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A BRIEF HISTORY OF CRITICAL INCIDENT REVIEWS IN OREGON

2004

Governor orders the first Critical Incident 
Response Team (CIRT) to convene

2007

CIRTs written into Oregon Revised Statute

2017

SB819 revised CIRT law

2019

SB832 further revised CIRT law, renaming to 
Critical Incident Review Team, expanding scope 
for case review, and legislating specific report 
and timeline requirements



OPENING THE DOOR FOR SAFETY CULTURE

• High profile cases in 2016 led to media scrutiny and legislative attention

• Law change in 2017 imposed requirements for what cases were reviewed

• Uniquely tragic case in 2018 resulted in a review fraught with shame & 
blame

• Safety program manager attended 2018 Safety Culture Summit

• New executive leadership observed the culture and supported change in 
approach to critical incident reviews



SAFETY SCIENCE & SAFETY CULTURE

Safety Science

Is about understanding how 
humans interact with and within 
complex systems so those 
systems can be made safer and 
more reliable

Safety culture 

Is a culture in which 
organizational values, attitudes, 
and behaviors support an 
engaged workforce and 
reliable service delivery

(CULL, 2018)



SAFETY SCIENCE AND SAFETY CULTURE PUT 
WORDS TO OUR LONG-HELD BELIEFS ABOUT 
WHAT MAKES THIS WORK HARD

Competing pressures, high levels of scrutiny and unforgiving processes result in 
recommendations and actions that don’t have a meaningful impact on the system and 
leave child welfare professionals feeling insecure and fearful



ORGANIZING AROUND A SHARED VISION FOR 
PSYCHOLOGICAL SAFETY IN OREGON’S CRITICAL INCIDENT 
REVIEWS

Culture of 
Blame

Culture of 
Learning

Individual 
Accountability

System 
Accountability



ROADBLOCKS = MORE OPPORTUNITY TO SOLIDIFY THE 
SHARED VISION



OPERATIONALIZING 
SAFETY CULTURE

Intentional change in who was involved 
in the process and how participants 
were engaged

Intentional change about how we wrote 
about and talked about casework 
decisions

Good old-fashioned sales pitches – we 
talked to whoever we could about our 
exciting new work

We went to the experts for technical 
assistance



SLOW BUILD TO AN INNOVATIVE 
NEW PROGRAM - A SERIES OF 
FORTUNATE EVENTS

 Executive Order issued by the 
Governor encompassed CIRTs
 External consultation highlighted 
the need to invest more fully in the 
work
 Support from technical advisors 
in developing and sharing the 
vision and proposal
 Tireless advocacy from program 
manager, even through changes in 
CW leadership



OREGON’S 
CHILD FATALITY 
PREVENTION & 

REVIEW 
PROGRAM IS 

BORN

 Fully implementing Safe Systems Analysis 
with use of the Safe Systems Improvement Tool 
(SSIT) and Human Factor Debriefs 
 Using the TeamFirst toolkit to strengthen our 
team and lead by example
 Conducting regular surveys to improve our 
work
 Actively engaging with partners and 
stakeholders around prevention and review 
efforts 
 Applying a racial equity lens to the work we 
do



HOW DO STAFF FEEL ABOUT THE 
CHANGES?

Interview with a Program Manager



WHAT ARE THE SECRET 
INGREDIENTS?

 Experience
 Introspection
 Empathy
 Growth Mindset
 Relationships
 Strong Leadership



TAKEAWAYS

Culture change happens 
incrementally

There is no time like the 
present

Trusting leadership makes 
all the difference



LOOKING TO THE 
FUTURE

National Partnership for Child Safety

Engaging with leadership around data

Real time application of learning

Alignment with department-wide initiative to 
promote safety and resiliency in the workforce



LOOKING TO THE FUTURE

Mentoring and growing a highly successful team

Fostering wellness

SHARING our story! 



DOING IT 
OUR WAY!
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