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Executive Summary
On October 18, 2015, the body of 11-year-old Janiya Thomas was found in a freezer at the home
of her maternal relatives. A few days prior, Janiya’s mother, Keishanna Thomas, and her
boyfriend, Trayvon McCullough, delivered the locked freezer to the relatives’ home under the guise
the family was being evicted and had no place to store the freezer. The relatives became
suspicious of the contents in the freezer, broke the lock, discovered Janiya’s body and contacted
law enforcement. Twenty-six days earlier, a child protective investigator with the Manatee County
Sheriff’s Office had responded to the home of Keishanna Thomas due to allegations she had
physically abused her 12-year-old son,
The investigation was verified for abuse.
Since there had been a prior report involving Keishanna Thomas and her children verified within
12 months of Janiya being found deceased, Florida Department of Children and Families
Secretary Mike Carroll deployed a Critical Incident Rapid Response Team (CIRRT) to Manatee
County to complete a review and assess the potential systemic issues within the local system of
care. The CIRRT completed a review of case records involving Janiya’s family and conducted
interviews with members of the Manatee County Sheriff’s Office (MCSO), Safe Children’s
Coalition and their contracted providers, Department of Children and Families (DCF) and
Department of Health (DOH).
The child welfare system in Manatee County, Florida, is unique. Since 1998, child protective
investigations have been conducted by the Manatee County Sheriff’s Office. The Safe Children’s
Coalition serves as the community based care agency in Manatee County. Direct case
management services for children and their families are performed by a network of local
community-based agencies, including Centerstone (formerly Manatee Glens), Youth and Family
Alternatives, and Pathways. Youth and Family Alternatives provided case management services
to the Thomas family during 2014, and Centerstone was the agency assigned to case management
for this family at the conclusion of the September 2015 child protective investigation. The
Department of Children and Families has the responsibility of Children’s Legal Services (CLS),
which litigates cases through the dependency process.
This review found significant issues regarding investigative and case management practices, the
legal decision-making process, recognition of a missing child and documentation. Listed below
are the most significant findings:
1) There was a lack of critical assessment of all of the information gathered during
investigations, deficiency in using the extensive child welfare history and pattern of violence
to assess safety, and failure to reconcile the differences in information gathered and
observations.
2) The compromised assessment led to the child welfare partners in Manatee County never
fully addressing the dangers and vulnerabilities within Keishanna Thomas and her five
children’s household. This in turn led to the family not receiving the level of intervention
required to meet the needs of the family and keep the children safe. When it was
determined the non-judicial level of intervention was not sufficient, appropriate action to
ensure the children’s safety was not taken. Instead the case management case was closed.
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3) There is role confusion regarding the determination of when a child should be removed
from his/her home. Instead of the Child Protective Investigator making the decision based
on the safety assessment of the child, Children’s Legal Services (CLS) is contacted to
determine if there is probable cause to remove the child.
4) Janiya Thomas should have been considered a missing child when Keishanna Thomas did
not present her to child protective investigators or provide information on her whereabouts
during the September 2015 investigation. It was not until after the investigation was closed
by the Manatee County Sheriff’s Office and transferred to ongoing case management with
Safe Children’s Coalition/Centerstone that child welfare professionals recognized Janiya
was a missing child.
5) Fifty-one percent (23 of 45) of the chronological notes in the September 2015 child
protective investigation conducted by the Manatee County Sheriff’s Office were entered
into the Florida Safe Families Network (FSFN), after the investigation closed and upon
deployment of the CIRRT. The delay in documentation is outside the normal practice of
child protective investigations. Without complete documentation of information gathered,
adequate oversight by the supervisor is questionable. Based on the significant number of
chronological notes entered after investigation closure and the failure to reconcile the
information gathered, the team determined the September 2015 child protective
investigation was closed prematurely.
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Child Welfare Summary
Keishanna Thomas’ child welfare history dates back to March 2000, when the first report to the
Florida Abuse Hotline involving her as a caregiver was received. At the time, she was only 16
years of age and could not be located to consent for medical treatment of her premature infant,
, who had to remain hospitalized for several months following her birth. Between
2003 and 2015, 10 additional investigations were received due to a variety of concerns, including
family violence, physical abuse, environmental hazards and other supervision/neglect issues.
In 2004, court-ordered services were engaged with the family through the Safe Children’s
Coalition following the removal of Ms. Thomas’
child,
due to physical abuse. By
this time, Ms. Thomas was a 19-year-old and had three children, all of whom were under the age
of 5:
(4),
(1) and Janiya Thomas (2 weeks). Although
was
removed, the
two children were allowed to remain in Ms. Thomas’ custody. In October
2005, during the course of service provision, Ms. Thomas gave birth to her fourth child,
, who, like
and Janiya, was able to remain in Ms. Thomas’ custody after she was
released from the hospital.
was reunified with the family in October 2006, and case management continued to
provide in-home protective supervision for six more months before services were terminated in
April 2007.
The Safe Children’s Coalition/Youth and Family Alternatives in March 2014 provided case
management services when the family was referred for voluntary protective services, following
reports of physical abuse of
Case file notes indicate Janiya was last seen by child
welfare officials in early June 2014 during a home visit conducted by case management staff.
During that visit, Ms. Thomas became uncooperative with case management staff and refused to
participate in services any longer. On June 24, 2014, a staffing was conducted and included
participants from the Manatee County Sheriff’s Office Child Protective Investigations Division, the
Safe Children’s Coalition/Youth and Family Alternatives, and Children’s Legal Services. The
staffing participants noted that the service case would be closed as “non-compliant” with the
understanding that should another report be received, court-ordered intervention may be more
appropriate.
The final report was received in September 2015, which again alleged physical abuse of
that reportedly occurred when Ms. Thomas disciplined him for stealing items from a store. By
the time this investigation was received, Janiya had already been missing for at least a year,
according to information received from Janiya’s siblings and other extended relatives. When Ms.
Thomas failed to produce the child or disclose her whereabouts as ordered by the judge in the
dependency case, she was charged with contempt of court and subsequently incarcerated.
Shortly thereafter, Janiya’s body was found in a locked freezer in a relative’s garage.
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System of Care Review
This review is designed to provide an assessment of the child welfare system’s interactions with
Janiya Thomas’ family and to identify issues that may have influenced the system’s response
and decision-making.

Practice Assessment
PURPOSE: The practice assessment examines whether the child welfare professionals’ actions
and decision-making regarding the Thomas family were consistent with the Department’s policies
and protocols.
2014-2015 Case Background
Although there were concerns regarding earlier investigations the team’s review and this report
concentrates on the most recent child welfare system involvement including the child protective
investigations in March 2014, May 2014 and September 2015 and the June 2014 case
management case.
In March 2014, Ms. Thomas was alleged to have physically abused
with an extension
cord. After conducting interviews, the investigator contacted the on-call Children’s Legal Services
(CLS) attorney to seek shelter of
from his mother. The on-call attorney requested the
investigator find
a safe place to stay for the night and complete a Child Protection Team
(CPT) interview prior to determining whether there was probable cause to remove the child from
his mother. The four other children in the home were not addressed during the call with CLS.
The following day, the disclosure by
was supported by the CPT physician’s conclusions
that
had scars and injuries consistent with being hit with an extension cord on more than
one occasion. Although aware of the CPT verified findings the child protective investigator did
not consult with CLS to move forward with shelter or any other legal dependency action. The
child protective investigation was closed without verifying the physical abuse allegation, and the
case was referred to voluntary protective services. In June when Ms. Thomas began to decline
services, a request to staff the case with CLS was made and at this time a director with the
MCSO concluded the physical abuse allegation in the March 2014 child protective investigation
should have been verified.
In May 2014, allegations of environmental hazards were made due to
having body odor
that was worsening, concerns regarding a prior urinary tract infection and the mother’s lack of
response to
falling and hitting her head. This investigation was open only 26 hours
before child protective investigators made a determination there was no neglect. This decision,
approved by a MCSO child protective supervisor and director, was made without completing a
statutorily required home visit, without interviewing the other children in the home and without
assessing the concerns expressed by the voluntary protective services case manager
documented by the child protective investigator in the Florida Safe Families Network (FSFN), as
follows:
“the children never come out of their room, feels the children are isolated even from each
other, they eat on the kitchen floor because the mother doesn't want stains on the carpet,
mother appears controlling, mother hasn't participated in services yet but always has a
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reason, mother won't let her photograph the children, mother won't let her go into the
school to see the children or speak to them there.”
Additionally, the interview with the victim child,
, was not finished because the child began
to cry and could not stop. A school official confirmed
had frequent emotional outbursts for
an unknown reason. Although the child protective investigation was closed the case
management case remained open under Safe Children’s Coalition/Family and Youth
Alternatives.
The voluntary protective services case had been open for two months when Ms. Thomas told the
case manager she would no longer be involved in the service. During that time, eight home visits
were made to the Thomas household and 75% (six of eight) were documented in FSFN as
announced home visits. Announced home visits do not allow for an accurate assessment of the
family and provide the family an opportunity to set what a case manager observes.
On the April 24, 2014, 5:15 p.m. announced home visit, Janiya and
were asleep in their
bunk beds, and
was in the shower. On the May 8, 2014, 5:45 p.m. announced home
visit, Janiya and
were again sleeping in their beds. The case manager was not able to
interview the girls since they were asleep. The only child consistently interviewed during the
Voluntary protective services case was
The other children, and notably Janiya, were not
always interviewed, and sometimes there were no observations of them documented in FSFN.
During the time the case was open Ms. Thomas never engaged in any services.
On June 24, 2014 a staffing was held after Ms. Thomas informed the Safe Children’s
Coalition/Youth and Family Alternatives case manager that she would no longer be participating
in voluntary protective services. The staffing included members of Safe Children’s
Coalition/Youth and Family Alternatives, Children’s Legal Services and MCSO. The staffing
recommendations were as follows:
“Case closed as non-compliant as to services at this time. There are concerns with
regard to the history of the children and the fact that there is significant reported history
as to this family. 2004 is the last verified physical abuse – as there is no other history
with regard to the verified events within the household at this time – if a new physical
abuse case comes in as to the family than potential court intervention would be
appropriate.”
On September 23, 2015, the Florida Abuse Hotline received a report alleging 12-year-old
was punched in the mouth, slapped in the face and his head was banged into a mirror by
his mother, Keishanna Thomas. The reporter told the hotline counselor four other children
resided in the home; however, only
was listed on the Intake when transferred to the
Manatee County Sheriff’s Office for investigation. The child protective investigator originally
requested Ms. Thomas place
in what was referenced as a “safety plan home” for a cooling
off period until a CPT interview could be completed. It was not until the next day when Ms.
Thomas required
to return to her home that the child protective investigator contacted
CLS to get permission for removal of
During the discussion with CLS, the child protective
Florida Department of Children and Families
Critical Incident Rapid Response Team Report – Thomas
8|Page

investigator mentioned the other two children in the home,
and
and the attorney
suggested the investigator talk to the children at school to obtain more information. Janiya and
, whose whereabouts were unknown, were not mentioned. As during the May 2014
investigation, when the investigator spoke to
, she began to cry, and the interview had to
be stopped. At the shelter hearing for
, the attorney asked the court to shelter
and
due to the additional information collected by the child protective investigator. The judge
ordered Ms. Thomas to produce
and Janiya.
was located and sheltered the
same day.
Janiya was not listed as a victim, child or participant in the investigation. The MCSO child
protective investigator asked Ms. Thomas on September 23, September 25, and October 5 about
Janiya’s location, and left a message for the mother on October 9 regarding the location of
Janiya. Ms. Thomas told the investigator Janiya was with relatives and later said she was with
relatives out of state. Ms. Thomas promised to bring custody paperwork to the child protective
investigator but denied having contact information or knowing the exact whereabouts of Janiya.
The child protective investigator questioned the children about Janiya’s whereabouts and was
told their mother told them she was at “God’s mom’s house”. They stated they had not seen
Janiya in a year. The school system had no record of Janiya’s school location. A search of
various databases was conducted but did not produce Janiya’s location. Despite all of this, the
investigator closed the investigation on October 12, 2015 without recognizing the child could
have been in danger or was missing.
It was not until an email sent by a supervisor with the Safe Children’s Coalition/Centerstone on
October 14, 2015 that the child was recognized as in danger and missing.
“Can we please consult on this case regarding the child Janiya Thomas (age 11) who is
missing? Mom has not produced any records regarding the location of this child and we
have been given some concerning information regarding mom's relationship with her. The
CPI listed her as a child not receiving services, however, in my eyes she is a missing
child since mom says that she "gave her to somebody somewhere" but does not give any
other information. I'm very concerned about this child's safety.”
The next day child protective investigations began efforts to reconcile the information previously
provided. They attempted contact with Ms. Thomas, interviewed a maternal relative and reinterviewed the children regarding the possible location of Janiya. A Missing Child Alert was
placed in FSFN for Janiya on October 16, 2015.
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FINDING A: There was an overall lack of critical assessment of the information gathered during
the child protective investigations and of the observations of the family dynamics during voluntary
protective supervision. Investigations were closed prematurely, the extent of violence in the
family was not factored into safety assessments, and the children’s special needs were not
addressed. During Voluntary Protective Supervision from March 2014 and June 2014 Ms.
Thomas did not engage in services, did not allow open access to the children and seemed to
intimidate the case manager. The failure to thoroughly assess the information gathered and the
family dynamics led to ill-informed decision-making, including the decision to close the case
instead of moving forward with dependency action.
A thorough analysis of the prior reports indicates a pattern of violence in the Thomas household.
The pattern is evident yet never fully recognized by child welfare professionals in Manatee
County to determine the levels of intervention required to serve the family.
From 2003 to 2015,
among the child protective investigations completed by the MCSO, eight were for physical abuse
or family violence. The physical abuse ranged from choking, burns, pushing, bruising and
beatings, causing approximately 22 scars and healing scars on
when she was 4-yearsold and scars and injuries to
from an extension cord when he was 12-years-old. The
family violence in the home was between Ms. Thomas and her various significant others and led
to protective injunctions. Extensive violence was present throughout the life of the Thomas case
but treated as separate incidents when determining intervention.
Three of the children (
and Janiya) had special needs that were never addressed
by child protective investigations or case management.
Each of these
medical conditions heightened the children’s vulnerability and stress on Ms. Thomas. The
children’s special needs coupled with the mother’s documented violent history should have put
child welfare professionals on alert.
The lack of assessing the family dynamics and how they impacted child safety continued with the
Safe Children’s Coalition/Youth and Family Alternatives involvement in March 2014. The
mother’s refusal to acknowledge her parenting limitations, issues with anger, restrictions she
constructed to limit the children’s contact with the case manager along with her history of
violence should have triggered an acknowledgement of the need for a higher level of
intervention.
When voluntary protective services case closure was being considered in June 2014, a child
protective investigator director from MCSO, notified Children’s Legal Services of her concerns
regarding the children’s safety. However, this director was not the MCSO representative at the
staffing to determine if the case would be closed, and no one from the staffing escalated any
concerns about case closure.
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FINDING B: Role confusion exists around who is responsible for making the determination
regarding removal of a child from their parent/caregiver. Instead of the child protective
investigator making the decision based on the child’s assessed safety, Children’s Legal Services
in Manatee County is the decision-maker in determining if there is probable cause to remove
children from their parents or legal custodians.
In Manatee County, when a child protective investigator is seeking to remove a child, the
investigator contacts Children’s Legal Services to get permission. After Children’s Legal
Services determines there is probable cause to remove a child, the child protective investigator
submits paperwork to CLS providing information about the child, family and investigation.
In March 2014, a MCSO child protective investigator contacted Children’s Legal Services at
midnight seeking probable cause to shelter
due to physical abuse. The on-call attorney
requested the investigator find
a safe place to stay for the night and complete a CPT
interview prior to determining probable cause to shelter him. No form requesting legal action
was completed and the investigator never followed up with the attorney even after the results of
the CPT interview and physical examination verified physical abuse had occurred. Not only was
it inappropriate for CLS to advise the child protective investigator to find a safe placement until
CPT could be involved, the placement was not appropriately assessed for child safety by the
child protective investigator.
FINDING C: The Florida Abuse Hotline failed to list all children reported to be living in the
household in the September 23, 2015 Intake and instead only provided this information in the
reporter narrative. The MCSO’s child protective investigator failed to add Janiya to the
investigation.
The allegations of physical abuse in September 2015 were specific to one child victim,
and the reporter was able to provide the hotline counselor with
demographic information.
When the hotline counselor asked the reporter if other children resided in the home, the reporter
confirmed there were four other children residing in the home but their demographic information
was unknown. This information was documented in the reporter narrative section of the Intake,
but further research should have been conducted by the hotline counselor to identify the other
four children.
Hotline practice requires the counselor to conduct a person search in FSFN using the primary
child victim’s name when other children are reportedly residing in the home but the reporter is
unsure of their demographic information. If this had been done, it would have revealed prior
investigations involving the mother and her five children. A search of Vital Statistics information
with the children listed in the identified prior FSFN investigations would have been enough to
reasonably confirm the identity of the mother’s four other children referenced by the reporter.
The Florida Abuse Hotline counselor should have added all five children to the Intake.
Based on the Hotline’s reporter narrative section stating four additional children resided in the
home, review of prior reports indicating all five children resided with their mother and the
Florida Department of Children and Families
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Judge’s order for the mother to produce the child, the child protective investigator should have
added Janiya to the investigation, completed further investigation into her whereabouts and
included her in the safety assessment.
FINDING D: Janiya Thomas should have been considered a missing child when Keishanna
Thomas did not present her to investigators or provide the Manatee County Sheriff’s Office
information on her whereabouts. However, not until after the investigation was closed by the
Manatee County Sheriff’s Office and transferred to ongoing case management with Safe
Children’s Coalition/Centerstone did child welfare professionals recognize Janiya was a missing
child. Only then were required missing child procedures initiated.
Although Ms. Thomas gave conflicting information regarding Janiya’s whereabouts, failed to
produce promised paperwork regarding custody, stated she did not know the exact whereabouts
of Janiya and failed to produce the child even when court-ordered to do so, the child protective
investigations division closed the child protective investigation without reporting Janiya as a
missing child.
When Ms. Thomas could not provide the exact location of Janiya coupled with the extensive
pattern of violence in the home and health vulnerabilities of the children, child protective
investigators should have been concerned.
FINDING E: Fifty-one percent (23 of 45) of the chronological notes in the September 2015
investigation conducted by the Manatee County Sheriff's Office were entered into the Florida
Safe Families Network (FSFN), after the investigation closed and upon deployment of the
CIRRT. The delay in documentation is outside the normal practice and policy of child protective
investigations. Based on the significant number of chronological notes entered after
investigation closure, the CIRRT determined the investigation was closed prematurely. Without
complete documentation gathered during the course of an investigation a supervisor cannot
come to a reasonable conclusion the investigation is ready for closure.
The normal practice and policy for child welfare professionals to enter chronological notes in
FSFN is within 48 hours of contact. The MCSO child protective investigators questioned
regarding note entry confirmed they normally enter chronological notes as soon as they can or
within 48 hours, and it is not normal practice to enter chronological notes after an investigation is
closed. The investigation staff confirmed they were directed to enter chronological notes into the
closed investigation to ensure the actions taken in the investigation were “made clear.”
The CIRRT had concerns with this directive as once an investigation is closed the information
documented should stand on its own to support the child protective investigators’ findings and
actions taken.
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Organizational Assessment
PURPOSE: This section examines the level of staffing, experience, caseload, training and
performance as potential factors in the management of this case.
FINDING A: Caseloads, training and utilization of experienced child welfare professionals as a
support to newer child welfare professionals were seen as strengths in Manatee County.
Caseloads for the Manatee County Sheriff’s Office and Safe Children’s Coalition case
management organizations are manageable. During April 2014, MCSO child protective
investigators received an average of 14.11 investigations and averaged 10.89 open
investigations. In September 2015, they received an average of 13.46 investigations and
averaged 14.64 open investigations. In July 2014, the monthly average caseload for the Safe
Children’s Coalition by agency was Family Preservation Services (now Providence) – 14.8,
Manatee Glens (now Centerstone) – 17.3, and Youth and Family Alternatives – 13.8. Although
slightly higher than the recommended caseload, the average number of cases per child
protective investigator or case manager should not have had a negative impact on decisionmaking.
Training of the new child welfare practice model began in January 2015 for the MCSO and was
completed in May 2015. Implementation of the practice was limited to four child protective
investigators under one supervisor to ensure fidelity to the practice. The child protective
investigators and supervisor who were assigned to the March 2014 and September 2015
investigations had degrees in a variety of disciplines: Criminal Justice, Sociology, Family and
Child Services and Social Work.
The utilization of experienced child welfare professionals to support newer child welfare
professionals was a strength within the MCSO and Safe Children’s Coalition case management
organizations. The child protective investigator in the September 2015 investigation had been on
the job for three months. During the initial contact with the family the investigator sought
guidance from her supervisor, a nine year child welfare professional, when the situation
intensified. In addition to this support the MCSO child protective investigator supervisor sent a
senior child protective investigator to the home to assist the investigator in assessment. The
same action was taken by the Safe Children’s Coalition/Youth and Family Alternatives in the
Voluntary protective services case in 2014. When the case manager assigned to the case
expressed concerns, supervisors sent a more experienced case manager to meet with Ms.
Thomas. This support was seen as a strength across agencies.
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One in five investigations conducted by MCSO has significant child welfare history of 10 or more
prior reports. The higher re-reporting rate coupled with the anomaly in investigation closure
timeframes would suggest further analysis around practice and operational procedures is
needed.
Service Intervention/Array
PURPOSE: This section assesses the inventory of services within the child welfare system of
care.
FINDING A: Due to the lack of assessment, child welfare partners in Manatee County never fully
addressed the dangers and vulnerabilities within Keishanna Thomas and her five children’s
household or the level of intervention required to engage the family. As a result, the family was
not adequately served by the child welfare system even though the available services existed in
Manatee County to serve the family.
Services are available in Manatee County however they were underutilized and subject matter
experts were not engaged by the MCSO or the Safe Children’s Coalition/Youth and Family
Alternatives. During the investigations, the Child Protection Team (CPT), domestic violence
subject matter experts and Children’s Medical Services were not fully used. The CPT was used
typically for the victim child but referrals for forensic interviews for the other verbal children in the
home were not completed. Also, investigators reported reviewing the CPT recommendations
with Ms. Thomas but there is no follow up regarding her compliance. The expertise of domestic
violence subject matter experts or medical professionals with Children’s Medical Services were
not utilized to determine the level of violence or medical needs within the family. Collaboration
with domestic violence experts, CPT and Children’s Medical Services would have assisted child
welfare professionals in leveraging all available resources and recognizing the level of
intervention required for the family.
In the days prior to the June 24, 2014 staffing, email communication between case management,
child protective investigations and attorneys at the leadership level confirm the desire for all
partners to be present for the staffing. Additionally, the emails confirm the MCSO position that
the March 2014 investigation should have been closed with a verified finding and “if legal was
contacted right after the CPT we probably would have had PC.” This information was known
prior to the staffing yet the decision by the Safe Children’s Coalition/Youth and Family
Alternatives, MCSO and Children’s Legal Services was to close the case without a higher level of
intervention.
Keishanna Thomas used fear and intimidation within her family, community and the child welfare
system to control outcomes involving her children. On October 15, 2015, the maternal
grandmother was interviewed by MCSO investigators. She said she had not asked her
daughter, Ms. Thomas, about Janiya, because she was afraid her daughter would not speak to
her again.
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A school resource officer told the May 2014 investigator Ms. Thomas and school
representatives did not get along because Ms. Thomas was frequently unhappy with how the
school handles situations with
. The investigator documented in FSFN, “He (the school
resource officer) feels that cps being involved in a case like this with this particular family will
only strain the relationship between CPS, this family and the school.”
MCSO investigators interviewed by the CIRRT reported Ms. Thomas was “difficult,” “could not
be engaged,” and they felt “bullied,” “intimidated” and “physically threatened” by Ms. Thomas.
When the case manager asked Ms. Thomas to complete a budget, she refused. When the case
manager asked Ms. Thomas if pictures of her five children could be taken, she refused. When
Ms. Thomas told the case manager in June 2014 she would no longer participate in the
voluntary protective services case, the child welfare professionals in Manatee County held a
staffing and closed the case non-compliant. When Ms. Thomas did not engage in services the
child welfare system did not seek a more intrusive level of intervention.

Immediate Operational Response
Leadership within the Manatee County Sherriff’s Office have implemented immediate procedural
changes as outlined in the document attached.
Safe Children Coalition has implemented the following changes:


Modified staffing form for all Non-Judicial cases to flow more along the lines of a
duty form for Children’s Legal Services.



All of the participants will be added to the staffing form beyond just a separate signature
sheet and will be signed off on from each participant.



A meeting was held with Children’s Legal Services to discuss protocols, procedures and
processes related to all Non-Judicial cases. Escalation policies were discussed and an
agreement was made that cases will be staffed up to the Regional Managing Attorney
and the Vice President of the Community Based Care Agency on any cases the Circuit
Managing Attorney and the Director of Operations did not agree on as to legal
sufficiency.

Youth and Families Alternatives has modified two policies:


Non-Judicial Case policy: The Non-Judicial Case policy requires cases that are
determined as non-compliant to be staffed individually with the Program Director prior to
staffing with the Safe Children’s Coalition for closure.



Escalation of Case Issues policy: The Escalation of Case Issues policy encourages staff
to address any situation or decision in which they are uncomfortable with or are not in
agreement and escalate it up the chain of command. This process continues, as
needed, to the Chief Operating Officer and/or Chief Executive Officer. In addition,
assessment training continues to be on-going throughout the agency to ensure constant
growth and skill development with the staff.
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