
 
 

FOR IMMEDIATE RELEASE 
 
 

HUMAN RIGHTS AUTHORITY – NORTHWEST REGION 
REPORT 15-080-9004 

AVANCER 
 

INTRODUCTION 
 The Human Rights Authority (HRA) of the Illinois Guardianship 
& Advocacy Commission opened an investigation after receiving 
complaints of potential rights violations of a resident at Avancer.  It was 
alleged that there is inadequate care regarding hygiene and there is    
disregard of the legal guardian.    
 Substantiated findings would violate rights protected under the 

Mental Health and Developmental Disabilities Code (405 ILCS 5/2-
102(a), 104, 202), Social Security Representative Payee regulations (20 
CFR 404.2065), the Standards and Licensure Requirements for 
Community Integrated Living Arrangements (CILA) (59 Ill. Admin. 
Code 115.100, 200(c), 220, 230, 250, 320(a), (c)) and the Probate Act 
(755 ILCS 5/11a-17, a-23). 
 According to its website, Avancer Homes was established in 
August 2001 with four homes in the DeKalb and Sycamore areas.   
Avancer Homes currently runs 18 homes in the following areas: Genoa, 
DeKalb, Sycamore, Cortland, and Davis Junction.   
 To pursue the matter an HRA team met at the facility and 
interviewed the following Avancer staff:  the Executive Director, 2 
Qualified Intellectual Disabilities Professionals (QIDP) and a Direct 
Support Professional (DSP).  Relevant sections from the resident’s 
records were reviewed with written authorization. 
 
COMPLAINT SUMMARY  



 The complaint alleges that the resident wears dirty, tattered 
clothing and is not well groomed.  Clothing items purchased by the 
guardian for the resident are lost or stolen.  The facility seldom allows 
the resident to purchase new clothing.  A dentist recommended the 
resident be seen twice yearly instead of once and the facility did not 
assist the resident in receiving the dental services, nor did they notify the 
guardian of the recommended dental hygiene.  In addition, the staff 
reportedly disregards the guardian by giving false information, and 
consequently withholding facts from the guardian by not informing her 
of behavior incidents or activities.  It was also alleged that during the 
last 2 years the resident has suffered physical and emotional abuse from 
the staff.  The HRA Coordinator referred the abuse and neglect portion 
of this complaint to the appropriate enforcement agency and monitored 
its findings.   
 
FINDINGS   
   The QIDP stated that the resident bathes at least once daily with 
supervision.  At times during the summer months, he will bath twice 
daily due to outside activities including football and other sports.  She 
went on to state that the resident enjoys bathing.  There is no 1:1 for for 
the resident regarding bathing, grooming or dressing.  There is only 
supervision provided for these tasks.   
 The executive director explained that Avancer is the representative 
payee for the resident, therefore guardian approval for the expenditure of 
funds is not required.  On many occasions the guardian has provided 
new clothing for the resident, but at times the items are misplaced.  
There is property log kept to track the missing clothing.  She added that 
the resident also receives donated clothing, including used clothing from 
other residents, although these are not tracked either. 
 In regard to a dental appointment where the dentist recommended 
that the resident see him twice yearly instead of once due to the 
deterioration of his dental hygiene, the facility deemed that the resident 
could not afford it because of a low balance and outstanding loan.  The 
staff stated that they would check with the guardian to determine if this 
was something that the guardian was willing to pay for from her own 



finances. The QIDP stated that “It has not been our practice to inform 
guardians of the results of every dentist appointment, nor had this 
guardian so requested.  It has been our practice (there is no policy) when 
additional services are recommended to consult the most recent financial 
statement available, discern if there is a surplus of finances (which 
would keep the balance well over $300.00) and if so, then discuss the 
recommended services with the guardian to get a 
determination/recommendation from them on spending the resident’s 
money in this way”.  HRA reminded the QIDP that moments ago the 
executive director stated that Avancer is the resident’s payee 
representative and guardian approval is not required.  The QIDP then 
added that there is no written documentation the facility approved what 
the dentist recommended, and in fact the facility did not.  Nor is there 
any written documentation that the guardian was contacted to determine 
if she would pay for the dental services.  Per the executive director, the 
loan balance that prevented the resident from having the funds for the 
recommended dental visits originated from the time the resident was 
first admitted to Avancer in 2011.  She added that at times when 
residents are first admitted, it takes time for their social security benefits 
to be directed to the facility. 
 In continuation, the QIDP expounded that the staff had received 
information that the guardian was deeply concerned that the resident 
wears dirty/tattered clothing, new clothing purchased by the guardian is 
consistently missing, the resident is not well-groomed and 
incident/behavior problems are not reported to the guardian.  This 
concern was received not only from the guardian, but also from a 
representative of a local state facility that is an advocate for the resident.   
 The director explained that guardian contact by the Avancer staff 
has been an area of concern in that they have held special meetings to 
determine more effective ways of communicating with the guardian 
regarding medical issues, missing clothing items, including behavior 
problems as the resident went 8 months without seeing a psychiatrist.   

When asked by the HRA why the staff would not inform the 
guardian of a Special Olympics Awards night in order for her to attend 
and experience this event with the resident, the QIDP stated that she did 



not document or follow-up with the guardian, but verbally informed her 
2 weeks before the event.  She regrets that the guardian missed the 
event.  She then added that Avancer has no written policies related to 
resident hygiene or guardian contact. 

The QIDP stated that the staff received special training from a 
local crisis prevention agency regarding the resident to address areas 
such as physical aggression and property destruction. 

The training is conducted annually and as needed.  In addition, the 
Avancer Human Rights Committee meets every couple of months for 
case reviews.  Documents regarding staff training and the Avancer 
Human Rights Committee’s review of the resident were provided.   

According to the executive director and the QIDP, a state advocacy 
agency is assisting the guardian in a search of placement for the resident 
to another facility other than Avancer.  Avancer is not involved in this 
search, per the guardian’s request.   
 
RECORDS 
 Avancer provided nothing in writing regarding the bathing, 
grooming or laundry schedule for the resident as requested by the HRA.   

Both the Avancer collective checking account and the resident’s 
individual savings account denote Avancer as the representative payee. 
 The Resident Fund Ledger dated 1/1/14 through 4/30/15 depicts 
that the only clothing items purchased for the resident were on 5/27/14 
which were shirts/shorts costing a total of $19.23.  In addition, on 6/9/14 
shorts were purchased for a total of $15.08.  Receipts for these items that 
were provided do not show whether these were underwear/T-shirts or 
regular shorts and shirts.  Accordingly, the QIDP and DSP could not 
specify what type of clothing was purchased.  An email dated 12/4/14 to 
Avancer from a local state advocacy agency states that the guardian 
“requested that the resident be groomed and dressed appropriately.  
There have been occasions recently when the resident has not been clean 
and has been wearing dirty clothes with holes in them”.  “The guardian 
would like the resident’s clothes to be returned to his home.  He has his 
initials on all of his clothing”.  The staffing summary notes on the 
Interim Staffing Report dated 1/19/15 state the following: “An “all-call” 



has gone out for clothing to all of our houses in the hopes of locating 
misplaced resident’s clothing.  So far none have surfaced”.  The missing 
clothing had not been found as of the HRA site visit date.  There are no 
property logs or other documentation to determine exactly what was 
missing.  During the search, the Avancer staff looked for items that were 
tagged with the recipient’s name and in someone else’s possession but 
found nothing. 

The Resident Fund Account individual general ledger for the 
resident dated 1/1/14 through 8/31/15 does not have a balance listed at 
all for the month of July, 2014.  The resident’s individual savings 
account shows an available balance of $125.15 on 7/15/14.  The 
Avancer Resident Fund Account Loan Balance Sheet dated 1/1/14 
through 7/31/15 depicts a loan balance owed in the amount of $170.00 
on 7/1/14 and $155.00 owed on 7/10/14.  The Interim Staffing Report 
dated 7/10/14 states that: “The dental clinic suggested that a semi-annual 
check-up would be beneficial, if the resident could afford it.  His 
finances were reviewed and due to his low balance and the loan he has 
outstanding, the cost is prohibitive.  The resident will go back for his 
July 2015 appt. for his next regular dental appointment”.  The report also 
notes that Avancer staff “will check with guardian regarding her interest 
in paying this portion”.  There is no documentation of guardian contact 
regarding this, and the guardian was indeed not contacted as admitted by 
the QIDP.  Neither is there documentation that Avancer provided the 
funds for the recommended dental care.  And per the QIDP, Avancer did 
not.  It is noted that the Interim Staffing Report dated 7/10/14 was 
signed off by the entire support staff for the resident, including the 
executive director. 

Referring back to the Resident Fund Ledger dated 1/1/14 through 
4/30/15, it appears from these ledgers that the monthly amount that is 
allotted to the resident to spend as he pleases, was being used to 
purchase deodorant, shaving supplies, body wash, lotion, body spray, 
toothpaste, as well as a loan repayment to Avancer and repayments to 
Avancer for property damage caused by the resident.  The facility did 
not provide policy, but actually provided an interoffice memo dated May 
11, 2015 that states  “As of May 11, 2015, individuals that are residents 



of Avancer Homes LLC will no longer incur cost for damages to 
buildings that they have caused due to behavior, accidents, etc”.  In 
regard to the loan repayment balance that the executive director stated 
prevented the resident from recommended dental visits, the Avancer 
Resident Fund Account General Ledger dated 1/1/10 through 12/31/12 
shows that a cash loan from Avancer was first issued to the resident on 
2/28/11.  (It is noted that this is a full 6 months after the service start 
date of 8/30/10 that is listed on the 6/11/14 ISP, as the executive director 
previously stated that the loan was due to the resident’s Social Security 
benefits not being directed to their facility right away.  The Avancer 
Resident Fund Account Client Loan Balance sheet dated 1/1/14 through 
7/31/15 depicts that after continuous monthly payments, the loan was 
paid off on 2/11/15.   

The Interim Staffing Report dated 2/9/14 explains that due to the 
physical aggression by the resident, the police had to be called.  The 
police were able to calm the recipient down, avoiding an arrest.  The 
report does not address guardian contact.   

On February 13, 2014 the staff notes from an incident meeting in 
which the guardian was present, depict the following as the staff admits 
to a lack of notifying the guardian: “The Administrator apologized on 
behalf of the Agency and on behalf of the A. on-call for last weekend’s 
lack of notification.  Some changes that will be put in place include: the 
process for notification to Mom will be explained to everyone who takes 
call.  The on-call book & phone will list Mom’s phone # & a back-up # 
of the resident’s sister.  Staff who were to be with the resident now 
receive discipline action.  Anytime the police are involved Mom must be 
on the phone & alerted in order to represent the resident”.   

The ISP (Individual Service Plan) dated 6/11/14 briefly states that 
the resident requires prompts from the staff for grooming and dressing 
and decision making regarding clean and tattered clothing.  In addition, 
the plan lists the guardian as present at the meeting and a member of the 
CST (Community Support Team).    The ISP tells of behavior incidents 
that occurred, but does not specify that the guardian was contacted 
during these incidents.  In particular, on 9/17/13 the police were called 
due to behavior by the resident when he was not arrested but transported 



to a local hospital and released, the guardian was only given a copy of 
the police report later.  The plan does not address guardian inclusion or 
the reporting of unusual incidents to the guardian.  But under the sub-
title of “Planned Absences/Extended Vacations” it states that “pick-up 
and drop times or any special considerations are handled by the 
Residential Manager.  The resident’s guardian has been asked to 
communicate directly with the Residential Manager regarding concerns 
or plans”. 

  The 6/23/14 Interim Staffing Report states that the police had to 
be called as there was a physical altercation between this resident and 
another resident.  There were no injuries and no arrests were made.    
The report does not include documentation that the guardian was 
contacted. 

In an email dated December 4, 2014, a local state advocacy agency 
also denotes a lack of notifying the guardian stating that the guardian 
“would like to be informed immediately of any incidents that involve the 
resident becoming physically aggressive.  She would also like to be 
informed of any events that the resident is involved with.  She stated that 
she would have loved to attend the recent Special Olympics awards 
night to cheer the resident on.  Had she known about this event, she 
would have attended”.  

On 12/24/14, the QIDP emailed the local state advocacy agency 
the following regarding a 12/19/14 incident:  “On 12/22/14 I called the 
guardian to inform her about an incident that occurred on Friday at the 
Russell involving the resident.  An incident report was completed and 
we were just fulfilling her wishes by informing her of any issue that 
happens with the resident”.  In regard to the aforementioned, the QIDP 
followed with a letter to the guardian dated 12/24/14.     

The 3/10/15 staff notes state that the resident was presented at the 
hospital emergency room by the Avancer staff for “aggression, agitation 
and property destruction, psych. bed sought at 17 hospitals.  None 
available.  He was discharged back to us that night”.    The notes do not 
contain any information whether there was an attempt to contact the 
guardian. 



   The Interim Staffing Report dated March 13, 2015 addressed to 
the attention of all staff regarding guardian contact, states the following: 
“In the past we have made the mistake of not effectively communicating 
with her and this has caused problems.  We are trying to improve these 
communication issues and following this protocol will help us achieve 
that.  The guardian is the resident’s voice.  She must be aware of what is 
going on with him in order to feel as though she is effectively 
advocating for him”. 

The support plan from a crisis prevention agency dated 10/9/13 
denotes the recommended training for Avancer staff.  The actual training 
took place on 10/21/13 per the in-service documentation dated 10/21/13.  
The content of the training included communication, behavioral 
objectives, preventative measures, procedures for target behaviors, 
alternative behavioral training, as well as behavioral tracking.  

  The Avancer Human Rights Committee Agendas dated 
12/12/13 and 3/27/14 reveal that the behavior programs of the resident 
were reviewed, although no specific details of the reviews were 
provided.  For the period of 9/18/14 through 4/28/15 several email 
communications were provided between the  QIDP and the committee 
regarding doctor appointments and medication adjustments for the 
resident.  Again, no specific details from the committee, mainly their 
signature and/or statement that they agree or disagree. 
 
CONCLUSION 
 According to the executive director and the QIDP, no policy exists 
at Avancer on the issues of this complaint regarding poor hygiene of the 
resident and disregard of the guardian.  There is no policy related to 
guardian inclusion, whether for service planning or the reporting of 
unusual incidents.  Neither is there policy that addresses property and 
keeping or returning clothing.     
 
According to the Mental Health Code (ILCS 5/2-102) regarding care and 
services;  
§ 2-102. (a) A resident of 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…and the 
recipient’s guardian…  
According to Section 5/2-104. Personal property; restrictions; discharge 
§ 2-104. Every recipient who resides in a mental health or 
developmental disabilities facility shall be permitted to receive, possess 
and use personal property and shall be provided with a reasonable 
amount of storage space therefor, except in the circumstances and under 
the conditions provided in this Section. 
(c) When a recipient is discharged from the mental health or 
developmental disabilities facility, all of his lawful personal property 
which is in the custody of the facility shall be returned to him. 
 
Social Security representative payees have specified responsibilities as 
outlined below: (20 CFR 404.2065) 
A representative payee has a responsibility to-- 

(a) Use the benefits received on your behalf only for your use and 
benefit in a manner and for the purposes he or she determines, 
under the guidelines in this subpart, to be in your best interests; 
 

According to Part 115. Standards and Licensure Requirements for 
Community-Integrated Living Arrangements: General Provisions 
115.100. Purpose 
a) The purpose of the Community-Integrated Living Arrangements 
Licensure and Certification Act [210 ILCS 135] is to license agencies to 
certify living arrangements integrated in the community in which 
individuals with a mental disability are supervised and provided with an 
array of needed services. 
b) The objective of a community-integrated living arrangement is to 
promote optimal independence in daily living and economic self-
sufficiency of individuals with a mental disability.  
According to Section 115.200 (c) Service Requirements: 
Description 



c) Services shall be oriented to the individual and shall be designed to 
meet the needs of the individual with input and participation of his or 
her family as appropriate. Individuals are recognized as persons with 
basic human needs, aspirations, desires and feelings and are citizens of 
a community with all rights, privileges, opportunities and 
responsibilities accorded other citizens. Only secondarily are they 
individuals who have a mental disability. 
  
Under Section 115.220c.  Community support team shall be responsible 
for: 
9) Providing assistance to the individual in obtaining health and dental 
services, mental health treatment and rehabilitation services (including 
physical therapy and occupational therapy), and substance abuse 
services; 
11) Assisting individuals with activities of daily living through skill 
training and acquisition of assistive devices; 
 
In addition 115.220e., an CST member who is a QMRP or a QMHP 
shall be designated for each individual and shall: 
3) Assure the participation of team members and necessary non-team 
member professionals; 
6) Monitor the individual's status in relation to the services plan; 
7) Advocate for the individual's rights and services; 
11) Initiate and coordinate the interdisciplinary process as often as 
specified in the services plan or when required by problems or changes; 
13) Work with the individual and parent(s) and/or guardian to convene 
special meetings of the CST when there are issues that need to be 
addressed as brought to the attention of the team by the individual, 
parent(s) and/or guardian. 
 
And Section 115.230.    Interdisciplinary process 
Agencies licensed to certify CILAs shall comprehensively address the 
needs of individuals through an interdisciplinary process. 



a) Through the interdisciplinary process, the CST shall be responsible 
for preparing, revising, documenting and implementing a single 
individual integrated services plan for each individual. 
b) The following shall be included in the interdisciplinary process: 
1) The individual or his or her legal guardian, or both; 
 
Under Section 115.250. Individual rights and confidentiality 
Individuals or guardians shall be permitted to purchase and use the 
services of private physicians and other mental health and 
developmental disabilities professionals of their choice, which shall be 
documented in the services plan.   
 
According to Section 115.320. Administrative requirements: 

c) General program requirements 
Agencies funded by the Department shall meet the following 
general program requirements for all funded services: 
3) Behavior management and human rights review  

Each agency is required to establish or ensure a process for the periodic 
review of behavior intervention and human rights issues involved in the 
individual's treatment and/or habilitation. Agencies required to have 
behavior intervention and human rights review policies and procedures 
under licensure or certification standards shall continue to comply with 
those standards.  
 
Per 405 ILCS 5/2-202. Policies and procedures: 
§ 2-202. The Secretary of Human Services and the facility director of 
each service provider shall adopt in writing such policies and 
procedures as are necessary to implement this Chapter. Such policies 
and procedures may amplify or expand, but shall not restrict or limit, 
the rights guaranteed to recipients by this Chapter. 
 
According to the Probate Act, 755 ILCS 5/11a-17 and 5/11a-23:   

(a) To the extent ordered by the court and under the direction of the 
court, the guardian of the person shall have custody of the ward 



and the ward's minor and adult dependent children and shall 
procure for them and shall make provision for their support, 
care, comfort, health, education and maintenance, and 
professional services as are appropriate… 
 
(b) Every health care provider…has the right to rely on any 
decision or direction made by the guardian…that is not clearly 
contrary to the law, to the same extent and with the same effect 
as though the decision or direction had been made or given by 
the ward. 

 
Complaint:  There is inadequate care regarding grooming, dental 
hygiene and lost or stolen clothing.  There is no specific proof of a 
review by the Avancer Human Rights Committee regarding these issues, 
although minutes state that his case was discussed.  Avancer does not 
have policy that addresses the bathing, grooming or laundry 
maintenance for residents.  Nor is there any documentation that is 
required by staff as related to this issue.  The facility does not provide a 
1:1 for bathing, grooming and dressing as they do not deem it necessary.   
The ISP dated 6/11/14 states that the resident requires prompts from the 
staff for grooming as well as dressing, and lists the guardian as a 
member of the resident’s support team.  Although there is emailed 
evidence that others in the community believed the resident was, on 
occasion, unclean, current observations provide no further proof.  The 
Resident Fund Account Ledger dated 1/1/14 through 4/30/15 depicts that 
in a period of more than a year the resident purchased shorts and shirts 
@ $19.23 on 5/27/14 and shorts on 6/9/14 for $15.08.  The staff could 
not answer the question regarding whether these were under or outer 
clothes. The email dated 12/4/14 denotes concern from the guardian and 
a local state advocacy agency regarding the resident not being groomed 
appropriately and dressed in dirty, tattered clothing.  The email goes on 
to state that the resident has missing clothing items that have his name 
tagged on them. Staff summary notes dated 1/19/15 confirm that the 



clothing is missing and a search was underway.  Per the Avancer staff 
during the site visit, no clothing belonging to the resident has been found 
to date.  There are no property logs to track the missing items.  Per 405 
ILCS 5/2-202, the facility director of each service provider shall adopt in 
writing such policies and procedures that may amplify or expand, but 
shall not restrict or limit, the rights guaranteed to recipients.  According 
to ILCS 405 5/2-104, every recipient who resides in a mental health or 
developmental disabilities facility shall be permitted to receive, possess 
and use personal property.  Property in this case that Avancer cannot 
account for or return whenever the resident is discharged.  

In regard to dental hygiene, the dentist recommended the resident 
be examined twice yearly rather than the standard once per year.  There 
is a blank space for the balance listed for July 2014 in the individual 
general ledger for the resident.  The individual savings account had a 
$125.14 balance on 7/15/14.  The loan balance sheet covering the period 
of 1/1/14 through 7/31/15 reveals a loan balance of $170.00 owed on 
7/1/14.  In addition, only $155.00 was owed on 7/10/14.  The Interim 
Staffing Report dated 7/10/14 state that the resident could not afford the 
exams due to a low balance in his resident fund along with an 
outstanding loan balance owed to Avancer and the guardian would be 
contacted to determine if she could pay for the services.  Per the QIDP, 
Avancer did not approve the dental services and the guardian was not 
contacted.  The general ledger dated 1/1/10 through 12/31/12 makes it 
clear that the loan began 2/28/11 and the loan balance sheet dated 1/1/14 
through 7/31/15 denotes that the loan was paid up on 2/11/15.  No 
documents were provided to the HRA to prove that the recommended 
twice yearly dental exams have been made available to the resident or 
that alternatives were explored by the community support team with 
notification and input of the guardian in trying to meet those 
recommendations.  Section 115.220c of the CILA Rules state that the 
community support team is required to provide assistance to the 
individual in obtaining health and dental services, services in this case 
that were recommended but not attained due to carelessness of the staff.    
Social Security representative payees (20 CFR 404.2065) have a 
responsibility to use the benefits received on behalf of the resident in a 



manner and for the purpose determined to be in the best interest of the 
resident.  It is therefore concluded that the complaint as related to dental 
hygiene, is substantiated.    
 
Complaint:  There is disregard of the guardian.  No supporting 
documents were received to prove that the Avancer Human Rights 
Committee reviewed this specific issue.  The Interim Staffing Reports 
dated 2/9/14 and 6/23/14 denote that in both incidents the police had to 
be called regarding the aggressive behavior of the resident.  Neither 
report contains documentation of guardian contact.  Staff notes dated 
2/13/14 illuminate that an apology was by the Administrator to the 
guardian regarding a lack of notification by the staff of an incident 
involving the resident during the prior week.  The note goes on to state 
that staff will receive disciplinary repercussions as a result of their 
actions.  The email dated 12/4/14 from a local state advocacy agency, 
explicates that the guardian would like to be informed of any behavior 
incidents as well as community events regarding the resident.  As a 
result, there was indeed guardian contact by the QIDP per the 12/24/14 
email and letter.  Also, it is noted that the guardian was usually present 
at the resident’s doctor appointments but remained concerned regarding 
the incongruous actions of the staff reporting incidents to her.  Staff 
notes dated 3/10/15 state that the resident was taken to the hospital 
emergency room by the Avancer staff for aggression and agitation.  
These notes do not contain documentation of guardian contact.   The 
March 13, 2015 Interim Staffing Report depicts that there have been 
problems with the staff not communicating in an effective manner to 
produce the desired result of supporting the guardian as the recipient’s 
voice, as well as his advocate.   Per ILCS 405/2-102a regarding care and 
services, “a resident of 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…and the 
recipient’s guardian.”  The CILA Rules in Part 115.200c state that “… 
Services shall be oriented to the individual and shall be designed to meet 
the needs of the individual with input and participation of his or her 



family as appropriate.”  In regard to the interdisciplinary process, CILA 
Rules in Section 115.230 state that the individual or his or her legal 
guardian, or both shall be included in the process and it is the 
responsibility of the community support team to integrate a service plan 
for such.  The role of the guardian is to procure for the wellbeing and 
safety of his/her ward per 755 ILCS 5/11a-17 and/or 11a-23, which in 
this case, the guardian as an integral member of ongoing service 
planning and implementation was not able to do.  The allegation of 
disregard of the guardian is substantiated.    
   
RECOMMENDATIONS 

1.  Establish policies and procedures that govern the hygiene of 
residents and guardian contact including the reporting of unusual 
incidents. (405 ILCS 5/2-202) 

2. Ensure that residents are permitted to receive, possess and use their 
own personal property.  (ILCS 5/2-104)  (405 ILCS 5/2-202) 

3.  Establish property logs to track missing property belonging to the 
resident. (405 ILCS 5/2-104) 

4. With the assistance of the Community Support Team, permit 
residents to purchase and use private physicians and other medical 
professionals of their choice. (59 Ill. Admin. 115.250) (Ill. Admin. 
115.220c, e) 

5. Ensure that the Individual Service Plan and the Community Support 
Team support the Guardian in advocating for the rights and services 
of the resident. (ILCS 5/2-102) (Ill. Admin. 115.200c) 

6. Establish Human Rights Committee policies and procedures 
specific to behavior intervention and the human rights issues of the 
resident.  (Ill. Admin. 115.320) 

 
SUGGESTIONS   



1.  Review the list of hygiene items being paid for by the resident to 
ensure that they are not to be covered as part of the CILA 
agreement. 

2. Review the discrepancy over the loan repayment.  Is the loan due 
to an SSA overpayment or for property damage? If for property 
damage, reimburse the resident.  Ensure future loan repayments are 
clearly documented and ensure that residents/guardians are 
informed. 

3. Ensure that guardians receive quarterly reports of finances as 
required by the CILA Licensure and Certification Act (210 ILCS 
135/9.1 (a) (3). 

 
 
The abuse and neglect portion of this complaint was referred to the 
appropriate enforcement agency.  The report of the enforcement agency 
dated 6/8/15 depicts the following result:  “Based on the facts in this 
case, the following was concluded.  The allegations of physical abuse 
and neglect, against the staff of Avancer, are unsubstantiated”. 
 
 
 
 

1. Ensure that the detainee is provided the correct form and 
understands the difference between the Inmate Request form and 
the Inmate Medical Request form. 

2. Consider medication chart audits to ensure there are no 
medication errors.  

3. Revise suicide watch forms to include documentation of the 
medications administered to the detainee while on the watch.   
 
 
 
 



 
 
 
 

 
 
 
 

RESPONSE 
Notice: The following page(s) contain the provider 

response. Due to technical requirements, some 
provider responses appear verbatim in retyped format. 

 
 




























