak-up and take an interpersonal risk?

Psychological Safety



Comfort Zone
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Learning Zone
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A social process and collective capability to 
detect and respond to unexpected events - it 
depends on understanding context and 
capabilities.

Mindful Organizing



TeamFirst
A Field Guide for Safe and 

Engaged Teams

www.praedfoundation.org/safe-systems-improvement-tool/



Habits for Mindful Organizing & 
Psychological Safety

1. Spend time identifying what could go wrong
2. Talk about mistakes and ways to learn from them
3. Develop an understanding of  who knows what
4. Test change 
5. Appreciate colleagues and their unique skills
6. Make candor and respect a precondition

Cull et. al. (2013), Vogus & Sutcliffe (2007), Edmondson (1999)

Test Change in everyday work activities





Relationships in Child Welfare

Mindful Organizing
Turnover

Vogus, et.al. (2016), Goodpasture, (2018)

Mindful Organizing
Re-entry rates

Retention
Burnout 

Psychological Safety
Burnout



Plan Forward 
• Huddles and Briefings

Reflect Back
• Triggered debriefings

Communicate Effectively 
• Structured tools, SBAR, IPASS

Test Change  
• Driver Diagrams and PDSA cycles

Promote Professionalism
• Signal words, positive affirmation, intentional 

Team-based strategies 





But Strategies are 
Important Too…



NPCS is a national quality improvement (QI) collaborative with 
the mission to improve child safety and prevent child maltreatment-related 
fatalities by strengthening families and promoting innovations in child 
protection. Central to this work is the introduction of  principles 
from the sciences of  safety, improvement, and implementation. 

The National Partnership 
for Child Safety



Casey Family Programs has partnered with Chapin Hall at the University of  
Chicago (Chapin Hall) to provide technical assistance in support of  the 
NPCS’s mission. The three activities that support the collaboratives goals are:
• Creating a national, member-directed, collaborative where child welfare 

jurisdictions can share standardized data on critical incidents (e.g., deaths, 
near deaths);

• Using a systems approach to understanding and learning from critical 
incidents to anchor broader system improvement and organizational culture 
change; and

• Assessing organizational culture and using a related set of  team-based 
strategies and tactics to improve system safety, reliability, and effectiveness.  

Goals of the Collaborative
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System Improvement with 
the Safe System 
Improvement Tool (SSIT)



The Safe Systems Improvement Tool (SSIT)

• Communication strategy for understanding problems 
experienced in child welfare work

• Shares the “system’s story” of  a critical incident 
• Standardizes information to communicate the story of  every 
case, create aggregate data, and fuel strategic system 
improvements to best promote safe outcomes for children



How the SSIT benefit CDRs…
• It provides a systematic frame for supportive inquiry.
• It protects against bias that every answer needs to be micro-

regulation of  the workforce or issuance of  a new policy and/or 
training.

• It uses a supportive, “safety science” frame. It avoids causal 
etiologies and is not root cause analysis. The SSIT is about 
relationships and understanding the influence items have over 
one another.



The study of  safety related issues, and the development 
of concepts, theories, principles and methods to understand, 
assess, communicate and manage (in a broad sense) safety.

Initial focus on developing accident models and approaches to 
analysis/investigation. More recently, focus shifting to safety as 
the absence of  events or safety as a “dynamic non-event”
(Weick & Suttcliffe , 2001) 

Safety Science



A discipline that discovers and applies information about 
human behavior, abilities, limitations and other 
characteristics to the design of  tools, machines, systems, 
tasks, jobs, and environments for productive, safe, 
comfortable and effective human use. 

Human Factors

Chapanis, (1985)







Improvement Science - An applied science that emphasizes 
innovation, rapid-cycle testing in the field, and spread in order to 
generate learning about what changes, in which contexts, produce 
improvements. It is multidisciplinary drawing on clinical science, systems 
theory, psychology, statistics, and other fields (IHI, 2019).

Implementation Science - The study of  factors that influence the 
full and effective use of  innovations in practice. The goal is not to 
answer factual questions about what is, but rather to determine what is 
required. ( NIRN, 2015)

Improvement & Implementation Science



Work as Imagined

E
rr

or
 M

ar
gi

n

Cook & Rasmussen (2005)

ECONOMIC 
CONSTRAINTS

OPERATIONAL 
CONSTRAINTS

SAFE WORK
BOUNDARY



ECONOMIC 
CONSTRAINTS

OPERATIONAL 
CONSTRAINTS

Budget Cuts

Limited Resources

Service Array

High Caseloads

Turnover Paperwork

Work as Imagined

SAFE WORK
BOUNDARY

E
rr

or
 M

ar
gi

n
Failure Point

Safety Culture

Cook & Rasmussen (2005)



Family

System

Agency

Systems-Theoretical Approach



• Review the Record– identify possible Key Findings
• Contextualize– debrief  professionals, explore Local Rationality, learn the 

system factors affecting the case
• Identify if  Key Findings were reasonably proximal to the outcome.
• Score the SSIT items 
• Identify each Key Finding’s Recurrence Risk

*When compiling data to share with Quality Improvement (QI) professionals, 
consider QI priority as established in the 2x2 grid.

Incident Review Steps:



4 Phases of Debriefing
1. The Participant’s Story: Told from their point of  view, 

without any additional information that may distort their 
memory. 

2. Common ground: The story is reflected back to the 
participant in order to reach shared understanding. 

3. Critical Points: Important events and decision points in the 
sequence of  events (this includes issues identified from 
technical data) are identified. 

4. Supportive Inquiry: Critical Points are probed to reveal how 
the situation was understood from the perspective of  the 
participant; at this critical time, it may be appropriate to 
provide any necessary technical data to the participant. 



Supportive Inquiry
At the critical junctures, the Safety Analyst identifies:

1. Cues that may have prompted decisions or actions from the 
participant’s perspective. 

2. Knowledge (training, previous learning, experience, etc.) used to 
inform these decisions or actions. 

3. Expectations about how a particular plan was going to develop.

4. Other influences or constraints (situational, operational, and 
organizational) that may have influenced their perception of  a 
situation and subsequent actions. 



• Review the Record– identify possible Key Findings
• Contextualize– debrief  professionals, explore Local Rationality, learn 

the system factors affecting the case
• Identify if  Key Findings were reasonably proximal to the outcome.
• Score the SSIT items 
• Identify each Key Finding’s Recurrence Risk

*When compiling data to share with Quality Improvement (QI) professionals, 
consider QI priority as established in the 2x2 grid.

Incident Review Steps:



Case action or inaction deemed important to the outcome 
and/or deviation from industry standard.

Ex: Professional did not provide safe sleep training to the 
caregivers in the home.

Key Finding



Ratings use the influences’ proximity to the incident as an organizing 
principle to support communication. If  there was closeness in time, 
distance, or relationship, relevant to the incident, and it is reasonable to 
believe the item had an impact on the incident, a rating of  “proximal” is 
appropriate.

Proximity



Checks 
not 
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Suicide

Cause?
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Checks 
not 

done
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Cause or Severity
An Organizing 

Principle

Proximity Supports a Communication Strategy   







• Review the Record– identify possible Key Findings
• Contextualize– debrief  professionals, explore Local Rationality, learn 

the system factors affecting the case
• Identify if  Key Findings were reasonably proximal to the outcome.
• Score the SSIT items 
• Identify each Key Finding’s Recurrence Risk

*When compiling data to share with Quality Improvement (QI) professionals, 
consider QI priority as established in the 2x2 grid.

Incident Review Steps:



Ratings Translate to Action Levels
‘0’   indicates no evidence, no need for action

‘1’   indicates latent factor, unlikely need for action

‘2’ indicates some Quality Improvement (QI) action may be needed to mitigate risk and 
avoid recurrence of non-proximal influences. Findings should be compared with other 
quality data and considered for system-level improvement projects. 

‘3’ indicates a priority for QI action to prevent recurrence of proximal influences. Findings 
may require immediate response that could include: issuing a safety notice, forming an ad 
hoc QI team, and/or taking case level action. 





CHILD/YOUTH
Medical/Physical
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Mental Health

PROFESSIONAL
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Stress                 
Fatigue 
Knowledge Base          
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TEAM
Teamwork/Coordination
Supervisory Support
Supervisory Knowledge Transfer
Production Pressure

ENVIRONMENT
Demand-Resource Mismatch      
Technology/Equipment
Policies 
Training
Service Array

Items in Nested Domains

Environment

Team

Professional

Family

CAREGIVER
Family Conflict
Financial 
Resources
Supervision
Developmental
Mental Health
Substance Use



• Items on the SSIT link to Key Findings
• Proximity of  the item is established by the proximity of  the Key Finding
• If  one item is proximal all items are proximal
• Items connect through the layers of  the system using domains
• Actionable items need narrative justification
• If  the item occurs in multiple Key Findings only add narrative – this 

allows the story to build

Scoring Items



Was the item present 
during the case(s) under 

review? 

Is it clear the item 
affected a Key 

Finding?

Score the item 
“0”

Was the Key Finding 
PROXIMAL to the 

outcome?

Score the item 
“1” for latency

Score the item “2”, compare with 
other quality data and consider for 
system-level improvement projects   

Score the item “3”, may require 
immediate response that could 
include: issuing a safety notice, 

forming an ad hoc QI team, and/or 
taking case level action 

Using Proximity 
to score the SSIT



321

Three Steps to Establishing Proximity

Latent

Reason to 
rate > 0

Non-proximal

Relevant to 
the case

Proximal

Related to 
the outcome

21 3



Applying it: Production Pressure

Reason
Relevant
Related

Caseloads 
were above 

the standard

1

Caseloads 
contributed to 
missed visits

2

Missed visit 
on the day of  

the suicide

3



• Proximity gives us a way of  organizing
• 2’s are items we organize with casework generally
• 3’s are items we organize with the outcomes specifically
• All 2s and 3s are actionable and should be considered for QI work –

even if  that only means you will track and compare
• 3’s organize with the outcome and should be considered for more 

immediate action

Recap:



1. The domains are interrelated: think “up and out”
2. Proximity        Causality or Severity
3. If  proximity can’t be reasonably determined, defer to action level.
4. Don’t mentally assign 3s as “bad” and 0s as “good.” The goal is to 

objectively learn and share the system’s story. 
5. Pay attention to Item Differentiation (e.g., evidence vs. documentation; 

service array vs. demand-resource mismatch)

Helpful Tips



• Review the Record– identify possible Key Findings
• Contextualize– debrief  professionals, explore Local Rationality, learn 

the system factors affecting the case
• Identify if  Key Findings were reasonably proximal to the outcome.
• Score the SSIT items 
• Identify each Key Finding’s Recurrence Risk

*When compiling data to share with Quality Improvement (QI) professionals, 
consider QI priority as established in the 2x2 grid.

Incident Review Steps:



ORGANIZATIONAL RECURRENCE 

Questions to Consider   

• Is this finding already known to 
be part of a systems issue? Are 
effective 
policies/practices/procedures in 
place to address? Have system 
changes already been in effect 
since the problem last occurred?  

Ratings & Descriptions  
0 No likelihood of recurrence. 

1 There is a history of recurrence that appears to have been successfully addressed through 
organizational improvement(s). 

2 There is a likelihood of future recurrence. Though some organizational constructs (e.g., policy, 
supervision practices, trainings, technology, resource allocation) exist to address the problem, it 
is unproven or disproven if these will successfully reduce recurrence. 

3 Minimal or no organizational constructs currently exist to address the problem. 

 

Key Findings: Recurrence Risk
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