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The Egyptian Regional Human Rights Authority, a division of the Illinois Guardianship and 

Advocacy Commission, accepted for investigation the following allegation: 

 

An individual residing at a Community Integrated Living Arrangement (CILA) had 

behavioral health needs that were jeopardizing his CILA placement and impacting 

the safety of other CILA recipients but he was unable to access more intensive 

services available through admission to a state-operated facility.  Choate 

Developmental Center is the state-operated facility located closest to the CILA. 
 

If found substantiated, the allegation represents a possible violation of the Mental Health and 

Developmental Disabilities Code (405 ILCS 5/100 et seq.), mandates that govern Pre-Admission 

and Case Coordination Services agencies (405 ILCS 80/4-1), regulations that govern CILAs (59 

Ill. Admin. Code 115) and Illinois Department of Human Services' (DHS) policies and 

procedures. 

According to its website, the mission of the DHS is "To assist our customers to achieve 

maximum self-sufficiency, independence and health through the provision of seamless, 

integrated services for individuals, families and communities."  The DHS is comprised of 

multiple divisions, including the Division of Developmental Disabilities with a mission 

statement that reads as follows:   

The Division of Developmental Disabilities in Illinois will provide quality, outcome-

based, person-centered services and supports for individuals with developmental 

disabilities and their families. The system of services and supports in Illinois will enhance 

opportunities for individuals to make real choices and receive appropriate, accessible, 

prompt, efficient, and life-spanning services that are strongly monitored to ensure 

individual progress, quality of life and safety. 

The DHS also operates 8 state facilities for persons with developmental disabilities.  The Clyde 

L. Choate Developmental Center was identified as a facility that serves the catchment area 

represented in this case and is described by the DHS as providing the following services: 

Clyde L. Choate Developmental Center offers a variety of treatment programs/services 

including but not limited to: Psychiatric/psychological, medical/physical, social, 

educational, vocational/ rehabilitation, recreational, speech, language and hearing, 

pharmacy, dental, and dietary services, and referrals and special consultations. 



The website provides a profile of the average person served by the Choate developmental 

facility.  The average recipient age is 42; 72.9% of recipients have a behavior intervention 

program, 56% receive psychotropic medications and 63.6% have an additional mental health 

diagnosis.  There are 5 units of recipients who have been civilly committed and one forensic unit 

for individuals who have been found unfit to stand trial or not guilty by reason of insanity.  The 

campus also maintains a hospital for individuals with acute psychiatric needs. 

COMPLAINT STATEMENT 

According to the complaint, an individual with behavioral needs had been residing in a CILA for 

about a year.  As his behaviors continued and at times got worse, the CILA attempted to secure 

community hospitalization.  The CILA reportedly was unable to find a hospital that would accept 

him or had an available bed.  Contact with DHS representatives was made and assistance was 

provided; however, admission to a state-operated facility was not considered an option by the 

DHS as per the complaint.  When the facility attempted to discharge the individual, the DHS 

granted an appeal filed by the recipient.  When his behaviors continued and community and 

state-operated hospitalizations did not appear to be an option, the recipient was arrested and 

taken to jail. 

INVESTIGATION APPROACHES 

To investigate the allegations, an HRA team conducted the following activities with the written 

consent of the service recipient: 

• Interviewed the recipient and a family friend that he has designated as being a part of his 

treatment team. 

• Interviewed representatives of the CILA provider. 

• Interviewed a representative of the pre-admission screening and individual service 

support and advocacy (PAS/ISSA) agency.  For this case, the PAS and ISSA services are 

provided by the same agency. 

• Interviewed representatives of the DHS. 

• Examined the recipient's CILA records, PAS/ISSA records, and DHS records. 

• Reviewed CILA licensure and quality assurance records. 

• Examined pertinent policy, procedures, and mandates. 

• Examined police reports. 

FINDINGS 

Interview with Service Recipient and Designee 
The HRA interviewed the service recipient and a family friend who had bailed the recipient out 

of jail and allowed him to stay at his home until an alternate residential provider could be 

identified.  The recipient had stated that he wanted to stay at the CILA residence but his arrest 

seems to have ended that option.  He acknowledged that he had behaviors and stated that the 

CILA was attempting to address the behaviors through a behavior program that made use of 

rewards; an example of a reward was a movie.  The recipient stated that he was arrested about a 



month after hitting a peer on the bus.  He stated that no one spoke to him about admission to a 

state-operated facility but he said he would have agreed to admission if it had been offered.  He 

did voice concerns about his medications and stated that the physician would not prescribe a 

certain medication because he did not believe that the recipient could fully understand and agree 

to the long-term side effects.    The family friend stated that he has known the recipient for many 

years.   He verified that the recipient was in jail overnight and that he is providing temporary 

housing until another residence can be found.  A court date had been set. 

 

Interviews with CILA Provider Representatives 
An HRA team met with and interviewed representatives of the CILA provider where the 

recipient had resided in a 7 person CILA for approximately one year.  The provider relayed 

numerous concerns with the recipient that included, psychiatric concerns, difficulty with 

hospitalizing, and assaults to peers at both the CILA and day program sites.  Staff reported that, 

on one occasion, the recipient struck a peer leaving the peer with a swollen face and the recipient 

with a broken hand.  A long-term participant of the agency's day program left the program after 

being struck by the recipient.   

Staff reported that the recipient had been admitted as an emergency placement from the 

community but had previously been in a group home.  The recipient also had a prior arrest and 

jail stay after stealing a tire.  A PAS agent made the referral and the recipient's history was 

provided to the CILA provider.  The recipient also had a prior history of psychiatric 

hospitalizations.  His primary diagnosis is moderate cognitive impairment; a variety of 

professionals have evaluated him resulting in a range of secondary diagnoses.   

Various resources had been pursued on the recipient's behalf including the involvement of a 

behavioral analyst who provided a functional assessment and psychiatric services, some of which 

were refused by the recipient as per staff.  Hospitalization was attempted but deflected multiple 

times sometimes reportedly because of the recipient's I.Q. score.  Admission to Choate was 

reportedly attempted as well.  An SST [Support Services Team] from DHS met with the provider 

several times.  Eventually, eviction was attempted but the eviction notice was successfully 

appealed.  Alternate placements had been considered since July 2011; the recipient even visited 

other CILAs but the recipient was usually brought back early and placement elsewhere was 

never secured.  After unsuccessful attempts to secure hospitalization and the behaviors 

continued, the provider stated that it reluctantly decided to press charges over an incident that 

occurred in October in which a peer was struck.  Because police were reluctant to arrest the 

recipient, the provider submitted affidavits to the state's attorney which results in an arrest 

approximately one month after the incident.   

With regard to the recipient's behaviors, staff reported that the recipient is intelligent and fit; as a 

result, he reportedly uses these strengths to prey on and pester other service recipients.  He is 

described as needing constant staff attention and either positive or negative attention will suffice.  

The CILA provider agreed to admit him because it has a history of serving challenging 

individuals.  However, due to the extent of his repeated behaviors, his peers were threatening to 

leave.  When one-on-one staff supervision was attempted, the recipient reportedly was either 

aggressive to the staff person supervising or figured out a way to manipulate the situation.   

 



Interview with DHS Representatives 
An HRA team interviewed representatives of the DHS, including the Division Director and other 

division administrators such as the administrator for CILA licensure, the Choate director, and an 

individual who oversees the SST system. 

 

The interview began with explanations of the PAS agency's role with regard to CILA placement.  

DHS stated that standardized screening determines clinical and Medicaid eligibility.  The 

screening includes a review of a recipient's psychosocial history as well as any information 

related to mental health needs.  Trial visits are arranged before a final placement is determined.  

A PAS manual guides the screening process and the CILA agency has responsibility for 

assessing the potential placement and securing needed services.  The PAS agency would also 

determine if a placement is adequate or if additional supports would be needed; the PAS agency 

can assist with service linkage as well.  After placement, the PAS agency would make 

monitoring visits consistent with PAS Manual guidelines; weekly visits occur during the first 

month of placement and then quarterly, thereafter.  PAS agencies are monitored by the DHS.  

The DHS Bureau of Quality Management visits facilities as well and network staff serve as 

resources. 

 

DHS staff explained the role of the support services teams (SST) which is to deal with difficult 

situations involving providers that receive DHS funding.  The teams provide hands-on support 

and assistance to work with providers and clients to attempt to resolve issues that may jeopardize 

a placement.  Examples of assistance that could be provided would be the development of a 

crisis plan for a particular individual or specialized staff training.  Staff did report that there are 

not enough SSTs in the system and DHS is looking at a potential expansion of this resource.  

SST involvement is typically requested by a PAS agency.   

 

The HRA inquired about CILA contract requirements with regard to the provision of services.  

DHS administrators stated that CILA rates would include the provision of individual as well as 

group therapy, behavioral services and service plans to meet recipient needs.  CILAs receive 

three year licenses and are required to provide a variety of services, including human rights and 

behavior management committees, contingency plans and appropriate staff training.  There is no 

requirement that a CILA provider have an admission agreement with a community hospital.  

Copies of DHS Office of Inspector General reports sent to CILA licensure are part of the CILA 

licensure review process.  During a CILA survey, the DHS staff will examine a sample record 

and ask about behavioral incidents, psychotropic medications, emergency drills, and the behavior 

management committee; guardians are interviewed as well.  The CILA survey frequency is 

increased to yearly if there are compliance issues.    

 

The role of the state-operated developmental disability facility was discussed.  The DHS 

explained that the state-operated facility is to address individuals with developmental disabilities 

who have complex needs.  The state developmental center was described as a back-up clinical 

resource when there are inadequate community resources; the DHS stressed that state 

developmental centers are not mental health facilities.  The state facilities are also licensed by the 

Illinois Department of Public Health (IDPH) to provide intermediate care under Medicaid and 

the DHS has had past issues with IDPH over admitting persons with mental illness to state 

developmental centers.  The DHS stated that persons will be admitted for crises and the role of 



the state-operated facility is changing due to shifts in community care arising from consent 

decrees.  Staff stated that 11 states in the country have no state-operated facilities at all.   The 

DHS medical staff determine which state-operated facility would best meet a recipient's needs.   

 

With regard to the involvement of community police, the DHS representatives stated that police 

involvement for imminent harm is appropriate but police involvement as a program technique is 

not.  There is reportedly a provision in which police could pick up an individual in crisis and take 

the person to a state-operated facility for a 72 hour observation; however, this provision is not in 

practice.   

 

DHS representatives expressed concern about the lack of available community hospital 

psychiatric beds for persons with developmental disabilities.  There was also discussion that if a 

medication review is needed, a short community hospital stay may not provide sufficient time to 

adequately review a person's medication regimen and the impact of any medication change.   

 

With regard to the recipient in this case, the DHS indicated that in its review, the recipient was 

taken to a hospital emergency room on 07-27-11 for admission and contacts were made with 9 

different hospitals but all refused admission for various reasons.  On 07-31-11, the recipient 

returned to the hospital emergency room and admission was attempted at 17 different hospitals 

and all refused.  The DHS indicated that the recipient expressly stated that he was not willing to 

go to a state-operated facility; thus, court involvement would have been required to proceed with 

a state-operated facility admission.  DHS representatives stated that the court admission process 

would have to be initiated by either the CILA provider or the PAS agency, but not DHS.  A 

behavior analyst had been involved in the recipient treatment planning at the CILA. 

 

Review of CILA Records 
The HRA team examined multiple CILA documents related to this case, including admission 

documents, evaluations, behavioral data, progress notes, communications with DHS, etc. 

 

A summarized timeline of significant events during the recipient's stay at the CILA is 

documented below: 

 

December 2010 - The recipient moved into a group home operated by the CILA 

provider.  The CILA award letter is dated 12-14-10 for community emergency CILA 

placement with 24-hour supervision.  The award letter also stipulates provisions for 

therapy, counseling, behavior intervention, and other services and supports.  The 

recipient had a history of prior CILA placements, inpatient hospitalizations and a state-

operated placement in the past 2 years and more hospitalizations in the years prior.  

Documentation also indicated a history of suicidal and aggressive behaviors.  His 

admission diagnoses included Attention Deficit Hyperactivity Disorder, Oppositional 

Defiance Disorder, Bipolar Disorder, Mental Retardation and a history of seizures. 

 

02-11-11 - The recipient was voluntarily admitted to a hospital psychiatric unit after 

attempting to cut his wrists and after two other hospitals refused admission. 

 



04-20-11 - A mental health assessment was attempted but not completed as the recipient 

was unable to fully participate. 

 

05-09-11 - A 30-day notice of discharge was issued to the recipient by the CILA provider 

which was appealed by the recipient. 

 

06-01-11 - The recipient struck two peers. 

 

07-14-11 - An SST and state-operated facility referral was faxed between the CILA 

provider and PAS agency due to ongoing physical aggression and harassment toward 

peers.  

 

07-27-11 - The recipient attempted to cut his wrists twice and then choke himself.  He 

was taken to the hospital emergency room.  Admission to 9 different hospitals was 

attempted; all refused. A safety contract was established and the recipient returned to the 

group home. 

 

07-30-11 to 08-01-11 - The recipient threatened suicide and exhibited an increase in 

behaviors.  He was transported to the hospital emergency room; admission to 17 different 

hospitals was attempted but all refused. 

 

09-02-11 - The DHS grants the recipient his appeal of the CILA provider's discharge 

stating that "There is no evidence that [the recipient] no longer benefits from CILA 

services or that the community support team made a recommendation to terminate 

services…..There is no evidence that any additional action has been taken by [the CILA 

provider] to ameliorate [the recipient's] behaviors, revise his current behavior plan dated 

January 26, 2011 or recommend termination of services.  There has been contact by the 

[CILA provider] with [the PAS agency] or the Department of Human Services Southern 

Network Facilitator or Representative requesting assistance….there is no basis for 

discharge. [The CILA provider] must continue to provide services to [the recipient]." 

 

09-12-11 - An application for emergency state-operated placement was completed by the 

CILA provider although it is unclear what the final disposition of the application was.   

 

09-25-11 - The recipient was aggressive to peers and staff; he was taken to the hospital 

emergency room and then returned to the group home.   

 

09-26-11 - A crisis review was conducted with a therapist. 

 

10-19-11 - The recipient was aggressive to a peer on the bus.  The police intervened.  The 

recipient was taken to a hospital emergency room and later returned to the group home.   

 

11-30-11 - The recipient was arrested and jailed for the 10-19-11 incident after CILA 

staff submit affidavits.  The recipient was bailed out of jail by a family friend who 

provided temporary placement for the recipient. 

 



The HRA team examined behavioral documentation that included incident reports, behavior and 

program data sheets, treatment planning documents and progress notes.  The recipient exhibited 

the following different behaviors during his stay at the CILA home: pestering, sexually 

inappropriate behaviors, verbal aggression, aggression, self-injurious behaviors and threats.  

Pestering incidents included such things as name calling, taking items from peers, breaking a 

peer's necklace, making fun of peers, saying inaccurate things about peers, poking/elbowing 

peers, and twisting a peer's arm.  Sexually inappropriate behaviors were described as asking 

peers to look at genitals, trying to kiss staff, making statements about having sex with staff, 

trying to touch staff and dropping his pants.  Verbal aggression was defined as yelling at staff or 

peers, using racial slurs against staff and peers and using profanity toward staff and peers.  

Examples of aggressive and self-injurious acts included: striking peers, punching doors, 

punching windows, kicking cars, hitting car windows while moving, opening car door while 

moving, hitting head repeatedly against window/door, slamming hands (including one in a cast) 

on kitchen counter top; blocking facility van that was exiting the driveway and cutting self. The 

recipient was also described as voicing threats to hit peers and staff, to cut peers and self, to 

break windows and to cut off all his hair. 

 

The CILA treatment plan included a goal that the recipient would have no more than 15 

behavioral incidents in a month.  That goal was met for only 3 months of his year long stay at the 

CILA.  However, in July 2011, documentation indicated that the recipient displayed 

approximately 213 behaviors.  A behavior recording form documented potential antecedents 

which included: not getting desired attention or object; briefly unsupervised; escalation after 

corrective feedback, problems with peers and unknown antecedents.  Consequences were also 

documented on the behavior recording form; examples of consequences included lost privileges, 

calls to facility administration, a break, redirection, ignoring the behavior and calling police.  A 

problem solving sheet accompanied many but not all of the behavior recording forms; the 

problem solving sheet identified post incident behaviors, counseling and resolution.  The HRA 

noted that behavior tracking forms were not completed for all months.  The HRA also noted that 

the recipient demonstrated progress in other program goals such as medication administration, 

money management, and community integration.  Attempts were made for the recipient to see a 

psychiatrist but he sometimes refused the appointments.   

 

The HRA team examined the CILA provider's policies, procedures and other correspondence.  

The provider maintains a rights statement consistent with Mental Health Code guaranteed rights 

and includes the right to be free of abuse/neglect, contact information for the Office of Inspector 

General, a grievance process, and contact information for external advocacy resources.  Client 

orientation materials list rules for residential facilities including a statement that physical 

aggression is not allowed.  The handbook also describes treatment planning, discharge criteria 

and the availability of counseling and crisis intervention services although the type of crisis 

intervention was not clearly defined.  The handbook documents that physical holds can be used 

for emergencies.  The provider's admission criteria requires that admittees have a primary 

diagnosis of a developmental disability or a mental illness severe enough to prevent independent 

living; the admission criteria do not address any behavioral parameters.  The provider's discharge 

procedure  includes a section on "facility initiated termination" due to "repeated violations of 

rules and regulations, refusal to cooperate with rehabilitation efforts, or impairment of behavior 

which endangers self or others or the ability of staff to provide quality rehabilitative services."  



The process for pursuing facility initiated termination includes documenting incidents, behavior 

modification attempts, oral and written warnings, a written request for discharge submitted to the 

case manager, and a discharge staffing that involves appropriate staff, the client and 

parents/guardians as well as personnel from other programs.  There is no mention in the 

discharge policy or contact with the PAS agency or DHS.   

 

Finally, the HRA team examined a copy of the CILA provider's letter sent to the Office of State 

Guardian and dated 10-24-11.  The letter stated that the provider currently has a resident that was 

being discharged due to behavioral issues and an appeal was filed.  Subsequently, the individual 

assaulted a ward of the Office resulting in charges being filed by the ward but no arrest had 

occurred, to date.  Instead, the resident was taken to the hospital for crisis intervention and then 

returned home.  The letter then listed the various entities that had been contacted regarding the 

situation.  The letter concluded by stating that "We continue to work with all entities involved to 

help access the appropriate services for this individual, however we are met with continuing 

challenges.  At this time, the police department does not feel they have enough reason to arrest 

the individual for the assault that occurred, DHS continues to inform us we cannot discharge him 

from services, and SST does not offer any solutions or help with an admission to alternate 

locations."   

 

Review of Police Records 
Using a Freedom of Information Act request, the HRA team reviewed 4 police records related to 

behavioral incidents involving the recipient in this case.  On 06-07-11, the CILA provider 

contacted the police reporting problems with a resident at around 6 p.m.; the police talked with 

the individual and staff and "peace [was] restored."  On 07-27-11 at around 5:30 p.m., the police 

were contacted to provide assistance with transporting the resident to the hospital for a mental 

health evaluation.    The police were notified on 09-08-11at around 9:15 p.m. by the CILA 

provider because "A patient is being disruptive."  The police visited the home, peace was 

restored and the resident went to bed.  Finally, on 09-24-11 at around 8 p.m., police were called 

when the resident was threatening suicide and police transported the resident to the hospital.   

 

Review of PAS/ISSA Agency Records 
The HRA team began its review of PAS/ISSA records related to the individual in this case by 

examining screening forms completed prior to his admission to the CILA residence.  An Obra-1 

Initial Screen completed on 06-07-10 indicated that the recipient has a developmental disability, 

experienced seizures prior to age 22 and participated in special education services; the form also 

documented that the recipient has a mental health diagnosis, a history of psychiatric 

hospitalizations and a history of outpatient mental health services although the form does not 

allow for details concerning the full history of behaviors, hospitalizations or arrests.  The PAS 

agency completed a medication review on 09-07-10 which documented 3 different medications 

taken by the recipient for behaviors.  A 24-hour nursing care determination form, dated 09-07-

10, stated that the recipient did not need 24-hour nursing care and a guardianship screen 

completed on the same date recommended that the recipient might be in need of a guardian and 

identified a cousin as an interested party. There was limited follow-up on the guardianship 

recommendation.  A psychosocial assessment also completed by the PAS agency on 09-07-10 

stated that the recipient had lived in a 24 hour CILA but "…did not do well there…" and 

subsequently went to live with a cousin.  The assessment stated that the recipient "Has been 



admitted multiple times to psychiatric units."  The assessment lacked details about the extent of 

the recipient's behaviors or hospitalizations.  On 09-13-10, the DHS community reporting system 

documented that the recipient was approved for active treatment on 09-07-10 after a Level II 

screen and the PAS determination form stated that the individual was considered to have a 

developmental disability requiring specialized services due to limitations and need for assistance 

in daily living.  The "identification of service needs" form stated that the recipient needed 

intermittent residential services, 5 days per week of developmental training, daily skill 

development, behavioral services and psychotherapy.    A DHS award letter, dated 11-09-10, was 

issued to the recipient indicating that he had been approved for Adult home-based support 

services funding.  The home based program authorization form documented that the funding rate 

was to cover developmental training, behavior intervention, individual and group therapy, and 

individual and group counseling.  On 11-12-10, the recipient signed a release allowing the PAS 

agency to receive psychiatric reports from a hospital.  A crisis funding request was completed by 

the PAS agency on 12-07-10 which documented prior aggression and uncooperativeness at a 

CILA from 06-04-10 to 08-02-10, his moving in with his cousin on 08-02-10, an arrest for 

burglary and confinement in a jail from 09-24-10 to 10-20-10, an aggressive incident and 

psychiatric unit admission on 11-12-10 and a request for immediate funding for CILA 

placement.  An award letter, dated 12-14-10, was sent to the recipient documenting approval for 

24-hour CILA services with the more recent CILA provider.  It is unclear the extent to which the 

CILA provider received details about the recipient history of behaviors, hospitalizations, arrest or 

any documentation from the prior CILA provider.  The award letter included a rate determination 

sheet and documented that the funding received by the CILA provider was to include consultant 

services, behavioral intervention, individual/group therapy and individual/group counseling.  A 

redetermination of Medicaid waiver eligibility was completed in January 2012 and documented 

the recipient's continued eligibility for a Medicaid Waiver, his continued need for active 

treatment and his continued need for a 24-hour supervised residential services that will provide 

assistance with daily living as well as behavioral management.  A crisis funding request dated 

03-12-12 documented that the recipient was receiving SST services, that the recipient was issued 

a notice of discharge from the CILA provider, and that the recipient had been arrested for a 

battery charge on 11-30-11.  The form stated that the recipient had been bonded out of jail and 

was temporarily staying with a friend until an alternative provider was found.  An alternate 

proposed CILA provider was identified.   

 

Correspondence related to the service recipient and sent to or by the PAS/ISSA agency was 

reviewed.  The correspondence provides additional information on the recipient's history.  The 

CILA provider sent a 30-day notice of discharge to the PAS agency on 05-31-11 and the 

recipient signed an appeal notice on the same day.  On 07-12-11, the PAS agency sent record 

information to the DHS; a cover letter described the recipient's history with PAS which began on 

03-09-09 in preparation for his 18
th

 birthday later that year; however, a family member withdrew 

from the PAS process on 07-17-09 but then requested placement assistance on 10-09-09.  

According to the letter the recipient was placed in a CILA on 03-16-10, had aggressive incidents 

and was moved to a different home within the same CILA agency but was then discharged on 

08-03-10 when the recipient became "very aggressive and threatening" and the police were 

called.  The recipient went to live with an aunt, then a cousin and then his mother.  He was 

arrested for theft on 09-24-10 and was jailed.  The letter further stated that he went to live with 

his cousin after his court date but then threatened violence against the family which resulted in a 



hospital admission after which he went to live with a family friend.  He was then admitted to a 

psychiatric hospital on 12-13-10 and was discharged to the more recent CILA provider on 12-21-

10.  The letter to DHS also summarized the recipient's history with the more recent CILA 

provider which included psychiatric unit admission on 02-14-11 for suicide threats, and incidents 

of striking peers on 02-24-11, 05-04-11 and 05-26-11 which resulted in the discharge notice and 

appeal.  A 08-22-11 letter from the CILA provider to the PAS/ISSA agency documented the 

recipient's continued aggressive and threatening behaviors, overcrowding of psychiatric units and 

system limitations; the letter further documented more recent incidents of self harm on 07-27-11 

and 07-31-11, a refusal to see a psychiatrist on 07-28-11, and an assault to a staff person on 08-

15-11.  The CILA provider letter also documented the repeated attempts and refusals of 

community hospitalizations.  A copy of DHS' response to the recipient's appeal was reviewed; 

the letter to the recipient was similar to the letter sent to the provider and indicated that he had 

won his appeal.  The DHS appeal response letter to the recipient was dated 09-02-11. An award 

letter dated 10-26-11 indicated that the CILA provider received additional funding to provide the 

recipient with temporary intensive staff supports both at the group home and at the day training 

program.  The HRA reviewed 5 letters to various CILA service providers, all dated 01-05-12,  

regarding the recipient's need for placement; the letters indicated that the recipient has behavioral 

challenges and the involvement of the SST.  A March 14, 2012 DHS letter indicated that a new 

CILA provider had agreed to the placement.   

 

The HRA team reviewed PAS/ISSA site visit documentation involving the recipient just after his 

placement.  A note dated 01-05-11 indicated a successful week.    A note dated 01-12-11 

indicated that the recipient had been having nightmares each night and he had a fight with a peer 

at day programming earlier in the week.   

 

Additional "service documentation" was reviewed.  The following comments were noted by the 

HRA in the documentation: 

01-14-11 - The recipient's group home placement within the CILA provider agency was 

reviewed and considered.  A noted also stated that the recipient had not been restrained at 

the day program as he had claimed. 

 

01-19-11 - During a visit with the psychiatrist, the psychiatric indicated that the recipient 

may have been overmedicated and the ISSA agency representative indicated agreement.   

 

02-14-11 - The recipient was in a psychiatric unit due to a suicide threat made at work. 

 

02-24-11 - The recipient struck a peer earlier in the week.  

 

06-10-11 - Concern was voiced to ISSA agency that the recipient is not a good match for 

the provider, that he pestered peers and he voiced dissatisfaction with the CILA after 

which the PAS agency began sending out packets and talking with other CILA providers 

for placement.   

 

07-27-11 - The recipient's threats toward self and others is noted along with the facility's 

inability to find psychiatric hospitalizations and a request for SST services.  An SST 

meeting was scheduled for 08-03-11.   



 

08-03-11 - SST meeting location changed and ISSA not notified of the change; however, 

the PAS agency indicated that alternate placement was being sought and the PAS agent 

supported short-term hospitalizations.   

 

08-24-11 - The ISSA agency recommended hospital psychiatric admission noting that the 

recipient has been taken to the hospital with suicidal behaviors but was usually sent back 

to the CILA home due to unavailable beds or unwillingness to admit him. 

 

09-12-11 - The ISSA agency documented lack of communication with SST and then 

notification that there had been a staff change within the SST. 

 

09-14-11 - The ISSA agency representative participated in a conference call in which it 

was discussed that the next time the recipient visits the emergency room for behaviors 

that additional behavioral documentation be sent with him to help facilitate a possible 

hospitalization. 

 

09-27-11 - The ISSA agent observed the recipient teasing staff and peers. 

 

09-29-11 - The ISSA agent was notified of the recipient's suicide threats over the 

weekend.  The SST set up a meeting but failed to notify the PAS agent in a timely 

manner for participation.  Follow-up contact was made regarding the meeting results 

which included a recommendation that behavioral documentation be culminated.   

 

10-04-11 - The ISSA agency attempted to discuss placement with another provider but 

the provider refused. 

 

10-12-11 - The ISSA agent attended an SST meeting. 

 

10-20-11 - The ISSA agent attended an SST meeting.  

 

11-08-11 - The ISSA agent attended an SST meeting. 

 

11-29-11 - The ISSA agent attended an SST meeting. 

 

11-30-11 - The ISSA agency was notified of the recipient's arrest and then called the 

family friend who bailed the recipient out of jail.  The agency then sent packets out to 

various providers.   

 

In January and February 2012, the ISSA agency documented follow-up contacts with 

various CILA providers until a provider was identified for the recipient's placement.  

Besides the notes listed above, additional notes documented numerous routine visits and 

contacts with the recipient and those involved with his treatment.   

 

Quarterly visiting notes with the recipient were also reviewed.  In a visit with the recipient dated 

05-31-11, the ISSA agent noted that the recipient had struck a peer, that he had been given a 30 



day notice of discharge, that the recipient had a broken finger from the incident, that a new 

psychiatrist had made some medication changes,, that he has a behavior plan and that he initially 

refused to appeal as he was "ready to move."  Plans were discussed with the recipient to seek 

alternate placement.  In a 07-13-11 visitation note, the ISSA agent documented that the recipient 

indicated that he did not want to move but would consider other CILA options.  Visitation 

documentation from 10-12-11, stated that the recipient's behaviors continued and the ISSA 

agent's difficulty in finding a CILA match for the recipient.  SST involvement was documented 

along with the CILA provider's recent application for additional funding/supports.  The 10-12-11 

visit notes stated that the recipient's "…team feels that he may benefit from a stay at a psychiatric 

facility; however, attempts to have him admitted have been unsuccessful.  This ISSA is seeking 

alternative residential placement at the request of the agency, and within [the recipient's] 

discretion.  So far, no agency has been interested, due to [the recipient's] current behavioral 

issues."  And, a note from a visit on 01-24-11 documented the recipient's stay with a family 

friend after being evicted from his CILA in spite of the recipient winning a placement appeal but 

subsequent to an arrest.  The recipient and family friend voiced dissatisfaction with the CILA 

provider and the recipient being treated unfairly over behavioral incidents that he reported were 

due to provocation.  The recipient continued to receive psychiatric care, SST involvement and 

had trial visits with a new CILA provider.   

 

The PAS agency provided copies of recipient evaluations.  An evaluation completed 11-10-09 by 

a clinical psychologist diagnosed his history of aggressive behaviors and state-operated mental 

health placements. Examples of behaviors exhibited included slapping others, tearing up 

property, pestering peers, touching others and being non-compliant.  A Wechsler Adult 

Intelligence Scale was administered and documented the recipient's challenges with regard to his 

ability to reason and sustain attention.  Multiple recommendations were made, including the 

following: participate in activities that foster interaction with others; divide tasks into smaller 

units; allow for stretch breaks; provide frequent feedback; channel energy into acceptable 

activities; teach problem-solving approaches to behavioral situation using concrete examples; 

provide for medication combined with counseling/behavioral interventions;  learn to anticipate 

and avoid negative situations; develop positive ways to deal with stress; clearly define and 

consistently apply behavior expectations/limitations; and, use of positive reinforcement. 

 

A psychiatry review was conducted on 10-23-11 which recommended an updated neurological 

evaluation due to a past history of seizures, lab reviews due to medication impact on liver 

damage; a possible medication change; an assessment of decisional capacity for potential 

guardianship and the use of rewards in behavioral management.  Follow-up with the same 

psychiatrist was done 11-18-11 which documented that the recipient's behaviors and symptoms 

were consistent with an ADHD diagnosis and Conduct and Oppositional Defiant disorders.    The 

review stated that the recipient refused formal cognitive testing but functions well with some 

cognitive limitations.  Also, the review stated that "…his antisocial behaviors are more a result of 

the combination of ADHD, Conduct Disorder and Oppositional Defiant Disorder rather than 

mental retardation.  He engages in most of these activities because he is bored, wants things, and 

enjoys doing it, rather than impulsively or out of frustration because of limited cognitive 

abilities." 

 



Notes from an SST meeting dated 09-29-11 documented that a referral regarding the recipient 

was made on 07-18-11.  The meeting notes included discussion of inappropriate sexual behavior, 

psychiatric visits, labs, the inclusion of records on next visits, the possible need to revise a 

behavior program to include rewards and CILA provider indication that they have met all criteria 

listed for the appeal denial.  A medication change was noted as well as a referral to the 

psychiatrist.   

 

Finally, the HRA examined release forms for referrals to numerous CILA providers on 05-31-11 

and on 12-20-11. 

 

Review of DHS Records 
The HRA team examined records provided by the Illinois Department of Human Services.   

 

The HRA reviewed a memorandum dated 03-16-09 from the former Director of the Division of 

Developmental Disabilities on the topic of After Hours SODC (state-operated developmental 

center) Admission Protocol. The memorandum is directed to service providers and PAS agencies 

and provides guidance for state-operated admission after all other options have been exhausted; 

other options are specifically identified as the involvement of the Clinical and Administrative 

Review Team (CART), technical assistance from the DHS and other alternatives, including 

respite, emergency room assistance, hospitalization and alternative living arrangements.  When 

all options fail, the PAS/ISSA agency director is to contact a DHS representative to request state-

operated admission resulting in a notification to the appropriate state-operated facility.  Within 

14 days of the state-operated admission, the PAS agency is to describe the reasoning for the 

emergency admission and participate in discharge planning which is also to occur within 14 

days.  All emergency admissions are to be reviewed at the next Crisis Assessment Review Team 

(CART) meeting.  The CART is a regionally based team of individuals involved in disability 

service provision who review behavioral needs and make recommendations. 

 

The HRA team examined the CILA provider's compliance reviews completed by the DHS 

Bureau of Accreditation, Licensure and Certification and dating back 3 years.  In a review 

completed on May 1, 2009, the CILA was 86% compliant with deficits noted in the areas of  

community support teams, communication screens, annual functional reassessments, timeliness 

of a treatment plan, service plan reviews, medication self-administration assessments, 

inspections related to private landlord arrangements, and CPR/first aid training for one staff 

person.  A focus review was conducted on April 7, 2010 indicating continued issues with the 

community support team representation and inspections of private landlord situations.  A review 

completed 07-08-11 found the facility to have a compliance rate of 92% with deficits noted in 

the areas of functional assessments, measureable objectives, timely service plans, service plan 

reviews, assessments related to resident supervision needs, assessments related to medication 

self-administration and physician reviews of medications every six months and every 3 months 

for psychotropic medications.  The review process appeared to focus specifically on CILA 

regulations although the DHS administration indicated that OIG reports and various interviews 

were conducted as well.   

 

The HRA team examined documents related to the work of the DHS Bureau of Quality 

Management.  The Bureau conducts quality reviews using specific protocols and tools, many of 



which focus on performance measures specific to Medicaid waivers, training issues and provider 

contracts.  The Bureau's reviews are conducted in response to federal requirements to provide 

evidence of reviews as well as on quality indicators identified through a national project.  A 

random sample of waiver participants are reviewed with each review including a visit with the 

participant and visits to each of the programs in which the participant is enrolled.  If the 

participant is involved in certain types of residential programs, a medication administrative 

review occurs as well.  Annual reviews of each PAS/ISSA are also conducted.  Corrective action 

plans are submitted for deficiencies found by the Bureau.  The Bureau conducted a review of the 

CILA provider in 2011 that did not include the recipient in this case.  The PAS/ISSA was 

reviewed in both 2011 and 2012.  The Bureau's review of the CILA provider in April 2011 

indicated an 86% compliance rate with deficiencies noted in Office of Inspector General (OIG) 

staff training, OIG information to residents/guardians, Department of Children and Family 

Services state central registry checks of newly employed staff, human rights committee issues 

and treatment plan approvals by the participant, guardian and PAS/ISSA agency.  Some 

deficiencies were also noted in medication documentation.  The provider submitted a plan of 

correction for all deficits.  With regard to the PAS agency/case coordination unit, the 2011 

Bureau review indicated an 84% compliance rate with deficits noted in the areas of missing staff 

background checks, proof of the required number of staff training hours, prioritization reviews 

not being done face-to-face, missing medical histories and lack of proof of treatment plan 

approvals.  A correction action plan addressed all deficits.  The Bureau's ISSA 2012 review 

indicated a 92% compliance rate with deficits in the documentation of training hours and 

treatment meeting participation, medical histories for 2 individuals, lack of face to face meetings 

for prioritization updates and some missing quarterly visits; a corrective action plan was 

submitted.  The PAS/ISSA review process addresses the pre-screenings, visits, staff training, 

state-operated facility transition training, staff understanding of behavioral/rights issues, the 

completion of certain forms and a conflict resolution process; and, the checks of service 

recipients include a review of treatment plans, mental health issues and behavioral needs only 

with regard to clients who receive services as a Bogard client.  There is nothing within the 

Bureau's review of the PAS/ISSA that would necessarily trigger a review of a client with 

significant, repeated behavioral needs unless the individual receives Bogard services.  The CILA 

review process includes provisions for checking restraint use, human rights committee reviews, 

rights restrictions, treatment plans, risk assessments, policies, training and background checks 

but the review is sample driven and there is no indication that the record of a challenging service 

recipient would necessarily be selected for review.   

 

SST documents were also examined by the HRA team.  According to a fact sheet, an SST: 

 

"…will provide an interdisciplinary technical assistance training response to persons with 

a developmental disability in a medical or behavioral situation that challenges their 

ability to live and thrive in the community.   The SSTs will observe, assess, evaluate, 

consult with family members and providers working to support the person and provide 

training as necessary….The SSTs are not a substitute for emergency medical and 

psychiatric services and hospitalization….The SSTs will serve all persons with a 

developmental disability living in a community setting experiencing challenges with an 

urgent, chronic or cyclical medical or behavioral concern that has not been responsive to 

interventions….SSTs in concert with the DDD and PAS/ISC processes will be able to 



access support staff add-ons.  A short term stabilization process will also be developed 

and implemented with a few State-Operated Developmental Centers….Referrals will be 

made by the DDD Network staff during business hours."   

In some areas of the state, private contractors provide the SST service, including in the region 

covered in this case.  SST notes indicated that the SST referral was made on 07-18-11, SST 

representatives met with the client and CILA provider on 07-20-12 and conducted an observation 

of the client on the bus and at his residence.  Follow-up SST contact was made with the client 

and agency staff on 08-01-11 after a suicide threat.  One SST note in August 2011, indicated that 

state-op placement would be pursued by the agency without the recipient's consent as it was 

thought the recipient would not agree to state-operated facility admission.  Various meetings and 

conference calls were held in August, September and October with discussions regarding a crisis 

plan, behavioral data, guardianship, IQ testing, behavioral programming, and  a referral to a 

psychiatrist; there was no further mention of state-operated placement although the lack of 

community hospital options was mentioned.  Contacts with PAS/ISSA continued through 

November.  On 11-18-12 the SST nursing and a consulting psychiatrist met with the recipient 

and residential staff for a screen and the psychiatrist's recommendations were presented to his 

treatment team after which the recipient was arrested and taken to jail for an incident that 

occurred in October.  The SST offered services to the family friend who bailed the recipient out 

of jail but they were refused.  The SST maintained contact with the PAS/ISSA agency regarding 

placement options and for follow-up.  The SST offered the following formal recommendations: 

the use of the recipient's personal preference in daily routine as much as possible; ignore 

behaviors as a behavioral approach; behavioral specialist continued involvement in monitoring a 

behavior plan, consider all suicide threats and attempts as serious; develop a preference 

assessment for reinforcers; ensure staff have current training on non-violent physical crisis 

intervention; use a positive incentive program allowing the recipient to earn things; use 

replacement behavior as a teaching tool; maintain ongoing psychiatric monitoring and 

evaluation.  There was no evidence that the recipient was the subject of a CART meeting. 

 

The HRA also examined the fiscal year 2012 contracts between DHS and the CILA provider. 

With regard to related issues in this case, both contracts certify that the provider is in compliance 

with the Abuse of Adults with Disabilities Intervention Act.  Both indicate that the DHS will 

monitor the provider's compliance with the contact.  There is also reference to performance 

measures which specifically refer to the units of service provided to each CILA participant.     

 

Finally, the HRA examined the DHS application for admission to a state-operated facility.  The 

application form identifies the person completing the application, the type of admission (e.g. 

emergency, diagnostic, temporary and administrative), DHS network staff, the PAS agency, 

designated individuals to receive rights information, diagnoses, behaviors, criteria for a return to 

the community, guardianship information, information regarding the provision of DHS technical 

assistance, medical information, placement history, results of CART review, and a listing of 

legal rights, including the right to object to the admission which may result in a court hearing.  

The form states that "The court must disapprove the individual's admission if: (1) The individual 

does not have a developmental disabilities; (2) The individual does not need the SODC's 

services; or (3) A less restrictive location is appropriate for the individual."   

 

DHS Developmental Disabilities Program Manual Review 



The HRA team reviewed various policies related to the complaints in this case.  The DHS 

Developmental Disabilities Program Manual is described as follows: 

 …a guide to information about Illinois' developmental disabilities service system. In 

addition, this document provides supplementary contractual requirements for disability 

service providers under contract with DHS. 

The Division of Developmental Disabilities (Division) has oversight for the Illinois 

system of programs and services specifically designed for individuals with developmental 

disabilities….The Division also manages the operations of residential services to 

individuals with developmental disabilities who reside in state-operated developmental 

centers (SODC's). These developmental centers generally provide residential services to 

persons with developmental disabilities who have a higher level of need, or to individuals 

in crisis. 

The manual defines the various services of the PAS and Individual Service Support and 

Advocacy Programs (ISSA).  The PAS agency is to conduct assessments, determine service 

eligibility, handle service linkage and provide monitoring for 4 weeks following the initiation of 

services.  The ISSAs "…provide collaborative assistance…to enhance service delivery and 

effectiveness of service provision" through quarterly visits to recipients, participation in 

treatment planning, conflict resolution, referrals for DHS technical assistance for concerns, and 

review and verify staff add-on requests.   

The DHS manual describes state-operated facilities as follows:   

State Operated Developmental Centers (SODCs) are specialized Intermediate Care 

Facilities/Developmental Disabilities (ICF/DDs) for persons with developmental 

disabilities who are unable to be served in a community setting due to intense behavioral 

and/or medical difficulties. Admission to one of the eight SODCs occurs only after a 

careful screening by the Pre-Admission Screening (PAS) agency and review by a team 

that includes the individual, guardian, family, current and prospective service providers, 

network staff from the Division and representatives from the SODC. Intensive services 

will be provided to the individual with the goal of restoring a community living situation 

for the person as quickly as possible. Essential to successful habilitation in an SODC is 

the participation in transitional services by the appropriate PAS agency and community 

service providers. 

Eligibility Requirements: Must have a developmental disability and require intensive 

supports/supervision not available in a community setting. Persons must be screened by a 

PAS agency, receive technical assistance through the DD Network Clinical and 

Administrative Review Team (CART), and be approved for admission by an SODC 

representative. 

Priority or Target Population: Individuals with developmental disabilities who are 

unable to have needs met in the community. 

A CILA is described as: 

A flexible living arrangement for adults with a developmental disability that focuses on 

the service needs of the individual in his or her home or a community setting where eight 

or fewer individuals live together under the supervision of a licensed agency. CILA 

services are provided in compliance with 59 Ill. Adm. Code 115 (Standards and 



Licensure Requirements for Community-Integrated Living Arrangements). The 

Department continues to support programs 61D and 65H although these programs are not 

being expanded and vacancies are not being filled. Program 60D is being expanded as 

appropriations permit. 

Eligibility Requirements: Individuals served in this program must be determined to 

have a developmental disability. Must not be a danger to self or others, as defined in the 

Procedures Manual for Developmental Disabilities Pre-Admission Screening Agencies. 

Individuals must be screened for eligibility and offered an informed choice by a DHS-

designated Pre-Admission (PAS) agency prior to receiving services. 

If receiving services through another Medicaid waiver, the individual must choose to 

receive services through the adult DD Medicaid waiver and can not be enrolled in any 

other Medicaid waiver including Department of Rehabilitation Services, Department of 

Aging, or the Department of Healthcare and Family Services (DHFS) Division of 

Specialized Services for Children Medically-Fragile Technology-Dependent Waiver. 

The manual further identifies the following responsibilities of DHS: 

Division Network staff shall act as the liaison between the contracting parties.  

DD staff shall assist in the monitoring, evaluating, or auditing of provider services.  

The Division shall provide on-going monitoring of provider services and funding.  

The Division shall inform provider agencies of any new DHS (or Division) policies, 

procedures and guidelines.  

The Division shall develop and facilitate the dissemination of new Division policies, 

procedures, and guidelines.  

The Division will develop and provide training opportunities as it deems necessary.  

The DHS support services section of the manual simple states that "Providers may request 

technical assistance by contacting the Division Network Facilitator for their area." 

 

DHS Policy Manual for PAS 
The DHS PAS policy manual provides PAS agencies with guidelines for intake, assessment and 

eligibility determinations.  Section 200.50 identify required assessments and timelines in which 

the assessments are still applicable.  The required assessments include the following: the 

Inventory for Client and Agency Planning (ICAP), a psychological evaluation, a medical history, 

and a physical examination.  Other assessments can be completed if needed as determined by the 

PAS agency, such assessments include communication, audiological, physical therapy, 

occupational therapy, behavior therapy, psychiatric and psychosocial assessments.  Assessment 

information is then used by the PAS agency to determine the need for 24 hour nursing care and 

active treatment; the determinations are documented on prescribed forms.  The determination of 

a disability would include a cognitive impairment manifested before the age of 18 resulting in an 

IQ of 70 or below or a related condition that occurred before the age of 22 that resulting in 

limitations in various life activities.   Active treatment is defined as "a continuous program for 

each individual, which includes aggressive, consistent implementation of a program for 

specialized and generic training, treatment, health services and related services that are directed 

toward: 1.  The acquisition of behaviors necessary for the individual to function with as much 



self-determination and independence as possible. 2.  The prevention or declaration of regression 

or loss of current optimal functional status."  Factors to consider with regard to the need for 

active treatment include the ability to handle daily activities without supervision, the individual's 

vulnerability and coping skills, the individual's ability to conduct self appropriately away from 

supervision, and the ability to respond appropriately to emergencies.  Subsequent to the 

eligibility and active treatment determinations, another prescribed form documents a recipient's 

service needs; examples of service needs might be day program options, therapy, respite and 

home modifications.    

 

 

MANDATES 

 

The Mental Health and Developmental Disabilities Code (405 ILCS 5/2-102) guarantees that for  

recipients of mental health and developmental disabilities services "…services shall be provided 

with adequate and humane care and services in the least restrictive environment, pursuant to an 

individual services plan. The Plan shall be formulated and periodically reviewed with the 

participation of the recipient to the extent feasible and the recipient's guardian, the recipient's 

substitute decision maker, if any, or any other individual designated in writing by the recipient. 

The facility shall advise the recipient of his or her right to designate a family member or other 

individual to participate in the formulation and review of the treatment plan. In determining 

whether care and services are being provided in the least restrictive environment, the facility 

shall consider the views of the recipient, if any, concerning the treatment being provided. The 

recipient's preferences regarding emergency interventions under subsection (d) of Section 2-200 

shall be noted in the recipient's treatment plan." 

 

The Code states that persons with intellectual disabilities are not to reside in state-operated 

mental health facilities unless the individual is determined to be a person with mental illness and 

the facility director indicates that appropriate treatment can be provided (405 ILCS 5/4-201). 

 

According to the Code, there are three primary means for persons with cognitive impairments to 

gain access to state-operated developmental disabilities facilities:  Administrative and Temporary 

Admissions, Emergency Admissions, and Judicial Admissions. 
 

An Administrative/Temporary admission requires a diagnostic evaluation to determine 

appropriateness for admission  (405 ILCS 5/4-200). Evaluation results are culminated into a 

report along with a recommendation for the least restrictive and appropriate living arrangements 

(405 ILCS 5/4-301).  The Code states that administrative admission can occur as follows: 

A person with a developmental disability may be administratively admitted to a facility 

upon application if the facility director of the facility determines that he is suitable for 

admission. A person 18 years of age or older, if he has the capacity, or his guardian, if he 

is authorized by the guardianship order of the Circuit Court, may execute an application 

for administrative admission. Application may be executed for a person under 18 years of 

age by his parent, guardian, or person in loco parentis….(405 ILCS 5/4-302) 

A person may be admitted pursuant to the recommendation of the diagnostic report. At 

the time of admission, a clear written statement and oral explanation of the procedures for 

discharge, transfer and objection to admission shall be given to the person if he is 12 



years of age or older and to the person who executed the application. Within 3 days of the 

admission, notice of the admission and an explanation of the objection procedure shall be 

sent or given to the persons specified in Section 4-206. (405 ILCS 5/4-304) 

 

Interested parties or the service recipient can object to an administrative or temporary admission 

by submitting a written objection to the facility director (405 ILCS 5/ 4-305). The recipient can 

then be discharged within 5 days, withdraw the objection, or the facility can file a petition and 

certificate for court review of the admission (405 ILCS 5/4-306) 

 

This section of the Mental Health Code also allows for the following: 

(a) A person with a developmental disability may be temporarily admitted to a facility for 

respite care intended for the benefit of the parent or guardian, or in the event of a crisis, 

care where immediate temporary residential services are necessary, upon application by a 

person empowered to make application for administrative admission, if the facility 

director determines that the individual is suitable for temporary admission. The 

application shall describe the person's developmental disability and shall conform with 

the provisions of paragraph (a) of Section 4-301. 

(b) A temporary admission may continue for not more than 30 days. A client admitted on 

a temporary basis shall be provided with such services as are determined by mutual 

agreement between the facility director, the client, and the person executing the 

application. 

(c) Upon temporary admission, a clear written statement and oral explanation of the 

objection procedure shall be given to the client if he is 12 years of age or older. Within 3 

days of a temporary admission, notice of the admission and an explanation of the 

objection procedure shall be sent to the persons specified in Section 4-206. An objection 

to temporary admission may be made and heard in the same manner as an objection to 

administrative admission. (405 ILCS 5/4-311) 

Further Code provisions for administrative or temporary admission allow for the person who 

executed the application to receive a notice about their right to request a review hearing of 

admission denial.  The request must be made within 14 days of the denial. (405 ILCS 5/4-312) 

Pursuant to the Mental Health Code, Emergency Admission represent another form of entry into 

a state-operated facility as follows:   

(a) A person 18 years of age or older may be admitted on an emergency basis to a facility 

under this Article if the facility director of the facility determines: (1) that he is 

intellectually disabled; (2) that he is reasonably expected to inflict serious physical 

harm upon himself or another in the near future; and (3) that immediate admission is 

necessary to prevent such harm. (405 ILCS 5/4-400) 

The Code's process for an emergency admission begins with a petition as outlined below: 

A petition for emergency admission may be submitted to the facility director of a facility 

by any interested person 18 years of age or older. The petition shall include a detailed 

statement of the basis for the assertion that the respondent meets the criteria of Section 4-

400 including a description of any act or significant threat supporting the assertion; the 

name and address of the spouse, parent, guardian, and close relative or, if none, any 



known friend of the respondent; a statement of the petitioner's relationship to the 

respondent and interest in the matter; the name, address and phone number of any witness 

by which the facts asserted may be proved. The petition may be prepared by the facility 

director of a facility. (405 ILCS 5/4-401) 

 

According to the emergency admission process, an examination and certificate are to follow the 

petition:  

(a) No person may be detained at a facility for more than 24 hours pending admission 

under this Article unless within that time a clinical psychologist, clinical social worker, or 

physician examines the respondent and certifies that he meets the standard for emergency 

admission. 

(b) The certificate shall contain the examiner's observations, other factual information 

relied upon, and a statement as to whether the respondent was advised of his rights under 

Section 4-503. If no certificate is executed, the respondent shall be released immediately. 

(405 ILCS 5/4-402). 

A peace officer can take an individual into custody upon receiving a petition and certificate and 

transport the individual to a developmental disabilities facility as per Section 4-403.  A peace 

officer can also take a person into custody and transport the person to a facility if, due to the 

officer's direct observation, the person meets criteria for emergency admission and then 

completes the petition. (405 ILCS 5/4-404)  The court can order temporary detention and an 

evaluation of the person based on the observation of the peace officer and order the peace officer 

to take the person to a facility.  An evaluation, petition and certificate must be completed within 

24 hours of the person being detained or the person is released (405 ILCS 5/4-405).  The 

admitting facility is to file with the court copies of the petition, certificate, proof of service and a 

rights explanation within 24 hours and an evaluation report is to be filed with the court within 7 

days of admission after which a hearing is set to decide if the individual meets the criteria for 

judicial admission (405 ILCS 5/4-407). 

 

Judicial Admission represents another means for admitting an individual with cognitive 

impairments as per the Mental Health Code: 

A person 18 years of age or older may be admitted to a facility upon court order under 

this Article if the court determines: (1) that he is intellectually disabled; and (2) that he is 

reasonably expected to inflict serious physical harm upon himself or another in the near 

future. (405 ILCS 5/4-500) 

 

The judicial admission begins with a petition which can be filed by anyone age 18 or older which 

may be accompanied by a certificate who examined the individual no more than 72 hours prior to 

the filing of the petition; the certificate must indicate that the clinical psychologist, clinical social 

worker or physician determines that the individual meets the standard for judicial admission (405 

ILCS 5/4-501)  If a certificate is not filed with the petition and there is a valid reason for it not 

being attached, the court may order an examination.  If an examination results in a certificate, the 

certificate will be filed with the court. If the petition and certificate are in order, the court can 

then order a diagnostic evaluation; the diagnostic evaluation is then filed with the court after 

which a hearing is set within five days (405 ILCS 5/4-502, 405).  



 

The HRA examined the Developmental Disability and Mental Disability Services Act (405 ILCS 

80/4-1) which provides for screening, assessment and support services as follows: 

The Department of Human Services may provide access to home-based and community-

based services for mentally disabled children and adults through the designation of local 

screening and assessment units and community support teams. The screening and 

assessment units shall provide comprehensive assessment; develop individual service 

plans; link the persons with mental disabilities and their families to community providers 

for implementation of the plan; and monitor the plan's implementation for the time 

necessary to insure that the plan is appropriate and acceptable to the persons with mental 

disabilities and their families. The Department also will make available community 

support services in each local geographic area for persons with severe mental disabilities. 

Community support teams will provide case management, ongoing guidance and 

assistance for mentally disabled persons; will offer skills training, crisis/behavioral 

intervention, client/family support and access to medication management; and provide 

individual client assistance to access housing, financial benefits, and employment-related 

services. 

 

Under the Developmental Disability and Mental Health Safety Act (Aka Brian's Law) which 

became effective January 1, 2011, the DHS is to make assurances regarding rights information: 

Department of Human Services shall ensure that individuals with disabilities and their 

guardians and families receive sufficient information regarding their rights, including the 

right to be safe, the right to be free from abuse and neglect, the right to receive quality 

services, and the right to an adequate discharge plan and timely transition to the least 

restrictive setting to meet their individual needs and desires. The Department shall 

provide this information, which shall be developed in collaboration with the agency 

designated by the Governor pursuant to the Protection and Advocacy for 

Developmentally Disabled Persons Act, in order to allow individuals with disabilities and 

their guardians and families to make informed decisions regarding the provision of 

services that can meet the individual's needs and desires. The Department shall provide 

this information to all facilities and community agencies to be made available upon 

admission and at least annually thereafter for as long as the individual remains in the 

facility. (405 ILCS 82/40) 

 

Regulations that govern CILAs provide direction on how such facilities are to operate.  The 

CILA's purpose is "… to promote optimal independence in daily living and economic self-

sufficiency of individuals with a mental disability. [59 Ill. Admin. Code 115.100]"  CILAs are to 

provide an "array of services" to meet individual needs.  If a service recipient's needs increase 

then the CILA provider "… will make a reasonable effort to modify the service array rather than 

requiring the individual to move to a different setting. The services must continue to be able to 

be provided within the scope and resources of the CILA program. The individual may remain in 

his or her own home. Once accepted for service by an agency, termination of services may only 

occur by voluntary withdrawal of the individual or resulting from the recommendation of the 

interdisciplinary process and based on the criteria contained in Section 115.215…. Licensed 

CILA agencies technically agree to a no-decline option; however, the agency may decline 

services to an individual because it does not have the capacity to accommodate the particular 



type or level of disability (e.g., an agency that serves only individuals with autism) and cannot, 

after documented efforts, locate a service provider which has the capacity to accommodate the 

particular type or level of disability…. CILAs shall be designed to promote optimal 

independence in daily living, economic self-sufficiency and integration into the community 

through the interdisciplinary process. [59 Ill. Admin Code 115.200]" 

 

CILA providers can only terminate services for the following reasons as per Section 115.215: 

1) The medical needs of the individual cannot be met by the CILA program; or  

2) The behavior of an individual places the individual or others in serious danger; or  

3) The individual is to be transferred to a program offered by another agency and the 

transfer has been agreed upon by the individual, the individual's guardian, the transferring 

agency and the receiving agency; or  

4) The individual no longer benefits from CILA services.  

5) Termination of services shall occur only if the termination recommendation has been 

approved by the Department. For individuals enrolled in the Department's Medicaid DD 

Waiver, termination of services is subject to review according to 59 Ill. Adm. Code 120.  

 

CILA services are provided through a community support team which includes the recipient, 

guardian and service providers involved in the recipient's care (59 Ill. Admin Code 115.220).  

The community support team is also responsible for developing, implementing and revising a 

treatment plan for each recipient using an interdisciplinary process and assisting the individual in 

obtaining needed services, including mental health services (59 Ill. Admin. Code 115.230). 

 

CILA regulations mandate that certain administrative requirements be met including, behavior 

and rights review committees, abuse/neglect reporting protocol, an admission policy, cooperation 

with monitoring bodies, staff training, access to physician services, and a quality assurance 

program.  There is nothing in CILA regulations that specifically requirement an agreement with 

a hospital for medical or mental health services.  (59 Ill. Admin. Code 115.320) 

 

 

CONCLUSIONS 

 

The complaint states that an individual residing at a Community Integrated Living Arrangement 

(CILA) had behavioral health needs that were jeopardizing his CILA placement and impacting 

the safety of other CILA recipients but he was unable to access more intensive services available 

through admission to a state-operated facility or a community hospital.  Choate Developmental 

Center is the state-operated facility located closest to the CILA. 

 

Evidence reviewed by the HRA in this case indicated that a recipient was admitted to a CILA 

from a psychiatric hospital.  He had a history of behaviors and past hospitalizations but it is 

unclear the extent to which the CILA provider was aware of the history and there was no 

identified plan should the recipient have a crisis other than the behavioral plan developed by the 

provider.  The record also indicated that the CILA provider engaged in various activities to 

attempt to address the recipient's needs, including behavioral programs, consultations, the 

involvement of the PAS/ISSA agency, and hospitalization.  After CILA termination was denied, 



additional services, on behalf of the recipient, were secured including staff add-ons, SST 

involvement and additional consultations.  There was no documentation that the CART process 

was pursued.  In spite of the various services and supports, the recipient's behaviors continued to 

the point that other recipients were leaving or threatening to leave and the recipient had 2 

instances in which he was suicidal.  Numerous attempts to secure community hospitalization 

specifically after suicidal threats were unsuccessful.  The HRA examined evidence of a 

completed application for state-operated admission which appeared to have been exchanged 

between the CILA provider and PAS/ISSA agency; however, the specific outcome of the 

application was not documented.  There was no response provided to the application if it had 

been submitted to DHS and as required for an administrative/temporary admission. There was no 

evidence that any entity filed petitions or certificates for administrative, emergency or judicial 

admission to a state-operated facility.  The HRA contends that behaviors significant enough to 

result in an arrest and conviction would be serious enough to meet the documented purpose state-

operated admission absent community hospitalization.  Instead, the CILA provider pursued the 

recipient's arrest for an incident that occurred in the prior month and he no longer received 

services from the CILA provider.  The only DHS directives related to hospitalization for 

behavioral health needs are stated in a memo that is several years old. 

 

While the HRA applauds all parties on their very important work in integrating individuals with 

developmental disabilities into Illinois communities and many of the efforts made on behalf of 

this recipient specifically, this case identifies a serious service gap that impacted the safety and 

well-being of a CILA resident, his housemates, his co-workers and agency staff.  The identified 

gap has the potential of having a systemic impact on all current and future CILA participants.  

Specifically, individuals with developmental disabilities need access to crisis hospitalization for 

behavioral needs or suicidal threats.  Both the CART and SST processes are viable resources to 

assist with crisis care; however, when all options fail and the behaviors continue, crisis care is 

needed to ensure the full continuum of service provision.  The HRA also noted that the SST 

made recommendations that were similar to actions already taken by the CILA provider.  The 

HRA contends that the provision of crisis hospitalization is an assurance of the DHS mission, the 

Mental Health Code right to "adequate and humane care and services" and the Developmental 

Disability and Mental Disability Services Act which requires the DHS to "…make available 

community support services in each geographic area for persons with severe mental 

disabilities… [including] Community supports teams [that] will provide….crisis/behavioral 

intervention."  CILA regulations require CILAs to provide an "Array of services", including the 

provision of mental health services which is addressed in the CILA/DHS contract.   The DHS 

program manual requires the ISSAs to provide service linkage and referrals and state-operated 

facilities are to provide specialized care for individuals with intense behavioral needs who cannot 

be served in the community.  The HRA also contends that while all parties played a role in this 

situation, it is ultimately the responsibility of the DHS to fund, guide and monitor service 

provision.  The HRA also believes that there is a need, at the front end of community placement, 

to ensure that a provider have adequate behavioral and crisis supports for individuals with a 

history of behavioral health needs.  For the recipient in this case, behavioral problems surfaced 

early in each of the CILA placements.  Finally, the HRA notes that the CILA provider's licensure 

and quality reviews did not indicate deficits in treatment provision, staffing levels or other 

clinical areas.  

 



Because the individual in this case was unable to access community hospitalization in at 

least 2 times of crisis, follow-through and a state-operated admission application was not 

completed, and the DHS had some degree of knowledge about the recipient's crises via the 

SST and PAS/ISSA, the HRA substantiates the complaint and a violation of a recipient's 

right to adequate treatment with regard to crisis services. 
 

The HRA recommends the following: 

 

1. To ensure the provision of adequate treatment during times of crises while an 

individual is residing in a community setting licensed/funded through the DHS, 

develop formal protocol/guidelines for providers to seek hospitalization, including 

state-operated hospitalization or other crisis arrangements, to be distributed to 

providers, ISSAs and network facilitators.   

 

2. Clearly define the responsible parties for facilitating hospitalization and the role 

each plays.   

 

3. Educate providers on the state-operated admission or crisis intervention processes 

for persons with developmental disabilities.  

 

4. When applications for state-operated administrative/temporary admission are 

approved or denied provide a written determination so that other Code guaranteed 

processes (e.g. review hearing request) can be initiated. 

 

5. Ensure that pre-screening information shared with CILA providers includes a 

history of behaviors.  When an individual with known behavioral health needs is 

being considered for community placement, ensure appropriate placements and 

adequate behavior/crisis supports prior to admission. 

 
The HRA also offers the following suggestions for consideration: 

 

1. Consider the development of formal agreements with hospitals in the various catchment 

areas to ensure a continuum of service provision. 

 

2. If hospitals are full, utilize state-operated facilities or identify other crisis beds to meet 

crisis needs.  Clearly define the means to access crisis beds, the responsible parties and 

their specific roles. 

 

3. Encourage providers to notify the DHS and advocacy entities when service recipients are 

denied hospitalization solely because of their cognitive impairments. 

 

4. Ensure service providers are using existing resources, including the CART and SST 

processes. Offer providers a means to give feedback on the CART and the SST processes. 

 

5. Conduct regular reviews of crisis situations as a systems quality assurance tool to identify 

and address service gaps. 



 

6. When conducting licensure and quality reviews, include in the recipient sample, 

recipients who have had significant or frequent behavioral issues or incidents. 

 

7. Ensure follow-up occurs when there is a PAS recommendation regarding guardianship. 

 

 

The HRA commends the full cooperation of all parties involved in the scope of its 

investigation. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

RESPONSE 

Notice: The following page(s) contain the provider 

response. Due to technical requirements, some 
provider responses appear verbatim in retyped format. 

 
 


























































