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Abstract 
Decisions made by child welfare workers continue throughout the life of 
a case.  Information is constantly being gathered and coming in from a 
variety of sources which can complicate the decision-making process. 
Child welfare agencies can benefit from understanding how child welfare 
workers make decisions and if certain interventions like the concepts 
from safety science can help increase the information gathered to 
support decision making.  This paper studied frontline workers and 
supervisors from Minnesota’s child welfare system to determine if the 
concepts that are used in safety science like that of local rationality 
impacted how child welfare frontline workers and supervisors made 
decisions and engaged with a family. Frontline child welfare workers and 
supervisors were interviewed about a case study to understand how they 
make decisions and the strategies that they use to inform decision 
making. The results of the interviews showed that frontline workers’ and 
supervisors’ own local rationality can play a role in supporting safety 
decisions and that local rationality varied amongst the participants 
depending on their focus of attention, knowledge and experiences and the 
goals that they were trying to achieve.  This study also found that 
frontline workers’ and supervisors’ use their local rationality more 
readily when making decisions than tools and polices that are aimed to 
guide decision making and child welfare agencies may benefit from 
exploring this further.   
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ABSTRACT 
 

Decisions made by child welfare workers continue throughout the life of a case.  Information is 

constantly being gathered and coming in from a variety of sources which can complicate the 

decision-making process. Child welfare agencies can benefit from understanding how child 

welfare workers make decisions and if certain interventions like the concepts from safety science 

can help increase the information gathered to support decision making.  This paper studied 

frontline workers and supervisors from Minnesota’s child welfare system to determine if the 

concepts that are used in safety science like that of local rationality impacted how child welfare 

frontline workers and supervisors made decisions and engaged with a family. Frontline child 

welfare workers and supervisors were interviewed about a case study to understand how they make 

decisions and the strategies that they use to inform decision making. The results of the interviews 

showed that frontline workers’ and supervisors’ own local rationality can play a role in supporting 

safety decisions and that local rationality varied amongst the participants depending on their focus 

of attention, knowledge and experiences and the goals that they were trying to achieve.  This study 

also found that frontline workers’ and supervisors’ use their local rationality more readily when 

making decisions than tools and polices that are aimed to guide decision making and child welfare 

agencies may benefit from exploring this further.   
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INTRODUCTION 
 

As the Minnesota Department of Human Services has been actively engaged in using safety 

science in their child death review, questions were raised if the components or elements of the 

science and new view of safety could help to explain the decisions that frontline workers make, 

when they interact with their families. In effect we are interested in what safety science might add 

to child welfare workers’ notion of local rationality i.e how people make decisions given the 

circumstances they find themselves in, (Woods and Cook, 1999; Woods et al., 2010). While these 

concepts are traditionally used to understand the workplace and how incidents are examined and 

reviewed in those systems, these concepts could also be incorporated into understanding how a 

frontline child welfare worker views and investigates a family system.  Frontline workers may 

have a different focus of attention when they are initially engaging with a client family.  What 

knowledge was the worker using when interviewing the mother?  What are the goals the worker is 

trying to achieve?  Pushing this further, what strategies do frontline workers use to dig a bit deeper 

to understand the why and how things happened regarding an incident with a family and are these 

strategies consistent among all frontline workers.  Lastly, do frontline child welfare workers’ local 

rationality impact the decisions that they make regarding a case?  

Therefore, this research study explores how frontline workers’ own local rationality (the cues that 

captures their focus of attention, the guidance that they use and the goals that they are trying to 

achieve) can inform or influence the decisions that they make when engaging a family.   
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LITERATURE REVIEW 
 

The practice of child welfare and/or child protection in the United States is a relatively new 

activity compared to other high-risk industries.  State and federal governments did not oversee 

child welfare until the 1970’s and this occurred after the 1960’s saw an increased interest 

regarding the prevalence of child abuse identified by physicians (Myers, 2008).  Therefore, the 

research on child welfare practice was initially very limited and continues to evolve to determine 

what is the best method to keep children safe while also protecting the rights of the family (English 

and Pecora, 1994).  

As the child welfare community has grown there has been an increase in the amount of reports and 

investigations of child abuse (Camasso and Jagannathan, 2013).  This increase has contributed to 

high workloads and child welfare agencies across the country have been overwhelmed (English 

and Pecora, 1994).  Within this environment, child welfare agencies are also under intense scrutiny 

by the public to protect children and when they may fail the consequences become life or death.  

The traditional course of action and response is that the public begins to question if this error could 

have been prevented and who is the one that is responsible.  This is usually directed towards the 

frontline child welfare worker and their decisions are questioned and critiqued often in public and 

the media (Camasso and Jagannathan, 2013; Munro, 2010).   

Decisions made by child welfare workers are never ending throughout the life of a case.  

Information is constantly coming in from a variety of sources which can complicate the decision-

making process.  Some of the most major decisions in child welfare are: to take a report for 

investigation, to substantiate a report for maltreatment, to remove a child from their home, the 

decision to implement services for a family, to return a child home and when to close a case 

(Jones, 1993; English and Pecora, 1994; Camasso and Jagannathan, 2013). Like other industries 

when failures occur with such decisions, child welfare agencies over the last couple decades have 
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been on a quest to improve decision making with the use of procedures, policies, guides and 

various other tools (Munro, 2005).  This comes from the belief that workers are seemingly not able 

to make consistent decisions and they are not able to predict harm (Munro, 2010). This has often 

led to an increase and standardization of control over frontline child welfare worker decisions and 

the birth of risk assessments in the 1980’s to help guide child welfare workers to identify the level 

of risk associated with a family and when intervention is needed (Schwalbe, 2004; Gillingham, 

2011).  

Rational choice model of decision making, also known as statistical decision theory, has impacted 

the development of the risk assessments used in child welfare.  Child welfare is often riddled with 

uncertainty and the theory of rational choice model attempts to establish procedures to guide 

decision making in uncertainty using concepts of probability theory and economics.  The theory 

believes that a formal analysis of a decision using a mathematical equation that involves 

probability and utilities will provide the most “optimal decision” (Schwalbe, 2004, p. 565) given 

the available choices.  This theory takes human judgement out of the equitation due to the inability 

of individuals to predict behavior and provides data that can determine expected outcomes given 

certain choices are available (Schwalbe, 2004).  

Camasso and Jagannathan (2013) identified three different types of risk assessments that are used 

in child welfare which include structural clinical assessment, actuarial methods and structural 

decision-making method (SDM).   A structural clinical assessment is a detailed assessment of risk 

compiled from research and clinical opinions of risk factors that are scored to determine the level 

of risk for maltreatment.  The actuarial risk assessment is based upon the rational choice model of 

decision making which creates a probability assessment of choices and outcomes that produces a 

score of risk based upon the choices actually made (Schwalbe, 2004).  This method can be very 

simple to implement and use, yet some of the attributes that may predict future maltreatment are 

not always included with the tool.  The structured decision-making model is also supported by the 
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rational choice modelers’ preference for using probability to predict risk level but does allow for a 

clinical assessment (Camasso and Jagannathan, 2013). Over the years the use of structured 

decision-making tool has increased in popularity in child welfare agencies to help guide decision 

making yet little research has been conducted yet to determine its validity (Gillingham, 2011).   

Risk assessments in child welfare while intended to aid in decision making has received much 

criticism in the last years due to both its underutilization and lack of empirical evidence that it 

supports better decisions by child welfare workers (Gillingham and Humphreys, 2010; Schwalbe, 

2004).  The concern is that the assessments are not used as intended as some studies have shown 

that child welfare workers use the assessment after they make decisions regarding risk and safety 

or inflate the scores in order for families to receive services (English and Pecora, 1994; Gillingham 

and Humphreys, 2010; Camasso and Jagannathan, 2013). The Los Angeles Department of 

Children and Families Services has recently come under fire after it was found that the structured 

decision-making tool was not being utilized by the frontline child welfare staff because it was seen 

as a bureaucratic step rather than an aid to decision making (California State Auditor Report, May 

2019).  Gillingham (2011) concluded in his study of the structured decision-making tool in 

Australia that the use of risk assessment tools may actually impair the expertise developed by 

frontline child welfare workers.  Munro (1999) found that while risk assessments can be helpful, 

professional judgment should not be discounted in order to prevent errors in decision making.  

This was also found in a study by Helm (2013) who found that “while decision tools such as 

assessment frameworks and predictive risk tools may contribute to effective judgement, they are a 

support to and not a substitute for, well-trained and well-supervised, thinking and feeling 

practitioners” (p. 34).  Stevens and Cox (2008) found that using risk assessments to calculate risk 

with a family could oversimplify the decision process and applied a “linear understanding” (p. 

1324) to complex problems that families may face.  Additionally, this may give the frontline child 

welfare worker a false sense of security that if they follow every tool or procedure that it will be 

impossible for a child to be harmed.      
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As mentioned earlier child welfare is complex work, yet the interventions used by agencies to aid 

in decision making may have become overly simplistic and do not often take into consideration the 

contextual environment in which decisions are made (Stevens and Cox, 2008).  Therefore, child 

welfare should look at alternative concepts used to understand decision making from other fields 

like safety science that have been able to shed light on decision making in high-risk environments.  

Naturalistic decision-making theory looked at how firefighters, nurses and military personnel made 

decisions given the workload, competing goals and pressure.  Where the rational choice model has 

a prescribed set of choices that directs probability in a very structured environment, naturalistic 

decision-making theory understands that there is context behind decision making especially in a 

fast-paced pressure induced environment (Schwalbe, 2004; Klein, 2011).   

However, there is limited research in how theories of safety science have been applied to child 

welfare. Munro, one of the few researchers to make the connection between safety science and 

child welfare, explained the need to have decision making concepts and models that support the 

naturalist approach to decisions and feedback loops of learning when things go wrong (2010).  

When decisions need to be made quickly, intuition, experience and training allows workers to 

recognize patterns through experience that can help guide decision making (Klein, 2011).  In order 

to have risk assessments be successful, what are the skills and information that frontline workers 

need to access in order to input that information into the tool (Munro, 2005; Klein, 2010; Munro, 

2020).   Most importantly what is missing from the literature is understanding frontline decision 

making before failure occurs and gaining insight into the normal work that frontline workers do 

every day (Dekker, 2011).  In order to identify what skills, supports and information frontline 

workers’ need, agencies need to know how or what impacts how they make decisions.  This 

highlights a gap in the literature in the practical application of the concepts of safety science that 

can aid in understanding decision making in child welfare, specifically using a human factors 

approach. Human factors in the 1970’s focused on understanding decisions in the mind of an 

individual and interventions were targeted to changing or controlling the person, whereas the 
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science has since moved on to exploring the human in relation to environment around them 

(Dekker, 2011).  Dekker (2011) notes “the unit of analysis for human factors is now the human in 

the context of other people, the organization, and technical artifacts associated with their work “(p. 

65).  Child welfare workers are not operating independent of the environment around them and in 

order to comprehend why they make the decisions they do; more attention is needed to be made in 

what informs or guides decision making and what role does the larger system have in those 

decisions.   

One way in which child welfare agencies can understand decision making using a human factors 

approach is by seeing how the concept of local rationality impacts frontline decision making.  The 

local rationality principle is that the decisions make sense to individuals given their focus of 

attention, knowledge and experience and the goals that they are trying to achieve at a particular 

time (Dekker, 2011).  Dekker (2011) breaks down local rationality into three categories: 

attentional dynamics, knowledge factors and strategic factors to explain how these cognitive 

factors impact workers and their decisions.  The situations in which child welfare workers find 

themselves in are incredibly complex and they are unable to retain or utilize all of the information 

necessary in order to inform the decisions that they make.  Therefore, it is worth the effort of child 

welfare agencies to understand what cues workers are picking up on, what policies or procedures 

are guiding their decisions and the goal conflicts that may be presented when engaging with a 

family (Woods and Cook, 1999).  Essentially, understanding why frontline workers do what they 

do on a particular case with a family and how over time knowledge and experience gained this 

way is applied in other cases. This will allow child welfare agencies to take a more prospective 

approach to see what tools, policies, metrics may be impacting case decisions before a catastrophic 

event occurs.    

Therefore, the purpose of this thesis is to help fill in some of the gaps in the present research, in 

particular to determine how child welfare workers’ own local rationality may impact or influence 
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their engagement and decision making with families under their care.    
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METHOD 
 

Research Design 

Using the guidance from Crotty (1998) on how to develop a research process, it is important to 

indicate the methods that will be used in a thesis but also clarify the ontology and epistemological 

approach, theoretical perspectives and methodology of a research project.  This will guide how 

questions are asked, how data is collected, and the analysis of data.  The ontological and 

epistemological approach guiding this research study and analysis is constructivism.  

Constructivism is a position that believes that knowledge can be constructed and is not 

independent of the individual and the interactions that they have with the environment around 

them.  Reality is able to be constructed by those experiencing that reality and meaning is able to be 

created out of that perception of reality (Le Coze, 2012).    

In keeping in line with wanting to gain knowledge of how frontline child welfare workers make 

decisions and to help fill in the gaps presented in the literature, the best way to get access to this 

information is by using a qualitative research strategy.  Qualitative research allows for the 

exploration of information and does not necessarily require the same kind of certainty as 

quantitative research which may limit the knowledge gained (Brannen, 2004). Coinciding with 

qualitative research for this thesis project, I took an exploratory approach that seeks to understand 

and gain information that will have practical applicability for organizations or systems that utilize 

frontline child welfare workers decisions.  The methodology that I have identified most useful in 

obtaining my goal to understand decision making is to draw from practice-based research.  

According to Williams and Salmon (2017), “practice- based research aims to produce knowledge 

that practitioners and others can do something with, rather than simply to further describe a 

problem” (p. 143).  This allows us to get into the messy details of child welfare in the hopes that 

this thesis may guide future research in how safety science can be applied to child welfare work.   
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When trying to get insight into decision making, how knowledge is gained from the participants 

becomes an important issue for any such research project.  Shadbolt and Smart (2015) defines 

knowledge elicitation as “a set of techniques and methods that attempt to elicit the knowledge of a 

domain expert typically through some form of direct interaction with the expert” (p. 163).  

Through the use of interviews, an informant is asked about the work that they are doing and what 

is informing their decisions.  However, this limits the amount of tacit or otherwise knowledge that 

can be accessed, and the researcher may be limited by what only the expert provides.  The expert’s 

verbal knowledge may not be able to gain insight to their mental behavior or mental models of 

why they do what they do (Bainbridge, 1999).  One way in which to address this dilemma is by 

using the critical decision method which helped guide how I interviewed and analyzed the 

information shared by my informants.   

Critical decision method (CDM) is a type of knowledge elicitation technique that asks 

retrospective questions about an event to gain understanding about decision making (Shadbolt and 

Smart, 2015).  Critical decision method derives from naturalistic decision making which looks to 

understand decision making in real life settings and is also an extension of Flanagan’s critical 

incident technique (Klein, Calderwood and Macgregor, 1989; Klein, 1998).  Naturalistic decision-

making attempts to account for the context of decisions that are made in relation to the 

environment around the decision maker (Schwalbe, 2004).    

Critical decision method has been used in a variety of high-risk settings which include interviews 

with firefighting commanders, tank platoon leaders and design engineers to gain knowledge 

around tasks when crucial decision-making occurs in short periods of time (Klein, Calderwood and 

Macgregor, 1989).  Critical decision method looks at understanding the decisions made around 

nonroutine incidents.  The participant is asked to discuss a particular incident and then semi 

structured probing questions are used to gain knowledge about the decision-making process.  

There are five steps in the critical decision method process according to Klein, Calderwood and 
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Macgregor (1989).  For the purpose of this thesis proposal, the first step was that a case study of an 

incident was presented to each participant which was used to help elicit the models of safety that 

frontline workers (the participants) use when making decisions regarding a family.  The case study 

that was created for this research study emulates a common report or referral that child welfare 

staff may receive about a family.  The second step is obtaining an unstructured incident account, 

allowing the participant to provide the story of what happened around this incident.  The third step 

is constructing a timeline of the incident which lays out the incident step by step from the 

participants’ perspective.  The fourth step is decision point identification which identifies the 

decisions that were made by the participant by cues that they have given throughout their account 

of the incident.  The fifth and final step is decision point probing, which attempts to dig deeper to 

those decisions made by the participant that were previously identified.  What was being explored 

throughout is how the participants’ local rationality applied to a particular incident.  This could be 

understanding the goals that the participant was trying to achieve or determining options of 

decisions.  This helps unpack how those concepts help to inform the models of safety that frontline 

workers use to assess a family situation.   

Participants 

Participants involved in this study were frontline staff and supervisors who are part of the 

Minnesota child welfare system.  Minnesota Department of Human Services (MN DHS) identified 

14 staff who attended an Advanced Practical Training by Collaborative Safety in October 2019 

and provided that information to this researcher after approval of a data sharing agreement. The 

Advanced Practical Training is a two-day training that teaches the concepts of safety science, 

forensic interviewing and behavior analysis and provides a practical application in how those 

concepts can be used by frontline staff in their engagement with families.  All 14 were contacted 

through email asking if they would be interested in participating in the research study and five out 

of the 14 responded and agreed to be interviewed.  In addition to the five interviewed, four 

additional staff were identified either through other training participants or with the assistance of 
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staff at the MN DHS that had not been participants of the Advanced Practical Training.  One of the 

four participants had attended an orientation by Collaborative Safety, the other three were not 

aware of Collaborative Safety or safety science at all.  All participants worked in different counties 

across the state. Current workloads and Covid-19 presented challenges in obtaining additional 

interviews of workers.   

The table below provides a breakdown of the participants role (or previous roles) in Minnesota’s 

child welfare system as well as their years of experience.   

  Table 1: Participants 
 

Participant 
Identifier 

Role/Previous Roles Years of Experience 

Participant 1 Ongoing Case Management 7 Years 
Participant 2 Investigator/Family Assessment 8 Years 
Participant 3 Family Assessment 6 Years 
Participant 4 Family Assessment 6 Years 
Participant 5 Supervisor Investigation/Family 

Assessment 
20 Years (1 Year of Supervision) 

Participant 6 Supervisor Family Assessment  18 Years (8 Years of Supervision) 
Participant 7  Family Assessment  

 (Investigator for 21 Years) 
28 Years (6 Years in current role) 

Participant 8  Family Assessment  16 Years  

Participant 9  Ongoing Case Management 5 Years 
 

Data Collection 
 
As previously mentioned, to support the method selected to gain more knowledge and 

understanding semi-structured interviews inspired by the critical decision method were used 

(Klein, Calderwood and Macgregor, 1989).  The semi structured interviews were conducted with 

the identified (above) nine frontline staff and supervisors and all were given and signed consents 

prior to the interviews (See Appendices A for Consent Form).  Considering the current 

circumstances with COVID 19, the interviews with the participants were conducted through Zoom 

and recorded using that platform.  The recordings were then transcribed by Zoom and reviewed by 
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this researcher multiple times for any inaccuracies in transcription and for further analysis. In the 

interviews, participants were provided with the following case study:  

David Warner is the father to Timothy (age 5) and Neveah (age 2) who lives on the first 
floor of an apartment building.  It is unknown who the mother of the children is, and 
David is the primary caretaker for the children.  On November 30th, Timothy and Neveah 
were found alone walking around the apartment complex at 10pm by some residents of 
the apartment complex.  Neveah presented with a large bruise on her forehead and when 
Timothy was asked by a neighbor what had happened, he reported that “Daddy did it.”  
The children were reported to have on clean clothing but were not appropriately dressed 
for the weather that day.  The children did not appear to be in any distress. The local 
police department was contacted as the apartment residents were unable to locate where 
the children resided.  Soon after the police arrived David was located.  When the police 
arrived at the family’s apartment, there were open beer cans in the living room.  The 
home appeared dirty, with clothes strewn about and dirty dishes in the sink.  When David 
was questioned about the bruising on Neveah’s forehead, he stated that he did not know 
what happened and was evasive in his replies to police.  The police took pictures of the 
bruising and will be referring the case to a detective to investigate further.   

  

After participants reviewed the case study the following questions were asked of the participants.  

• What are your initial perceptions of this event?   
 

• Tell me about the strategies that you may use to gain information about the event indicated in the 
case study? 

 

• What may be the goals that you will want to achieve approaching this event? 
 

• Tell me some of the questions you may ask when interviewing with this father? 
 

For participants that also had exposure to Collaborative Safety or safety science, the following 

questions were asked.  

• How do you see the concepts that you have learned from your trainings with Collaborative Safety 
apply to your response to this event?  

 
• How have these concepts from safety science helped or not helped when first interacting with a 

family?  
 
Data Analysis 

This research is to understand local rationality’s influence on frontline decision making in a child 

welfare setting. In order to answer the question posed above, it is important to use this analytical 
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position to analyze the data that has been collected by the participants.  There are various methods 

that can aid in this analysis, one of which includes coding.  

There are a variety of coding processes identified by Klein, Calderwood and Macgregor (1989) 

that can be used to make sense and analyze the information that had been provided by the 

participant.  For the purpose of this research project, I have chosen descriptive decision model to 

help my coding process.  Descriptive decision model codes the different decision points made by 

the informants at different junctures that are obtained in the interviews. These decision points can 

then be categorized and indicate the different themes that arise within those decisions. Another 

coding process that was used to support the analysis in this research project is thematic analysis.  

Thematic analysis also uses coding to guide the researcher to identify patterns that may present 

themselves while reviewing the interview data (Lapadat, 2012).  With this type of analysis, the 

coding was not restricted to just decision points made by the participants but allows for additional 

data and viewpoints to be interpreted from the interviews. 

Ethical Considerations 
 
According to Lund University’s Research ethics website (https://www.researchethics.lu.se), my 

research project, given that it is a student project, does not require formal ethical approval.  

Additionally, my research project did not collect any sensitive personal data indicated by the 

University that would require such an ethical review.  With that said, there are still ethical 

considerations that needed to be made in order to protect the information gained from the 

informants in the research study.   

In order to proceed, I gained the approval of the Minnesota Department of Human Services (MN 

DHS) and signed a data sharing agreement in order to interview and protect participants (See 

Appendices B for Agreement).  While participant selection was on the basis of whether or not they 

took part in a Collaborative Safety training event, this research is not intended to comment 

negatively or positively on Collaborative Safety work or activities with MN DHS.  Rather it was to 
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explore the changes in local rationality which set the stage for child welfare workers that occurred 

with the introduction of safety science into the workplace.   In other words, the presence or 

absence of participant training is simply a way to enroll and analytically sort participants for this 

study.  Further, this researcher abided by the requirements and protections set forth by MN DHS in 

the agreement.   

It was important for the participants in the research study to understand what that research they 

were asked to participate entails (McLaughlin, 2014). Therefore, I developed a written informed 

consent for the informants to sign prior to their interviews which highlighted the following issues 

as required by the Ethical Review Act (https://www.researchethics.lu.se):  

• the overall plan for the research, 

• the purpose of the research, 

• the methods that will be used, 

• the consequences and risks that the research may entail, 

• the person responsible for the research, 

• that participation in the research is voluntary, and 

• that the research volunteer has the right to terminate his or her participation at any 

time. 

For this research project, participation was voluntary and was imperative to emphasize this given 

that there may be a power differential between the Department of Human Services and the county 

in which the participant is employed and the participant feeling an obligation to participate.  

Moreover, in order to meet the ethical requirements, all participant information remained 

confidential through the use of coding informants by a number and title and any information in the 

written thesis cannot be linked to the informant (McLaughlin, 2014).   

Lastly, this researcher is an employee of Collaborative Safety and has trained staff in Minnesota 

about concepts and theories of safety science and in order to avoid bias, participants were not 
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interviewed that this researcher trained.  Further, Collaborative Safety has a consulting role with 

Minnesota Department of Health Services, however it does not have a direct consulting role with 

any of the informant’s employers with the exception of Hennepin County Children and Family 

Services (whose employees were not interviewed).  Additionally, I have experience in frontline 

child welfare work may impact the lens in which I view all this.  
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RESULTS 

 
This research study attempted to understand how local rationality impacted how frontline child 

welfare staff made decisions and engaged with families. In order to gain this knowledge a case 

study was used to elicit how a group of participants would respond to this incident and the 

decisions that they may make and demonstrated how local rationality played a role.    

Local Rationality 
 

While presented with a case study involving an incident with a family, frontline workers and 

supervisors showed that they use their own local rationality at the present moment when making 

decisions given their focus of attention, knowledge and experience that they have and the goals 

they are trying to achieve.  This case study did not appear out of line of what frontline workers and 

supervisors would be exposed to in the workplace with one worker (participant 8) noting, “my 

initial perceptions is that it’s a very typical case for FA case management” and the decisions that 

would need to be made on a day-to-day basis.  The local rationality of the participants and how 

this impacted decisions was broken down into the three categories noted in the research; 

attentional dynamics, knowledge factors and strategic factors.  These different categories surfaced 

often all at once in discovering the workers’ local rationality and were interwoven in how this 

influenced worker decision making.  Specifically, this study showed how the local rationality of 

the participants impacted the decisions that they made regarding safety in this case study, 

participants shared the strategies that they do use to inform their local rationality and in general 

how they approach the work that they do and the decisions that they make.   

Attentional Dynamics 

The case study presented a number of concerns and the participants’ initial focus of attention in the 

assessment varied on what they were most concerned about or what they needed to address with 

the family.  A third of the respondents initially focused on the bruising to the child’s head, another 
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third was concerned about the supervision of the children and the last third were attentive to the 

father’s drinking.  This was evident in the statements that were made which indicated where 

participants saw the biggest issues after reading the case study.  Participant 3 noted “I am 

concerned about the bruising.”  Participant 5 stated “we’re talking about them (the children) being 

out alone at 10 o’clock at night” and participant 4 replied “first and foremost is making sure that 

the kids are watched by a sober adult.”  Another theme that surfaced by the participants that 

captured their attention was the location of the mother when this incident happened with the 

family.  Six of the nine respondents made some mention of the mother and wanting to know her 

whereabouts and involvement with the children. Participant 2 stated “Initially, I mean, I want to 

find out where’s mom, is mom living, you know just where is she, what’s going on with her” and 

Participant 9 and 7 expressed confusion on the case study indicating that the mother was unknown, 

as they believed that someone must know who the mother is.  This focus on finding out 

information about the mother gives some indication of the importance of mothers in a child 

welfare case and cultural implications of mothers and their caregiving role for children have for 

these workers and where and how frontline workers may focus their efforts in investigating a child 

welfare incident.   

Further, the issues presented dominated the participants’ initial perceptions of the event, the 

strategies that they used and the questions that they may have asked the father to garner more 

information. Six of the respondents expressed wanting additional information to understand the 

situation with this family and some expressed wanting to reserve any type of judgement before 

making a decision.  Participant 6 noted that “I feel like we need way more information” and 

Participant 5 stated:  

“before I jump to any conclusions as a supervisor, I would want the workers to go out and actually 

find out the full situation because sometimes things are reported to us and we may not get all of the 

information or some of the information might be skewed a bit.”  
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Moreover, the participants’ focus of attention guided the types of interventions that they would use 

for the family.  Participant 9 reported that they would want an evaluation to determine if the father 

had a chemical dependency issue or participant 2 noted that they would want to use a Family 

Safety Meeting (an intervention used by this particular county) to talk about the safety issues that 

were present.  Participant 3 wanted to help the father saying, “How can we be of support to him, 

what does, what does that look like for him.”  Overall, there was no correlation found of 

differences or similarities of each group of participants, which in of itself may demonstrate that not 

all frontline workers’ and supervisors’ foci of investigation are the same and what counts as local 

rationality varies among individuals. 

Knowledge Factors  

Participants shared their education and experience that helped to guide them regarding the 

strategies that they would use with this family.  Participant 7 talked about their advisor in college 

over 25 years ago and how that mentorship shaped how they ask questions of families.  Another 

participant (8) indicated the experience that they have gained has come from families, “you know I 

would say I have learned the most from my clients over the 20 years of doing this kind of work.”  

Another participant (6) discussed how they gained experience over the years in how not to ask 

certain questions to get information from families based on the guidance from supervisors and 

their own experience. Overall, participants viewed that having more experience is influential when 

doing assessments with families and achieving better outcomes.  Participants noted experience 

played a role in how they viewed an incident and a family member.  Participant 3 believed that 

within the first year of child protection work, that because of what they may have seen, that this 

has made novice workers judgmental and that overtime workers start to pull out the strengths of 

families and not come to judgement when making decisions.   Participant 6 provided an example: 

 There can be dishes in the sink and [this is] not the way I live [but] doesn’t need to be the way a 

client lives they, you know, as long as their kids are safe and they’re caring for them…I tried to do 
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[that] for newer social workers, try to remind them of that.  And I feel like after a while they, they, 

after they’ve been in enough homes, they kind of pick up on that to…” 

Some participants referenced trainings that they have attended that have informed how they 

engage with families.  These included motivational interviewing, forensic interviewing, signs of 

safety and even exposure to safety science.  In the responses received by the participants when 

questioned specifically about the concepts in safety science, the participants who had supervisory 

roles not only were able to remember the concepts more readily but also to discuss how they 

believed the concepts positively impacting their work and/or able to identify the barriers that they 

find in being able to use the concepts.  Specifically, one participant (5) noted that they had learned 

these concepts just starting in their supervisory role:  

“I think it helped a lot because like I said it’s kind of a new way of looking at things and it helps 

for the clients to be more cooperative when they don’t have to worry about, you know, was 

somebody accusing me… we actually can work with them a little bit easier and can make some 

changes that might need to be made.”   

This may be the case because participants in supervisory roles may have a relatively more 

sophisticated understanding of these concepts and/or how they can be applied to their work with 

families.  For example, supervisors were often able to provide a more global view of how these 

concepts impact the larger system and how workers feel about the work that they do.  In general, 

participants viewed that having more experiences is influential when doing assessments with 

families.   

Another theme that arose from the group of participants is how their own experience of being a 

parent impacts how they interact with families.  Participant 8 stated  
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“I’ve been doing this for a long time, but I also parented kids and know how challenging parenting 

is. And a lot of times, as I described, doing my always kind of joke and say, I made it through a 

teenage daughter, like you will make it too.”   

Participant 9 stated that her experience as a parent helps her to put herself in the position of the 

parent that she is working with, noting “I tried to use, you know, transpection, put myself in their 

shoes right. I think that would be. I’m a parent myself.  I think it would be terrifying.”  This shared 

experience of parenting has helped guide frontline staff or supervisors in how they see incidents 

taking place with families and therefore informs the information that they may gather and/or the 

interventions that they use when interacting with a family. 

Overall in this study, every participant noted different ways in which they have gained information 

or knowledge over the years and how they used that knowledge in making a decision when 

approaching this case study.   

Strategic Factors 

As expected, the majority of participants in this study saw the safety of the children as the overall 

goal of this case study even when how they would try to achieve safety looked different.  This case 

study presented the issue of one of the most crucial decisions that is made in child welfare which is 

to leave a child in the family’s home or to remove the child and place them into out of home care.  

Interestingly, all but two of the participants (two out of seven participants) did not advocate an 

immediate removal of the children from the home.  A majority of those participants indicated that 

while they had concerns, they indicated a need to gain more information before making any safety 

decisions with statements of “I feel like we need way more information (participant 6),” and “I 

guess my perceptions are kind of worries, are things I would want to look into more (participant 

1).”  One supervisor (participant 5) expanded on their initial reactions:  
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“I think before I jump to any conclusions as a supervisor, I would want the workers to go out and 

actually find out the full situation because sometimes things are reported to us and we may not get 

all of the information or some of the information might be skewed a little bit.”  

Further, one participant’s (3) initial perception around the incident was about the father, “my initial 

assessment would be that we have a single dad with two small children who seem to be, he may be 

overwhelmed with taking care of the two children.” This appeared to be a common theme among 

the participants who did not advocate for removal. They initially wanted to gain information in 

order to assess the situation and then moved to wanting to see how they could assist the family, 

much like what guided their focus of attention on the investigation  

In examining the responses by one participant (2) who indicated removal, they made statements 

about wanting to place the children with family, court intervention and interviewing the father 

after the children have been placed in the care of relatives as they did not believe the father was a 

safe caregiver.  The other participant (7) who advocated for removal of the children stated, “I’m 

concerned that these kids are still in this home.”   This participant was currently working within 

family assessment but had 21 years of experience as an investigative worker which was the same 

role that the other participant had whom advocated for removal.   This investigation role indicates 

that perhaps the role and/or experience that a frontline worker has, can impact how they may 

approach or assess a family and they may be more conservative in their assessment of safety for 

children than others.   

When looking at other features that may play a role in the local rationality of the goals that a 

worker is trying to achieve with a family, remarkably, only one participant commented on their 

workload. This has impacted their work and given the limited time and high caseload they have to 

focus on the high-risk cases rather than those that may appear to be more low risk.  Participant 2 

reported:  
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“I have a case sitting right here that I went and saw the kid and I haven’t touched it since.  I know 

the kid is safe because the perpetrator is gone…so it’s, it’s not a high priority for me, but should I 

have contacted this person by now, absolutely.”   

Strategies of Engagement 

Lastly, it is worth mentioning that when elaborating on their initial perceptions of the incident and 

strategizing how the participants would proceed with the family, all but one of the participants said 

they used a tool, checklist or formal assessment to guide their decision making.  Participant 2 who 

noted using a checklist, did not indicate that this was a formal checklist given by her county or 

oversight agency but a checklist that indicates the areas of which needs to cover in an investigation 

(i.e. Native American heritage, mental health issues).  The majority of participants in the 

interviews relied on their experience, knowledge, skills and intuition to make a determination on 

how they would approach this family and the possible interventions that they would use.  An 

overarching theme among the participants was the importance on the strategies they used to gain 

information from the family which then impacted the actions that they would take on a case.  Open 

ended questions, refraining from judgement or blame and hearing the father’s story were tools that 

the participants indicated using to help guide decisions.  Moreover, getting the story from the 

father is very similar to a concept used in safety science called second stories. Some used the term 

explicitly like referring to finding the second story or indicating that second stories fits in well with 

their philosophy of social work practice.  However, others referred to the concept in much indirect 

ways.  Statements were made like from participant 1 who said, “looking for alternative solutions or 

reasons,” or participant 3 stating “really dig. I think dig deeper” or participant 4 expressing a need 

at “getting his (father) side of the story” and participant 8 expanding “listen to them, hear their 

stories, understand where they’re coming from.”  Of the three participants who did not use this 

type of discourse, two of the three were also the only two that advocated for a removal of the 

children. This suggests an interesting connection between using second stories and impact local 

rationality has on the decisions that are made.    
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DISCUSSION 
 
Local Rationality and Decision Making  
 
This research aimed to discover how local rationality, a concept used in safety science, informs the 

decisions that frontline child welfare workers make when engaging a client family.  The findings 

of this research study suggests that the cues that workers focus their attention on, the knowledge 

and experience and goals do impact the decisions that frontline child welfare workers make, and 

that local rationality varies for each participant. This finding is supported by much of the literature 

on local rationality that normal decisions of workers are impacted by the “locality of their 

knowledge, their mindset, and the multiple goals that they are trying to balance” (Woods, Dekker, 

Cook, Johannesen and Sarter, 2010).  A surprising finding of the research is that the participants’ 

focus of the investigation or assessment, even though presented with the same case study, was 

different and the interventions they would use to support the family were dependent on their focus.  

This indicates that frontline workers’ and supervisors’ local rationality informed what they wanted 

to address with a family, the interventions they would use to address safety concerns and the 

ability to implement the interventions that they identified a family needing were diverse despite 

policies, procedures or tools that are intended to guide them towards standardized decision 

making.   

Local Rationality and Strategies  
 
Another unanticipated finding of this study was that all but one of the participants did not mention 

using a tool, guide or risk assessment while making their decision about this case study or the 

choice of strategies used to guide decisions but instead relied on their education, experience and 

goals to inform how they made decisions.  This supports much of the research on decision making 

and how decision making impacts the use and usefulness of tools and guides created for child 

welfare workers to assess risk and harm. Munro (2019) suggests child welfare professionals will 

make different decisions based on their knowledge, experience, skills and that efforts needs to be 
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made to understand how those decisions are made in the context of work.  For instance, in this 

study, participants shared that their experiences as parents was a tool they used to engage and 

develop a rapport with a client parent that ultimately helps them gain information to make more 

informed decisions.  They also used their experience as a parent to understand the difficulties in 

parenting and what they see as a problem within a client family and what may constitute as 

acceptable or unacceptable behaviors of parenting.  Additionally, this study highlighted that the 

differences in roles and experience impacted how frontline workers made decisions.  For this study 

there were no participants with less than five years of experience in this field and these years of 

experience helped to shape what strategies they have found more useful in engaging with families 

and have learned from previous mistakes.  Their experience supports their ability to recognize 

potential risks quickly and to take actions which are necessary to ensure safety.  There were two 

participants in this study that had strong experience in investigative roles and these two 

participants were the only participants to quickly determine from the case study that the children 

should be removed from the home to ensure safety.  This suggests perhaps that investigative 

experience of a frontline worker or supervisor informs local rationality differently when making 

safety decisions than those who do not have this experience.  Munro (2020) found “experience, 

both of life in general and child protection work in particular, helps develop background 

knowledge about how people tend to behave and why” (p. 131).    

Another strategy that supported the local rationality of the participants and how they make 

decisions was the use of second stories. While traditionally second stories have been used to 

explain the context and complexity of decision making by workers when human error occurs in 

attempts to improve the system (Woods, Dekker, Cook, Johannesen and Sarter, 2010). Second 

stories were also found here to be useful in understanding incidents that can also happen in family 

systems as well by the participants.  Second stories were not always explicitly identified by staff 

but surfaced in discourse that supported getting a deeper contextual picture of how incidents were 

unfolding within a family before decisions were made regarding a child removal. If the overall 
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goal of obtaining second stories, as Woods and Cook (2002) argue, was to improve learning and 

create safety after accidents, it is hard not to see the same goals applying in a child welfare 

environment while assessing a family.   

Local Rationality and the Goal of Safety 
 

Moreover, safety was found to be the main goal and at the forefront of each of the participants’ 

minds when presented with the case study, however, the ways in which they saw safety or the 

actions that were required to ensure safety varied amongst the participants. The local rationality of 

the frontline workers’ and supervisors constructed a lens in how they each see a family which 

directed the inventions that may be used to ensure safety for children. This finding is consistent 

with the study by Keddell (2011) of social workers’ decision making that found that “the 

constructions that workers rely on to explain the causes of clients behavior, their views of clients’ 

moral culpability and the capacity to change are important, as they affect the trajectory and the 

focus of practice interventions” (p. 1264).   Two of the nine participants in the study, believed that 

safety was ensured by removing the children from their home at initial contact while others 

believed that safety could be maintained while allowing the children to remain home with their 

family.  Furthermore, what was found in this study based on participants responses, is that safety 

was not created by the tools, checklist, policies or procedures that is implemented by an agency but 

by initial perceptions and the discourse that a frontline worker has with a family and the strategies 

they use that they believe are successful in supporting that discourse.  This finding is consistent 

with the literature from Turnell, Munro and Murphy (2013) who found that more attention is 

needed towards understanding the “soft skills” that a worker may have in order for child welfare 

agencies to prevent maltreatment of children.   

Overall, the findings of this study demonstrate how crucial it is to understand local rationality if 

child welfare agencies want to reduce unfavorable outcomes especially since at the present 

moment little attention is paid to understanding why and how workers make decisions at certain 



 33 

junctures of engagement with a family.  The research suggests that when a system is constrained 

and there is pressure to be efficient, like that of the child welfare system, workers will rely on 

strategies that are familiar to them, and these may or may not be necessarily what the agency has 

prescribed (Dekker, 2010).  Independent of policies, procedures, tools and checklists frontline 

workers’ and supervisors are using a multitude of knowledge and experience when making 

decisions in a complex environment and efforts are needed to understand this process in order to 

prevent adverse events and ultimately for staff to learn and improve.           

Limitations of Research and Next Steps 
 
While conducting this study in an attempt to answer my research questions, there were a few 

difficulties that need to be noted.  The Covid 19 pandemic presented some challenges in terms of 

interviewing participants.  All interviews were conducted through Zoom and much attention was 

given to the time dedicated to the interview given workload tasks. Additionally, this study was 

conducted on a very small sampling of child welfare staff in the state of Minnesota and more 

research would need to be conducted in other jurisdictions to determine how local rationality of 

frontline child welfare workers impacts decisions overall.  Additionally, more research may need 

to be conducted on child welfare systems that have more constraints and pressure as not all child 

welfare agencies are the same and these different dynamics may have alternative effects in how 

frontline workers and supervisors use local rationality to inform decisions. Lastly, more research is 

needed on if local rationality and the strategies used to make decisions is impacted by years of 

experience in the field of child welfare.  As noted, all the participants in this study had more than 

five years of experience and more information would be needed to analyze how the local 

rationality of frontline child welfare workers changes over time.  To conclude, there is little to no 

research in the child welfare field that discuss the use of local rationality and decision making and 

further research is needed to understand the various impacts that this may have on child welfare 

organizations and their clients.  
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CONCLUSION 
 
This thesis sought to understand how local rationality impacted the way in which frontline workers 

engaged with the families that they serve and help to fill in a gap in the research on child welfare 

practice and safety science.  The findings of this study suggest that frontline workers and 

supervisors use varying local rationality when assessing a client family and this variation 

influences the strategies that they use and the decisions that they make regarding clients.  This 

study explored how knowledge and both professional and personal experiences contributed to how 

frontline workers and supervisors made decisions - more so than on any tools, guides or polices 

that a child welfare agency may require. More research is needed though to explore the 

connections between child welfare frontline workers’ and supervisors’ decisions and local 

rationality.  In particular we need to better understand how local rationality may differ rank by 

rank and novice to expert.   Future studies may want to see if certain types of family incidents 

create environments where local rationality differs or is more similar amongst child welfare 

frontline workers and supervisors.  
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