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Safety Culture 
 

Overview 
The Center for the Helping Professions (CHP) is a 

nonprofit, 501(c)(3) organization based in 

Nashville, Tennessee, which specializes in the 

application of safety science and the 

accompanying sciences of improvement and 

implementation. CHP adapts and applies safety 

science and evidence-based approaches to 

enhance safety and address systems 

improvement across safety-critical sectors such as 

child welfare. CHP works in support of The 

National Partnership for Child Safety (NPCS), a 

quality improvement collaborative of more than 35 

state, county and tribal child-serving jurisdictions. 

Since 2018, the NPCS has been working across 

jurisdictions to focus on applying safety science and 

sharing data to develop strategies in child welfare 

to improve safety and prevent child maltreatment 

fatalities. Members of the NPCS have a shared goal 

of strengthening families, promoting innovations 

and a public health response to reducing and 

preventing child maltreatment and fatalities. This 

concept integrates a broad spectrum of partners 

and systems to identify, test, and evaluate 

strategies to provide upstream, preventative, and 

earlier intervention supports and services that can 

strengthen the building blocks of healthy families. 

NPCS is working to build a child protection system 

that both helps families before a crisis occurs as 

well as acts decisively when children are not safe. 

Organizations with a strong safety culture create 

“Safety science in the context of child 
protection means using an evidence-based 
approach to inform preventive and 
responsive actions, rather than basing policy 
and practice decisions on emotion or 
assumption. When we employ safety science, 
we identify and apply lessons learned based 
on the best available research and evidence.”  

– Casey Family Programs 

https://centerforthehelpingprofessions.org/
https://nationalpartnershipchildsafety.org/
https://nationalpartnershipchildsafety.org/
https://www.casey.org/safety-science-child-welfare/
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space for learning and improvement at a systems 

level. 

 

What is Safety Culture? 

A safety culture is a facet of an organization’s 
broader culture, which is generally defined as a  
product of the values, beliefs, and behaviors of an 
organization. When organizations are faced with 
safety challenges, they must adapt and manage 
both environmental issues and internal 
cooperation and coordination to effectively resolve 
them. In a safety culture those qualities orient 
toward safety as the prevailing priority. 
Organizations, such as those in the healthcare 
industry that operate with a safety culture, create a 
space for learning and improvement and 
understand the importance of systems thinking in 
problem solving efforts. Moreover, these 
organizations develop habits that support 
consistently safe operations and move teams 
beyond intermittent, reactive, approaches to 
ensuring safety. Safety cultures strive to balance 
individual accountability with system accountability 
and value open communication, feedback, and 
continuous learning and improvement.  

In the descriptive perspective on safety culture 
research, safety culture is a result of interactions 
that seek to organize and coordinate people in 
high-risk environments, and involves the detection 
of threats, communication, and accurate 
interpretation/receipt of information that 
stimulates corrective action.   

 

Safety Culture in Child Welfare 

In the context of child welfare, safety culture is a 
critical tool in that it strives to balance individual 
accountability with system accountability, which 

both play a role in child welfare decision-making.  
Child welfare caseworkers, particularly when high 
profile critical incidents spark intense media 
scrutiny, must address public perceptions that are 
on either ends of a continuum. On one end are 
cases where child previously known to CPS is not 
protected from subsequent abuse. On the other 
end, caseworkers with risk aversion may 

Public Children Services Association of Ohio 
 
PCSAO is advancing safety culture efforts in Ohio, 
with support from the University of 
Kentucky, Center for Innovation in Population 
Health and Franklin County Children Services, as 
an early adopter and implementer of Safety 
Culture. Safety Culture is the use of safety science 
in child welfare to measure and test change within 
the following domains: 
• Emotional Exhaustion: the measure of a 

team’s emotional reserves 
• Mindful Organizing: measure of teamwork 

and team resilience. It’s about how teams 
monitor, plan, innovate, learn, and support 
one another 

• Psychological Safety: measures whether team 
members feel accepted, respected, part of a 
team and free to speak up and take 
interpersonal risks 

• Stress Recognition: measures how well 
individuals identify stress and acknowledge its 
impact on decision-making 

• Safety Climate: measures the relationship 
team members have with their supervisor 

• Perceived Personal Safety: measures how safe 
team members feel they are while working in 
the field 

• Workplace Safety: measures how safe team 
members feel in their office environment 

• Workplace Connectedness: measures the 
experience of belonging and relatedness 
among team members 

 

https://research-repository.griffith.edu.au/server/api/core/bitstreams/688d6ba9-72c3-44f0-8bc1-7b665faeedb6/content
https://journals.sagepub.com/doi/pdf/10.5034/inquiryjrnl_42.4.421
https://journals.sagepub.com/doi/pdf/10.5034/inquiryjrnl_42.4.421
https://www.jointcommission.org/-/media/cth/documents/what-we-offer/chassin_and_loeb_0913_finalpdf.pdf
https://research-repository.griffith.edu.au/server/api/core/bitstreams/059114cd-8cf0-4b78-af31-20d0a9e85f07/content
https://www.pcsao.org/publications-and-resources/safety-culture
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prematurely remove a child from the home and 
family without proper cause.  

Critical incidents, especially child fatalities, are low 
base rate events. As a result, they can pose 
challenges to learning from them and preventing 
future incidents. Also, the internal and external 
criticism of an agency’s decision-making that often 
comes in the wake of a critical incident can lead to 
conclusions that have the potential to be clouded 
by bias or fear of negative scrutiny. In those 
situations, real systemic learning can be lost due to 
bias, reactivity, and liability mitigation. 

Due to the complexity of child welfare decision-
making, it is important that, like other safety-
critical industries such as healthcare, aviation and 
nuclear power, the safety and well-being of 
children be prioritized at a systems level. This is 
guided by four main principles: 

• Leadership’s commitment to safety 
• Prioritizing teamwork and open 

communication based on trust 

• Developing and enforcing a non-punitive 
approach to event reporting and analysis 

• Committing to becoming a learning 
organization 

 

Principle 1: Leadership is Committed to Safety 

Successfully enabling a safety culture means that 
leadership is committed to making safety a 
priority and fostering open communications 
across all staff, including frontline staff and 
supervisors. Effective leaders demonstrate their 
commitment and support to their staff through 
words and actions and training. This means 
encouraging the free flow of information, 
including listening to staff concerns and providing 
responsive feedback on actions taken by agency 
leadership. 

Principle 2: Prioritize Teamwork and Open 
Communication 

Transparent and open communication is essential 
to the development of an organizational culture 
in which challenges can be discussed candidly 
and without employees being made to feel 
defensive. Safety efforts must focus not only on 
correcting errors in practice, but also anticipating 
and preventing future errors that could lead to a 
tragic case outcome. Critical thinking, particularly 
in the context of a team or workgroup, reinforces 
appreciation of case complexities, including 
conflicting views and interests of various family 
members and other stakeholders.  

Principle 3: Develop and Enforce Non-Punitive 
Approaches to Event Reporting and Analysis 

The development of strategies for identifying, 
reporting, and managing practice errors is an 
essential process step that is part of a safety 
culture. Also included are clear rules that 
distinguish reportable, non-punishable errors 
from missteps that are subject to penalties, and 
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clear guidelines for reporting near misses. 
Moving away from the current climate of “shame 
and blame” and toward processes that balance 
system and individual accountability is critical to 
supporting the shift to a safety culture. These 
efforts should be supported by leadership and by 
policymakers alike, who have the ability to help 
counter sensationalistic media stories that focus 
on critical incidents solely through a crime lens. 

The consistently high turnover rate for the child 
welfare workforce of nearly 40 percent is often a 
product of the challenges that child welfare 
caseworkers face on the job and the intense 
scrutiny of decision-making that is a part of their 
daily work environment. By incorporating a safety 
culture and principles from safety science, the 
child welfare workforce can create an 
environment in which individuals acknowledge 
mistakes, learn from their peers and improve 
their critical thinking skills. In an increasingly 
complex world, it is essential to adopt a systems 
approach to understand how errors and 
breakdowns in organizational communication 
and quality control occur and how to support 
sound decision-making. Child welfare must move 
beyond a culture of blame to embrace 
transparent, and open communications, build 
inclusive partnerships among stakeholders in 
child protection, and make progress on the 
common goal of ensuring child safety. 

 

 

Oregon’s Child Fatality Prevention and Review 
Program 
 
In Oregon, the Child Fatality Prevention and 
Review Program (CFPRP) hosts a monthly Safety 
Culture Hour that is open to child welfare staff 
statewide to help promote safety culture. Each 
monthly Safety Culture Hour focuses on topics 
related to psychological safety and incorporates 
many of the concepts and activities included in ’s 
the TeamFirst Field Guide. Staff engagement in 
group discussions is robust and membership in 
CFPRP’s Safety Culture Hour Microsoft Teams 
channel is steadily increasing, resulting in an 
emerging statewide community of practice with 
spreading psychological safety as it’s common 
goal. CFPRP staff also travel to local child welfare 
offices to speak to staff about the importance of 
safety culture and creating psychologically safe 
work environments. The CFPRP’s continuing 
efforts to increase awareness of the importance 
of incorporating psychological safety, safety 
culture and safety science into child welfare 
practice at all levels has the goal of leading to 
better outcomes for the families they serve.  
 

https://www.qic-wd.org/qic-take/worker-turnover-persistent-child-welfare-challenge

