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The Nred for Comprehensive Risk
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Risk assessment stidies in child welfare have largely focused on identifying
individual or familv risk factors associated with future harm or on the value of
various assessment {30l constructed of such factors, paying scant aitention fo
the risks posed by the system and its larger context. These risks include serv-
ices provided to children and families that have little or no evidence of effec-
tiveness, lack of proper assessment of service needs, inadequate linkage of
available services to desired outcomes, and an agency culture that is reactive
rather than proactive in its pursuit of risk reduction. Drawing on related litera-
ture, this article introduces puidelines for the development and implementa-
tion of a comprehensive risk management system in child welfare

Currently, risk assessment in child welfare is characterized more by
what is not done than what is done. The term “risk assessment” implies
that there is an effor! to assess risk to children when, if one examines what
is done, only some potential sources of risk are addressed (e.g, risk of
biological parents t: their children). A narrow approach has been taken to
- assessing risk to children who are potentially or actually involved in the

child welfare syster: developing risk assessment instruments to predict
~ - which children shonid come into care and which should not. This narrow
- -approach ignores a host of other factors that may influence risk to children
including the quality of assessment and services provided to children and
~ families and the val dity of evaluation methods. If we are concerned about
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risk to children, we should make efforts fo identify and_ minimize gll
sources of risk. Research regarding risks suggests that thlS. ‘Ev;il rgquigef
systemic risk management programs that attend to all_ potentia S{?u.rceihat
risk to children including staff and management practices z'md po ;c}:;es dﬂ
contribute to risk. Definitions of risk management .d;ffer in ti}elr rea ! 1.
The aim of risk management described in t!}e social work lrtg}ratgret a?
been defined narrowly as “identifying practices or actm’hes }agt tplczeesna
tially may lead to legal liability” (Gelman, 1992). Other Ittera.tairem :ﬂa 2
broader approach. Kavalar and Spiegel ( 1999) suggest that n;;c %0_
ment is “an organized effort to identify, assess, anfi reduce w:e(re ;Jpwe
sriate, risks to patients, visitors staff, and mgamzatm.nal as_s;ts 5 ds We
draw on approaches that include a wide array of‘ aims an dme wevents
signed to maximize hoped-for o?tc:{}mes :f{nd minimize adverse
ithin an evidence-based practice framework. .
Withfc?eiliy, risk manageniljent should minimize risk.from afl sour?es .‘_;hle:;
contribute to unwanted outcomes (e.g., l.larm to ch:ldren).,dnot (l);y I;:aff'
posed by parents to their children, but risks posed by. Chi; w;a Z:;rease
and service providers to clients and all pro'cedures putin p a‘,jc.e oth case
both (see Table 1). Clements (1995} also includes safeguar mgd ea et
of the organization (financial, reputational, anc} staff mor_ale) under a;rr;u(:h
risk management as well as responding effect}ve!y to client concg;'ﬂ ueh
as continuity of care, swift compensation fc;r justified clasms& an 1?;000)
ing the quality of care. The National Patient Sa:fely Foun at;on (2009)
defines patient safety as “the avoidance, prevention, and' amc; ;orall »
adverse outcomes or injuries stemmming from a grocess'of hefa th care ) n}:—
1), and highlights that safety emerges fr(_)m the interaction t(,)l s%irtem c "
ponents (see Table 2). Risks may be avoidable or unavoi_da e. | g suggssw
that avoidable risks now taken in child erifar:e: mlclm‘ie incomp ele asdseﬂ -
ment, referring clients to agencies offer{ng 1%’13ff60t1\’:6 .servlces_,_ an a]»;
pursuit of vague outcomes. Unnecessarily risky dec;s;ogs during et );
phases influence risk during later phases. For example, ‘1f assessml;an ; :
fragmented and incomplete, ineffective or harmfulvserv_mes may be s g
lected. We can draw on practice-related research to identify practices an
policies that minimize risk.

!
1
]
!

!

Need for Risk Management Systems in Child Welfare 81

Table 1
Components of Risk Management Systems in Child Welfare

Clear description of practice and policy components likely to maxi-
mize attainment of hoped-for outcomes.

Effective implementation of a risk assessment instrument that contrib-

utes to sound decisions.

3. Clear performance standards for all staff and selection of standards
based on what has been found. via rigorous appraisal, fo maximize
hoped-out outcomes (e g., increase safety for children).

4. Monthly random audit of a sample of cases of each staff member and
provision of individualized feedback and training based on this re-

i view.

'S. Hiring supervisors with the values, knowledge and skills required to
help staff maintain desired staff performance levels and random
audit of a random sample of related supervisory behav-
iors/products.

6. Hiring staff who possess values, knowledge and skills required to ful-

fill expected tasks at minimal levels of competence as demon-

strated by their performance on related tasks.

7. Hiring administrators who encourage evidence-based practices and
policies (see text) and who are expert in arranging positive contin-
gencies to support related staff behaviors; routine review of their
policies and practices in relation to key indicators.

8.

Up-to-date, clear descriptions of services offered and outcomes at-
tained by local agencies related to areas of interest (e.g., parent-
training, substance abuse). This should include critical reviews of
the evidentiary base of each service offered.

9. Description of variations in services provided and related outcomes

that are provided to staff, clients, and funding sources.

10. Clear description of what is needed to achieve hoped-for outcomes and

what is provided on each case.

11. Access to computer databases that facilitate sound decision-making,

12. A whistle blowing policy that contributes to constructive criticism of

current agency policies and practices.

[}
1 Table 1 Continued
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13. A nonpunitive (anonymous?) system for ide:n}ifying errors and mis-
takes and use of these data to improve service quality.

14. An accountable, accessible, user-friendly client feedback system apd
regular review of complaints and complime:}ts to enh.emce‘ quality
of services. Complaint forms should be readily accessible in every
office. »

15 Selection of evidence-based {raining programs for staff (Lf? , programs
that include instructional formats that maximiz'e learning and‘that
incorporate contcnt found vis rigorous appma‘sa} to }.mip, ?lsents“”
achieve certain outcomes) and evaluation of training via review oi
on-the-job practices and outcomes.

Table 2
Underlying Factors Related 10 Safety Problems

. Organizational structures and processes

. Safety culture and the blame processes .

. Safety [risk] reporting (e.&, incident reporting and other
mechanisms for learning about system vulnerabilities)

. Organizational learning processes and barriers

. Production pressures

. Fundamental human limitations that influence perform-
ance

. Fatigue and sleep deprivation

. Stress

. Human factors design in devices and systems

. Coordination and cooperation across people and bounda-
ries (coordination infrastructure)

. Education and training procedures;

. Resource-limitations

Source: National Patient Safety Foundation (2008}
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Counterarguments against proposals for risk management programs in
child welfare include the view that professionals (child welfare staff) know
what they are doing based on their training and that they need no over-
sight. Appeal to professional licenses, credentials and experience may also
be used to claim that audits of behavior are not necessary. In fact, related
literature suggests that a variety of avoidable errors are made (eg., see
Grove. Another counterargument is that services are poor because staff
members do not have MSW degrees. However there is no evidence that
individuals with licenses, training and degrees provide better services to
clients than individuals without such credentials (e.g, see Christensen &
Jacobson, 1994; Dawes, 1994). Yet another counterargument is that we do
not have the resources needed to provide high quality services. However, a
careful description of services provided may reveal that many are ineffec-
tive or even harmful. Money saved in nof paying for ineffective and harm-
ful services could be used to pay for services with a track record of suc-
cess. This will require a description of variations in services provided and
their outcomes as they relate to populations served. One more counterar-
gument is that child welfare policies and practice are shaped by societal
values and related decisions about funding and thus “our hands are tied”
While in some circumstances this might be true, our hands are not tied
when it comes to gathering and disseminating the kinds of information
about services and their outcomes described above, maximizing decisions
that decrease risk to children, and involving clients as informed partici-
pants in decisions made.

What Accounis for the Focus on Parents?

What accounts for the focus on biological parents in relation to risks to
children, leaving out many other sources of risk such as those posed by
agency practices and policies, and related funding sources and policies?
Certainly societal values regarding the responsibilities of parents for their
children are a key influence on the current, fragmented view of risks to

children and steps to minimize them. Some argue that parents who mal-

treat their children are morally stigmatized (see, e.g, Howitt, 1992) and
are likely to be further marginalized by such factors as poverty and race
(Lindsey, 1994; Pelton, 1989). Research suggests that environmental stres-
sors compromise maternal attention to children’s behavior (Wahler &

: PumaS, 1989), and this may impact parenting ability. Preferred practice
" ideologies tend to encourage a focus on parents. That is, rather than attend-
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ing to broader social realities that influence f‘amilies:, apd' desp1tedpf:'of§f~
sional rhetoric to the contrary, emphasis is often on individual an zllrgrg ,?
pathology ignoring such environmental factors (_e.g,, see Margolin, ‘de’
Pelton, 1989). Only reluctantly has the view of risk l?roadened to cons; r
environmental factors such as poverty (e.g., See Lindsey, 1994; Pelton,
l989/3)xitt£*,11cii11g to risks posed by agency practices and policies and kteltzliteid
funding patterns might be threatening t0 the many people wl;o .Qial t_ald :eenf
living by claiiming to help parents who abuse and neglect their c;;ﬁl_;‘ y 1d
Child welfare is a big business. In the US, Federal, state, and local chi
welfare expenditures (which include outwof'lho‘me care, other, andfggog—
tions) totaled over 512 Billion in 1996. Expenditures for the State © ,g‘ i-
fornia alone were almost $2 Billion {Child Welfare 'Leagﬂe of America,
2000). If, as we suspect, the majority of services provided tolpar?nts.(e\g..,
such as parent training and substance abuse prqgrams) are mef ective or
harmful, this would threaten the livelihood of many professionals. No
wonder there is a reluctance to implement systemic risk n‘{anagement p-u?—
grams. 1t is time o change this balance of attention to risk fac‘gors.‘ It is
time to systematically examine all risks and thelr.sources that mﬂuen'ce
child abuse and neglect and their trajectory over time, and to use the m-
formation gained for the benefit of clients. P:;ofess:ox:la!s would also bene-
fit by providing more ethical, efficient, effective services.

Risk Management and Screening (Risk Assessment)

Risk assessment and an individualized assessment of _chlldren. and
families are often two different processes that oceur at two dxffer'ffnt.tames,
each of which carries a risk to children (e.g., of harm). The pre@:ctwe ac&
curacy of risk assessment measures used affects t!lc? safety of children an
families. Faulty measures may result in fauit.y decisions such as not remov-
ing a child from a home in which he or she 1s reabusedn‘Thus, unnecessarﬁ
risks may result from the use of invalid risk assessment mstmme:}ts as we )
as the misuse of valid measures. Cognitive biases may compromise correc
implementation of a valid risk assessment measure. For ex:"fmplé, ‘tge”vtilv-
idniess of an injury to a child may encourage a worket to over-i ¢ he
instrument (see Gambrill & Shlonsky [2000] for a more detmlggi dsscu;—
sion). Research by Munro {1999) suggests that assessmen.ts of ”S“ljflmtai :
by child welfare staff are based on a narrow range of evidence. That 15,
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decisions are biased by a reliance on readily available information, and
important data available to other professionals are overlooked.

Risk Management and Individualized Assessment

Data collected during risk assessment (screening) may not provide
sufficient detail or comprehensiveness for judicious selection of service
plans. For example, risk assessment instruments typically require staff to
check whether certain concerns are present (e.g., substance abuse prob-
Iéms) Such general labels nidy not maximize the likelihood of attaining,
hoped-for outcomes (e.g., protection of children from harm). For instance,
the term “substance abuse” is quite vague. What is “substance abuse™?
How does it relate to child maltrcatment? What factors influence its fre-
quency and intensity (whatever “it” is)? There should be a clear descrip-
tion of how outcomes focused on relate to the unique personal and situ-
ational context of each client and how both relate to service plans designed
to maximize hoped-for outcomes.

A key avoidable risk to children may be the lack of an individualized
assessment that permits judicious selection of service plans most likely to
maximize hoped-for outcomes, Let us take this a step further by consider-
ing three possibilities in relation to what kind of assessment is needed to
maximize success: (1) littlé or no individualized assessment; (2) some; (3
a great deal requiring expert assessment knowledge and skills, as well as
agency incentive systems that encourage their use. Currently, there seems
to be little distinction among these different situations in terms of what is
offered. That is, the same, often minimal assessment is frequently offered
to all. Assessment is often contracted out to other agencies with little or no
monitoring of quality Does this pattern of service minimize risk to chil-
dren? Kinds of assessment that pose unnecessary risk to children and fami-
lies include use of invalid measures (e g., of parenting skills), vague de-
scriptions of outcomes, pathologizing clients, and overjooking assels.
Standardized measures that are not enlightening regarding factors that
influence child maltreatment may be used in lieu of an individualized as-
sessment simply because they are available, appear “professional,” and
save time. If objectives are vague {a common problem) such as “enhance
parenting skills,” there is no way to tell if anything changed because
hoped-for outcomes are unknown. If selection of assessment methods does

- not take reliability and validity of sources into account (ie., selection is
-~ not evidence-based), assessment may be inaccurate resulting in the choice
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of ineffective or harmful plans. Risk may be decreased by the use of ai'ds
_ such as algorithms and interactive decision making programs that contrib-
: ute to sound choices.

" Risk Management and Intervention

it does little good to spend money to develop actuaréai.p’redictlon
methods if we then fail to provide appropriate services. Combining accu-
rate assessment with high quality services is essential for risk' m’anager‘ne:nt
(Muoss, 175 Peor service gnality may compromise the predlctivgzy_iaildi_ty
of actuarial tools. If certain services are found to decrease risk, they'.silogla
be used. “Decisions require not simply risk-assessment, but detaa.led in-
formation on probability of success and degree of efficacy of differing
interventions”(Macdonald & Macdonald, 1998, p.15). There has been_ a
striking lack of attention to research findings that would allow us to predict
what is needed to protect children. Consider, for example, neglect of’re—
search findings regarding lack of generalization and mainit?nance o_f gains.
These show that achieving such effects requires systematic pi'annmg and
implementation. This research has been largely ign.ored in {:h:l(? welfare.
Rather, a “train and hope approach” is used in which training 13 offered
and it is hoped that changes will generalize to natural environments (home,
school, playground) and be maintained (Stokes & Baer, 1977). ".Flor exam-
ple, the rise and fall of family preservation in the 1980's and 1?90 s may be
linked to the use of short-term interventions with little attention to gener-
alization and maintenance. Why bother creating changes in behavior if
these will not occur and be maintained in real-life settings? . |

Combining accurate risk assessment and evidence-based selfsctson of
services is a key step in minimizing risk to children, parents, soc:}a!_wori.(-
ers, and agencies. Currently, there is Jittle clear description of .var'tatlons in
services (e g., substance abuse, parenting programs) and their outcomes
For instance, parents are referred to many different» parent training pro-
grams. Are they all equally effective? Are any effective? Currently, there
s little clear information about what services are offered to wi.lat effect.
For example, there is little information about the extent to w}uch parent
training programs offered in child welfare take advantage of mformat‘_]on
available about the effectiveness of parent training programs and bamfsrs
{o their implementation (e g, see Bartow, 1997) We should describe

variations in services and their ouicomes including clear description of

services used (e.g, number of sessions, format used, duration of each ses-
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sion), outcomes sought including intermediate steps, criteria used to evalu-
ate whether each step is attained, and the degree to which service compo-
nents are evidence-based (ie., have survived critical tests of their effec-
tiveness in relation to achieving hoped-for outcomes and are acceptable to
clients). Other important questions include: Are follow-up data available?
What arrangements are made for generalization and maintenance of gains?
How long do gains last?

Purchase of Services

" Services-purchased shdiifd ™ inaximize “the likelillood of attaining
hoped-for outcomes as demonstrated via critical appraisal. Payment for
services purchased should be contingent on meeting agreed-on provisions
(e.g, providing clear data regarding outcomes). Purchasing ineffective or

! harmful services increases risk to children by losing opportunities to alter
factors related to child maltreatment. Once again, consider selection of
parent training programs. Exploratory research in the San Francisco Bay
Area supgests that programs provided to parents are not those most likely
to enhance positive parenting skills nor are they carefully evaluated in
terms of their effectiveness (Westby & Casteneda, 2000). Rather, they
seem to be selected based on availability and whether they “sound politi-
cally correct” (e.g., include multicultural terms). Evidence-based purchase
of services requires selecting agencies with a track record of success and
ongoing evaluation (e.g, see Eddy, 1994). For any service provider, we
should examine the gap between services they provide to referred clients,
what should be provided based on related research findings, and the ac-
ceptability of the services to the client. For each service purchased we

should ask: “Is anything known about its effectiveness?” If so, what?
Does it:

* Do more good than harm.

¢ Do more harm than good.

s Of unknown effect--not being evaluated in research setting or be-
ing evaluated poorly

e Of unknown effect, but in good quality research program.

; As part of a risk management system, we could create a pie-chart for each
" agency representing current and ideal services based on the above possi-

bilities (see (Gray, 1997). For each service area (e g., substance abuse,
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parent training) we should describe the following: (1) frequency of refer-
rals to each agency, (2) services used in each agency, (3) outcomes of each
service prograin and outcome measures used to evaluate results,. We can
then review this information to identify gaps between services used and
methods found to be effective, attending carefully to the validity of out-
come measures used. Shifts in services and research efforts could be made
to fil} these gaps.

Clear written agreements between child welfare agencies and referral
agencies shoutd be preparcdl Vappe agreements pose yet anothe_r unneces-
sary risk to children. Unless service agreements are clear regarding what is
expected, providers cannot be held responsible for meeting hoped-for 0u§~
comes such as timely reports. It should be the service provider’s responsi-
bility to provide information that will help child welfare staff choose
wisely among different services. Public child welfare agencies _and de-
pendency courts should request information from agencies to which ti‘;.ey
refer clients allowing all parties to make evidence-based choices Potential
or actual service providers should provide clear written descriptions of
services offered, criteria used to select them {e.g., critical appraisals of
related research findings), outcomes they address, their track record of
success in relation to each outcome pursued, and data describing the reli-
ability and validity of assessment and evaluation measures used (See, e.g,
Ethical child welfare practice: A companion handbook to the code of eth-
ics for child welfare professionals, Vol I: Clinical Issues, 1999).

Providers should be responsible for supplying clear, accurate docu-
mentation describing the fidelity of service methods used, including a de-
scription of how data were collected and the extent to which methods used
are evidence-based. It is the responsibility of providers to select and moni-
tor valid progress indicators related to ecach outcome addressed for each
client referred, and to provide data to CPS staff in a timely manner as ré-
quired in the purchase-of-service agreement. An example of a letter that
could be sent to each agency can be seen in Figure 1. Complaints by refer.—
ral agency staff about requests for information can be answered by. r;eaf—
firming agency requirements and ethical obligations to clients. A liaison
may be needed to help agencies participate effectively. Child welfare
agencies should take the lead in providing or helping to develop the stan-
dards and tools for accurate evatuation and evidence-based practice and
policy. Here, too, as in all other areas of life, politics enter. Certa.in agen-
cies may be popular. However, if our primary concern is to provide serv-
ices that are most likely to result in hoped-for outcomes (decrease 1isk and
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increase safety) as suggested by critical appraisals of practice and policy
related research, we must use criteria other than popularity and tradition to
purchase services in accord with our professional code of ethics.

Figure 1
Dear Agency X:

As part of our ongoing effort to provide the best services to children and
families, we request a description of the services you provide and their
evidentiary base. This information will assist our staff in selecting providers
who use services that maximize the likelihood of helping clients attain hoped-
for outcomes. Services purchased fall into two main categories: 1) requests for
agsessment {e.g, a psychological assessment); 2) requests for services (e.g.,
parent training) including timely reports of progress based on on-going moni-
toring of specific, relevant outcomes (e g, observed improvement of positive
parenting) as well as subjective outcornes (e.g , client self-report}.

The Code of Ethics of the National Association of Social Workers calls
for informed consent on the part of clients. We must inform our clients con-
cerning the potential benefits and costs of a service program, but can only do
so if our staff is informed. We must also explain the reasons for our recom-
mendations to the court. We know that you will join us in our effort to provide
high-quality services to our families. If your agency offers both assessment
and intervention services, please complete both attached forms. If you need
assistance with these forms or have any questions, please call
at

(Title)

Risk Management and Evaluation

Evaluation of progress is an important component of risk management
programs. Providing services without carefully evaluating their impact
opens the door to “wishful thinking” that services are successful when,
indeed, there may be no progress or effects are harmful, uftimately increas-
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ing rather than decreasing risk. Selection and tracking of clear, relevan{;
objective and subjective progress indicators la!iowe. socm.l workers an
clients to plan next steps carefully in accord with degree of progress (e 8
see Schwartz & Baer, 1991; Woll, 1978). We should gather detalled. in-
formation from clients and significant others concerning the acccp?abthty
of goals pursued, outcomes achieved, and servi_ce meti}ods useq, Fg:ittf‘e to
do so poses a Source of unnecessary risk to children {1e., contmu;lng inef-
fective or harmful service programs and forgoing use of effective pro-
gramg hocruse feedback is not gained or is ignored).

Risk Management and Agency Culture and Climate

Risk management requires an organizational culture and c_iimate that
facilitates and maintains related components {eg, see l~Ie?mre;ch & Mer«-
ritt, 1998). Climate refers to employees’ perception of their work environ-
ments. James and his colleagues (James & Melntyre, 1996; Janlfas & Sells,
1981) distinguish between psychological climate (employegs’ views of the
psychological impact of their work setting on their \aiell being) and o1 gan-
izational climate (shared views of employees iegar'dlpg thg psycholqgacal
impact that their work setting, has on employees). Dimensions of climate
measured include employees’ views of support, conflict, challenge?, de-
personalization, opportunity, and stress amoig others (for fur'tper discus-
sion of organizational climate and culture, see Ashkanasy, Wl]derom, &
Peterson, 2000). "Culture is variously seen as a component of, equailto, or
a determinant of organizational climate, a popular area of study until cul-
ture took its place in the late 1970s" (Roberts & Hunt, 1991). Culture con-
sists of shared values, ways of thinking, and customs, expectgd behaviors,
and related contingencies {(e.g, incentives provided fo:: particular behavf
iors). Roberts and Hunt (1991) define the cultural environment c?f an or-
ganization as "he economic, social, and political context establ';shed by
the larger culture in which the organization arises” (p. 116). Schein (1986)

proposes:

For any given group or organization that has had a substantia? hisiqry,
culture is the pattern of basic assumptions that th? group has En\{eﬂtﬁd,
discovered or developed in learning to cope with its problems of exter-
nal adaptation and internal integration, and that has workefi well
enough to be considered valid, and, therefore, to be taught to new
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members as the correct way to perceive, think and feel in relation to
those problems (p.30-31).

Child welfare agencies, especially those in urban areas, tend to have an
authoritarian, bureaucratic structure, which influences opportunities for
improving the quality of services Rogers and Shoemaker (1971) suggest
that although made most rapidly, authority- [based] decisions are more
likely to be circumvented and may eventually jead to a high rate of discon-
tinuance of the innovation unless external contingencies maich intrinsic
incentives, Glissnn and Hemmelgarn (1998) used a quasi-experimental,
longitudinal design (3 year period) in Tennessee (n=250) to explore the
effects of a child welfare program designed to facilitate inter-agency coor-
dination among service providers. The intervention involved a collabora-
tive service delivery system seeking to integrate child welfare services
with services provided by other agencies in order to offer a comprehensive
service delivery package for children and families. Results indicated that
inter-organizational coordination was not related to service quality or out-
comes. However, organizational climate was significantly related to both
(p<.05). Dimensions of organizational climate measured involved fairness,
role clarity, role overload, role conflict, cooperation, growth and advance-
ment, job satisfaction, emotional exhaustion, personal accomplishment,
and depersonalization, all of which may contribute to agency culture and,
aitimately, facilitate or defeat an innovation, regardless of its promise.

The child welfare culture has been described as one in which pursuit
of the dual roles of helping and judging creates role conflict and ambiguity
that, in turn, results in a high rate of staff burnout (Pelton, 1989). Such ¢
culture detracts from the development of a safety culture. Reason (1997
suggests that a safety culture is comprised of four critical components: (1
a reporting culture defined as “an organizational climate in which people
are prepared to report their errors and nearmisses™ (p. 195); (2) a just cul
ture described as “an atmosphere of trust in which people are encouraged
even rewarded, for providing essential safety-related information — but ir
which they are also clear about where the line must be drawn betweer
acceptable and unacceptable behavior” (p. 195); (3) a flexible culture, fo
example shifting from a hierarchal mode of taking charge “to a flatter pro
fessional structure, where control passes to the task experts on the spot” (p
196); and (4) a learning culture which involves the willingness and th
competence to draw the right conclusion from its safety information sys
tem, and the will to implement major reforms when their need is indi
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cated” (p.196). Other components inciude not forge?ting to be afrzsd? g;th-
ering the right kind of data, and no blame. Agencies sh(?u]d un.erta ea
cultural assessment to identify opportunities to shape their culture t(?w?rd
effective management programs that mininize risk mc_!uciang a (lescraptaor;
of organizational facilitators and impediments to their use. Examples o
such components are suggested in the next sections (see also Table 1).

Implement Compatible Contingency Systems

An effective risk management program will require t.:areful atieiition to
contingencies in effect in an agency; that is, wha‘E behaviors are reinforced,
punished or ignored? Are behaviors that com:nbute to rtsk' mgnagement
reinforced? Are tools and cues arranged that increase the 1ll(lﬁ‘:1ihOOd thf;:t
they occur (e.g., see Gambrill & Stein, 1983)? _Arel all staff mvo]veq f]_n
review of agency culture, including contingencies in effect i:ar speci El}C
practice-related behaviors and plans (e g., S€€ LaVigna, Willis, S(:.hal:l ,
Abedi, & Sweitzer, 1994). Agencies, especially those t?sat are authgntanan
in nature, may forward contingencies that limit adoption of pr'actlpes and
policies that decrease risk to children and increase safety. F—Iazatds may
include defensive routines that hinder detection and correction of errors.
Such routines may have developed in response 10 & punitive agency cul-
ture. The fundamental rules of defensive organizational routines are to:

(1) bypass the errors and act as if that were not be.ing dom‘a,.(Z) ma%{e
the bypass undiscussable, and (3) make its undiscussability undis.u
cussable. These conditions, in turn, make it difficult to engage the or-
ganizational defense routines in order to intenupt them and reduce
them. Indeed, the very attempt to engage them will le_:ad o the defejn-
sive routines’ being activated and strengthened. Tl.ns, in {urn, rein-
forces and proliferates the defensive routines (Argyris, 1990).

These defensive routines should be identified and dismantled. . '
In order to change old norms or develop new culture, meansn‘gfui in-
centives will have to be provided to establish and maintafn behzw.iors tha:t
minimize risk. Increasing desired staff behavior will require 'offer‘u?g posi-
tive incentives for desired behaviors and withholding thes,:e spcentwes for
undesired behaviors. Providing necessary tools and facilitating cues and
contexts for desired behaviors is also necessary. Negative consequences
for desired behaviors should be removed or minimized. Easy-to-use, read-

!
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ily available forms will make it more probable that these will be com-
pleted. Clear expectations and frequent feedback based on specific accom-
plishments should increase desired behaviors. The context in which behav-
tor oceurs also influences its likelihood For example, a frequent complaint
by workers is the difficulty of systematic planning or report writing be-
cause of frequent telephone calls and other interruptions. Perhaps a daily
“time out” from telephone calls could be sanctioned and arranged.

Track Mistakes, Accidents, and Evrors and Implement Maintenance Pro-
grams Designed to Minimize Them L

Yet another way to minimize risk is to track errors, accidents, and
mistakes both avoidable and unavoidable, and use this feedback to mini-
- mize those that are avoidable before a breach in the system occurs. Reason
'(1993) suggests three uriversal accident components: (1) we all make
accidents, that is, we make faulty decisions and carry out unsafe acts; (2)
all systems we create possess some degree of latent failure no matter how
well designed; and (3) all our efforts entail some measure of work. Areas
of risk should be evaluated and minimized before a breach in the system
occurs. Battles, Kaplan, Van der Schaaf, and Shea (1998) suggest a con-
tinuum of related efforts including observational studies of error incidence
and descriptive studies of error typology, descriptions of error processes,
and the development, implementation, and evaluation of programs to de-
crease avoidable errors.

Studies of risk and error reveal a systemic process that typically in-
volves a number of latent causes (those that precede the point at which an
error is made) that contribute to manifest causes (the point at which a mis-
take occurs) (Reason, 1995; Reason, 1997; Sharpe & Faden, 1998; Vincent
& Bark, 1995). Errors of commission are unsafe acts or poor decisions
made by those performing the service. Errors of omission include lack of
expected behaviors that lessen risk to children (e g, failing to visit as
scheduled). Error producing conditions that have been identified include
unfamiliarity with a task, time shortage, poor signal to noise ratio, poor
human-system interface, information overload, misperception of risk or
poor feedback from the system, inexperience, poor instruction, inadequate
checking, hostile environment, and monotony and boredom. Violation

. producing conditions include lack of an organizational safety culture, a

conflict between management and staff, poor morale, poor supervision,
group norms condoning violations, misperception of hazard, perceived
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lack of caring on the part of managem
. happen, learned helplessness, and perc
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ent, belief that bad outcomes won’t
eived license to bend rules. Thus an

error may occur through a combination of fa?led. defepsgs, pnsellifelggtrtda;f
error-producing conditions, as well as OI‘ga;_'nzatm!?aE fm%‘mes.‘. 1T re recue
tion requires systematic assessment including review of e;}v;rior.aix; onte 2
well as personal contributions. Exampl‘es of latent causes I {i: hild ol
include policies regarding home visitation and caseloa(.l size. ‘c:r “éhgid 0;
due to high caseloads (latent c:ause)f a worker may fail to Vl?lkimagifegt
not spend enough time with the family to adequately assess 115

cause), and a parenl may later abuse that ¢
that:

anization create the

isi in the upper echelons of the org cr
Decisions made in pp o el o

itions in the workplace that subsequently promo .
:S;Ldand violations. Lat]z:nt failures are presfent logg before an accident
and are hence prime candidates for princ:plgd I.lsk management . . .
People do not act in isolation. Their beh'fw:or_' is shaped. by-mrc(ljlm%
starices. The same is true for errors and violations. The hkehimo of
an unsafe act being committed is heavily influenced by the nature -to
the task and by the local workplace conditions. These in turn, are the
product of ‘upstream’ organizational factors (p. 52-53).

Staff are less likely to report errors or near misses in.an env.nf)nmencil'
where they are afraid to make mistakes. Safety cultures in medlcitne a;:) ;
aviation highlight the importance of developing an anonymous sy:;i etm for
identifying errors. If errors are not reportfﬁd, ‘ﬂiey ca.nnotf be used to "
prove services and subsequently decrease risk. “Effective risk manggm:gent
depends critically on a confidential apd Pxieferabiy anony_gmoixfs m}m o
reporting system that records thg m_dsv.iduai, task, s'@a mnz:n ,isses”
organizational factors associated with incidents and .theufnegr misses”
(Reason, 1995). Keep in mind that we are not speaking o ;rzorf 3 e
final point, but hopefully long before so that they can be de eote e
altered before an untoward event occurs. At present, we pay little at;{en Eon
to identifying and minimizing errors, mistakes, and accxdenti. m:ji:be
(1995) suggests that staff fear of reprisal for uncontrollable events

minimized or eliminated.

The atiribution of blame, though often emotionally sati:quu;_g, h;erl(:g .
ever transiates into effective countermeasures. Blame implies

hild. Reason (1995) gf'f)pgses “
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quency, and delinquency is normally dealt with by exhortations and
sanction. But these are wholly inappropiiate if the individual people
concerned did not choose to err in the first place, nor were not appre-
ciably prone to error {p. 39}

Inappropriate blame and subsequent organizational response may stem
from hindsight bias. Macdonald and Macdonald (1998) define this basic
error in risk assessment as regarding “the outcome as evidence of the prior
existence of a risk at a sufficiently high probability to justify intervention”
(p. 3). They view hindsight bias as a misunderstanding of risk, not as over-

“:attention to outcome. They do not think it reflects a tendency to search for

evidence in a biased way, but that it results from misperceiving the nature
of decisions. While it is important to track and address errors, responses to
such errors must be weighed in terms of the probability that such errors
will occur again, the probability that such errors will result in undesirable
outcomes, and the likelihood that a propesed intervention will do more
harm than good. We should also distinguish between errors and moral
lapses. The former are made in a context of good intentions. The latter are
characterized by indifference to the rights of clients and the potential
harms they may suffer. Morreim (2000) argues that these have different
causes and require different consequences. She suggests that moral lapses,
in contrast to errors, require a “shame on you” conseguence and referral to
ethics courses

Identifying mistakes in judgment, statistical or clinical, can be used to

- improve predictive models. Limiting error at each stage of the risk assess-
‘ment process will increase the hit rate. Errors may be decreased by training
-and effective audit and contingency systems. An environment must be

created whereby an open and informed analysis of individual and
organizational errors, both latent and manifest, can occur Open systems

characterized by the free flow of information and clear documentation
- should permit greater error recognition and encourage the uptake of

., promising systemic innovations. However, even in the best systems, poor
- Outcomes will oceur.

- 'If a decision invelves risk, then, even when one can demonstrate that

-"one has chosen the unarguably optimal course of action, some propor-

. tion of the time the outcome will be sub-optimal. It follows that a bad

outcome in and of itself does not constitute evidence that the decision
. 'was mistaken (Macdonald & Macdonald, 1998, p.4)
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Policies and 1esponses to error must reflect this reality. In ti@ir book C{d«
ture at work in aviation and medicine, Hemreich and Merritt (.1998) in-
clude a chapter describing error management as 2 cu?turai um\tersal in
these areas (p. 133). Reason (1997) suggests that whgt is need.efl is an or-
ganizational analysis of the defenses, the error-producing co;}di_tlgns in i:hz
culture, and how these are related to the encouragemen? of ml.stakes an

errors, as suggested in our earlier review of agency contingencies. This is
the direction child welfare needs to take.

Implement Accountable, User-F: riendly Complaint Systems

There has been little attempt in social work to systematically ggther
complaints on the part of clients and to use these to enhgnce: the qual;q{ of
services and the attainment of hoped-for outcomes. Reviewing compia;‘nts
on the part of clients provides information about how services can l?e 1m}
proved. Ignoring or neglecting to harvest them poses another source o
avoidable risk to children. For example, unrecognized con.';;')lamts may
prevent effective client participation in service plans. In addltior.a. to c;m.]-
plaints, positive client feedback should also be gathered and considered in

planning services
Implement Continvous Quality Improvement Programs

A quality improvement program including on-going audit of key indi-
cators is an integral part of an overall risk mar}agement program. M_os‘s
(1995) suggests that essential features of quality 1mpmvement are that it is
“reflective and not punitive or defensive; that it rehe_s on learning and im-
proving; and that it is based on an understanding of t_he. needs 'of the clus—
tomer [client] and on good evidence » (p. 97). There is increasing empha-
sis on the concept of learning organizations that arrange folr ‘anci take ac-
count of self-corrective feedback regarding practices, policies and out-
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for arranging required training, and for improving programs based on on-
going feedback. Supervisors have a responsibility to see that agency poli-
cies are implemented effectively. Line staff have a responsibility to report
errors and maintain a level of expertise regarding agency procedures,
measures used, and effective interventions for the clients they serve. Line
staff should also be involved in maintaining and upgrading the system, as
well as promoting a culture conducive to risk management. Too fre-
quently, change only occurs from the top down. Reason (1993) proposes:

Accident and incident reporting procedures are a crucial part of any

safety of quality information sysiem. But, by themselves, titey are in-
sufficient to support effective quality and safety management. The in-
formation they provide is both too little and too late for this Jonger-
term purpose. To promote proactive accident prevention rather than
reactive “local repairs” an organization’s “vital signs” should be
monitored regularly. (p.49)

Barriers to Risk Management Programs

Risk management programs highlight the uncertainty involved in mak-
ing decisions. This may be an unpleasant topic to clients and social work-
ers who search for certainty. Risk management programs cast the search-
light regarding what is done to what effect on staff and policy at all levels,
not just on clients. This calls for an openness to criticism — in fact a wel-
coming of criticism as a way to enhance the quality of services including a
candid discussion of how much risk can be attenuated without altering
basic structural arrangements {e.g., political and economic realities) that
contribute to the likelihood of risk (e.g., see Halpern, 1990). This broader
view may be quite threatening, particularly in cultures in which mistakes
are not viewed in their systemic context as opportunities for improvement,
in which authoritarian practice/policy reigns and clients have little say

{(e.g., complaints are not carefully harvested and attended {o in improving
services), and in which there is reluctance to alter broad structural ar-
rangements. Implementation of effective risk management programs (those

comes in order to enhance quality of services (e.g., see 1.31.11.:}55‘011, 19?8;
i Hayes & Allinson, 1998). Staff at all levels have FBSP.OPS‘.alblllt!BS in zeiatiqn rents . . | et . I
i to risk management. Administrators have a r‘espon51l%11?ty- to arrange pol‘b that minimize avoidable 1‘t§k and so con ti‘tb}lte o maximizing high c'}uahiy
lt cies, audit systems, and contingency systems that minimize risks to c}aal- - Services and outoomes) will require or.g,amzatlo'nz%l changes (e.g., in cul-
' dren, while also attending to safeguarding the assets of t‘he o.rgamzatmn\ s lures) as suggested in the previous section describing components of such
i They should be integrally involved in establishing effective risk manage- programs. Changes take time. They require overcoming the inertia and
fc  ment systems and for critically reviewing the quality of these programs, ease of business as usual.

i
!!!!
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The management of risk is closely connected to the knowledge we

seek, the knowledge we ignore, and what we do with what we learn, all of
. which is related to our cognitive biases and risk taking styles (e.g., see
* Mullen & Roth, 1991). Decisions about what knowledge to seek, use, and
. disseminate influence risk to all parties involved in the child welfare sys-
. tems: clients, staff, politicians, and taxpayers. Many decisions prevent the

discovery of knowledge. We suggest that knowledge that helps to mini-
mize risk and increase the safety of children in the child welfare system
includes the following: (1) a clear description of the reliability and vahdfty
of asés.ésélﬁehlt methods used (wiinl i (i€ likelihood that they provide in-
formation that decreases uncertainty about how to decrease risk and in-
crease the safety of children); (2) a description of what services are.usedlto
what effect; (3) a candid recognition of uncertainties invotyed in child
welfare practice; (4) a description of avoidable and una*{mdaﬁie errors
including their rates and contexts; and (5) a clear descrip.txon of tbe gaps
between practice methods used and what research shows is most likely to
result in hoped-for outcomes. This calls for transparency of wh‘at is c'lone to
what effect. This will be threatening to many. Providers of services of
unknown effectiveness are clear beneficiaries of lack of transparency of
what is done to what effect. They do not have 1o take the time to locate
practice/policy related research Ffindings, critically appraise then.l, and
share what is found with clients. They do not have to take the time io
screen whether staff have and use values, knowledge, and skills that con-
tribute to evidence-based services. Nor do they bave to take the time to
assess the fidelity with which training programs ai¢ offered because 1t
doesn’t really matter. Poor payment rates to service providers and low
expectations are yet another Jatent risk to children and fam'ii.ie:s.

Resources provided to child welfare agencies by politicians may for-
ward political and administrative careers rather than enhance the qu_ahty of
lives for children and their families. Concerns about child welfare involve
emotional reactions and clashing views about how children should. be
raised and the responsibilities of parents These often become intertwined
with political issues and aims. As a consequence, 1esources may bt_a un-
available for implementing risk management programs and staff training
that is offered may not increase knowledge, skills, and values that contrib-
ute to maximizing safety and minimizing risk to children. Rather ‘than
providing a model of evidence-based practice and policy, professional
publications as well as politicians and administrators ofien serve up pseu-
doscience and quackery. Consider the inclusion of ads for anatomically
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detailed dolls in NASW publications when critical reviews suggest that
they are not valid (Elliott, O'Donobue, & Nickerson, 1993; Wolfner, Faust,
& Dawes, 1993). We often do not take advantage of technology that could
enhance the quality of decisions such as using computerized client data
bases to track client progress and providing staff access 10 computerized
data bases describing critical appraisals of research findings related to
decisions they must make.

Discovering barriers to change in agency culture and innovations has
been of considerable interest in a number of fields. We can draw on litera-
ture regarding innovation to design programs that increase the likelihood
that valid assessment, intérvéntion, and evaluation methods will be
adopted and used appropriately (see for example, Rogers, 1995). The per-
ceived and actual attributes of an innovation combined with the type of
innovation, organizational communication channels, nature of the social
system (e.g., pressure rot to “rock the boat™), and the format and extent of
promotion efforts influence the rate of adoption. Thoughtful implementa-
tion addresses these areas in a proactive manner Researchers in sociology
and business have identified barriers and offered suggestions designed to
encourage diffusion of innovations in organizations. Most innovations
diffuse slowly and many not at all (Rogers, 1995). Rogers identified four
main elements of the process: (1) innovation - any idea, practice, or object
viewed as new; (2) communication channels - word of mouth is important
including credible statements by key individuals, testimonials by satisfied
users; (3) time - slow at first; and (4) the social system - opinion leaders
and change agents are especially important.

People adopt innovations at different rates, making it important to
identify and act in different ways with different employees. Rogers and
Shoemaker (1971) suggest that individuals vary in the amount of time they
take to adopt innovations within organizations They identify five types of
people with corresponding lengths of time to adoption: (1) innovators —
0.40 years; (2) early adopters — 0.55 years; (3) early majority — 1.14 years;
(4) late majority - 2.34 years; and (5) laggards - 4.65 years The existence
of early adopters highlights the importance of planning for generalization
and maintenance of valued behaviors (Stokes & Baer, 1977). Adoption of
innovations is enhanced by encouraging innovators to persuade early
adoptets, swaying the early majority, and maintaining adoption long
enough to move the late majority and laggards into adoption. Once a cer-
tain threshold of adoption is reached, the likelihood that the innovation
will be fully adopted and continued is increased. If all staff levels are in-
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volved in the planning, implementation, and revision pf a risk asseigg?z?t
tool, its adoption and maintenance should be more llke}y" Compa ; ulse;j
© (degree to which the innovation fits the agency{), complexity (ebase (; t dei
. observability (can be seen in use), and relative advantage (benefits
rived) also influence the rate of adoption (Rogers, 1995).

Factors That Encourage Implementation of Systematic Risk Management
Programs

A numbex of current interrelated (iev::iopﬂ'a‘éiitsv encourage the.estab-
lishment of systemic risk management systems in chiid we'Efare. /? key one
is evidence-based practice, which draws on rigorous reviews o practice
related claims (e.g., see Oxman & Guyatt, 1993), attends 1o eth@ﬁé issues
(e.g., involves clients as informed particip‘ants), and helps both prdq essxon:i
als and clients gain access to practice/policy relatec'i research fin ings an
to critically appraise what they find. Curren_tly, child welfafe sery{ces arz
authority-based, not evidence-based (Gambrill, 1999). That is, sen.ru.‘,eisJ ar
selected based on criteria such as pOpularity,' how long they have? een
used, and who happens to say they are effelctlve rather than on e]\:f)tdenlc:je
that they help clients attain outcomes claimed (see also, r'(Mac oxtlla ri
1998). Evidence-based medicine (EBM) arose as an altgfn?iive tio autho “
ity-based medicine in which decisions are based on criteria such aslgcgg '
sensus, anecdotal experience, and tradition (e.g, see Chalmers, 4
Sackett, Richardson, Rosenberg, & Haynes, ‘1?97)‘ E_,v:c?epce«based f?rac.—
tice (EBP) involves “the conscientious, explicit and ‘judm‘lc‘)us'u'se 01 c&1;~
rent best evidence in making decisions about the care gf 1;1511v1dua- {'c 1—1
ents]” (Sackett et al,, 1997, p-2). It involves.“}ntegrettmg an_iylduai chmc:flc
expertise with the best available external clmlcgi evxdence' fi om sygt‘emz.l 1
research” concerning the efficacy and safety of therapeutic, rehabilitative,
and preventive regimens (Sackett et al, 1997). Steps include the follow-

ing:

1) Converting information needs related to important practice deci-
sions into answerable questions . "
2} Tracking down, with maximum efficiency, the best evidence with
which to answer them _ o ‘
3) Critically appraising that evidence for its valld}ty and use{ulnasg y
4) Deciding whether research found (if any) applies to a particular cli-
- ent
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5} Considering client values and preferences
6) Applying the results
7) Bvaluating the outcome

Advantages of EBP include: (1) enabling staff and clients to make
decisions based on the best available evidence (e g, helping practitioners
to keep up-to-date with current research findings related to important deci-
sions that affect children and families), (2) encouraging participation in
evidence-based continuing education progiams that contribute to high
quality practice, (3) honoring ethical obligations to clients (e g., to offer
competent services and to fully inform them), (4) clearly describing out-
comes sought and progress indicators, and tracking these on an ongoing
basis. Given the thrust toward evidence-based practice in Canada and the
United Kingdom, we suspect that it is only a matter of time before this will
have an increasing influence on social work. Key hallmarks of EBP are
transparency of what is done to what effect and a consideration of the val-
ues and expectations of clients and involving clients as informed (rather
than misinformed or uninformed) participants in decisions made. This
involvement of clients as informed participants may help social workers
acquire the resources needed to do their job. For example, if it becomes
obvious that the vast majority of child welfare clients are referred to serv-
ices in which there is a poor match between what is offered and what re-
lated research suggests is needed to maximize the likelihood of hoped-for
outcomes, both clients and social workers can bring this mismatch and its
ethical consequences to the attention of all involved parties including citi-
zens and legisiators.

Transparency of what is done to what effect should encourage risk
management programs that minimize errors, mistakes, and harm and
maximize use of services found to help clients achieve valued outcomes.
Increased attention to errors, mistakes and harm in the heiping professions
and recognition of limited resources should also encourage risk manage-
ment programs. These trends will increase accessibility of information
related to important decisions to both clients and professionals. Helpful
sources include the Cochrane Data Base (e.g., see UK Cochrane Centre,
2000), Bandolier, the National Library for Health in the UK, and Medline
As the use of risk management programs increase in related fields such as
health care, we can draw on promising developments to create such pro-
grams in child welfare. These programs should include all players within a
framework of continuous quality improvement.
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Increased attention is now being devoted to the development and criti-
cal appraisal of risk assessment instruments. We see this as a positive de-
velopment Increased attention to ethical issues in evidence-based practice
- will also encourage comprehensive risk management programs. This com-
- pliments requirements in the Code of Fithics of the National Association of
' Social Workers (1996)for informed consent, competent practice, and draw-
' ing on practice related research findings. For example, clients have a right
to information regarding the predictive accuracy of risk assessment tools
and the Jikely benefits of services they are mandated to receive. We fre-
quenitly talk about empowering cliénts, bt often forget about informed
consent and hide the coercive nature of social work intrusion into clients’
lives (e.g., see Margolin, 1997). A distinction should be made between
autonomous situations and autonomous acts within these circumstances
(Faden & Beauchamp, 1986). A client’s involvement with the child wel-
fare system may not be “self-determined.” However, the client has choices
to act within this situation (e.g , to participate or not in required services)
and a right to be informed about the evidentiary base of recommended
services including those supplied by contracted providers. These issues
should be discussed as part of the practical and ethical dialogue surround-
ing implementation of risk management programs

In Conclusion

Our children are too precious a resource to take unnecessary risks with
their futures. Their futures affect our futures. Few claim that the child wel-
fare system has its house in good order—quite the opposite as can be seen
from reports in professionals sources (e g, see Henry, 1996), the fact that
child welfare systems in many states have been placed under conservator-
ship, in reviews of errors (Munro, 1996), and in exposes by journalists
(Roche, 2000). Many of the same issues raised years ago (e.g., fragmented
planning, poor assessment, tolerating shoddy work from agencies from
which services are purchased) are emphasized today. An often eloquent
literature notes obstacles to high quality services for children and their
families and suggests remedies (e.g., see Lindsey, 1994; Pelton, 1989).
Child welfare agencies are at the whim of funding pattemns. Programs may
be passed, but insufficient money provided to implement them

The quality of decisions in child welfare will be influenced by the
validity of risk assessment tools used, as well as by the quality of risk
management programs in effect Preventive programs offer the greatest
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potential benefits of decreasing risk to all involved parties. Reid and Eddy
(1999) argue that it is more effective and rational to promote positive par-
enting than targeting families already viewed as abusive. They suggest that
providing parent training to all at-risk children (boys in poor families) is a
bargain in terms of money saved. Judicious intervention at early develop-
mental levels provides an opportunity to potentiate positive effects at later
developmental stages (e.g, see Olds et al, 1998a; Olds et al., 1998b; Reid
& Eddy, 1999). In effect, we have a moving target in terms of service op-
portunities. We are not taking advantage of this. The increased interest in

“evidence-based practice and its emphasis on a rigorous search for and
critical appraisal of practice/pdlicy related claims, involvement of clients
as informed participants, and transparency of what is done to what effect,
will promote the move from authority-based to evidence-based child wel-

fare systems. In order for this to occur, changes in agency culture will be

'required as well as changes in the culture of professional education
(Gambrill, 1997). Methodological problems are also significant and must
be addressed. Yet the children and families we serve deserve no less than
our best in taking on these challenges.
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