
 

 

                                                                                        

PRACTICE & POLICY BRIEF 

Safe Systems 
Improvement Tool 
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 

“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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build a child protection system that both helps families before a crisis occurs as well as acts decisively 

when children are not safe.  

 
Safety Science in Child Welfare 
 

When the federal Commission to Eliminate Child Abuse and 
Neglect Fatalities released its 2016 report, Within Our Reach, 
Commission Chair David Sanders sought to challenge the 
notion that child maltreatment fatalities were inevitable, 
rather than preventable, pointing to the vital work being done 
across other safety critical systems, such as health care and 
transportation. These systems employ the use of safety 
science, an evidence-based, safety discipline that aims to 
improve systems by, among other steps, examining critical 
incidents at a systems level with a goal of mitigating future 
occurrences and creating a more trustworthy system of health 
care delivery or transportation.  

Safety science expands the scope of learning beyond an individual case to a systemwide comprehensive 
analysis. In the context of child welfare, it utilizes a standardized critical incident review process, coupled 
with data analysis across multiple jurisdictions to identify systemic challenges that serve as barriers to 
child safety.  In essence, safety science provides a framework and processes for child protection agencies 
to understand the inherently complex nature of the work and the factors that influence decision-making. 
It also provides a safe and supportive environment for professionals to process, share and learn from 
critical incidents to prevent additional tragedies.  

Response to Critical Incidents 

When a child fatality occurs, the child welfare system responses are often characterized by blaming 
professionals within the agency, which results in worse outcomes for children, according to research. 
Staff and agency decisions do not occur in a vacuum, but instead occur in the context of complex 
systems. System factors, as well as staff and agency decisions, may impact the overall trajectory of 
casework, and these factors should be reviewed and assessed in a systematic way. 

“Child protection is perhaps the 
only field where some child 
deaths are assumed to be 
inevitable, no matter how hard 
we work to stop them. This is 
certainly not true in the airline 
industry, where safety is 
paramount and commercial 
airline crashes are never seen as 
inevitable.” – Dr. David Sanders, 
Chairman, Commission to 
Eliminate Child Abuse and 
Neglect Fatalities 

https://www.acf.hhs.gov/sites/default/files/documents/cb/cecanf_final_report.pdf
https://www.chapinhall.org/wp-content/uploads/Executive-Summary-Systemic-Review-of-Critical-Incidents.pdf
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Safe Systems Improvement Tool1 

The Safe Systems Improvement Tool (SSIT) is a retrospective critical incident review tool designed for use 
in child welfare systems, and currently in use by the NPCS. The tool enables jurisdictions to focus on 
systems-level influences that can contribute to casework practice in critical incidents. The SSIT output is 
structured and standardized, allowing for data aggregation both within and across systems. Learnings 
from aggregated SSIT data can be leveraged into systems-level quality improvement as part of an 
evidence-based safety science approach to enhancing child safety. 

Historically, the field of child welfare has lacked a standardized, structured approach for conducting 
critical incident reviews in a way that can facilitate data aggregation and recommendations for action 
within and across systems. Critical incident reviews often feature long narratives, and agencies may not 
have the skill set or resources to conduct thematic analysis and qualitative assessment for shared 
learnings across cases as part of their review effort. This can lead to reviews being used as “one off” 
learnings, where systems may make changes as a result of a single case but are unable to extrapolate 
learnings across multiple cases. The SSIT is the ideal tool to use to structure critical incident reviews, 
standardize their outputs, and support data sharing within agencies and across jurisdictions. 

Fundamentals of the SSIT 

The SSIT-facilitated critical incident review process includes a review of records as well as individual 
debriefing sessions. The debriefings serve as an opportunity for professionals to process their casework, 
identify barriers and improvement opportunities, and highlight learning. 

The SSIT provides a guide in facilitating these debriefings as a way to capture complex, qualitative, and 
quantitative case information. Scores from multiple SSIT outputs are then aggregated and analyzed on a 
regular basis to review findings and identify trends. By leveraging a mixed-methods approach to 
understanding and organizing critical incident review data, the SSIT can provide a framework for person-
specific, systems-critical targeted quality improvement work. 

The SSIT is designed to identify Improvement Opportunities, which are represented by the gap between 
what families need and what they receive. Once an improvement opportunity is identified, it is rated as 
either proximal or non-proximal to the critical incident. For example, if an infant died in an unsafe sleep 
environment, and the child welfare agency did not provide safe sleep education or resources, this would 
be identified as a proximal improvement opportunity. 

 
1 Cull, Michael J.; Lindsey, Tiffany O.; Riley, Elizabeth N.; Lyons, John S., “The Safe Systems Improvement Tool: A Quality 
Improvement Approach to Learning from Child Fatalities and Other Critical Incidents in Child Welfare,” Child Welfare League 
of America (CWLA), copyright 2022. 
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Once IOs have been identified and evaluated for proximity to the critical incident, the SSIT items are 
scored. There are 25 categories for scoring; nine are family-specific and the remaining are specific to the 
child welfare agency. The categories are organized into four domains: Family, Professional, Team and 
Environment. Within the domain system, the goal is to guide the reviewer into assessing factors 
contributory to IOs at all levels of the system. 

The SSIT facilitates data aggregation for a system’s identified quality improvement opportunities over 
time. This strengths-based framing very intentionally shifts the conversation away from evidentiary 
findings and toward a discussion of opportunities for learning and improvement. In data aggregation, a 
critical incident review team can explore themes in identified improvement opportunities (e.g., safe 
sleep education was provided to a family, but without ongoing engagement and assessment) across all 
cases within a system during a specified timeframe using qualitative data. This allows a system to make 
sense of low base rate critical incidents to identify opportunities for system improvements. 

Conclusion 

The SSIT is a tool that supports a systems-theoretical approach to reviewing critical incidents in child 
welfare work, built upon best practices from other safety-critical industries and developed specifically for 
use in human-serving, human comprised systems. The SSIT applies the principles of safety science to 
promote data-drive Quality Improvement efforts in and across child welfare systems, so that systems 
may learn from and improve based on the findings from these reviews. 

 


