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l. Introduction

Purpose of report

The Minnesota Department of Human Services (DHS) Disability Services Division (DSD) is
required to provide an annual public report on the Culture of Safety Critical Incident Review,

which documents and informs the commissioner of systemic changes that might decrease the
amount or severity of critical incidents in the future, improve outcomes and/or enhance
services provided in home and community-based settings.

This annual report provides updates for the reporting period of Oct. 1, 2024, to June 30, 2025. It
contains information including the number and types of incidents reviewed, an aggregate
summary of the systemic themes within the incidents, a synopsis of the data examined and
suggestions for system changes. DSD developed considerations in partnership with four
Regional Quality Council workgroups, who acted as data action groups and represented

metropolitan and rural counties in Minnesota.

Culture of Safety background

The Culture of Safety initiative, which follows the Collaborative Safety framework, takes a

collaborative approach to systems safety science in disability services by using a systemic
critical incident review (SCIR) model to assess the systemic influences on incidents. Rather than
determining the culpability of any actors involved in the incident, the model focuses on learning
and engaging direct care workers, identifying systemic barriers and challenges and their
influences at different levels of the disability service system, and making suggestions that would
improve outcomes within disability services.

In June 2019, DSD began to review critical incidents that occurred in 245D-licensed services
using the Culture of Safety SCIR model, which uses a five-axis mapping tool. DSD trained safety
analysts, consisting of DHS and lead agency staff, to select critical incidents and conduct these
systemic critical incident reviews.

We received the incidents via behavior intervention reporting forms, 245D residential service
terminations and/or suspensions, and/or reports submitted to DHS as the lead investigative
agency. These were reported for suspected maltreatment and closed following the initial
disposition in accordance with Minn. Stat. §256.01, subd. 12b (b). A selection committee,

consisting of DSD staff and trained safety analysts, selected the critical incidents that would be
assigned for further review. DSD then assigned the selected incidents to a designated safety
analyst to conduct the systemic critical incident review.
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The designated safety analyst engaged 245D-licensed providers and direct support
professionals to learn more about their experiences within the critical incident. Following this
engagement, the safety analyst facilitated a critical incident review, using the SCIR mapping
tool, with a systems learning team made up of lead agencies, providers and state agency staff.
The critical incident review identified systemic barriers and challenges at different levels of the
disability service system, refrained from blaming others and incorporated multiple viewpoints
from across service systems. Following the critical incident review, we identified systemic
themes within the incident. Data action groups further examined these themes to develop
suggestions for systems change.

Culture of Safety present and future

From June 2019 through late 2023, the Culture of Safety initiative continued to use the SCIR
model to assess the response to incidents proactively by:

e Learning and engaging those people involved in a critical incident.

e Conducting a critical incident review with the SCIR mapping tool to identify systemic
barriers and challenges at different levels of the disability service system.

e Making suggestions that would improve outcomes within disability services.

However, throughout 2023, DSD identified challenges that arose while using the SCIR model.
While the model focused on learning and engaging direct care workers, it was difficult to secure
participation from the people directly involved, which subsequently made it difficult to
understand and learn about their experience during the critical incident. In addition, the SCIR
mapping tool for the critical incidents was an intensive systems learning tool that had
limitations such as limited participation or dialogue among participants or a narrowed focus on
a specific incident instead of a system(s) process as a whole. The critical incident reviews began
yielding similar discussions, as well as similar suggestions from the data action groups.

In 2024, the Culture of Safety initiative added the Systems Learning Review (SLR) model, which
also follows the Collaborative Safety framework, to look at critical incidents beyond a single

episode or to assess an outcome that did not go as expected within the larger disability services
system. The SLR model uses an SLR tool, which allows providers, lead agencies and state agency
staff, as well as external partners, to participate in a systems learning review. This review allows
participants to broaden their learning of critical incidents or processes by identifying systemic
barriers and/or challenges shaped by systemic themes. They can then develop considerations
for systems change that can be further reviewed by the data action groups, and/or the safety
action group. This model can be used to look at more than one specific incident at a time or to
learn more about aspects of the service system that would not be considered incidents.
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Throughout this reporting period, some DSD staff were trained on the SLR model and
conducted three systems learning reviews. The critical incidents we reviewed occurred in 245D-
licensed services. This trial confirmed that this newer mode of reviewing incidents would work
to continue advancing system change within disability services. DSD is working to develop a
procedure, similar to the SCIR model, to select incidents or learnings, assign a designated safety
analyst to facilitate the systems learning review and determine how DSD, the data action
groups and/or the safety action group will evaluate the suggestions that come out of each
systems learning review to further develop considerations for systemic change.

In 2025, DSD continued to offer trainings about the Culture of Safety initiative to state agency
staff, providers, lead agencies and regional workgroups across the state, with the intent to
increase the number of trainers by 2026. DSD is also working with leadership staff to
incorporate safety science principles in daily work, interpersonal relationships and as part of a
comprehensive response to incidents or unexpected outcomes that present in multiple areas of
disability services.

As DSD continues to develop the SLR model, there may be opportunities for the Culture of
Safety initiative to conduct systems learning reviews with other business areas at DHS to
further expand their learning and response to internal systems issues that did not go as
expected. In addition, in June 2025, the Culture of Safety initiative created a safety action group
composed of leadership staff that will meet quarterly to:

e Review systemic themes that come out of the system learning reviews.

e Provide updates on activity presented by the data action groups.

e Review the considerations outlined in this annual report that promote change within
the disability services system.

In addition, the safety action group might recommend additional areas of study. As DHS begins
to use new modes of systems learning and new areas of study, we will need to make changes to
processes and procedures as well as the annual report.
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Il. Incident review overview

Since June 2019, DSD has trained 31 safety analysts to conduct critical incident reviews using
the Culture of Safety SCIR model. Between June 1, 2019, and June 30, 2025, DSD selected 76
critical incidents by incident type that were reviewed by assigned safety analysts. During this
annual reporting period, we completed no new systemic critical incident reviews. However,
given that there was aggregate data available, the data action groups were still able to review
data and provide considerations.

Below are the incident types reviewed and their corresponding definitions.

Critical incident types and definitions

Medication error

Person received the wrong medication/dosage; person gained access to medications;
medication administration policy not followed.

Supervision not maintained

Person left home and staff did not know; staff unable to follow person who left the home.
Service termination and/or suspension

Person received a 245D service termination and/or suspension.

Staff sleeping

Staff sleeping during shift.

Wheelchair safety

Foot pedals not on; seatbelt not secured.

Other

Not following COVID protocol.
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Below is a table displaying the 76 incidents DHS reviewed, by incident type and lead agency

regions. The four regions include:

e Blue Earth, Olmsted
e (lay, Otter Tail, Polk
e Dakota, Hennepin

e St. Louis.

Table 1: Number of critical incidents reviewed by lead agency and incident type

Incident type
Medication error
Supervision not maintained
Service termination and/or suspension
Staff sleeping
Wheelchair safety

Other

Region1l Region2 Region3

<10

<10

<10

<10

<10

<10

<10

<10

12

<10

<10

<10

<10

Region4 Total

<10 29
<10 21
<10 17
<10 <10
<10 <10
<10 <10

Note: when the number of incident reviews was 10 or fewer in a particular region, "<10 (i.e.

fewer than 10)" is used to reduce the chance of identifying individuals.

Each critical incident review collects information pertaining to the 245D-licensed provider and

the facility staff’s decision-making during the critical incident to build a greater understanding

of how the service system (e.g. policies, rules, statutes) influenced the incident. At the end of

each incident review, reviewers score the data using an analysis tool to assess systemic themes.

The systemic themes allow DHS to group the data to narrow the focus and better understand

identified systemic barriers and challenges within incident types.

Below are the number of systemic themes scored for the 76 critical incidents reviewed and the

definitions of the systemic themes. Note: Each incident review might be scored with more than

one systemic theme.
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Figure 1: Number of systemic themes scored across 76 critical incident reviews

Prescribed Practice I 53
Demand-Resource Mismatch I 54
Cognition GGG 53
Procedural Drift HEEEE )
Production/Efficiency Pressure I 5
Service Availability mE ———— 19
Teamwork/Coordinating Activities IR 17
Knowledge Gap N 15
Fatigue M 6
Medical mm 4
Documentation W 4
Supervisory Support 4
Equipment/Tools/Technology mm 3

Below are the definitions of the systemic themes in the chart above:

Prescribed practice

When policy or work expectations are absent, conflicting, not clear or do not support the work.

Demand-resource mismatch

The agency does not have resources available to help staff do their work (e.g., no or limited
training for onboarding staff, staff shortages) or the resources available are not enough or do
not support the work.

Cognition

Not fully understanding a situation because providers focused on beliefs and past experiences
or focused on only one way to do things when there were other options.

Procedural drift

Staff members take shortcuts or use workarounds because of challenges (e.g. staff shortages,
what worked before doesn’t now), co-workers’ suggestions or the new way worked.
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Production/efficiency pressure

Pressure is placed on staff to meet goals, do more work and/or work more quickly, which
negatively affects the work.

Service availability
External services or supports are not available or they are difficult to find/access.
Teamwork/coordinating activities

When two or more partners (internal and/or external) are not able to work together to
complete the goals (e.g., direct support professionals and clinical staff, day staff and overnight
staff)

Knowledge gap

Staff do not have experience and/or knowledge and/or have difficulty using their knowledge in
their work.

Fatigue
Staff being tired affects their work.
Medical

Difficulties receiving or understanding medical records or adding medical information into plans
of care.

Documentation

Electronic or paper documentation is missing, not complete or inconsistent.

Supervisory support

Supervisors have difficulty providing support, supervision, sharing knowledge or being available.
Equipment/tools/technology

The equipment, tools and/or technology is not available or does not support work.



lll. Incident review analysis and considerations

Initially, DHS partnered with three Regional Quality Council workgroups to act as data action
groups to help analyze the critical incident review data and consider suggestions for change
within disability services. The Regional Quality Council workgroups collaborate with regional
partners to help drive systems change and social change to promote inclusion of disabled
people in the state, as well as monitor and improve the quality of services, person-centered
outcomes and overall quality of life for people with disabilities. At the time of this report, DHS
partnered with four Regional Quality Council workgroups that represented 19 Minnesota
counties.

During this annual report, four data action groups reviewed data from 23 systemic critical
incident reviews related to service terminations and/or suspensions, medication errors, staff
sleeping, wheelchair safety and supervision not maintained, and proposed considerations for
systemic change to better support lead agencies, providers and/or people who receive services.

Three groups reviewed data from eight service termination and/or suspension incident reviews.
These incidents included notices that were issued when a provider was not able to meet the
needs of the person who receives services or challenging behaviors, or substance use disorders,
affected the provider’s ability to maintain the health and safety of the person, others in the
program and/or staff.

Systemic barriers or challenges that surfaced from the 2024 data review of critical incidents
related to service terminations and/or suspensions included:

e Providers might feel pressured to accept and provide services to a person with complex
needs who has urgent placement needs.

e A service termination and/or suspension might be necessary for the person’s welfare as
the provider cannot meet the person’s needs or maintain safety of the person or others.

e Providers might not be able to support a person who receives services when a person
with complex needs engages in behaviors that might be detrimental to the health and
safety of themselves or others, such as physical aggression, property destruction,
substance use or noncompliance with medical treatment.

e Sometimes a person who receives services might be denied services or services might
not be available in the least restrictive environment.
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Two groups reviewed data from nine medication error incident reviews. These reviews included
medication storage/security policies not being followed such as:

e Medication storage doors were unlocked

e Medications were not ordered

e Transcription or documentation steps were not completed

e Staff did not complete required medication administration training
e The person received the wrong medication/dosage.

Systemic barriers or challenges that surfaced from the 2024 data review of critical incidents
related to medication errors included:

e When staff are busy with numerous tasks, their focus or attention might be distracted
or they prioritize tasks, all while balancing the health and safety of multiple people while
administering medications.

e Staff might feel pressure to administer medications quickly or go outside of standard
practice when preparing medications for multiple people.

e Sometimes providers might feel pressure to accept people who receive services who
have been in hospital settings, the transition might be rushed and medication orders
might be transcribed incorrectly.

e Staff might not have time to connect with oncoming staff and may complete medication
reconciliations quickly or outside of expected practice.

e Staff shortages influence the amount of time to hire and train staff and which required
trainings are prioritized.

Two groups reviewed data from three staff sleeping incident reviews. These reviews included a
staff member who did not hear a person call for assistance and a staff member who was asleep
during an awake shift.

Systemic barriers or challenges that surfaced from the 2024 data review of critical incidents
related to staff sleeping included:

e Staff who frequently work with a person who receives services might perceive that a
person is safe and does not need support at that time.

e Staffing shortages influence staff to work additional hours and they might experience
fatigue or burnout.

e Pressure to hire and train staff quickly has been influenced by the statewide workforce
shortage.
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Two groups reviewed data from two wheelchair safety incident reviews. These reviews included
that a staff did not have foot pedals on a person’s wheelchair during transport and a person
who receives services was unable to reach staff when a wheelchair safety incident occurred.

Systemic barriers or challenges that surfaced from the 2024 data review of critical incidents
related to wheelchair safety included:

e Staff might prioritize tasks when they perceive that people who receive services were
safe and did not require support.

e To promote person-centeredness, staff might go outside of standard practice or adhere
to policies and procedures that conflict with what the person who receives services
wants.

One group reviewed data from one supervision not maintained incident review. This review
included that a person’s 24-hour supervision was not maintained when a staff member
engaged in self-care.

Systemic barriers or challenges that surfaced from the 2024 data review of critical incidents
related to supervision not maintained included:

e Staff might prioritize personal tasks when they perceived that people who receive
services were safe and did not require support.

e During longer shifts, staff who work alone might not have scheduled breaks when a
person requires constant audio or visual supervision.
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IV. Data action groups' considerations

2024 considerations

In preparation for this annual report, we decided that changes had to be made in how
considerations were presented so they could be proposed in an actionable way to the newly
developed safety action group. The goal was to allow the safety action group to review the
systemic barriers, challenges, suggestions and key learnings identified by the data action
groups, along with a summary statement of what the data action groups believed was needed
within the service system. In addition, the data action groups provided specific suggestions to
illustrate potential options for implementing the broader consideration. The safety action group
can use this data to deepen their understanding and improve their responses to the suggestions
outlined within this report, as well as internal systems that did not go as expected. The safety
action group can:

e |dentify what resources are in demand

e How DHS can expand partnerships and collaboration among providers, lead agencies
and people who receive services and/or their parents/guardians

e Recommend additional areas of study.

During the 2024 review period, four data action groups reviewed data from 23 critical incident
reviews related to service terminations and/or suspensions, medication errors, staff sleeping,
wheelchair safety and supervision not maintained. The groups identified systemic barriers or
challenges, and proposed considerations for systemic change to better support lead agencies,
providers and/or people who receive services.

Below, are the eight considerations developed from the data action groups that might improve
outcomes of critical incidents within different levels of disability services. Under each
consideration, there are explanations supporting the need for change and examples for systems
change.

Additionally, the groups identified key learnings, or points of interest, that might inform future
outcomes and improvements within other areas of disability services. The safety action group
will review this annual report in late 2025 and provide updates on activities with the data action
groups. This information will be shared in future reports.
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Considerations related to service terminations and/or suspensions

Consideration 1

Develop strategies for ensuring that pertinent information about a person who receives

services (including what is important to and for the person) is obtained and shared with

necessary partners before intake or admission for services.

Explanations supporting the need for change

During intake or admissions processes, participants might be reluctant to share
information about a person for a variety of reasons, such as urgent placement needs or
guardians/parents not recognizing a need or ashamed to admit a need that might
influence a potential provider.

Admissions or intake staff might not know whether some service needs assessments
could include information from other sources beyond the person who receives services
and/or their guardian.

Coordination between the person who receives services and their support team
members during an intake/admission process or service needs assessment might have a
positive influence on the reduction of service terminations and/or suspensions and
potentially reduce a person returning to a hospital or crisis placement.

In some areas, specialty services might not be available or feasible, which might
influence the success of the service delivery and/or placement option.

Examples of potential systems change

During a MnCHOICES service needs assessment, consider including information about a
person who receives services from multiple perspectives beyond the person and/or
guardian, such as residential and day services providers, previous placements or hospital
settings, lead or consistent direct care professionals, case managers, probation officers,
etc.

Provide education or resources to the person who receives services and/or guardian
about a service needs assessment process and who can attend or provide additional
information to determine how to best support the person and improve the overall
quality of life.

Provide education related to ways providers and/or case managers can conduct ongoing
assessments of service needs, housing goals, assistive technology and dignity of risk to
evaluate potential changes in services needs or desire for more independent living.
Establish voice reviews as part of the assessment process.
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Create a way to assess the fidelity of service needs assessments by reviewing whether
the assessment was successful in matching for placement options or service needs.
Gather more data about how the intake/admission process (245D.11 subd 4) is working
for people who receive services and providers.

Consideration 2

Reduce the amount and complexity of paperwork required for people who receive services,

providers and lead agencies.

Explanations supporting the need for change

During intake assessments or support planning meetings, reducing the amount of time
spent on paperwork allows more time with a person who receives services to learn
about what worked or did not work in previous placements and to establish goals that
might influence their success and quality of life at their current or future placement.
Implementing a person-centered approach might identify if placement options can meet
the person’s needs and influence a possible reduction of service terminations.
Completion of annual paperwork, applications for housing or support planning
documents can be redundant and time-consuming.

Examples of potential systems change

Ensure that all forms are written in non-threatening plain language and clearly marked
or color-coded to indicate who is responsible for completing each section.

Add definitions of words that might not be well known to non-service providers or those
outside of disability services.

Create a community of practice for people who receive services and/or
parents/guardians to offer support in areas such as paperwork, policies, support
planning and understanding the roles of providers and lead agencies.

Develop an online portal where a person who receives services and other authorized
people have access to medical information, service history and fillable forms for
electronic filing.

Develop and conduct abbreviated versions of service needs assessments or other
assessments for people whose disability service needs have not or will not change.

DSD Report: 2025 Culture of Safety, Critical Incident Review: Annual public report 16



Consideration 3

Explore partnerships or ways to support existing efforts or legislative proposals related to

service delivery and support planning

Explanations supporting the need for change

Providers, lead agencies and case managers throughout the state expressed interest in
more education and/or support from DHS.

Working collaboratively with DHS will allow people who receive services and/or their
parents/guardians, providers, lead agencies and other members of the disability services
system to understand policies related to support planning, identify any issues or barriers
and how to use the assessments for support planning that’s individualized and person-
centered.

Examples of potential systems change

Develop a community of practice for service providers and/or lead agencies, including
case managers, throughout the state to:

Discuss what worked/did not work in their experiences.

Share advice or resources to provide high-quality services.

Adhere to person-centered practices.

O O O O

Equip direct care professionals with available trainings and safeguards to ensure
the health and safety of staff and people served.

o Establish continuity of care throughout transitions from hospital or crisis settings

or other service providers.

Create an affordable and accessible how-to guide or training module for new providers
related to person-centered planning and service delivery, such as the assessment/intake
process, creating individualized support plans, etc.
Clearly identify who would benefit from DHS training opportunities and announcements
related to support planning among different service types.
Offer specialized training opportunities to lead agencies and case managers such as
housing, waiver type, mental health resources, etc.
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Consideration 4

Expand resources for youth in the disability services system.

Explanations supporting the need for change

There are not enough service or placement options for youth that can provide the level
of support needed, including treatment related to trauma-informed care, substance use
disorder and other cognitive or mental health diagnoses.

Providers might experience barriers and challenges, or even fear, when providing
services to youth, such as difficulties or delays obtaining licensure, high level support
needs, family dynamics and/or interactions between family and the support team
members, which might influence the success of the services outcome.

When services, including availability of intervention services, high-level treatment
options or other specialized services are not available within their communities or
throughout Minnesota, some youth must receive out-of-town or out-of-state services,
potentially removing them from their community, which creates difficulties for families
to engage in the therapeutic treatment processes.

While Minnesota prioritizes having a youth live in or transition back to their home with
services in place, there is lack of available professionals to work with the families.

Examples of potential systems change

Increase the number of foster residence settings that are designed for youth in the
metro and rural areas of state to allow youth to stay within their communities.
Develop positive support services that specialize in working with youth and families in
and out of the home.

Gather information to conduct a study on why some services are denied for youth that
are designed to meet higher levels of care or provide treatment for youth with dual
diagnoses.

Key learnings related to service terminations and/or suspensions:

Collaboration among lead agencies, providers, law enforcement and emergency services
are necessary to support people with varied needs related to disability, mental health,
substance use and/or crisis.

Without multiple perspectives in person-centered planning and service delivery, there
may be a disconnect between what the person who receives services wants, what the
support team wants and what the assessment identifies as strengths and needs to
improve the person’s independence and quality of life.
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Matching a person’s services needs might be influenced by an agency’s intake process,
long waitlists for preferred providers, a moratorium on residential settings and service
access and availability.

Challenges exist when aligning staffing ratios with the needs of the person and the
capacity of the providers.

Considerations related to medication errors

Consideration 5

Consider options to attract and retain high-quality supervisors within disability service

programs.

Explanations supporting the need for change

While supervisors are expected to provide oversight and development to direct support
professionals, ensure program integrity and compliance and provide person-centered
services to everyone in the program, they might not be able to prioritize those duties
with high turnover, administrative tasks or providing direct care in lieu of supervisory
duties.

Qualified supervisors allow for consistent training among direct support professionals, a
supportive work environment, a shared understanding of roles and responsibilities and
a reduction in critical incidents such as medication errors.

Rate adjustments for supervisory staff might influence retention of not only supervisory
staff, but also direct care professionals, as the increased support might influence their
retention and interest in career advancement.

Examples for potential systems change

Increase the factor for supervisory staff in the Disability Waiver Rate System to allow a
higher framework percentage or wage for staff supervision and staff development.
Gather information about how supervisory staff turnover influences the development of
direct care professionals and/or the prevalence of critical incidents.
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Consideration 6

Develop ways to connect various agencies to use safety science principles and practices in
Minnesota.

Explanations supporting the need for change

Service providers can use approaches learned from Culture of Safety trainings and
develop a practical implementation of the initiative within their organization or among a
group of organizations to collect data on areas of interest that are directly related to or
affect services, providers, people served and direct care workers.

Increased awareness and knowledge of safety science principles allow for organizations
to take a proactive approach in assessing critical incidents or internal processes that
shift the focus from blame and consequence to one of accountability and change.

The use of Culture of Safety strategies within organizations might influence the
reduction of critical incidents and disciplinary action, subsequently improving staff
retention and quality of services and collaboration among disability service providers.

Examples of potential systems change

Further expand the Culture of Safety initiative to develop a statewide or regional
community of practice or workshop with disability service providers to collect data
about various incident types or processes within their organizations. These may include
internal processes when addressing undesired outcomes such as medication
management or errors.

Incentivize the Culture of Safety initiative to promote participation from providers,
direct care workers and lead agencies in systemic critical incident or learning reviews.

Consideration 7

Increase equitable access and affordability of technology-related resources to service providers
throughout the state.

Explanations supporting the need for change

Access and affordability of technology, specifically in rural areas or among smaller
providers, might reduce the prevalence of some critical incident types, including
documentation or medication errors.

For technology efforts to be successful, reliable internet service is imperative; however,
in some regions, high speed internet is not readily available.
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e Access and affordability of education and training on technology resources will allow for
service providers throughout state be knowledgeable about available resources, to
collect data about critical incidents and assess internal processes.

e While some technology resources are covered waivered services for people who receive
services, they often are not covered if the service provider chooses to use a resource
such as a medication dispenser. Providers can use these resources to set up medications
in advance, reduce access to medications, involve the person in the process to increase
their independence with medication administration and aid in the reduction of
medication errors.

Examples of potential systems change

e Increase access to affordable technology for disability service providers, such as high-
speed internet, electronic documentation software, assistive technology and required
trainings related to the technology.

e Increase awareness and access to assistive technology for medication management and
administration to create a more efficient system with fewer medication errors and
possible reduced reliance on staff.

e Develop a standardized medication administration training for direct support
professionals to reduce financial and accessible discrepancies and disparities among
services providers throughout the state and aid in the reduction of medication errors
and subsequent consequences or disciplinary action, such as terminations.

Key learnings related to medication errors

e Staffing shortages have increased responsibilities among DSPs and supervisory staff,
which influences which tasks, such as medication administration, to prioritize.

e While increased wages might not allow more time for supervisory tasks, it might
influence the prioritization of supervisory tasks that might affect workplace culture, staff
development, staff retention and possible reduction in critical incidents.

e Qualified and available supervisors contribute to consistency in training, positive
outcomes and a supportive work environment.

e Service providers can use technology to streamline their internal processes, monitor
incidents and collect data on the occurrence of incidents, such as medication errors, and
prioritize the needs of the person while promoting education, independence and
maintaining health and safety.

e Electronic documentation software allows for service providers to access data, monitor
incidents in a timely manner and accurately and efficiently transcribe and share
information; however, it is expensive to purchase and to train service providers, making
it inequitable for smaller service providers.
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e The creation of a standardized medication administration training offered by DHS might
reduce medication errors as providers would adhere to best practices rather than
deferring to their own policies and procedures.

e Communication challenges exist between providers and medical professionals.

e Because of staffing shortages or increased responsibilities, there might be limited time
to share imperative health or medication changes with other staff; or staff might not be
aware of what tasks to prioritize, such as medication administration.

Considerations related to staff sleeping

Consideration 8

Consider options to attract and retain high-quality direct support professionals within the
disability service programs.

Explanations supporting the need for change

e Direct support professionals might experience burnout and fatigue when they are
scheduled to work long hours, work multiple jobs and/or work in challenging
environments.

e There are inconsistencies with training, competency and/or staff development among
agencies, which might be further influenced by the workforce shortage.

e [t might be challenging for direct support professionals to take a break when they are
single-staffed and responsible to provide constant supervision.

Examples of potential systems change

e Increase access to mental health services for direct support professionals.

e Develop a help desk or community of practice for direct support professionals to
increase support and opportunities to share experiences or best practices.

e Create standardized trainings for direct support professionals to allow for transferable
training among multiple agencies.

e Assess supervision requirements and processes and options for assistive technology or
remote monitoring.

e Consider reviewing unsupervised or “alone time” processes.
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Key learnings related to staff sleeping

e ltisimperative to re-evaluate a person’s level of support and supervision needs as they
might change over time.

e Emotional fatigue can influence a staff member’s productivity. Access to outside mental
health or support services might reduce fear/shame in the workplace and improve
overall work and job satisfaction.

Considerations related to supervision not maintained and wheelchair safety

The data action groups reviewed one supervision not maintained and two wheelchair safety
incidents. While formal considerations were not established, the data action groups identified
key learnings related to each of the incident types.

Key learnings related to supervision not maintained

e When staff did not maintain a person’s 24-hour supervision, it often was influenced by
staff’s focus on prioritizing another situation or their own self-care.

e To allow a direct support professional to take a break during a shift, it might be
reasonable to assess a person’s supervision needs, such as unsupervised time in or out
of the facility, remote monitoring or other type of assistive technology.

e [tisimportant to learn and understand what needs are being met when the person
leaves without staff supervision. Using a person-centered approach might identify that
the person is interested in unsupervised time without staff, which can be an opportunity
to develop goals on safety, independence and possible use of assistive technology or
remote monitoring to reduce the reliance on staff.

Key learnings related to wheelchair safety

e Wheelchair safety incidents often occurred when staff deviated from expected practices
outlined in a person’s program plans or the facility’s policies and procedures.

e Discrepancies between what is documented vs. what is being done might be influenced
by the person’s desire not to deviate from what is in their program plans or the drift of
standard practice among staff away from expected practices.
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V. Summary of consideration status updates

Throughout the course of the 2024 review period, DHS shared the identified considerations and
key learnings from 2024 Annual Report with internal and external partners within disability

services. DHS did so to explore existing efforts that promote internal systems and/or legislative
change to influence the prevalence or intensity of critical incidents when supporting people
who receive services. This approach acknowledges how systemic themes are influenced by
barriers and challenges that exist across different levels of disability services and what
considerations might promote a proactive response to critical incident outcomes.

In 2025, DSD identified ways to ensure that each consideration will be communicated to the
designated internal departments. In addition, we created partnerships to ensure that
considerations from the Culture of Safety were aligned with other business areas that were
engaged with the community on challenges and barriers within the disability service system. In
June 2025, DSD created a safety action group to:

e Review considerations and suggestions

e Provide information or education on individual policies

e Consult on equity issues that arise

e Review annual reports

e Provide feedback on previous considerations proposed by the data action groups.

The safety action group can use information received from the data action groups to create
actionable outcomes that might be used to inform proposed legislative changes or make
recommendations for additional areas of study with internal systems that did not go as
expected.

Since the last annual report, DSD evaluated the current standard operating procedures and
proposed goals to enhance the Culture of Safety initiative within the division. As the Culture of
Safety initiative continues to expand into 2026, DSD is working to establish goals that promote
collaboration and systems change throughout the disability services system, including:

e Using the SLR model to look at critical incidents beyond a single episode or to assess an
outcome that did not go as expected within the larger disability services system.

e Establishing quarterly reviews with the data action groups and the safety action group
to review key learnings and systemic themes from each systems learning review to
collaborate on actionable considerations or suggestions, or recommendations for
further studies within internal and external systems issues.
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e Considering potential changes to the outline of the annual report and include the status
updates provided by the safety action group.

e Evaluating how to address diversity, access and attrition within the roles and groups
participating in the systems learnings incident review models.

e Using equity analysis tools to assess the current Culture of Safety Initiative and
considerations that might be selected for implementation by the safety action group.

e Developing a plan outlining strategies for community engagement and strategic
partnerships designed to foster ongoing knowledge building and the effective
application of safety science principles and practices.
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ATTENTION: If you speak English, free language assistance services are available to you free of charge and
without unnecessary delay. Additionally, appropriate auxiliary aids and services to provide information in
accessible formats are available free of charge and in a timely manner. Please call the number above or speak
to your provider. English
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Cantonese (Traditional Chinese)

A, DE YAWA PO! Dakhéd’iyaye hé&inhan, iyapi-wéokiye i§i¢hona yanké. Ka nakun wanah’unpi-wéokiye isi¢hona
yanké. Hé&hed wénah’un kin iyéhiphi¢a dé. Wéokiye kin dend isi¢hona i¢uphi¢a nahéan yuthéhansniyan
icuphica dé. Wichaiye kin dena iwankab, wéiyawa wan yanké kin mas’akiphapi na wéokiye-wic¢hasa kichi
wohdaka po. Dakota
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PAUNAWA: Kung nagsasalita ka ng Filipino, ang mga libreng serbisyo ng tulong sa wika ay magagamit sa iyo
nang walang bayad at walang hindi kinakailangang pagkaantala. may mga angkop na pantulong na kagamitan
at serbisyo upang maibigay ang impormasyon sa naaangkop na anyo, nang libre at sa tamang oras. Mangyaring
tawagan ang numero sa itaas o makipag-usap sa iyong provider. Filipino

ATTENTION: Sivous parlez frangais, des services d'assistance linguistique gratuits sont a votre disposition,
sans frais et sans délai. En outre, des aides et services auxiliaires appropriés pouvant fournir des informations
dans des formats accessibles sont disponibles gratuitement et rapidement. Veuillez appeler le numéro ci-
dessus ou contacter votre fournisseur. French
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BALDARI: Heke hiin bi Kurdiya Kurmanct diaxivin, xizmetén alikariya ziman bépere (1 b&yi derengmayineke
nehewce ji we re peyda dibin. Her wiha, hevkariyén guncaw G karGbarén alikar bépere (0 di heman demé de ji bo
dabinkirina agahdariya guncaw hene. Ji kerema xwe bi jimareya jorin re telefon bikin an ji bi dabinkeré xwe re
biaxivin. Kurdish Kurmaniji

A, LE YAWA PO! Lakholiyaye hégi, iyapi-wéokiye isi¢hola yanké. Nahan nakun wanah’unpi-wéokiye isi¢hola
yanké. Hé&hel wénah’un kin iyéhiphica yeld. Wéokiye kin lena i$i¢hola iUphi¢a nahan yuthéhansniyan
i¢uphica yeld. Wichoiye kin lena iwankab, woiyawa wan yanké kin mas’akiphapi na wéokiye-wi¢hasa kihi
woglaka po. Lakota
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Mandarin (Simplified Chinese)

PALE RO PINY: Mi ruaci ke thok Nuara, luak mi lor ke kuic thuok keng lat tin jiEke t€€ thin baan a thiel miyuor ke
piny ka thicle mi gaal je. Min déé nyok ke mat thin, € ludk mi dodien kenge L4t tin kokien tin nd6n ke Lari ke duop
min jiEke kee té€ ke thin baan thile mi yuorke piny ke kuicdien ke guath mi goa. Mi nhok i je yotni ndmbar emo téé
nhial o ika kie ruacni ke ram min ludkdu. Nuer

MAH BIZ’SIN’DAN: Keesh’pin, keen Ojibwe’mo, kaa’ween ina’gin’de wiiji’kaa’kii’ki’do miina’waa ke’nebe-
naa’ta’maw chi’nis’too’ta’man noon’goom. Da’kon’an, wee’chi’ma’zinaa’beke’webene’kan’an ozhe’che’kan
miina’waa kinah ozhee’bee’geh ma’zenah’egan’an kaa’ween ina’gin’de miina’waa da’daa’ta’be’bee’an.
Da’gah’na’sa ka’noozh aseh’ge’beh’egan ish’peh’meng ge’maa kee’kidoon wii’doo’kaa’geh. ojibwe

HUBADHAA: Yoo Afaan Oromoo dubbattu ta’e, tajaajila gargaarsa turjumaana afaanii biliisaan akkasumas turtii
barbaachisaa hin taane hambisu danda’u isiniif dhihaatee jira. Dabalataanis, odeeffannoo haala salphaan
argamuu danda’an dhiyeessuuf gargaarsa fi tajaajiloota deeggarsaa gama midhamtootaaf mijatoo ta’an,
kaffaltii tokko malee fi yeroo isaa eeggatee kennamu dhihaatee jira. Odeeffanno dabalataaf lakkoofsa armaan
oliitti fayyadamuun namoota gargaarsa kana isiniif kennan qunnamaa. oromo

ATENCAO: Se fala portugués, tem a sua disposigao servigos de assisténcia linguistica gratuitos e sem demoras
desnecessarias. Além disso, estao disponiveis, gratuitamente e numa forma atempada, ajudas e servigos
auxiliares adequados para fornecer informagdes em formatos acessiveis. Por favor, contacte o numero acima
ou fale com o seu prestador de servigos. Portuguese
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BHMUMAHWE: Ecnu Bbl pasroBapmBaeTe Ha PyCCKOM A3blke, BOCMO/Ib3YNTECH YCTyraMm A3bIKOBOW MoaaepP>KKU
6ecnnaTtHo 1 6e3 NMWwHUX NnpoBoaoYek. Takke 6ecnnaTtHO U HE3aMeLINTE/TbHO NPEOoCTaBNAKTCA
COOTBETCTBYHOLLME BCNOMOraTe/ibHble CPeACTBa U yCiyrm rno obecneyveHno nHpopMaumen B AOCTYMHbIX
dopmaTax. [103BOHUTE MO YyKa3aHHOMY BbiLLie HOMePY UM 06paTUTECh K CBOEMY MOCTaBLLUMKY YC/YT. Russian

PAZNJA: Ako govorite srpski, besplatne usluge jezicke pomodéi su vam dostupne besplatno i bez nepotrebnog
odlaganja. Pored toga, odgovaraju¢a pomocna sredstva i usluge za pruzanje informacija u pristupacnim
formatima dostupne su besplatno i blagovremeno. Molimo vas da pozovete gore navedeni broj ili razgovarate sa
vaSim pruzateljem usluga. serbian

FIIRO GAAR AH: Haddii aad ku hadasho Soomaali, waxaa si bilaash ah kuugu diyaar ah adeegyada caawinada
luugadeed oo aan lahayn daahitaan aan munaasib ahayn. Intaas waxaa dheer, waxaa la heli karaa adeegyada
iyo kaabitaanka naafada ee haboon si macluumaadka loogu bixiyo qaabab la adeegsan karo oo bilaash ah
laguna bixinayo waqqigeeda. Fadlan wac lambarka kore ama la hadal adeegbixiyahaaga. somali

ATENCION: si habla espafiol, tiene a su disposicién los servicios gratuitos de traduccion sin costo algunoy sin
demoras innecesarias. Ademas, se encuentran disponibles de forma gratuita y oportuna ayuday servicios
auxiliares adecuados con el fin de brindarle informacién en formatos accesibles. Llame al niumero indicado
anteriormente o hable con su proveedor. Spanish

ZINGATIO: Ikiwa unazungumza Kiswahili, huduma za msaada wa lugha zinapatikana kwa ajili yako bila malipo
na bila ucheleweshaji usio wa lazima. Aidha, vifaa saidizi vya mawasiliano na huduma kwa walemavu ili kutoa
habari katika miundo inayofikika zinapatikana bila malipo na kwa wakati. Tafadhali piga simu kwa namba ya
hapo juu au zungumza na mtoa huduma wako. swahii

avthA((L:- TOICE FHEL ATFRRTIP £ G2 G £ ATH AN 0T NIHLIPEIAL I°C £ AAN APIP: DAL AN NPAN
oC-( NMHNAA PCE I T TI°PEA £ “UTA G2 90770 hTHT AN 7 )l heAT §& NHTT? “MLA MHAADT aphho- 2.Ch(r:
N2 HAT® Al AdA. SN Hie EXS LD DP9 aDPHL (TP PHE-Ck3: Tigrinya

YBATA: AKLL0 BM pO3MOB/IAETE YKPAIHCbKOKO MOBOLO, BU MOXKETE CKOpUCTaAaTUCA NOCAyraMm MOBHOI MiATPUMKMK
6e3KoLwTOBHO Ta 6€3 3arBKX 3BOMiIKaHb. Bu Takoxx Mo>keTe 6€3KOLLUTOBHO Ta ONepaTMBHO OTPUMATK BiANOBIAHI
[ONOMI>XKHI 3acobu Ta nocnyry 3 HagaHHA iHpopMalii y goctynHoMy dopmMari. 3ateniedoHynTe 3a BKa3aHUM
BULLLE HOMepOM abo NOroBopiITh 3i CBOIM NOCTa4YasibHUKOM MOC/YT. Ukrainian

LUU Y: Néu ban néi tiéng Viét, ban cé thé dugc hd trg ngdn nglt mién phi ma khong phai chd doi lau. Ngoai ra,
céc thiét bj hd trg va dich vu phu hgp dé cung cdp thdng tin & dinh dang dé tiép can cling c6 séan mién phi va kip
thdi. Vui long goi s6 dién thoai phia trén hoac trao déi véi nhan vién y té clia ban. vietnamese

IKEDE PATAKI: Ti 0 b4 leé so &dé Yoruba, awon &td iranléwo &dé wa fin o ni ofe ti ko si niidéna nind. Ni afikan,
awon ilana ise ati ohun elo iranléwo t6 pé ye wa ni eklinrere (ati pése alayé eyikéyii ti o ba nilo ni ofe ati ni
orekoore. Jowo, pe ero Ibanisoro t6 wa loke tabi ki o ba asoju re soro. Yoruba

- For accessible formats of this information or assistance with
M  additional equal access to human services, email us at

i DHS.info@state.mn.us, call 651-431-4300, or use your
Advisory - preferred relay service. ADA1 (3-24)
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